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ABSTRACT

Objectives: Adolescents transitioning from child and adolescent mental health services (CAMHS) to adult mental health
services (AMHS) may face challenges in accurately identifying and reporting their mental health symptoms, often leading to
discrepancies between clinician and patient evaluations. Using data from the MILESTONE project, this study aims to assess
clinician-adolescent concordance over 24 months and identify domains of psychopathology with the highest disparities.
Methods: Participants were assessed at baseline, 9, 15, and 24 months using the Health of the Nation Outcome Scales for
Children and Adolescents (HONOSCA) scale and were categorized in four diagnostic groups. Hierarchical cluster analysis
identified symptom-based subgroups of patients based on clinician and patient-rated HoNOSCA scores. Concordance
was evaluated through multilevel linear regression models, while Bland-Altman plots examined agreement between scores
across time points.

Results: Two clusters of patients were identified: one characterized by lower severity and greater prevalence, the other by
higher complexity and fewer individuals. Clinician-patient concordance increased over time, rising from 77% to 83% by
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the second time point and stabilizing. Concordance varied across diagnostic categories, with anxiety showing the highest

agreement and ADHD the lowest.

Conclusions: Improved communication, psychoeducation, and tailored interventions may facilitate greater patient-clinician

alignment, thereby supporting more favorable outcomes during this critical developmental period.

Trial Registration: ISRCTN83240263; NCT03013595

1 | Introduction

Adolescence, defined as a developmental stage from ages 10-19,
is commonly viewed as a period free of significant health issues
(Jaworska and MacQueen 2015). Nonetheless, ~20% of adoles-
cents are affected by mental health challenges, with depression
and anxiety being the most prevalent (World Health Assem-
bly 2015; World Health Organization 2003; World Health
Organization Regional Office for Europe 2016). Adolescents
may face difficulties in identifying and articulating mental
health symptoms due to the dynamic nature of their emotional
and cognitive development (Beckman et al. 2023; Westberg
et al. 2022). In clinical contexts, accurately aligning clinician-
administered evaluations with adolescents’ self-reported as-
sessments is essential, as there is frequently a discrepancy
between patient self-assessments and clinical evaluations
(Berlin et al. 2021; Hershenberg et al. 2020). These differences
are especially pronounced in younger populations, where cog-
nitive maturity and emotional regulation are still developing,
impacting the accuracy of self-assessments (Lin et al. 2024).
Recognizing these nuances is critical for treatment outcomes, as
awareness of health status among those with mental health
conditions plays a central role. Such disparities in clinician and
self-assessed reports often arise due to variations in self-
awareness, symptom interpretation, and the prioritization of
symptoms, shaped by subjective experiences versus clinical
criteria (Conijn et al. 2018; Dunlop et al. 2011; Kuitunen-Paul
et al. 2023). In 2005, De Los Reyes and Kazdin addressed the
inconsistencies often observed in reports of childhood psycho-
pathology from different informants, such as parents, teachers,
and children themselves. These discrepancies present chal-
lenges for clinicians and researchers when assessing and diag-
nosing children’s mental health conditions (De Los Reyes and
Kazdin 2005).

Assessing how young people subjectively experience their
condition becomes especially critical during this transitional
phase (Guyer 2020), such as the shift from pediatric psychiatric
services (CAMHS) to adult mental health services (AMHS).
During this period, adolescents are expected to take on a more
active and autonomous role in their care, which underscores
the importance of aligning clinician assessments with their self-
reported experiences to ensure continuity and enhance treat-
ment effectiveness (Livanou et al. 2021; Medforth and
Boyle 2023). This shift may have been emotionally burdensome,
requiring additional support from family members, peers, and
healthcare providers (Tuomainen et al. 2018). However,
research has highlighted a persistent gap in the agreement on
the severity of psychopathology between young people and
clinicians, with self-reported tools often being underutilized or
undervalued in the clinical setting (Paul et al. 2015). The limited
use of self-report measures in mental health evaluations has

