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Abstract 

The majority of care-experienced people have experienced childhood maltreatment, alongside 

several other adverse experiences (poverty, frequent placement changes). Some young people enter 

care and are not reunited with birth family, which means they are likely to transition into 

independent living around the ages of 16-18. These young people are considered especially 

vulnerable in young adulthood, but there is very little research investigating their experiences and 

outcomes. Early trauma, ongoing in-care disruption, inconsistent care-giver support and early 

independence puts children in care and care-experienced adults at much greater risk of poor mental 

health. Unaddressed mental health needs are considered a key driver for some of the negative 

outcomes recorded for care-experienced adults, such as homelessness or contact with the criminal 

justice system. It is imperative that care-experienced people have their mental health needs 

addressed. With this PhD, I have explored whether the current provision of mental health support in 

the United Kingdom addresses the needs of young people in care and care-leavers, in particular 

around the transition out of care, as well as factors which influence help-seeking behaviour, and 

access to mental health support from formal and informal sources of support. In study one I use 

secondary data analysis children’s social care records to explore whether there are gaps in the 

provision of mental health support provided to children in care with mental health problems. In 

study two I used qualitative interview methodology to investigate experiences of trying to access 

mental health support for a group of young people who recently ‘aged out’ of care.  Recognising a 

lack of research into care-leavers mental health outcomes, in study three I explored factors which 

are associated with poorer mental health outcomes in care leavers, using scoping review 

methodology. In study four I explored preferences for support, help-seeking behaviour and 

predictors for this, with around 90 16- and 17-year-olds in care who are approaching the transition 

out of care. Finally, in study five I broadened my focus to all young people with pots-traumatic stress 

disorder. I used systematic review methodology and meta-analyses to examine whether evidence-

based manualised therapies for young people with post-traumatic stress disorder, improve social 

and interpersonal outcomes. This thesis provides insight into some of the challenges young people in 

care face when trying to access mental health support from formal and informal sources of support, 

as well as identifies key individuals who are important for providing mental health and wellbeing 

support to this vulnerable group of young people.  

 

 



 12 

Chapter 1: General Introduction 

In 2023, there were 83,000 children under care of a local authority in England, and many more 

adults in the general population have experienced growing up in care (Department of Education, 

2023). Research indicates that the majority of care-experienced people have experienced several 

different forms of abuse, sometimes across several developmental stages, alongside other 

environmental adversities such as poverty (Havlicek, 2014; Rebbe et al., 2017; Rebbe et al., 2018). 

Entering care can be a pivotal experience, offering safety and new social connections for some 

(Wilson et al., 2020), but it can also bring challenges such as separation from siblings and frequent 

placement changes (Department of Education, 2023; Euser et al., 2016; Katz et al., 2017). Care-

experienced young people are at greater risk of revictimization, particularly during adolescence (e.g., 

severe bullying, interpersonal violence or sexual abuse; Euser et al., 2016; Katz et al., 2020). Those 

entering care at an older age are less likely to be reunified with family members, leading to a longer 

stay in care, usually until they exit care around the age of 17-18 years old (Clarke & Penington, 

2021). In 2022/23 there were over 48,000 care-leavers aged 17-21 years old in England, most of 

which lived in semi-independent (35%) or independent accommodation (29%). Around 11% lived 

with former foster carers, 11% with birth relatives and around 5% homeless or in temporary 

accommodation (e.g., bed and breakfasts), in police custody (3%), or accommodation is not known 

(6%; Department of Education, 2023). Many struggle with the move out of care, feel abandoned and 

powerless, and experience instability with housing and employment (Butterworth et al., 2017; 

Dworsky et al., 2013; Stein & Dumaret, 2011). The interplay between early trauma, ongoing in-care 

disruption, inconsistent care-giver support and early independence puts children in care and care-

experienced adults at much greater risk of poor mental health (Engler et al., 2022; Seker et al., 

2021). Homelessness, unemployment, contact with the criminal justice system and death by suicide 

are also overrepresented in this group, and unaddressed mental health difficulties are considered a 

key driver for these outcomes (Hamilton et al., 2015; Mabhala et al., 2021; Shook et al., 2011; Shook 

et al., 2013). It is imperative that care-experienced people have their mental health needs 

addressed, to mitigate some of these outcomes.  

Definitions and Terminology 

Being ‘in care’ refers to any person under the age of 18, whom the state gained legal guardianship, 

usually through local authority children’s social services (Children Act, 1989, 2004). The local 

authority takes on the role of corporate parent, ensuring the child's health, safety, and 

development. This can involve placing the child in foster care, residential care, or with other relatives 
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(kinship care), depending on the individual circumstances and the best interests of the child. Care-

experienced refers to anyone who is currently living in care, or has lived in care at any stage of their 

life. This might mean the individual was only in care for a short period of time (i.e., a few weeks), or 

it might mean that they remained in care for several years, sometimes until adulthood. When young 

people remain in care until adulthood, the transition out of care is often referred to as “aging out of 

care”, and the individual is sometimes referred to as a “care-leaver”. According to United Kingdom 

(UK)  legislation, a care leaver is an individual who has been in the care of the local authority for at 

least 13 weeks since the age of 14 and who has left care after reaching the age of 16 but is still under 

the age of 25 (Childrens Act, 2000). In this thesis I broaden the definition, to include anyone who was 

placed under care of children’s social services, who also remained in care until they reached the 

maximum age permitted (around 16-18 years old).  

Another common term used by professionals and academics is “looked-after” children or youth. 

There has been an increased emphasis on the significance and connotations of language. A recent 

report involving care-experienced people from 14 UK local authorities revealed that looked-after is 

not the preferred term of care-experienced people (TACT, 2019). Young people have expressed that 

looked-after, which is often abbreviated to “LAC”, has negative connotations which imply that 

children in care are “lacking” something (TACT, 2019). For this reason, I use terms such as care-

experienced instead. Another contentious term is ‘birth parent’, ‘biological parent’ or ‘family of 

origin’. The TACT report suggested that professionals should be guided by young people, who may 

have their own preferred terms (e.g., ‘parents’ or ‘mum and dad’). In absence of this, I use the term 

‘birth parent’, as the most frequently used term across charities which conduct direct work with 

care-experienced people (e.g., NSPCC, 2023).  

The journey through care 

The experience of growing up in care is varied, reflecting the unique backgrounds and circumstances 

of each child. For some, entering care represents a move to safety, provides them with opportunities 

they might not have had otherwise, and provides them with the chance to make lasting connections 

with their new carers (Wilson et al., 2020). However, there are other young people who experience 

the move into care as traumatic, they feel a sense of loss, and struggle to settle into their new lives 

(Wechsler-Zimring et al., 2012; Wilson et al., 2020). This is particularly the case where young people 

feel that they are not told why they were entering care, or where they feel like they are not 

consulted with on important decisions. For example, discussions around when they would move 

placement (Wilson et al., 2020). 
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It is difficult to quantify the proportion of young people who have settled and generally positive 

experiences in the care system, versus those who do not. Large-scale research studies, usually 

conducted in the USA, have attempted to reveal common patterns in experiences of being in care, 

and indicate that challenging experiences cluster (Fowler et al., 2011; Okpych & Courtney, 2018; 

Keller et al., 2007). For example, Keller et al. (2007) found that those who had the highest placement 

instability, also had more instances of ‘runaway’ in care, were more likely to have contact with the 

criminal justice system and were more likely to be expelled from school. This group represented 45% 

of the sample. This demonstrates that disadvantages tend to cumulate, to form a complex set of 

challenges. Certain experiences, such as placement instability, can indicate that the young person 

may be struggling in multiple areas of their life, and that they require support or intervention. Such 

analyses have not yet been conducted within the UK, but we can examine government reports to 

understand trends in placement stability in the UK. During 2022 alone, almost one third of all young 

people in care changed carer at least once (Department of Education, 2023). One-in-ten moved 

home between three to seven times in one year (Department of Education, 2023). These statistics 

are published by the Department of Education yearly, and rates of placement changes have been 

relatively stable across the past 10 years. This would indicate that placement changes are the norm 

for children in care. Ongoing disruption of this kind may have serious knock-on effects for their 

ability to engage with school, maintain friendships and build trusting and caring relationships with 

adults (Konijn et al., 2019; Rock et al., 2013).  

Another unique event experienced by many children in care, is the accelerated transition to 

independence. As the average age of entry into care in the UK has increased, this also means that 

young people are less likely to be adopted or reunified with their family of origin (Clarke & 

Penington, 2021). This means that many young people will remain in care until the maximum age 

permitted (usually 17-18 years old). Reviews indicate that there are several factors which can 

facilitate a smoother transition to independence, including positive self-esteem and mental health, 

education attainment, leaving care at an older age and adequate social support systems (peer, carer 

and familial support; Atkinson & Hyde, 2019; Häggman-Laitila et al., 2019).  The UK offers a few 

options for support during the transition out of care. For example, young people are assigned an 

adult who is employed by children’s social services to support them through the transition out of 

care (sometimes named a Personal Advisor or Leaving Care Coach). At the local level, ‘leaving care’ 

teams might implement community building initiatives, or mechanisms for providing enhanced 

support to care-leavers where it is needed (e.g., Coram Voice, 2024). However, this also creates a 

‘postcode lottery’, and we still have a poor understanding of the extent to which this support is 

accessed by young people, and what works to improve the transition out of care (Strahl et al., 2021). 
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There is some evidence that care leavers feel that inadequate wellbeing and emotional support is 

provided during the transition out of care, that many care-leavers have difficulties accepting the help 

which is available, and as a result they experience loneliness and isolation (Adley & Jupp Kina, 2017; 

Baker, 2017; Butterworth et al., 2017).  

To improve the transition to independence, the UK government introduced two schemes: the 

“Staying Put” and “Staying Close” schemes. The Staying Put scheme allows the local authority to 

make arrangements so that the young person can continue living with their foster carer after 

reaching 18 years old, and the staying close scheme ensures care-leavers are provided with the 

option to continue living in residential facilities or at least, to live ‘nearby’. Uptake of the latter is 

difficult to track, but government statistics indicate that very few care-leavers use the staying put 

scheme. In 2022/23, 18% of care-leavers aged 18 years old were living with foster carers, and this 

halved by the age of 19 years old to 9% (Department of Education, 2023). Others were living with 

their birth parents, semi-independent residential homes, privately renting, or did not have a home 

(i.e., living in hostels, or sleeping ‘rough’ outside). By comparison, non-care experienced young 

people in the UK typically don’t leave their parental home until around the age of 23, with many 

returning home at different points in young adulthood (Office for National Statistics, 2019, 2023).  

In summary, the experience of growing up in care is diverse, with some finding safety, opportunities, 

and lasting connections with carers, while others undergo further trauma and struggle to adjust. The 

transition to independence for care-leavers is challenging and some have limited options for 

support, resulting in difficulties accessing necessary assistance and experiencing feelings of 

loneliness and isolation. Care-experienced people have often experienced multiple hardships by the 

time that they reach young-adulthood, and it is important that we make efforts to understand the 

impact of these experiences upon their mental health and provide timely support where it is 

needed.   

The mental health of children in care and care-experienced adults 

There is a large body of evidence indicating that care-experienced people are more likely to 

experience mental health problems than their non-care-experienced peers. An international review 

of the literature explored this, and found a small-medium effect, whereby those in care had worse 

mental health than those who did not grow up in care (d = 0.39; Dubois-Comtois et al., 2021). This 

effect held, even when in-care samples were compared to samples which have been matched on 

mental health risk factors (e.g., poverty; d = 0.37; Dubois-Comtois et al., 2021). It is difficult to 

extrapolate what this effect size means in terms how many young people in care have a mental 
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health problem. To answer this question, Bronsard et al. (2016) conducted an international review 

and meta-analysis of prevalence rates, and estimated that one in two children in care meet criteria 

for a mental health problem at any one time. Meanwhile, a review of UK literature revealed 

prevalence rates up to 80% have been reported in studies (no meta-analysis performed; Cummings 

& Shelton, 2024). However, within all these reviews, authors highlighted the large heterogeneity in 

estimates across included studies, meaning that it is difficult to draw precise conclusions on the 

number of young people in care who have mental health problems. Additionally, much of the 

research which was included in these reviews was conducted over 15-20 years ago, meaning it is 

challenging to understand whether these estimates reflect current populations of children in care.  

Mental health problems appear to be relatively stable for children once they enter care. This means 

that young people who enter care with mental health problems can continue to struggle for several 

years (Hiller et al., 2022; Hiller & St. Clair, 2018). In this way, being removed from an unsafe 

environment is not sufficient to protect the mental health of children in care (Tarren-Sweeney et al., 

2019). Reviews indicate that this heightened risk for mental health difficulties for children in care 

continues into adulthood. A review of longitudinal studies estimated that around 30% of care-

experience adults experience a mental health problem at any one time (Seker et al., 2021). This is 

high compared to the general population, where around 16% of adults are believed to have a mental 

health problem at any one time (McManus et al., 2016). This can lead to adverse consequences if 

left untreated. In a UK-based longitudinal study of over 300,000 people, care-experienced adults 

were 1.6 times more likely to die than their non-care experienced peers 42 years after entering care, 

and this excess mortality was largely attributed to self-harm, accidents or mental and behavioural 

causes (Murray et al., 2020). It is crucial that we learn how to address the needs of this group more 

effectively. 

The mental health difficulties experienced by this group are diverse, but there are a few mental 

health diagnoses which are disproportionately prevalent in this population. One international 

systematic review of young people in foster care, found high prevalence rates for post-traumatic 

stress disorder (PSTD; estimates ranged from 2-50%), conduct disorder (range: 1-47%), depression 

(range: 4-36%) and attention deficit hyperactivity disorder (range: 2-30%; Engler et al., 2022). A 

similar review and meta-analysis of longitudinal studies with care-experienced adults, identified high 

lifetime prevalence rates of depressive disorders (meta-analysed prevalence rate: 17%), PTSD, 

anxiety, substance-use and eating disorders (meta-analysed prevalence rates around 10%; Seker et 

al., 2021). As mentioned above, there is high heterogeneity of prevalence rates within and across 

international reviews meaning it is difficult to provide precise prevalence rates for mental health 
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problems. A particularly influential research study conducted within the UK, was conducted by Ford 

et al., (2007). With a sample of over 1200 children in care, Ford et al. (2007), found that prevalence 

of PTSD was 11 times higher for children in care, than their non-care-experienced peers and nine 

times higher for conduct disorder. However, there have been no large-scale UK-based studies since 

to corroborate this finding. What is most evident is that mental health problems experienced by 

children in care are diverse.  

Given the high rates of mental health problems experienced by this group, a central aim of this 

thesis is to examine the extent to which young people in care and care-leavers are accessing mental 

health support when they need it, and to investigate any barriers and facilitators to support access. 

Before describing the current state of the literature on service-access, I first present literature on 

why rates of mental health problems are so high in this population, with a focus upon factors which 

are pertinent to this thesis, namely: trauma and social support. 

Why do young people in care have higher rates of mental health problems? 

It is important that we better understand factors which are associated with mental health problems 

for care-experienced people, in order to address them and mitigate these outcomes. It is beyond the 

scope of this thesis to comment on all explanations, but below I describe several prevalent 

contemporary theories which are of relevance to this thesis, first focussing on maltreatment related 

explanations, and then social and interpersonal related explanations.  

The impact of maltreatment. Most explanations for the high rates of mental health 

problems for care-experienced people centre around the maltreatment they experienced in 

childhood. Neglect, abuse, or family dysfunction (e.g., domestic violence, parental mental ill health) 

have historically, and continue to be the leading causes of entering care in the UK (Department of 

Education, 2023). There is robust evidence that childhood maltreatment is related to poor mental 

health outcomes in the wider population. An umbrella meta-analysis with over 11 million 

participants found that childhood maltreatment was related to heightened risk for all mental health 

problems across the lifespan (Coughlan, 2022). This includes externalising problems (e.g., conduct 

disorder), internalising problems (e.g., depression, anxiety), thought problems (e.g., dissociation, 

psychosis, PTSD), suicidality and related behaviours and substance misuse. This relationship was of 

similar magnitude across different symptom profiles, ranging from r = 0.21-0.24. This indicates that 

maltreatment is a transdiagnostic mechanism for all mental health problems, and a plausible 

explanation for why care-experienced people are at greater risk.  
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There has been substantial development in the research field of childhood maltreatment in recent 

years. Several commonly held assumptions have been under scrutiny, including: (1) that different 

forms of abuse lead to different mental health problems (continuity assumption); (2) that 

experiencing multiple types of maltreatment leads to worse outcomes (cumulative assumption); (3) 

and that self-report and other-report of childhood maltreatment can be used interchangeably. Next, 

I discuss these issues, and reflect on their accuracy and relevancy for the care-experienced 

population.  

Traditionally, social learning theory has been used to hypothesise that there is continuity between 

the form of maltreatment experienced and subsequent mental health difficulty. For example, 

children might mirror physical abuse that they experience, which leads to aggressive behaviour and 

externalising disorders such as conduct disorder (Bandura, 1976; Broidy et al., 2003). However, this 

theory does little to elucidate connections between other maltreatment types and mental health 

conditions, especially in care-experienced populations who usually have experienced multiple forms 

of maltreatment. Coughlan et al’s (2022) review further contradicts this theory and provides 

evidence for the multifinality of childhood maltreatment. They explored mental health outcomes in 

relation to the following maltreatment categories: physical abuse, sexual abuse, emotional abuse, 

intimate partner violence, parental substance misuse and neglect. They found that that at the 

population level, all forms of childhood maltreatment have a non-specific widespread negative 

effect on mental health. This contradicts commonly health belief that different forms of abuse lead 

to different mental health problems. In this way, the type of maltreatment experienced by children 

in care is not a good indicator of who may or may not require mental health support.  

Another common assumption is that more frequent and diverse maltreatment is worse for mental 

health outcomes than other forms of maltreatment experiences (Felitti et al., 1998). The cumulative 

assumption has origins in the Adverse Childhood Experiences (ACE) field, which considers 

maltreatment a subset of ACEs amongst other forms of adverse experiences, such as bullying, 

poverty, or discrimination (Asmussen et al., 2020). Under this hypothesis, young people who 

experience multiple forms of adversity or maltreatment fare worse than others (Felitti et al., 1998). 

Allostatic load, or chronic physiological changes in stress responses, is understood to be the 

mechanism through which this association is affected (McEwen, 2012). Indeed, longitudinal twin 

studies have demonstrated a dose-response relationship between experiencing multiple forms of 

childhood maltreatment and mental health outcomes in adulthood, even after accounting for family 

background and genetic risk (Schaefer et al., 2018). However, this theory has little relevance for the 

care-experienced population, given most children in care have experienced diverse and chronic 
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maltreatment over multiple developmental stages. Demonstrating this, one study using latent class 

analysis with around 600 care-experienced children aged 10-12 years old identified three classes of 

maltreatment experience, including: chronic (multi-subtype maltreatment class; 57%); neglect only 

(31%), and a single subtype of maltreatment occurring in a single developmental period (12%; Rebbe 

et al., 2017). In this way, it is uncommon for a care-experienced person to experience just one form 

of maltreatment. The difference between experiencing four versus five different types of 

maltreatment is likely to be negligible for mental health outcomes. Measuring amount of 

maltreatment experienced by a care-experienced person is unlikely to be a sensitive indicator of 

their current mental health needs.  

A more contemporary conceptualisation of maltreatment is the Dimension Approach to 

maltreatment. In this theory, there are two continuums of maltreatment which have different 

developmental impacts: threat (e.g., interpersonal violence, sexual abuse), and deprivation or 

neglect (McLaughlin & Sheridan, 2016). In this theory, both dimensions of maltreatment result in 

mental health problems transdiagnostically, but the developmental pathway through which this 

effect occurs is different. Schäfer et al. (2023) provides some evidence of this. With a sample of over 

2000 young people in Brazil, they found that experiences of threat-related maltreatment (i.e., 

interpersonal violence, sexual abuse) were associated with hypervigilance towards perceiving 

aggression, but this was not the case for young people who experienced deprivation-related 

maltreatment (i.e., neglect). In the same study, young people who experienced deprivation-related 

maltreatment, exhibited greater deficits in executive functioning than those who experienced 

threat-related maltreatment. The extent of these cognitive differences was related to presence of 

mental health difficulty, but both groups (i.e., threat and deprivation maltreatment) experienced a 

diverse range of mental health problems. This means that all forms of maltreatment can result in 

mental health problems (i.e., multifinality), though this might be associated with different 

neurocognitive pathways.   

There are several ways to measure exposure to maltreatment. For example, you can use self-report 

methods (e.g., interviews or questionnaires), or other-report methods (e.g., carer-report, police 

records). These reports can also be taken retrospectively, or in real-time (prospectively). There has 

been some debate around whether these forms of reporting can be used in interchangeably, and 

questions around which form of reporting is the best predictor of mental health outcomes. 

Interestingly, these different types of reporting show little agreement. In a review of 16 studies, 

Baldwin et al. (2019) found that in the general population there is only a small agreement between 

prospective other-report (i.e., parent report or police record) and retrospective self-report of 
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maltreatment experiences (Cohen’s k = .19). There is also evidence that mental health problems are 

more strongly associated with the self-report rather than other-report of childhood maltreatment. 

Danese and Widom (2020) explored this effect with a sample of over 1100 adults. They found that 

even in cases where individuals had experienced severe of childhood maltreatment (identified 

through court records), these other-report measures were not associated with the risk of mental 

health problems when self-reports were absent (risk ratio = 0.92; 95% CI [0.78, 1.08]).  This finding 

has since been replicated with another sample by Danese and Widom (2023). These results suggest 

that mental health problems emerge as a function of subjective rather than objective experience of 

childhood maltreatment. In this way, it is very important that experiences of maltreatment are 

considered from the perspective of the individual, as opposed to objective reports of “what 

happened”. This applies to research settings, but also within health care and social care settings. This 

is especially important given research finds that maltreatment experiences are often used by carers 

of children in care to make mental health treatment related decisions (McGuire, 2022). 

Childhood maltreatment psychological theories. There are two leading contemporary 

theories which attempt to explain the association between maltreatment in childhood and mental 

health outcomes. They are the Transdiagnostic Risk and Resilience Model (McLaughlin et al., 2020; 

see Figure 1) and the Neurocognitive Social Transactional model of Psychiatric Vulnerability  

(McCrory et al., 2022; see Figure 2). Within both these theories, trauma increases risk for mental 

health problems transdiagnostically by influencing specific physiological or psychological processes. 

Changes in these processes are measurable but do not have an immediate clinical manifestation, 

unless certain conditions are met (i.e., stressful events). These tangible changes are adaptive to 

young people in the short term. For example, heightened threat detection in facial expressions is 

adaptive for children in an abusive environment, but these biases relate to mental health problems 

in the long term (McCrory et al., 2011). Discussion of the exact biological and cognitive mechanisms 

which are implicated in these theories is beyond the scope of this thesis. However, a key aim of both 

these models is to identify factors which might protect a maltreated young person from 

experiencing mental health problems, despite their vulnerability. By identifying protective factors, 

services can provide early preventative support which could mitigate the risk of developing a mental 

health condition. A frequently discussed protective or resilience factor is social support, which is 

central to the Neurocognitive Social Transactional model, and is discussed in more detail later (see 

page 20). These theories are particularly applicable to the care-experience population, given their 

high rates of trauma in childhood, and high rates of mental health difficulties transdiagnostically 

across the lifespan. However, there has very little research applying these models with samples of 

care-experienced people. 
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The buffering effect of social support. Investigating the relationship between mental health 

and social factors for care-experienced people was recently identified as a key research target 

(Devaney et al., 2023). Children in care and care-leavers frequently tell us that relationships and 

friendships are incredibly important for their mental health and wellbeing, as demonstrated by two 

large UK surveys with over 1800 care-leavers and 2200 children in care (Briheim-Crookall et al., 

2018; Briheim-Crookall et al., 2020). However, there are several ways in which care-experienced 

people are disadvantaged in relation to their social networks. For example, the very process of 

entering care can rupture existing networks of support, and also provide an opportunity to develop 

new networks (Wilson et al., 2020). Birth family contact can be very challenging for social care teams 

to navigate, and unfortunately some young people lose touch with them, including extended family 

members such as grandparents, aunts and uncles. Large surveys reveal that 18-31% of young people 

in care feel dissatisfied with the amount of contact they have with their birth family (n > 9000 

children in care; percentage is dependent upon family member; Selwyn & Lewis, 2023). Creating 

lasting social connections once in care can be challenging too. In 2022/23 in the UK, 30% of young 

people in care changed placements at least once, and one in ten moved three or more times 

(Department of Education, 2024). High placement instability has a well-evidenced reciprocal 

association with poorer mental health outcomes (Dubois-Comtois et al., 2021), and will likely have a 

tangible effect upon the number of people they can turn to for support. In a survey with over 1000 

children in care in the UK, 10% said they did not have an adult who they trusted, and a similar 

percentage said they did not have one good friend (Selwyn & Briheim-Crookall, 2022). Similarly, in a 

survey with 1800 care-leavers, 15% said that they did not have a good friend (Briheim-Crookall et al 

2020). Though these percentages are relatively low, social isolation of this kind is concerning, given 

the well-established association between social support and mental health.  

There is not a huge amount of high-quality research on care-experienced people and the buffering 

effect of social support, but we can draw importance from general trauma field. Wang et al. (2018) 

conducted a review of longitudinal studies, revealing that lower perceived social support at baseline 

predicts greater symptom severity, poorer recovery/remission, and impaired functional outcomes at 

follow up among individuals with depression, bipolar disorder and anxiety disorders. Other reviews 

of longitudinal and cross-sectional research find that young people who have experienced childhood 

trauma, who also have strong networks of support, are less likely to develop mental health problems 

(Allen et al., 2021; Panagou & MacBeth, 2022; Trickey et al., 2012; Yule et al., 2019).  

Turning to care-experienced people, reviews frequently find that those who report having better 

social support, are less likely to have mental health problems and better wellbeing cross-sectionally 
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(Jones et al., 2011; Kothari et al., 2020). This evidence extends to care-leavers. Melkman (2017) 

explored the association between social support and psychological distress in a sample of around 

300 recent care-leavers. They found that quantitative aspects of their social networks (i.e., having 

more friends, more frequent contact) was negatively associated with psychological distress (r = -.11 

to -.35), as was subjective assessments of the adequacy of one’s network (r = -.33 to -.37). In another 

study with around 250 care-leavers, Evans et al. (2022), found that care-experienced adults who 

reported having access to practical social support, and informational social support had fewer 

mental health symptoms (b ranged from -.39 to -.33). Given this evidence, social support can be 

understood as a resilience factor which can buffer the risk for poor mental health, or relapse. Young 

people who have few social resources to draw upon, do not benefit from its protective effects.  

Much of the research discussed so far measures generalised beliefs about social networks. More 

recent research indicates that perceptions of social support may fluctuate over time, perhaps even 

daily, and this has an influence upon mental health. Using daily diary methodology with a sample of 

adults who had previously attempted death by suicide, Coppersmith et al. (2019) found that reports 

of social isolation predicted next day suicidal ideation. This remained true even after controlling for 

same-day low mood. Interestingly, interviews with young people in care revealed a similar trend. 

Young people reported that placement changes, reduced or ceased contact with family members, 

losing friendships, and relationship breakups were one of the main events which preceded first-

episodes of suicidal ideation (Göbbels-Koch, 2023). In this way, events involving interpersonal 

conflict, or periods where young people perceive that social support is lost, or no longer available, 

may be a risk factor for worsening mental health problems for young people in care.  

Social support psychological theories. One very influential theory which attempts to explain 

this association is the social buffering hypothesis (Cohen, 2004; Cohen & Wills, 1985). This theory 

describes how the presence of supportive relationships can mitigate the negative impact of stress 

upon wellbeing, by reducing detrimental physiological responses to stress (allostatic load). There are 

several other possible reasons for why social support may buffer the risk for mental health following 

trauma. For example, it may be that social interactions offer an outlet to share emotions and 

experiences, to help us develop more adaptive coping strategies. If the caregiver responds to a 

traumatic event with avoidant coping, so too will the young person (Afzal et al., 2023). Conversely, 

the caregiver may encourage trauma related discussion, or encourage exposure to trauma 

reminders. Experimental research demonstrates that discussions with friends can help us reappraise 

events or stressors in an adaptive way, to cope with them more effectively (i.e., cognitive 

reappraisal; Sahi et al., 2021). Qualitative research with children in care and care-leavers 
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corroborates these findings, as care-leavers reported that trusted adults were key to encouraging 

them to use adaptive coping strategies, such as cognitive reappraisal (Hiller et al., 2021; Sulimani-

Aidan, 2020).  

One limitation of these social support theories is that it is difficult to discern cause and effect. More 

specifically, whether social support prevents mental health problems, or whether this relationship 

occurs because young people with mental health problems perceive their social network in more 

negative terms. The Neurocognitive Social Transactional model of Psychiatric Vulnerability addresses 

this criticism by describing a reciprocal effect (McCrory and Viding, 2022; Figure 2). Within this 

theory, childhood maltreatment is understood to influence neurocognitive functioning (e.g., reward, 

threat and memory processes), which influences the construction of one’s social network (i.e., 

neurocognitive differences increase occurrences of interpersonal conflict). It is the case that those 

who experience childhood maltreatment often experience other forms of interpersonal conflict, 

such as peer rejection, bullying or domestic violence (e.g., Bolger & Patterson, 2001; Raby et al., 

2019). Negative interpersonal interactions then further alter neurocognitive functioning, which 

further influences social interactions and so on, which leads to poorer mental health and wellbeing. 

Conversely, positive social interactions may protect a young person from further maladaptive 

neurocognitive changes (McCrory et al., 2022). In this way, there is a cyclical interaction between 

trauma, neurocognitive processes, availability of social support and mental health problems. 

Interestingly, a review of longitudinal studies by Wang et al. (2021) showed that perceived social 

support and PTSD reciprocally predicted each other over time. Though this review is only concerned 

with one form of mental health problem, this does provide evidence that mental health 

symptomatology can cause strain upon social networks, which reciprocally induces worse mental 

health.  

Regardless of the exact mechanisms which govern the relationship between social support and 

mental health, it is clear that social support could be an important resource for care-experienced 

people. It may be that care-experienced people struggle to access this resource due to cognitive or 

neurological differences, or pre-care and in-care circumstances (e.g., they lack a trusted adult). As a 

next step, it is important that we better understand the extent to which care-experienced people are 

engaging with social support for their mental health and wellbeing, whom they prefer to receive 

support from, and barriers for not accessing support.  

Access to formal mental health support and the care-experienced population 
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Identifying mechanisms which drive the high rates of mental health problems in care-experienced 

people is important, as this can reveal key mental health intervention targets. However, there is also 

a need to understand how care-experienced people use mental health services, and key challenges 

they might face with accessing services. There are several studies which have attempted to 

understand whether there are any patterns in use/non-use mental health services within groups of 

children in care. By understanding predictors for service utilisation, it may be that we can make 

changes to services to make them more accessible or appealing to different groups of young people. 

We can also address any systematic inequalities with healthcare access.  

Current mental health services in the UK are over-subscribed and under-resourced (Birchwood & 

Singh, 2013; Frith, 2017; McGorry et al., 2013), which means mental health professionals need to 

make difficult decisions about who they should provide support to. A USA-based study indicated that 

children in care may be more likely to access mental health services than matched children living in 

poverty (Farmer et al., 2001). In a UK-based cohort study of more than 5000 young people (n = 1029 

children in care), children in care with a mental health diagnosis were twice as likely to have contact 

mental health services than their non-care experienced peers with a diagnosis (McGuire, 2022). In 

this way, young people in care may be more likely to access services than their peers. However, that 

doesn’t mean that all care-experienced people are accessing support when they need it. Turning to 

McGuire et al., (2022), 38% (170 of 444). This means that 62% of young people in care with 

significant mental health needs, were not accessing mental health support despite need.  

The research discussed so far overlooks complexities which can occur along other stages of the help-

seeking journey. For example, referrals to services can be rejected, and young people may end 

treatment early for various reasons. One study with over 1800 young people Denmark (n = 135 

children in care) revealed young people in care had a 2.2 time greater chance of having their referral 

rejected (95% CI [1.56, 3.21]; Hansen et al., 2021). This indicates that whilst some children in care do 

access services, it is less clear whether this access results in engagement with therapy, or needs 

being met.  

There are several research studies which attempt to explore factors which influence service access 

within groups of young people in care. A common finding across these studies is that young people 

in care with more complex or severe mental health problems, are more likely to access services 

(Conn et al., 2016; Larsen et al., 2018; Shin, 2005). This is positive news, as those who are most in 

need are also more likely to be accessing services. However, as in McGuire et al., (2022), research 

still finds that there is a significant need-provision gap. In research with around 400 11–17-year-olds 
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in care in Norway, 57% of young people with current mental health problems were not accessing 

services (Larsen et al., 2018). Similarly, with a sample of 237 young people in care, Conn et al., (2016) 

found that young people with two or more ‘problem areas’ according to the Strengths and 

Difficulties Questionnaire (e.g., peer problems and conduct problems), were more likely to access 

support that young people with one ‘problem area’. In this way, those with greater needs are more 

likely to access services, but that does not mean that all young people with a mental health problem 

are having their needs met. Further complicating the picture, is that there is some evidence that the 

type of mental health problem a young person is experiencing impacts whether they can access 

services. For example, young people with peer problems as well as conduct problems, or peer 

problems as well as emotional problems were more likely to use services, than young people in care 

without peer problems (Conn et al., 2016). In this way, certain mental health problems may be more 

likely to be addressed than others.  

Research has examined how demographic or care-related experiences impacts access to services. 

Part of the challenge of summarising this field is that there is huge heterogeneity in factors which 

are investigated across studies, and so it is difficult to identify trends across studies. For example, 

both Conn et al., (2016), McMillen et al., (2004) and Zima et al., (2000) found that young people in 

care who were white in the United States of America (USA) were more likely to access mental health 

support than their non-white peers. However, this was not the case for other research studies 

conducted within the USA by Shin et al., (2005) or Munson et al., (2020). Sometimes, the number of 

years a young person has been in care is a positive predictor of use of services (Shin et al., 2005; 

Zima et al., 2000), but not always (e.g., Larsen et al., 2018). Other demographic factors which have 

been explored include, age, gender and sexuality with mixed findings (Conn et al., 2016; Larsen et 

al., 2018; Shin et al., 2005; McMillen et al., 2004; Munson et al., 2020; Zima et al., 2000). Placement 

type and pre-care maltreatment have also been investigated, with contradictory findings (Shin et al., 

2005; McMillen et al., 2004; Larsen et al., 2018). However, much of this research is international, 

meaning findings are difficult to generalise to the United Kingdom due to different health care and 

social care contexts. Accessibility of services, affordability of support, availability of healthcare 

professionals and local attitudes towards mental health (i.e., stigma) are likely to impact the extent 

to which a young person uses local mental health services. Even large-scale studies in the USA find 

that within states, the geographic location of the young person impacts the accessibility of services 

(Munson et al., 2020; McMillen et al., 2004).  

The research discussed so far has several limitations. Firstly, much of this research does not 

adequately represent the complexity of the journey towards accessing mental health support. It is 
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well understood that accessing mental health support occurs across several stages, from 

identification of the problem, initial referral to the service, mental health assessments, all of which 

occur before support is ‘utilised’ (Rickwood, 2020; Figure 3). It may be that predictors for support 

access differ across these stages. Indeed, in research by Zima et al., (2000) found that foster carer 

education level predicted referrals to support, but not service use. Child age and ethnicity predicted 

access to services, but not referral to mental health services (Zima et al., 2000). Part of the challenge 

with interpreting service-use research, is that it often atheoretical. That is to say that it is unclear 

why predictors are related to service use, and therefore it’s unclear what can be done to improve 

access to services. For example, maltreatment history is sometimes included as a predictor, with no 

explanation for why this might impact service use. In addition, service utilisation is usually broadly 

defined, including use of psychotropic medication, talking therapy, or stays in in-patient units, all of 

which are likely to have different pathways to support, and so challenges with accessing this support 

may also differ by the type of mental health support which is being accessed (McMillen et al., 2004; 

Munson et al., 2020). Finally, accessing services does not mean that the young people completed 

treatment. It may be that certain groups are more likely to ‘drop out’ of support, or end treatment 

prematurely and this has not been adequately explored with care-experienced people.  

There are several research studies which have explored reasons why care-experienced people might 

struggle to access and engage with formal mental health support. For example, there is evidence 

that treatment is withheld for young people until their placement stabilises (Beck, 2006). This is 

concerning because those who have the greatest mental health needs are also most likely to have 

instable placements, creating a cycle where mental health needs are not addressed (Hiller et al., 

2022). Placement instability also impacts whether a young person in care has a consistent advocate 

to request assessments or treatment. Research with foster carers demonstrates the key role they 

play in navigating mental health services (Bonfield et al., 2010; York & Jones, 2017).  A review of 

qualitative studies by Powell et al., (2021) identified several common factors which young people in 

care said influenced their help-seeking behaviour, and this spanned: fear or experiences of 

stigmatisation, service inaccessibility, mistrust of professionals and concerns around confidentiality, 

perceptions that professionals would not understand their unique experiences, and fears of having 

their agency taken away. Some of these factors are common for adolescents in the general 

population, but others are more specific to the in-care context (Radez et al., 2020). For example, 

care-experienced people often discuss experiences of dual-stigma, related to both being in care and 

having a mental health diagnosis (Jee et al., 2014). It seems that this stigma is sometimes 

internalised and leads to young people feeling ashamed or apprehensive about using mental health 

services (Villagrana et al., 2018). There may also be biases in relation to mental health care practice 
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which negatively impact children in care. A vignette study with over 270 UK mental health 

professionals revealed that children in care face diagnosis and decision-making biases which could 

prevent them from accessing evidence based mental health support (McGuire et al., 2022). Saying 

that, this bias was only explored in relation to PTSD, and children in care experience a multitude of 

mental health diagnoses, which would need to be explored. In sum, there appears to be several 

circumstances surrounding children in care which result in unique barriers to accessing timely 

evidence based mental health support, in comparison to their non-care experienced peers.  

To better understand mental health service-utilisation by young people in care in the UK, we must 

attempt to address some of these limitations. This means examining the entire help-seeking journey, 

from the identification of the problem, through to premature ends to treatment. It is important to 

explore why young people are rejected from service-use, or why treatment ends early. It can be 

helpful (on the local level), to examine basic demographic or in-care factors which predict service 

use, for example whether gender impacts treatment access systematically. However, we must also 

explore theory-driven factors which relate to service use, beyond basic demographic or care-

experience factors. It is also important to acknowledge individual agency in help-seeking. How do 

individual attitudes and perceptions impact the likelihood that a young person will ask for mental 

health support? What motivates help-seeking behaviour?  

Help-seeking Behaviour 

As discussed in previous sections, drawing on social resources is important for mental health, 

especially in cases where individuals have experienced trauma in childhood. To explore this further, 

researchers have drawn a distinction between: (1) broad perceptions of social support, and (2) 

actual help-seeking behaviour. If social support refers to perceptions around the availability or 

adequacy of social support from individuals within the social network (e.g., friends, family, school 

staff), help-seeking refers behavioural attempts to activate social resources within one’s network 

(Heerde et al., 2015). More specifically, help-seeking refers to behaviourally approaching other 

people and resources to obtain information, understanding, advice, treatment and general support 

in response to a problem (Rickwood, 2020). The distinction between perceptions of social support 

and actual help-seeking behaviour is new, meaning little is known about how they interact with each 

other, or whether they interact and contribute to mental health (Heerde & Hemphill, 2018). 

However, it is logical to assume that in order to access the beneficial effects of social support, one 

must first be ready, willing and able to ask for help.  
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Models of mental health related help-seeking indicate that help-seeking occurs three stages: 

problem recognition, decision to seek support, selection of source of support (Rickwood & Thomas, 

2012; see Figure 3). First adolescents must recognise their symptoms and problems and perceive 

that they require external support. Next, the decision to seek support will occur, which can be 

influenced by social norms, stigma or modelling of support seeking my trusted people (e.g., friends, 

family). Perceptions of their own social network can facilitate or inhibit the decision to seek help. 

Finally, they must select whom to seek support from. This whole process might happen iteratively 

over time, sometimes resulting in help-seeking behaviour, but other times not. The type of support 

which is sought can be divided up into several categories, such as emotional or wellbeing support, 

instrumental/practical support, and informational support or guidance (e.g., House et al., 1985). It is 

also commonplace to differentiate between the different sources of social support, such as friends, 

romantic partners, family (e.g., Zimet et al., 1988), or between individuals who have a formal (e.g., 

teachers, social workers) or informal role in providing support (e.g., friends, family; Rickwood, 2020). 

Help-seeking behaviour and care-experienced people. Research points to the importance of 

informal networks of support, such as friends, family or carers for care-experienced people. 

Qualitative literature indicates that some children in care and care-leavers are reluctant to reach out 

for formal mental health support, and prefer to turn to friends or their carers for support (Hiller et 

al., 2021; Powell et al., 2021; Sulimani-Aidan, 2020). In another qualitative study with young people 

in care, some reported the significance of carers for their coping with mental health problems, whilst 

others preferred self-management techniques, and acknowledged the limited usefulness of support 

provided by others (Hiller et al., 2021). However, there is a paucity of quantitative research which 

examines whom care-experienced people prefer to seek support from, especially as they reach the 

transition out of care, where social networks are likely to shift.  

Psychological theories of help-seeking. One influential theory, which attempts to explain 

when help-seeking behaviour occurs is the Theory of Planned Behaviour (Ajzen, 1991, 2020). This is 

an expectancy-value model, meaning the theory assumes that behaviour occurs as the result of 

rational decision making. More specifically, motivation to perform a behaviour (i.e., help-seeking) is 

a balance between the value ascribed to the outcome (i.e., is the outcome generally positive or 

negative?), and the perceived probability of these outcomes occurring (i.e., will the predicted 

outcome occur?). If the outcome is considered positive and likely, this results in an intention to 

perform the behaviour (i.e., intention to seek help). This intention is considered the immediate 

antecedent to behaviour, meaning the stronger the intention the more likely that the behaviour will 

occur. According to this model, it is possible to quantify intentions by measuring: (1) attitudes, (2) 
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social norms, and (3) perceived behavioural control (see Figure 4). Attitudes might encompass 

beliefs about: the usefulness of support which can be provided; whether people will provide support 

when it has been requested; whether anything negative could occur as a result of help-seeking (e.g., 

betrayals of trust). Social norms refer to beliefs about whether others approve or disapprove of the 

behaviour, as well as whether trusted or admired individuals also perform the behaviour. Finally, 

perceived behavioural control refers to beliefs around their ability to achieve the behaviour. In the 

context of help-seeking, this might include whether they have the knowledge around where to get 

support from, or concerns around whether they will reach the end of a waitlist. The three factors of 

the theory of planned behaviour (attitudes, social norms and perceive behavioural control), sum to 

provide an overall ‘intention’ to help-seek. However, it is also the case that other external factors 

can limit the extent to which they can perform a behaviour. For example, a young person in care can 

intend to ask for mental health support from their social worker but may not have a social worker at 

present. This is referred to as actual behavioural control (Ajzen et al., 2020; Figure 4).  

Reviews find broad support for the theory of planned behaviour in predicting health related 

behaviour, such as smoking cessation or reducing sugar intake (R2 = .41; Godin & Kok, 1996). In 

addition, reviews indicate that behaviour change interventions which are designed in line with the 

theory of planned behaviour, have a positive an effect upon increasing the targeted behaviour 

(Adams et al., 2022; Steinmetz et al., 2016). Turning to mental health research, a recent review 

identified 39 studies, which aimed to predict help-seeking intentions (which were used as a proxy for 

behaviour) using theory of planned behaviour variables (Adams et al., 2022). Nearly all of these 

studies found significant associations, but because findings were not meta-analysed, so it is difficult 

to comment on the strength of this association. Adams et al., (2022) identified thirteen studies 

which investigated whether the theory of planned behaviour could predict to help-seeking 

behaviour. This is important, as there is a well-established intention-behaviour gap (Ajzen, 2020; 

Sheeran & Webb, 2016). All of these studies found associations between at least one of the 

predictors and help-seeking behaviour. However, most of these studies were cross-sectional, 

meaning that it is not possible to comment on whether the theory of planned behaviour is successful 

at predicting future help-seeking behaviour.  

I could only identify one study which examined the theory of planned behaviour and help-seeking 

behaviour in relation to the in-care population. In a study with 113 foster carers in the UK, Bonfield 

et al. (2010) found that foster-carer help-seeking attitudes had a small positive impact upon whether 

they contacted mental health services, and whether they subsequently referred their foster child to 

Child and Adolescent Mental Health Services (Odds Ratio: 1.26, 95% CI [1.03-1.55]; Odds Ratio = 
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1.10, 95% CI [1.00-1.20]). However, social norms and perceived behavioural control were not 

explored. At the least, this indicates that it might be helpful to improve foster carer attitudes 

towards help-seeking, in an effort to increase access to support for young people in foster care. 

However, it is still not well understood how the attitudes, social norms and perceived behavioural 

control of young people in care relates to their own help-seeking behaviour. In addition, much of this 

research focusses on help-seeking from formal sources of support (e.g., mental health services), 

meaning that informal sources are underexplored. 

The relationship between help-seeking and mental health. One longitudinal study with 

over 1700 young people aged 11-14 in the USA explored the relationship between help-seeking, 

perceptions of family support and mental health (Heerde et al., 2015). First, they used exploratory 

and confirmatory factor analyses to demonstrate that these were distinct but related concepts (rs 

ranged from .22 to .49). They found that help-seeking from family members when aged 11-12, was a 

weak predictor of fewer depression symptoms and good predictor of fewer externalising problems 

at the age of 13-14 (b = -.01, 95% CI [-0.02, -0.01]; b = -.66, 95% CI [-.85, -.47]; Heerde et al., 2015). In 

this way, help-seeking appears to be an adaptive behaviour which can promote mental health in 

adolescents. They also explored whether help-seeking uniquely contributed to mental health 

outcomes two years later, when demographics, and perceptions of social support were included in 

the models. Findings revealed a small contribution of help-seeking for depression (but not 

externalizing symptoms), but this did not reach significance (b = -.14, 95% CI [-0.60, 0.33]). This 

finding was replicated by a meta-analysis, which identified a weak general trend between help-

seeking from informal sources and better mental health in longitudinal studies (odd’s ratio: 1.21, 

95% CI [0.97, 1.51]; Heerde & Hemphill, 2018)). Though this trend was non-significant and there was 

large heterogeneity across studies.  

There are several reasons why there may be only a weak association between help-seeking 

behaviour and mental health. An underlying assumption of help-seeking and social support theories 

is that the support which is received is helpful, which then improves mental health and wellbeing. 

However, this may not be the case. Firstly, the help-seeker may not receive any support despite 

efforts, the support offered may be poor or maladaptive, or the person who asked for support may 

reject the support which is offered. In these circumstances, it is unlikely that help-seeking behaviour 

would lead to positive mental health outcomes. Indeed, qualitative research with care-experienced 

people reveals that situations such as this do occur. For example, in one study young people in care 

reported that their efforts to seek support can be perceived as aggression or met with frustration by 

the ‘helper’ (Eldridge et al., 2020). Other times the young person declined support which was 
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offered because the ‘helper’ asked follow up questions which felt intrusive or upsetting (Eldrigdge et 

al., 2020). Sometimes the support which is provided to children in care by formal sources (e.g., 

school counsellors), is not always deemed helpful (Hiller et al., 2021). Another explanation for the 

weak association between help-seeking and mental health problems, is that the support which is 

received from informal sources of support is simply unable to resolve mental health difficulties. 

There is some indication that asking for support can have broader tangible benefits upon wellbeing 

or quality of life. A review by Heerde and Hemphill (2018) found that help-seeking from informal 

sources was related to better educational outcomes and had positive knock-on effects help-seeking 

behaviour from other sources of support (e.g., formal sources of mental health).  

It is still unclear whether help-seeking behaviour is related to mental health outcomes. However, it is 

important that we better understand whom children in care are willing to seek support from, 

especially given the sometimes limited social resources available to this group. With this 

understanding, we may be able to provide advice and guidance to these sources, so that they can 

more adequately support the mental health of young people in care (e.g., adaptive coping 

strategies), or signpost young people in care towards support which might improve their mental 

health. It is also important to examine the lived-experience of attempting to access support, to help 

reveal barriers and facilitators in help-seeking journeys. With this information we may be able to 

better address the concerns care-experienced people have about accessing support.  

Aims of this thesis 

There is extensive research documenting the poor mental health outcomes of care-experienced 

people. However, less is understood about the provision of mental health support from formal 

support services in the UK for this group. This thesis had the initial aim to: investigate whether 

current provision of formal mental health support for young people in care and care-leavers met 

their needs, and to explore factors which influence help-seeking behaviour, and access to formal 

mental health support. Following initial investigations (studies one and two), the aims of this thesis 

broadened in the following ways.  

Following a systematic review of the literature (study three), I found that there is evidence that care-

experienced people struggle to establish reliable networks of informal support, and that this was a 

predictor of later mental health outcomes. For this reason, I broadened the focus of my thesis to 

explore factors which influence help-seeking behaviour, and preferences around informal mental 

health support for care-experienced people (study four).  
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Given the importance of social support for mental health outcomes for care-experienced people, I 

aimed to explore whether our best-evidenced mental health treatments address deficits in social-

related outcomes. We broadened our investigations to explore whether evidence-based treatments 

for PTSD (which is a key trauma-specific mental health outcome), which disproportionately impacts 

the care-experienced population, improves social-related outcomes (study five).  

Table 12 provides an overview of each aim, and how this maps onto studies included in the thesis. 

Overall, my hope is that this work will improve our understanding of how to better facilitate access 

to formal and informal mental health support for care-experienced people. With a better 

understanding of help-seeking behaviour, it is hoped we can better understand how social support 

could be harnessed to improve mental health of this group.  

Methodology 

This thesis uses a mixed-methods approach, integrating both qualitative and quantitative 

investigations, and primary and secondary data analysis, to explore the thesis aims. Throughout the 

thesis, we conducted secondary data analysis upon existing data where possible. This is because 

primary data collection can place unnecessary burden upon health care and social care teams, which 

are resource poor systems. In study one, I used data which is already collected as part of routine 

practice to explore my research questions (administrative social care files). Given this is a rapidly 

developing research field, we also used a systematic review methodology in two studies (three and 

five), to synthesize existing literature and identify trends and gaps in our understanding. This 

provides a snapshot of the current state of the literature, and identifies areas for growth. While the 

quantitative design of these studies offer valuable insight into trends, they fall short in capturing the 

complexity of individual experiences and underlying motivations. Recognising this, I conducted 

qualitative investigations, using interviews to provide a deeper exploration of participants' personal 

experiences, adding depth and context to the findings (study two). I also aimed to prioritize the 

voices of young people in care in our research, and qualitative methodology provided a means to do 

so. I followed this up with a quantitative questionnaire-based study (study four), to allow for the 

identification patterns and trends. By including a larger sample size, the study ensures that the 

results are representative of care-experienced people, enhancing the external validity of the 

research. This mixed-methods approach leverages the strengths of both quantitative and qualitative 

research to provide a more comprehensive understanding. My first systematic review revealed that 

the field lacks theoretically driven research. For this reason, we made efforts to draw from theory to 
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design subsequent research studies (study four) and interpret findings with theory in mind (studies 

two, four and five).  

Patient and Public Engagement and Involvement 

My research focusses on improving the livelihoods of care-experienced people, with a focus upon 

mental health, accessing support, and the difficult transition into independence in young adulthood. 

Conducting research in this area is incredibly rewarding, with the potential to make significant 

impact. Simultaneously, it is understood by the research community that conducting research with 

this group can be challenging for several reasons. This includes structural barriers with accessing the 

group, but also that care experienced people have reduced capacity to engage with research 

development or participation due challenges such as placement instability and homelessness. Upon 

embarking on my PhD, I was acutely aware that I have not had experiences of living in care in my 

childhood, and so may lack insight into the nuances of being care experienced. I wanted to feel 

engaged and connected with the care-experienced community and conduct research with a “no 

research about me, without me” approach. For this reason, I decided to bring together group of 

care-experienced volunteers to form an expert by experience research and engagement advisory 

panel. 

I led a team of around fifteen people aged eighteen upwards, living across the UK with a variety of 

experiences of being in care. I recruited this group using adverts on social media, and through 

connections with charitable organisations who work directly with care-experienced adults. All 

participating individuals were compensated for their time with a £20 voucher for each meeting they 

attended. We met online several times a year throughout my PhD, to collaborate and share views on 

various topics which feed into my PhD research. Some key examples include: (1) establishing key 

research priorities to ensure that research has the greatest impact; (2) discuss research design to 

create projects which are accessible and inclusive; and (3) discuss research findings to aid 

interpretation and identify key audiences who would benefit from learning about findings (e.g., 

social care staff, GPs).  

Involving a care-experienced research advisory team in project presented several ethical 

considerations, primarily around power imbalances, managing expectations, and maintaining 

consistent engagement. It is important when conducting patient and public involvement to 

recognise potential power imbalances between researchers and advisory team members. I took 

deliberate steps to create an equitable environment. At the outset, I facilitated open discussions 

about roles and responsibilities and encouraged active participation in decision-making processes. 
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As a team, we generated a group agreement, which outlined principles such as mutual respect and 

inclusivity, and methods for ensuring all members of the team had a voice in shaping the research. 

Meeting summaries also acted as documentation for how the team’s input impacted research 

decision making. There was also a risk of misaligned expectations regarding the impact of research 

projects. To address this, I began each meeting by generating set clear and realistic goals for the 

projects. I sent newsletters to the team which included updates on research progress, or 

dissemination efforts to keep team members updated on expected outcomes. Finding the time to 

keep the advisory team consistently involved was another significant challenge. We scheduled 

regular meetings at convenient times for all members and provided flexible participation options, 

such as virtual meetings and asynchronous feedback opportunities (i.e., 1:1 meetings, feedback 

upon meeting minutes). This approach helped maintain their involvement and fostered a sense of 

continuity and commitment to the project. By implementing these strategies, we aimed to uphold 

ethical standards, promote collaboration, and ensure that the advisory team's contributions were 

valued and effectively integrated into the research process. 

This is a key strength to my PhD and central to the success of my research projects. Most 

importantly, I have received feedback that the team that they feel more connected and heard by the 

research community as a result of taking part in the co-production group. At the beginning of each 

research chapter, I have included a statement about the involvement of the care-experienced 

advisory group in the development or interpretation of the research project.  
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Tables and Figures 

Figure 1. Diagram depicting the transdiagnostic model of risk and resilience (McLaughlin et al., 2020) 
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Figure 2. A diagram depicting the neurocognitive social transactional model (McCrory & Viding, 2022) 
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Figure 3. Model of help-seeking in young people (Rickwood, 2020) 
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Figure 4. A diagram depicting the Theory of Planned Behaviour (Ajzen, 1998) 
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Table 1. An overview of thesis aims, studies and methodology 
Aims Studies and methodology 
To investigate whether current provision of 
formal mental health support for young people 
in care and care-leavers met their needs, and to 
explore factors which influence help-seeking 
behaviour, and access to formal mental health 
support.  

Study one used longitudinal quantitative 
methods upon secondary data analysis of 
social care records of young people in care 

Study two used cross-sectional qualitative 
design and interview methodology with young 
adults who have aged out of care 

Study four using cross-sectional quantitative 
methods and an online questionnaires with 
young adults who are approaching the 
transition out of care 

To explore factors which influence help-seeking 
behaviour, and preferences around informal 
mental health support or care-experienced 
people 

Study four used cross-sectional quantitative 
methods and an online questionnaires with 
young adults who are approaching the 
transition out of care 

To explore whether our best-evidenced mental 
health treatments for PTSD addresses deficits in 
social-related outcomes 

Study five used systematic review 
methodology and meta-analysis upon 
randomised controlled trials with young 
people in the general population who have 
PTSD 
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Chapter 2: Secondary data analysis of social care records to examine the provision of mental 

health support for young people in care 

This manuscript has been published in a peer-reviewed academic journal: 

Phillips, A. R., Halligan, S. L., Denne, M., Hamilton-Giachritsis, C., MacLeod, J. A. A., Wilkins, D., & 

Hiller, R. M. (2023). Secondary data analysis of social care records to examine the provision of 

mental health support for young people in care. JCPP Advances, 3(2), e12161. 

https://doi.org/https://doi.org/10.1002/jcv2.12161  

Chapter rationale 

There is international evidence to suggest that children in care face barriers with accessing timely 

mental health support, with many young people in care not having their needs met. Yet, little is 

understood about the provision of mental health support in the United Kingdom for this vulnerable 

group. This study addressed this gap in our knowledge, by examining the provision of mental health 

support for children who entered care with mental health problems using secondary data analysis of 

social care records. The data used in the study was initially collected in 2019, for a broader 

investigation into mental health trajectories for children in care over the first few years in care (see 

Hiller et al., 2020), and repurposed was for this investigation. 

Patient and Public Engagement and Involvement 

I presented the findings of this research to the care-experienced advisory team, and following this 

we discussed implications for policy and practice. These reflections are covered in the thesis 

Discussion chapter.  
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Abstract 

Background: Young people in care are much more likely to experience mental health difficulties than 

the general population, yet little is known about the provision of mental health support for this 

group in the United Kingdom. Method: Using routinely collected social care data, we explored the 

provision of mental health support for 112 young people in care in the UK. We identified young 

people experiencing elevated internalising or externalising difficulties in their first year in care 

(based on SDQ scores) and extracted data on mental health referrals and provision. We generated 

descriptive statistics relating to provision of mental health support and used regressions to examine 

predictors of mental health provision, and associations between support and mental health 

outcomes one and two years later. Results: Eighty-one percent of the children (n = 79) were referred 

to mental health services in their first year of being in care. Referrals were usually for emotional or 

conduct problems. Those with higher externalising symptoms were more likely to be referred than 

those with higher internalising symptoms (OR = 1.2, (95% CI: 1.01, 1.38)). Females were more likely 

to access support than males (OR = 3.82 (95% CI: 1.2, 13.3). Sixty-eight percent of children (n = 66) 

accessed mental health services in their first year of being in care. Of those who accessed services, 

support ended prematurely for 29 (44%) of them, often due to placement instability or 

disengagement. Accessing support in the first year of care was not associated with changes in 

mental health one year (OR: 2.14 (95% CI: 0.62,7.29)), or two years after entering care (OR: 0.72-

8.57, (95% CI: 0.72, 8.57)), although methodological limitations are noted. Conclusions: Mental 

health difficulties for children in care are recognised quickly, but mental health support may be 

difficult to access, with issues evident in retention and engagement. 
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Introduction 

There are currently over 90,000 young people growing up in local authority care in the UK. Many 

have experienced significant adversity, including child maltreatment, often over many years (Solmi 

et al., 2021). Although entering care is a necessary and positive experience for some young people 

(Forrester et al., 2009), for others it is experienced as highly stressful, and it can entail further 

difficult experiences, such as the separation from siblings and frequent placement moves (Kothari et 

al., 2020). In the UK, the main reason for entering care is due to maltreatment or neglect, however 

there are a variety of legal pathways into care, and care placements (e.g., living with extended family 

members, foster carers or living in residential homes). Despite being a heterogeneous group, those 

in care are far more likely to meet the criteria for a mental health disorder than the general 

population, up to one in two children according to a recent meta-analysis (Engler et al., 2021). 

Longitudinal research shows that removal from an adverse home environment into state care is not 

sufficient action to resolve their mental health difficulties, with problems often remaining fixed for 

several years (Hiller et al., 2022; Tarren-Sweeney, 2017). Unaddressed mental health difficulties are 

considered a key driver for the disproportionate rate of challenging experiences in adulthood, such 

as homelessness and unemployment (Murray et al., 2020). Addressing this need may be one 

effective step towards mitigating some of the risk for adverse outcomes in adulthood. 

In line with statutory guidance across the UK, the health and wellbeing of children in care is 

monitored annually, including assessment of mental health needs. The monitoring of this group 

during their initial years in care offers an opportunity to identify mental health problems early, 

allowing professionals to address the needs of young people quickly through the provision of mental 

health support (Arango et al., 2018). However, in the UK Child and Adolescent Mental Health 

Services (CAMHS) are oversubscribed and under-resourced with long wait-times and high rates of 

referral refusal (Birchwood & Singh, 2013; Frith, 2017). Although access can be difficult for many 

young people (McGorry et al., 2013), it is likely that care-experienced people face unique challenges 

in accessing and engaging with professional mental health support. For example, there is some 

evidence that children in care are more likely to have referrals rejected than young people in the 

general population, though reasons for this remain unexplored (Hansen et al., 2021). Many young 

people in care experience frequent placement moves, meaning they do not have access to 

consistent advocates (e.g., teachers and foster parents) who can request mental health assessments 

or treatment, and navigate complex mental health services on their behalf (Beck, 2006). This is 

concerning, as we know that those with the most significant mental health difficulties are also most 

likely to be in unstable placements (Hiller et al., 2022). Aside from structural barriers to support, 
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there is also evidence of some individual psychological barriers. For example, some care-experienced 

people express ambivalence towards professional mental health interventions due to concerns 

around treatment options and apprehension about discussing historical negative experiences (Hiller 

et al., 2021; Powell et al., 2021). Given these known barriers, it is important that we examine 

whether we are adequately addressing the needs of young people in care, by examining the 

provision of mental health support.  

Extant literature suggests that use of services is common amongst children in care, though this 

research is almost exclusively conducted in the United States, where mental health services function 

differently than those in the UK (e.g., McMillen et al., 2004). Much of this research is limited to self-

report survey data which broadly examines the “use” of mental health services, overlooking 

complexities with the entire help-seeking journey, including referral refusal and premature 

treatment disengagement (Birchwood & Singh, 2013; Frith, 2017). The kind of support routinely 

offered to children in care in the UK is largely unknown, as is whether the support offered is 

effective at improving the mental health of young people in care. Understanding for whom accessing 

mental health support is most challenging is crucial to making services accessible and inclusive for 

those who require it.  

Using secondary data analysis of routinely collected social care records, we aimed to: (1) describe 

mental health support provision during the initial year of being in care for a cohort of young people 

with mental health difficulties; (2) investigate basic predictors for referrals to and receipt of mental 

health support (sex, reports of neglect, total reports of abuse, age of removal into care, externalising 

and internalising symptoms); and (3) examine whether receipt of mental health support was 

associated with improvements in mental health difficulties, during the subsequent years in care. 

Methods 

Procedure 

The sample was obtained from an existing dataset collected by Hiller et al. (2022), which examined 

the mental health trajectories of young people during their initial years in care. Hiller et al., (2022) 

extracted information from electronic social care records from three local authorities in England. 

Local authorities provided completely anonymised data of all young people who entered care 

between 2012 and 2016, and who also remained in the care system for at least 2.5 years. In the 

current study, we have included only those young people where their carer-reported strengths and 

difficulties questionnaire (SDQ; Goodman, 2001) scores placed them in the ‘abnormal’ range of 
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difficulties within their first year in care. Ethical approval was obtained from the Bath Psychology 

Research Ethics Committee (REF: 16-284), with further approvals/permissions provided by 

participating local authorities. 

Data extraction and measures 

Pre-care descriptives. Basic descriptive information was extracted from social care files, and 

comprised of sex (male, female), ethnicity (white, black, mixed, and other), age at entry to care, and 

maltreatment history. Maltreatment history was gathered from chronologies, court reports, and 

police reports and coded as ‘present’ or ‘absent’ for sexual abuse, physical abuse, emotional abuse, 

experience of domestic abuse (i.e., witnessing), and neglect. A ‘total abuse’ variable was calculated 

by summing the presence of sexual abuse, physical abuse, emotional abuse and domestic abuse to 

create a continuous variable (0-4). Neglect maintained its categorical coding as ‘absent’ (0) or 

‘present’ (1). 

Mental health. Mental health was measured using the carer-reported SDQ, a widely used 

and validated measure of social, emotional, and behavioural problems in 4–17-year-olds, which has 

also been validated for use with children in care (Goodman & Goodman, 2012; Goodman, 2001). The 

SDQ is collected annually by local authorities and returned to the government to monitor the mental 

health of all looked after children in England. SDQ data were collected for each participant across 

each of the first three years in care (see Hiller et al., 2022). Twenty-items (five per subscale) measure 

internalising (two subscales: emotional problems, peer problems) and externalising (two subscales: 

attention problems, conduct problems) difficulties, with five additional items measuring pro-social 

skills. Each item is rated on a 3-point Likert scale from 0 (not true) to 2 (certainly true), resulting in 

subscale scores which range from 0-10, and a total problem score range of 0-40 where a higher 

score indicates greater difficulty (pro-social skills are not included in the sum). 

To identify participants who were experiencing mental health difficulties, the 3-band categorisation 

system was used to divide the sample in to ‘normal’ (0-13), ‘borderline’ (14-16), and ‘abnormal’ (17-

40) groupings (Goodman et al,. 2001). As aforementioned, sample only includes young people who 

scored in the abnormal range during their first year in care. 

To establish whether the mental health of participants reliably changed across Year 1 to Year 2 (Y1-

Y2), and Year 1 to Year 3 (Y1-Y3), the Reliable Change Index (RCI; Jacobson & Truax, 1991) was 

calculated. RCI can identify whether the score on a questionnaire has significantly changed using the 

standard deviation, whilst accounting for measurement error (Cronbach’s Alpha; Jacobson & Truax, 
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1991). This means that RCI will indicate whether a change in SDQ score is significant and reliable 

(i.e., not due to measurement error), but cannot indicate whether the change is clinically relevant. In 

line with recommendations by Wolpert et al. (2015), rates of Crossing Clinical Threshold (CCT) are 

also reported. CCT calculates when an individual crosses between clinical and functional population 

scores (i.e., ‘abnormal’ to ‘borderline’, or ‘normal’). CCT rates are presented for descriptive purposes 

only. In sum, for each participant we calculated whether their mental health reliably improved, and 

whether they had crossed clinical threshold across Y1-Y2, and Y1-Y3. 

Mental health support provision. Mental health support provision ‘outcomes’ were 

gathered, which included: whether a referral was made to mental health services in the first year 

(yes, no) and whether the treatment was accessed (yes, no). Here, mental health services refer to all 

primary or secondary health care service which supports the mental health of young people (e.g., 

CAMHS). This information was extracted from social care records, including clinical notes, outcome 

letters, referral and discharge letters, and the yearly health check. Accessing a treatment does not 

necessarily indicate that the young person completed treatment, but does demonstrate that they 

were at some point in receipt of professional mental health support, at least according to social care 

records. From the same files, we gathered information on the number of young people who 

experienced barriers for support at two points: (1) referral rejection, and (2) premature end to 

treatment. Where noted in files, provision ‘descriptives’ were gathered including: (i) reason for 

referral, (ii) the type of service referred to, (iii) the support they were recommended, (v) reason for 

referral rejection and (vi) reason for premature breakdown of therapy. Given the variety of sources 

used to gather this information, it was not always possible to identity who made treatment 

recommendations (e.g., social worker, mental health professional).  

Coding, Data Analyses and Missing Data 

Coding manuals which were developed a priori were used to code the information obtained from 

social care records (e.g., reason for referral, reason for treatment breakdown etc). The full 

definitions for how these categories were coded, and for the management of data where there were 

multiple referrals, is presented in supplementary materials (Appendix A). Codes were developed to 

closely represent raw data and did not involve subjective judgement; thus, we used quality checks 

rather than full inter-rater reliability. Initial information was coded by trained junior researchers, 

before all data was checked by the first author. Any discrepancies were brought to a consensus 

meeting with the corresponding author.  
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To describe the sample, and provision of mental health support in the first year of entering care 

(research aim one), sample characteristics, support provision outcomes, and support provision 

descriptives were summarised using means and standard deviations for continuous data, and 

frequency and percentages for categorical data. We describe all data where it is available (i.e., 

regardless of ‘completeness’ of information around entire help-seeking journey).  

To examine basic predictors for referrals to and receipt of mental health support (research aim 2), 

tests for difference and correlations were performed to explore associations between relevant 

sample characteristics, and mental health during the first year in care with referrals to mental health 

support (yes/no), as well as access to treatment (yes/no). Externalising and internalising subscales of 

the SDQ were negatively correlated so they were examined as two continuous variables in terms of 

their relationship with mental health support provision (r = -4; p < .001). The sample had limited 

diversity in terms of ethnicity, so this data was excluded from statistical analysis. Where associations 

were significant (p < .05) we used logistic regressions to explore the unique predictive value of 

variables. Children’s social care records are notoriously inaccurate as a proxy of severity or 

complexity of maltreatment history (Asmussen et al., 2020). In this research, we use this information 

as an indicator of what might be known by social care staff about the child’s maltreatment history. 

There were small percentages of data missing for referral and access to mental health support, so 

complete case analysis was conducted (Salgado et al., 2016). 

To examine whether receipt of mental health support was associated with improvements in mental 

health difficulties during year 2 and year 3 of being in care (research aim 3), logistic regressions were 

planned. These examined whether there was a relationship between change in mental health across 

the initial years in care (reliable change/no reliable change in SDQ between Y1 to Y2, and Y1 to Y3), 

and access to mental health support (yes/no). We also included basic sex (male/female) and age of 

entering care (as a proxy of current age) as predictors of mental health outcomes. Due to missing 

data (i.e., Y2 or Y3 SDQs), we could calculate the RCI for 82 young people between Y1 and Y2 (n = 19 

missing data), and 72 between Y1 and Y3 (n = 39 missing data). Chi-squared tests revealed that there 

was no significant difference in number being referred to mental health services, or number 

accessing services, across those with and without SDQ missing data, therefore, we conducted 

complete case analysis.  

Results 

Sample  
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The sample comprised of 112 participants who had abnormally elevated carer-report SDQ scores in 

their first year in care. Three local authorities provided data: one covered urban areas and was 

medium sized (n = 48); another covered urban and rural areas and was medium sized (n = 52), and 

another covered urban areas and was smaller sized (n = 11). The average age of entry to care was 

10.7 years old (Standard Deviation (SD) = 3.6), ranging from 3.5 years old to 16 years old. Reflecting 

national statistics on young people in care, there were slightly more males than females (52% males, 

n = 58), and the sample was predominantly white (87%, n = 97; n = 4, 4% black; n = 6, 5% mixed 

ethnicity; and n = 4, 4% another ethnicity). Reports of sexual abuse were found in 25% of records (n 

= 28), physical abuse in 62% (n = 69), emotional abuse in 70% (n = 78), witnessing domestic violence 

in 62% (n = 69) and neglect in 74% (n = 82). On average 2.2 (SD = 1.3) different types of 

maltreatment were mentioned in the records of young people.  

Mental health provision outcomes  

Complete outcome data for the provision of mental health support were extracted for 97 young 

people who had abnormally elevated mental health scores (see Table 2). In sum, 19% of young 

people identified as struggling with their mental health did not receive a referral to mental health 

services in their first year of being in care (n = 18), 13% had a referral but this referral was rejected (n 

= 13), 30% accessed services but their support ended prematurely (n = 29), and for 38% of young 

people, there was evidence that they accessed to support and there was no information in the 

records to indicate that support ended prematurely (n = 37). Fifteen young people had partial or 

completely missing information on provision outcomes.  

The main reason given for referral rejection was that the treatment they were referred for was not 

recommended by the mental health professional (54%, n = 7). Other reasons included placement 

disruption or onwards referrals (46%, n = 6). Among the 29 premature treatment breakdowns, 

causes were identified as: placement instability (41%, n = 12): disengagement by the young person 

(17%, n = 5) or other disruptions (e.g., onwards referral, age out of services etc. 41%, n = 12) 

Mental health support descriptives 

Descriptive referral data were extracted for 90 young people who received a referral in the first year 

of entering care (see Table 3). In sum, reasons for referral were diverse, with emotional problems 

(41%, n = 52), conduct problems (21%, n = 25), and risky behaviour (17%, n = 21) being the most 

common reported problems. The most common referral destination was specialist/targeted CAMHS 
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(50%, n = 45). Recommended treatment was varied, but most often young people were 

recommended general psychotherapy (21%, n = 19) or psychoeducation (18%, n = 16). 

Predictors of mental health support provision 

We used correlations (Kendall’s tau b or point-biserial correlation) and tests for difference (Fisher’s 

Exact Test or Pearson’s Chi-Squared) to examine the associations between sex, reports of neglect, 

total reports of abuse, age of removal into care, externalising and internalising symptoms in the first 

year of being in care, and referrals (see Table 4). Analyses were conducted for young people which 

had both complete SDQ and information on whether a referral was made (n = 108). We found a 

small significant positive correlation between total externalising symptoms during the first year of 

being in care and being referred to mental health services (n = 90, tb = .20, p =.02). There was no 

evidence of associations between referrals and sex, maltreatment, age of entering care, or 

internalising symptoms. A logistic regression was performed to examine the predictive value of 

externalising symptoms, and the model was statistically significant (X2(1) = 4.71, p = .003). Odds ratio 

indicated that a unit change in externalising symptoms was related to a 1.2 increase in the likelihood 

of being referred for support (OR = 1.2; 95% CI [1, 1.38]; Table 5).  

The same analyses were conducted to examine predictors for accessing support. Again, analyses 

were conducted for young people which had both complete SDQs and information on whether they 

accessed support (n = 83). Gender and reports of neglect were the only variables that were related 

to accessing support, whereby females were more likely to access support (X2(1) = 5.2, p = .03) as 

were those without reports of neglect (X2(1) = 4.7, p = .03). A logistic regression was performed to 

examine the unique predictive value of sex and presence/absence of neglect, and the model was 

statistically significant (X2(2) = 10.8, p = .005; Table 5). The model explained 19% of the variance in 

rates of accessing support. Once sex and neglect were entered into the model, sex was the only 

remaining significant predictor, whereby the odds ratio indicated that being female was related to a 

3.8 times increase in likelihood of accessing support (OR = 3.82; 95% CI [1.2, 13.3]).  

Mental health outcomes and mental health support provision 

We examined whether accessing mental health support (yes/no) was related to changes in mental 

health across Y1 to Y2, and Y1 to Y3, using the Reliable Change Index for the SDQ as the outcome.  

Around half of the sample reliably improved in terms of their SDQ scores between Y1-Y2 (51% n = 

42), with similar percentages between Y1-Y3 (57%; n = 41). In most instances, reliable improvements 

by year two were maintained into year three, and most participants who had a reliable improvement 
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(RCI), also had clinical ‘recovery’ (CCT; see Appendix B for details). There was also no evidence that 

sex and age of removal into care, were associated with change in scores, so these were not included 

as covariates in the logistic regression (see Table 6). Using a logistic regression, there was no 

evidence that accessing professional mental health support was associated with any change in 

mental health one year (OR: 2.13; 95% CI [0.62, 7.29]) or two years later (OR: 2.48; 95% CI [0.72, 

8.57]; see Table 7).  

Discussion 

This project involved secondary data analysis of anonymised social care records for young people in 

care who were experiencing elevated emotional and/or behavioural difficulties in their first year of 

entering care, based on carer-report SDQ. We sought to examine provision of mental health support 

and its influence upon mental health symptoms. We found high rates of referral to mental health 

services within the first year of entering care (81% of sample), though for almost 1 in 5 no referral 

was made. Issues arose following referral, whereby there were high rates of referral rejection, and 

support which broke down prematurely. We also found that those with greater externalising 

symptoms (but not internalising) were slightly more likely to be referred to mental health services, 

and that females were more likely to access mental health support than males. Analyses suggest 

that access to mental health treatment in the first year of being in care may not be associated with 

changes in mental health by year two and or three in care. Caution is warranted given concerns 

around data quality and the small sample size. Nevertheless, whether and how services address the 

mental health of young people in care remains an important area of future investigation.  

Rates of referral to mental health services within the first year of entering care were high, but some 

were turned away from mental health services or and had treatment breakdowns (52% of the 

sample). Placement disruption, unsuitable treatment options and disengagement were common 

reasons for this. Placement instability is a well-documented barrier to mental health treatment in 

this group (Beck, 2006), and is also associated with poorer mental health (Hiller et al., 2022). For this 

reason, it may be that those with the most significant mental health needs, who also have unstable 

placements, are also less likely to complete treatment. A synthesis of qualitative research also found 

that care-experienced adults have reservations about engaging with mental health professionals 

(Powell et al., 2021), and this may be the case for young people whilst they are in care. 

Understanding how to make UK mental health services more accommodating for care-experienced 

young people, and young people while they are in care, is a crucial but challenging area for research 

and services, as outlined in recent guidelines published by The National Institute for Health and Care 
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Excellence (NICE, 2021). Accommodations could include safety nets which ensure the continuation 

of mental health care despite frequent changes in home addresses; capacity to allow children to re-

engage after a disengagement or non-attendance easily and flexibly; or implementing programmes 

which address reservations and encourage the uptake and continued engagement in mental health 

support. Reviews across the UK have identified a need to provide better mental health training to all 

professionals working with care-experienced young people, and better strategic planning around 

mental health support (MacAlister, 2022; Independent Care Review, 2020).  

In line with epidemiological research, emotional problems and conduct problems were the most 

common reasons for referral found in social care records (Ford et al., 2007). The treatments which 

were recommended were diverse, but given the limited information found within records, it is 

difficult to establish the type of support was delivered to the young people in practice (e.g., 

descriptions such as “general psychotherapy”). However, there is some evidence to suggest that 

children in care may have difficulties accessing evidence-based mental health support for certain 

mental health conditions, and this requires further direct investigaiton (McGuire et al., 2022). What 

this also does raise is potential issues with record keeping within children’s social care files. 

Particularly where a young person may not have a consistent adult to advocate for their needs, 

accurate record keeping and sharing is essential. 

To understand whether certain groups of young people experience more challenges in receiving 

referrals, or accessing mental health services, we investigated associations between basic predictors 

(e.g., sex, age of entry to care), mental health (externalising and internalising symptoms) and referral 

to and access to mental health support. Largely, we were unable to identify basic predictors of 

access. Age of entry to care, extent of abuse, and the severity of internalising difficulties were not 

associated with referrals, or access to treatment. Higher levels of externalising symptoms were 

related to a small increase in the likelihood of being referred to mental health services, possibly due 

to the visibility of these problems by comparison to internalising difficulties. Females were almost 

four times more likely to have accessed mental health services. This may reflect higher refusal 

among young males, or poor availability of resources to address the mental health difficulties most 

commonly found in males (Fairchild et al., 2019).  

Although half of the sample reliably improved in terms of their mental health between year 1 and 

year 2, and year 1 and year 3, half did not. Changes in mental health were not associated with access 

to mental health support. One reason for this may be the high rates of treatment breakdown (30% 

of the sample), or that young people in care can struggle to access evidence-based treatments 
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(McGuire et al., 2022). This may also reflect challenges with treating the mental health needs of 

children in care, given their complex mental health needs which could impact treatment response 

time (Lorenc et al., 2020). However, caution is warranted in drawing robust conclusions here. The 

sample size was limited and any number of other contextual factors are likely to impact mental 

health of young people over the first three years in care. For example, placement stability and 

placement type are all robustly associated with mental health outcomes (e.g., Engler et al., 2022). 

What these findings do show is a need for further focus on the mental health support available to 

young people in care, and whether it meets their needs.  Of note, over half of the sample improved 

in terms of mental health regardless of their contact with mental health services. It is unclear within 

this research what lead to these positive changes, as several confounding factors, understood to 

impact mental health, were not included in analyses (e.g., placement stability, social support). Given 

limited resources within healthcare systems, it remains important to identify other ways in which we 

can meet the needs of young people in care beyond traditional mental health services. By focussing 

on building or restoring social support networks for example (e.g., Holmes et al., 2020).  

This research has many strengths, including the focus on a high-needs yet under-researched group, 

and the utilisation of existing data resources to develop basic information about access to mental 

health services that could inform practice and future research. However, findings should also be 

considered in light of limitations, which are primarily related to the reliance on social care data. 

Generally, social care records are kept for purposes of audit and inspection. It is in the interest of the 

social care organisation to keep records up to date, however the process by which information is 

collected and managed is unknown and systems are often hard to use (e.g., Hall et al., 2010). This 

means that the ‘completeness’ of information within social care records, and therefore its reliability 

is unknown - a lack of information cannot be taken as evidence of absence. Similarly, it is not always 

clear whom is the source of information (e.g., social workers, mental health professionals). This 

research highlights how the importance of accurate records at the social care level, including from 

mental health services. Secondly, data was drawn from three local authorities and therefore findings 

relate to their specific service pathways. Some regions do not have specialised or targeted services 

for example, limiting generalisability. The sample size is also small, limiting the conclusions which 

can be drawn from analyses. Large-scale (UK-wide) research must be conducted to further our 

understanding of how we are serving the mental health needs of this vulnerable population, perhaps 

triangulating social care with healthcare records given concerns around the reliability of 

administrative data sources.  Finally, this research investigates provision of mental health support 

for young people who enter care with highly elevated scores on the SDQ. We do not have 

information on help-seeking activities undergone before being placed in care (e.g., referrals). The 
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SDQ has been shown to be a good tool to indicate the presence of mental health disorders in 

children in care (Goodman et al., 2004). However, concern has also been raised at the ability for the 

SDQ to detect issues such as attachment difficulties, and that the thresholds from the SDQ may be 

too high for children in care (Wright et al., 2019). If this were the case, our use of the ‘abnormal’ 

range may only reflect an inclusion of only those specific difficulties, and thus may not be 

generalisable to those with more moderate difficulties.  

By conducting secondary data analysis of the social care records for young people in their first year 

of care who also have elevated mental health needs, we found that rates of referral to mental health 

support were high, but issues with accessing services arose following referral. Fifty-two percent of 

the time referrals were rejected, or treatment ended prematurely. Analyses revealed that accessing 

services was unrelated to reliable improvement in mental health problems one year and two years 

after entering care, though limitations exist around the reliability of data. This work highlights a 

need-provision disparity which impacts a highly vulnerable group of young people. The mental 

health needs of children in care need to be adequately supported as early as possible to avert the 

disproportionate rate of poor outcomes in adulthood for this group.  
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Tables and Figures 

Table 2. Mental health provision outcomes 

Outcome n (%) 

 97a 

Did not receive referral and they did not access support 18 (19%) 

Received a referral but it was rejected 13 (13%) 

Accessed support but it prematurely ended 29 (30%) 

Accessed support and had no premature end to treatment 37 (38%) 
a total sample is N = 112, of which 97 had complete information about provision outcomes; n 

= 15 had partial or completely missing data. 
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Table 3. Mental health provision descriptives for young people who received a referral 

Descriptive N (%) 

 90 a 

Referral Destination  

 Specialist CAMHS 45 (50%) 

 CAMHS 14 (16%) 

 Specialist Children in Care Service 13 (14%) 

 Specialist Non-CAMHS 12 (13%) 

 School or Education based treatment 4 (4%) 

 Insufficient information 2 (2%)  

Recommended treatmentb  

 General Psychotherapy 19 (21%) 

 Psychoeducation  16 (18%) 

 Carer or parent-based support 12 (13%) 

 Play-based or creative therapy 8 (9%) 

 Extended Assessment 5 (6%) 

 Specialist intensive programme 4 (4%) 

 Psychopharmacology  3 (3%) 

 Cognitive-based therapy 2 (2%) 

 Insufficient information 21 (23%) 

Reason for referral c  

 Emotional problems  52 (41%) 

 Conduct problems 25 (19%) 

 Risky behaviour 21 (16%) 

 External circumstances for referral 8 (6%) 

 Attachment problems 8 (6%) 

 Neurodevelopmental disorder 5 (4%) 

 Psychosis 1 (1%) 

 Insufficient information 9 (7%) 
a total sample N = 112, of which n = 90 had some descriptive information around provision of 

mental health support; b Recommendations taken from referral letters, or mental health 

assessments. c percentage of times this is mentioned (i.e., not percentage of young people) 
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Table 4. Cross-tabulation of personal and care-related characteristics and mental health service 
provision 

 Referral  Accessed support  

 Yes No Yes No 

Na 90 18 66 17 

Sex (n, %)     

    Male 45 (79%) b 12 (21%) b 30 (70%) c* 13 (30%) c* 

    Female 45 (88%) b 6 (12%) b 36 (90%) c* 4 (10%) c* 

Total abuse (M, SD) 2.2 (1.2) d 1.8 (1.2) d 2.1 (1) d 2.4 (1) d 

Neglect (n, %)     

   Reported 67 (84%) b 13 (16%) b 45 (74%) c* 16 (26%) c* 

   Not reported 23 (82%) b 5 (18%) b 21 (95%) c* 1 (5%) c* 

Age of entry to care (M, SD) 11 (3.2) d 9.7 (4.2) d 10.5 (2.8) d 11.3 (3.6) d 

Externalising symptoms (M, SD) 14.1 (3.2)d* 12.2 (3) d* 14 (3.1) d 14.7 (3.2) d 

Internalising symptoms (M, SD) 11.2 (3.6) e 10.9 (2.9)e 11.4 (3.6) d 9.6 (3.5) d 
a total sample N = 112. Ns here are where we had complete information about provision of mental 

health support as well as SDQ data; b percentage of times this is mentioned (i.e., not percentage of 

young people); b Fisher’s Exact Test; c Pearson’s Chi-Squared; d Kendall's tau b; e point-biserial 

correlation; *p < .05  
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Table 5. Logistic regression examining predictive value of gender and provision of mental health 
support. 

        

 b SE Wald df p 
Odds 

Ratio 

95% Confidence 

Interval 

Referral to support        

Externalising symptoms 0.17 0.08 4.48 1 .034 1.2 1.01-1.39 

Constant -.64 1.06 0.36 1 .55 .53  

Access to support         

Sex (female) 1.34 .64 4.42 1 .035 3.82 1.2-13.3 

Neglect (not reported) -1.99 .1.08 .3.4 1 .065 .14 .017-1.13 

Constant 2.51 1.05 5.77 1 .016 12.33  
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Table 6. Cross-tabulation of pre-care characteristics and reliable change in mental health 
 Year 1 to Year 2 

n = 62 

Year 1 to Year 3 

n = 54 

 

Reliable 

Change 

No Reliable 

Change 

Reliable 

Change 

No Reliable 

Change 

Sex (n, %)     

    Male 21 (50%)a 21 (50%) a 23 (52%) a 21 (48%) a  

    Female 21 (52%) a 19 (48%) a 18 (64%) a  10 (36%) a  

Age of entry to care (M, SD) 10.1 (3.4) b 10.8 (3.7) b 10.5 (3.5) b 10.3 (2.9) b 

Access to support (n, %)     

  Yes 26 (54%) a 22 (46%) a 26 (65%) a 14 (35%) a 

  No 5 (36%) a 9 (64%) a 6 (43%) a 8 (57%) a 
a Fisher’s Exact Test; b Kendall's tau b; *p < .05 
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Table 7. Logistic regression examining predictive value treatment access for reliable change in 
mental health 

 

  

        

 b SE Wald df p 
Odds 

Ratio 

95% Confidence 

Interval 

Reliable change Year 1-Year 2        

Access to support 0.76 0.63 1.44 1 .23 2.13 0.62, 7.29 

Constant -0.59 0.56 1.11 1 .292 0.56  

Reliable change Year 1-Year 3         

Access to support 0.91 .63 2.05 1 .152 2.48 0.72, 8.57 

Constant -0.29 0.54 0.28 1 .594 0.76  

RCI = reliable change index 
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Chapter 3: A qualitative investigation into care-leavers’ experiences of accessing mental health 

support 

This manuscript has been published in a peer-reviewed academic journal: 

Phillips, A. R., Hiller, R. M., Halligan, S. L., Lavi, I., Macleod, J. A. A., & Wilkins, D. A qualitative 

investigation into care-leavers' experiences of accessing mental health support. Psychology 

and Psychotherapy: Theory, Research and Practice, https://doi.org/10.1111/papt.12525  

Chapter rationale 

There is international evidence to suggest that children in care face barriers with accessing timely 

mental health support, with many young people in care not having their needs met. We identified 

that drop out from therapy was a common occurrence for children in care in the UK and wanted to 

explore reasons for this (study 2). I chose to do so with a sample of care-leavers, as some experience 

a dual transition out of care, and out of child and adolescent mental health services. Data was 

collected during the COVID pandemic (2021), meaning that all interviews were conducted by 

telephone or video call. 

Patient and Public Engagement and Involvement 

This research was co-designed with the Care-Experienced Advisory Team, including conception of 

the research question, refinement of participant facing study materials and recruitment procedures. 

Once data collection and preliminary analysis was complete, I held a meeting with the advisory 

team, whereby participant quotes were presented alongside interpretations. This was performed as 

a sense check of interpretations, as well as an exercise to gain other potential insights into the data. 

Within this meeting, we also discussed potential implications of research findings which are 

presented in Table 11. 
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Abstract 

Background: People who grew up under care of children’s social services are a highly vulnerable 

group, with 50% of this population meeting criteria for a mental health problem at any one time. 

Emerging evidence suggests that there is a disparity between the number of people who require 

support, and those that receive it, and that they face several barriers to accessing timely and 

effective mental health support. We have a limited understanding of how to support the mental 

health of this group as they “age out” of children’s social services, and the transition to 

independence, which occurs around the age of 18. We aimed to explore how care-leavers 

understand their experiences of help-seeking from formal mental health services. Methods: We 

used qualitative interviews, and Interpretative Phenomenological Analysis with 9 care-experienced 

young people aged between 18-25 years old. This work was co-produced by a team of care-

experienced adults, from conception of the study to write up. Results: Qualitative analysis revealed 

several themes which centred around: (1) taking reluctant steps towards recovery, (2) challenges 

with being understood and the importance of gaining an understanding of yourself, (3) navigating 

trust and (4) the legacy of not having your mental health needs met. Conclusions: We identified 

several important implications for health and social care practice, across primary and secondary 

healthcare settings. This work highlights ways to better support this highly vulnerable group in 

accessing evidence-based mental health support, and how to maintain engagement. 
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Introduction 

Approximately 50% of children in care meet criteria for a mental health disorder (Bronsard et al., 

2016), and these mental health difficulties are more complex than found in the general population, 

with greater rates of comorbidity and suicidality (Engler et al., 2022; Murray et al., 2020). This trend 

continues into adulthood, with prevalence rates for mental health disorders of between 30-53% of 

care-experienced adults (Murray et al., 2020; Seker et al., 2021). Such problems amongst care-

experienced people may be a consequence of significant early adversity and trauma, including 

exposure to substance misuse, parental mental health difficulties, violence and maltreatment, as 

well as ongoing instability (and potential further trauma exposures) within the care system. There is 

also robust evidence of multiple disadvantages for care-experienced people, ranging from health, 

education, employment, as well as high rates of homelessness and criminal justice system contact 

(Gypen et al., 2017). Emerging evidence suggests that care-experienced people face several barriers 

with accessing appropriate mental health support, yet this problem is underexplored (Fargas-Malet 

& McSherry, 2018; McGuire et al., 2022; Phillips et al., 2023) 

In England, being “in care” refers to young people under the age of 18 years, who usually live away 

from their family of origin (e.g., in foster care, residential care), and are cared for by the local 

authority (Children Act, 1989). For many, entering care represents a move towards physical security 

and safety, however others experience ongoing disruption (e.g., placement instability, separation 

from siblings, victimisation and exploitation whilst in care; Department of Education, 2021; Euser et 

al., 2016; Katz et al., 2020). There is growing evidence within the UK and internationally, that 

ongoing disruption of this kind during childhood is associated with poor adult mental health 

outcomes (Hiller et al., 2022; Hiller & St. Clair, 2018; Rock et al., 2013). Care-leavers who experience 

instability in housing, employment and education during adolescence have high rates of mental 

health problems in adulthood (Phillips et al., 2023). It is likely that this is a bi-directional relationship, 

and indicates that young people in care would benefit from support prior to exiting care, to achieve 

both stability and better mental health.  

The transition out of care, often referred to as “aging out”, is often a time of great change for care-

experienced people. This time is associated with a sudden increase in responsibilities (e.g., managing 

finances, household tasks), at a rate which is much faster and at a younger age than their non-care-

experienced peers (Baker, 2017). Guidelines in England and Wales state that planning for the 

transition out of care, begins around the age of 16, and that social care professionals should consider 

emotional and behavioural development needs during this time, among other things (Childrens Act, 
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2000; Department for Education, 2010). There is limited evidence around how this is managed in 

practice, but a review of qualitative evidence indicates that care-experienced people feel that 

insufficient recognition and support exists for wellbeing and mental health during this time (Atkinson 

& Hyde, 2019).  

There are several factors which make addressing the mental health needs of care-leavers 

challenging. Some of these concerns are common across adolescents and young adults in the 

general population. For example, a preference for informal sources of support (i.e., friends, 

teachers), and concerns around stigma and confidentiality which prevent young people from 

reaching out altogether (Powell et al., 2021; Randez et al., 2020). Research has identified several 

practical and structural barriers which disproportionately impact children in care in the UK, such as 

transient living situations, or challenges with accessing evidence-based mental health support 

(Phillips et al., 2023; McGuire et al., 2022). There is increasing recognition that emerging adulthood 

(up to the age of 25) is a sensitive developmental period, especially in relation to mental health 

(Arnett, 2000; Fusar-Poli, 2019; Kessler et al., 2007). Yet, current models utilized by youth support 

services in the United Kingdom usually treat young people up until the age of 18 years old. This 

means that during later adolescence, many young people may need to transition from children’s 

mental health services to adult services, which is a point at which many young people fall through 

the “treatment-gap” despite ongoing needs (Islam et al., 2016). Care leavers may face additional 

challenges accessing care during this time, as they simultaneously transition out of care into 

independent living. There remains a major gap in our understanding of how care-leavers navigate 

mental health support and services in the immediate years after leaving care, and what could be 

done to improve this access.  

Help-seeking is a complex and iterative process, involving multiple points of decision-making 

(Rickwood, 2020). Help-seeking behaviour can be influenced by social norms, attitudes towards 

therapy, practicalities and availability of support (Ajzen, 1991; Bonfield et al., 2010; Tomczyk et al., 

2020). The present study aimed to explore this complexity, by investigating the lived-experience of 

help-seeking for mental health support, among those who have recently transitioned out of social 

services.  

Materials and methods 

Design 
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We used qualitative interviews, and interpretative Phenomenological Analysis (IPA; Smith et al., 

2009) to explore how care-leavers understand their experiences of help-seeking for mental health 

problems. IPA builds upon phenomenological and hermeneutic philosophical traditions and allows 

for detailed enquiry into a person’s lived experience. This meant we could explore the help-seeking 

journey beyond literal descriptions of events which occurred. We aimed to access physical, material, 

emotional, and relational experiences, as well as cognitions and meaning-making aspects of these 

experiences. By utilising these methods, we allowed participants to reflect on the significance of 

events and understand how they make sense of it.  

Ethical approval was obtained by the University of Bath Ethics committee (REF: 21-087), with further 

permissions obtained from participating local authorities. All names were pseudonymised and 

participants provided informed consent to participate. 

Recruitment 

Nine care-leavers were recruited by self-selection opportunity sampling, most of which were 

recruited through advertisements circulated on social media (n = 6), as well as via a large urban 

children’s social service (n = 3). Eligibility criteria were: (1) aged between 18 and 25; (2) having ‘aged-

out’ out of children’s social care (3) sufficient fluency in English and capacity to provide informed 

consent to take part in the research study (4) had experience of trying to access professional mental 

health support services since leaving care (e.g., NHS mental health services, private or third sector 

psychotherapy).  

Due to the qualitative nature of this study, it was not appropriate to statistically calculate the sample 

size required for adequate power. Nevertheless, based on guidance for IPA we aimed to recruit 

between 6-15 participants (Smith et al., 2022). The exact number of participants recruited was 

determined by the richness of the data provided by participants, which was monitored during data 

collection (Malterud et al., 2015; Smith et al., 2022).  

Data collection 

This study took place during the COVID-19 pandemic. Due to social distancing restrictions in place 

whilst we were collecting data (throughout 2021), all interviews were conducted by telephone or 

video call. In terms of participant characteristics, we gathered basic demographic information (age, 

gender and ethnicity), descriptions of care-experience (e.g., number of places lived, types of 

accommodation; age of entry and exit from care; accommodation upon exit from care), mental 
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health history (whether they had ever been given a formal diagnosis) and mental health support 

history (access to formal mental health support before leaving care; access to formal mental health 

support after leaving care; type of support accessed; source of support).  

Semi-structured interviews were recorded and then transcribed verbatim. The interview schedule 

was informed by using Rickwood’s (2020) model of help-seeking for young people, which meant we 

included questions on key stages of help-seeking, including: the development of symptoms, decision 

making around services, the prompt for help-seeking, engagement with services, and whether their 

needs had been met (see supporting information for interview schedule). We began interviews by 

asking participants to give a brief overview of all instances in which they sought professional mental 

health support since leaving care, to create a timeline of events. Once the timeline was agreed upon, 

we asked participants to orient themselves to each incident and gathered descriptions of events, 

with a focus upon salient emotions, cognitions and reflections. The interview schedule set out 

questions and prompts as needed, but was organically adapted for each participant, to allow 

authentic personal accounts in a move away from researcher preconceptions. 

Data analysis 

We followed the IPA process outlined by Smith and Nizza (2022) which involved: close analytic 

reading, extensive familiarisation with the data and exploratory notetaking; formulating experiential 

statements; creating a  (study  of personal experiential themes for each participant. Next, we 

identified divergent and convergent patterns across participants to build a table of group 

experiential themes. Please note that Smith and Nizza (2022) have offered a refined terminology for 

the analysis. We have followed this new terminology in this paper (i.e., referring to Group 

Experiential Themes, rather than Master Themes).  