been attributed to concerns about the reliability and validity of
these assessments, particularly when compared to clinician-
administered tools (Kroenke et al. 2001). Moreover, despite the
relevance of this topic (Abrams et al. 2018; Dunlop et al. 2011;
Hauschildt et al. 2019; Ung et al. 2014) longitudinal studies
specifically examining clinician-adolescent agreement during
this transition phase are still scarce, likely due to the inherent
challenges in conducting studies of this scale within transitional
care settings. Tracking clinician-adolescent agreement over
time helps capture how perceptions of symptom severity evolve
during the transition from CAMHS to AMHS. Multi-informant
assessments enhance clinical understanding by providing
complementary perspectives, while discrepancies may reflect
differences in insight, engagement, or relational dynamics (De
Los Reyes and Kazdin 2005; Kraemer et al. 2003). Agreement
can shift as adolescents’ self-awareness increases and clinicians
refine their understanding through ongoing therapeutic con-
tact, making longitudinal assessment essential for guiding tar-
geted interventions and ensuring continuity of care. The
MILESTONE project (2014-2019) was a longitudinal, cohort
study with a cluster-randomized controlled trial designed to
advance the understanding and efficacy of transitional care
from CAMHS to AMHS across various European healthcare
systems (Singh et al. 2017).

Using data from the MILESTONE project, this prospective
cohort study aims to assess the concordance between clinician
and adolescent ratings on the Health of the Nation Outcome
Scales for Children and Adolescents (HoONOSCA) scale (Gowers
et al. 1999) over a 24-month period, with evaluations at four
distinct time points (TP) (at baseline, 9, 15, and 24 months of
follow-up). We decided to assess the degree of agreement
between severity of psychopathology over 2 years because it
allowed us to evaluate the stability and consistency of symptom
severity over time. The study also seeks to identify specific
domains of psychopathology with the highest clinician-patient
discrepancies, enhancing the understanding of mental health
assessments across diverse disorder categories and exploring
how these alignments may impact treatment outcomes during
this pivotal developmental stage. Clustering techniques have
gained traction in clinical psychology as data-driven tools to
identify transdiagnostic subgroups of patients based on symp-
tom presentation. Unlike categorical diagnoses, which may
obscure individual variability, cluster analyses allow for the
emergence of empirical profiles that reflect clinical complexity
and functional impairment more directly. This approach has
proven particularly relevant in youth mental health, where
comorbidity and developmental changes challenge rigid diag-
nostic frameworks. In the context of informant agreement,
generating symptom-based clusters separately for clinicians and
patients allows for a more nuanced understanding of whether
both perspectives converge not only in terms of severity but in
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classifying individuals within similar clinical profiles. This
methodology aligns with current person-centered frameworks
and addresses the need to operationalize agreement beyond
total score comparisons.

2 | Materials and Methods
2.1 | Study Design and Participants

The MILESTONE study was designed to investigate service
utilization, mental health, and additional outcomes during a
2-year monitoring period among a group of 1004 young in-
dividuals aged 17-19 who have reached the upper age limit of
their CAMHS across 8 European countries (Belgium, Croatia,
France, Germany, Ireland, Italy, the Netherlands, and the
United Kingdom). Previous studies have described their study
design, inclusion and exclusion criteria, and recruitment pro-
cedures in detail (for a thorough review of the research proto-
col, please refer to Singh et al. 2017).

2.2 | Measures, Procedures, and Variables

Here, we focus on analyzing data from the participants who
took part in all four assessments (N =614) over a 24-month
follow-up period: 3 months before transitioning from CAMHS
to AHMS (T1), 9 months after T1 (T2), 15 months after T1 (T3),
and 24 months after T1 (T4). At T1, all patients received
CAMHS treatment. Following informed consent, participants
and parents took part in a baseline assessment (T1) in CAMHS
~6 months before reaching the upper age limit. Trained re-
searchers collected sociodemographic information and eval-
uated care needs through interviews held at CAMHS, in
participants’ homes, or via telephone, depending on their
preferences. The sociodemographic data were obtained from a
variety of sources, including clinicians, parents, medical
records, and online questionnaires accessed through Health-
Tracker (https://www.healthtracker.co.uk).

The assessment battery included several structured rating
scales; however, in this study, we focused our analysis specifi-
cally on the HONOSCA (range 0-52), one of the most widely
utilized clinician-rated instruments in adolescent mental health
(Mathiassen et al. 2012). The HoNOSCA has demonstrated
reliability and sensitivity to change in clinical settings, provid-
ing a comprehensive overview of mental health difficulties
across various psychiatric conditions (Pirkis et al. 2005). The
HoNOSCA consists of 13 items assessing severity of functioning
in dimensions of behavioral problems (e.g., hyperactivity,
aggression), emotional and somatic symptoms (e.g., anxiety,
psychosis), social functioning impairments (e.g., peer conflict,
school refusal) in children and adolescents with psychiatric
disorders. It has demonstrated solid psychometric properties,
including good inter-rater reliability (ICC > 0.70), sensitivity to
clinical change over time, and strong construct and concurrent
validity. Differences in scores between inpatient and outpatient
groups further support its discriminant validity. A standardized
glossary and scoring guide support consistent use in both clin-
ical and research contexts (Gowers et al. 1999). In addition to
the clinician-rated version of HoNOSCA, a self-rated variant

was used, enabling young people to directly report their ex-
periences and symptoms, thus incorporating both perspectives
into the diagnostic and treatment process (Gowers et al. 2002).
This tool was administered through semi-structured interviews
with the young person, and, where feasible, with a parent or
caregiver, as well as the relevant clinician. If the clinician was
not available, information was gathered from a review of
medical records.

To evaluate the agreement between clinicians and patients on
the severity of psychopathology, we categorized our sample into
four diagnostic groups based on core psychopathological char-
acteristics, using their primary diagnosis: (i) anxiety disorders;
(ii) depressive disorders; (iii) attention deficit and hyperactivity
disorder (ADHD); and (iv) obsessive-compulsive disorders
(OCD) alongside eating disorders (ED).

2.3 | Statistical Analysis

Descriptive statistics included frequency tables for categorical
variables and mean values with corresponding standard devia-
tions [SD] for continuous variables. We selected patients from a
total sample of 474 who had available data for at least three-
time points. To handle missing clinical scores (HONOSCA), we
employed multiple imputation at all four-time points to identify
temporal trends prior to analysis (van Buuren and Groothuis-
Oudshoorn 2011).

Using all the items in HONOSCA, this study proposes a multi-
dimensional analysis approach based on unsupervised learning
methods. Hierarchical classification analyses (HCA) were per-
formed for all available time points, separately for clinician and
patient evaluations, using all HONOSCA items as classification
variables. HCA is an unsupervised learning technique that
iteratively groups observations into clusters based on similarity
across multiple dimensions—in this case, HONOSCA item
scores. We employed Euclidean distance as the proximity
measure and complete linkage as the agglomeration method,
which considers the greatest distance between elements across
clusters. This approach enabled us to identify specific patient
groups characterized by high intra-cluster homogeneity. Clus-
ters were determined by inspecting the resulting dendrograms
and selecting a number of groupings that balanced within-
group homogeneity with conceptual interpretability. These
clusters represent potential targets for delineating patient pro-
files based on HONOSCA items.

The results can be interpreted at two levels: (i) a temporal level
and (ii) a categorical level. We selected HCA over alternative
clustering methods such as k-means or latent profile analysis
(LPA) for several reasons. HCA does not require a priori spec-
ification of the number of clusters and is more robust to small
and unequal cluster sizes, which aligns with our sample's
diagnostic heterogeneity and the natural variation in symptom
severity. Unlike LPA, HCA is distribution-free, making it better
suited to the ordinal nature of the HONOSCA data. This clus-
tering approach was chosen to identify latent symptom con-
figurations independently derived from clinician and patient
assessments. By comparing group assignments across raters, we
were able to examine alignment (or misalignment) in symptom
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patterns from a person-centered perspective. This method en-
ables evaluation of concordance not only at the level of aggre-
gated scores but also at the profile level, providing a nuanced
understanding of how different informants perceive the same
case. A reading on the temporal level allowed us to assess
whether the patient's assignment to a group was stable or not at
different time-points, and which target was characterized by
greater concordance/discordance in the evaluation over time.
Thus, this reading is only a comparison over time, not between
clinician and patient evaluation categories.

The categorical level reading, on the other hand, allowed a
comparison of clinicians and patient evaluations. For each time
point, the assessment examined whether the patient's evalua-
tion aligned with the clinician's evaluation within the same
target group.

To examine whether clinician-patient agreement in cluster
assignment changed significantly over time, we applied
Cochran's Q test to repeated binary measures of agreement
(agreement vs. disagreement) across the four assessment points.
When the test was significant, post hoc pairwise comparisons
between time points were conducted using McNemar's tests
with Bonferroni correction. These analyses were also repeated
within diagnostic subgroups to explore whether trends in
agreement varied by clinical category. A supplementary analysis
was carried out to check the robustness of the results. HoN-
OSCA total ratings by patients and clinicians were compared
using the Bland-Altman method. The Bland-Altman plot
visually represents this comparison, showing the mean of the
measurements on the x-axis and the difference between the two
sets of scores on the y-axis. Horizontal lines indicate the mean
bias and limits of agreement, highlighting any systematic
differences.