Care-experienced advisory team and methodological integrity 

This project was supported by a team of care-experienced advisors, who were involved in the 

project at several stages, including: research design; development of the interview schedule and 

interpretations of findings. To ensure methodological integrity, the lead author kept reflective logs 

throughout the analysis process, to increase awareness of potential pre-conceptions that arose 

during the analysis. Interpretations of the data were discussed with research supervisors throughout 

analysis. We also held a meeting with the advisory team, whereby participant quotes were 

presented alongside interpretations. This was performed as a sense check of interpretations, as well 

as an exercise to gain other potential insights into the data. Within this meeting, we also discussed 
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potential implications of research findings, in terms of clinical practice (across primary and 

secondary health), and social care practice. This ensured that the emerging themes were well 

grounded in the data, and that important elements of the participants' experiences were adequately 

represented in the emerging analysis.  

Results 

Participant demographics 

Nine participants were interviewed, and interviews lasted between 20-120 minutes. Demographics 

and social care experiences are summarised in Table 8. Participants were aged between 19-25, were 

mostly women (n = 7) and were from varied ethnic backgrounds. Based on participants’ recollection, 

the average age of entry to care was 11 years-old and all participants exited care aged around 18-19 

years old. Most participants spent time in foster care placements, though many had experienced 

other arrangements (e.g., residential care, kinship care). Table 9 presents participant reported 

mental health diagnoses and histories of mental health support. Four main group experiential 

themes were identified, and across these themes 11 subthemes (see Table 10).  

Theme 1: Taking reluctant steps towards recovery: changes in willingness over time and 

facing fears    

Willingness to engage with mental health support differed across participants, but also within 

participants over time. These changes were not linear, meaning that efforts to seek support could be 

quickly followed by periods of disengagement. Oftentimes participants related this to ways the 

system thwarted their efforts, and other times this related to personal fears or previous difficult 

experiences with discussing their mental health or trauma histories.  

Avoiding and disengaging from professional mental health support. Nearly all of the 

participants described being avoidant of mental health support at some point in their help-seeking 

narratives. Avoiding mental health support was an active choice for some, as they felt therapeutic 

work would impact their ability to engage with education or work: “and I was just like I cannot deal 

with this right now because I, I have to continue education or that’s it, my life is done right?” 

(Danielle). For others, avoidance was more passive whereby they let their mental health difficulties 

“go over my head” or didn’t “pay attention to it” (Mia). Sometimes avoidance involved dropping out 

or skipping psychotherapy sessions, and in all instances this was described within the context of 

psychological barriers (as opposed to practical): “basically some days I can get up and be in a mood 
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and not want to speak to nobody” (Becca). Long waitlists could also exacerbate avoidance as 

participants experienced fluctuations in their willingness to engage. 

Joe: “the waiting list is just… ya know you think that by the time you get to’ end of the waiting list ya 

might have decided that “nah I don’t wanna do it” 

As above, avoidance was sometimes related to previous instances of help-seeking which hadn’t gone 

well. For example, participants explained that prior unsuccessful efforts to access support had a big 

impact on future help-seeking behaviour. For Mia, avoiding mental health support was a protective 

strategy, as she had been “rejected” from mental health support a number of times: “it probably 

stresses me more umm having that sort of rejection”.  

It was common to discuss the key role of adults (e.g., social workers, teachers, personal advisors) in 

prompting their help-seeking behaviour, especially young people who described avoiding 

professional mental health support. This further highlights their reluctance to reach out for support 

independently. 

Becca: I am like, I will do it tomorrow, and tomorrow comes oh I will do it the next day, and it never 

happens. So having my social worker helps sometimes because he will make the call to [the service] 

and [the service] will make the call to me 

Being forced to engage with professional mental health support. Many young people 

described times where their personal choice to avoid professional mental health support was 

challenged. It should be noted that for some, external help to access support was welcomed (e.g., 

Becca above), but at other times these help-seeking prompts felt heavy-handed. Some expressed 

fears around having their autonomy taken away by mental health teams and related this directly to 

experiences within social care. 

Joe: you’re not in control… pre 18 you’re not in control of your life are ya? Got people making 

decisions on your behalf and obviously you, you know subconsciously that any wrong comment will 

do, they record everything 

In this way, some participants were careful about what they shared with health professionals for 

fear of their autonomy being taken away, and this led to feelings of isolation: 
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Becca: [mental health professionals] are supposed to be there to help you to talk to you and stuff, but 

then you still feel isolated because you cant talk about everything properly because you are scared of 

what to tell them as well 

Similarly, some young people had concerns about what they would be asked to talk about in mental 

health assessments and therapeutic settings. Participants had personal limits around what they were 

willing to discuss (e.g., pre-care experiences), and where these limits were perceived as not being 

respected (e.g., through repeated questioning), participants shut down engagement. For example, 

Becca felt apprehensive about therapy following a mental health assessment which felt too 

intrusive:  

Becca: To be honest I was thinking I hope they don’t call me. I was like, “oh I know how they are 

going to be now cause that is how they were at the assessment”, I was like “oh I am dreading it to be 

honest” 

Mia dropped out of counselling after a couple of sessions because “they aim you know to like to 

bring out all the stuff (…) my trauma kind of thing”. In this way it was important that mental health 

professionals were aware of the need to build trust and understand the young person’s personal 

limits and not push these too soon. 

Struggles retelling difficult stories. Speaking to the complexity of the mental health services 

they were navigating, and the many professionals coming into their lives, many participants told us 

that it was difficult to repeatedly describe their mental health problems and pre-care experiences to 

healthcare professionals during their help-seeking journey. For example, some participants first 

spoke with General Practitioners, then had mental health assessments with mental health services, 

before seeing a mental health therapist. Others had engaged with several with different support 

services over time, which meant that they had to “re-spill” several times (Katy). Amy reflected that 

repeatedly talking about the past was something that social services and mental health professionals 

had in common.  

Amy: when you first go into care that’s just expected, you tell your story over and over again as I said 

like when I first went into care it was a ton of police interviews so by the time they got the you know 

[mental health] professionals when I was 19 it, it was just like this happened to me so long ago now 

why am I still talking about it kind of thing 
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Whilst some participants described how repeatedly describing difficult experiences (with social care 

teams, the criminal justice system and healthcare professionals) now meant that they can now talk 

about their trauma “factually” (Amy), for others this was still a challenging experience. Some 

described how they “re-lived” the past when they discussed it in mental health assessments, or felt 

as if they were having to “bare all” (Brooke). Mia spoke about the potential benefits of 

comprehensive record-keeping within their healthcare files (e.g., around care-experienced status) to 

improve communication between services. For Katy and Becca, working with health professionals 

who already knew about their past was a positive, as it meant that they didn’t have to repeat the 

past again.  

Katy: [GP] is very, she’s good because she like remembers as well, like … I dunno she’s not the kind of- 

I don’t have to go in every time I see her- I mean obviously I do see her like every week or every other 

week or whatever, but like she does remember bits that I tell her 

Needing to talk about difficult experiences in order to move on. Just under half of the 

participants explicitly sought mental health support in order to give themselves time and space to 

talk about trauma experiences, highlighting that many care-leavers feel conflicted about accessing 

mental health support. Several participants looked for psychotherapists and mental health support 

groups designed for people who had experienced trauma. Talking about the past appeared to be a 

challenging, but unmet need: “I never really got the chance to fully like express how I was feeling, or 

even express my emotions really” (Danielle). When we asked why Joe sought trauma-related support 

specifically, they spoke of it being necessary in order to move on from the past: “Well just like it’s 

either, do you wanna live, live in shadows forever, or get cracking, let’s move on?”.  

Key to engagement was feeling like the professional was equipped to discuss trauma experiences. 

For example, Amy accessed group therapy, but didn’t talk in the group until she felt “these people 

are, you know, probably trained and might know how to do this”. Amy also spoke in positive terms 

about a career mentor who “didn’t flinch” when she “told him everything about my childhood”, 

indicating that normalising trauma-experiences is important. When professionals didn’t respond 

sensitively to discussions around trauma, participants were less likely to open up in the future. For 

example, after a negative experience with a therapist, Danielle described feeling “ashamed” and like 

she will be unable to “fully express herself” in future therapy sessions.  

Theme 2: Challenges with being understood and the importance of gaining an 

understanding of yourself 



 90 

Nearly all participants described times where they did not feel understood by mental health 

professionals. Some felt that this was their fault for not expressing themselves accurately, others 

described periods of frustration where they did not feel understood, and others focussed upon their 

desire to “get answers” in the future.  

Lacking the language to describe mental health needs. Several participants seemed to lack 

the language needed to describe their mental health problems. When asked to do so within the 

interview, Katy repeated “I don’t know, I don’t know how to put it”; Mia felt she couldn’t 

communicate the severity of her mental health problems: “whenever I talk to a person and um 

articulate myself to them, I sound completely fine”; Joe spoke of “underlying stuff that’s always been 

there”;  Brooke conceptualised their mental health as “chaotic”, “out of control” and without clear 

“triggers” and Danielle lacked the language to describe her experiences with dissociation: “I just call 

it like um depression like um numbness”. 

Some participants reflected on challenges they experienced with communicating their problems to 

mental health professionals. For example, Mia asked her personal advisor to attend her GP 

appointment to “sort of like [explain] the main umm things with what I needed support on”.  

Their mental health needs being underestimated by professionals. Narratives often 

centred around times where their needs were underestimated. For example, after a mental health 

assessment, Katy felt that the summary letter didn’t adequately reflect what she had said in the 

assessment:  

Katy: when I got the, like piece of paper after, that they send you out, it’s a summary of whatever, it’s 

all like… yeah she’s fine like she was well presented and she looked like she’d had a shower, in the 

last week like that kinda thing and it’s like, just cause I do the odd face mask and wash my hair, does, 

does not mean I’m not struggling kind of thing  

For others, being misunderstood was considered evident because they weren’t offered any mental 

health support, despite obvious needs.  

Mia: okay well you’ve lost your [birth parent], this is like you know, you’re, you know a care leaver, 

this is the support that we give around sort of grief, there was none of that 

Others felt they were misunderstood because they were offered mental health support which was 

too generic or was not “serious” enough: telling somebody with that… with the history of mental 

health that I had to do yoga, was… is, is a bit condescending (Katy). Others noted occasions where 
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they had been given advice which was too challenging or impossible for them. For example, Brooke 

was advised to “have a hot bath”, but this was not possible as “I can’t stop running and walking and 

you want me to sit in a bath”. Across participants, it was evident that when therapists didn’t adapt 

therapeutic exercises to suit their needs, this could result disengagement.   

Wanting expertise from professionals around their mental health problems. For several 

participants, the central motivation for seeking support was to understand what their mental health 

problem was, though the extent to which participants were focussed upon diagnostic labels differed. 

For example, Danielle frequently discussed wanting “tests” to be run to find out what they “might 

have”. For Becca, receiving a ‘correct’ diagnosis was key to receiving effective mental health 

support:  

Becca: I feel like I have another diagnosis there and it needs to be sorted out, because if they do then 

they can put me on the right medication to make me better, otherwise I am just going to take like 

this all the time 

In some ways, the unique position of a mental health professional as an expert, could also become a 

source of hopelessness for the young people when their expectations around getting answers 

weren’t fulfilled. This was a source of frustration for Brooke, who had engaged with several mental 

health professionals: “Great, so you’re a mental health professional but you don’t know what to do, 

great, and, and neither does your manager, (laugh) it’s, really useful” (Brooke).  

Several participants felt frustrated or judged when health professionals asked about their support 

preferences. This may be because these questions inadvertently placed onus on them to know how 

to get better, which caused offense as participants felt they didn’t fully understand what their 

mental health problem was in the first place: “it’s like well no you’re a doctor, you know? I’m not a 

doctor, you should be telling me” (Joe).   

Theme 3: Navigating trust: the power of consistency and relatability 

Within help-seeking journeys, all participants had experiences of trusting professional relationships, 

and cases where trust absent or was broken. There were certain qualities of professionals which 

could facilitate or break trust: persistence and relatable-ness.  

Consistency and persistence. Several participants spoke of the importance of consistency 

and persistence, when it came to mental health professionals. Katy had a good relationship with her 
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GP, whom she met with regularly to review her mental health support needs. Key to building a trust 

was the length of their relationship:  

Katy: (initially) it didn’t feel very different. I wasn’t her biggest fan… erm… like originally…erm, she 

was just a doctor and she just rang me… erm, it took, it took almost three months of seeing her 

before I was like yeah you’re alright 

Similarly, Brooke had an ongoing relationship with an organisation which delivered therapy. As she 

had “known them for ages” and so “felt like I could trust them more, I was able to be very open with 

how I was feeling”.  

Conversely, Skar had an experience whereby a mental health professional whom she trusted left 

suddenly. She said: “so it’s like after that, I don’t really trust anyone, I don’t really speak to anyone, 

it’s just me, myself and my [relative]”. She also drew direct connections between transient mental 

health professionals, and transient social workers, and said that as a result of this experience she 

doesn’t “really try and make a relationship with (mental health professionals) ‘cause if they’re gonna 

leave in like three weeks there’s no point”.  

Relatable-ness of mental health professionals. Several participants felt that their 

willingness to open up to or accept support from health professionals was connected to how 

relatable the therapist was to them. For example, when talking about a GP, Joe described them as 

being “worlds apart from ya” and this limited how “approachable” they felt to him. When talking 

about a therapist whom she trusted, Skar listed several matching physical characteristics (e.g., 

ethnicity and age) before saying: “she understood me, I could tell her everything that was my 

business”. Conversely, Becca felt professionals couldn’t understand her because they “had their life 

easy” whereas “we’ve got nothing, we have to go live with strangers”. When discussing his 

psychotherapist, Joe felt that they were “just normal”, that they “addressed [me] normally. They 

speak normally they speak to ya so… that works” (Joe), indicating the importance of language.  

Theme 4: The legacy of not having your mental health needs met 

All participants spoke about how their past experiences of accessing mental health support impacted 

their future help-seeking intentions and hopes, and coping mechanisms. 

A lack of hope for effective support in the future. Whilst some participants had hope 

around receiving effective mental health support in the future, for others this hope was entirely 

lacking. For example, when reflecting on help-seeking journey, Katy described herself as “naïve” for 
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thinking that mental health support would be available. Skar on the other hand, felt that despite her 

best efforts to access support, the “system” was “absolutely useless”, and concluded that she was 

“on my own”. 

For Brooke, this appeared to be related to the fact that she had “tried absolutely every strategy 

under the planet”. This meant she had lost hope around whether there was a treatment which could 

help her feel better. As a consequence of this lack of hope, some participants felt that they had 

“given up” on receiving external support, and would only do so in the future if they were in “crisis”:  

I think I’d need to be in quite a, you know, crisis sort of point to access support again. Umm because 

I’ve been told there’s nothing they can do. So why would, do you know what I mean, why would I 

then go back to… that all over again (Brooke) 

Deciding to cope without psychological support. As a consequence of not having their 

mental health needs met by professionals, some participants used other methods to cope with their 

mental health needs. Mia and Amir’s main concern was that their mental health was impacting their 

ability to remain employed. For Mia, her focus was “more about” getting practical support (e.g., with 

employment), such as a letter which will allow her “time out” when she is struggling. For Amir, a 

combination of physical activity and medication was supporting him to feel better: “So I do a lot of 

physical activity, so I’ve joined a ermm this fitness programme which I keep busy for urm… 3 4 days in 

a week […] with the the erm combination of medication I just feel better”. Amir also felt fatigued with 

talking therapy: “do ya know I’ve talked and talked, I’ve, I’ve been on CBT but there hasn’t been any 

improvement”. For this reason, his support preferences were focussed around practical help as 

opposed to psychological, in order to improve daily functioning (e.g., paying bills, cooking and 

washing clothes).   

Reflections from advisory team: implications for practice 

This work was supported by a team of care-experienced research advisors. Following analysis, we 

held an online workshop with members of the advisory team, whereby we presented findings and 

discussed potential implications for social care and healthcare practice. Several suggestions were 

made and are summarised in Table 11. In short, they felt that care-experienced people and social 

care professionals would benefit from psychoeducation or training around the benefits of 

psychological support (i.e., how to address avoidant coping). Social care and mental health 

professionals needed a better understanding of how to manage care-leavers apprehensions with 

engaging with support. Fast-track access to therapeutic support (or financial support to access 
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private therapy) were seen as key to improving engagement, as was the capacity to re-engage easily 

and flexibly with support after non-attendance. 

Discussion 

In this study, help-seeking narratives centered around four central themes: avoidance and fears 

around addressing mental health and trauma; challenges with being understood; navigating trust 

and the consequences of not having needs met. Speaking to the complexity and diversity of help-

seeking experiences for care-experienced young people, we also identified 11 subordinate themes.  

Several young people wanted to talk about their past trauma, and indeed felt it was necessary to 

help them “move on”. However, all participants described being reluctant to address their mental 

health problems or past trauma at some point, and consequently their motivation to get support 

was fragile. This finding resonates with other qualitative research, which has found that people who 

have experienced trauma can be avoidant of mental health support for a number of years (Stige et 

al., 2013). Our focus upon the help-seeking journey meant that we were able to uncover that help-

seeking is not linear, and motivation to access support fluctuates over time within individuals. It 

should also be noted that there were several system-related factors which thwarted efforts and 

exacerbated avoidance towards accessing support, for example long wait-lists, being rejected from 

services and being misunderstood.  

Several extant psychological models centre avoidance as a maladaptive coping mechanism, which 

exacerbates mental health problems and trauma-related distress (e.g., Compas et al., 2017; Ehlers & 

Clark, 2000). In this way, reducing avoidance remains an important goal for professionals who care 

for traumatised youth and adults. Trusted adults had a key role in encouraging young people to 

access support, meaning that it is important for health care professionals across the entire help-

seeking journey (e.g., primary healthcare, secondary healthcare) to understand any apprehensions 

care-leavers have around accessing support, and adjust their approach to meet the needs of the 

individual. It may be useful to provide psychoeducation to care-leavers, in particular around the 

value of addressing trauma-related experiences, encourage engagement with mental health 

services.  

Some young people had difficulties articulating their mental health needs to health professionals or 

felt their mental health needs were misunderstood. Limited resources within both primary and 

secondary health services are likely to make it more difficult for practitioners to gain a thorough 

understanding of care-leavers mental health needs (e.g., limited time for mental health assessments, 
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unavailability of face to face appointments), especially given that the mental health needs of care-

experienced people are often complex (Engler et al., 2022; Seker et al., 2021).  

It may be that there is a disconnect between how care-experienced people and health professionals 

conceptualise, or discuss mental health (Harper & Vakili, 2021). For example, despite the diversity of 

mental health problems experienced in this sample, trauma was bought up in all of the interviews, 

indicating the central importance of these experiences for mental health and wellbeing for this 

group. There is very little research which has investigated how health professionals conceptualise 

trauma, or factor this into treatment decision making, especially in the care-experienced population. 

However, a review by Read et al. (2018) indicates that histories of maltreatment or abuse are not 

consistently identified by mental health professionals in the general population. Looking forward, it 

is important we develop a shared language and understanding of mental health and wellbeing 

between care-experienced people, researchers and healthcare professionals (Devaney et al., 2023). 

It is also important to examine the acceptability of existing psychotherapies for care-leavers, 

integrating views from care-experienced young people, with mental health and social care 

professionals. 

Several young people spoke of the extent to which they felt they could build trust with health 

professionals. Individuals who experience childhood adversity oftentimes show disruptions in their 

trust of others and the world (Campbell et al., 2021; Eldridge et al., 2020). We have shown here that 

this has knock-on effects for healthcare related decisions. Transient relationships were a key driver 

for disruptions in trust, including within interactions with healthcare professionals (Hyde et al., 

2017). Increasing continuity of care is a well-established target within children’s social care, and this 

should be extended to supporting the healthcare of care-experienced people into adulthood 

(MacAlister 2022). 

There are some similarities between the themes we identified in this project, and the broader 

literature on why young people do (or don’t) approach mental health services for support. For 

example, we identified that like young people in the general population, care-experienced people 

can develop a preference for self-management or independent coping and that some struggle to 

articulate their needs (Radez et al., 2020). At the same time, some themes were more central to 

narratives, such as the importance of building trust and trauma-avoidance. Regardless, the 

implications and recommendations of this study could be applied more broadly our approach to 

caring for young people in the general population.  
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Our care-experienced advisory team identified several implications of this research for policy and 

practice. Though we have identified several psychological barriers with accessing mental health 

support, many of these recommendations focus upon the broader system around care-experienced 

people. For example, one key recommendation is that social care teams should be up-skilled in 

relation to mental health, so that they can better facilitate, and advocate for the support needs of 

care-experienced people. Looking forward, it is important that solutions do not just focus upon 

individuals and are implemented across the entire system which care-leavers exist within (e.g., social 

care practice, primary and secondary healthcare services).  

Strengths, limitations and future directions of research  

There are many strengths of this research study. We investigated a highly vulnerable group of young 

people, using qualitative methodology which allowed us to build a rich picture of help-seeking 

experiences. The involvement of a care-experienced advisory team allowed us to check the 

resonance of interpretations, contributing to the credibility of findings (Kelly et al., 2018). Despite 

interviews taking place remotely, we found that participants were forthcoming and open with their 

experiences. In line with other qualitative studies which investigate sensitive topics, we found that 

phone and video conferencing interviews created a relaxed and informal atmosphere, which 

facilitated disclosure of material which might have otherwise been withheld in a more formal setting 

(Heath et al., 2018).  

However, there are also several limitations. Help-seeking experiences are not homogenous, and we 

used self-selection sampling, meaning that it is unlikely that we have fully captured the variety of 

individual experiences with our limited sample. For example, it is unlikely that those who do not 

want to talk about their help-seeking experiences or mental health would take part in the study. 

Furthermore, given the provision of mental health support differs across the UK, findings may reflect 

current practice in those areas as opposed to broader experiences of help-seeking.  

Future research should focus upon other groups of care-experienced young people, who may face 

additional structural and psychological barriers to accessing mental health support. For example, 

unaccompanied asylum seekers and neurodivergent young people. We focussed upon care-leavers 

experiences specifically, but future research should consider the wider systems they exist within. For 

example, the role of social care professionals, or experiences of treating care-experienced people 

across primary and secondary healthcare systems.  

Conclusions 
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The uptake of mental health support for care-experienced people is disproportionate to the level of 

need (Hansen et al., 2021). There are several clinically relevant implications which can be drawn 

from this research across both primary and secondary healthcare settings, which may address the 

need-provision gap. Care-leavers may benefit from psychoeducation around the benefits of mental 

health support (i.e., addressing avoidance). They would also benefit from fast-track access to 

therapeutic support (MacAlister, 2022), and the capacity to re-engage after a disengagement or non-

attendance easily and flexibly. Greater awareness of the apprehensions care-experienced feel 

towards support, may help healthcare and social care professionals engage in conversations around 

support more sensitively.  



 98 

References 

Ajzen, I. (1991). The theory of planned behavior. Organizational Behavior and Human Decision 

Processes, 50(2), 179-211. https://doi.org/10.1016/0749-5978(91)90020-T  

Arnett, J. J. (2000). Emerging adulthood: A theory of development from the late teens through the 

twenties. American Psychological Association. 

Atkinson, C., & Hyde, R. (2019). Care leavers’ views about transition: a literature review. Journal of 

Children's Services, 14(1), 42-58. https://doi.org/10.1108/JCS-05-2018-0013  

Bonfield, S., Collins, S., Guishard-Pine, J., & Langdon, P. E. (2010). Help-Seeking by Foster-Carers for 

their 'Looked After' Children: The Role of Mental Health Literacy and Treatment Attitudes. 

British Journal of Social Work, 40(5), 1335-1352. https://doi.org/10.1093/bjsw/bcp050  

Bronsard, G., Alessandrini, M., Fond, G., Loundou, A., Auquier, P., Tordjman, S., & Boyer, L. (2016). 

The Prevalence of Mental Disorders Among Children and Adolescents in the Child Welfare 

System: A Systematic Review and Meta-Analysis. Medicine (Baltimore), 95(7), e2622. 

https://doi.org/10.1097/md.0000000000002622  

Campbell, C., Tanzer, M., Saunders, R., Booker, T., Allison, E., Li, E., O’Dowda, C., Luyten, P., & 

Fonagy, P. (2021). Development and validation of a self-report measure of epistemic trust. 

Plos One, 16(4), e0250264. https://doi.org/10.1371/journal.pone.0250264  

Children Act, (1989). United Kingdom.  Retrieved from (March 2024): 

https://www.legislation.gov.uk/ukpga/1989/41/contents 

Children and Families Act, (2014). United Kingdom. Retrieved from (March 2024): 

https://www.legislation.gov.uk/ukpga/2014/6/part/5/crossheading/staying-put-

arrangements/enacted 

Childrens (Leaving Care) Act,, (2000). United Kingdom. Retrieved from (March 2024):  

https://www.legislation.gov.uk/ukpga/2000/35/contents 

Compas, B. E., Jaser, S. S., Bettis, A. H., Watson, K. H., Gruhn, M. A., Dunbar, J. P., Williams, E., & 

Thigpen, J. C. (2017). Coping, emotion regulation, and psychopathology in childhood and 



 99 

adolescence: A meta-analysis and narrative review. Psychological Bulletin, 143(9), 939-991. 

https://doi.org/10.1037/bul0000110  

Department for Education. (2010). The Children Act 1989 guidance and regulations. Volume 3: 

Planning transitions to adulthood for care leavers.  

Department of Education. (2021). Children looked after in England including adoption: 2020 to 2021. 

Retrieved from (March 2024): https://www.gov.uk/government/statistics/children-looked-

after-in-england-including-adoption-2020-to-2021 

Devaney, J., Power, L., Jacobs, P., Davidson, G., Hiller, R., Martin, J., McCartan, C., McCusker, P., 

McGuire, R., Phillips, A., Roesch-Marsh, A., & Thapar, A. (2023). An agenda for future research 

regarding the mental health of young people with care experience. Child & Family Social 

Work, 28(4), 960-970. https://doi.org/https://doi.org/10.1111/cfs.13015  

Ehlers, A., & Clark, D. M. (2000). A cognitive model of posttraumatic stress disorder. Behaviour 

Research and Therapy, 38(4), 319-345. https://doi.org/https://doi.org/10.1016/S0005-

7967(99)00123-0  

Eldridge, J., John, M., & Gleeson, K. (2020). Confiding in others: exploring the experiences of young 

people who have been in care. Adoption & Fostering, 44(2), 156-172. 

https://doi.org/10.1177/0308575920920389  

Engler, A. D., Sarpong, K. O., Van Horne, B. S., Greeley, C. S., & Keefe, R. J. (2022). A Systematic 

Review of Mental Health Disorders of Children in Foster Care. Trauma, Violence, & Abuse, 

23(1), 255-264. https://doi.org/10.1177/1524838020941197  

Euser, S., Alink, L. R. A., Tharner, A., van IJzendoorn, M. H., & Bakermans-Kranenburg, M. J. (2016). 

The Prevalence of Child Sexual Abuse in Out-of-home Care: Increased Risk for Children with a 

Mild Intellectual Disability. Journal of Applied Research in Intellectual Disabilities, 29(1), 83-92. 

https://doi.org/https://doi.org/10.1111/jar.12160  

Fargas-Malet, M., & McSherry, D. (2018). The Mental Health and Help-Seeking Behaviour of Children 

and Young People in Care in Northern Ireland: Making Services Accessible and Engaging. The 

British Journal of Social Work, 48(3), 578-595. https://doi.org/10.1093/bjsw/bcx062  

https://doi.org/10.1177/1524838020941197
https://doi.org/https://doi.org/10.1111/jar.12160


 100 

Fusar-Poli, P. (2019). Integrated Mental Health Services for the Developmental Period (0 to 25 

Years): A Critical Review of the Evidence. Frontiers in Psychiatry, 10, 355. 

https://doi.org/10.3389/fpsyt.2019.00355  

Gypen, L., Vanderfaeillie, J., De Maeyer, S., Belenger, L., & Van Holen, F. (2017). Outcomes of 

children who grew up in foster care: Systematic-review. Children and Youth Services Review, 

76, 74-83. https://doi.org/10.1016/j.childyouth.2017.02.035  

Hansen, A. S., Christoffersen, C. H., Telléus, G. K., & Lauritsen, M. B. (2021). Referral patterns to 

outpatient child and adolescent mental health services and factors associated with referrals 

being rejected. A cross-sectional observational study. BMC Health Services Research, 21(1), 

1063. https://doi.org/10.1186/s12913-021-07114-8  

Harper, D. J., & Vakili, K. (2021). Mental Health Prejudice, Discrimination and Epistemic Injustice. In 

M. Augoustinos, K. Durrheim, & C. Tileaga (Eds.), Routledge international handbook of 

discrimination, prejudice, and stereotyping (1 ed.). Routledge.  

Heath, J., Williamson, H., Williams, L., & Harcourt, D. (2018). “It's just more personal”: Using multiple 

methods of qualitative data collection to facilitate participation in research focusing on 

sensitive subjects. Applied Nursing Research, 43, 30-35. 

https://doi.org/10.1016/j.apnr.2018.06.015  

Hiller, R. M., Fraser, A., Denne, M., Bauer, A., & Halligan, S. L. (2022). The Development of Young 

Peoples’ Internalising and Externalising Difficulties Over the First Three-Years in the Public 

Care System. Child Maltreatment, 28(1). https://doi.org/10.1177/10775595211070765  

Hiller, R. M., & St. Clair, M. C. (2018). The emotional and behavioural symptom trajectories of 

children in long-term out-of-home care in an English local authority. Child Abuse & Neglect, 

81, 106-117. https://doi.org/10.1016/j.chiabu.2018.04.017  

Hyde, A., Fullerton, D., Lohan, M., Dunne, L., & Macdonald, G. (2017). Young people’s views on the 

impact of care experiences on their ability to form positive intimate relationships. Adoption & 

Fostering, 41(3), 242-253. https://doi.org/10.1177/0308575917714375  

Radez, J., Reardon, T., Creswell, C., Lawrence, P. J., Evdoka-Burton, G., & Waite, P. (2020). Why do 

children and adolescents (not) seek and access professional help for their mental health 



 101 

problems? A systematic review of quantitative and qualitative studies. European Child & 

Adolescent Psychiatry, 30, 183-211. https://doi.org/10.1007/s00787-019-01469-4 

Katz, C. C., Courtney, M. E., & Sapiro, B. (2020). Emancipated Foster Youth and Intimate Partner 

Violence: An Exploration of Risk and Protective Factors. J Interpers Violence, 35(23-24), 5469-

5499. https://doi.org/10.1177/0886260517720735  

Kelly, B., Friel, S., McShane, T., Pinkerton, J., & Gilligan, E. (2018). “I haven't read it, I've lived it!” The 

benefits and challenges of peer research with young people leaving care. QUALITATIVE SOCIAL 

WORK, 19(1), 108-124. https://doi.org/10.1177/1473325018800370  

Kessler, R. C., Amminger, G. P., Aguilar-Gaxiola, S., Alonso, J., Lee, S., & Ustün, T. B. (2007). Age of 

onset of mental disorders: a review of recent literature. Curr Opin Psychiatry, 20(4), 359-364. 

https://doi.org/10.1097/YCO.0b013e32816ebc8c  

MacAlister , J. (2022) The independent review of children's social care: final report. The independent 

review of children's social care. Retrieved from (March 2024): 

https://assets.publishing.service.gov.uk/media/640a17f28fa8f5560820da4b/Independent_rev

iew_of_children_s_social_care_-_Final_report.pdf 

Malterud, K., Siersma, V. D., & Guassora, A. D. (2015). Sample Size in Qualitative Interview Studies: 

Guided by Information Power. Qualitative Health Research, 26(13), 1753-1760. 

https://doi.org/10.1177/1049732315617444  

McGuire, R., Halligan, S., Meiser-Stedman, R., Durbin, L., & Hiller, R. (2022). Differences in the 

diagnosis and treatment decisions for children in care compared to their peers: An 

experimental study on post-traumatic stress disorder. The British journal of clinical 

psychology, 61. https://doi.org/10.1111/bjc.12379  

Murray, E. T., Lacey, R., Maughan, B., & Sacker, A. (2020). Non-parental care in childhood and health 

up to 30 years later: ONS Longitudinal Study 1971–2011. European Journal of Public Health, 

30(6), 1121-1127. https://doi.org/10.1093/eurpub/ckaa113  

Phillips, A. R., Halligan, S. L., Denne, M., Hamilton-Giachritsis, C., MacLeod, J. A. A., Wilkins, D., & 

Hiller, R. M. (2023). Secondary data analysis of social care records to examine the provision of 

mental health support for young people in care. JCPP Advances, e12161. 

https://doi.org/https://doi.org/10.1002/jcv2.12161  

https://doi.org/10.1177/0886260517720735


 102 

Powell, K., Huxley, E., & Townsend, M. L. (2021). Mental health help seeking in young people and 

carers in out of home care: A systematic review. Children and Youth Services Review, 127, 

106088. /https://doi.org/10.1016/j.childyouth.2021.106088  

Read, J., Harper, D., Tucker, I., & Kennedy, A. (2018). Do adult mental health services identify child 

abuse and neglect? A systematic review. International Journal of Mental Health Nursing, 27(1), 

7-19. https://doi.org/10.1111/inm.12369  

Rickwood, D. (2020). Help-seeking in young people. In A. R. Yung, J. Cotter, & P. D. McGorry (Eds.), 

Youth Mental Health: Approaches to Emerging Mental Ill-Health in Young People (1st ed., pp. 

35-53). Routledge.  

Rock, S., Michelson, D., Thomson, S., & Day, C. (2013). Understanding Foster Placement Instability 

for Looked After Children: A Systematic Review and Narrative Synthesis of Quantitative and 

Qualitative Evidence. The British Journal of Social Work, 45(1), 177-203. 

https://doi.org/10.1093/bjsw/bct084  

Seker, S., Boonmann, C., Gerger, H., Jäggi, L., d'Huart, D., Schmeck, K., & Schmid, M. (2021). Mental 

disorders among adults formerly in out-of-home care: a systematic review and meta-analysis 

of longitudinal studies. European Child Adolescent Psychiatry. 

https://doi.org/10.1007/s00787-021-01828-0  

Smith, J., Flowers, P., & Larkin, M. (2009). Interpretative Phenomenological Analysis: Theory, Method 

and Research. (Vol. 6). SAGE: London. 

Smith, J. A., & Nizza, I. E. (2022). Essentials of Interpretative Phenomenological Analysis. American 

Psychological Association. https://doi.org/10.1037/0000259-000  

Stige, S. H., Træen, B., & Rosenvinge, J. H. (2013). The Process Leading to Help Seeking Following 

Childhood Trauma. QUALITATIVE HEALTH RESEARCH, 23(10), 1295-1306. 

https://doi.org/10.1177/1049732313503907  

Tomczyk, S., Schomerus, G., Stolzenburg, S., Muehlan, H., & Schmidt, S. (2020). Ready, Willing and 

Able? An Investigation of the Theory of Planned Behaviour in Help-Seeking for a Community 

Sample with Current Untreated Depressive Symptoms. Preventative Science, 21(6), 749-760. 

https://doi.org/10.1007/s11121-020-01099-2



 103 

Tables and Figures 

 

Table 8. Summary of demographics and care-experience descriptives 
Basic demographic information  
Age M = 22, SD = 2.6 (range 19-25) 
Gender 7 women, 2 men 
Ethnicity 4 White British 

3 mixed ethnicity 
1 Black British 
1 Asian British 

Care-experience descriptives  
Age of entry to care M = 11, SD = 5 (range 0-16) 
Age of exit from care M = 18, SD = 0.3 (range 18-19) 
Number of places lived M = 4, SD = 2 (range 1-7) 
Type of placement experienced (yes)  

Foster care  78% (n = 7) 
Kinship care 22% (n = 2) 
Residential children’s home 33% (n = 3) 
Other places (e.g., semi-independent 
accommodation) 

78% (n = 7) 

Type of placement upon exit  
Independent living (e.g., private renting) 67% (n = 6) 
Semi-independent living 22% (n = 2) 
Staying put arrangement † 11% (n = 1) 

Note. All information is based on participant recollection.  

†This is a scheme in England and Wales, whereby care-leavers can remain living with 
foster carers past the age of 18 (Children and Families Act, 2014).  
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Table 9. Pseudonyms and mental health history of participants 
Pseudonym Age Mental health history and support received 
Katy 20 Diagnosis Formal diagnosis of an eating disorder, anxiety & depression 
  Support whilst in care CBT with CAMHS; play therapy with 3rd sector organisation 
  Support since leaving care Trauma-focussed therapy with private therapist; Psychotropic medication 
Mia 24 Diagnosis No formal diagnoses, but reported anxiety, depression and OCD 
  Support whilst in care Play-therapy with CAMHS 
  Support since leaving care General talking therapy through 3rd sector organisation 
Amir 23 Diagnosis Formal diagnosis of a personality disorder 
  Support whilst in care Play-therapy with CAMHS; Therapy within Children’s mental health hospital; Psychotropic medication 
  Support since leaving care CBT with AMHS; Psychotropic medication 
Amy 24 Diagnosis Formal diagnosis of PTSD 
  Support whilst in care Psychotropic medication; trauma-focussed therapy with 3rd sector organisation 
  Support since leaving care Talking therapy with 3rd sector organisation; group therapy for trauma-focussed support 
Joe 25 Diagnosis No formal diagnoses, but reported anxiety 
  Support whilst in care Talking therapy with 3rd sector organisation 
  Support since leaving care General Psychotherapy with private psychotherapist 
Brooke 19 Diagnosis Formal diagnosis of an attachment disorder, an eating disorder, anxiety & depression 
  Support whilst in care CBT and Coping Skills with CAMHS 
  Support since leaving care AMHS crisis support 
Becca 19 Diagnosis Formal diagnoses of Depression, PTSD, anxiety, attachment disorder and OCD 
  Support whilst in care CBT and general psychotherapy with CAMHS; Psychotropic medication 
  Support since leaving care CBT and general psychotherapy with CAMHS; Psychotropic medication 
Skar 19 Diagnosis Formal diagnosis of a Personality Disorder and Attention Deficit and Hyperactivity Disorder 
  Support whilst in care Psychotropic medication 
  Support since leaving care Private family therapy  
Danielle 24 Diagnosis No formal diagnosis, but reported PTSD  
  Support whilst in care General psychotherapy with CAMHS 
  Support since leaving care No support  
Note. All information is based on participants’ recollection. 3rd sector organisation = charities or children’s social services; AMHS = Adult Mental Health Services 
(NHS); CAMHS = Child and Adolescent Mental Health Services; CBT = Cognitive Behavioural Therapy; OCD = Obsessive Compulsive Disorder;  PTSD = Post-traumatic 
Stress Disorder 
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Table 10. Group experiential themes and subthemes 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Group Experiential Theme Subordinate themes 
Taking reluctant steps towards recovery: changes in willingness over 
time and facing fears    

Avoiding and disengaging from professional mental health support  
Being forced to engage with professional mental health support 

Struggles retelling difficult stories  

Needing to talk about difficult experiences in order to move on 

Challenges with being understood and the importance of gaining an 
understanding of yourself 

Lacking the language to describe mental health needs 
Wanting expertise and answers from professionals 

Experiences of not being understood by professionals 

Navigating trust: the power of consistency and relatability Consistency and persistence  

Importance of the relatable-ness of professionals 

The legacy of not having mental health needs met A lack of hope for effective support in the future 

Deciding to cope without psychological support 
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Table 11. Reflections from the care-experienced advisory team: Implications for social care and 
health care practice 
• Raise awareness within social care teams around the concerns care-experienced people 

may have with accessing mental health support (e.g., avoidance, difficulties building 
trusting relationships and preference for independent coping).  

 
• Up-skill social care teams so that they can better facilitate, and advocate for the support 

needs of care-experienced people (e.g., attending mental health assessments) 
 

• Psychoeducation mental health, and better signposting for care-experienced people 
towards evidence-based mental health support  

 
• Given limited National Health Services resources, children’s social care teams could 

provide bursaries to care-experienced people so that they can access private mental 
health support quickly. Alternatively, consider priority access to mental health support 
for care-experienced people with National Health Service 

 
• Up-skill mental health professionals in relation to mental health problems frequently 

experienced by care-experienced people, as well as consistent implementation of 
evidence-based treatment 
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Chapter 4: A Scoping Review of Factors Associated with the Mental Health of Young People who 

have “Aged Out” of the Child Welfare System 

 

This manuscript has been published in a peer-reviewed academic journal: 

Phillips, A. R., Halligan, S. L., Lavi, I., Macleod, J. A. A., Robinson, S., Wilkins, D., & Hiller, R. M. (2023). 

A Scoping Review of Factors Associated With the Mental Health of Young People Who Have 

"Aged Out" of the Child Welfare System. Trauma, violence & abuse, 15248380231196107. 

Advance online publication. https://doi.org/10.1177/15248380231196107 

 

Chapter rationale 

Care-leavers are an under researched but vulnerable population. Using scoping review methods, I 

aimed to synthesise what is already known about the mental health of care-leavers, including factors 

which might contribute to mental health outcomes. I also identified gaps in our understanding and 

discuss directions for future research in this area. We used the findings from this review to guide 

research questions in subsequent studies within the thesis.  

Patient and Public Engagement and Involvement 

The care-experienced advisory team were not involved in the development of this research study. 

However, we shared findings with the team during a meeting, and through discussion they helped us 

develop our recommendations provided within the “gaps and opportunities for growth” section.  

  

https://doi.org/10.1177/15248380231196107
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Abstract 

Background: Young people who grow up in care and then exit care around the age of 18 (care-

leavers) are a particularly vulnerable group, at increased risk for mental health problems even 

relative to other care-experienced groups. Yet, little is understood about the factors underpinning 

this association. Method: We used scoping review methods to synthesize the quantitative and 

qualitative literature on factors that are associated with mental health problems for care-leavers. 

Results: Following rigorous methods, we systematically searched three scientific databases spanning 

psychology and social care and identified 23 peer-reviewed studies for inclusion. This review 

highlights the heterogeneity of this research, in terms of methodology and topics investigated. Topics 

included are as follows: pre-care maltreatment, care-related experiences, psychological factors 

(emotion regulation), social support, education, and adult functioning (e.g., housing, finances, 

employment). We found mixed and inconsistent findings across research studies. The strongest 

evidence-base is around the influence of social support upon the mental health of recent care-

leavers, though methodological problems are discussed. The field benefits from several large-scale 

observational and longitudinal research studies. However, there is an over-reliance upon 

retrospective reporting, and the use of unvalidated measures is common. Conclusions: It is apparent 

that there are significant gaps in our current understanding of the mental health of care-leavers, in 

particular around modifiable factors. We discuss potential directions for future empirical research, 

both in terms of methodology and factors investigated.
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Introduction 

The most common reasons a young person is removed from the care of their biological parent and 

placed in the child welfare system are abuse, neglect, or family dysfunction, or a combination of 

these (Cameron et al., 2018). Once in care instability can continue, including separation from siblings 

and regular changes in caregivers/placement providers (Hiller & St. Clair, 2018; Hiller et al., 2023; 

Rubin et al., 2004). It is also the case that young people in care are at high risk of revictimization and 

exploitation, particularly during adolescence (Euser et al., 2016; Katz et al., 2020). There is well-

documented evidence of the high rates of mental health difficulties experienced by young people in 

care. An international systematic review found that between 32% and 80% of all young people in 

care meet the criteria for a mental health problem (Steel et al., 2014). Conduct disorder, major 

depressive disorder, and posttraumatic stress disorder (PTSD) appear to be the most common 

difficulties experienced by care-experienced people across their lifetime (Engler et al., 2022). Mental 

health problems are more likely to be comorbid, and suicidal ideation and behaviour were also much 

higher (Engler et al., 2022). Heightened risk of psychological difficulties continues into adulthood, 

with a meta-analysis showing that care-experienced adults have a lifetime prevalence rate of 30% 

for any mental health disorder, compared to just 18% in the general population (Seker et al., 2021).  

Internationally, there is an increasing number of young people entering care in later childhood. 

Young people who enter care during adolescence are the most likely to remain in care until they 

reach adulthood and “age out” (Clarke & Penington, 2021). There is growing evidence of the 

significant unmet needs of young people who “age out” of care (Havlicek et al., 2013). Oftentimes, 

this group is referred to as “care-leavers” and are a subgroup of the wider “care- experienced” 

population. Care-experienced refers to anyone for whom the state gained legal guardianship, 

oftentimes through children’s social services. Although the exact definition of a “care-leaver” differs 

between countries, in this review care-leavers are people who were placed under the care of 

children’s social services (i.e., the state gained legal guardianship), but they also remained in care 

until they reached the maximum age permitted (usually around 18 years old). Some countries 

provide mechanisms for further support beyond this age (e.g., parts of the United States and the 

UK), but there is little evidence on whether this support is accessed by young people who exit care 

(Strahl et al., 2021). For example, only 31% of 19- and 20-year-old care-leavers “stayed put” with 

their foster carers during 2020–2021 in the United Kingdom (Department of Education, 2021).  

Despite differences in welfare systems across countries, it is the case that care-leavers’ outcomes 

are consistently poor in terms of disability, education, employment, income, and housing when 
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compared to the broader care-experienced population (Berlin et al., 2011; Cameron et al., 2018). 

There is some evidence that care-leavers may have a more disrupted experience within the care 

system, indicated by greater placement instability and more instances of running away (Shook et al., 

2013). In adulthood, care-leavers are at also at increased risk for mental health problems, substance 

abuse difficulties, and death by suicide than the broader care- experienced population (Hamilton et 

al., 2015; Shook et al., 2013). Unique to care-leavers is the accelerated transition into independence, 

at a much younger age than the general population (Baker, 2017). Support for the transition out of 

care differs immensely across and within countries (Strahl et al., 2021). In the United Kingdom, 

where care-leavers can access support until around the age of 25, qualitative research suggests 

mixed experiences of this support. Some young people enjoy their new independence and benefit 

from the post-care support offered, while others feel abandoned, powerless, and struggling with 

instability (Butterworth et al., 2017). Evidence suggests that the process of leaving care itself 

increases vulnerability among care-leavers, with increased chances of homelessness, and worsening 

of extant mental health problems (Dworsky et al., 2013; Stein & Dumaret, 2011). Despite the 

evidence that care-leavers are vulnerable to poor mental health outcomes even relative to other 

care-experienced groups, a clear understanding of the factors associated with this is lacking. Such 

evidence is crucial for understanding where resources might be best placed to intervene to either 

prevent or minimize poor psychological outcomes. Part of the challenge in factors associated with 

outcomes in this group is synthesizing and interpreting the existing evidence. The literature is spread 

across multiple disciplines. Although much of our current understanding of the needs of care-leavers 

is informed by large-scale research within the field of social work (e.g., Courtney et al., 2001; 

Fernandez et al., 2017; Pecora et al., 2006), relevant work is also found in psychology, psychiatry, 

and broader allied health disciplines.  

To address our limited understanding in this area, we conducted a scoping review of the literature 

on broadly defined “factors” which are related to the mental health of care-leavers. Given the 

definition of care-leavers differs between regions, this review specifically focused on the mental 

health of any person who legally “aged out” of care (generally between 16 and 18years old). Scoping 

reviews aim to provide insight into where the literature currently stands; therefore, “factors” was 

broadly defined to include any research capturing psychological-, social-, or system-level factors 

associated with mental health outcomes in this group. Research could be qualitative or quantitative, 

across any country, and from any discipline. As this is a rapidly developing research field, the primary 

aim of my scoping review was to summarize what we currently know about associations with mental 

health for care-leavers and highlight where the gaps remain.  
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Method 

We aimed to map research investigating the mental health of care-leavers, and the factors are 

related to this, using scoping review methods. We pre-published our scoping review protocol on the 

Open Science Framework (see: Phillips et al., 2022). Since the original protocol was published, some 

key alterations were made which are summarized below. We conducted our review using Covidence 

(Veritas Health Innovation, 2021), and standard procedures recommended for scoping reviews 

(Peters, 2017; Peters et al., 2015), and reporting according to PRISMA guidelines (Page et al., 2021).  

Inclusion Criteria  

1. Peer-reviewed primary research studies using qualitative or quantitative methods 

2. Published at any time and written in English 

3. Includes analyses focused specifically on care-leavers, defined as any person who was under 

state care when they crossed the age of eligibility for being under state care (i.e., they “aged 

out” of care) 

4. Includes qualitative investigation of mental health, and/or quantitative measurement of 

mental health using self-report or other-report (e.g., teacher, caregiver), via interview or 

questionnaires, or using records to identify the presence of mental health problems (e.g., 

health records, social care records). Articles that combine mental health alongside other 

outcomes in analyses were included (e.g., employment and mental health outcomes).  

5. Investigates at least one broadly defined potential influencing factor in relation to mental 

health. For example, factors could include any external service factors (e.g., age of exit from 

care), individual psychological factors (e.g., self-assessed preparedness to exit care), or social 

processes (e.g., perceived social support).  

Search Strategy  

We used a combination of search terms intended to be inclusive of all potential terminology 

referring to mental health and care-leavers. These were adapted for the functionality of the 

databases used and were developed with guidance from a university subject-specific librarian. 

Broadly, we searched using terms related to being a care-leaver (e.g., care-leaver OR aged out OR 

foster alumni) and terms related to mental health (e.g., mental health OR psychopathology OR 

emotional problem). Full search terms can be found in supplementary materials Appendix C. These 

search terms were run within the databases Web of Science Core Collection, APA PsycNet, and 



 113 

Scopus. References of included papers were hand-screened for any overlooked papers not identified 

in the initial search.  