To examine the relationship between the mean of the mea-
surements and the differences, linear regression was used ac-
cording to the nature of the data. The linear model assumptions
were assessed for normality of residuals using a Q-Q plot and
the Shapiro-Wilk test, and no violations were detected. Addi-
tionally, a random intercept for each country was included in
the model to account for potential variability across different
countries. The slope of the regression line shows how the dif-
ference changes as the mean increases, and the intercept pro-
vides insight into the average bias. The p value associated with
the slope reveals the statistical significance of the relationship,
with a high p value suggesting good agreement between the two
measurement methods.

All analyses were conducted using R software version 4.3.2 with
a significance threshold of 0.05.

3 | Results
3.1 | Sociodemographic and Clinical
Characteristics

Table 1 and Table S1 report the sociodemographic and clinical
characteristics of the adolescents included in this study. The
sample comprised predominantly female participants (65.8%),

TABLE 1 | Descriptive statistics for sociodemographic character-
istics of young people in the MILESTONE Cohort assessed at base-
line (n=474).

N (%) or
Variable mean (SD)
Gender
Female 312 (65.8%)
Male 172 (34.2%)
Age 17.5 (0.6)
Ethnicity
Caucasian 359 (75.7%)
Other ethnic groups 40 (8.4%)
Missing 75 (15.9%)
Country
Belgium 58 (12.2%)
Croatia 17 (3.6%)
France 69 (14.6%)
Germany 50 (10.5%)
Ireland 23 (4.8%)
Ttaly 92 (19.4%)
The Netherlands 77 (16.2%)
UK London 31 (6.5%)
UK West Mids 57 (12.2%)

Living situation
272 (57.4%)
144 (30.4%)

With biological parents

With one biological parent

Adoptive/foster parent(s) or other 41 (8.6%)

living arrangements

Missing 17 (3.6%)
Current education

Secondary/vocational 19 (4.0%)

Higher (under/postgraduate) 6 (1.3%)

No current school attendance 343 (72.4%)

Other 18 (3.8%)

Missing 88 (18.5%)
Diagnosis

Anxiety 106 (22.4%)

Depressive 154 (32.5%)

ADHD 131 (27.6%)

OCD/ED 83 (17.5%)

Note: Percentages are based on the total sample.
Abbreviations: ADHD = attention-deficit/hyperactivity disorder,
OCD/ED = obsessive-compulsive disorder or eating disorders.

with a mean age of 17.5 years (SD =0.6). The majority were
living with both biological parents (57.4%) and were not cur-
rently attending school (72.4%). Clinically, based on clinician
ratings on the Clinical Global Impression—Severity scale, most
participants were considered mildly or moderately ill (60.1%).
The mean quality of life score, as measured by the WHOQOL-
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TABLE 2 | HoNOSCA total ratings stratified by diagnosis across four time points.

Diagnosis Evaluation Time Point 1 Time Point 2 Time Point 3 Time Point 4
Anxiety Clinician 11.7 (7.7) 9.1(7.2) 9.8 (6.9) 8.2 (7.0)
Patient 12.0 (8.9) 9.0 (7.5) 9.3 (7.3) 9.0 (7.0)
Depressive Clinician 14.8 (7.7) 11.6 (7.4) 10.0 (6.5) 9.9 (7.2)
Patient 14.9 (8.5) 13.0 (7.9) 12.1 (8.2) 11.0 (8.1)
ADHD Clinician 11.7 (6.8) 9.9 (6.3) 8.7 (5.1) 9.1 (6.1)
Patient 9.6 (7.4) 9.0 (7.1) 9.3 (6.5) 9.2 (7.1)
OCD/ED Clinician 10.9 (6.4) 9.4 (6.8) 9.7 (7.3) 8.5 (6.1)
Patient 12.0 (8.8) 11.1 (7.8) 11.1 (8.6) 9.4 (7.2)

Note: Percentages are based on the total sample.

Abbreviations: ADHD = attention-deficit/hyperactivity disorder, OCD/ED = obsessive-compulsive disorder or eating disorders.

TABLE 3 | Number of patients in each cluster and at each time point.