Screening and Data Extraction  

Searches identified 2,688 potentially relevant articles, which were reduced to 1,967 once duplicates 

were removed (see Figure 5 for a PRISMA diagram). The titles and abstracts of these 1,967 articles 

were screened against pre-defined inclusion criteria (see above). Reviewer one (lead author) 

screened all potentially relevant articles independently (N=1,967), and then half of them were 

independently screened by another screener (n = 984). Reviewers achieved a 98% agreement 

(agreement was reached for 963 out of 984 articles). Discrepancies were resolved through discussion 

in relation to inclusion and exclusion criteria, moving articles to full- text screening any uncertainty 

remained. In total, 195 articles were moved to the full-text screening stage.  

Two reviewers (initials removed for blinding) each screened half of the full-text articles for 

inclusion/exclusion. Ineligible sources were assigned a code indicating the reason for exclusion. 

Where there was insufficient or missing information within the full text, we contacted the 

manuscript authors for further information. As a check of screening accuracy, 20% of sources were 

independently screened by both reviewers, with 100% agreement. Of the 195 potentially relevant 

articles identified for full-text review, 23 were included in this scoping review. Sources were split 

evenly between two reviewers (ARP and SR), and extraction was conducted using a charting form. 

20% of the extraction completed by ARP was checked by SR.  

Changes From Pre-Published Protocol  

We made the following edits to the pre-published protocol. We originally proposed to look at the 

evidence for the “transition” out of care. However, the pilot showed this initial conceptualization 

was too narrow. Thus, the review was broadened to focus on care-leavers, rather than specifying the 

focus on their transition out of care. Second, we changed our abstract screening process to be more 

thorough in terms of the percentage of articles screened as part of inter-rater reliability. Finally, we 

had originally proposed to scope the international grey literature. However, it proved unfeasible to 

scope and review the grey literature worldwide by including, for example, reports by country-

specific public bodies, and charitable organizations. Due to concerns about the potential bias that 

could be introduced by a selective approach to the grey literature, compared to the systematic 

nature of the academic review, we ultimately decided to focus only on the academic literature.  
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Results 

Descriptives  

A total of 23 studies met our inclusion criteria. As shown in 12, most were published within the past 

decade (n = 16), with the earliest published in 2006. All studies were conducted in developed 

western countries; almost half were from the United States (n = 11), followed by a small number of 

studies from Australia (n = 2), Canada (n = 2), Israel (n = 2), Spain (n=1), Sweden (n=1), and the 

United Kingdom (n=3).  

Research Design  

Four pieces of research were qualitative and the remaining 19 were quantitative in design. Of the 

quantitative research studies, one analysed electronic administrative data (e.g., social care and 

health care records; n = 1), and three used a mixture of research data and administrative data. Two 

pairs of research papers conducted analyses on the same sample (Miller et al., 2017; Narendorf & 

McMillen, 2010; Rebbe et al., 2017, 2018). In all, 11 studies used longitudinal methods, and the 

remaining 12 used a cross-sectional design. Studies ranged from small sample sizes (at minimum, N = 

11) to large population-based studies (at maximum, N = 913,207). Within the largest population-

based study, the subsample of care- leavers was N = 7,449 (Prince et al., 2019). Characteristics of the 

included studies are presented in Table 12. 

Mental health outcomes were measured in a variety of ways including semi-structured diagnostic 

clinical interviews of mental health, validated self-report symptom questionnaires, measures of 

suicidal behaviour or ideation, or access to mental health, drug, or alcohol services use. Many used a 

combination of these methods, as summarized in Table 13. Associations with mental health 

outcomes spanned pre-care, in-care, and post-care experiences.  

Summary of research findings  

Birth parent characteristics. Only one research study investigated the impact of birth parent 

characteristics on mental health outcomes. With a sample of 2,295 care-leavers and using 

information within administrative records, Sulimani-Aidan et al. (2022) found that mothers’ marital 

status was unrelated to psychological distress of care-leavers, but parental use of welfare services 

and parents’ criminal convictions were related (β = .08, p < .02; β = .05, p < .05). However, once 

other factors were controlled for (see Table 13), these associations reached non-significance. 
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Childhood trauma and maltreatment. Maltreatment was measured in several ways: the 

“main reason for entering care” (n = 2); the severity of different types of maltreatment or adverse 

childhood experiences (n = 4), or a mixture of the two (n = 2). Of these eight studies, only two used 

standardised and validated measures of childhood maltreatment experiences. Across studies, two 

found no associations between maltreatment and mental health outcomes and of the remaining, 

one found associations, and five found conflicting associations (e.g., associations between only 

certain types of maltreatment and certain mental health outcomes).  

“Main reason” for entering care. Two studies used the “main reason for entering care” as a 

proxy for maltreatment history, and both found no associations with mental health outcomes. A 

large longitudinal study (n = 7,449), which used information from social care records, found no 

association between trauma-related “reasons for entering care” and referrals to substance misuse 

support at age 19 while accounting for other individual, pre-care, and in-care variables (Prince et al., 

2019). A smaller-scale cross-sectional study of care-leavers in their early 20s (N = 127) examined 

associations between retrospective reports of the main reason for entering care (child abuse, 

neglect, parental substance abuse, and “other”), and profiles of adaptation (Yates & Grey, 2012). 

They identified four classes of adaptation: a maladapted group (high mental health and social 

difficulties; poor work or education outcomes); a resilient group (low mental health difficulties; low 

work or education difficulties); an internally resilient group (low mental health difficulties; high work 

or education difficulties); and an externally resilient group (high mental health difficulties; low work 

or education difficulties). They found no associations between the main reason for entering care and 

these classes of adaptation. They also found no associations between adaptive profiles and 

retrospectively reported maltreatment severity, measured using a validated verbally administrated 

inventory.  

Pre-care maltreatment type and severity. Six research papers (based upon five research 

studies) examined associations between retrospectively reported pre-care maltreatment severity 

and mental health outcomes of care-leavers. One study of 354 care-leavers found a moderate 

positive correlation between retrospectively self-reported pre-care maltreatment and psychological 

distress around the age of 18 to 25 (rpb= 0.48, p<.001; Melkman, 2017). The remaining five papers 

reported mixed or no evidence on the association between retrospectively reported pre-care 

maltreatment severity and mental health outcomes of care-leavers (Goldstein et al., 2013; 

Narendorf & McMillen, 2010; Rebbe et al., 2017, 2018; Scheffers et al., 2019). For example, 

Narendorf and McMillen (2010) found that “severe” or “moderate” physical abuse (based on 

retrospective self-reported frequency) was related to higher odds of substance abuse disorder at the 
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age of 19 but not 18 (odds ratio (OR): 2.74, CI [1.05, 7.11]), when compared to low or no exposure (N 

= 325). Conversely, “severe” or “moderate” sexual abuse was related to less instances of Substance 

Abuse Disorders at age 19 with no associations at 18 (OR: 0.34 CI [.13, .92]). They found no 

associations between the severity of physical neglect and substance abuse disorders at 18 and 19. 

Similarly, physical abuse was unrelated to symptoms of depression with a sample of 93 young adults, 

but depression was related to the severity of sexual abuse, emotional abuse, and emotional neglect 

(r ranged from .24 to .35; Goldstein et al., 2013). Scheffers et al. (2019) examined the severity of 

retrospectively reported child maltreatment in relation to personality disorder symptoms in young 

adults who transitioned out of residential care (N = 182; e.g., schizoid, borderline, passive aggressive, 

depressive). When multiple forms of abuse were examined together, emotional abuse was the only 

factor associated with nearly all personality disorder symptom clusters (β ranged from 0.18 to 0.42, 

all p < .05).  

Two papers which both used data from the Midwest Evaluation of Adult Functioning of Former 

Foster Youth study (Courtney et al., 2011) explored adversities both pre- and during care, using 

retrospective reporting (approximately 25 years; N ranged from 732 to 767; Rebbe et al., 2017, 

2018). Three categories of early adversity were statistically derived: Complex Adversity (high 

incidents of nearly all types of adversity), Low Adversity (fewer types of adversity experienced), and 

Environmental Adversity (less interpersonal maltreatment and high rates of witnessing violence/ 

being in a life-threatening accident). Across research papers, the complex adversity class had 

statistically more instances of depression, eating disorders, PTSD, and drug and alcohol abuse than 

the low adversity group (although differences were often marginal—e.g., 65% had depression 

compared to 60% in the low adversity class). The environmental class also had higher incidents of 

PTSD, drug and alcohol abuse compared to the low adversity group. No statistical differences 

between the complex and environmental adversity classes were found, and overall, no differences in 

groups were found in terms of rates of eating disorders.  

Care-related experiences. Several studies investigated in-care or transition-related 

experiences in association with care- leaver mental health. The most frequently investigated care- 

related experiences were placement stability (primarily total number of placements) of which one 

out of four studies found significant associations, and age of exit from care, of which two out of four 

studies found associations.  

Placement stability. A study with 106 care-leavers around a year after exiting care found 

that the severity of psychological distress was unrelated to the total number of placements (self-
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reported; Dixon, 2008). A large research study with 7,449 care-leavers also found no association 

between total number of placements (taken from administrative files) and substance abuse referrals 

at the age of 18 and 19 (Prince et al., 2019).  

Using combined mental health and functioning outcomes, three further studies found no 

associations. Cashmore and Paxman (2006) used “adult functioning” as the outcome, whereby the 

participant scored “0” or “1” dependent on whether they had achieved success in various domains, 

which included mental health (e.g., absence of mental health problem, being in employment). Adult 

functioning 5 years after exiting care was better if the young person had fewer placements while in 

care, and if they had spent over 75% of their time in care within one placement (retrospectively self- 

reported; effect sizes not reported; Cashmore & Paxman, 2006). However, these associations did not 

survive adjustment for other factors (e.g., social support; see Table 13 for other factors 

investigated). In addition, a study with 164 care-leavers found both the total number of placements 

(self- reported) were unrelated to classes of adaptation around 12 months after exiting care (Yates & 

Grey, 2012).  

Age of exit from care. Several research studies examined the age of exit from care (ranging 

from 16 to 19 years old across studies) and mental health post-leaving care, with no consistent 

findings. Dixon (2008) found no association between psychological distress 1 year after exiting care, 

and age of exit from care (75% left before the age of 18; N = 106). This was also the case for 

Narendorf and McMillen (2010) who found no association between substance abuse disorders and 

exiting before or after the age of 18 (N = 325). By contrast, in their study of 7,449 care-leavers, 

Prince et al. (2019) found that exiting care at the age of 19 (as opposed to before this) was 

associated with increased odds of substance abuse referrals (OR: 1.49, p <.01). Finally, in a study 

with 164 young people, the group which was classed as Externally Resilient had the highest age of 

exit from care (M = 18.56, SD = 0.65; N = 164), and this was statistically higher than Maladapted and 

Internally Resilient groups (F =3.45 (3, 160), p = .02; Yates & Grey, 2012).  

Foster care programs. Using an observational design, Kessler et al. (2008) evaluated the 

effects of a privately funded foster care program for youth aged 14+ (Casey Family Program, n = 111) 

on youth mental and physical health, compared to an unmatched group of young people who grew 

up in state foster care (n = 368). The Casey Family Program was characterized by staff members with 

higher levels of education, higher salaries, and lower caseloads. Youth in the program had access to 

a wide range of support services (e.g., mental health counselling, tutoring, and summer camps), 

stayed in care until an older age, had fewer placement moves, experienced fewer adverse events in 
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care, and were less likely to experience a reunification failure. Casey alumni had a significantly lower 

12-month prevalence of depression (11% vs. 23%), anxiety (29% vs. 43%), and substance use 

disorders (5% vs. 11%) in young adulthood (approximately 25 years old) than the control sample.  

Other care-related factors. Cashmore and Paxman (2006) found that continuity of living 

situation across the transition out of care (i.e., continuing to live with foster parents) was associated 

with better “functioning” after leaving care (β = 0.396, p < .05). Prince et al. (2019) found that having 

a “runaway” status and being in a residential home just before leaving care was related to substance 

abuse referrals at 19, but not 18 (OR: 1.77, 95% CI [1.26–2.50]; OR: 1.50, 95% CI [1.22–2.50]). Yates 

and Grey (2012) explored the influence of being placed with siblings, finding that being placed with 

versus without siblings differed among adaptation classes, though post hoc comparisons failed to 

reach significance (F (3,160) = 2.91, p = 0.36).  

In a wider exploration of transitions out of care, a longitudinal study with more than 400 recent care-

leavers, statistically derived several classes based on preparedness to leave care at age 17 (Miller et 

al., 2017). These were the Moderate Problems class (more likely to have been arrested, repeat a 

grade, and experience homelessness); the Resilient class (low instances of arrests, repeating grades, 

one living situation in the past year); the Multiple Problems class (characterized by homelessness, >4 

living situations in the past year and living in a residential home); and the Pregnancy History class 

(experienced pregnancy and >4 living situations in past year). At the age of 19, the Multiple 

Problems class was the most likely to meet the criteria for PTSD and substance use disorder, and 

both the Multiple Problems and Pregnancy History class had higher rates of depression and 

depression symptoms than the other classes.  

Individual psychological factors. Two research studies investigated psychological factors in 

relation to mental health problems in young adulthood, and both found significant associations.  

Goldstein et al. (2013) examined “internal resilience” using a validated measure of resilience with a 

sample of 93 young adult care-leavers. They found that resilience was negatively associated with 

symptoms of depression in adulthood, including when demographics and retrospectively reported 

maltreatment were entered into the model (B = −0.23, p < .05). Grey et al. (2015) examined current 

coping styles in the context of resource availability. In a sample of recently transitioned care-leavers 

(N = 172), they studied the association between an active, support seeking, or cognitive reframing 

coping style, and resource availability in terms of housing stability, perceived social support, and 

education level, respectively. They found a significant interaction between active coping style and 

housing stability, whereby depression was higher for those with an active coping style, who also had 
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unstable housing (interaction: β = −0.15, p < .05). An active coping style, and housing stability was 

unrelated to anxiety symptoms. A support seeking coping style, in the context of low perceived 

social support, was related to both higher symptoms of depression (interaction: β =−0.3, p<.001) and 

anxiety (interaction: β =−0.3, p < .001). Finally, those who had a cognitive reframing coping style, and 

a lower education level, had higher symptoms of depression (interaction: β = −0.17, p = .028). There 

was no interaction effect with anxiety, but cognitive reframing was significantly related to anxiety, 

whereby higher anxiety was associated with cognitive reframing (β = 0.24, p < .05).  

Mental health. One research study examined the influence of childhood mental health 

problems on mental health outcomes in care-leavers. Specifically, in a sample of 325 care-leavers 

Narendorf and McMillen (2010) found that having a conduct disorder diagnosis in childhood was 

related to a substance use disorder at ages of 18 and 19 (OR = 3.33, 95% CI [1.34, 8.30]; OR = 3.12, 

95% CI [1.24–8.31]), controlling for demographics, retrospectively reported maltreatment history, 

peer substance use, and age of exit.  

Social support. Social support was examined in six studies, two of which used validated 

measures of social support, while the rest used unvalidated or single-item measures. Of the three 

studies that examined relations between pre-care social support and post-care mental health 

outcomes, two found significant associations. All three studies which examined current perceived 

social support found associations with concurrent mental health outcomes.  

Retrospectively reported pre-care perceived social support. Prince et al. (2019) found no 

association between having a “connection to a caring adult” at the age of 17 years (single item) and 

substance abuse referrals at ages 18 and 19 (n =7,499). Similarly, with a smaller sample of 2,295 

care- leavers, having caring residential support staff while in care (retrospectively reported using an 

adapted questionnaire) was unrelated to psychological distress. In contrast to Prince et al. (2019), 

Sulimani-Aidan et al. (2022) found that reports of low peer support while in care (retrospectively 

reported using a standardized questionnaire) was negatively related to psychological distress at the 

age of 27 (β =−.11, p<.01), even adjusting for key personal characteristics, qualities of the in-care and 

post-care environment, and life satisfaction across multiple domains (Sulimani-Aidan et al., 2022; 

see Table 13). In line with this finding, Cashmore and Paxman (2006) retrospectively measured 

“perceived emotional security” while in care and found it was associated with better “adult 

functioning” after leaving care (β =.44, p < .001; n = 47).  

Current post-care social support. Cashmore and Paxman (2006) also measured the current 

number of positive sources of support they had 4 to 5 years after exiting care (unvalidated 
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measures). Greater sources of social support after leaving care was related to better “adult 

functioning” after leaving care (β = .33, p < .01; β = .44). Yates and Grey (2012) replicated these 

findings with 164 care-leavers, using validated measures of current perceived social support and 

peer attachment, whereby care-leavers who scored highly (indicating higher levels of support and 

attachment), were more likely to have a Resilient profile (fewer depression symptoms and better 

adult functioning).  

In their cross-sectional study of 345 care-leavers, both structural features (e.g., size, frequency of 

contact) and subjective features (adequacy and satisfaction) of emotional, practical, and 

informational support networks were negatively related to psychological distress (Melkman, 2017; 

rpb ranged from −.11 to −.37). Mediation models tested the pathways between retrospectively 

reported childhood adversity, social network features, and psychological distress. For both practical 

and informational support networks, greater retrospectively reported childhood adversity was 

related to lower network adequacy, and partially mediated the association with psychological 

distress. All other mediation pathways with psychological distress were nonsignificant.  

Finally, using qualitative research methods, Munson et al. (2015) explored supportive relationships 

during the transition out of care for recent care-leavers with mental health problems. Characteristics 

that were deemed important across the sample (N = 59) were as follows: consistency and availability 

of support; feeling loved and connected; having a shared understanding of experiences (e.g., 

trauma, mental health); open communication; reciprocity of support and finally, unconditional 

positive regard. The nature of support provided by key adults spanned encouragement, 

informational, and practical support.  

Support programs. Two large-scale quantitative pieces of research examined whether 

accessing skills-based programs was related to mental health (e.g., budget and home management, 

skills). Neither Sulimani-Aidan et al. (2022) nor Prince et al. (2019) found that accessing life-skills 

programs was related to positive mental health outcomes (substance abuse referrals at 19, and 

psychological distress around the age of 27), once pre-care and in-care variables were also entered 

into the model (Ns ranged from 2,295 to 7,449).  

Two UK based qualitative studies investigated the utility of a skill-based program (Sims-Schouten & 

Hayden, 2017; N=22) and a mentorship program (Newton et al., 2017; N = 11) in improving the 

outcomes of care-leavers (including mental health). Sims-Schouten and Hayden (2017) found that 

young people held conflicting views of themselves as being vulnerable and having very complex 

needs while preferring independence, and feeling pressure to gain “resilience” to fit into society. 
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They argued that a better understanding of how care-leavers conceptualize mental health was 

required to develop life-skills programs which target this. For Newton et al. (2017), themes emerged 

around the pressing need for transitional support; the importance of utilizing people in their existing 

social network; and the need to feel valued and to have open ended support. They concluded that 

support programs should aim to bolster existing social connections, as opposed to forging new time 

limited and formal relationships.  

Education. Two studies examined education in relation to adult mental health, and the 

findings were mixed. Berlin et al. (2011) investigated the association between achievement in school 

and rates of suicide attempts using birth-cohort data. They compared outcomes between care-

leavers (n = 5,224), majority population peers (n = 900,322), national adoptees (n = 1,205), and peers 

who had received in-home interventions before age 13 (n = 6,455). Care-leavers had a seven-fold 

increased risk for suicide attempts above the majority population group (RR = 6.94, 95% CI 

[6.14,7.84]), but after adjusting for sex, year of birth, maternal education, birth parents’ substance 

abuse, and psychiatric care, and average grade point in school at ages 15–16, suicide rates reduced 

by three-fold (RR = 2.28, 95% CI [1.97, 2.65]). Conversely, Sulimani-Aidan et al. (2022) found that 

educational achievements by the age of 18 were unrelated to psychological distress around the age 

of 27 (N = 2,295).  

Housing, employment, and finances. Four research studies examined mental health 

outcomes in relation to post-care housing, employment, and finance variables, most of which found 

associations between the stability of housing, employment, and finances and mental health 

problems in care-leavers.  

With 265 recent care-leavers, Fowler et al. (2011) derived three profiles of “transitions out of care” 

which represented stability of housing, employment, and education spanning 2 years after exiting 

care: Stable-Engaged class (stability across housing, employment, and education; Stable- Disengaged 

(stable housing but changes in education and employment status) and Instable-Disengaged 

(homelessness, did not complete education or employment). Overall, the stable-engaged class and 

stable-disengaged group had similar levels of emotional distress 2 years after exiting care, but the 

instable-disengaged class reported greater emotional distress than the stable-engaged class (OR: 

2.14, 95% CI [1.16– 3.94]). Similarly, White et al. (2011) found that those experiencing homelessness 

in the immediate years after leaving care were nearly two times more likely to have a probable 

mental health disorder (59% vs. 32%) and were three times more likely to have PTSD (14% vs. 4%) 

around 25 years old, than care-leavers who did not experience homelessness (N = 542).  
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Sulimani-Aidan et al. (2022) created a combined “satisfaction with finances, employment, and 

housing” variable, and with a sample of 2,295 care-leavers aged 27, and subjective satisfaction was 

negatively related to psychological distress (ß = −.17, p < .01). Greater levels of material deprivation 

(validated self-report questionnaire) were also related to greater psychological distress (ß=.19; p < 

.01), including adjustment for key personal characteristics, in-care, and post-care experiences. 

However, monthly earnings and the use of welfare services (e.g., income support) were not 

associated with psychological distress, once these other variables were controlled for. This finding 

was replicated by Prince et al. (2019), whereby housing burden (indicated by average percentage 

income spent on rent) was related to substance abuse problems at 19 (N = 7,449).  

Criminal justice system contact. Across two studies, juvenile and post-care offending was 

inconsistently associated with poorer mental health. With a sample of 404 care-leavers, Miller et al. 

(2017) found that the latent classes characterized by contact with youth juvenile services (Moderate 

Problems class) were more likely to have a substance abuse disorder than the Resilient or Pregnancy 

History class, but rates of depression, PTSD, and anti-social personality disorder were comparable. 

With a sample of 106 care-leavers, Dixon (2008) found a positive association between offending in 

the immediate period after leaving care, and psychological distress 12 months after leaving care.  

Parenthood. Two research studies examined parenthood and its association with mental 

health. In research with more than 400 care-leavers aged 19, the adaptive class which had high 

instances of parenthood (the Pregnancy History class), had the least instances of substance use 

disorder and PTSD, but the highest levels of depression (Miller et al., 2017). Sulimani-Aidan et al. 

(2022) found that those who were parents by the by the age of 27, had lower levels of psychological 

distress (N = 2,295; β = −.05, p < .01).  

Subsets of care-experienced people. Two pieces of research examined mental health within 

subsets of the care-experienced population. McCauley (2021) explored whether disability status 

(taken from administrative data) relates to substance abuse (N = 5,221). Having an 

emotional/mental, sensory/physical disability, or “other” disability was unrelated substance abuse. 

Gullo et al. (2021) examined the mental health outcomes of unaccompanied young migrants (n = 

68), compared to an unmatched group of care-leavers aged 18 to 25 (n = 73). Unaccompanied young 

migrants had less suicide ideation, though suicidal ideation was low across the entire sample 

(nonsignificant differences for suicide attempts; φc = 0.23; p < .01; φc = 0.15, p > .05).  

Other. Finally, a piece of qualitative research by Rahamim and Mendes (2016) aimed to broadly 

investigate the support needs of care-leavers with mental health problems, as they transition out of 
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care. They interviewed 19 social care professionals working in leaving care teams, and 11 other 

professionals who often work with care-leavers (e.g., youth justice, mental health, or homelessness 

workers). Professionals perceived the longstanding influence of early experiences of trauma in 

before entering care, and the challenges arising from being in care (e.g., frequent placement moves) 

as key to mental health. Various policy and practice challenges were also identified as influencing 

mental well-being of care-leavers, including a focus upon crisis management and practical 

functioning, unfit support options from mental health services, and the high turnover of social care 

staff with minimal qualification requirements for working in leaving care teams. Social care practices 

which were deemed protective for care-leavers mental health were as follows: directly supporting 

mental health needs; better multi-agency communication; outreach services to reduce isolation; 

training leaving care teams in mental health; establishing stable caring relationships; and finally, 

providing support beyond age thresholds.  

Discussion  

We aimed to systematically scope the international literature related to factors that impact the 

mental health of care-leavers. In all, 23 studies were included, which were all from high-income 

western countries. These studies investigated the following: maltreatment, care-related 

experiences, psychological factors, social support, education and adult functioning (e.g., housing, 

finances, employment). This review highlights the heterogeneity of research in this area, utilizing 

quantitative and qualitative methods, cross-sectional and longitudinal designs, and spanning 

psychological and social care fields. There was very little consistent evidence across studies for any 

particular associations with care-leaver mental health, including studies using similar methodologies. 

However, this may be due to methodological flaws. For example, many studies did not use validated 

or standardized measures and relied upon retrospective reporting.  

Several pieces of the included research examined maltreatment in relation to mental health 

outcomes of care-leavers, but there was little consistent evidence that pre-care maltreatment was 

robustly associated with mental health. Some studies found no associations, while others found 

some for specific ages but not others (e.g., 19 but not 18 years old), or for specific types or severity 

of maltreatment. No two studies measured or analysed associations between maltreatment and 

mental health outcomes in the same way, meaning it is difficult to contrast findings. In the general 

population, experiencing childhood maltreatment (as opposed to not) is a transdiagnostic risk factor 

for virtually all commonly occurring forms of mental health difficulties across the lifespan, with little 

meaningful variation in the strength of associations across disorders (Kessler et al., 2010; McLaughlin 
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et al., 2020). When comparing samples of maltreated versus non- maltreated individuals, research 

consistently shows higher rates of mental health difficulties (e.g., Hughes et al., 2017; Xiao et al., 

2022), and complex trauma (frequently experiencing multiple types of maltreatment) is associated 

with greater psychological problems than single-event trauma (Finkelhor et al., 2011). In that sense, 

maltreatment is a potent risk factor for mental health. However, in this review, the majority of 

samples had experienced some form of maltreatment and high rates of other adversities. The mixed 

evidence suggests caution is warranted in terms of using “extent of maltreatment” as a potential 

way to gauge risk of later outcomes, or to as a proxy of need for support for care-leavers. This is 

important given qualitative research also reviewed here found that professionals consider 

maltreatment history as key to mental health needs in care-leavers.  

There are many challenges to measuring maltreatment which make it difficult to draw conclusions 

and may explain the inconsistency of results. Nearly all studies relied upon retrospective self-

reporting maltreatment reported years after events took place. Retrospective reporting may be 

influenced by their current well-being, making causality impossible to establish (Danese et al., 2021). 

Included administrative research studies often used court records as sources of information, which 

avoided issues with retrospective reporting, but are likely to be an insensitive measure of actual 

maltreatment exposure (Asmussen et al., 2020; Francis et al., 2023). There has also been much 

debate around the utility of categorizing types of maltreatment, given subtypes commonly co-occur 

(Warmingham et al., 2019). Attributing mental health outcomes to specific maltreatment subtypes 

ignores the individual’s cumulative experience of maltreatment. Some of the studies reviewed here 

did find positive associations between subtypes and outcomes, but there was little agreement 

between studies about which “types” were associated with outcomes. Broadly speaking, this points 

to methodological issues within the field, around measuring and researching maltreatment. Of note, 

only two research papers, which used the same sample, considered the impact of adverse childhood 

experiences after entering care. Given the documented risk of revictimization across the lifespan for 

people who experience maltreatment in childhood, this remains an important area of research 

(Euser et al., 2016; Katz et al., 2020).  

Across studies, there was limited evidence of the impact of in-care experiences upon mental health 

after leaving care (e.g., age of entry, age of exit). There was also little evidence that placement 

stability (total number of placements) was associated with later mental health, which was 

unexpected given the majority of included samples in this review were young adults, meaning that 

many had left care relatively recently. Reviews of the child and adolescent literature indicate a well-

evidenced association between placement instability and mental health while in care, with this likely 



 125 

reflecting a bi-directional association (Engler et al., 2022; Konijn et al., 2019; Lee & Holmes, 2021). In 

this review, placement stability was examined alongside a myriad of other factors, meaning its effect 

is masked by other factors which are more salient in the out-of-care context (e.g., total placements 

may also not be sensitive to the quality of the placement or relationship quality with the caregiver). 

Social support is rarely controlled for in the childhood and adolescence field (Lehmann et al., 2013; 

Okpych & Courtney, 2018). What is clear, is that stability in the immediate period before leaving care 

may be indicative of greater mental health needs after leaving care. In particular, homelessness and 

running away may indicate pervasive mental health needs. This has important implications for the 

allocation of resources for social care departments as young people reach the age of exit from care.  

There were mixed findings in relation to the age of exit from care and mental health outcomes. It is 

difficult to draw implications from this review given that in all studies the eldest “exit age” was 19, 

and this was homogeneous across the samples (16–19years). It is also challenging to draw 

implications from this research, given the circumstances around the exit are not well understood, 

and there are likely to be many unmeasured confounding factors. For example, some young people 

may leave care later because they require more prolonged support. It is generally understood that 

continued support past the age of 18 has the potential to be protective for mental health and other 

life outcomes. It appears that as yet, continued care beyond the age of 18 has not been investigated 

in terms of mental health within the scientific literature. Providing continued care will have 

economic implications for social care services, but may protective in terms health and employment 

outcomes for example, meaning there may be potential savings in terms of service utilization (e.g., 

hospital visits, welfare services). Research is needed to understand what continued support should 

involve, and to test whether this could improve mental health outcomes after transitioning out of 

care.  

Very few research studies examined associations between psychological factors and mental health 

outcomes in care- leavers. The research studies which did so investigated internal resilience and 

coping styles, which may be considered broadly analogous to emotion regulation. Both internal 

resilience and coping styles were found to be associated with fewer depression and anxiety 

symptoms, including when childhood maltreatment was controlled for in analyses. This corroborates 

findings within the general population, which indicates strong ties between maltreatment and 

emotion dysregulation, and mental health problems (e.g., Gruhn & Compas, 2020; Visted et al., 

2018; Weiss et al., 2022). Research within the trauma field indicate strong ties between 

psychological processes which are impacted by trauma (e.g., threat appraisals) and psychological 

outcomes (e.g., McCrory et al., 2022; McLaughlin et al., 2020). This could be a changeable target for 
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improving mental health care-leavers, but given the methodological flaws of the included studies, 

further work is needed on this.  

Of note, the association between childhood mental health problems and adult difficulties was largely 

unexplored. This remains an important area of investigation in this population, given the age of 

onset of mental health problems in the general population is usually within childhood or 

adolescence, and that subclinical symptoms in childhood are associated with later mental health 

problems (Copeland et al., 2015; Kessler et al., 2007). It is likely that care-leavers who were 

experiencing problems in young adulthood were during childhood too, yet trajectories of mental 

health difficulties into adulthood are not yet understood within this population.  

Several research studies investigated social support, and findings were largely uniform, with better 

perceived social support being associated with better mental health. This was the case when studies 

used simple single-item measures as well as standardized self-report measures, and in studies which 

controlled for individual, pre-care, and in-care variables. However, like with maltreatment measures, 

there was a reliance on retrospective reporting of in-care perceived social support, raising issues of 

single-informant bias and meaning causality cannot be inferred. The perception of their earlier 

support may be influenced by their current wellbeing. Yet, qualitative literature builds upon these 

findings, indicating that young people exiting care with mental health problems value relationships 

which feel reciprocal and that are long lasting, and this may be protective for mental health (Munson 

et al., 2015). Within the wider literature, social support is considered protective of mental health 

problems transdiagnostically, especially when trauma is experienced in childhood (Trickey et al., 

2012). Several psychological models link social support to mental health (e.g., neurocognitive models 

McCrory et al., 2022); maladaptive cognitions (e.g., Lanctôt, 2020); stress-buffering model (Cohen & 

Wills, 1985), but these models remain untested with the care-leaver population.  

Conversely, research on the utility of support programs was very limited. We did not identify any 

trials, randomized and controlled or otherwise, which tested support programs in terms of mental 

health outcomes of care-leavers. This requires more direct investigation, given that internationally, 

skills-based support programs are commonly offered to care-leavers (Strahl et al., 2021). Existing 

qualitative literature on this topic has the potential to provide insight into the formation of support 

programs. For example, care-leavers expressed the importance of nurturing existing relationships, as 

well as enabling care-leavers to feel more comfortable reaching out for support (Newton et al., 

2017).  
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The remaining literature examined factors such as education, employment, finances, and housing, 

and as expected found that those who were functioning well (e.g., completed compulsory education, 

had stable employment and housing) also had better mental health after leaving care. This 

relationship is likely to be bi-directional and might highlight the wide-reaching impact of unresolved 

mental health problems, and the importance of addressing these. In a recent report, levelling up 

emotional, financial, and educational support offered to care-levers was identified as a key area 

toward enhancing the wellbeing of care-leavers by >1,000 care-leavers in the UK (Briheim-Crookall 

et al., 2020). This indicates the importance of addressing mental health needs alongside education, 

employment, and housing support, or vice versa.  

Only one research study examined disability status, which is surprising given the high prevalence of 

disability in the care-leaver population (Briheim-Crookall et al., 2020), and the link between 

disability, neurodiversity, and mental health problems (e.g., Adamis et al., 2023). Only one small-

scale research study examined the mental health outcomes of unaccompanied young migrants, 

making it difficult to draw inferences on how to support this group of care-leavers. Worldwide 

conflicts and climate change have increased the number of displaced people seeking asylum 

internationally, and this is only set to increase over the next few decades (e.g., Geisler & Currens, 

2017). This is an area which will require further investigation internationally, to improve our 

understanding of how to support the mental health of these populations.  

Gaps and opportunities for growth  

The field benefits from several large-scale pieces of research using large cohorts of young people, 

and some of these simultaneously investigate many factors. Just over half of the included studies 

used longitudinal designs, but some of the included studies still involved retrospective reporting. In 

addition, studies included in this review had short follow-up periods, of only a few years during early 

adulthood. It should be noted that some studies included had longer follow-up periods (e.g., Kessler 

et al., 2008), but research using these timepoints have not yet been published in peer-reviewed 

journals so could not be included here. These methodological flaws make it challenging to infer 

whether the associations reported are causal. Large longitudinal birth-cohort studies may address 

these methodological problems, but require significant resources, especially given the challenges of 

retaining transient populations (such as care-experienced people) within research.  

Within some of the largest included studies, mental health outcomes were grouped alongside other 

functional outcomes (e.g., employment, housing, and mental health), meaning that it is difficult to 

discern which factors were the most influential for mental health specifically. Similarly, several 
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studies used access to services (e.g., substance dependency services) as a proxy for mental health 

problems. What the core mental health difficulties may have been (alongside potential addiction 

issues) are unknown but are likely to be diverse in this group. It is also worth noting that there is 

growing evidence indicating barriers to mental health support for care-experienced young people, 

meaning outcomes focusing on service-access alone are unlikely to be representative of all care-

experienced young people (e.g., Phillips et al., 2023).  

Many of the factors investigated were basic and often centered around general descriptions of the 

in-care journey (e.g., age of entry to care, number of placements). In addition, many of them were 

static and cannot be changed once they have occurred. For example, experiences of placement 

instability cannot be changed once they have left care. Few studies identified processes which might 

help care-leavers flourish despite these experiences, and mechanisms that drive these associations 

were under-explored. Social care systems have limited resources, meaning that research should 

focus on personal or interpersonal modifiable factors that can be nurtured (e.g., social support, 

psychological factors). There should also be ongoing efforts to understand effective interventions at 

the individual, social, and practice levels, which might improve mental health outcomes for this 

group. Examples might be interventions for the young person, for caregivers, within education 

settings, psychoeducation for professionals, and the use of evidence-based practice, to name a few 

examples.  

To move the field forward, it may be beneficial to focus on well designed cohort studies using 

validated measures, or experimental intervention research studies using matched samples. As a next 

step, we should draw upon psychological theory, and what is already understood about mechanisms 

in the mental health literature, but test this within the care- leaver context. For example, 

contemporary models of risk and resilience, or multi-system developmental models (e.g., 

Bronfenbrenner & Morris, 2006; McCrory & Viding, 2015; McLaughlin et al., 2020).  

Limitations of the review  

Although this review has many strengths, highlighting research findings and gaps in an emerging 

field of research, it should be viewed in light of limitations. First, it is important to note that the 

study designs used mean causality can largely not be inferred due to methodological limitations. 

Second, prior to this decade, it was uncommon to differentiate between people who have some 

experience of being in care, and young people who age out of care (care-leavers). Where possible, 

we contacted authors for clarification on the care-status of their participants, but in many instances, 

this level of detail was not gathered by researchers at the time of undertaking the research. We also 
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screened several studies that examined the impact of poor mental health on life outcomes, as our 

review was focused specifically on mental health as the outcome. For this reason, research which 

investigated related but distinct concepts (such as well-being, life satisfaction, or quality of life) was 

excluded. Third, this is an international review, and while we aimed to include search terms which 

are used internationally, it may be that we missed key terms and therefore research. Finally, we only 

screened academic literature, which may have led to the exclusion of rich grey literature, such as the 

Brightspots program (e.g., Briheim-Crookall et al., 2020).  

Summary  

This review mapped the current state of peer-reviewed evidence investigating risk and protective 

factors associated with the mental health of care-leavers. Broadly speaking, findings were mixed and 

inconsistent across research studies, possibly due to methodological problems that should be 

addressed with future research. There was little consistent evidence that pre-care maltreatment was 

associated with the mental health of care-leavers, but generally good evidence (albeit with some 

methodological limitations) that social support, emotion regulation skills, and stability in the years 

approaching “aging-out” of care, may be important factors associated with mental health in the 

years following leaving care. The field benefits from several large-scale longitudinal research studies, 

but oftentimes this only spans a few years, with follow-ups that end in early adulthood, and 

limitations in the measures/variables available. To move the field forward, researchers should focus 

on mechanism-based research, or quasi-experimental studies, to identify changeable factors that 

might promote the mental health of care-leavers, as well as the continued use of existing 

administrative datasets to understand predictors of longer-term outcomes for this group.  
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Tables and Figures 

Figure 5. PRISMA Flow Diagram 
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Table 12. Overview of included research studies 

Author(s) Country Data Design Sample Outcome measure(s) 

Berlin et 
al., (2011) Sweden 

Quantitative, 
SDA of 
administrative 
records 

Longitudinal, administrative 
record linkage study 

Care-leavers (n = 5224) 
In-home interventions (n = 
6455) 
National adoptees (n = 
1206) 
Non-involved groups (n = 
900,322) 

Suicide: admitted to hospital because of attempted suicide 
or suspected after 20th birthday using national 
administrative records 

Cashmore 
& Paxman 
(2006) Australia Quantitative 

Longitudinal, collecting data 3 
months before exiting care, 3 
months after, 12 months after 
and 5 years after Care-leavers (N = 47) 

Adult functioning: using self-report interviews, participants 
were given a summed score ranging from 0 to 7 based 
upon ‘achievements’ in: employment 
(employed/education); stability of housing (never 
homeless); education (completed secondary school); 
substance use (no self-reported problems with alcohol or 
drugs); mental health (no reported depression or suicide 
ideation); criminal behaviour (no admissions/self-reports, 
no convictions); and relationships (not violent or 
troublesome). 

Dixon 
(2008) UK Quantitative 

Longitudinal, collecting data 3 
months before exiting care 
and again 12 months 
afterwards Care-leavers (N = 106) 

Psychological Distress: current symptoms, using the 
General Health Questionnaire (GHQ-12) 

Fowler et 
al., (2011) USA Quantitative 

Longitudinal, collecting data 
every 3 months after exiting 
care, until 2 years later Care-leavers (N = 265) 

Psychological Distress: current symptoms, using the Brief 
symptom Inventory  

Goldstein 
et al., 
(2013) Canada Quantitative Cross-sectional Care-leavers (N = 93) 

Depression: 10-item Center for Epidemiologic Studies 
Depression Scale (CES-D) 

Grey et 
al., (2015) USA Quantitative Cross-sectional Care-leavers (N = 172) 

Depression: Current symptoms, using the depression 
subscale of the Trauma Symptom Checklist-40 (TSC-40) 
Anxiety:  Anxiety subscale of the TSC-40 
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Gullo et 
al., (2021) Spain Quantitative Cross-sectional 

Care-leavers who were 
unaccompanied migrants 
(n = 68) 
Other care-leavers (n = 73) 

Mental health treatment access, suicidal ideation and 
attempts: past year prevalence, using a semi-structured 
interview  

Kessler et 
al., (2008) USA 

Quantitative, 
mixed sources Cross-sectional 

Casey programme care-
leavers 
(n = 111) 
Other care-leavers (n = 
368) 

Mental health diagnosis: meet criteria within past 12 
months, using version 3.0 of the World Health 
Organization Composite International Diagnostic Interview  

McCauley 
(2021) USA 

Quantitative, 
SDA of 
administrative 
records 

Longitudinal, administrative 
record linkage study Care-leavers (N = 5221) 

Substance abuse: administrative health records used to 
find indicators that participants struggle with substance 
abuse 

Melkman 
(2017) Israel Quantitative Cross-sectional Care-leavers (n = 354) 

Psychological distress: The Brief Symptom Inventory-18 
(BSI-18) 

Miller et 
al., (2017) USA 

Quantitative, 
SDA of 
existing study 
data* 

Longitudinal, collecting data 
between ages 17-19 years old Care-leavers (n = 404) 

Mental health diagnosis: meet criteria for depression, PTSD 
or anti-social personality disorder within past 12 months, 
using the Diagnostic Interview Schedule-Version IV  

Substance use disorders: meet criteria within past year, 
using the Comprehensive Addiction Severity Index for 
Adolescents (CASI-A) 

Current depressive symptoms: Depression Outcomes 
Module 

Munson 
et al 
(2015) USA Qualitative Cross-sectional 

Care-leavers with mental 
health problems (N = 59) Not applicable 

Narendorf 
& 
McMillen 
(2010) USA 

Quantitative, 
SDA of 
existing study 
data* Longitudinal Care-leavers (N = 325) 

Substance use disorder: met criteria for current diagnosis 
using Diagnostic Interview Schedule, Version IV  
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Newton 
et al., 
(2017) UK Qualitative Cross-sectional Care-leavers (N = 11) Not applicable 

Prince et 
al., (2019) USA 

Quantitative, 
mixed sources 

Longitudinal, data collected at 
age 17 and 19 Care-leavers (N = 7449) 

Referral to substance abuse support: dichotomous 
‘Yes/No’ responses measured by youth self-report of the 
experience within the past two years 

Rahamim 
& Mendes 
(2015) Australia Qualitative Cross-sectional 

Social care professionals (n 
= 9) 
Other professionals (n = 
11) Not applicable 

Rebbe et 
al., (2017) USA 

Quantitative, 
SDA of 
existing study 
data* 

Longitudinal, data collected at 
age 17 until age of 26 Care-leavers (N = 767) 

Depression: Currently meet criteria, using composite 
International Diagnostic Interview  
PTSD: same as above 
Drug dependence: same as above 
Access to treatment: question added to interview for the 
purposes of this study to assess whether participants had 
accessed treatment for conditions listed above 

Rebbe et 
al., (2018) USA 

Quantitative, 
SDA of 
existing study 
data* 

Longitudinal, data collected at 
age 17 until age of 26 Care-leavers (N = 732) 

Eating Disorders: interview question with dichotomous 
yes/no variable 
ADHD:  same as above 

Scheffers 
et al., 
(2019) Canada 

Quantitative, 
SDA of 
existing study 
data 

Longitudinal, data collected 
around age 15 and around 19 

Women care-leavers from 
residential care (N = 182) 

Personality Disorders: current symptoms using French 
adaptation of the Personality Diagnostic Questionnaire 4+ 
(PDQ4+) 

Sims-
Schouten 
& Hayden 
(2017) UK Qualitative Cross-sectional Care-leavers (N = 22) Not applicable 
Suliman-
Aidan et 
al., (2021) Israel 

Quantitative, 
mixed sources Cross-sectional Care-leavers (N = 2295) 

Psychological distress: current symptoms using a 10-
question screening scale of psychological distress  
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White et 
al., (2011) USA 

Quantitative, 
SDA of 
existing study 
data Cross-sectional Care-leavers (N = 542) 

Mental health symptoms: met criteria for current 
diagnosis, using Symptom Checklist-90-R (SCL-90-R) 
PTSD: current symptoms, using PTSD Checklist for Civilians  

Yates & 
Grey 
(2012) USA Quantitative Cross-sectional Care-leavers (N = 164) 

Adaptation class: latent class analysis used to group young 
people in terms of their current level of adaptation, 
including symptoms of depression (depression subscale of 
the Brief Symptom Inventory (BSI), education achievement, 
employment, civic engagement and self-esteem.  

SDA = secondary data analysis, * = uses the same sample as another included research study 
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Table 13. A table of the factors investigated in the included studies and findings 

 Factors tested 
 Pre-care factors     Post-care factors   

Author(s) 
Maltreatment 

& adversity 
Birth parent 

Characteristics 
Care-related 
experiences 

Psychological 
factors 

Social 
support/ 
support 

programs Education 

Housing, 
finances and 
employment 

CJS 
contact Parenthood 

Subsets 
of care-
leavers Other 

Berlin et al., (2011)      ✓      
Cashmore & Paxman (2006)   ~  ✓       
Dixon (2008)    ✘     ✓    
Fowler et al., (2011)       ✓     
Goldstein et al., (2013) ~   ✓        
Grey et al., (2015)    ~        
Gullo et al., (2021)          ✓  
Kessler et al., (2008)   ✓         
McCauley (2021)          ✘  
Melkman (2017) ✓    ~       
Miller et al., (2017)   ~     ✓ ✓   
Munson et al (2015)     N/A       
Narendorf & McMillen (2010) ~   ✘ ✓        
Newton et al., (2017)     N/A       
Prince et al., (2019) ✘  ~  ✘       
Rahamim & Mendes (2015)           N/A 
Rebbe et al., (2017) ~           
Rebbe et al., (2018) ~           
Scheffers et al., (2019) ~           
Sims-Schouten & Hayden (2017)     N/A       
Suliman-Aidan et al., (2021)  ✘   ~ ✘ ~  ✓   
White et al., (2011)       ✓     
Yates & Grey (2012) ✘  ~  ✓       
CJS = Criminal Justice System; ✓ = significant findings found; ✘= no significant findings found; ~ = mixed findings; N/A = qualitative research 
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Chapter 5: Support preferences, perceptions of support and help-seeking behaviour in older 

adolescents approaching the transition out of care 

Chapter rationale 

Research shows that social support an important resource for supporting mental health, including in 

care-experienced people. Yet my qualitative research study showed that care-experienced people 

may be reluctant to draw upon these resources, in particular formal sources of support (e.g., mental 

health therapists). Less is understood about their use of other sources of emotional support (e.g., 

friends, social workers), but our review indicated that not having social resources may make some 

young people vulnerable to poorer mental health outcomes. Simultaneously, as young people reach 

the transition out of care their social networks shift. For example, they might move into independent 

living and experience a transition in social care professionals. To better support young people in care 

during this transition, it is important that we understand whom young people in care prefer to seek 

support, as well as factors which might encourage or prevent them from asking for support when 

they need it. This study broadened the focus of this thesis from investigating access to formal mental 

health services, to exploring informal sources of support too.  

The data for this study was collected from September 2022-December 2023 (i.e., after COVID 

pandemic restrictions had been lifted), and is collected as part of a larger study named the ReThink 

Project (for pre-registered protocol see: https://osf.io/7qx54).  

Patient and Public Engagement and Involvement 

This research was co-designed with the Care-Experienced Advisory Team, including conception of 

the research question, development of the Perceptions of Help-Seeking Questionnaire and 

refinement of the Help-Seeking Preferences and Behaviour Questionnaire. More details on 

questionnaire development are included in this chapter. We also presented research findings to the 

Care-Experienced Advisory Team, and reflections form the team are presented in the Discussion 

chapter of this thesis.  