Time Point Cluster

Patient's evaluation

Clinician's evaluation

Time Point 1 Cluster (i)
Cluster (ii)
Cluster (i)
Cluster (ii)
Cluster (i)
Cluster (ii)
Cluster (i)
Cluster (ii)

Time Point 2

Time Point 3

Time Point 4

334 462
131 11
396 461
470 4
435 441
39 33
552 611
63 14

Note: Results from HCA procedures. Clusters (i) and (ii) refer to groupings derived from cluster analysis based on symptom severity ratings. “Patient's evaluation”
indicates self-reported HONOSCA ratings; “Clinician’'s evaluation” refers to clinician-rated HONOSCA scores.

BREF, was 79.4 (SD = 11.7), while the mean score for everyday
functional skills (SLOF total) was 189.9 (SD =18.6). Partici-
pants reported an average of 1.9 (SD = 1.6) stressful life events
(range 0-13). Regarding service use, the majority had been in
contact with CAMHS for more than 5 years (25.1%), while
70.9% had used services for up to 5 years.

Table 2 summarizes the HONOSCA total mean scores from
clinicians and patients across four time points for various
diagnostic groups. Clinician ratings indicate a general decrease
in symptom severity over time, especially in the depressive and
anxiety groups. Patient ratings also show improvement but with
more variability, particularly in the depressive group, where
patients report a slower decline. ADHD ratings by patients
remain stable, while clinician ratings initially improve and then
slightly increase at the final time point.

3.2 | Classification Analysis

Two clusters of patients emerged from the HCA using both the
clinician and patient evaluation variables. Statistical compari-
sons of total HONOSCA scores between Clusters 1 and 2 were
reported in Table S2 and were conducted using Mann-Whitney
U tests at each time point. The first Cluster (1) is characterized
by a lower mean of the individual scores than the second
Cluster (2), which is the one with the highest mean values.
Patient evaluations showed that, across all time points,

individuals in Cluster (ii) reported significantly higher levels of
difficulty than those in Cluster (i). These differences were
particularly evident in areas such as emotional symptoms, re-
lationships with peers and family, independence, skills, and
self-harm. Emotional symptoms were notably higher in Cluster
(ii) throughout (e.g., T1: 2.84 vs. 1.19). Although there were
slight variations in the p values over time, the pattern of greater
severity in Cluster (ii) remained stable. Clinician evaluations
also revealed consistently higher scores for Cluster (ii) in almost
all areas. Key differences were observed in emotional and
somatic symptoms, family relationships, and attendance, with
large effect sizes and highly significant p values (mostly
p <0.001). Notably, independence and skills also clearly dis-
tinguished the clusters. Group size (Table 3) is inversely pro-
portional to complexity, with the most patients concentrated in
Group (1) and the least in Group (2) (Figure 1).

The concordance between both the clinicians' evaluation and
the patient's evaluation rose from around 77% at the first time
point to 83% at Time Point 2 and remains stable at this per-
centage at the other two time points (Figure 2a). Looking at the
temporal concordance for clinician and patient separately
(Figure 2b), a greater stability over time can be seen in the
clinician's assessment, which goes from 97% concordance
between the first and second time points to 92% in the transition
from the third to the fourth time point. The patient ratings are
less stable over time, with the 77% stability observed from the
first to the second time point rising to 82% from the penultimate
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FIGURE 1 | Average item scores of patients and clinicians’ evaluation in the two clusters at Time Points 1 and 4. Descriptive for complexity

group extracted from HCA procedures. Patients evaluations: Time Point 1: N patients in Cluster (i) = 334; N patients in Cluster (ii) = 131; Time Point
4: N patients in Cluster (i) =462; N patients in Cluster (ii) = 11; Clinicians evaluations: Time Point 1: N patients in Cluster (i) = 562; N patients in
Cluster (ii) = 53; Time Point 4: N patients in Cluster (i) = 611; N patients in Cluster (ii) = 14.

to the last time point. Analysis stratified by disorder shows an
increasing trend in the inter-rater concordance for the four
diagnoses considered (Figure 2c).

The lowest concordance percentage at Time Point 1 is 64% and
refers to patients diagnosed with ADHD, while the highest
value is recorded for patients with depression (82%). For all
diagnoses, there is an increase in the degree of concordance at
subsequent time points.

3.3 | Robustness Analysis

Stratified analysis by diagnosis shows that for anxiety, the
agreement varies across time points. At T1 (p = 0.067) patients

generally report lower scores than clinicians. However, at T2
(p=0.694), T3 (p =0.597), and T4 (p =0.624), there is strong
agreement, indicating minimal bias. Overall, the agreement
improves at the later time points (Table 4).