  

https://osf.io/7qx54
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Abstract 

Background: It is well documented that care-experienced people are a highly vulnerable group, 

many of whom have significant mental health needs. A growing body of literature indicates that this 

group face challenges accessing professional mental health support, and that some young people 

have apprehensions around accessing mental health and emotional support from other sources 

(e.g., friends, social workers). Aim: we aimed to examine help-seeking preferences, behaviour and 

predictors for help-seeking across a large sample of older adolescents in care who are approaching 

the transition out of care. Method: we asked 91 young people aged 16-17-years old to complete 

online questionnaires about their help-seeking preferences and behaviour, as well as a measure 

help-seeking perceptions (HSPQ), general mental health difficulties (SDQ) and post-traumatic stress 

symptoms (CRIES-8). Results: we found that around 2 in 3 young people reported seeking some form 

of mental or emotional support in the past three months, and most often this was from informal 

social support networks. In relation to help-seeking preferences, carers, friends, social workers and 

therapists were the most popular sources of support, however many also reported having no one 

they would seek support from. Contrary to predictions, we found that perceptions of help-seeking 

were not associated with actual help-seeking behaviour cross-sectionally. Worse mental health 

difficulties (mostly PTSD) had a small positive effect upon help-seeking behaviour. Conclusions: As a 

next step, it is important that we consider how to maintain helpful supportive relationships (e.g., 

with carers) as young people move towards independence, given young people in care consider 

them central to supporting their mental health. Further work is needed to understand predictors for 

support-seeking, beyond mental health symptomatology.  
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Introduction 

In the United Kingdom, approximately 80,000 children are currently in care and each year around 

12,000 young people “age out” of care (Department of Education, 2023). It is well documented that 

care-experienced people are a highly vulnerable group, who have experienced a range of adversities, 

such as maltreatment, parental ill-health or poverty (Baldwin et al., 2019; Jones et al., 2011; Kothari 

et al., 2020). Recent review of prevalence rates in the UK suggests that up to 80% of young people in 

care meet criteria for a mental health problem (Cummings & Shelton, 2024). Their mental health 

problems are more likely to be co-morbid and complex, and they have higher rates of suicidal 

ideation and behaviour problems than their non-care experienced peers (Engler et al., 2022). 

Unaddressed mental health difficulties are considered a key driver for the disproportionate rate of 

challenging experiences seen in adulthood, such as homelessness and unemployment (Murray et al., 

2020). In order to mitigate these risks, we must address mental health needs of this group before 

they transition into independent living (typically around the age of 18). This is especially important 

given that there is some evidence that reaching recent care-leavers can be challenging for social care 

teams. For example, during 2022/23 in England, local authorities reported that they did not have 

contact with 64% of their 21–25-year-old care-leavers (Department of Education, 2023). 

Additionally, there is emerging evidence that it is particularly difficult to provide support to 

adolescents in care and recent care-leavers, due to practical and personal psychological barriers 

(e.g., Fargas-Malet & McSherry, 2018; Munson et al., 2020; Phillips et al., 2023; Powell et al., 2021). 

For this reason, it is important that we understand how to best support the mental health of older 

adolescents in care, including understanding whom they prefer to seek support from, and how to 

make support options more appealing.  

Help-seeking refers to approaching other people and resources to obtain information, 

understanding, advice, treatment and general support in response to a problem (Rickwood, 2020). 

Support-seeking of this kind can occur from two different sources: informal social networks, such as 

friends and family and formal sources which have a legitimate role in providing relevant advice, 

support and/or treatment. There is a rich qualitative literature base which has improved our 

understanding how care-experienced people feel about different sources of support (e.g., social 

services, mental health services), but there has been little research investigating whether care-

experienced people seek help from these sources for their emotional needs behaviourally.  

The process of entering care, and in-care experiences means that the social networks of care-

experienced people can be compromised. Some young people in care are unable to have contact 
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with their family of origin, or report feeling dissatisfied with the amount of contact they do have. In a 

large survey of 9000 young people in care, up to 31% reported that they saw too little of their 

siblings and parents (Selwyn & Lewis, 2023). In this way, moving into care can mean that young 

people may lose important sources of emotional or wellbeing support. Qualitative research reveals 

that once in care, many struggle to build new networks of support (Atkinson & Hyde, 2019). Where 

young people are able to build new networks, many still report preferring to cope with mental 

health or wellbeing needs independently (Phillips et al., 2024; Atkinson & Hyde, 2019; Hiller et al., 

2021). Self-reliance of this kind is described as a positive adaptive quality by many care-experienced 

people, as it helped them cope during times where they had inadequate support. However, 

withdrawing from support systems is a well-established maladaptive coping mechanism which 

predicts worsening mental health, especially in populations who have experienced trauma (Hiller et 

al., 2021; Trickey et al., 2012). Not accessing social resources may generate further stress and have 

negative knock-on effects for mental health (McCrory et al., 2022).  

Emerging evidence indicates that help-seeking, accessing and engaging with mental health services 

is difficult for young people in care. Some barriers are practical, for example some young people in 

care experience frequent changes in home address which makes it difficult to access and maintain 

engagement in services (Phillips et al., 2023). Some children in care are rejected from child and 

adolescent mental health services, reportedly due to a lack of appropriate treatment options 

(Phillips et al., 2023). There are several reasons why children in care, and care-experienced adults 

report apprehension around accessing formal mental health services. For example, some children in 

care feel that the support on offer is unhelpful, they are fearful of what they would be asked to 

discuss in therapy or feel that their needs (as a care-experienced individual) would not be 

understood (Hiller et al., 2021; Phillips et al., 2024). Many qualitative studies report that care-

experienced young people prefer to receive emotional support through their informal social 

networks (i.e., carers, friends, teachers; Hiller, Halligan, et al., 2021; Klodnick et al., 2023; Powell et 

al., 2021). However, this research involves small samples of care-experienced young people, 

meaning it is unclear how common these conceptions of formal mental health support are in the 

broader population of young people in care.    

Similar to mental health services, opinions of the emotional and wellbeing support provided by 

children’s social care teams are mixed (e.g., social workers, leaving care coaches). Some young 

people benefit from positive supportive relationships with their social worker, but others have 

difficulties with building trusting relationships, which influences their willingness to be emotionally 

vulnerable with social workers (Hiller et al., 2021). Transitioning into independent living is a time 
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where we might expect older adolescents in care to rely more heavily on social care teams for advice 

and support. However, a review of experiences of leaving care revealed that “leaving care” support, 

which is provided as a young person approaches the upper age limit of being in care may not serve 

young people’s emotional needs, and instead this support focusses on practical matters (Atkinson & 

Hyde, 2019). Again, most of this research is qualitative, with small samples, so it is difficult to assess 

how common these opinions are amongst broader populations of young people in care.  

Turning to informal social support, a study with over 70 young people in care in the UK, indicated 

that it was common for care-experienced people to feel that their friends are “the only ones there 

for me” (Törrönen, 2021). This is a sentiment that was discussed by older adolescents in care, who 

viewed peers as more trustworthy than adults in their lives (Hiller et al., 2021). In both these pieces 

of research, those with worse mental health also spoke about having no one they could turn to for 

their emotional needs. In this way, informal social support networks (or lack thereof) seem to be 

related to mental health. Similarly, after the transition out of care, those who reported having fewer 

sources of support, also had worse mental health cross sectionally (Melkman, 2017). Carers are also 

a key source of emotional and wellbeing support for children in care (Hiller et al., 2021). It is less 

clear whether this is still true as young people in care get older. Recognising the benefits of 

continued relationships between young people in care and their carers, there are social care 

schemes in the UK which aim to facilitate ongoing contact between carers and key workers during 

the transition out of care. For example, the Staying Put arrangement allows young people to 

continue living with their carers over the transition out of care (Children and Families Act, 2014)). 

However, few young people in care are eligible for these schemes (i.e., only 18% are in foster 

accommodation when turning 18 years old). For those that are eligible, use of the Staying Put 

scheme reduces rapidly during the first year ‘out of care’ (62% of eligible 18 year olds use the 

scheme, reducing to 32% by the age of 19 years old; Department of Education, 2023).  

Much of the research discussed so far investigates how young people in care feel about different 

sources of support, but there has been very little quantitative research examining help-seeking 

behaviour. The research which has been conducted, focusses upon help-seeking from formal mental 

health services. Much of this research is international, where support services function differently to 

the UK and they focus upon associations between demographic characteristics and service use with 

inconsistent findings (e.g., Conn et al., 2016; Larsen et al., 2018; McMillen et al., 2004; Munson et 

al., 2020; Shin, 2005; Zima et al., 2000). In the UK, we recently conducted a secondary data analysis 

of social care records and found that having greater externalising symptoms was related to referrals 

and access to mental health support was related to being Female (Phillips et al., 2023). Whilst 
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research of this kind could reveal systematic inequalities inherent in healthcare systems, it does little 

to reveal help-seeking preferences, or why some individuals choose to seek support and others do 

not. 

There are several models which attempt to explain the circumstances under which help-seeking 

behaviour occurs, and these can be applied to youth in care. For example, Rickwood (2020) 

describes several stages of help-seeking which young people with mental health problems go 

through. In this model, young people first recognise their need for support, then they then engage in 

decision-making on where to seek support from before they reach out. This process might occur 

several times before young people fully engage with services and have their needs met. Some 

researchers have conceptualised this “recognition” ability as mental health literacy. Mental health 

literacy refers to the extent to which a person has knowledge about specific mental health 

conditions, however research often that this is not a good predictor of help-seeking intentions or 

behaviour in the care-experienced population (e.g., Bonfield et al., 2010; Goodfellow et al., 2023).  

The Theory of Planned Behaviour might explain the need-help-seeking behaviour gap. This is an 

influential and well-evidenced model, which indicates that in order to perform health-related 

behaviour (e.g., help-seeking), the individual must have: (1) positive attitudes towards the 

behaviour; (2) must believe that help-seeking is socially acceptable; and (3) must believe it is 

practically possible (Ajzen, 1991). A recent review found there is strong evidence that this model has 

predictive power for adults’ intentions to seek help for mental health problems (Adams et al., 2022). 

Crucially, much of this research investigates intentions, not behaviour, and it is well understood that 

there is an intention-behaviour gap (Sheeran & Webb, 2016). One study with 113 foster carers in the 

UK, investigated foster-carer help-seeking attitudes, and found that positive attitudes had a small 

positive impact upon whether they referred their foster child to Child and Adolescent Mental Health 

Services (Bonfield et al., 2010). Yet it is not well understood how the attitudes, social norms and 

perceived behavioural control of young people in care relates to help-seeking behaviour. In addition, 

much of this research focusses on help-seeking from formal sources of support (e.g., mental health 

services), meaning that informal sources are underexplored.  

The present study aims to explore help-seeking preferences and behaviour for a large sample of 

young people in care, who are approaching the transition out of care. This is because the transition 

out of the care system can be a time of significant change and upheaval for young people. It is often 

described as a “cliff edge”, particularly in relation to the accelerated transition to independence, and 

a sudden drop in the amount of support on offer (Baker, 2017). Research indicates that this period 
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may be particularly challenging for young people in care with mental health problems, and can lead 

to worsening mental health, or suicidality (Göbbels-Koch, 2023; Stein & Dumaret, 2011). In this way, 

there appears to be tension between helping young people establish independence, whilst still 

providing adequate emotional and wellbeing support to those who require it. In the general 

population, there is evidence that it is difficult to access formal mental health services during later-

adolescence (Appleton et al., 2019; Islam et al., 2016). This is because young people reach the upper 

age threshold for accessing support from child and adolescent services and then do not access adult 

services due to a lack of appropriate support options. This might be especially challenging for young 

people in care, who are simultaneously leaving children’s social care. This is also a period of time 

where a young person’s informal social network might shift. Some young people lose touch with 

their foster carers and keyworkers, move away from friends, or gain contact with their family of 

origin (Baker, 2017). It is important we understand help-seeking preferences at this time, in order to 

scaffold a more supportive transition out of care. 

The present study aimed to describe the help-seeking preferences and behaviour for a larger sample 

of young people in care, who are approaching the transition out of care. The primary aim was the 

describe self-reported help-seeking preferences of this group (across formal and informal sources), 

whilst the second aim was to explore associations between attitudes, social norms and perceived 

behavioural control, mental health and help-seeking.  

Methodology 

Participants 

This project uses data from a larger research project, named the ReThink project, which aims to 

examine the mental health of care-experienced people across two key transitions: from primary to 

secondary school and the transition into early adulthood and out of the care system (for pre-

registered protocol see: https://osf.io/7qx54). For the current project, I have used the baseline data 

collected on 16–17-year-olds who were under local authority care.  The sample were recruited from 

English and Welsh local authorities between September 2022-December 2023. To be included in the 

study, young people were aged 16 yrs to 17 yrs 12 months, and could be in any type of placement 

with the exception of living with their biological parent. Exclusion criteria were moderate to severe 

learning disability (due to the use of written questionnaires), psychosis and current active suicidality. 

Full details of the sample are provided in Table 14.  

Procedure 
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Ethical approval was obtained from UCL (reference: 22253/001) and University of Bath Psychology 

Department (reference: 22 125), with further approvals/permissions provided by participating local 

authorities. Safeguarding and risk escalation procedures were in place, and assessment summary 

letters were provided to carers or social workers, when necessary.  

Participants were recruited via 15 local authorities. First, Local Authority Directors, Service Managers 

or equivalent provided written approval to become a participant recruitment site. Local authorities 

identified potentially eligible young people and sent information to carers (or key workers) and 

young people via post or email. This information provided a brief overview of the study and allowed 

young people and/or caregivers to opt-out of being contacted. Local authority leadership provided 

informed consent for eligible young people to participate. Whilst 16+ year olds can provide their 

own informed consent, local authorities still provided consent as the wider study includes under 16 

year olds, and this enabled clear record keeping for reporting of any safeguarding concerns.  

After a two-week opt-out period, basic contact information was provided for the research team. All 

eligible young people and their caregivers were contacted by the research team, and were provided 

with information about the study. If the young person was in residential or semi-independent living, 

the research team contacted them directly (rather than via a caregiver). Young people who indicated 

that they wanted to take part, provided their own informed consent using an online form. 

Participation involved completing several self-report questionnaires either online, over the phone or 

in-person on paper. At the end of participation, participants were provided with a debrief form, and 

information for where to get help for their well-being and mental health. All participating young 

people received a £15 voucher as a thank you for their time. A full list of included measures is 

provided in the pre-registration.  

This project included the involvement of a panel of care-experienced adult researchers, who 

contributed to the design of the project (e.g., aims, methodology) and development of project 

materials. We held several online meetings, each lasting around an hour with around 4-5 attendees 

per meeting. The aims of these meetings were to: (1) design a sensitive and relevant research 

project about mental health and help-seeking; (2) to reflect on study materials, ensuring that they 

are appropriate for a care-experienced population. This led us to developing two bespoke 

questionnaires, one measuring actual help-seeking behaviour, and the other measure help-seeking 

perceptions (more detail is provided below).   

Measures and scoring 
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Demographics. We gathered demographic information, including: age, sex at birth, gender 

identity, ethnicity, whether English was their first language, education status (currently in school or 

college) and whether they are in employment (training programme, apprenticeship or employment).  

Help-seeking behaviour. We developed a questionnaire to measure help-seeking 

preferences and behaviour. The measure (titled Help-seeking Preferences and Behaviour 

Questionnaire) comprised 2 sections, with the goal of collecting detailed information on where 

young people might go for support (preferences), and where they have recently sought support from 

(behaviour). This was based heavily on existing help-seeking measures (e.g., General Help-Seeking 

Questionnaire; Wilson et al., 2005). However, it was adapted for the needs of the project with advice 

from a panel of care-experienced adults volunteers. For example, we added several possible sources 

of support which are more specific to the care-experienced population (e.g., social workers, 

advocates, leaving care coaches).  

First, participants were asked to indicate whether they had sought help for their emotions or mental 

health recently, options included: (1) that they have not needed help or support, (2) they have 

needed support but have not sought support from anyone, (3) that they have sought support within 

the past year, or (4) the last three months. Those who indicated that they had sought support, 

progressed to the next stage of the questionnaire.  

Next, participants were presented with a list of sources of informal support (e.g., friends, carer, 

mentor, siblings); social care related sources of support (e.g., social worker, personal advisor); 

mental health professionals (e.g., counsellor, support worker, phone or text-line) and other 

professional organisations (e.g., GP, justice worker, occupational therapist). For each of these lists, 

they were first asked to indicate who they were most likely to turn to (they could also select “no 

one”). Then participants were asked whether they had sought support from their preferred option 

them within the past three months. For mental health professionals, we also asked which stage they 

were up to with accessing support (i.e., referred/waiting for support/received or receiving support), 

and whether it was their choice to seek support (I asked for support/someone else made me get the 

support). The full measure is in supplementary materials (
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Appendix C 

Search terms for Scoping Review 

(“care leaver*” OR {aging out} OR {aged out} OR {foster alumni} OR {foster youth} OR ((leaving OR 

former OR emancipat* OR agi* OR transition) AND ({child welfare} OR {out of home} OR {looked 

after} OR {foster child} OR {foster youth} OR {foster care} OR {kinship care} OR {residential care} OR 

{state care} OR {out of care})) 

AND 

{mental health} OR {mental wellbeing} OR psychopathology OR psychiatr* OR “emotion* problems” 

OR “emotion* distress” OR “psych* distress” OR externali* OR internali* OR depression OR 

depressed OR anxi* OR suicid* OR “self harm” OR conduct OR oppositional OR psychosis OR (psych* 

W/4 disorder) OR (psych* W/4 problem) OR wellbeing OR well-being 
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Appendix D). 

Perceptions of social support. We measured perceived social support using the 12-item 

Multidimensional Scale of Perceived Social Support (MSPSS; Zimet et al., 1988). This is a widely used 

self-report questionnaire designed to assess an individual's perception of social support from three 

sources: family, friends, and significant others. Total scores are obtained by summing all items, and 

in this study internal consistency was excellent in this study (α > 0.93). 

Help-seeking perceptions. We used the 15-item Help Seeking Perceptions Questionnaire 

(HSPQ), which we developed for this project. To develop this measure we initially generated a long 

list of possible items, drawing on existing measures (e.g., Britt et al., 2008; Fischer & Turner, 1970; 

Mo & Mak, 2009) and the theoretical literature (e.g., Ajzen, 1991), as well as qualitative work with 

recent care-leavers and young people in care (Phillips et al., 2024; Powell et al., 2021). For example, 

we included items related to personal agency, trust, feeling understood, stigma, social norms and 

service inaccessibility. We then sought input from our care-experienced advisory team. Over two 

meetings, attendees provided feedback on item wording, item selection and feedback on iterations 

of the measure (see supplementary materials, Appendix E). This resulted in a measure comprising a 

total of 15-items, across three subscales.  

Subscales measured: a) attitudes towards help-seeking (6 items), b) perceived social norms (4 items) 

and c) perceived behavioural control (5 items). Attitudes to help-seeking refers to general beliefs 

about the usefulness of mental health and emotional support which can be provided. For example 

“No one can help me with my emotions or mental health because they don’t understand my 

experiences”, or “Mental health workers will make me talk about things that I don’t want to”. Social 

norms refer to beliefs about whether others approve or disapprove of mental health and emotional 

support, as well as beliefs around whether trusted individuals also perform the behaviour. For 

example, “My friends talk openly about their emotions and mental health “. Finally, perceived 

behavioural control refers to beliefs around their ability to seek support. For example, “The process 

of getting emotional or mental health support from services is too difficult” or “I think it is too hard 

to find a mental health service that is suitable for me”. In the questionnaire, participants were asked 

to indicate the extent to which they agree or disagree with a series of statements from 0 (strongly 

disagree) to 6 (strongly agree).  

 Mental health measures. We included two measures of mental health, one to assess 

general mental health difficulties, and the other to measure post-traumatic stress symptoms (PTSD). 

This is because research shows that the Strengths and Difficulties Questionnaire (SDQ; Goodman, 
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2001), is not a sensitive measure of post-traumatic stress symptoms, including in care-experienced 

populations where PTSD is a common mental health concern (Ford et al., 2007; Tarren-Sweeney et 

al., 2019).  

The SDQ is a validated questionnaire designed to assess self-reported externalising and internalising 

symptoms (Goodman, 2001). Higher scores are indicative of a higher level of mental health 

symptoms. The questionnaire comprises of five subscales, including: emotional problems, conduct 

problems, hyperactivity, peer problems and pro-social. Total scores are obtained by summing all 

scales except the pro-social scale. In our study, internal consistency was good (α > 0.80). A 3-band 

categorisation system can be used to identify people who are experiencing psychological distress, 

across ‘normal’ (0-15), ‘borderline’ (16-19), and ‘abnormal’ (20-40) groupings. 

We used the widely validated 8-item Child Revised Impact of Events Scale (CRIES-8) to assess post-

traumatic stress symptoms, where higher scores indicate higher symptoms (Deeba et al., 2014; 

Perrin et al., 2005). The scale is comprised of two subscales (avoidance and intrusion symptoms), 

though we used the total score for purposes of this study. Total scores are obtained by summing all 

items, and in this study, internal consistency was good (α > 0.88). A commonly used cut off, which 

signifies possible PTSD, is 17 or higher.   

Data Analysis 

Given this is the first study to use the HSPQ, we conducted exploratory analyses to examine its 

psychometric properties. We examined the internal consistency of the HSPQ and its subscales, using 

Cronbach’s alpha coefficient, whereby .70 indicates acceptable internal consistency (Tavakol & 

Dennick, 2011). Convergent validity was examined by assessing correlations between the HSPQ total 

score and perceptions of social support, which is a related but distinct concept (assessed using the 

MSPSS).  

The primary aim of the study was the describe where teens in care go for support. To do this, we 

used descriptive statistics (frequencies and percentages), based on their self-report. Next, we coded 

each participant as either “did not seek support” (0) or “sought support” (1), based on whether or 

not they self-reported seeking support for their mental health on part one of the Help-Seeking 

Perceptions and Behaviour Questionnaire, and could relate to help-seeking from formal or informal 

sources of support. We then planned to use logistic regressions to explore associations between 

perceptions about support and help-seeking, and actual help seeking behaviour (did they or didn’t 

they seek support). Predictors were: perceptions of help-seeking (total score on the HSPQ) and 
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mental health (total score on the SDQ and CRIES-8). Possible covariates were gender (girl/any other 

gender; boy/any other gender) and ethnicity (white/any other ethnicity).  

Before conducting the logistic regression, we used preliminary tests to examine whether there was a 

significant difference in predictors across the outcome (help-seeking behaviour), in the form of t-

tests for continuous variables, chi-squared for categorical variables or their non-parametric 

equivalents where needed.  

Due to low numbers in some demographics categories, we collapsed ethnicity categories into a 

binary variable (white/any other ethnicity). Given the sample included a small number of non-binary 

individuals, we dummy coded gender and explored whether being a girl (versus any other gender), 

or being a boy (versus any other gender) was related to help-seeking behaviour. 

Analytical lower-bound estimates of sample sizes showed that a minimum sample of 95 was 

required to detect a medium effect size (OR .2) in a logistic regression, with 80% power and an alpha 

of 0.05.  

Missing data 

In instances where there were missing responses to items within a questionnaire (i.e., less than 10% 

missing), we replaced the missing item(s) with the participant’s mean score of the complete items on 

that questionnaire. We excluded participants with missing data on the outcome variable (i.e., help-

seeking behaviour), or predictors (HSPQ, SDQ or CRIES-8) case-wise.  

Results 

Sample descriptives 

The sample were 91 young people in care with a mean age of 16.9 years (SD = 0.11). See Table 14 for 

a full breakdown of sample descriptives. As a brief summary, 47% identified as a boy (n = 43), 44% as 

a girl (n = 40), and 8% as non-binary or genderfluid (n = 7). Most were white (73%; n = 66) and 

English was usually their first language (91%; n = 83). Most of the sample were in education or 

employment (84%; n = 76).  

Half of the sample scored within the ‘normal’ range on the SDQ (n = 45, 50%), 18% scored in the 

borderline range (n = 16), and 33% of the sample had elevated mental health difficulty scores (n = 
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30). Most of the sample scored higher than the clinical range for PTSD on the CRIES-8 (17 or more; n 

= 66, 72%). See Table 15 of means and standard deviations of all measures.  

Reliability and validity of the Help-Seeking Perceptions Questionnaire  

We used Cronbach’s alpha to examine the internal consistency of the HSPQ, and this indicated 

acceptable internal consistency (α = 0.83 for total score; α = 0.76 for attitudes subscale; α = 0.73 for 

perceived social norms; α = 0.84 for perceived behavioural control). We found a moderate positive 

correlation between subscales attitudes and perceived behavioural control (r = .50, p < .01), and a 

small positive correlation between attitudes and perceived social norms (r = .23, p = .03). However, 

we found no correlation between perceived behavioural control and social norms (r = .17, p = .11). 

We found a moderate positive correlation between total score on the HSPQ and the MSPSS 

indicating concurrent validity with a related (but distinct) concept (r = .58, p < .01).  

Help-seeking behaviour 

For a full breakdown of help-seeking behaviour and preferences, see Table 16.  

Most young people reported seeking support for their mental or emotional wellbeing within the past 

three months (n = 61, 67% did; n = 30, 33% did not). Of the 30 young people who reported not 

seeking mental health support, 24 young people said that they did not need support (80%), and six 

said that they did need support but did not want to seek support (20%).  

Of the 61 young people who reported seeking some kind of mental health support in the last 3 

months, half reported seeking support from informal support networks (e.g., friends, family; n = 45, 

49%), 29% said they sought support from social care staff (e.g., social workers, personal advisors) 

and 35% said they sought support from other sources (e.g., teachers, mentors; n = 32). One quarter 

of the sample reported seeking support from professional mental health services in the past three 

months (e.g., clinical psychologists, counsellors, mental health helplines; n = 36). Focussing in the 36 

who sought mental health support from a professional source, 58% said that it was their choice (n = 

21), whilst the remainder reported that someone else “made them” get support. We asked these 36 

young people what happened after they asked for mental health support from services, and 11 

young people reported that they were referred to services and were waiting to receive support 

(31%), 3 reported being rejected from mental health services (8%), and 22 said they were currently 

receiving, or had received some support in the past three months (61%).  

Help-seeking preferences 
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61 young people reported seeking support at some point in the past three months. We asked these 

young people about which people they preferred to turn to for help with their mental health and 

emotional needs.  

Carers were the most popular informal source of support (39%, n = 24), followed by friends (21%, n = 

13). In terms of social care staff, young people reported preferring to get support from social 

workers (36%, n = 21), though many reported having no one to turn to from social services (36%, n = 

22).  Most of the time, young people preferred getting support from counsellors, therapists, 

psychologists or psychiatrists (43%, n = 26), though many reported that there was no one to turn to 

in relation to formal mental health support services (34%, n = 21). Though some participants 

reported a preference for seeking support from their General Practitioner (21%, n = 13), or teachers 

(21%, n = 13), many also reported having no one else they prefer to seek support from (36%, n = 22).  

Predicting help-seeking behaviour 

First, we conducted tests to examine whether help-seeking behaviour (yes, no) was associated with 

the following covariates and predictors: ethnicity (white/any other ethnicity), gender, mental health 

(total SDQ scores and total CRIES-8 scores) and perceptions of help-seeking (HSPQ total scores).  

Chi-squared tests revealed that there were no differences in help-seeking behaviour across girls 

(versus any other gender) and boys (versus any other gender), or across ethnicity categories: X2 (1) = 

.209, p > .5; X2 (1) = .182, p > .5; X2 (1) = .313, p > .5 respectively. Independent samples t-tests 

revealed that mean SDQ scores were significantly higher for those who sought support (M = 16.3, SD 

= 7.2), than those who did not (M = 11.2, SD = 5.7): mean difference = -5.1 (95% CI [-8.07, -2.16], 

t(90) = -3.4, p < .01, d = 0.79). Mean CRIES-8 scores were also significantly higher for those who did 

seek support (M = 26.2, SD = 10), than those who did not (M = 15.7, SD = 11.8): mean difference = -

10.5 (95% CI [-15.7, -5.3]), t(76) = --4.03, p < .01, d = .92. Given subscales of the HSPQ were not all 

correlated with each other, we tested for associations between HSPQ subscales (attitudes, social 

norms and perceived behavioural control) and help-seeking behaviour. This revealed that attitudes, 

social norms subscales were not related to help-seeking behaviour: mean difference = -2.0 (95% CI [-

5.33, 1.41]), t(89) = -1.16, p > 0.05, Cohens’ d = .26; mean difference = 0.49 (95% CI [-1.47, 2.45]), 

t(89) = 0.50, p > 0.05, Cohens’ d = .11. However, those who sought support had significantly lower 

perceived behavioural control (PBC; M = 16.9, SD = 7.04) than those who did not (M = 20.3, SD = 

7.4): mean difference = -3.45 (95% CI [-6.62, -0.28]), t(89) = -2.16, p = .03, Cohens’ d = -0.48. 
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A binomial logistic regression was performed to ascertain the effects of mental health problems 

(total SDQ scores, total CRIES-8 score) and perceived behavioural control (HSPQ PBC subscale) upon 

help-seeking behaviour (results in Table 17). We did not find any evidence that the covariates gender 

or ethnicity were related to help-seeking behaviour, so these were not included in the model. The 

logistic regression model was statistically significant, χ2(3) = 20.4, p < .01. The model explained 28% 

(Nagelkerke R2) of the variance in help-seeking behaviour, and correctly predicted 75% of cases. Of 

the three variables tested, only PTSD scores was a statistically significant predictor, indicating that 

with each unit increase in PTSD scores, there was a 1.07x greater chance of seeking mental health 

support (odds ratio: 1.07, 95% CI [1.02, 1.12], p = .01). There was a general non-significant trend 

toward those with worse general mental health symptoms (total SDQ scores) seeking support, 

whereby for each unit increase there was a 1.09x greater chance of seeking support though this did 

not reach statistical significance (odds ratio: 1.09, 95% CI [0.993, 1.191], p = .07). 

Discussion 

We investigated help seeking preferences, behaviour, and predictors of help-seeking behaviour in a 

sample of young people who were approaching the transition out of care. We found that around 2 in 

3 young people approach leaving-care age reported seeking some form of mental or emotional 

support in the past three months, and most often this was from informal social support networks. In 

relation to help-seeking preferences, carers, friends, social workers and therapists (including 

counsellor, therapist, psychologist or psychiatrist) were the most popular sources of support, 

however many also reported having no one they would seek support from (11-36% dependant on 

source). We found that perceptions of help-seeking were not associated with actual help-seeking 

behaviour cross-sectionally. Worse mental health difficulties (mostly PTSD) had a small positive 

effect upon help-seeking behaviour.  

In line with qualitative research with adolescents in care, informal networks were the most common 

source of mental and emotional support which young people turned to (Hiller, et al., 2021; Powell et 

al., 2021; Törrönen, 2021). When discussing help-seeking preferences, most of this sample said that 

they prefer to seek support from carers, followed by friends. This shows that carers remain an 

important source of support as young people are navigating their move towards independence. 

Unfortunately, research suggests that it is common for care-experienced people to lose touch with 

their carers as they move into independence, which is met with a sense of loss and betrayal (Baker 

et al., 2017). Given the importance carers have in supporting the emotional needs of young people 

as they approach the transition out of care, it is important that we better understand why contact 
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schemes such as Staying Put are/are not used (Children and Families Act, 2014), as well as more 

broad barriers and facilitators to continued contact between carers and young people post-

transition.  

Around half of the help-seeking young people in this sample sought wellbeing and emotional 

support from a social care professional. This shows some young people benefit from positive 

supportive relationships with social care professionals, but others do not. Young people in care have 

expressed that they would like social care professionals to prioritise discussions about wellbeing and 

emotions, especially as they transition out of care (Atkinson & Hyde, 2019). At the same time, many 

social care professionals do not feel equipped, or have capacity within their incredibly busy workload 

to provide such support. Social workers have some of the highest turnover of any profession, and for 

this reason we must be cautious around adding responsibilities before addressing current capacity 

pressures. We asked young people to identity who they would prefer to seek support from out of a 

list of social care professionals. Social workers were selected more frequently than Leaving Care 

Coaches (or equivalent). Given in the UK policy, young people are paired with their Leaving Care 

Coach around the age of 16, we might have expected a greater reliance upon them (Childrens Act, 

2000). This highlights that we do not fully understand how young people experience the transition 

from one social care professional to another at this time, or how this is handled by social care teams 

in practice.  

Over half of the help-seeking young people in our sample sought support from professional mental 

health services in the past three months. Interestingly, just under half of these also reported that 

they did not personally choose to access this support. This finding resonates with other qualitative 

research, which has found that people who have experienced trauma can be avoidant of accessing 

formal mental health support for a number of years (Stige et al., 2013; Phillips et al., 2024). This also 

highlights the key role of adults who facilitate young people’s access to professional mental health 

support. In this way, it is important for trusted adults to understand apprehensions young people 

have around accessing support, feel equipped to approach the young person when they notice that 

they may be struggling, feel confident enough to encourage them to access help, and understand 

how to navigate mental health support services.  

In our research, we found that between 11-36% of young people reported that they had no one they 

would ask for mental health or emotional support from. The exact percentage is dependant on the 

source of support the young person was reporting on. This is despite having contact with multiple 

formal agencies and professionals (e.g., social workers, leaving care coaches, mental health 
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professionals, school staff). Drawing on qualitative research, this could be because young people in 

care find it difficult to trust professionals (Eldridge et al., 2020; Fargas-Malet & McSherry, 2018; 

Hiller, Halligan, et al., 2021; Powell et al., 2021). It may also be due to a preference for independent 

coping, which has been reported in other qualitative studies with care-experienced people (Hiller et 

al., 2021; Phillips et al., 2024; Powell et al., 2021). It is somewhat reassuring that very few young 

people in this sample reported having no one informal (i.e., friends, family) that they would turn to 

for wellbeing and emotional support (around one in ten). It is important to acknowledge that even a 

small number facing such isolation is concerning. Indeed, a recent review of the mental health 

outcomes of care-leavers indicated that not having a good informal social support system was 

associated with worse mental health outcomes in adulthood for care-leavers (Phillips, Halligan, Lavi, 

et al., 2023). In another survey with 45 care-experienced young people, social isolation was reported 

as one of the main feelings that preceded suicidality (Göbbels-Koch, 2023). In this way, it is 

particularly important to identify young people who are socially isolated, especially as they approach 

the transition out of care. This builds upon evidence that isolation of this kind occurs for adolescents 

in care, and should be met with support given its associations with to mental health after the 

transition out of care.  

The questionnaire we created to measure perceptions of help-seeking measured three key concepts: 

attitudes to help-seeking (including concerns around stigma, trust, feeling understood), social norms 

and perceived behavioural control. Interestingly, we found that these three subscales did not predict 

help-seeking behaviour from informal and formal sources (combined variable). Rather, elevated 

PTSD symptoms, and to some extent, general mental health difficulties, were predictive of help-

seeking behaviour. This somewhat contradicts popular models of help-seeking behaviour (e.g., 

Theory of Planned Behaviour; Ajzen et al., 1991). This finding indicates that we still do not fully 

understand why some care-experienced people seek support, whilst others do not. It is positive that 

those who have worse mental health problems, were more likely to ask for it, regardless of concerns 

they might have around the usefulness of seeking emotional and wellbeing support, fears of stigma 

and concerns around the practical possibility of accessing support. However, the effect was relatively 

small. Additionally, mental health needs were elevated across the entire sample, meaning that there 

are still many young people in this sample with clinical-level need, or who were just subthreshold, 

who chose to not to access any kind of mental health support.  

Future directions, strengths and limitations 
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There are several possible predictors which we did not explore in this research. For example, it may 

be that help-seeking only occurred once the young person felt they could not cope without it (i.e., 

changes in their functioning), as has been discussed in qualitative research with care-leavers who 

attempted to access formal mental health support (Phillips et al., 2024). Alternatively, trauma-

avoidance, which is common in samples of young people who have experienced trauma, may 

prevent help-seeking efforts (Davis et al., 2023; Phillips et al., 2024). Whilst we have focussed upon 

the perspectives of young people in this research, it is important to consider the wider context 

around these young people. For example, it is unclear how carers, friends and social care 

professionals influence help-seeking behaviour.   

This research should be taken in light of several limitations. Though the sample of young people in 

this study is fairly large, especially within the context of other UK-based studies conducted with care-

experienced adolescents, we were underpowered to detect smaller effects in our statistical 

analyses. Though we were able to assess the extent to which young people felt that it was practically 

possible to seek-help (through the HSPQ), we were unable to assess the extent to which help-

seeking was actually practically possible. For example, young people may not have reported help-

seeking from a social care professional, because currently they do not have access to one. In this 

way, we are unable to differentiate between those who did not want to seek help, from those who 

could not. We also explored help-seeking behaviour from formal and informal sources of support as 

a combined outcome. It may be that our predictors differentiate between these two types of help-

seeking behaviour, but we could not explore this due to a limited sample size and concerns about 

statistical power. Finally, our research is cross-sectional, which means we cannot differentiate order-

effects in our analysis. We were interested in associations between current help-seeking perceptions 

and recent help-seeking behaviour. However, is highly likely that help-seeking experiences (including 

those which occurred in the last three months), could influence current help-seeking perceptions. As 

a next step, it is important to measure perceptions followed by help-seeking behaviour sometime 

later, to understand whether one influenced the other over time.  

We have shed light on help-seeking preferences and behaviours among young individuals on the 

verge of transitioning out of care. We found that most young people do seek support when they feel 

they need it, predominantly from informal networks such as carers and friends, or to a lesser extent 

social workers. Notably, perceived attitudes towards help-seeking did not influence actual help-

seeking behaviour, but elevated mental health difficulties (mostly PTSD symptoms) did. As a next 

step, it is important that we consider how to maintain helpful supportive relationships (e.g., with 
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carers) as young people reach for independence, as a way to support the mental health of this 

vulnerable group.  
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Tables and Figures 

 

 

Table 14. Sample descriptives 

  N = 91 

Age M (SD) 16.9  (0.25) 
Gender n (%)   

Boy/male 43  (47%) 
Girl/female 40  (44%) 
Non-binary 7 (8%) 
Prefer not to say 1 (1%) 

Sex at birth   
Male 39 (43%) 
Female 52 (57%) 

Ethnicity n (%)   
Asian 6 (7%) 
Black 7 (8%) 
Mixed or Multiple ethnicities  10 (11%) 
White 66 (73%) 
Another ethnicity 2 (2%) 

English as an additional/second language (yes) 8 (9%) 
In education (yes) 68 (75%) 
In employment, training programme or apprenticeship (yes) 38 (42%) 
In neither education nor employment, training or apprenticeship  15 (17%) 
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Table 15. Measure descriptives  
 M SD 
Psychological distress (SDQ)   

Externalising difficulties subscale 7.0 4.0 
Internalising difficulties subscale 7.5 4.0 
Total score  14.5 7.2 

PTSD symptoms (CRIES-8) 22.8 11.2 
Perceptions of Help-Seeking (HSPQ)   

Attitudes subscale  19.4 7.6 
Social norms subscale 16.4 4.4 
Perceived behavioural control 18.0 7.3 
Total score 53.8 16.6 

Perceptions of social support (MSPSS)  65.4 15.3 
SDQ = Strengths and difficulties questionnaire (0-40 possible range); CRIES-8 = Child Revised Impact of 
Events Scale (0-40 possible range); HSPQ = Help-seeking Perceptions Questionnaire (0-90 possible range); 
Attitudes subscale (possible range 0-36); Social norms subscale (0-24); Perceived Behavioural Control 
(possible range 0-30); MSPSS = Multidimensional Scale of Perceived Social Support (possible range 7-84) 
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Table 16. Help-seeking behaviour descriptives 
 N = 91 
Overall help-seeking behaviour n % 
From any source    

Yes 61 71% 
No   

Reportedly did not need support  24  26% 
Reportedly did not want to ask for support 6 7% 

Help-seeking behaviour  n = 61  
From informal sources (yes) 45  
From social care staff (yes) 29  
From another source (yes) 32  
From professional mental health staff (yes) 36  
Professional support experiences 36  
Personal choice to seek support (yes) 21 58% 
Help-seeking stage:   

Referred but waiting to receive support 11 31% 
Referral rejected 3 8% 
Received some support/currently receiving support  22 61% 

Help-seeking preferences a n = 61  
Informal sources   

Carer(s) 24 39% 
Friend(s) 13 21% 
Romantic partner 9 15% 
Parents  4 7% 
Family of romantic partner 2 3% 
Internet support groups 1 2% 
Siblings 1 2% 
Other relative 0  
Religious leader 0  
No one 7 11% 

Social care services   
Social Worker 21 34% 
Keyworker 12 20% 
Mentor 3 5% 
Leaving Care Coach/Personal Advisor 3 5% 
Advocate 0  
No one 22 36% 

Mental health services    
Counsellor, therapist, psychologist or psychiatrist 26 43% 
Phone or text helpline 4 7% 
School counsellor 4 7% 
Mental health or drugs support worker 5 8% 
No one 21 34% 
Missing data 1 1% 

Other sources of support  
General Practitioner  13 21% 
Teacher 13 21% 
Occupational therapist 6 10% 
Hospital 2 3% 
Criminal Justice Worker 1 2% 
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Other 3 5% 
No one 22 36% 
Missing data 1 2% 

a reported as their preferred source of support 
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Table 17. A logistic regression examining the predictive effects of mental health and help-seeking perceptions upon help-
seeking behaviour 

 
B S.E. Wald df p Odds Ratio 95% Confidence Interval 

 
 

     
Lower Upper 

General mental health difficulties (SDQ) 0.08 0.05 3.25 1 .07 1.09 0.99 1.19 

PTSD Symptoms (CRIES-8) 0.07 0.03 6.5 1 .01 1.07 1.02 1.12 

Perceived behavioural control (HSPQ-PBC) -0.01 0.04 0.06 1 .81 0.99 0.92 1.07 

Constant -1.65 1.22 1.84 1 .18 0.19 
  

B = beta-coefficients; SDQ= strengths and difficulties questionnaire; CRIES-8 = Child Revised Impact of Events Scale; HSPQ = Help-seeking Perceptions 
Questionnaire, perceived behavioural control subscale 
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Chapter 6: Systematic Review and Meta-Analysis: Do Best-Evidenced Trauma-Focused 

Interventions for Children and Young people with PTSD Lead to Changes in Social and 

Interpersonal domains? 

 

Chapter rationale 

The broader literature shows that social-related factors appear to be important for preventing 

mental health problems, especially for those who have experienced trauma. Simultaneously, young 

people who experience trauma, in particular those who have PTSD, demonstrate interpersonal 

difficulties, or have poor perceptions of their social networks. Within this thesis, we have 

demonstrated the challenges care-experienced people have with accessing reliable networks of 

informal social support. I wanted explore whether our best-evidenced mental health treatments 

address deficits in social-related outcomes for this group using systematic review methodology. 

Unfortunately there has been little research in this area, so we broadened our investigations to 

explore whether evidence-based treatments for PTSD (which is a key trauma-specific mental health 

outcome), which disproportionately impacts the care-experienced population, improves social-

related outcomes for young people in the general population. Although we have not focussed on the 

care-experienced population with this research, findings could have important implications for this 

group (see discussion) 

Patient and Public Engagement and Involvement 

The care-experienced advisory team were not involved in the design or interpretation of this study.  

  



 178 

This declaration concerns the article entitled: 
A qualitative investigation into care-leavers’ experiences of accessing mental health support 

Publication status (tick one) 

Draft manuscript   Submitted  In 
review X Accepted  Published   

 
Publication 
details 
(reference) 

Phillips, A.R., Halligan, S. L., Bailey, M., Skogbrott Birkeland, M., Lavi, I., Meiser-
Stedman, R., Oram, H., Robinson, S., Sharp, T., Hiller, R. M. (under review) 
Systematic Review and Meta-Analysis: Do Best-Evidenced Trauma-Focused 
Interventions for Children and Young people with PTSD Lead to Changes in 
Social and Interpersonal domains? Journal of the American Academy of Child 
and Adolescent Psychiatry.  

 

 
Copyright status (tick the appropriate statement) 

The material has been published  

with a CC-BY license 
 

The publisher has granted permission to  

replicate the material included here 

X  

 
Candidate’s 
contribution to 
the paper 
(provide details, 
and also 
indicate as a 
percentage) 

Alice Phillips predominantly executed the formation of ideas for this study 
(90%). Data was collected by Alice Phillips, Megan Bailey, Hannah Oram and 
Susan Robinson and predominantly designed by Alice Phillips (90%). 
Experimental work including the analysis and interpretation of findings (85%) 
and the presentation of the paper into journal format (90%).  

Statement from 
Candidate 

This paper reports on original research I conducted during the period of my 
Higher Degree by Research candidature.  

 

Signed 

 

Alice Phillips  

Date 

28.03.24 

  



 179 

Abstract 

Background: Young people with post-traumatic stress disorder (PTSD) experience difficulties in 

social and interpersonal domains. We examined whether the best-evidenced treatments of PTSD for 

children and young people (Trauma-focussed Cognitive Behavioural Therapy or Eye Movement 

Desensitisation and Reprocessing; aged 5-25) improves social or interpersonal factors in randomised 

controlled trials, compared to a comparator condition. Method: The review was preregistered on 

PROSPERO (CRD42023455615; 18th August 2023). Web of Science Core Collection, EMBASE, CINAHL, 

Pubmed, PsycINFO, Cochrane Central Register of Controlled Trials and PTSDPubs were searched, and 

data were extracted for social and interpersonal outcomes post treatment. A random effect meta-

analysis was conducted to obtain between group pooled effect size estimates. Results: The search 

resulted in 792 studies, of which 17 met our inclusion criteria (N = 2498). Our meta-analysis included 

13 studies which investigated social skills and functioning, revealing a small but non-significant effect 

favouring the evidence-based treatment versus comparison (g = .20, 95% CI [-0.03, 0.44], p = 0.09). 

We narratively synthesised six studies which reported other social related outcomes (e.g., 

perceptions of social support), and four out of six reported improved social domain outcomes for the 

evidence-based PTSD treatment condition. There was a large amount of heterogeneity across 

studies, with no evidence that this could be explained by moderators. Conclusion: Few trials report 

on social and interpersonal outcomes, and where they are reported the evidence is mixed. It may be 

that trauma-focused therapies for PTSD needs to be adapted in some circumstances, so that they 

address social and interpersonal deficits.   
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Introduction 

Epidemiological studies estimate that 30-60% of people experience at least one potentially 

traumatic event before their eighteenth birthday (Lewis et al., 2019; McLaughlin et al., 2013). Events 

which can potentially traumatic involve witnessing or experiencing danger of death, serious injury or 

sexual violence to themselves, or learning about a caregiver experiencing these events (ICD-11, 

2021). It is estimated that around 1 in 6 trauma exposed children develop post-traumatic stress 

disorder (PTSD), and rates are higher for those who have experienced repeated and prolonged 

trauma (Alisic et al., 2014; Cecil et al., 2017; Lewis et al., 2021). PTSD is characterised by involuntary 

reexperiencing (e.g., flashbacks, nightmares), avoidance (e.g., places, people), changes in cognitions 

or mood (e.g., negative beliefs about oneself, others or the world) and changes in arousal (e.g., 

hypervigilance, concentration or sleep difficulties; ICD-11, 2021). If left unaddressed, PTSD is 

associated with a wide range of poor outcomes, including co-morbidity, substance misuse, and 

suicidality (Lewis et al., 2019; Xiao et al., 2022).  

One area that can be significantly affected for children with PTSD is social support and interpersonal 

functioning (Allen et al., 2021; Lewis et al., 2019; Trickey et al., 2012). In a population representative 

epidemiological study, Lewis et al. (2019) found that around 50% of children with PTSD reported 

social isolation and loneliness, compared to around 25% of non-traumatised peers, and 28% of the 

traumatised youth without PTSD. In theory, having high social support buffers against development 

of PTSD following a potentially traumatic event (Cohen & Wills, 1985). Simultaneously, PTSD may 

also lead to or exacerbate interpersonal challenges, including potentially reducing social support 

over time (Allen et al, 2021). A meta-analysis of longitudinal research indicated social support and 

PTSD may reciprocally predict each other over time, indicating that this relationship might be bi-

directional (Wang et al., 2021). However, it should be noted that a recent re-analysis of Wang et al. 

(2021) raised concerns that these findings may be due to a statistical effect, meaning some caution 

should be taken around direction of causation (Sorjonen and Merlin., 2023). Regardless, there is 

substantial evidence that these poor social and interpersonal outcomes are associated with PTSD in 

children cross-sectionally, and more research is needed to understand the nature of this association 

(Allen et al., 2021).  

Social and interpersonal factors are a broad and multidimensional concept. Consistently, research 

finds that perceptions of social support (i.e., attitudes and beliefs about the availability and 

adequacy of support; Barrera, 1986), have more reliable associations with mental health than 

quantitative features of ones social network (e.g., number of friends, frequency of contact), 
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including in trauma-exposed populations (Melkman, 2017). There are several forms of social 

support, including emotional support, instrumental or practical support, or advice and guidance 

(Thoits, 2011). A related concept is social skills, functioning or competency, which refers to one’s 

ability to interact with and relate to others in a way that follows social roles and promotes personal 

and interpersonal goals (Bosc, 2000). Again, research consistently finds that young people with PTSD 

experience difficulties with social functioning too (Forresi et al., 2020; MacLean et al., 2019; Villalta 

et al., 2020). There are several studies which demonstrate that PTSD is associated with relationship 

strain in child-parent dyads (Cushing et al., 2023). Finally, there are several socially relevant 

neurocognitive factors which have been studied in the context of childhood trauma such as 

differences in threat detection or facial expression (emotion) processing (McCrory & Viding, 2015; 

McLaughlin et al., 2020). As a next step, it is important to understand the extent to which our best-

practice PTSD treatments successfully address these different social and interpersonal deficits, and 

whether these processes may be mechanisms for recovery from PTSD.  