For patients with depression, T1 (p =0.033) and T3 (p = 0.002)
show significant discordance, with patients reporting notably
lower scores than clinicians. T2 (p = 0.288) shows good agree-
ment, and T4 (p = 0.068) is nearly significant. Overall, there is
more discordance at T1 and T3, with improved agreement at T2
and T4.

In the ADHD group, T1 (p = 0.295) shows weak agreement, but
there is no significant improvement in concordance from T2
(p =0.027) to T4 (p = 0.002).
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FIGURE 2 | Percentage of concordance at the four time points: (a) between clinician and patient evaluations; (b) across time points; (c) stratified by

diagnosis. Concordance defined as assignment to the same severity cluster in different HCA procedures: (a) comparison of the cluster assigned by HCA
based on clinician evaluation and HCA based on patient evaluation; (b) comparison of the clusters assigned at the four time points, separately for clinician
and patient; (c) as (a), stratified by diagnosis. The overall Cochran's Q test was not significant across all time points, but a significant increase in agreement
was observed between T1 and T2 only for patient evaluation (a). In stratified analyses (c) significant increases were also observed between T1 and T2 for
depressive and anxiety disorders, and between T1 and T3 for OCD/eating and ADHD groups based on patient ratings.

TABLE 4 | Estimates from the linear regression model.

Diagnosis Time point Intercept Slope p*

Anxiety Time Point 1 -2.21 0.17 0.067
Time Point 2 —0.11 0.04 0.694
Time Point 3 —0.89 0.05 0.597
Time Point 4 1.42 —0.05 0.624

Depressive Time Point 1 -1.96 0.20 0.033
Time Point 2 0.30 0.09 0.288
Time Point 3 -1.26 0.31 0.002
Time Point 4 0.16 0.14 0.068

ADHD Time Point 1 —3.72 0.13 0.295
Time Point 2 —3.96 0.24 0.027
Time Point 3 —2.98 0.34 0.001
Time Point 4 —3.94 0.32 0.002

OCD/ED Time Point 1 -5.13 0.51 <0.001
Time Point 2 —0.87 0.26 0.014
Time Point 3 —-0.44 0.21 0.042
Time Point 4 —-0.39 0.22 0.063

Note: Bland-Altman regression results assessing clinician-patient agreement across mental health conditions and time points.
*The Bold values are significatives.
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between clinicians and patients across four time points.

For OCD or ED, significant discordance is observed at T1
(p<0.001) and T2 (p=0.014), with patients reporting much
lower scores than clinicians. The difference is smaller but still
significant at T3 (p=0.042). The scores converge by T4
(p =0.063), showing no significant difference. Overall, there is a
clear improvement in agreement over time (Figure 3).

4 | Discussion

The analysis of patient evaluations using HCA revealed a dis-
tinctive distribution pattern, elucidating the interplay between
clinical complexity and patient representation. Two primary
clusters were identified: the first, encompassing the majority of
patients, was characterized by lower average scores, indicative
of less severe or more straightforward cases. In contrast,
the second cluster, although numerically smaller, exhibited
higher scores and greater clinical complexity, suggestive of
severe symptomatology or multifactorial presentations. This
inverse relationship between the size of the group and the
complexity of the cases aligns with common trends in health-
care systems, where the majority of patients present with less
demanding needs, while a smaller subset, though less frequent,
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requires significantly greater resources and more nuanced ap-
proaches (Starfield et al. 2005). This pattern is particularly
pronounced in mental health services, where a large portion of
patients benefit from standard treatments such as psychoedu-
cation, low-intensity cognitive-behavioral therapies, or medi-
cation management, aimed at addressing common conditions
like mild-to-moderate anxiety and depression (Kazdin and
Blase 2011). However, a smaller but critical subgroup presents
with complex and severe conditions, necessitating more tailored
and resource-intensive care, including multidisciplinary ap-
proaches, long-term therapy, or inpatient care (McHugh and
Barlow 2010; Ozge et al. 2023). This dual-tiered demand creates
a challenge for mental health systems, as resources are often
disproportionately consumed by the high-needs population,
leaving fewer for the majority with less severe issues (Patel
et al. 2018). Moreover, these high-need cases require nuanced
therapeutic alliances, innovative treatments, and greater clini-
cian expertise to address both the severity and heterogeneity of
their presentations (Fonagy and Bateman 2006).