There are several theoretical explanations which point to the importance of social support in 

buffering the risk of PTSD, but the process by which this relationship occurs is unclear. Appraisals are 

central to theoretical explanations of the development and maintenance of PTSD, and one 

hypothesis is that social interactions may impact cognitive appraisals about the trauma, self and the 

world (Ehlers & Clark, 2000). Indeed, a recent review indicated that parents influence the way 

children appraise a traumatic event, encouraging trauma discussion or avoidance (Afzal et al., 2023). 

In children with PTSD, positive parental support appears to help young people regulate their 

emotions following trauma (Crow et al., 2021; Powers et al., 2022). Warm and caring caregiver-child 

interactions may also be a source of positive experiences for children, which could buffer PTSD 

development. For example, in a sample of around 100 sexually abused children, more maternal 

warmth and emotional support was associated with fewer PTSD symptoms 9 months following 

trauma (Zajac et al., 2015). Beyond parent-child interactions, prospective and cross-sectional 

research investigating broader social networks (e.g., family, friends, special person), indicates the 

positive influence of wider-network social support for PTSD development (e.g., friends, teachers; 

Hitchcock et al., 2015; Münzer et al., 2017). Conversely, social interactions may also increase risk of 

PTSD development, though this has been under researched in child and adolescent samples. For 

example, cross-sectional research with adults indicates that negative social reactions to trauma 

disclosure (e.g., stigmatization) is related to worse PTSD symptomology (Davis et al., 2001; Ullman et 

al., 1991).  



 182 

It is also understood that PTSD may negatively impact upon the availability of social support but this 

direction is under researched in children (Allen et al., 2021). It may be that PTSD symptomatology 

itself erodes the social networks or social skills of children (social erosion hypothesis; Norris & 

Kaniasty, 1996). Alternatively, negative and over-general appraisals about a threatening world, 

which are a characteristic experience for people with PTSD, may cause a child to view their social 

network differently, and withdraw from their social circles. Lai et al. (2018) found that higher child 

PTSD symptoms were associated with perceived reductions in parent, peer and teacher support 

across the first two years following a traumatising event. Children and young people with PTSD may 

also have apprehensions around seeking support from others, which leads to social isolation. Indeed, 

qualitative research involving adolescents and adults who have experienced childhood trauma show 

that many traumatised people prefer self-management strategies, which can delay support-seeking 

from their social network (Stige et al., 2013; Truss et al., 2023).  

In sum, research indicates that social support and interpersonal factors may be important in 

buffering the onset of PTSD, improving PTSD symptoms, and that PTSD can cause a social support 

deficit for young people. As such, understanding how social and interpersonal factors change in 

response to treatment for PTSD is important. PTSD treatment may inadvertently improve social 

support outcomes and this has important implications for psychological models of trauma and 

mental health, and treatment decisions. At present, the best-evidenced treatment for children who 

have PTSD are trauma-focussed cognitive behavioural therapies (tf-CBT). Tf-CBTs are the first-line 

recommended treatment for children with PTSD within healthcare settings in the UK and other 

agencies internationally (e.g., Centre for Disease Control and Prevention, 2010; National Health and 

Medical Research Council, 2013; National Institute for Health and Care Excellence, 2020). Though 

there is a smaller evidence-base for the effectiveness, and cost-effectiveness of Eye Movement 

Desensitisation and Reprocessing Therapy (EMDR; Leenarts et al., 2013; Mavranezouli et al., 2020), 

this is usually indicated as another treatment option for PTSD in children. Meta-analytic reviews 

show that these treatments (particularly tf-CBTs) reduce common comorbidities, such as depression 

and anxiety (Bastien et al., 2020; Davis et al., 2023; Leenarts et al., 2013; Mavranezouli et al., 2020). 

However, there has been less systematic focus on whether such treatments might drive change in 

broader domains, including social and interpersonal factors in children.  

A recent review with adult populations, demonstrated tf-CBT had a medium effect upon 

interpersonal functioning (Swerdlow et al., 2023). This is despite interpersonal outcomes not being 

central to the theories underlying tf-CBT, nor a key treatment target with these interventions. It may 

be that the changes in maladaptive appraisals as part of treatment (related to the trauma, self and 
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other people), lead to improvements in social domains cognitions (e.g., reductions in thoughts like “I 

can’t trust anyone”). Or simply reducing symptoms of trauma-related distress may allow people to 

re-engage with their social networks. To date this is unexplored in children and young people. Other 

therapy-related factors may moderate the extent to which social and interpersonal domains 

improve. For example, the inclusion of caregivers in therapy may improve child-parent relations. 

Group therapy may allow previously isolated children and adolescents with PTSD the opportunity to 

engage with and relate to peers in a safe and supportive environment. It is also important to 

establish whether tf-CBTs and EMDR improve social support to the same extent, and whether 

findings translate across different economic and cultural contexts (e.g., low/middle income or high 

income countries).  

Previous studies have established that PTSD is linked to poorer social and interpersonal outcomes. 

Less is known about whether the best-evidenced treatments for PTSD can also improve these 

domains in children and adolescents (i.e., aged up to 25; Sawyer et al., 2018). Knowing this would 

help us understand whether the current best treatments can be expected to improve the access to 

future social support, or whether broad treatment outcomes could be improved by including 

interventions focussing on the social domain. Using a meta-analytic approach we explored whether 

best-evidenced child PTSD treatments (tf-CBTs, EMDR) were associated with improved outcomes on 

social domains, compared to comparison groups. We also explored key potential moderators, 

including: whether the comparator was passive or active; whether the therapy was group or 

individual; the involvement or caregivers; country context (i.e., low and middle, or high income 

countries) and therapy type (tf-CBTs or EMDR).  

Method 

This meta-analysis was preregistered on PROSPERO (CRD42023455615; 18th August 2023) and 

followed Preferred Reporting Items for Systematic Reviews and Meta-Analyses reporting guidelines 

(PRISMA; Page et al., 2021). PRISMA checklist is available in supplementary materials (Appendix F). 

Our review questions were: 

• Do best-evidenced trauma-focussed therapies for children and young people (tf-CBTs or 

EMDR) change social or interpersonal factors (e.g., perceived social support, social 

functioning), when compared with passive and active control conditions? 

• Are findings moderated by (i) type of intervention (tf-CBT v EMDR), (ii) comparison condition 

(active/passive), (iii) trauma type (some interpersonal/no interpersonal), (iv) therapy format 
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(mostly group/mostly individual), (v) caregiver-involvement (some/none), or (vi) region type 

(low-middle income/high income)? 

Eligibility criteria 

Eligible studies were: (1) randomised controlled trials which compared tf-CBTs or EMDR therapy with 

a passive or active control group (see supplementary materials, Appendix G for definitions); (2) 

participants with a mean age between 5-25; (3) participants with clinically-elevated PTSD symptoms 

at baseline, as defined by either a diagnostic interview or reaching above a clinical cut-off on a 

validated symptom measure, via either self-report or caregiver report; (4) where PTSD or complex 

PTSD was the primary target of the intervention; (5) interventions that were mostly in-person 

(>50%), and were either group or individual therapy; (6) in line with UK NICE guidelines for PTSD 

treatments (NICE, 2020), the entire course of therapy was at least five sessions in the case of group 

therapy, and six for individual therapy; (7) studies had a validated measure of social and 

interpersonal factor as an outcome (see Appendix H for definitions); (8) there were no limitations on 

publication date, nor language.  

Search Strategy 

Searches were run within Web of Science Core Collection, EMBASE, CINAHL, Pubmed, PsycINFO, 

Cochrane Central Register of Controlled Trials (CENTRAL) and PTSDPubs on 30th of June 2023. 

Databases were searched using relevant medical subject headings (MeSH), free-text terms and study 

type filters where appropriate. Specific search strategies were developed with a subject-specific 

librarian not otherwise associated with the project. Full search terms are available within 

supplementary materials (Appendix I). To ensure literature saturation, we scanned the reference 

lists of included studies, as well as recent relevant reviews identified through the search.  

Selection process and data extraction 

Titles and abstracts were imported into Covidence (https:// www.covidence.org/), where we 

removed duplicate records (see Figure 6). First titles and abstracts were split evenly between the 

screening team (ARP, HO, SR) and were independently screened against inclusion criteria (see 

above).  All papers were then double screened (87% agreement). This process was repeated with full 

texts, comparing them to eligibility criteria (90% agreement). Disagreements were resolved through 

a consensus meetings. Two authors (ARP, HO) independently extracted descriptive and quantitative 

data using a charting form within Excel. Quality checks were conducted by the same reviewers. 
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Where necessary, authors were contacted for additional information, and if no reply was received 

after 1-month studies were excluded (see supplementary materials, Appendix J for which studies 

were excluded and why). 

Information was extracted regarding the social and interpersonal outcome measure used, informant 

(e.g., self, carer, teacher) and type of social domain. These categories were derived from common 

definitions used in the field and recent related meta-analyses in the field. Where available, we 

extracted means and standard deviations for all available time points, along with within and 

between-group effect sizes. Study details included the country in which the study was conducted, 

the setting in which the intervention occurred (e.g., school, mental health setting), the total sample 

size, comparison condition (active or passive), and follow-up periods. We also gathered intervention 

details (therapeutic manual, number of sessions, length of sessions, caregiver involvement (some, 

none) and therapy format (online, in-person). Participant demographic information included 

participant age (mean and standard deviation), nationality/ethnicity, gender/sex (ns and 

percentages). Where reported we gathered information around trauma history, and measures of 

PTSD. 

Risk of bias for the outcome measure was first independently assessed by two assessors (ARP, SR) 

using the Cochrane Risk of Bias (RoB 2.0). Double checking resulted in an agreement of 94%. 

Disagreements were resolved by discussion. 

Synthesis methods 

Papers were categorised by the social and interpersonal domain they investigated (see Table 18). 

We narratively synthesised studies which investigate perceptions of support, relationship quality, 

and social cognitions, given they were infrequently investigated and heterogeneous in design, so 

unsuitable for meta-analyses methods. We meta-analysed studies which investigated social skills or 

functioning outcomes. These studies were consistent in relation to the concept they measured, and 

the questionnaire they used (i.e., Strengths and Difficulties Questionnaire (SDQ; Goodman et al., 

2007) or the Child Behaviour Checklist (CBCL; Achenbach, 1999)). 

 Meta-analysis 

We conducted a random-effects meta-analysis using the R package metafor (https://cran.r-

project.org/web/packages/metafor/index.html); Viechtbauer, 2010). Hedges’ g statistic was derived 

for each study. Heterogeneity of studies was reported using I2 statistic and prediction intervals 

https://cran.r-project.org/web/packages/metafor/index.html
https://cran.r-project.org/web/packages/metafor/index.html


 186 

(Higgins et al., 2003; Higgins et al., 2009). Here, >25% indicates low heterogeneity, >50% moderate 

heterogeneity, and >75% high heterogeneity (Higgins et al., 2003). A positive Hedges g statistic 

indicates an effect favouring the experimental condition, indicating higher social and interpersonal 

functioning for the experimental condition.  We also assessed the likelihood of publication bias using 

visual inspection of a funnel plot, and statistical testing (Egger et al., 1997).  

There were several instances where a single study reported more than one outcome (e.g., peer 

problems and pro-social behaviour subscales from the SDQ), or more than one reporter on a single 

outcome (i.e., child and carer reporter). In these cases, we used the following decision tree to select 

the outcome: first we prioritised child self-report over carer or teacher report; next we prioritised 

measures of interpersonal or social problems as opposed to positive outcomes (e.g., on the SDQ this 

was peer problems, instead of prosocial skills). As a sensitivity analysis, we also aggregated effect 

sizes across outcomes and reporters for each study and re-ran the meta-analysis using aggregate 

effect sizes. Here, we assumed inter-rater correlation between subscales to be r = .35 (Goodman et 

al., 2001). See supplementary materials (Appendix K) for details on which subscale and reporter 

were used for each study included in the meta-analysis.  

Moderators 

As per our pre-registration we conducted exploratory sub-group analyses to identify possible 

sources of heterogeneity. A priori we decided to only investigate moderators where there were four 

or more studies in each group, and where this wasn’t possible, to rerun the meta-analysis, excluding 

the smaller group as a sensitivity analysis.  

Moderators included: comparator (active vs passive), therapy format (group vs individual), and the 

extent to which caregivers were involved in therapy (some vs none). We were unable to examine 

therapy type (EMDR vs tf-CBT) or country context (high income, vs low-middle income) as 

moderators, as there was not enough papers (i.e., didn’t meet our criteria of more than four papers). 

As a sensitivity analysis, we excluded studies which used EMDR (k = 1) or which were conducted in 

low-and-middle-income countries (k = 3). We could not examine trauma type as a moderator 

(interpersonal vs non-interpersonal) as per pre-registration, because all studies included in the 

meta-analysis involved young people who had experienced interpersonal trauma. As per our pre-

registration, we also conducted sensitivity analyses upon risk of bias results by omitting studies that 

are judged to be at high risk of bias and re-running the meta-analysis (k = 6).  

Results 
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Characteristics of included studies 

The systematic search resulted in 792 studies (after duplicates were removed), of which 17 met our 

inclusion criteria (see Table 19 for study descriptives). The included studies represent a total of 2498 

young people, with a mean age of 13. In nearly all studies, participants had been exposed multiple 

types of trauma (e.g., physical and sexual abuse, or sexual abuse and war related conflict; k = 16). 

One study included a sample of single-incident non-interpersonal trauma (e.g., car accidents; 

Meiser-Stedman et al., 2017).   

Nearly all included studies implemented a type of trauma-focussed cognitive behavioural therapy (k 

= 16; only Jamshidi et al., 2020 used EMDR). In all cases therapy was delivered in person (as opposed 

to remotely), usually in individual format (k = 11). Most interventions included some caregiver 

involvement (k = 15), usually with a mixture of parallel and conjoint sessions. Study design varied: 10 

used a passive waiting list control condition, four used treatment-as-usual, and three used an active 

control. See Table 20 for more detail on study characteristics (see also supplementary materials, 

Appendix L).  

Outcome measures predominantly assessed self or caregiver reported social skills, functioning, or 

competency (k = 13), with fewer focusing on perceptions of support (k = 2), relationship 

characteristics (k = 2), or social cognitions (k = 2). None measured network features, enacted support 

or social-related neurocognitive processes.  

Narrative synthesis 

Two studies investigated whether perceptions of the amount of social support available were 

different across groups, after tf-CBT. With 156 participants, Birkeland et al., (2020) found that the 

children (aged 10-18) in the tf-CBT group reported higher perceived social support post-intervention 

than the treatment as usual group (t(154) = 2.98, p < .05, d = 0.47). This effect was maintained at 12-

month follow-up (t(154) = 2.2, p = 0.028, d = 0.47), but not 18-month follow-up (t = 1.448, p > 0.5, d 

= 0.18). By contrast, with a sample of 26 children (aged 8-17), Meiser-Stedman et al., (2017) did not 

find evidence of a difference in child-reported perceptions of social support post-intervention 

(F(1,25)= .32, p > .05, np2 = 0.01).  

Two studies investigated whether social cognitions were different across the groups, after tf-CBT. 

With a sample of 32 children (aged 8-13), Celano et al., (1996) reported that there was no difference 

in child-reported betrayal social cognitions between conditions following intervention (statistics 
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unreported). Whereas Cohen et al., (2004) found a significant group by time effect of tf-CBT upon 

child-reported social cognitions related to trust (n = 183, F(1,182) = 5.34, p < .01, d = 0.34), whereby 

post-intervention mistrust decreased more for the tf-CBT group (total sample aged 8-14 years old). 

Two studies examined whether carer-child relationship characteristics were different following tf-

CBT. With a sample of 85 young people (aged 14-21), Rimaine et al., (2020) examined differences in 

child-reported attachment style (anxious attachment and avoidant attachment). They did not 

analyse between group differences post-intervention, but did find that from pre- to post-

intervention there was a significant decrease in child-reported anxious attachment style in both the 

tf-CBT group (t(26) = 1.51, p < .05, d = .29), and the wait-list control (t(29)=2.55, p = .016, d = 0.47). 

They also reported that pre- to post-intervention there was a significant decrease in child-reported 

avoidant attachment style in the tf-CBT group (t(26) = 2.57, p = .016, d = .49), but not the wait-list 

control (t(29) = 0.34, p > .05, d = 0.06). The same pattern of results were reported at 3 month follow-

up.  

Finally, Dorsey et al., (2020) reported upon changes in parent-reported closeness between parents 

and children, as well as the amount of conflict they experienced with each other. They examined 

these outcomes in four different samples (aged 7-13) who received tf-CBT, two in Kenya (urban and 

rural), and two in Tanzania (urban and rural). They found significant differences in “closeness” 

between the intervention group and treatment-as-usual group post-intervention for both Kenya 

samples (urban: t = 2.64 p < . 05, d = 0.27; rural:, t = 3.68, p <.01, d = 0.46), but neither of the 

Tanzania samples (urban: t = 2.45, p >. 05, d = 0.25; rural: t = 2, p > .05, d = .25). This was not the 

case for conflict, whereby the only group difference was for the Kenya Urban sample, but not the 

other groups (t = 2.73, p < 0.05, d = 0.28).   

In sum, of the six studies narratively reviewed, four of them reported small-medium improvements 

in social domain outcomes for young people who have received an evidence-based PTSD treatment. 

Meta-analyses 

The meta-analysis included 13 studies. These were studies that measured social skills or functioning, 

usually using the SDQ or CBCL. For 7 of the 13 we extracted child self-report. For the 6 where this 

was not available, we used caregiver (k = 5) or teacher report (k = 1).   

There was a small but non-significant effect favouring the evidence-based treatment versus 

comparison (g = .20, 95% CI [-0.03, 0.44], p = 0.09; see Table 21; see forest plot in Figure 7). While 
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there was moderate heterogeneity according to I2, inspection of prediction intervals suggested that 

the range of effects that might be observed in clinical practice would actually be quite narrow (95% 

PI [-0.49, 0.90]). Inspection of the funnel plot was symmetrical, indicating that there was unlikely to 

be publication bias (see Figure 8). As a sensitivity analysis, we re-ran the meta-analysis, but with 

aggregated effect sizes for studies which included multiple outcomes (e.g., multiple reporters on 

SDQ). This revealed a similar pattern, whereby social functioning scores were higher post-treatment 

versus control, with a small effect size that here reached statistical significance (g = .15, 95% CI [0.02, 

0.28], p = 0.02; see supplementary materials, Appendix M and N).  

We examined three moderators (control type, care-giver involvement, therapy format). None were 

found to moderate post-treatment effects (see Table 21). The pooled effect size for studies using an 

active control was comparable to passive controls (Q = .1.87, p = 0.17), as were studies with and 

without care-giver involvement (Q = .345, p = 0.56), and studies which conducted individual and 

group therapy (Q = .003, p = 0.95).  

As a final series of sensitivity checks, we removed studies which were indicated as having a high risk 

of bias (k = 6 removed), which left seven studies. Again, this indicated a small benefit of the 

evidence-based intervention over the control condition on social skills (g = .14, 95% CI [.00, 0.29]). 

We found similar results when we removed the one study which used EMDR (as opposed to tf-CBT; 

g = .15, 95% CI [.00, 0.32]), and when we examined studies which were conducted in a high-income 

countries only (g = .14, 95% CI [-.03, 0.32]).  

Discussion 

Given evidence that social domains (e.g., perceived support, peer or relationship difficulties) might 

be reciprocally associated with child PTSD, we sought to understand whether best-evidenced 

treatments would lead to improvements in these domains. Our meta-analytic analysis found some 

evidence of small effects favouring tf-CBT/EMDR over control conditions upon social and 

interpersonal outcomes. There was substantial variability across trials, and this variability was not 

explained by the moderators investigated, including type of control condition, therapy type, 

caregiver-involvement, or country context. We narratively synthesised research on broader social 

domains, including perceptions of support, social cognitions, and relationship characteristics. Of the 

six studies reviewed, four of them reported small-medium improvements in social domain outcomes 

for young people who have received an evidence-based PTSD treatment. 
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Interpersonal and social domains are not central to the theories that underlie tf-CBT, or EMDR, and 

they are also not a specific target of these treatments. Despite this, a recent review of the adult 

literature indicated medium-sized positive effect of best-evidenced trauma-focussed therapies upon 

interpersonal functioning (Swerdlow et al., 2023). Our review somewhat contradicts this study, 

finding only a small positive effect upon social functioning. There are several reasons why this might 

be the case. Firstly, multiple potential sources of heterogeneity were identified, including 

assessment approach (e.g., teacher, parent or self-report ratings), treatment arms (e.g., treatment 

manual and format) and differences in the specific social and interpersonal outcome measures (e.g., 

SDQ and CBCL). Secondly, children have less autonomy over their social lives (i.e., they attend 

school, after school clubs). Whilst adults may choose to socialise more following therapy, which 

might have positive knock-on effects for social and interpersonal outcomes, the social landscape of a 

child is less likely to change after child-focussed therapy. It may be that in order to improve social 

domains in children and adolescents with PTSD, we need to include therapeutic exercises which 

directly target these processes. This was included amongst the implications of two other recent 

narrative reviews, but in relation to children and young people with anxiety disorders, or who were 

institutionalised in a mental health hospital (Etkin et al., 2023; Wright et al., 2019). Finally, though 

we only found a small difference in social domains after evidence-based therapy for PTSD. However, 

it is important to consider whether this small difference is tangible and meaningful for the young 

person (i.e., Carey et al., 2023). 

One tentative implication of this review is that our best-evidenced trauma-focussed therapies for 

PSTD in children and young people, do not appear to effect their change upon PTSD scores due to 

substantial changes in social and interpersonal domains. By this we mean that PTSD 

symptomatology was improved for children and young people in the trials included, even though it 

only had a small effect upon social and interpersonal domains. This supports cognitive models of 

PTSD, which implicate the importance of other psychological processes, such as trauma appraisals 

and avoidance (Ehlers et al, 2000). This review reveals that young people may continue to have 

challenges with social functioning or continue to feel that they do not have adequate support 

despite undergoing therapy (immediately post-treatment). It is unclear whether social functioning 

could improve over time because PTSD symptomatology has improved (social erosion hypothesis; 

Norris & Kaniasty, 1996). In this review, only two studies reported social outcomes for later 

timepoints, meaning we were unable to meta-analyse longer-term outcomes.  

We only identified 17 studies which reported social-related outcomes, which is a small proportion of 

all the treatment trials which have been conducted upon children and young people with PTSD. Now 



 191 

that there is a good evidence-base for tf-CBT, and EMDR (Bastien et al., 2020; Davis et al., 2023; 

Leenarts et al., 2013; Mavranezouli et al., 2020), research should direct attention to mechanism 

research, or secondary outcomes. For example, whether social-related neurocognitive processes, 

which are implicated in mental health and trauma models (e.g., threat perception; McCrory & 

Viding, 2015; McLaughlin et al., 2020), change post-PTSD treatment. Or, perhaps we should focus 

upon social-related factors which are frequently reported to be important to young people and 

adolescents with PTSD. Qualitative research and national surveys repeatedly show that children and 

young people report that friendships and relationships are very important for wellbeing and mental 

health problems, including within trauma-exposed samples (Briheim-Crookall et al., 2020; Children’s 

Comissioner, 2017).  

Of note, most studies included in this review focussed upon social functioning outcomes 

(specifically, peer problems and prosocial behaviour). Few focused on perceptions of social support 

(Cohen & Wills, 1985; McLaughlin et al., 2020). Similarly, socially relevant neurocognitive processes 

(e.g., threat perception, emotion recognition), which are evidenced mechanisms for multiple mental 

health conditions including PTSD in trauma-exposed samples, were not studied at all in relation to 

treatment effect (McCrory et al., 2015). Future trials might consider investigating social and 

interpersonal outcomes with greater specificity, for example examining interplay between 

improvement in PTSD symptoms, social functioning, relationship quality, social cognitions and 

socially relevant neurocognitive processes. Indeed, it is likely that these social and interpersonal 

domains are related and overlapping, but more work is needed to understand how they interact, 

especially as a mechanism for mental health. Work of this kind has the potential to improve our 

understanding of mechanisms for PTSD development, maintenance, and treatment.  

Findings should be taken in view of several limitations, most of which relate the studies included. 

The overall number of studies included was small, and several of the samples were relatively small 

(i.e., more than half had around 50 participants or less). This likely reflects the challenge with 

conducting research with children and young people with complex mental health difficulties, in 

complex settings. There was good diversity in terms of sample demographics, with studies 

conducted with in high and low-middle income countries, though there was a slight trend towards 

more females than in males. As reflected in the risk-of-bias assessments, many of the included 

studies were at risk of some bias. Though moderator analyses indicated that this likely did not 

impact upon findings, this should be addressed in future research. Our group-level findings may also 

mask considerable between-person variability in treatment outcomes. It may be that social support 

was improved for some young people, under certain circumstances, and this warrants further 
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investigation. For example, how might baseline social support scores relate to changes after 

treatment? Finally, it may be that some of the studies are impacted by floor or ceiling effects. At 

baseline, several studies reported low problem scores (e.g., on peer problems), meaning there was 

little room for positive improvement during the trial. This may represent a problem with sample 

recruitment, whereby young people who have poor social functioning do not partake in treatment 

trials. This issue should be examined in future research.  

This review investigated the utility of tf-CBT and EMDR in improving interpersonal and social 

domains for children and young people with PSTD. In sum, only a few trials reported on social and 

interpersonal outcomes, and where they are reported the evidence is mixed. Some young people 

experience small improvements in their social functioning, though this was not true for all trials 

included. It may be that trauma-focused therapies for PTSD need to be adapted in some 

circumstances, so that they address social and interpersonal deficits. To move the field forward, 

investigations should investigate social and interpersonal domains with greater specificity, taking a 

theory-driven approach, to further our understanding of the link between PTSD, social support and 

interpersonal functioning.   
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Tables and Figures 

 

Table 18. Overview of social support and interpersonal outcomes  

Social or 

interpersonal 

outcome Description 

Number of studies 

identified which 

investigate this outcome 

Network features Reported size and density of support network 
(i.e., number of close friends) 

None identified 

Enacted support  Frequency with which support has been received None identified 

Perceptions of 

support 

Attitudes and beliefs about the availability and 
adequacy of support provided by one’s social 
network 

K = 2 

Social skills or 

functioning 

The ability to interact with and relate to others in 
a way that follows social roles and promotes 
personal and interpersonal goals 

K = 13 

Relationship 

quality 

Perceptions around the quality of key 
relationships, such as whether a relationship is 
characterised by closeness or conflict.  

K = 2 

Social cognitions Mental processes involved in understanding, 
interpreting, and responding to social 
information related to interpersonal 
relationships, including social-related cognitive 
schemas (e.g., trust and betrayal) and 
neurocognitive processes (e.g., emotion 
recognition).   

K = 2 

Note. See supplementary materials for more information on definitions 
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Table 19. Study descriptives 

Characteristics K = 17 
Participant age   

Younger childhood (6-12) 5 
Adolescents (13-17) 1 
Young adulthood (18-25) 1 
Broad age range (6-25) 9 

Participant gender/sex  
Girl only 3 
Mixed 14 

Setting  
Healthcare clinic 10 
Community/support centre 3 
Education setting 4 

Country Context  
Low-middle income country 4 
High income country 13 

Notes. This table includes all studies which 
met inclusion criteria, of which 13 were 
meta-analysed.  
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Table 20. Study design information  

Trial 
paper(s) Country 

Sample 
size Sample age 

Ethnicity/ 
Nationality (n, 
%) 

Gender/sex 
(n, %) 

Intervention 
manual 

Control 
Condition Outcomes 

Risk of 
Bias c 

Birkeland 
et al., 2020 
& Jensen et 
al., 2014a Norway n = 156 

M = 15.1, SD 
= 2.2; (range 
10-18) 

Norwegian (115, 
73.7%); Asian 
(17, 10.9%); One 
Norwegian 
parent (13, 
8.3%); other (11, 
7.1%) 

f = 124, 
79.5%; m = 
32, 20.5% 

Trauma-
Focussed 
Cognitive 
Behavioural 
Therapy (Cohen 
et al., 2006) TAU 

Social skills (peer 
problems and pro-
social behaviour 
subscale of SDQ) 
 
Perceptions of social 
support (FSSQ)  

Some 
concerns 

Celano et 
al., 1996 

United 
States of 
America n = 32 

M = 10.5, SD 
unreported 
(range: 8 -
13) 

African 
American (24, 
75%), White (7, 
22%), Hispanic 
(1, 3%) 

f = 32, 
100% 

Recovering from 
Abuse Program 
(Celnao et al., 
1991) TAU 

Social Cognitions 
(Betrayal Subscale of 
CITES-R) High 

Cohen et 
al., 2004 

United 
States of 
America n = 229 

 
M = 10.76, 
SD 
unreported 
(range: 8 -
14) 

White (122, 
60%); African 
American (56, 
28%); biracial 
(14, 7%); other 
(11, 5%) 

f = 160, 
79%; m = 
43, 21% 

 
Trauma-
Focussed 
Cognitive 
Behavioural 
Therapy (Cohen 
et al., 2000) AC 

Social skills (social 
competency of CBCL) 
 
Social Cognitions 
(CAPS) 

Some 
concerns 

Cohen et 
al., 2005 a 

United 
States of 
America n = 82 

M = 11.1, SD 
unreported 
(range: 8 -
15) 

White (49, 60%); 
African 
American (30, 
37%); other (3, 
3%) 

f = 56, 68%; 
m = 26, 
32% 

Sexual Abuse-
Specific 
Cognitive-
Behavioural 
Therapy AC 

Social skills (social 
competency subscale 
of CBCL) High 
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Dorsey et 
al., 2020 b 

Kenya and 
Tanzania  

All 
samples 
n = 320 

Kenya 
Urban: M = 
10.7, SD = 
1.6 (range 7-
13) 
 
Kenya Rural: 
M = 10.2, SD 
= 1.7 (range 
7-13) 
 
Tanzania 
Urban: M = 
10.9, SD = 
1.6 (range 7-
13) 
 
Tanzania 
Rural: M = 
10.5, SD = 
1.8 (range 7-
13) Unreported  

Kenya, 
Urban: f = 
96, 50%; m 
= 96, 50%  
 
Kenya, 
Rural: f = 
64, 50%; m 
= 64, 50% 
 
Tanzania, 
Urban: f = 
96, 50%; m 
= 96, 50% 
 
Tanzania, 
Rural: f = 
64, 50%; m 
= 64, 50% 

Trauma-
Focussed 
Cognitive 
Behavioural 
Therapy (Cohen 
et al., 2006) TAU 

Relationship 
Characteristics 
(closeness and 
conflict subscales of 
the C-PRS) 

Some 
concerns 

Ehntholt et 
al., 2005 

United 
Kingdom n = 26 

M =12.9, SD 
= 0.93; 
(range: 11-
15) 

Albanian (11, 
42%); Sierra 
Leone (10, 38%); 
Turkey (3, 12%); 
Afghanistan (1, 
4%); Somalia (1, 
4%) 

f = 17, 65%; 
m = 9, 35% 

Children and 
War: Teaching 
Recovery 
Techniques 
(Smith et al., 
2000) 
 WL 

Social skills (peer 
problems and pro-
social behaviour 
subscale of SDQ) High 

Goldbeck 
et a., 2016 Germany n = 159 

M = 13.03, 
SD = 2.80; 
(range: 7-17) 

German native 
(143, 89.9%); 
non-German 
native (11, 

f = 114, 
71.7%; m = 
45, 28.3% 

Trauma-
Focussed 
Cognitive 
Behavioural WL 

Social skills (social 
problems subscale of 
CBCL) Low 
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6.9%); missing 
(5, 3.1%) 

Therapy (Cohen 
et al., 2006) 

Jamshidi et 
al., 2020 Iran n = 30 

M = 21.4, SD 
= 3.96; 
(range:18-
30) Unreported 

f = 30 
(100%) 

Eye movement 
desensitization 
and reprocessing 
(EMDR) therapy 
(Shapiro et al., 
2017) WL 

Social skills 
(interpersonal 
problems subscale of 
CMS) High 

Kameoka et 
al., 2020 Japan n = 30 

M = 13.90, 
SD 
unreported 
(range: 11 -
13) Unreported 

f = 22, 73%; 
m = 8, 27% 

Trauma-
Focussed 
Cognitive 
Behavioural 
Therapy (Cohen 
et al., 2017) TAU  

Social skills (social 
problems subscale of 
CBCL) 

Some 
concerns 

Langley et 
al., 2015 

United 
States of 
America n = 74 

M = 7.65, SD 
= 1.36; 
(range: 7-13) 

Latino (36, 49%), 
Caucasian (20, 
27%), African 
American (13, 
18%), mixed 
ethnicity (4, 5%), 
Asian (1, 1%) 

f = 37 ,50%; 
m = 37, 
50% 

Bounce Back 
(Langley et al., 
2011) WL 

Social skills (peer 
problems and pro-
social behaviour 
subscale of SDQ and 
SAS-SR-Y) High 

Meiser-
Stedman et 
al., 2017 England n = 29 

M = 13.3, SD 
= 2.5; (range: 
8-17) 

White British 
(25, 86.2%), 
minority 
ethnicity (4, 
13.8%) 

f = 21, 72%, 
m = 8, 28% 

Cognitive 
Therapy for 
Post-traumatic 
Stress Disorder 
(Smith et al., 
2010) WL 

Social support 
perceptions (MSPSS) 

Some 
concerns 

O’Callaghan 
et al., 2013 

Democratic 
Republic of 
Congo n = 52 

Experimental 
condition 
Mean = 
15.83, SD = 
1.27; control 
condition Unreported 

f = 52 
(100%); m = 
0 (0%) 

Culturally 
adapted group 
therapy based 
upon Trauma-
Focussed 
Cognitive WL Social skills (AYPA) 

Some 
concerns 



 205 

mean = 
16.18, SD = 
1.34; (range: 
12-17) 

Behavioural 
Therapy (Cohen 
et al., 2006) 

O’Callaghan 
et al., 2015 

Democratic 
Republic of 
Congo n = 50 

M = 14.9, SD 
unreported 
(range: 8 – 
17) Unreported 

f = 21, m = 
29 

Culturally 
adapted group 
therapy based 
upon Trauma-
Focussed 
Cognitive 
Behavioural 
Therapy (Cohen 
et al., 2006) AC Social skills (AYPA) Low 

Ooi et al., 
2016 Australia n = 82 

Experimental 
condition 
mean = 
13.13, SD = 
1.50; control 
condition 
mean = 
12.05, SD = 
1.75; (range: 
10-17) 

Exp group: 
African (27, 
60%), Asian (5, 
11%), Middle 
Eastern (9, 20%). 
Control group: 
African (19, 
51%), Asian (13, 
35%), Middle 
Eastern (5, 14%) 

f = 29, 35%, 
m = 53, 
65% 

Children and 
War: Teaching 
Recovery 
Techniques 
(Smith et al., 
2000) WL 

Social skills (prosocial 
behaviour subscale 
of SDQ) 

Some 
concerns 

Peloten et 
al., 2019 Finland n = 50 

M = 13.2, SD 
= 3.2; (range: 
9-17) 

Finnish (13, 
26%), Iraq (14, 
28%), 
Afghanistan (14, 
28%), other (9, 
18%) 

f = 21, 42%, 
m = 29, 
58% 

Narrative 
Exposure 
Therapy 
(Schauer et al., 
2011) TAU 

Social skills (peer 
problems and pro-
social behaviour 
subscale of SDQ) High 

Rimane et 
al., 2021 a Germany n = 85 

M = 18.14, 
SD = 2.23; 
(range: 14-
21) 

German citizen: 
n = 64 (75%); 
immigration 

f = 72, 85%, 
m = 13, 
15% 

Developmentally 
adapted 
Cognitive 
Processing WL 

Relationship 
characteristics 
(anxious and High 
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background: n = 
21 (25%) 

Therapy (Matulis 
et al., 2014) 

avoidant attachment 
of ECR-R) 

Santiago et 
al., 2018 

United 
States of 
America n = 52 

M = 7.76, SD 
= 0.88; 
(range: 6-10)  

Latino 29 
(55.8%), 
Latino/Caucasian 
12(23.1%), 
Latino/Native 
American 
3(5.9%), 
White/Caucasian 
3(5.9%), African 
American/Black 
2(3.8%), Missing 
Data 3(5.9%) 

f = 19, 
36.5%, m = 
33, 64.5% 

Bounce Back 
(Langley et al., 
2015) WL 

Social skills (peer 
problems and pro-
social behaviour 
subscale of SDQ) High 

a secondary data analysis of a trial reported elsewhere 
b reports findings based upon four different samples within the same paper  
c based upon the Cochrane Risk of Bias tool for Randomised Controlled Trials 
d Study included in meta-analysis 
Notes. AC = active control; AYPA = African Youth Psychosocial Assessment Instrument (Bolton et al., 2007); CAPS = Children’s Attributions and 
Perceptions Scale (Mannarino et al., 1994); CITES-R = Betrayal subscale of the Children's Impact of Traumatic Events Scales--Revised (Wolfe, Gentile, 
Michienzi, Sas, & Wolfe, 1991); CMS = Civilian Mississippi Scale for PTSD (CMS; Keane et al, 1990); C-PRS = Child-Parent Relationship Scale (Pianta, 1992); 
ECR-R = Experiences in Close Relationships Revised (ECR-R; Fraley et al., 2000; German version (Ehrenthal et al., 2009); FSSQ = Duke-UNC functional social 
support questionnaire (Broadhead, Gehlbach, DeGruy, & Kaplan, 1988); MSPSS = Multidimensional Scale of Perceived Social Support (Zimet et al., 1988); 
SDQ (strengths and Difficulties Questionnaire (Goodman et al., 1994); SAS-SR-Y = Social Adjustment Scale - Self-report for Youth (Weissman et al., 1980); 
TAU = treatment as usual; WL = wait-list control.  
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Table 21. Results of random-effects meta-analysis  
Analysis K n Hedges g I2 95% CI 95% PI Q (df)   
Main meta-analysis 13 986 0.204 65.7% -0.031, 0.439 -0.487, 0.895 30.29(12)**   

Aggregate meta-analysis 13 986 0.151 18.3% 0.020, 0.282 -0.086, 0.388 23.73(12)*   
Sensitivity analyses   
Risk of bias a 7 698 0.145 0.01% -0.004, 0.294 -0.005, 0.294 7.58(6)   
tf-CBT only b 12 938 0.145 40.9% -0.034, 0.324 -0.275, 0.565 18.5(11)   
High income countries c 10 836 0.143 32.3% -0.033, 0.312 -0.210, 0.496 12.6(9)   
Moderators K n Hedges g  95% CI  Q (df) Q p 
Comparator       26.45(11)** 1.88 .171 

Active 5 482 0.021  -0.325, 0.366     
Passive 8 486 0.319  -0.137, 0.776     

Care-giver involvement       29.99(11)** 0.36 .556 
None 4 149 0.340  -0.175, 0.855     
Some 9 819 -0.176  -0.764, 0.411     

Therapy format          
Group 6 322 0.213  -0.166, 0.592  29.91(11)** 0.00 .953 
Individual 7 646 -0.02  -0.523, 0.493     

a only studies which did not have a high risk of bias 
b only studies which used tf-CBT therapy 
c only studies which were conducted in a high-income country 
* p <.05, ** p <.01, ***p <.001, 
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Figure 6. PRISMA Flow Diagram 

 
  



 209 

Figure 7. Forest Plot of Main Meta-Analysis 
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Figure 8. Funnel Plot of Main Meta-Analysis 
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Chapter 7: General Discussion 

Summary of findings 

There is extensive research documenting the poor mental health outcomes of care-experienced 

people (Bronsard et al., 2016; Cummings & Shelton, 2024; Dubois-Comtois et al., 2021). At the same 

time, there is emerging evidence that care-experienced people may struggle to access and engage 

with timely, evidence-based mental health support (Hansen et al., 2021; McGuire et al., 2022). Care-

leavers may face additional struggles with accessing support, due to the transition into 

independence, potentially at the same time as transitioning out of Child and Adolescent Mental 

Health Services (CAMHS). With this thesis, I aimed to explore the provision of formal mental health 

support for young people in care in the UK (study one), and to explore factors which influence 

service access and help-seeking behaviour from formal and informal sources of support for young 

people in care and care-leavers (study one, two and four). It is hoped that this research will improve 

our understanding of how to better facilitate access to emotional support from both formal and 

informal sources for care-experienced young people.  

Social support is central to many contemporary theories of trauma and mental health (e.g., The 

Neurocognitive Social Transactional model of Psychiatric Vulnerability; McCrory et al., 2022). 

Quantitative survey-based research, and qualitative research points to challenges care-experienced 

people have with establishing and engaging with networks of social support (Briheim-Crookall et al., 

2020; Selwyn & Briheim-Crookall, 2022; Wilson et al., 2020). In this thesis, I aimed to explore 

preferred sources of emotional and mental health support in older adolescents in care, to better 

understand the social networks of this group (study four). In addition to the studies focused 

specifically on care-experienced people, I also explored whether our best-evidenced mental health 

treatments for PTSD (a trauma-specific mental health outcome) can address deficits in social-related 

outcomes, often seen in groups who have experienced trauma (Allen et al., 2021; study five). It was 

hoped that this could begin to uncover whether our best-evidenced mental health therapies, are 

sufficient in improving social and interpersonal related outcomes.  

First, I examined whether mental health services in the United Kingdom were adequately addressing 

the mental health needs of children with mental health problems, who had recently entered care 

(study one). Research indicates that the mental health of young people in care is relatively stable, 

meaning that those who enter care with elevated mental health needs, are likely to continue to 

struggle (Hiller et al., 2022; Hiller & St. Clair, 2018; Tarren-Sweeney et al., 2019). In this way, it is vital 

that we intervene with support early, to mitigate the negative impact of enduring elevated mental 
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health needs. In this study, I used information within social care records across three UK local 

authorities, to examine the extent to which young people who enter care with elevated mental 

health needs (assessed using the carer-reported Strengths and Difficulties Questionnaire; Goodman 

et al., 2001) were being referred to mental health services, and accessing mental health services. I 

found that whilst the mental health needs of this group were being recognised with referrals (81% 

were referred in their first year), problems arose following referral. Specifically, referrals were 

rejected (13% of the sample) or treatment ended early (30% of the sample), for reasons such as 

placement instability and disengagement. With support from my Care-experienced Advisory Team, 

we identified several practice-based implications for this research, which are summarised below.  

I also identified basic predictors for referrals for support, and support access. I found that young 

people were more likely to be referred if they had greater externalising symptoms, and that girls 

were more likely to access support. Externalising symptoms are more visible than internalising 

symptoms, and so it is reasonable to assume that referrals were made for children who are 

struggling behaviourally as a priority (e.g., aggression, impulsivity). This finding also indicates that we 

might not be reliably addressing the mental health of young people who are experiencing 

internalising symptoms (e.g., low mood, anxiety or loneliness). Similarly, there may be some 

systematic factors which mean that boys are not being accepted into mental health services, despite 

elevated needs. These findings highlight important areas for further investigation, in terms of 

barriers to access to services and engagement in treatment. However, findings were presented in 

light of limitations, including limitations inherent in social care service data (discussed in Chapter 

Three). The sample in this study was small and geographically located in one area of the UK so may 

have limited generalisability, even across the UK. I also found that accessing mental health support 

was unrelated to changes in mental health outcomes one and two years later. Whilst this raises 

questions around whether our mental health services are effectively improving the mental health of 

children in care, there are many other factors (which were not measured) which may have 

influenced the mental health of the young people in the sample, such as placement instability (Beck, 

2006; Engler et al., 2022; Hiller et al., 2022; Jones et al., 2011; Konijn et al., 2019).  

I built upon these findings in my qualitative research study (study two), to explore experiences of 

trying to access mental health support for care-experienced young adults. This was partially because 

I found that disengagement from services was a common barrier to support in study one, and I 

wanted to better understand this process from the perspectives of young people. In addition, some 

care-leavers experience a dual transition: out of care and out of CAMHS. Help-seeking experiences 

across these transitions had not yet been explored in qualitative research in the United Kingdom. 
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Care-experienced adults also have more autonomy over their help-seeking efforts than children in 

care, allowing us to explore individual processes which influence help-seeking behaviour. I used 

Interpretative Phenomenological Analysis upon semi-structured interviews, conducted remotely 

with nine care-leavers aged between 18 and 25 years old. Help-seeking narratives centered around 

four central themes: avoidance and fears around addressing mental health and trauma; challenges 

with being understood; navigating trust; and finally, the consequences of not having needs met. 

Young people described how trauma-avoidance, difficulties with trust and feelings of hopelessness 

impacted help-seeking efforts, but there were also several system-level factors which thwarted 

efforts to seek support. For example, long waitlists and a lack of appealing therapeutic options 

impacted motivation to seek support. Again, with support from my Care-experienced Advisory 

Team, we identified several practice-based implications for this research, which are summarised 

below and in Table 11. 

Next, I used systematic review methods to explore factors which might influence the mental health 

of care-leavers (study three). I focussed upon care-leavers, given they are a subset of care-

experienced population who are particularly vulnerable but under-researched. I identified several 

methodological limitations of the current literature base, including a dearth of theoretically driven 

mental health research, common usage of unstandardised measures of mental health and a reliance 

upon basic experiential predictors of mental health outcomes (e.g., placement instability, 

employment and education status), as opposed to individual psychological processes that may be 

targeted in mental health interventions. I also identified several factors which appear to be related 

to mental health outcomes: social support, emotion regulation, and stability in the years 

approaching “aging-out” of care (e.g., in school or employment with stable housing). This is in line 

with psychological models of mental health, but has broader implications for mental health and 

social care policy which are discussed below. Factors which are usually discussed in relation to the 

mental health outcomes for children in care (e.g., maltreatment severity, placement instability), 

were not reliably related to mental health outcomes in care-leavers. Some of this is broadly in line 

with recent developments in the trauma field, which indicate that objective trauma severity is not a 

reliable proxy of mental health needs, especially in cases of complex trauma (Baldwin et al., 2019; 

Danese et al., 2020; Danese et al., 2023). However, other findings were unexpected, and warrant 

further investigation (discussed later).  

Next, in study four I examined help-seeking preferences and behaviours for young people 

approaching the transition out of care. Ninety-one 16- to 17-year-olds in care completed 

questionnaires about their help-seeking behaviour, help-seeking preferences, current mental health, 
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and perceptions of help-seeking (bespoke questionnaire). In line with the literature on the mental 

health of care-experienced people and care-leavers, I found high rates of poor mental health in the 

sample. Fifty percent had elevated mental health needs according to the Strengths and Difficulties 

Questionnaire (Goodman, 2001), and 66% were above clinical range for Post-Traumatic Stress 

Disorder (assessed using the Child Revised Impact of Events Scale; Deeba et al., 2014). I found that 

around 2 in 3 young people reported seeking some form of mental or emotional support in the past 

three months. Help-seeking preferences were mixed, but carers and social workers remained 

important even as young people were readying for the transition out of care. This is concerning, 

given UK social care policy and practice means that young people may have less contact with their 

previous foster carers after they transition out of care (Children (Leaving Care) Act, 2000; 

Department of Education, 2023). Very few young people said that their leaving care coach (or 

equivalent) was their preferred source of support, despite UK social care policy indicating that by the 

age of 16 the young person should build a relationship with their leaving care coach (Children 

(Leaving Care) Act, 2000). In addition, over half of the young people in the sample who reported 

seeking mental health support from a formal service, reported doing so because another adult 

‘made them’. This highlights the key role adults have in encouraging and supporting mental health 

service access. Given that young people described feeling “forced” to access support in Study Three, 

we need to consider how to encourage support access in cases where it is unwanted. Many also 

reported having no-one they would seek support from (between 11-36% dependent upon the 

source). This is concerning given the protective role social support has for mental health (Melkman, 

2017).  

In the same study, I also explored predictors of help-seeking behaviour, across informal and formal 

sources of support. I identified several worries and concerns that care-experienced people had 

around accessing support in Study Three, and wanted to explore how this impacted help-seeking 

behaviour on a larger scale. I drew on psychological models of health-related behaviour, such as 

Ajzen’s (1991) Theory of Planned Behaviour, Rickwood’s (2020) help-seeking model for young 

people, as well as findings from study two to create the ‘Perceptions of Help-Seeking Questionnaire’, 

with support from my Care-Experienced Advisory Team. I tested several factors in relation to help-

seeking behaviour, and these included demographics, perceptions of help-seeking and mental 

health. Contrary to predictions, I found that perceptions of help-seeking were not associated with 

actual help-seeking behaviour cross-sectionally. However, worse mental health difficulties (mostly 

PTSD) had a small positive effect upon help-seeking behaviour. This indicates that help-seeking 

behaviour is partially driven by a need for support, despite positive or negative perceptions of help-

seeking. It is still important that concerns and worries around help-seeking are discussed and 
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addressed, but it is positive that these perceptions were not a barrier to help-seeking behaviour. It is 

also important to note that mental health only had a small effect upon help-seeking behaviour, 

meaning there were many young people in the sample who did not seek mental health support 

event, even though they had elevated mental health needs. This study also has a couple of 

important limitations. For example, I was underpowered to examine small effects in this study so 

there may be effects which could not be detected. Secondly, given the cross-sectional design of this 

study, it is difficult to establish causal direction. Help-seeking Behaviour may be impacting help-

seeking perceptions, or vice versa. As a next step, it would be important to examine these factors 

longitudinally.  