The progressive increase in concordance between clinician and
patient assessments, from 77% at Time Point 1 to 83% at Time
Point 2 and stabilizing thereafter, highlights a dynamic
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improvement in mutual understanding or adherence to treat-
ment over time. This trend may be due to several factors,
including improved communication between clinicians and
patients, increased patient familiarity with the therapeutic
process, or refinement of diagnostic tools. Interestingly, the
long-term dynamics of concordance show different patterns
between clinicians and patients. Clinicians' ratings showed
greater stability, with consistently high concordance (dropping
only slightly from 97% to 92%), reflecting their reliance on
standardized protocols and professional expertise in assessing
disorder progression. In contrast, patient ratings showed more
variability, improving from 77% to 82% at the final time point.
This variability likely reflects the subjective nature of patient
perceptions, which can be influenced by external factors such as
life events, treatment side effects or social support, as well as
internal factors such as changes in self-awareness and symptom
perception. Addressing these disparities requires integrating
stepped care models, which stratify services based on patients'
needs, ensuring efficient resource allocation while maintaining
high-quality care across the spectrum (Bower and Gilbody 2005).

Patients experiencing anxiety disorders show greater concor-
dance regarding the severity of their psychopathology
throughout the course of treatment compared to individuals with
other diagnostic groups. In another study, Mendoza et al. (2024)
explored the relationship between various health indices,
stressful life events, and anxiety symptoms, showing that both
patients and clinicians acknowledged the influence of physical
and mental health on anxiety severity. Patients with poorer
mental health and those who experienced more stressful life
events exhibited higher anxiety levels, which clinicians also
identified during assessments. This shared understanding of the
factors influencing anxiety severity contributes to agreement
between patients and clinicians regarding the severity of
psychopathology (Mendoza et al. 2024).

In contrast, patients suffering from depression exhibit a different
trend in agreement with clinicians' evaluations. The degree of
concordance between clinician-rated and patient-rated scales of
depressive severity has been demonstrated to vary considerably
in a number of studies (Domken et al. 1994; Rush et al. 1987).
Research examining the correlation between these two types of
assessments has produced inconsistent results regarding the level
of concordance. A study conducted by Yamada et al. (2023)
compared clinician-rated and self-reported measures of depres-
sion severity, showing that discrepancies between the two as-
sessments are not uncommon. However, strong correlations were
observed in certain cases, particularly when patients were
actively engaged in their treatment (Yamada et al. 2023).
Increased patient involvement in the treatment process fosters
better alignment in the perception of depressive severity, as both
the clinician and the patient work toward a shared under-
standing of the condition (IsHak et al. 2014).

On the other hand, patients suffering from ED, OCD, and
ADHD demonstrate a less favorable alignment with clinicians’
assessments. Indeed, patients suffering from ED often describe
their experiences of psychopathology in ways that differ from
clinicians' assessments (Fassino et al. 2009; Wallier et al. 2009).
Research has demonstrated that individuals diagnosed with
anorexia nervosa may not perceive the severity of their

symptoms in a manner that aligns with the clinical assessment
of the disorder's severity (Mac Donald et al. 2022). Similarly,
patients with OCD may underestimate the intensity of their
symptoms, frequently due to limited insight into the impact of
their condition (Storch et al. 2015). This lack of self-awareness
can contribute to a significant gap between the severity of
symptoms as perceived by the patient and as assessed by the
clinician, with the latter often recognizing functional impair-
ments that the patient may minimize or fail to acknowledge
(Cervin et al. 2024).

A qualitative review conducted by Marshall et al. 2019 found
that subjective self-reports from patients often do not align with
objective assessments made by clinicians. Patients may under-
report or misinterpret their symptoms due to cognitive biases or
emotional factors, resulting in a mismatch between their self-
perception and the clinical evaluation of their condition. This
discrepancy is particularly evident in instances where patients
experience challenges in accurately recognizing or articulating
their ADHD symptoms (Adamis et al. 2024; Marshall
et al. 2019; Swanson et al. 2017).