In Study Five, I examined whether our best-evidenced therapies for young people who have PTSD (a 

common disorder for children in care; Ford et al., 2007), reliably addresses deficits in social and 

interpersonal outcomes. The reason I explored this is because I found that social support plays an 

important role in the mental health of young people who have experienced maltreatment (study 

three), which is in line with the broader literature (Allen et al., 2021; Cushing et al., 2023; Ozer et al., 

2003; Pfaltz et al., 2022; Smith et al., 2017). In this way, it is important that we improve social and 

interpersonal factors for people who have experienced trauma. I used systematic review and meta-

analysis methods to examine whether Trauma-Focussed Cognitive Behavioural Therapy and Eye 

Movement Desensitisation and Reprocessing Therapies, delivered within randomised controlled 

trials, lead to improvements in social outcomes (broadly defined). This indicated a small non-

significant trend toward social functioning improving post-therapy. The narrative synthesis revealed 

a mixed picture in relation to broader social outcomes (e.g., perceptions of support, relationship 

quality). At least at the post-treatment stage (i.e., when measured directly after treatment finished), 

I can tentatively say that best-evidenced treatments might only have small additional benefits for 

social functioning (though it is effective at improving PTSD symptoms). However, there were 

important caveats to this. This includes that several studies included in the meta-analysis showed 

generally adequate baseline pre-treatment social functioning, and that I was unable to explore 

whether there may be improvements at follow-up. Directly post-treatment may not be the most 

suitable time to expect improvements in social functioning.   

There are several broad findings which can be drawn across studies. Firstly, I found that children in 

care and care-leavers face barriers in accessing formal mental health support in the UK, and some of 

these barriers are unique to children in care. Barriers exist at the individual level (i.e., worries and 

concerns around help-seeking), but also at the service level (e.g., placement instability). Trusted 

adults appear to be important for supporting help-seeking efforts, but whom that trusted adult is 
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varies considerably from individual to individual. Importantly, some of the adults which were 

identified as important for emotional wellbeing by adolescents in care, may not be available to them 

once they exit care (e.g., social workers, previous foster carers). This puts young people in care at 

risk of losing their support networks as they exit out of care, which could have a negative impact 

upon their mental health post-transition.  

Implications 

Theoretical implications 

It was important at the outset of this thesis, that I drew upon psychological and broader theory 

when designing the research, and that I reflect upon findings with broad theoretical frameworks in 

mind. In study three, I found evidence for the importance of support supporting mental health 

following trauma, which is broadly in line with theories such as the Social Buffering Hypothesis 

(Cohen, 2004; Cohen & Wills, 1985) and the Neurocognitive Social Transactional model of Psychiatric 

Vulnerability (McCrory et al., 2022). According to McCrory et al.’s model (2022), neurocognitive 

changes following trauma, social support and interpersonal factors and mental health influence each 

other bi-directionally. In study five, I found that treating Post-Traumatic Stress Symptoms may 

improve social functioning outcomes at a little (demonstrating a bi-directional effect), though there 

are several limitations which impact the interpretability of this finding.  

I also examined theories of help-seeking, such as Rickwood’s (2020) model of help-seeking behaviour 

and the Theory of Planned Behaviour (Ajzen et al., 1998). In line with Rickwood (2020), in study two I 

found that help-seeking attempts were iterative and complex. However, this theory should be 

expanded upon to indicate the importance of trusted adults in facilitating access to mental health 

support. Young people were sometimes not the person making the “decision” to access support, but 

rather help-seeking was strongly encouraged by trusted adults or in some cases, adults “make them 

do it”. Unexpectedly, I did not find that help-seeking perceptions were related to help-seeking 

behaviour. Similar to the implication for Rickwood (2020) above, this may be because the Theory of 

Planned Behaviour only considers the influence of individual factors upon behaviour, rather than 

how health behaviours occur within social contexts. Especially in the case of young people who have 

less autonomy, and healthcare contexts where resources are limited, it is important to move beyond 

individual explanations to consider the broader context surrounding help-seeking behaviour for 

mental health problems.  

Practice Implications 
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Several practice-related implications can be drawn from this research across social care and mental 

health services. Implications can be grouped into two broad themes: supporting access to formal 

mental health support, and improving the social networks around young people for better mental 

health. 

As a first step, it is very important that mental health services and social care teams are better 

prepared to manage the impact placement instability has upon access to mental health services for 

children in care. As has been discussed, large proportions of children in care experience placement 

changes throughout their time in care (Department of Education, 2023), and placement instability is 

also related to worse mental health, which means those who require support the most are also the 

least likely to access support. In Study one, placement instability was cited as a common reason for 

referral rejection and therapy drop out. There are several practical things that mental health and 

social care professionals can do to ensure continuity of care despite instability. These implications 

were derived from workshops held with my care-experienced advisory team. For example, it is 

important to have multiple contact details for people in care, such as the carer or key worker, and 

the social worker, but also management such as the residential home manager, or the social work 

team leader. Accurate record keeping is also important, so if there is a change in carer, mental 

health, or social work staff, the next person can ‘pick up’ the case without disruption to care. Indeed, 

the young people included in study two spoke about how repeating themselves to multiple 

professionals over time was a barrier to support access. Frequent placement changes should be 

appraised with mental health in mind, and if a young person is moving frequently, this should be 

considered an opportunity to review the mental health support package in place for the young 

person.  

It is also important that we address apprehensions young people have around accessing mental 

health support. I did not find evidence that perceptions of help-seeking had an impact on actual 

help-seeking behaviour, but of course worries should still be discussed to ensure the journey to 

accessing support is comfortable for the young person. I did find that young people in care, and 

recent care-leavers rely upon trusted adults to facilitate access to formal mental health support. It 

may be that perceptions of help-seeking have a greater impact upon help-seeking behaviour once 

young people exit care, when they have more freedom and control over their health-related 

behaviour. In this way, negative perceptions around help-seeking should be addressed before young 

people gain this independence. Training for social care teams so that they can better understand 

these worries, and facilitative and advocate for support for care-experienced young people might be 

fruitful.  
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I found that social support might be important driver of mental health outcomes in adulthood for 

care-leavers. This adds to the broader literature, demonstrating the protective effect of social 

support upon mental health following trauma (McCrory et al., 2022; McLaughlin et al., 2020). I also 

explored the social support networks of young people in care in study four and found that some 

young people felt that they had no-one they could turn to for their mental health and wellbeing. A 

common criticism of the field is that it is negative, or deficit focussed, whereby researchers focus 

upon unchangeable static factors such as maltreatment experiences (Devaney et al., 2023). 

Improving social support networks represents an opportunity to focus upon a protective factor, to 

promote positive mental health. Stability and continuity of care continues to be an important 

priority of social care services. There have also been attempts at supporting the social networks of 

young people through social programmes or mentorship schemes for example, but research shows 

that these are generally difficult to implement well or are ineffective (MacDonald et al., 2024; 

Newton et al., 2017). Further research is needed in this area, perhaps learning from instances of 

good practice which may already be underway in the UK. As a first step, we should support social 

care teams so that they can better identify when a young person has become socially isolated and 

respond with direct support. Similarly, we should raise awareness within mental health services of 

some of the challenges young people in care have with their social networks, so that they can 

address this within mental health therapies. Given our mental health and social care services are 

over-stretched, many of these practice changes will also require more financial resources of services, 

which was a key ask of the Independent Children’s Social Care Review (MacAlister 2022).  

Strengths, limitations and future directions 

Within each chapter of this thesis, I have discussed specific strengths and limitations of each study, 

but here I present some broader considerations across the entire thesis, as well as future directions 

for research. 

This thesis focussed upon the mental health of an under-researched population, during a critical but 

under-researched period of their lives (i.e., approaching leaving care, and after leaving care). In this 

way, this research makes a valuable contribution to the field. Children in care and care-experienced 

adults are under-researched because they are typically considered a challenging group to engage 

with research. Accessing this group can involve negotiating complex consent and safeguarding 

procedures with social care teams, carers and young people. These systems are notoriously over-

stretched and busy meaning that (understandably) research is not a priority. At the same time, 

young people in care are often juggling multiple challenges, including placement moves, education 
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or employment instability, and mental health challenges. Large resources and teams are required to 

access the groups for research purposes. 

Care-experienced people are not a homogenous group, and I was unable to avoid systematic 

sampling biases. For example, I did not include any unaccompanied asylum-seeking young people in 

my research due to the English requirements of the project. Ethnic diversity in the samples was 

broadly in line with UK averages of children in care (Department of Education, 2023), however I was 

unable to explore differences across ethnic groups due to small numbers. In my research, I tried to 

keep exclusion criteria to a minimum, to not exclude young people based upon additional needs, or 

poor mental health. However, I was not able to include young people in care who were currently 

experiencing psychosis or suicidal ideation, meaning I may be representing groups of young people 

who are struggling less. It is notable that in study four, rates of mental health problems were broadly 

in line with systematic reviews of mental health problems in the broader care-experienced 

population (e.g., Bronsard et al., 2016; Cummings & Shelton, 2024). This thesis included samples of 

both young people currently in care, as well as recent care-leavers. Samples also varied in a myriad 

of other ways, such as placement stability, age of entry to care and pre-care experiences. In some 

studies, we were able to examine whether these factors impacted outcomes statistically, but the 

variation in samples may also have limited our ability to find generalisable patterns and trends. It 

may have been prudent to narrow the focus of the thesis to a more homogenous group. This is 

especially the case in study two, which used IPA methodology, and so may have benefitted from a 

more homogenous sample.  

The mixed-methods approach of this thesis is a key strength of the design, as it leverages the 

strengths of both quantitative and qualitative research to provide a more comprehensive 

understanding. Another strength of this thesis was that I drew upon broad theory, to design 

theoretically driven research studies. This means beyond practical implications, I have also added to 

the theoretical evidence base. That said, much of the research in this thesis is observational, and so 

it is important that as a next step we use the findings and explore how they can be applied to social 

care policy and practice, and then test these changes to see whether they improve help-seeking and 

services access in practice. Experimental methods will help us move beyond describing what is 

happening in the lives of young people, to deciding how to intervene.  

This thesis focussed on amplifying the voices of young people in care and care-leavers, but this 

means that the perspectives of other important figures (social care and mental health and carers) 

were not explored. In this thesis, I found that adults have a role in encouraging support access, yet I 
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did not explore the views of these adults in our research. An important next step would be to 

explore the perspectives of social care teams, mental health professionals and carers to better 

understand how we can adapt our mental health services to make them more accessible for young 

people in care.  

Some of the data from this thesis was collected prior to or during the COVID pandemic (studies one 

and two). During this time, the provision of mental health support changed in several ways. For 

example, waitlists grew in the UK, and remote therapy (e.g., over the phone) became more 

common. For this reason, findings should be generalised to current context with caution. This is 

especially important for study one, which more explicitly describes current provision of mental 

health support within the UK for this group.  

Finally, a key strength is the inclusion of a Care-Experienced Advisory Team to guide this research. 

This helped me design research which felt important for this group and was sensitive to the needs of 

potential participants. Given the applied nature of this research, I was able collectively translate 

findings into clear implications for the practice for social care and mental health professionals, and 

carers.  

As a next step, it is important that we use the findings from this thesis and explore how they can be 

applied to social care policy and practice. For example, what are some of the ways we can make 

changes for social care teams, carers, mental health professionals and young people to help them 

access and engage with support. These methods should be co-designed and tested to see whether 

they achieve their aims. It is clear that we still do not fully understand why some people do/do not 

seek mental health support from formal and informal sources of support.  Before doing so, it is 

important that the questionnaires used in study four are validated. External influences should be 

explored, as well as other psychological factors (e.g., self-efficacy), and these should be explored 

longitudinally.  

Reflections upon Patient and Public Engagement and Involvement 

It is my belief that any person researching matters related to a marginalised population, should 

make efforts to include their voices at all stages of the research process. Running the PPI panel 

provided me with invaluable lessons in producing research which prioritises inclusivity, skills in open 

communication, flexibility, addressing power dynamics, building trust, and the importance of ethical 

responsibility. These learnings have not only enhanced this thesis, but will also inform and improve 

my future research endeavours, ensuring they are more inclusive, ethical, and impactful. However, 
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the resources constraints of a PhD make it challenging to make the most of the advisory group. For 

example, I had limited funds to cover vouchers, and pressures of the PhD means that at times other 

responsibilities were prioritised over the advisory team. This has knock on effects for the advisors 

and research outputs. Therefore, it is important that PPI are scaffolded with adequate support from 

the university. One solution would be to share the advisory team with a research lab, or several PhD 

researchers all conducting research upon the same topic. This would be beneficial for the PhD 

student as responsibilities could be shared, but also to the advisors who will have the opportunity to 

contribute to a more diverse range of research projects.  

Conclusion 

This thesis examines mental health outcomes and access to support services among care-

experienced individuals, addressing significant gaps in existing research literature. Through 

systematic reviews, secondary data analysis and qualitative and quantitative investigations, this 

research reveals barriers encountered by children in care and care-leavers in accessing formal 

mental health support, emphasizing the critical role played by trusted adults in facilitating access to 

support services, particularly during the transitional phase out of care. As a next step, we must 

explore perspectives of other stakeholders, such as mental health professionals and social workers. 

Through collaboration with a Care-Experienced Advisory Team, we identified actionable 

recommendations for practice.  
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Supplementary Materials 

Appendix A 

Coding reason for referrals 

‘Reason for referral’ represents the problems that were given in referral or assessment letters to 

describe the difficulties the young person was facing. Where there was sufficient information, 

descriptions were split into several categories, including: emotional problems (e.g., anxiety); conduct 

problems; risky behaviour (e.g., alcohol misuse, risky sexual behaviour); attachment problems; 

neurodevelopmental disorders; psychosis and finally, external circumstances for referral (e.g., 

placement instability). These categories covered all of the reasons reported in the available data. 

Most of the time, just one reason for referral was mentioned, come records described more than 

one problem. To demonstrate the ubiquity of different psychological difficulties, the descriptives 

given are the number and percentages of records which mention each psychological problem. This 

means that those young people with more than one ‘reason for referral’, will appear in more than 

one problem category (e.g., a young person with attachment problems as well as risky behaviour will 

appear in the counts of both). 

Coding referral destination 

‘Referral destination’ is the type service that young people were referred to, based on referral 

letters. This was split into five categories: CAMHS; CAMHS Specialist support (specialised support for 

specific groups or mental health problems (e.g., substance misuse)); specialist non-CAMHS 

(specialised support for mental health problems but are not part of CAMHS (e.g., charity sector 

organisations)); Non-NHS specialist children in care services (therapeutic support for children in care 

or their families, often through social services); and finally, education and school based support (e.g., 

referral to specialist school).  

Oftentimes, assessment and referral letters gave recommendations for the type of support which 

might be useful for the young person. Where this information was gathered from referral letters, it is 

likely their GP or social worker provided recommendations, and where this came from assessment 

letters it is likely a clinical psychologist provided the recommendation. We categorised 

recommended treatment into eight broad categories related to support type, including: 

psychoeducation, unspecified psychotherapy, carer or parent-based support, play-based of creative 

therapy (e.g., art or drama therapy), extended assessment of needs, psychopharmacology, specialist 
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intensive programmes and cognitive-behavioural style therapy. See below for handling of cases 

where multiple treatment recommendations were made within a referral.  

We were also able to gather reasons for referral rejection, and reasons for breakdown from records. 

These were split into 7 categories: (i) treatment not recommended (e.g., unsuitable treatment 

options), (ii) young person did not engage, (iii) family or carer did not engage, (iv) placement 

disruption, (v) other external disruption (e.g., ongoing court proceedings), (vi) onwards referral to 

another service and (vii) transition to adult services.   

Managing multiple referrals 

We managed to extract information about referrals for 108 young people (n = 3 missing). Most 

young people only had one referral for mental health support (n = 59, 66% of young people with 

referrals). However, the remaining 44% (n = 31) had two or three referrals made within the first year 

of entering care. To manage this and allow clearer reporting of referral information, we give 

descriptives of just one of the referrals made within their first year in care, rather than all referrals. 

To decide which referral to describe here, we pre-determined a hierarchy for selecting the referral. 

First, where there were multiple referrals, we report information from the last referral made 

whereby the young person accessed support. This was done because in cases of multiple referrals, 

earlier referrals were usually for triaging purposes, rather than support delivery. The only exception 

to this rule was where latter referrals were for carer-focussed interventions, and the former was 

young-person focussed (e.g., psychoeducation, play-based therapy). In which case, the young person 

focussed referral is selected in the hierarchy. This was done to allow for description of the support 

offered to the young people themselves, where applicable.  

Managing multiple treatment recommendations 

In a small number of instances, recommendations were made for more than one treatment within 

the referral or assessment letters (n = 5). Where this occurred, in order to explore the psychological 

support on offer to the young people specifically, interventions which were young person focussed 

(e.g., psychoeducation, play-based therapy), as opposed to carer-focussed, or psychopharmacology 

were taken as primary treatment recommendation and are reported in this research. 
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Appendix B 

Discordant RCI and CCT cases 
Year 1 to Year 2 
  Crossing Clinical Threshold 
Reliable 
Change 
Index 

 No Change Borderline range Normal range 
No Change 32 (23%) 8 (10%) 0 
Reliably 
Improved 10 (12%) 9 (11%) 23 (28%) 

Year 1 to Year 3 
  Crossing Clinical Threshold 
Reliable 
Change 
Index 

 No Change Borderline range Normal range 
No Change 28 (39%) 3 (4%) 0 
Reliably 
Improved 10 (14%) 11 (15%) 20 (28%) 
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Appendix C 

Search terms for Scoping Review 

(“care leaver*” OR {aging out} OR {aged out} OR {foster alumni} OR {foster youth} OR ((leaving OR 

former OR emancipat* OR agi* OR transition) AND ({child welfare} OR {out of home} OR {looked 

after} OR {foster child} OR {foster youth} OR {foster care} OR {kinship care} OR {residential care} OR 

{state care} OR {out of care})) 

AND 

{mental health} OR {mental wellbeing} OR psychopathology OR psychiatr* OR “emotion* problems” 

OR “emotion* distress” OR “psych* distress” OR externali* OR internali* OR depression OR 

depressed OR anxi* OR suicid* OR “self harm” OR conduct OR oppositional OR psychosis OR (psych* 

W/4 disorder) OR (psych* W/4 problem) OR wellbeing OR well-being 
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Appendix D 

Help-seeking Preferences and Behaviour Questionnaire 

Where I go for Support 

These questions are about whether you go to anyone in your life for help or support if you’re 
struggling with your emotions or mental health. There are lots of places you might go to for 
support, including friends, carers, relatives, professionals, or places like helplines.   
 
1. Thinking over the past year, which statement(s) below are true for you, in regards to your 
mental health or emotional wellbeing:  
 
a) I have sought help or support from at least one person or service within the past year 
b) I have sought help or support from at least one person or service within the past three 
months 
c) I have not needed any help or support for my mental health or emotions  
d) I have needed help or support, but have not sought help from anyone 
 
If you ticked statement ‘a’ or ‘b’, please go to question 2 on the next page. If you did not, you 
do not have to complete the next questions.  
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2. Here are some examples of people or places in your day-to-day life who you might go to for 
help or support with your emotions or mental health.   
 
Who from this list, are you most likely to go to for help or support for emotional or mental 
health difficulties? Please circle one OR if you go to none of these people, check this box  
 

Romantic partner Friend(s)              Carer                             Teacher 

Parent(s) Sibling(s) Other relative (e.g. grandparent) 

Mentor 
 

Family of romantic 
partner 

Religious leader Internet/online forum 

 
Looking at this above list of people, which of the below statement(s) are true for you? 
 
a) I did not seek support from any of the people listed here in the past 3 months 
b) I have sought support from at least one of the people listed here within the past 3 months 
 
 
 
3. Here are some examples of people or places in social care or other organisations who you 
might go to for help or support with your emotions or mental health.   
 
Who from this list, are you most likely to go to for help or support for emotional or mental 
health difficulties? Please circle one OR if you go to none of these people, check this box  
 

Social Worker 
 
Advocate 

Personal Advisor Mentor Key worker 

 
 
Looking at this above list of people, which of the below statement(s) are true for you? 
 
a) I did not seek support from any of the people listed here in the past 3 months 
b) I have sought support from at least one of the people listed here within the past 3 months 
 
 
4. Here are some examples of people or places in the mental health field who you might go to 
for help or support with your emotions or mental health.   
 
Who from this list are you most likely to go to for help or support for emotional or mental 
health difficulties? Please circle one OR if you go to none of these people, check this box  
 

Counsellor or therapist (including a psychologist or 
psychiatrist) 
 

                School counsellor 
 

Support worker (e.g., drug or alcohol worker)                           Phone or text helpline 
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Support group 
  

Looking at this above list of people, which of the below statement(s) are true for you? 
 
a) I did not seek support from any of the people listed here in the past year 
b) I have sought support from at least one of the people listed here within the past year 
c) I have sought support from at least one of the people listed here within the past 3 months 
 
If you ticked ‘yes’ to (b) or (c), which stage of help are you up to (please circle one)? 
 
Referred   Waiting for support  Received/receiving support 
 
If you ticked ‘yes’ to (b) or (c), which of the below statements is most true? 
 
I asked for the support  Someone else made me get this support 
 
 
5. Here are some examples of people or places in other professions who you might go to for 
help or support with your emotions or mental health.   
 

Teacher 
 
GP / other health 
professional 

Hospital 
 
Occupational  
therapist 

Justice or YOT Worker 
 
 

Other place 
 

 
Who from this list are you most likely to go to for help or support for emotional or mental 
health difficulties? Please circle one OR if you go to none of these people, check this box  
 
Looking at this list of people, which of the below statement(s) are true for you? 
 
a) I did not seek support from any of the people listed here in the past year 
b) I have sought support from at least one of the people listed here within the past year 
c) I have sought support from at least one of the people listed here within the past 3 months 
 
If you ticked ‘yes’ to (b) or (c), which of the below statements is most true? 
 
I asked for the support  Someone else made me get this support 
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Appendix E 

CYP Views on Support Seeking Questionnaire 

These questions are about your thoughts and feelings about getting support for emotional or mental 
health difficulties. Examples of this might be when you’re feeling low or feeling worried, are upset or 
angry about an argument, or if you are worried about your mental health – lots of experiences span 
emotional and mental health difficulties. Support might mean from people in your life (e.g., friends, 
carers) or from professionals.  

Please rate how much you ‘agree’ or ‘disagree’ with each of the statements below from (0) to (6) 

  0 1 2 3 4 5 6 
  Strongly 

disagree 
Disagree  Disagree 

a bit 
Neither 
agree or 
disagree 

Agree 
a bit 

Agree Strongly 
agree 

1. I would trust the 
people I’m close to 
with my emotions or 
mental health 

       

2. No one can help me 
with my emotions or 
mental health 
because they don’t 
understand my 
experiences 

       

3. I can trust mental 
health workers with 
my mental health or 
emotional problems 

       

4. Mental health 
workers will make 
me talk about things 
that I don’t want to 

       

5. I worry about the 
reactions of others if 
I speak to them 
about my emotions 
or mental health 

       

6. In my experience, 
getting support for 
my emotions and 
mental health is not 
helpful 

       

7. Most people will get 
emotional or mental 
health support at 
some point in their 
lives 
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8. It is normal to have 
emotional or mental 
health problems 
sometimes 

       

9. The people who are 
important to me 
would seek 
emotional or mental 
health support if 
they are in need 

       

10. My friends talk 
openly about their 
emotions and mental 
health 

       

11. I don’t know where 
to get mental health 
or emotional support 
from 

       

12. I don’t know how to 
start conversations 
about my emotions 
or mental health 
with the people in 
my life 

       

13. The process of 
getting emotional or 
mental health 
support from 
services is too 
difficult 

       

14. The people in my life 
are unable to give 
me support for my 
emotions and mental 
health problems 

       

15. I think it is too hard 
to find a mental 
health service that is 
suitable for me 
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Appendix F 

PRISMA reporting guidelines 

Section and 
Topic  

Item 
# Checklist item  

Location 
where item is 
reported  

TITLE   
Title  1 Identify the report as a systematic review. Title 
ABSTRACT   
Abstract  2 See the PRISMA 2020 for Abstracts checklist. Abstract 
INTRODUCTION   
Rationale  3 Describe the rationale for the review in the context of existing knowledge. Pages 1-5 

Objectives  4 Provide an explicit statement of the objective(s) or question(s) the review addresses. Page 5 
METHODS   
Eligibility 
criteria  

5 Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses. Page 6 

Information 
sources  

6 Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted 
to identify studies. Specify the date when each source was last searched or consulted. 

Page 6 

Search 
strategy 

7 Present the full search strategies for all databases, registers and websites, including any filters and limits used. Supplementary 
material D 

Selection 
process 

8 Specify the methods used to decide whether a study met the inclusion criteria of the review, including how 
many reviewers screened each record and each report retrieved, whether they worked independently, and if 
applicable, details of automation tools used in the process. 

Page 6-7 

Data 
collection 
process  

9 Specify the methods used to collect data from reports, including how many reviewers collected data from each 
report, whether they worked independently, any processes for obtaining or confirming data from study 
investigators, and if applicable, details of automation tools used in the process. 

Page 6-7 

Data items  10a List and define all outcomes for which data were sought. Specify whether all results that were compatible with Page 6-7 
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Section and 
Topic  

Item 
# Checklist item  

Location 
where item is 
reported  

each outcome domain in each study were sought (e.g. for all measures, time points, analyses), and if not, the 
methods used to decide which results to collect. 

10b List and define all other variables for which data were sought (e.g. participant and intervention characteristics, 
funding sources). Describe any assumptions made about any missing or unclear information. 

Page 6-7 

Study risk of 
bias 
assessment 

11 Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how 
many reviewers assessed each study and whether they worked independently, and if applicable, details of 
automation tools used in the process. 

Page 7 

Effect 
measures  

12 Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or 
presentation of results. 

Page 7 

Synthesis 
methods 

13a Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study 
intervention characteristics and comparing against the planned groups for each synthesis (item #5)). 

Page 8 

13b Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing 
summary statistics, or data conversions. 

Page 8 

13c Describe any methods used to tabulate or visually display results of individual studies and syntheses. Page 8 

13d Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was 
performed, describe the model(s), method(s) to identify the presence and extent of statistical heterogeneity, 
and software package(s) used. 

Pages 7-8 

13e Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup 
analysis, meta-regression). 

Pages 7-8 

13f Describe any sensitivity analyses conducted to assess robustness of the synthesized results. Pages 7-8 

Reporting bias 
assessment 

14 Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting 
biases). 

Page 7 

Certainty 
assessment 

15 Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome. Pages 7-8 

RESULTS   
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Section and 
Topic  

Item 
# Checklist item  

Location 
where item is 
reported  

Study 
selection  

16a Describe the results of the search and selection process, from the number of records identified in the search to 
the number of studies included in the review, ideally using a flow diagram. 

Pages 8-9 

16b Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they 
were excluded. 

N/A 

Study 
characteristics  

17 Cite each included study and present its characteristics. Table 2 

Risk of bias in 
studies  

18 Present assessments of risk of bias for each included study. Table 3 

Results of 
individual 
studies  

19 For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an 
effect estimate and its precision (e.g. confidence/credible interval), ideally using structured tables or plots. 

Figure 1 

Results of 
syntheses 

20a For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies. Pages 10-11 

20b Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary 
estimate and its precision (e.g. confidence/credible interval) and measures of statistical heterogeneity. If 
comparing groups, describe the direction of the effect. 

Page 10  
Table 4 

20c Present results of all investigations of possible causes of heterogeneity among study results. Page 11 

20d Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results. Pages 10-11 
Table 4 

Reporting 
biases 

21 Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis 
assessed. 

Page 10 

Certainty of 
evidence  

22 Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed. Pages 10-11 
Table 4 

DISCUSSION   
Discussion  23a Provide a general interpretation of the results in the context of other evidence. Pages 11-13 

23b Discuss any limitations of the evidence included in the review. Page 13 
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Section and 
Topic  

Item 
# Checklist item  

Location 
where item is 
reported  

23c Discuss any limitations of the review processes used. Page 13 

23d Discuss implications of the results for practice, policy, and future research. Page 11-13 
OTHER INFORMATION  
Registration 
and protocol 

24a Provide registration information for the review, including register name and registration number, or state that 
the review was not registered. 

Page 5 

24b Indicate where the review protocol can be accessed, or state that a protocol was not prepared. Page 5 

24c Describe and explain any amendments to information provided at registration or in the protocol. N/A 

Support 25 Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in 
the review. 

 

Competing 
interests 

26 Declare any competing interests of review authors.  

Availability of 
data, code 
and other 
materials 

27 Report which of the following are publicly available and where they can be found: template data collection 
forms; data extracted from included studies; data used for all analyses; analytic code; any other materials used 
in the review. 
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Appendix G 

Defining tf-CBT and EMDR 

We focus this review upon therapies which are currently recommended as a treatment for PTSD for 
children and adolescents, namely tf-CBT and EMDR. Tf-CBT is usually conceptualised as a broad 
collection of psychological interventions. Common across these approaches is the use of a 
combination of trauma-focused cognitive and behavioural techniques as well as exposure-based 
approaches, although emphasis upon these elements differ between manuals. We used information 
found within the trial paper, and guidance developed by National Institute for Health and Care 
Excellence (2018) to judge whether a therapy could be considered tf-cbt. In line with these 
guidelines, a tf-CBT must include therapeutic elements such as: psychoeducation, elaboration and 
processing of trauma memories and emotions, restructuring of trauma-related meanings and 
support to overcome avoidance. Examples of tf-cbt include Narrative Exposure Therapy; Prolonged 
Exposure, Teaching Recovery Techniques and TF-CBT (Cohen et al., 2006). 

Conversely, EMDR is more narrowly defined as the manualised treatment developed by Shapiro 
(1989), based upon the Adaptive Information Processing model. According to this model, various 
components of trauma memories (emotional, sensory, cognitive and physiological), are stored in a 
“dysfunctional” and unprocessed way. Bilateral stimulation (e.g., having clients move their eyes 
rapidly while focusing on the traumatic memory), increases neuronal activity whilst undergoing 
imagined exposure to trauma events, and consequently decreases trauma-related fear behaviour 
(Shapiro, 2007).  

Adapted tf-cbt and EMDR therapies will also be included, provided they meet these criteria. Also in 
line with NICE guidelines (2018) for PTSD in children and adolescents, interventions must be in-
person, but can be either group or individual therapy. The entire course of therapy must be at least 
five sessions in the case of group therapy, and six for individual therapy.  
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Appendix H 

Definitions of social and interpersonal domains 

In this review, we categorise social support and interpersonal outcomes into several related but 
distinct concepts. Definitions were developed using a brief review of the available literature, and by 
examining the way in which social support was categorised in recent related systematic reviews. 
Details of sources for these definitions are below.  

Network features are defined as the reported size and density of support networks. Network 
features can be considered the structural description of one’s network. This is closely related 
definitions developed by Barrera (1986). Oftentimes, this measured by asking participants to identify 
key individuals who have important relationships with the focal subject.  

Enacted support refers to the frequency with which support has been received. Again, this is based 
upon work by Barrera’s (1986), who defines of enacted support. In most instances, this is measured 
by asking participants about the number of times they have received support within a given 
timeframe, across several domains (e.g., emotional support, instrumental support, instruction, or 
advice). Implicit within this definition is that individuals have undergone times where they require 
external support, which may not always be the case. Given this concept is usually measured using 
self-report (as opposed to observer report), this can also be conceptualised as perceived-received 
support, in that there it is likely that there will be some subjectivity in reports. 

Perceptions of support are broadly defined as attitudes and beliefs about the availability and 
adequacy of support available within one’s social network (Barrera, 1986). Occasionally this is 
measured across several sources of support, such as friends, family or romantic partner (e.g., Zimet 
et al., 1988).  

Social skills, functioning or competency refers to one’s ability to interact with and relate to others in 
a way that follows social roles and promotes personal and interpersonal goals (Bosc, 2000). This 
definition is in line with a recent review by Scoglio et al. (2022), which reviewed the association 
between PTSD and social functioning outcomes. This might cover the extent to which one choosing 
to engage with social activities, or the extent to which they behave in a way that is socially 
competent.  

Relationship characteristics broadly refer to any positive or negative descriptors of interpersonal 
functioning for a given relationship. For example, whether a relationship is characterised by trust 
and closeness, conflict or a particular attachment pattern. What is key here is that the qualities of 
one relationship dyad is being assessed (e.g., parent-child relationship, romantic partnerships). 

Social cognitions are broadly defined as the mental processes and structures involved in 
understanding, interpreting, and responding to social information related to interpersonal 
relationships. This might refer to social-related thoughts and schemas (e.g., betrayal beliefs), or 
more basic social-related neurocognitive processes (e.g., threat detection, emotion recognition).  

We recognise that sometimes measures of social support assess several of these concepts 
simultaneously. For this reason, we referred to descriptions of the measures, and inspected the 
items to determine how to map the study onto these categories. 
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Appendix I 

Search strategies 

Web of Science: Searched conducted within Topic, which includes title, abstract and keywords. 
Participants  
#1 TS=((Trauma* stress) OR PTSD OR (Posttraumatic NEAR/6 stress) OR (Post-

traumatic NEAR/6 stress) OR “acute stress disorder” OR PTSS OR Abus* OR 
Trauma* OR Maltreat* OR Mistreat* OR Neglect* OR (Early-life NEAR/6 
stress*) OR (Early NEAR/6 life NEAR/6 stress*) OR (Adverse NEAR/6 
experience*) OR traumatology) 

996,999 
 

#2 TS=(child* OR adolescen* OR teen* OR youth* OR (young NEAR/6 per*) OR 
(young NEAR/6 peo*) OR (young NEAR/6 adult*) OR (emerging NEAR/6 adult*) 
OR Juvenile*) 

3,110,064 
 

#3 #1 AND #2 194,804 
 

#4 TS=((Foster NEAR/6 child*) OR (looked-after NEAR/6 child*) OR (looked 
NEAR/6 after NEAR/6 child*) OR ("Out-of-home-care" NEAR/6 child*) OR 
(foster NEAR/6 care*) OR (care NEAR/6 leaver) OR (Asylum NEAR/6 seek*) OR 
refugee) 

67,889 
 

#5 #3 OR #4 256,059 
Intervention  
#6 TS=((cognitive NEAR/6 restructur*) OR EMDR OR (Narrative NEAR/6 exposure) 

OR (Prolonged NEAR/6 exposure) OR TF-CBT OR (Teaching NEAR/6 recovery 
NEAR/6 technique*) OR (Cognitive NEAR/6 behavio?ral) OR (Cognitive NEAR/6 
processing) OR (trauma NEAR/6 focus?ed)) 

109,815 

Design 
#7 TS=((Randomi?ed NEAR/6 Clinical NEAR/6 Trial) OR RCT OR (randomi?ed 

NEAR/6 control* NEAR/6 trial) OR (clinical NEAR/6 trial) OR (randomi?ed 
NEAR/6 trial)) 

1,100,056 
 

Outcome  
#8 TS=((Social NEAR/6 support) OR (Social NEAR/6 isolation) OR (Social NEAR/6 

functioning) OR (relation* NEAR/6 satisfaction) OR (relation* NEAR/6 
outcome*) OR (relation* NEAR/6 quality) OR (relation* NEAR/6 distress) OR 
(relation* NEAR/6 functioning) OR (relation* NEAR/6 problem*) OR 
(interpersonal NEAR/6 satisfaction) OR (interpersonal NEAR/6 outcome*) OR 
(interpersonal NEAR/6 quality) OR (interpersonal NEAR/6 distress) OR 
(interpersonal NEAR/6 functioning) OR (interpersonal NEAR/6 problem*) OR 
(social NEAR/6 adjustment) OR (social NEAR/6 dysfunction) OR psychosocial) 

644,205 

#9 #5 and #6 and #7 and #8 160 
 
 

EMBASE: searched within Topic  
Participants  
#1 “Trauma* stress”:ab,ti OR PTSD:ab,ti OR “Posttraumatic stress”:ab,ti OR “Post-

traumatic stress”:ab,ti OR “acute stress disorder”:ab,ti OR PTSS:ab,ti OR 
Abus*:ab,ti OR Trauma*:ab,ti OR Maltreat*:ab,ti OR Mistreat*:ab,ti OR 
Neglect*:ab,ti OR “Early-life stress*”:ab,ti OR  “Early life stress*”:ab,ti OR 
“Adverse experience*”:ab,ti OR traumatology:ab,ti OR “posttraumatic stress 

959,197 
 

https://www.webofscience.com/wos/woscc/summary/8a3a9e65-a800-491a-bd9e-4d5bb6d3ff8e-948c6683/relevance/1
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disorder”/exp OR “child abuse”/exp OR “war exposure”/exp OR “crime 
victim”/exp OR refugee/exp 

#2 child*:ab,ti OR adolescen*:ab,ti OR teen*:ab,ti OR youth*:ab,ti OR “young 
NEAR/6 per*”:ab,ti OR “young peo*”:ab,ti OR “young adult*”:ab,ti OR 
“emerging adult*”:ab,ti OR Juvenile*:ab,ti 

2,784,039 
 

#3 #1 AND #2 165415 
 

#4 “Foster child*”:ab,ti OR ”looked-after child*”:ab,ti OR ”looked after 
child*”:ab,ti OR ”Out-of-home-care child*”:ab,ti OR ”foster care*”:ab,ti OR 
”care leaver”:ab,ti OR “foster child”/exp OR “foster care”/exp 

6758 
 

#5 #3 OR #4 170,243 
Intervention  
#6 “cognitive restructur*”:ab,ti OR EMDR:ab,ti OR “Narrative exposure”:ab,ti OR 

“Prolonged exposure“:ab,ti OR TF-CBT:ab,ti OR “Teaching recovery 
technique*“:ab,ti OR “Cognitive behavio?ral“:ab,ti OR “Cognitive 
processing“:ab,ti OR “trauma focus?ed“:ab,ti OR “cognitive therapy”/exp OR 
“eye movement desensitization and reprocessing”/exp 

 

100,203 

Design 
#7 “Randomised Clinical Trial”:ab,ti OR “Radomized clinical trial”:ab,ti OR 

“randomised control”:ab,ti OR “randomized control”:ab,ti OR “randomised 
controlled”:ab,ti OR “randomized controlled”:ab,ti OR “clinical trial”:ab,ti OR 
“randomised trial”:ab,ti OR “randomized trial”:ab,ti OR RCT:ab,ti OR 
“randomized controlled trial”/exp 

1,196,782 

 

Outcome  
#8 “Social support”:ab:ti OR ”Social isolation”:ab:ti OR ”Social functioning”:ab:ti 

OR “relationship satisfaction”:ab:ti OR ”relationship outcome”:ab:ti OR ” 
relationship outcomes”:ab:ti OR ”relationship quality”:ab:ti OR ”relationship 
distress”:ab:ti OR ”relationship functioning”:ab:ti OR ”relationship 
problem”:ab:ti OR ”relationship problems”:ab:ti OR ”interpersonal 
satisfaction”:ab:ti OR ”interpersonal outcomes”:ab:ti OR ”interpersonal 
outcome”:ab:ti OR ”interpersonal quality”:ab:ti OR ”interpersonal 
distress”:ab:ti OR ”interpersonal functioning”:ab:ti OR ”interpersonal 
problem”:ab:ti OR ”interpersonal problems”:ab:ti OR ”social adjustment”:ab:ti 
OR ”social dysfunction”:ab:ti OR psychosocial:ab:ti OR “social support 
assessment”/exp OR “social support”/exp OR “social interaction”/exp 

373, 237 

#9 #5 and #6 and #7 and #8 107 
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CINHAL: searched within abstract field  
Participants  
#1 (MeSH) Child, which includes: child, abandoned; child, adopted; children 

with disabilities; child, foster; child, gifted; child, hospitalized; child, 
institutionalized; child, medically fragile; child, preschool; infant; latchkey 
children; only child 

OR child psychology 

OR child psychiatry 

OR child health 

 

(MH "Child+") OR (MH "Child Health") OR (MH "Child Psychology") OR (MH 
"Child Psychiatry") 

752,748 

#2 (MeSH) Adolescence, which includes: adolescent, hospitalized  

OR adolescent health  

OR adolescent psychology 

OR adolescent psychiatry 

 

(MH "Adolescence+") OR (MH "Adolescent Health") OR (MH "Adolescent 
Psychology") OR (MH "Adolescent Psychiatry") 

598,495 

#3 (MeSH) Young adult 

 

(MH “Young Adult”) 

287,632 

#4 AB Child* OR adolescen* OR teen* OR youth* OR (young N6 pers*) OR 
(young peop*) OR (young N6 adult*) OR (emerging N6 adult*) OR  
juvenile*  

592,006 

FYI (MH "Child+") OR (MH "Child Health") OR (MH "Child Psychology") OR (MH 
"Child Psychiatry") OR (MH "Adolescence+") OR (MH "Adolescent Health") 
OR (MH "Adolescent Psychology") OR (MH "Adolescent Psychiatry") OR 
(MH “Young Adult”) OR (AB (Child* OR adolescen* OR teen* OR youth* 
OR (young N6 pers*) OR (young peop*) OR (young N6 adult*) OR 
(emerging N6 adult*) OR  juvenile*) 

 

#5 #1 OR #2 OR #3 OR #4 (age) 

S1 OR S1 OR S3 OR S4 

1,393,177 

 

 
#6 (MeSH) Child abuse, which includes: child abuse, sexual; Munchausen 

Syndrome By Proxy 
54,476 
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OR adverse childhood experiences 

OR psychological trauma, which includes: historical trauma 

OR child abuse survivors 

OR stress disorders, post-traumatic, which includes: sexual trauma; 
Stockholm Syndrome 

OR traumatology 

(MH "Child Abuse+") OR (MH "Child Abuse Survivors") OR (MH "Adverse 
Childhood Experiences") OR (MH "Psychological Trauma+") OR (MH "Stress 
Disorders, Post-Traumatic+") OR (MH "Traumatology") 

#7 (AB (Abuse OR trauma* OR (trauma* N6 stress) OR maltreat* OR 
mistreat* OR neglect* OR “adverse childhood experience*” OR (early-life 
N6 stress) OR (early N6 life N6 stress) OR PTSD OR (post-traumatic N6 
stress) OR “acute stress disorder” OR PTSS OR  traumatology) 

181,536 

 

#8 (MeSH) Refugees 

OR foster home care 

OR adoption, which includes: adoption, transracial 

(MH "Refugees") OR (MH "Foster Home Care") OR (MH "Adoption+") 

16,868 

#9 (AB (Refugee* OR (asylum N6 seek*) OR (foster N6 child*) OR (adopt* 
NEAR child*) OR (looked-after N6 child*) OR “out-of-home care” OR “care 
leaver*” OR (foster N6 care*)) 

20,097 

FYI (MH "Child Abuse+") OR (MH "Child Abuse Survivors") OR (MH "Adverse 
Childhood Experiences") OR (MH "Psychological Trauma+") OR (MH 
"Stress Disorders, Post-Traumatic+") OR (MH "Traumatology") OR (AB 
(Abuse OR trauma* OR (trauma* N6 stress) OR maltreat* OR mistreat* OR 
neglect* OR “adverse childhood experience*” OR (early-life N6 stress) OR 
(early N6 life N6 stress) OR PTSD OR (post-traumatic N6 stress) OR “acute 
stress disorder” OR PTSS OR  traumatology)) OR (MH "Refugees") OR (MH 
"Foster Home Care") OR (MH "Adoption+") OR (AB (Refugee* OR (asylum 
N6 seek*) OR (foster N6 child*) OR (adopt* NEAR child*) OR (looked-after 
N6 child*) OR “out-of-home care” OR “care leaver*” OR (foster N6 care*)) 

 

#10 #6 OR #7 OR #8 OR #9 (ACEs) 

S6 OR S7 OR S8 OR S9 

223, 841 

 (((MH "Child Abuse+") OR (MH "Child Abuse Survivors") OR (MH "Adverse 
Childhood Experiences") OR (MH "Psychological Trauma+") OR (MH 
"Stress Disorders, Post-Traumatic+") OR (MH "Traumatology") OR (AB 
(Abuse OR trauma* OR (trauma* N6 stress) OR maltreat* OR mistreat* OR 
neglect* OR “adverse childhood experience*” OR (early-life N6 stress) OR 
(early N6 life N6 stress) OR PTSD OR (post-traumatic N6 stress) OR “acute 
stress disorder” OR PTSS OR  traumatology)) OR (MH "Refugees") OR (MH 
"Foster Home Care") OR (MH "Adoption+") OR (AB (Refugee* OR (asylum 
N6 seek*) OR (foster N6 child*) OR (adopt* NEAR child*) OR (looked-after 
N6 child*) OR “out-of-home care” OR “care leaver*” OR (foster N6 
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care*)))) AND (((MH "Child+") OR (MH "Child Health") OR (MH "Child 
Psychology") OR (MH "Child Psychiatry") OR (MH "Adolescence+") OR (MH 
"Adolescent Health") OR (MH "Adolescent Psychology") OR (MH 
"Adolescent Psychiatry") OR (MH “Young Adult”) OR (AB (Child* OR 
adolescen* OR teen* OR youth* OR (young N6 pers*) OR (young peop*) 
OR (young N6 adult*) OR (emerging N6 adult*) OR  juvenile*))) 

#11 #5 AND #10 89,696 

 
Intervention  
#12 (MeSH) Behavior therapy, which includes: applied behavior analysis; 

cognitive remediation; cognitive therapy (+4 explosions, see below); 
dialectical behavior therapy 

OR cognitive therapy, which includes: acceptance and commitment 
therapy; cognitive restructuring; mindfulness; schema therapy 

OR desensitization, psychologic, which includes: EMDR; virtual reality 
exposure therapy  

 

(MH "Behavior Therapy+") OR (MH "Cognitive Therapy+") OR (MH 
"Desensitization, Psychologic+") 

41,775 

#13 (AB (TF-CBT OR (trauma-focus*ed N6 CBT) OR “cognitive behavio*ral 
therapy” OR EMDR OR (narrative N6 exposure) OR (prolonged N6 
exposure) OR (teaching N6 recovery N6 technique*) OR (cognitive N6 
behavio*ral) OR (trauma N6 focus*ed) OR (cognitive N6 restructur*) OR 
(cognitive N6 processing) OR (CBT N6 PTSD)) 

27,229 

FYI (MH "Behavior Therapy+") OR (MH "Cognitive Therapy+") OR (MH 
"Desensitization, Psychologic+") OR (AB (TF-CBT OR (trauma-focus*ed N6 
CBT) OR “cognitive behavio*ral therapy” OR EMDR OR (narrative N6 
exposure) OR (prolonged N6 exposure) OR (teaching N6 recovery N6 
technique*) OR (cognitive N6 behavio*ral) OR (trauma N6 focus*ed) OR 
(cognitive N6 restructur*) OR (cognitive N6 processing) OR (CBT N6 PTSD)) 

 

#14 #12 OR #13 

S12 OR S13 

60,557 

Comparison  
#15 (MeSH) Clinical trials, which includes: double-blind studies; intervention 

trials; preventive trials; randomized controlled trials (+ 1 explosion, see 
below); single-blind studies; therapeutic trials (+ 1 explosion, see below); 
triple-blind studies  

OR randomized controlled trials, which includes: equivalence trials 

 

(MH "Clinical Trials+") OR (MH "Randomized Controlled Trials+") 

347,962 

#16 (AB (RCT OR (random* N6 control* N6 trial*) OR (random* N6 clinical N6 
trial*) OR (clinical N6 trial*) OR (random* N6 trial*)) 

256,097 
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FYI (MH "Clinical Trials+") OR (MH "Randomized Controlled Trials+") OR (AB 
(RCT OR (random* N6 control* N6 trial*) OR (random* N6 clinical N6 
trial*) OR (clinical N6 trial*) OR (random* N6 trial*)) 

 

#17 #15 OR #16 

S15 OR S16 

485,344 

Outcome 
#18 (MeSH) Support, social, which includes: family support; support, 

psychosocial 

OR support, psychosocial, which includes: caregiver support 

OR support, psychosocial, which includes: community support; family 
support 

OR social isolation, which includes: loneliness; ostracism; social alienation; 
social deprivation 

OR social adjustment  

OR interpersonal relations, which includes: (28 explosions) 

OR social inclusion 

OR social participation 

OR social networks 

 

(MH "Support, Social+") OR (MH "Support, Psychosocial+") OR (MH "Social 
Isolation+") OR (MH "Social Adjustment") OR (MH "Interpersonal 
Relations+") OR (MH "Social Inclusion") OR (MH "Social Participation") OR 
(MH "Social Networks") 