4.1 | Implications for Clinical Practice

These findings carry important practical implications for clini-
cal practice and therapeutic relationships in clinical settings.
The improvement in clinician-patient concordance over time
may represent an indirect indicator of therapeutic success and
may reflect an improved quality of the therapeutic alliance
(Aafjes-van Doorn et al. 2024): indeed, in Bordin's three-
dimensional model of therapeutic alliance it is stated that a
positive alliance is achieved through agreement on treatment
goals and tasks (Bordin 1979). The therapeutic alliance is widely
recognized as one of the most robust and consistent predictors
of treatment outcome across different disorders, treatment set-
tings and therapeutic approaches (Aafjes-van Doorn et al. 2024;
Horvath and Symonds 1991). Enhancing this alignment
through interventions that promote open and transparent
communication could expedite this process, fostering mutual
understanding and trust (Asan et al. 2021).

The observation of lower initial concordance in conditions such
as depression highlights the need for tailored treatment and
communication strategies for these populations. Programs that
include psychoeducation or interventions aimed at enhancing
patient awareness and engagement could prove especially
effective in addressing these challenges (Breznoscakova
et al. 2024; Mhango et al. 2023). Additionally, the role of
symptom complexity in influencing agreement patterns sug-
gests a need for more personalized assessment approaches.
Clinical profiling through multi-informant ratings conducted
longitudinally across the transition from adolescence to emer-
ging adulthood provides a nuanced understanding of symptoms
and their associated impairments, enabling personalized care.
Moreover, careful documentation of information sources and
attention to discrepancies between informants offer valuable
insights for clinicians. Such discrepancies are not merely points
of divergence but may serve as critical data to enrich diagnostic
formulations and to inform treatment planning, fostering a
more tailored and collaborative approach to care.
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Practitioners should consider how demographic, social, and
therapeutic factors may influence clinician-patient concor-
dance during evaluations. Tailoring interventions—whether
psychotherapy, pharmacotherapy, or a combination—could
enhance alignment and foster a shared understanding of
symptom severity; moreover, investigating the role of the
intervention type and its impact on improving concordance
could provide valuable insights. Additionally, it would
be worthwhile to examine whether variations in concordance
between clinicians and patients are associated with long-term
therapeutic outcomes, potentially shedding light on the
broader implications of alignment in symptom evaluation for
treatment efficacy and patient well-being. While our analysis
focused on descriptive tracking of cluster membership and
agreement over time, formal longitudinal modeling could
provide additional insights into the dynamics of symptom
trajectories and cluster stability. Future studies with larger
and more balanced samples may enable such modeling,
thereby strengthening causal inferences about changes in
clinician-adolescent concordance.

4.2 | Limitations and Strengths of the Study

A notable limitation of the present study is our inability to
account for the natural course of symptom progression or
remission over time and its potential impact on the level of
agreement between clinicians and participants. In the absence
of a control group, it is not possible to disentangle the specific
effects of the intervention from potential spontaneous fluctua-
tions in symptomatology, regression to the mean, or other time-
related influences. This limits our ability to draw causal infer-
ences about the observed outcomes. Moreover, we cannot
determine how symptom trajectories may have evolved inde-
pendently of the intervention, nor whether such changes may
have contributed to the observed level of concordance. It is
plausible that natural developmental improvements occurred in
some diagnostic categories, or that the treatment itself had a
positive impact on participants’ well-being, although these
possibilities lie beyond the scope of the present analysis. What
can be observed, however, is a clear reduction in symptom
severity reported by both clinicians and participants at T4,
suggesting a likely convergence of perceptions at that specific
time point. To our knowledge, this is the first study to investi-
gate clinician-patient agreement rates during the critical
developmental phase of transition from CAMHS to AMHS. This
transitional period is characterized not only by increased vul-
nerability but also by diagnostic complexity, particularly for
conditions such as personality disorders, which are often diffi-
cult or inappropriate to diagnose in adolescents and young
adults. Another major strength of the study is its large and
diverse sample, drawn from multiple European countries,
which enhances the generalizability of the findings across dif-
ferent healthcare systems and sociocultural contexts. Moreover,
the 24-month longitudinal design enables a more nuanced un-
derstanding of how clinician—patient agreement on psycho-
pathological severity evolves over time, especially around the
transition point. The inclusion of four distinct assessment
points further strengthens the study by providing repeated
measures that offer insight into symptom trajectories and shifts
in agreement over an extended period.

5 | Conclusions

In conclusion, this study highlights the dynamic interplay
between clinician and patient evaluations, which are shaped by
time, diagnosis, and clinical complexity. By addressing initial
discordance and leveraging the stability observed in longitudi-
nal data, clinicians can optimize therapeutic strategies to align
with patient needs and improve outcomes.
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Table S2: Item average in cluster at each time-point for patient and medical
evaluation.
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