426,922 

#19 (AB ((social N6 support) OR (social N6 isolation) OR (social N6 function*) 
OR (social N6 adjustment) OR (social N6 dysfunction) OR (relation* N6 
satisfaction) OR (relation* N6 outcome*) OR (relation* N6 quality) OR 
(relation* N6 distress) OR (relation* N6 function*) OR (relation* N6 
problem*) OR  (interpersonal N6 satisfaction) OR (interpersonal N6 
outcome*) OR (interpersonal N6 quality) OR (interpersonal N6 distress) OR 
(interpersonal N6 function*) OR (interpersonal N6 problem*) OR  
psychosocial)) 

164,151 

 

 (MH "Support, Social+") OR (MH "Support, Psychosocial+") OR (MH "Social 
Isolation+") OR (MH "Social Adjustment") OR (MH "Interpersonal 
Relations+") OR (MH "Social Inclusion") OR (MH "Social Participation") OR 
(MH "Social Networks") OR (AB ((social N6 support) OR (social N6 
isolation) OR (social N6 function*) OR (social N6 adjustment) OR (social N6 
dysfunction) OR (relation* N6 satisfaction) OR (relation* N6 outcome*) OR 
(relation* N6 quality) OR (relation* N6 distress) OR (relation* N6 
function*) OR (relation* N6 problem*) OR  (interpersonal N6 satisfaction) 
OR (interpersonal N6 outcome*) OR (interpersonal N6 quality) OR 
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(interpersonal N6 distress) OR (interpersonal N6 function*) OR 
(interpersonal N6 problem*) OR  psychosocial))) 

#20 #18 OR #19 

S18 OR S19 

541,540 

#21 #11 AND #14 AND #17 AND #20 

S11 AND S14 AND S17 AND S20 

118 
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Pubmed: Conducted search in title/abstract   
Participants  
#1 "trauma stress"[Title/Abstract:~6] OR PTSD [Title/Abstract] OR "posttrauma 

stress"[Title/Abstract:~6] OR "Post-traumatic stress"[Title/Abstract:~6] OR 
"acute stress disorder" [Title/Abstract:~6] OR PTSS [Title/Abstract] OR abus* 
[Title/Abstract] OR trauma* [Title/Abstract] OR maltreat* [Title/Abstract] OR 
mistreat* [Title/Abstract] OR neglect*[Title/Abstract] OR "early life stress*" 
[Title/Abstract] OR "early life stress*" [Title/Abstract] OR "adverse 
experience*" [Title/Abstract] OR traumatology [Title/Abstract] 

681,748 

 

#2 Trauma and Stressor Related Disorders [MeSH Terms] OR Violence [MeSH 
Terms] OR Warfare and Armed Conflicts [MeSH Terms] OR Crime Victims 
[MeSH Terms] OR Refugee [MeSH Terms] 

205,592 

 
FYI "trauma stress"[Title/Abstract:~6] OR PTSD [Title/Abstract] OR "posttrauma 

stress"[Title/Abstract:~6] OR "Post-traumatic stress"[Title/Abstract:~6] OR 
"acute stress disorder" [Title/Abstract:~6] OR PTSS [Title/Abstract] OR abus* 
[Title/Abstract] OR trauma* [Title/Abstract] OR maltreat* [Title/Abstract] OR 
mistreat* [Title/Abstract] OR neglect*[Title/Abstract] OR "early life stress*" 
[Title/Abstract] OR "early life stress*" [Title/Abstract] OR "adverse 
experience*" [Title/Abstract] OR traumatology [Title/Abstract] OR Trauma and 
Stressor Related Disorders [MeSH Terms] OR Violence [MeSH Terms] OR 
Warfare and Armed Conflicts [MeSH Terms] OR Crime Victims [MeSH Terms] 
OR Refugee [MeSH Terms] 

802,303 

 

#3 #1 OR #2  
#4 child* [Title/Abstract] OR adolescen* [Title/Abstract] OR teen*[Title/Abstract]  

OR youth* [Title/Abstract] OR “young person” [Title/Abstract:~6] OR “young 
people” [Title/Abstract:~6] OR “young adult” [Title/Abstract:~6] OR “young 
adults” [Title/Abstract:~6] OR “emerging adult” [Title/Abstract:~6] OR 
“emerging adults” [Title/Abstract:~6] OR Juvenile* [Title/Abstract] OR child 
[MeSH Terms] OR adolescent [MeSH Terms] OR Young Adult [MeSH Terms] 

 

4,473,055 

 

#5 #3 AND #4 250,325 
#5 “foster child” [Title/Abstract:~6] OR “foster children” [Title/Abstract:~6] OR 

“looked-after child” [Title/Abstract:~6] OR “looked-after children” 
[Title/Abstract:~6] OR “looked after child” [Title/Abstract:~6] OR “looked after 
children” [Title/Abstract:~6]  OR "Out-of-home-care" [Title/Abstract:~6] OR 
“foster care*” [Title/Abstract] OR “care leaver*” [Title/Abstract] OR “Asylum 
seek*” [Title/Abstract] OR refugee [Title/Abstract] OR Child, Foster[MeSH 
Terms] 

2,163 

#6 #5 OR #6 260,511 
Intervention  
#7 “cognitive restructure” [Title/Abstract:~6] OR “cognitive restructuring” 

[Title/Abstract:~6] OR EMDR [Title/Abstract] OR “Narrative exposure” 
[Title/Abstract:~6] OR “Prolonged exposure” [Title/Abstract:~6] OR TF-CBT 
[Title/Abstract] OR “Teaching recovery techniques” [Title/Abstract:~6] OR 
“Cognitive behavioural” [Title/Abstract:~6] OR “cognitive behavioral” 
[Title/Abstract:~6] OR “Cognitive processing” [Title/Abstract:~6] OR “trauma 

285,231 
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focussed” [Title/Abstract:~6] OR “trauma focused” [Title/Abstract:~6] OR 
Psychotherapy[MeSH Terms] 

 
Design 
#8 “Randomised Clinical Trial” [Title/Abstract:~6] OR “Radomized clinical trial” 

[Title/Abstract:~6] OR “randomised control” [Title/Abstract:~6] OR 
“randomized control” [Title/Abstract:~6] OR “randomised controlled” 
[Title/Abstract:~6] OR “randomized controlled” [Title/Abstract:~6] OR “clinical 
trial” [Title/Abstract:~6] OR “randomised trial” [Title/Abstract:~6] OR 
“randomized trial” [Title/Abstract:~6] OR RCT [Title/Abstract] OR 
Controlled Clinical Trial [MeSH Terms] 

766,945 

 

 

Outcome  
#9 “Social support” [Title/Abstract:~6] OR ”Social isolation” [Title/Abstract:~6] OR 

”Social functioning” [Title/Abstract:~6] OR “relationship satisfaction” OR 
”relationship outcome” [Title/Abstract:~6] OR ” relationship outcomes” 
[Title/Abstract:~6]  OR ”relationship quality” [Title/Abstract:~6]  OR 
”relationship distress” [Title/Abstract:~6]  OR ”relationship functioning” 
[Title/Abstract:~6] OR ”relationship problem”[Title/Abstract:~6]  OR 
”relationship problems”[Title/Abstract:~6] OR ”interpersonal satisfaction” 
[Title/Abstract:~6] OR ”interpersonal outcomes” [Title/Abstract:~6] OR 
”interpersonal outcome” [Title/Abstract:~6] OR ”interpersonal quality” 
[Title/Abstract:~6] OR ”interpersonal distress” [Title/Abstract:~6]  OR 
”interpersonal functioning” [Title/Abstract:~6] OR ”interpersonal problem” 
[Title/Abstract:~6] OR ”interpersonal problems” [Title/Abstract:~6] OR ”social 
adjustment” [Title/Abstract:~6]  OR ”social dysfunction” [Title/Abstract:~6] OR 
psychosocial[Title/Abstract] OR Social Support [MeSH Terms] 

 

320,156 

 

#10  #6 and #7 and #8 and #9 289 
#11 Filter by Randomized control trials 156 
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PsycINFO: searched within abstract and keywords  
Participants  
#1 Abstract: (Trauma* stress) OR PTSD OR (Posttraumatic NEAR/6 stress) OR 

(Post-traumatic NEAR/6 stress) OR “acute stress disorder” OR PTSS OR Abus* 
OR Trauma* OR Maltreat* OR Mistreat* OR Neglect* OR (Early-life NEAR/6 
stress*) OR (Early NEAR/6 life NEAR/6 stress*) OR (Adverse NEAR/6 
experience*) OR traumatology  

307,578  

#2 Keywords: (Trauma* stress) OR PTSD OR (Posttraumatic NEAR/6 stress) OR 
(Post-traumatic NEAR/6 stress) OR “acute stress disorder” OR PTSS OR Abus* 
OR Trauma* OR Maltreat* OR Mistreat* OR Neglect* OR (Early-life NEAR/6 
stress*) OR (Early NEAR/6 life NEAR/6 stress*) OR (Adverse NEAR/6 
experience*) OR traumatology 

242,314 

#3 Index Terms: {Posttraumatic Stress Disorder} OR {Complex Ptsd} OR {Complex 
Trauma} OR {Child Abuse} OR {Domestic Violence} OR {Emotional Abuse} OR 
{Emotional Trauma} OR {Hostages} OR {Sexual Abuse} OR {Torture} OR 
{Trauma} OR {Victimization} OR {War} 

174,407 

#4 #1 OR #2 OR #3 398,113 
#5 child* OR adolescen* OR teen* OR youth* OR (young NEAR/6 per*) OR (young 

NEAR/6 peo*) OR (young NEAR/6 adult*) OR (emerging NEAR/6 adult*) OR 
Juvenile* 

983,860 

#6 child* OR adolescen* OR teen* OR youth* OR (young NEAR/6 per*) OR (young 
NEAR/6 peo*) OR (young NEAR/6 adult*) OR (emerging NEAR/6 adult*) OR 
Juvenile* 

768,921 

#7 #5 OR #6 652,924 
#8 #4 AND #7 98,254 
#9 Abstract: (Asylum NEAR/6 seek*) OR refugee OR (Foster NEAR/6 child*) OR 

(looked-after NEAR/6 child*) OR (looked NEAR/6 after NEAR/6 child*) OR 
("Out-of-home-care" NEAR/6 child*) OR (foster NEAR/6 care*) OR (care 
NEAR/6 leaver)) 

10,741  

#10 Keywords: (Asylum NEAR/6 seek*) OR refugee OR (Foster NEAR/6 child*) OR 
(looked-after NEAR/6 child*) OR (looked NEAR/6 after NEAR/6 child*) OR 
("Out-of-home-care" NEAR/6 child*) OR (foster NEAR/6 care*) OR (care 
NEAR/6 leaver) OR (Asylum NEAR/6 seek*) OR refugee)) 

8,963 

#11 Index terms: {Foster Care} OR {Refugees} OR {Asylum  Seeking} 15,857 
#12 #8 OR #9 OR #10 21,975  
#13 #8 OR #12 116,053 
Intervention  
#14 Abstract: (cognitive NEAR/6 restructur*) OR EMDR OR (Narrative NEAR/6 

exposure) OR (Prolonged NEAR/6 exposure) OR TF-CBT OR (Teaching NEAR/6 
recovery NEAR/6 technique*) OR (Cognitive NEAR/6 behavio?ral) OR 
(Cognitive NEAR/6 processing) OR (trauma NEAR/6 focus?ed)) 

 

#15 Keywords: (cognitive NEAR/6 restructur*) OR EMDR OR (Narrative NEAR/6 
exposure) OR (Prolonged NEAR/6 exposure) OR TF-CBT OR (Teaching NEAR/6 
recovery NEAR/6 technique*) OR (Cognitive NEAR/6 behavio?ral) OR 
(Cognitive NEAR/6 processing) OR (trauma NEAR/6 focus?ed)) 

 

#16 Index terms: {behavior therapy}  
#17 #14 OR #15 OR #16 112,872 
Design 
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#18 Abstract: (Randomi?ed NEAR/6 Clinical NEAR/6 Trial) OR RCT OR (randomi?ed 
NEAR/6 control* NEAR/6 trial) OR (clinical NEAR/6 trial) OR (randomi?ed 
NEAR/6 trial) 

63,710 

#19 Keywords: (Randomi?ed NEAR/6 Clinical NEAR/6 Trial) OR RCT OR 
(randomi?ed NEAR/6 control* NEAR/6 trial) OR (clinical NEAR/6 trial) OR 
(randomi?ed NEAR/6 trial) 

 

#20 Index Terms: {Randomized Controlled Trials}  
#21 #18 OR #19 OR #20 64,010 

Outcome  
#22 Abstract: (Social NEAR/6 support) OR (Social NEAR/6 isolation) OR (Social 

NEAR/6 functioning) OR (relation* NEAR/6 satisfaction) OR (relation* NEAR/6 
outcome*) OR (relation* NEAR/6 quality) OR (relation* NEAR/6 distress) OR 
(relation* NEAR/6 functioning) OR (relation* NEAR/6 problem*) OR 
(interpersonal NEAR/6 satisfaction) OR (interpersonal NEAR/6 outcome*) OR 
(interpersonal NEAR/6 quality) OR (interpersonal NEAR/6 distress) OR 
(interpersonal NEAR/6 functioning) OR (interpersonal NEAR/6 problem*) OR 
(social NEAR/6 adjustment) OR (social NEAR/6 dysfunction) OR psychosocial) 

643 905 

#23 Topic: (Social NEAR/6 support) OR (Social NEAR/6 isolation) OR (Social NEAR/6 
functioning) OR (relation* NEAR/6 satisfaction) OR (relation* NEAR/6 
outcome*) OR (relation* NEAR/6 quality) OR (relation* NEAR/6 distress) OR 
(relation* NEAR/6 functioning) OR (relation* NEAR/6 problem*) OR 
(interpersonal NEAR/6 satisfaction) OR (interpersonal NEAR/6 outcome*) OR 
(interpersonal NEAR/6 quality) OR (interpersonal NEAR/6 distress) OR 
(interpersonal NEAR/6 functioning) OR (interpersonal NEAR/6 problem*) OR 
(social NEAR/6 adjustment) OR (social NEAR/6 dysfunction) OR psychosocial) 

 

#24 Index Terms: {Perceived Social Support} OR {Psychosocial  Outcomes} OR 
{Social Skills} 

 

#25 #18 OR #19 OR #20 362,506 

#26 #13 AND #17 AND #21 AND #25 54 
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Cochrane CENTRAL  
Participants  
#1 Stress Disorders, Traumatic (3796), which includes: Stress Disorder, Traumatic; 

Traumatic Stress Disorders; Traumatic Stress Disorder 
3824 

#2 PTSD 5607 
#3 Posttraumatic stress  7359 
#4 “acute stress disorder” 115 
#5 PTSS 134 
#6 Child abuse (697), which includes: Neglect, Child; Child Neglect; Child 

Mistreatment; Child Maltreatment; Maltreatment, Child; Mistreatment, Child; 
Abuse, Child 

709 

#7 Abus* 15646 
#8 Trauma* 18803 
#9 Mistreat* 3816 
 Maltreat*  
#10 Neglect* 1428 
#11 Early-life NEAR stress* 88 
#12 Early NEAR life NEAR stress* 103 
#13 Adverse NEAR experience* 6346 
#14 Adverse Childhood Experiences (78), which includes:  Traumatic Childhood 

Experience; Traumas, Childhood; Childhood Trauma; Childhood Experience, 
Traumatic; Traumatic Childhood Experiences; Trauma, Childhood; Experience, 
Traumatic Childhood; Childhood Experiences, Traumatic; Experiences, 
Traumatic Childhood; Childhood Traumas; Trauma, Adolescent; Adolescent 
Trauma; Adolescent Traumas; Traumas, Adolescent; Stress, Early Life; Stress, 
Early-Life; Life Stress, Early; Early Life Stresses; Stresses, Early-Life; Early Life 
Stress; Early-Life Stresses; Life Stresses, Early; Early-Life Stress; Stresses, Early 
Life; Adverse Childhood Experience; Childhood Experience, Adverse; Childhood 
Experiences, Adverse 

78 

#15 Asylum NEAR seek* 87 
#16 Refugee* 666 
#17 Foster NEAR child 355 
#18 Looked-after NEAR child 21 
#19 Looked NEAR after NEAR child 22 
#20 Out-of-home-care NEAR child 66 
#21 Foster NEAR care* 575 
#22 Care NEAR leaver* 9 
#23 traumatology 503 
#24 #1 OR #2 OR #3 OR #4 OR #5 #6 OR #7 OR #8 OR #9 OR #10 OR #11 OR #12 OR 

#13 OR #14 OR #15 OR #16 #17 OR #18 OR #19 OR #20 OR #21 OR #22 OR #23 
(Maltreatment) 

48679 

#25 Child (76548), which includes: children. 77901 
#26 Adolescent (124698), which includes: Adolescents, Female; Female 

Adolescent; Adolescent, Female; Female Adolescents; Adolescents; Youth; 
Youths; Adolescence; Teenager; Teens; Teen; Teenagers; Adolescent, Male; 
Male Adolescents; Adolescents, Male; Male Adolescent 
 

125416 

#27 Child* 190773 
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#28 Youth* 9747 
#29 teen* 3359 
 Young NEAR per* 4647 
#30 Young NEAR peo* 3413 
#31 Young NEAR adult* 105226 
#32 Emerging NEAR adult* 68 
#33 Juvenile* 4766 
#34 #23 OR #24 OR #25 OR #26 OR #27 OR #28 OR #29 OR #30 Or #31 (age) 342383 
Intervention  
#35 Behavior therapy (22741) which includes: anger management therapy, applied 

behaviour analysis, aversive therapy, biofeedback, psychology (+2 explosions); 
cognitive behavioural therapy (+3 explosions), cognitive remediation, 
desensitization, psychologic (+3 explosions), Dialectical Behavioural Therapy, 
Relaxation Therapy (+1 explosion), sleep phase chronotherapy 
 

22988 

#36 EMDR 467 
#37 Narrative NEAR exposure 110 
#38 Prolonged NEAR exposure 1267 
#39 TF-CBT 155 
#40 Teaching recovery techniques 25 
#41 Cognitive NEAR behavio*ral  25755 
#42 Cognitive NEAR processing  2143 
 (trauma NEAR/6 focus?ed) 695 
#43 #33 OR #34 OR #35 OR #36 OR #37 OR #38 OR #39 OR #40 40380 
Comparison – not needed, all RCTs.   
Outcome  
#44 Social support (4823 trials): which includes: Care, Social; Social Care; Support, 

Social; Social Support, Online; Online Social Supports; Support, Online Social; 
Social Supports, Online; Online Social Support; Perceived Social Support; Social 
Supports, Perceived; Social Support, Perceived; Support, Perceived Social; 
Perceived Social Supports; Supports, Perceived Social 
 

4313 

#45 Social NEAR support 11094 
#46 Social NEAR isolation 1356 
#47 Social NEAR functioning 5130 
#48 relation* NEAR satisfaction 1005 
#49 relation* NEAR outcome* 5563 
#50 relation* NEAR quality 2370 
#51 relation* NEAR distress 558 
#52 relation* NEAR functioning 785 
#53 relation* NEAR problem* 850 
#54 interpersonal NEAR satisfaction 157 
#55 interpersonal NEAR outcome* 147 
#56 interpersonal NEAR quality 229 
#57 interpersonal NEAR distress 167 
#58 interpersonal NEAR functioning 313 
#59 interpersonal NEAR problem* 607 
#60 social NEAR adjustment 1808 
#61 social NEAR dysfunction 294 
#62 psychosocial  20013 
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#63 #41 OR #42 OR #43 OR #44 OR #45 OR #46 OR #47 OR #48 OR #49 OR #50 OR 
#51 OR #52 OR #53 OR #54 OR #55 OR #56 OR #57 OR #58 OR #59 OR #60 OR 
#61 
(social support) 

33991 

#64 #22 And #32 AND #41 AND #62 ((PTSD OR maltreatment), AND age AND 
intervention AND outcome) 

393 
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PTSDPubs  
Participants  
#1 Child* 15368 
#2 Adolescent* 3924 
#3 Youth* 1697 
#4 Teen* 217 
#5 Preteen* 4 
#6 Young pe* 954 
#7 Young adult* 1091 
#8 Emerging adult* 145 
#9 juvenile 332 
#10 #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 18807 
#11 Asylum NEAR/6 seek* 272 
#12 refugee 2061 
#13 Foster NEAR/6 child 115 
#14 Looked NEAR/6 after NEAR/6 child 6 
#15 out of home care 51 
#16 foster care* 23 
#17 Out-of-home-care NEAR child 76 
#18 Foster NEAR care* 150 
#19 #11 OR #12 OR #13 OR #14 OR #15 OR #16 OR #17 OR #18 556 
#20 #10 OR #19 15330 
#21 MAINSUBJECT.EXACT.EXPLODE("EMDR") 946 
#22 MAINSUBJECT.EXACT.explode("Exposure Therapy") 1563 
#23 MAINSUBJECT.EXACT ("Trauma Focused Cognitive Behavioral Therapy") 185 
#24 MAINSUBJECT.EXACT("Cognitive Processing Therapy") 546 
#25 MAINSUBJECT.EXACT("Trauma Focused Group Psychotherapy") 42 
#26 MAINSUBJECT.EXACT("Prolonged Exposure Therapy") 761 
#27 MAINSUBJECT.EXACT.EXPLODE("Cognitive Behavioral Therapy") 4120 
#28 cognitive NEAR/6 restructur* 209 
#29 EMDR 1270 
#30 Narrative NEAR/6 exposure 183 
#31 Prolonged NEAR/6 exposure 1007 
#32 TF-CBT 135 
#33 Teaching NEAR/6 recovery NEAR/6 technique* 9 
#34 Cognitive NEAR/6 behavio*ral 3912 
#35 Cognitive NEAR/6 processing 923 
#36 #21 OR #22 OR #23 OR #24 OR #25 OR #26 OR #27 OR #28 OR #29 OR #30 OR 

#31OR #32 #33 OR #34 OR #35  
6437 

#37 MAINSUBJECT.EXACT.EXPLODE("Randomized Clinical Trial”) 1272 
#38 MAINSUBJECT.EXACT.EXPLODE("Clinical Trial") 1600 
#39 RCT 128 
#40 randomi?ed NEAR/6 control NEAR/6 trial 97 
#41 #37 OR #38 OR #39 OR #40 (RCT) 3345 
Outcome  
#42 MAINSUBJECT.EXACT("Social Support Networks") 2732 
#43 Social NEAR/6 support 3661 
#44 Social NEAR/6 isolation 152 
#45 Social NEAR/6 functioning 514 
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#46 Social NEAR/6 network 2859 
#47 (relation* NEAR/6 satisfaction) OR (relation* NEAR/6 outcome*) OR (relation* 

NEAR/6 quality) OR (relation* NEAR/6 distress) OR (relation* NEAR/6 
functioning) OR (relation* NEAR/6 problem*) 

1284 

#48 (interpersonal NEAR/6 satisfaction) OR (interpersonal NEAR/6 quality) OR 
(interpersonal NEAR/6 distress) OR (interpersonal NEAR/6 functioning) OR 
(interpersonal NEAR/6 problem*) OR (interpersonal NEAR/6 outcome*) 
 

375 

#49 (social NEAR/6 adjustment) OR (social NEAR/6 dysfunction) 
 

461 

#50 (psychosocial) 
 

615 

#51 tm.Exact("Social Support Questionnaire for Satisfaction (Doeglas et al)" OR "Oslo 
Social Support Scale" OR "Social Support Network Scale (CWHRS)" OR "Social 
Support Scales (Zich and Temoshok)" OR "Instrumental-Expressive Social 
Support Scale (Ensel and Woelfel)" OR "Social Support Scale (Khamis)" OR 
"Perceived Social Support Scale for Children (Arambasic et al)" OR "Social 
Support Questionnaire (Schaefer et al)" OR "Social Support Scale (Wills et al)" 
OR "Social Support Scale (Medalie and Goldbourt)" OR "Inventory of Social 
Support for Children" OR "Youth Social Support Index (McCubbin et al)" OR 
"Social Support Scale (Harper and Kelly)" OR "Social Support Scale (Pollack and 
Harris)" OR "Duke-UNC Functional Social Support Questionnaire (Broadhead et 
al)" OR "Purdue Social Support Scale (Burge and Figley)" OR "Social Support 
Scale (Jaber)" OR "Provisions of Partner Social Support (Turner et al)" OR "World 
Mental Health Social Support Scale (Kessler et al" OR "Multidimensional Scale of 
Perceived Social Support (Zimet et al)" OR "Social Stress and Support Inventory 
(Jenkins et al)" OR "Perceived Social Support Scale for Earthquake Survivors 
(Zhang et al)" OR "Social Support Inventory (Holeva)" OR "Social Support 
Inventory (Timmerman et al)" OR "Unsupportive Social Interactions Inventory 
(Ingram et al)" OR "Social Support Resources Questionnaire (Vaux and 
Athanassopulou)" OR "Adult Social Support Scale (Harter)" OR "Social Support 
Effectiveness Questionnaire (Rini and Dunkel Schetter)" OR "Social Support 
Microsystems Scales (Seidman et al)" OR "Multidimensional Social Support Scale 
(Winefield et al)" OR "Postdisaster Social Support Scales (Kaniasty)" OR 
"Multiple Scales of Social Support (Morgan)" OR "Kessler Perceived Social 
Support Scale (Kessler et al)" OR "Perceived Social Support Scale (Yildirim)" OR 
"Stress, Stressor, Social Support, and Correctional Orientation Scales (Cullen et 
al)" OR "Social Support Interview (Melchior et al)" OR "Social Support Index 
(McCubbin et al)" OR "Social Support Questionnaire (Revenson et al)" OR "Social 
Support Questionnaire (Lauterbach et al)" OR "Social Support Questionnaire 
(Green and Berlin)" OR "Social Support/Social Network Instrument" OR 
"Perceived Social Support Scale (Vaitkus and Griffith)" OR "Social Support Scale 
(Barrett)" OR "Illness-Specific Social Support Scale" OR "Duke Social Support and 
Stress Scale (Parkerson)" OR "Post-Migratory Social Support Inventory (Hollifield 
et al)" OR "Social Support Knowledge and Social Support Behavior (Johnson et 
al)" OR "Child and Adolescent Social Support Scale (Malecki et al)" OR "Single-
Item Measure of Social Support (Blake and McKay)" OR "Perceived Social 
Support Scales (Procidano and Heller)" OR "Index of Sojourner Social Support 
Scale" OR "Social Support Rating Scale (Xiao)" OR "Received Social Support Scale 
(Kaniasty)" OR "Social Stress and support Inventory (Jenkins et al)" OR "Social 
Support Questionnaire for Transactions (Suurmeijer et al)" OR "Social Support 

970 
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Scale (Ryan et al)" OR "Social Support Scale (Vinokur and Vinokur-Kaplan)" OR 
"UCLA Social Support Inventory (Schwarzer et al)" OR "Social Support for 
Recovery Scale (Laudet et al)" OR "Children\'s Inventory of Social Support 
(Wolchik et al)" OR "Children\'s Social Support Questionnaire (Bogat et al)" OR 
"Louisville Social Support Scale (Norris and Murrell)" OR "Inventory of Social 
Support (Hogan and Schmidt)" OR "Parental Social Support for Adolescents Scale 
(Aneshensel and Sucoff)" OR "Social Support Questionnaire (Lubben)" OR 
"Maternal Social Support Index (Paskoe et al)" OR "Self-Evaluation and Social 
Support Instrument (O\'Connor and Brown)" OR "Perceived Social Support Scale 
(Durakovic-Belko et al)" OR "Social Support Scale (Weist et al)" OR "Social 
Support Questionnaire (Santé Québec)" OR "Stress and Social Support Scale 
(Sheehan)" OR "Social Support and Social Obstruction Scale (Gurley)" OR 
"Adult\'s Social Support Questionnaire (Bogat et al)" OR "Social Support 
Questions (Schuster et al)" OR "Perceived Social Support Scale (Fleming et al)" 
OR "Social Support Questionnaire (Tempelaar et al)" OR "Inventory of Social 
Support in Anxious Situations (St-Jean Trudel et al)" OR "Duke Social Support 
Index (Landerman et al)" OR "Dimensions of Social Support Scale (Schaefer et 
al)" OR "General Social Social Support Scale (Jain et al)" OR "MOS Social Support 
Survey" OR "Inventory of Postdisaster Social Support (Kaniasty and Norris)" OR 
"Social Support Network Inventory (Flaherty et al)" OR "Postpartum Social 
Support Questionnaire (Hopkins and Campbell)" OR "Social Support Scale for 
Children (Harter)" OR "Self-Assessment Questionnaire on Social Support (Donald 
and Ware)" OR "Social Support Scale for Children and Adolescents (Harter)" OR 
"Social Support Questionnaire (Sarason)" OR "Social Support Rating Scale (Cauce 
et al)" OR "Social Support Interactive Coding System (Pasch and Bradbury)" OR 
"Norbeck Social Support Questionnaire (Norbeck et al)" OR "Social Support 
During Coverage Scale (Hatanaka et al)" OR "Social Support Scale (Hobfoll and 
London)" OR "Arizona Social Support Interview Schedule (Barrera)" OR "Social 
Support Scale (Adolescent Pathways Project)" OR "Social Support Questionnaire 
6" OR "Perceived Social Support Scale (Fitzpatrick and Wilson)" OR "Inventory of 
Socially Supportive Behaviors (Barrera et al)" OR "Blumenthal Perceived Social 
Support Scale (Blumenthal et al)" OR "Social Support Scale (Caplan et al)" OR 
"Social Support Behaviors Scale (Vaux et al)" OR "Modified Kendler Social 
Support Interview" OR "Structured Interview for Social Support as a Child" OR 
"Social Support Scale (Noguchi)" OR "Social Support Appraisals Scale (Vaux et 
al)" OR "Index of Social Support (Coppel)" OR "Scales of Perceived Social 
Support" OR "Kinship Social Support Measure (Taylor et al)" OR "Analysis of 
Social Support in School Transitions (Barone et al)" OR "ENRICHD Social Support 
Instrument" OR "Crime Impact Social Support Inventory (Davis et al)" OR "Social 
Support Questionnaire (O\'Brien et al)" OR "Questionnaire on Social Support 
Behaviors in Anxious Situations (Guay et al)" OR "Social Support Scale (Habif)" 
OR "Survey of Children\'s Social Support (Dubow and Ullman)" OR "Social 
Support and Disregard Scale (Abbey et al)" OR "Social Support Scale (Goldsmith 
et al)" OR "Social Support List Interactions/Discrepancies (Van Sonderen)" OR 
"Consumption and Generation of Social Support Scale (Bertera)" OR "Social 
Support Survey (Richman et al)" OR "Brief Social Support Questionnaire (Sarason 
et al)" OR "Self-Assessment Questionnaire on Social Support (Donald and 
Ware)`" OR "Social Support Inventory Scheme (Paardekooper et al)" OR 
"Personal Assessment of Social Support Scale (Dunst and Trivette)" OR "Quality 
of Social Support Scale (Vandervoort)" OR "Yale Social Support Index (Seeman 
and Berkman)" OR "Multi Sector Social Support Inventory (Layne)" OR "Social 
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Support Provisions Scale (Weiss)" OR "Social Support Record (Vaux)" OR 
"Berliner Social Support Skalen (Schultz and Schwarzer)" OR "Reciprocating 
Social Support Scale" OR "Perceived Social Support Scale (Kaniasty)" OR "Social 
Support from Others Scale" OR "Perceived Social Support Questionnaire (Guay 
and Miller)" OR "Perceived Social Support Scale (Raboteg-Saric et al)" OR "2-Way 
Social Support Scale (Shakespeare-Finch and Obst)")) 

#52  #41 OR #42 OR #43 OR #44 OR #45 OR #46 OR #47 OR #48 OR #49 OR #50 OR 
#51 

8531 

#53 #20 AND #36 AND #41 AND #52 79 
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Appendix J 

Papers excluded after full-text review 

Study Exclusion Reason 

Ahmad et al., 2007  Ineligible outcomes. No social support measure 
Auslander et al., 
2016  Ineligible outcomes. No social support measure 
Auslander et al., 
2020  Ineligible outcomes. No social support measure 
Barron et al., 2016  Ineligible outcomes. No social support measure 
Barron et al., 2017  information unavailable from author 
Barron et al., 2021  Ineligible outcomes. No social support measure 
Brown, 2020  Ineligible outcomes. No social support measure 

Carrion et al., 2013  Ineligible patient population. They did not test for PTSD symptoms or 
diagnosis for of the sample specifically. 

Catani et al., 2009  Ineligible outcomes. No social support measure 
Chen et al., 2014  Ineligible outcomes. No social support measure 
Cohen et al., 2000  Ineligible outcomes. No social support measure 
Cohen et al., 2011  information unavailable from author 
Cohen et al.,1998  Ineligible outcomes. No social support measure 
Danielson et al., 
2012  Ineligible intervention 
Deblinger et al., 
1996  information unavailable from author 
DeLaRosa-Lopes et 
al., 2018  Ineligible study design/report  
Diab et al., 2014  information unavailable from author 
Diab et al., 2015  Ineligible study design/report  
El-Khani et al., 2021  information unavailable from author 
Ertl et al., 2011  Ineligible outcomes. No social support measure 

Farkas et al.,  2010  Ineligible patient population. They did not test for PTSD symptoms or 
diagnosis for of the sample specifically. 

Farnia et al., 2017  Ineligible patient population. They did not test for PTSD symptoms or 
diagnosis for of the sample specifically. 

Foa et al., 2013  Ineligible outcomes. No social support measure 
Ford et al., 2012  Ineligible outcomes. No social support measure 
Gilboa-Schechtman 
et al., 2010  Ineligible outcomes. No social support measure 
Hermenau et al., 
2013  information unavailable from author 

Holt et al., 2014  Ineligible patient population. They did not test for PTSD symptoms or 
diagnosis for of the sample specifically. 

Jaberghaderi et al., 
2019  Ineligible outcomes. No social support measure 
Jensen et al., 2018  Ineligible outcomes. No social support measure 
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Jordans et al., 2010  Ineligible patient population. They did not test for PTSD symptoms or 
diagnosis for of the sample specifically. 

Kaminer et al., 2023  Ineligible outcomes. No social support measure 
Kangaslampi et al., 
2016  Ineligible outcomes. No social support measure 
Kangaslampi et al., 
2020  Ineligible outcomes. No social support measure 
King et al., 2000  Ineligible outcomes. No social support measure 
Li et al., 2023  Ineligible outcomes. No social support measure 
Madigan et al., 2015  Ineligible outcomes. No social support measure 
Martsenkovskyi 2016  Ineligible outcomes. No social support measure 
Martsenkovskyi, 
2017  Ineligible outcomes. No social support measure 
McLean et al., 2015  Ineligible outcomes. No social support measure 
McMullen et al., 
2013  Ineligible outcomes. No social support measure 
Meentken et al., 
2020  information unavailable from author 
Murray et al., 2015  Ineligible outcomes. No social support measure 
Murray et al., 2015  Ineligible outcomes. No social support measure 

Naami et al., 2020  Ineligible patient population. They did not test for PTSD symptoms or 
diagnosis for of the sample specifically. 

Ormhaug et al., 2014  Ineligible patient population. They did not test for PTSD symptoms or 
diagnosis for of the sample specifically. 

Pfeiffer et al., 2018  Ineligible outcomes. No social support measure 
Pfeiffer et al., 2020  Ineligible study design/report  
Punamaki et al., 
2014 

 Ineligible patient population. They did not test for PTSD symptoms or 
diagnosis for of the sample specifically. 

Qouta et al., 2012  Ineligible outcomes. No social support measure 
Qouta et al., 2016  Ineligible intervention 
Rosner et al., 2019  information unavailable from author 
Rossouw et al., 2018  Ineligible outcomes. No social support measure 
Ruf et al., 2010  Ineligible outcomes. No social support measure 
Scheeringa et al., 
2011  Ineligible outcomes. No social support measure 
Schottelkorb et al., 
2012  Ineligible outcomes. No social support measure 
Shein-Szydlo et al., 
2016  Ineligible outcomes. No social support measure 
Smith et al., 2007  Ineligible outcomes. No social support measure 
Stein et al., 2003  Ineligible outcomes. No social support measure 
Tol et al., 2008  Ineligible outcomes. No social support measure 
Tol et al., 2010  information unavailable from author 

Tol et al., 2012  Ineligible patient population. They did not test for PTSD symptoms or 
diagnosis for of the sample specifically. 

Wang et al., 2016  Ineligible study design/report  
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Appendix K 

Full details of outcomes measured in included studies 

Trial  Outcome category 
Outcome 
reporter Measure  Higher score indicates 

Birkeland et al., 
2020 & Jensen et 
al., 2014 
 

Perceptions of support Child 

Duke-UNC functional social support 
questionnaire (FSSQ; Broadhead, Gehlbach, 
DeGruy, & Kaplan, 1988) Positive social outcome 

Social skills: peer 
problems Child 

Strengths and Difficulties Questionnaire 
(Goodman et al., 1994) Negative social outcome 

Social skills: prosocial 
behaviour Child 

Strengths and Difficulties Questionnaire 
(Goodman et al., 1994) Positive social outcome 

Social skills: peer 
problems Parent 

Strengths and Difficulties Questionnaire 
(Goodman et al., 1994) Negative social outcome 

Social skills: prosocial 
behaviour Parent 

Strengths and Difficulties Questionnaire 
(Goodman et al., 1994) Positive social outcome 

Celano et al., 
1996 Social cognition Child 

Betrayal subscale of the  Children's Impact of 
Traumatic Events Scales--Revised (CITES-R; 
Wolfe, Gentile, Michienzi, Sas, & Wolfe, 1991). 
Relates to Negative Responses from Others, 
Social Support (reversed) &  Dangerous World  Negative social outcome 

Cohen et al., 2004 

Social skills Parent 
Child Behavior Checklist (CBCL; Achenbach et 
al., 1991) Positive social outcome 

Social cognition Child 
Children’s Attributions and Perceptions Scale 
(CAPS) (Mannarino et al., 1994) Positive social outcome 

Cohen et al., 2005 Social skills Parent 
Child Behavior Checklist (CBCL) (Achenbach & 
Edelbrock, 1983) Positive social outcome 
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Dorsey et al., 
2020  

Relationship 
Characteristics Parent Child-Parent Relationship Scale (Pianta, 1992) Positive social outcome 

Relationship 
Characteristics Parent Child-Parent Relationship Scale (Pianta, 1992) Negative social outcome 

Ehntholt et al., 
2005 

Social skills: peer 
problems Teacher 

Peer Problems; Strengths and Difficulties 
Questionnaire (Goodman et al., 1994) Negative social outcome 

Social skills: prosocial 
behaviour Teacher 

Prosocial behaviour; Strengths and Difficulties 
Questionnaire (Goodman et al., 1994) Positive social outcome 

Goldbeck et al., 
2016 Social skills Parent 

Child Behavior Checklist (CBCL) (Achenbach & 
Edelbrock, 1983) Negative social outcome 

Jamshidi et al., 
2020 Social skills  Child 

Civilian Mississippi Scale for PTSD (CMS; Keane 
et al, 1990). Negative social outcome 

Kameoka et al., 
2020  Social skills  Child 

Child Behaviour Checklist/4-18 - social 
problems subscale (CBCL; Achenbach, 1991) Negative social outcome 

Langley et al., 
2015 

Social skills  Child 
Social Adjustment Scale - Self-report for Youth 
(SAS-SR-Y; Weissman et al., 1980) Negative social outcome 

Social skills: peer 
problems Parent 

SDQ parent report and teacher report, peer 
problems subscale (Goodman, 1997) Negative social outcome 

Social skills: prosocial 
behaviour Parent 

SDQ parent report and teacher report, 
prosocial behaviour subscale (Goodman, 1997; 
1999) Positive social outcome 

Social skills: peer 
problems Teacher 

SDQ parent report and teacher report, peer 
problems subscale (Goodman, 1997) Negative social outcome 

Social skills: prosocial 
behaviour Teacher 

SDQ parent report and teacher report, 
prosocial behaviour subscale (Goodman, 1997; 
1999) Positive social outcome 



 264 

Meiser-Stedman 
et al., 2017 Perceptions of support Child 

Multidimensional Scale of Perceived Social 
Support (MSPSS: Zimet et al., 1988) positive social outcome 

O'Callaghan et al., 
2013 Social skills  Child 

African Youth Psychosocial Assessment 
Instrument (AYPA; Bolton et al., 2007) positive social outcome 

O'Callaghan et al., 
2015 Social skills  Child 

African Youth Psychosocial Assessment 
Instrument (AYPA; Bolton et al., 2007) positive social outcome 

Ooi et al., 2016 
Social skills: prosocial 
behaviour Parent 

SDQ parent report (SDQP; Goodman et al., 
2000) positive social outcome 

Peloten et al., 
2019 

Social skills: peer 
problems Child SDQ child report (SDQC; Goodman et al., 2000) Negative social outcome 

Social skills: prosocial 
behaviour Child SDQ child report (SDQC; Goodman et al., 2000) positive social outcome 

Social skills: peer 
problems Parent 

SDQ parent report (SDQP; Goodman et al., 
2000) Negative social outcome 

Social skills: prosocial 
behaviour Parent 

SDQ parent report (SDQP; Goodman et al., 
2000) positive social outcome 

Rimane et al., 
2021 

Relationship 
Characteristics Child 

Experiences in Close Relationships Revised 
(ECR-R; Fraley et al., 2000) German version 
(Ehrenthal et al., 2009) negative social outcome 

Relationship 
Characteristics Child 

Experiences in Close Relationships Revised 
(ECR-R; Fraley et al., 2000) German version 
(Ehrenthal et al., 2009) Negative social outcome 

Santiago et al., 
2018 

Social skills: peer 
problems Parent 

Strengths and Difficulties Questionnaire - Peer 
problems subscale (SDQ; Goodman, 1997) Negative social outcome 

Social skills: prosocial 
behaviour Parent 

Strengths and Difficulties Questionnaire - 
Prosocial behaviour subscale (SDQ; Goodman, 
1997) Positive social outcome 

Social skills: peer 
problems Teacher 

Strengths and Difficulties Questionnaire - Peer 
problems subscale (SDQ; Goodman, 1997) Negative social outcome 
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Social skills: prosocial 
behaviour Teacher 

Strengths and Difficulties Questionnaire - 
Prosocial behaviour subscale (SDQ; Goodman, 
1997) Positive social outcome 

Notes. In bold are the scale which was included in the meta-analysis.  

 

  



 266 

Appendix L 

Intervention an comparator group details for included studies 

 
Supplementary Table. Intervention an comparator group details for included studies 

 

Trial paper(s) Intervention type Manual 
Number of 
sessions 

Carer-
involvement Format Comparator group  

Birkeland et 
al., 2020 & 
Jensen et al., 
2014a Trauma-focussed-CBT 

Trauma-Focussed Cognitive 
Behavioural Therapy (Cohen et 
al., 2006) 12-15 sessions 

Parallel and 
co-joint 
sessions 

in person, 
individual therapy 

Treatment as usual, 
whereby therapists 
were instructed to 
use any 
intervention they 
would usually use. 
Usually this was 
client centred, 
psychodynamic or 
family approaches 
to therapy.  

Celano et al., 
1996 Trauma-focussed-CBT 

Recovering from Abuse Program 
(Celnao et al., 1991) 8 sessions 

Parallel and 
co-joint 
sessions 

in person, 
individual therapy 

Treatment as usual, 
which was Active 
control, general 
psychotherapy. 

Cohen et al., 
2004 

 
Trauma-focussed-CBT  

Trauma-Focussed Cognitive 
Behavioural Therapy (Cohen et 
al., 2000) 12-15 sessions 

Parallel and 
co-joint 
sessions 

in person, 
individual therapy 

Active control 
which was Child 
Centered Therapy.  

Cohen et al., 
2005 a Trauma-focussed-CBT  

Sexual Abuse-Specific Cognitive-
Behavioural Therapy 12-15 sessions 

Parallel 
sessions 

in person, 
individual therapy 

Active control, 
which was non-
directive 
psychotherapy.  
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Dorsey et al., 
2020 b Trauma-focussed-CBT 

Trauma-Focussed Cognitive 
Behavioural Therapy (Cohen et 
al., 2006) 12-15 sessions 

Parallel and 
co-joint 
sessions 

in person, 
individual therapy 

Treatment as usual, 
which involved 
access to usual 
services 
(predominantly 
educational 
support, as well as 
some mental 
health care). 

Ehntholt et al., 
2005 Trauma-focussed-CBT 

Children and War: Teaching 
Recovery Techniques (Smith et 
al., 2000) 6 sessions none 

in person, group 
therapy Wait-list control 

Goldbeck et a., 
2016 Trauma-focussed-CBT 

Trauma-Focussed Cognitive 
Behavioural Therapy (Cohen et 
al., 2006) 

12-15 sessions 
 

Parallel and 
co-joint 
sessions 

in person, 
individual therapy Wait-list control 

Jamshidi et al., 
2020 EMDR 

Eye movement desensitization 
and reprocessing (EMDR) 
therapy 
(Shapiro et al., 2017) 

8 sessions 
 High 

in person, 
individual therapy Wait-list control 

Kameoka et 
al., 2020 Trauma-focussed-CBT 

Trauma-Focussed Cognitive 
Behavioural Therapy (Cohen et 
al., 2017) 12 sessions 

Parallel and 
co-joint carer 
sessions 

in person, 
individual therapy 

Treatment as usual, 
whereby therapists 
were instructed to 
use any 
intervention they 
would usually use 
(up to 90-100 
minute treatment 
sessions for 12 
weeks).  

Langley et al., 
2015 Trauma-focussed-CBT 

Bounce Back (Langley et al., 
2011) 

10 sessions 
 

Parallel and 
co-joint 
sessions 

in person, group 
therapy Wait-list control 
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Meiser-
Stedman et al., 
2017 Trauma-focussed-CBT 

Cognitive Therapy for Post-
traumatic Stress Disorder (Smith 
et al., 2010) 10 sessions 

Co-joint 
sessions 

in person, 
individual therapy Wait-list control 

O’Callaghan et 
al., 2013 Trauma-focussed-CBT 

Culturally adapted group 
therapy based upon Trauma-
Focussed Cognitive Behavioural 
Therapy (Cohen et al., 2006) 15 sessions 

Parallel 
sessions 

in person, group 
therapy Wait-list control 

O’Callaghan et 
al., 2015 Trauma-focussed-CBT 

Culturally adapted group 
therapy based upon Trauma-
Focussed Cognitive Behavioural 
Therapy (Cohen et al., 2006) 15 sessions 

Parallel 
sessions 

in person, group 
therapy 

Active control, 
which was a 
psychosocial 
intervention named 
Child Friendly 
Spaces. This 
intervention does 
not focus on 
reframing trauma 
or cognitions 
specifically.  

Ooi et al., 2016 Trauma-focussed-CBT 

Children and War: Teaching 
Recovery Techniques (Smith et 
al., 2000) 8 sessions None 

in person, group 
therapy Wait-list control 

Peloten et al., 
2019 Trauma-focussed-CBT 

Narrative Exposure Therapy 
(Schauer et al., 2011) 10 sessions None 

in person, 
individual therapy 

Treatment as usual, 
whereby therapists 
were instructed to 
use any 
intervention they 
would usually use.  

Rimane et al., 
2021 a Trauma-focussed-CBT 

Developmentally adapted 
Cognitive Processing Therapy 
(Matulis et al., 2014) 

30 sessions 
 None 

in person, 
individual therapy 

Provided 
participants with 
instructions on how 
to find a 
psychotherapist 
(treatment advice), 



 269 

and were on a wait-
list control 

Santiago et al., 
2018 Trauma-focussed-CBT 

Bounce Back (Langley et al., 
2015) 

10 group, 2 
individual 
sessions 

Parallel 
sessions 

in person, mostly 
group therapy 

3 month wait-list 
control  

 



 270 

Appendix M 

Funnel plot for sensitivity analysis

RE Model
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Appendix N 

Sensitivity analysis and moderators using aggregate effect size 

Supplementary table 
Analysis K n Hedges g 95% CI 95% PI Q (df) Q p 
Aggregate meta-
analysis 13 968 0.146 0.026, 0.267 0.026, 0.267 22.62(12)*   
Sensitivity analyses   

Risk of bias a 7 698 0.145 -0.004, 0.294 -0.005, 0.294 7.58(6)   
tf-CBT only b 12 938 0.11 -0.008, 0.236 -0.008, 0.236 10.1(11)   
High income countries 
c 10 836 0.106 -0.022, 0.234 -0.023, 0.234 5.3(9)   
Moderators         
Comparator      18.83(11) 3.79 .052 

Active 5 482 0.028 -0.142, 0.198     

Passive 8 486 0.240 -0.002, 0.481     
Care-giver 
involvement      21.82(11)* 0.85 .356 

None 4 149 0.307 -0.054, 0.669     

Some 9 819 -0.188 -0.587, 0.211     

Therapy format         
Group 6 322 0.174 -0.067, 0.415  22.43(11)* 0.05 .827 

Individual 7 646 -0.035 -0.347, 0.277     
a only studies which did not have a high risk of bias 
b only studies which used tf-CBT therapy 
c only studies which were conducted in a high income country 
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* p <.05, ** p <.01, ***p <.001, 
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