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Abstract

We examined how sociodemographic, parental, and temporal factors are associated with
parent-reported reasons for seeking consultation in a child and adolescent psychothera-
peutic clinic. Data were derived from a large retrospective sample of more than 3000 cases
collected between 2011 and 2023. Multivariable binary logistic regression analyses as-
sessed the independent effects of age, gender, living arrangements, migration background,
parental education, parental age at childbirth, parental separation or bereavement, and
pandemic-related periods. School-aged children and adolescents were more likely than
younger children to present with learning difficulties, depression, anxiety, mobbing and
media addiction. Female patients showed lower odds of consultations related to learning
difficulties, aggression, behavioral addiction, attention deficit/hyperactivity, but higher
odds of depression, psychosomatic symptoms, anxiety, eating disorders and sleeping disor-
ders. Parental separation increased the likelihood of consultations related to problematic
social behavior within the family, delinquency and trauma and grief. Consultations for
attention deficit/hyperactivity concerns were more frequent in the post-pandemic period
compared to pre-pandemic. The findings highlight that sociodemographic, familial, and
temporal factors are systematically associated with distinct patterns of parent-reported
help-seeking patterns in child and adolescent psychotherapeutic care.

Keywords: children; adolescents; psychotherapeutic clinic; mental health; pandemic; gender

1. Introduction

The mental well-being of children and adolescents is a paramount concern in con-
temporary society, with a notable rise in psychological distress and psychiatric disorders
observed in recent years [1]. As mental health issues among young populations grow,
understanding the dynamics of help-seeking behavior, as reflected in clinical consulta-
tions, is crucial for developing tailored approaches to support the mental well-being of
young individuals.

Previous studies have explored the association of age, gender, socioeconomic status,
family structure, and cultural background with the occurrence and types of mental health
issues [2—4]. Understanding these associations is foundational to comprehending mental
health challenges in this demographic.

Research has shown that sociodemographic factors are associated with mental health
outcomes in children and adolescents. For example, age and gender differences are associ-
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ated with distinct patterns of psychopathology, with school-aged children and adolescents
often encountering specific challenges compared to younger age groups [4,5]. Moreover,
gender differences in mental health presentations have been well-documented, with fe-
males typically exhibiting higher rates of internalizing conditions such as depression and
males displaying higher rates of externalizing conditions like aggression [6,7].

The influence of sociodemographic factors extends beyond individual characteristics
to broader contextual elements. The role of cultural diversity in mental health outcomes
has been recognized, with cultural background and migration status acting as signifi-
cant determinants—migration itself often constitutes a risk factor for internalizing prob-
lems in children, while the process involves complex stressors, coping mechanisms and
resilience [8,9]. Additionally, the impact of the COVID-19 pandemic on mental health is an
evolving area of interest [10,11].

Despite these valuable insights into how sociodemographic, cultural and temporal
factors are associated with the manifestation of psychopathology, there is a gap in under-
standing how these factors specifically relate to the patterns and concerns that lead families
to seek professional help in children and adolescents [12]. Previous studies investigating
potential predictors of help-seeking behavior among young populations, observed less
positive attitudes toward seeking help to deal with mental health issues in male adolescents
compared to female adolescents [13,14]. A substantial body of research confirms that
adolescents face multiple obstacles when considering professional help for psychological
distress. Gulliver et al. [15] systematically identified prominent themes across the literature,
synthesizing evidence from interview and focus group studies and survey-based research.
These include pervasive effects of social stigma and personal embarrassment, insufficient
knowledge to identify mental health symptoms, and a strong inclination toward handling
problems independently rather than seeking external support. Less is known about the
factors that facilitate help-seeking. However, there is some evidence that positive past
experiences, increased mental health literacy, social support, and encouragement from
others can reduce the stigma of help-seeking and act as facilitators in this age group [16-18].

The complex interplay of factors influencing help-seeking behavior in young pop-
ulations, including sociodemographic characteristics, family dynamics, and significant
external events such as the COVID-19 pandemic, has not been assessed in previous studies.
Help-seeking behavior is a critical aspect of mental health care, as it determines whether
individuals receive timely and appropriate interventions [15,19]. Understanding these
relationships is crucial for tailoring effective and targeted mental health support.

In this study, we seek to fill this gap by conducting a thorough examination of the
dataset collected from a child and adolescent psychotherapeutic clinic, encompassing
parent-reported reasons for seeking psychotherapeutic services. The overarching goal is to
elucidate how sociodemographic variables, including age, gender, migration background,
living conditions, and parental factors, including parental education and parental age at
childbirth, parental separation, and death of a significant person, as well as the period
(pre-pandemic, pandemic, post-pandemic) are associated with these presenting concerns.

While previous research has established various patterns of mental health issues
among children and adolescents, our study is novel in its detailed investigation of
parent-reported reasons for seeking psychotherapeutic services across a substantial period
(2011-2023) and the specific impact of the COVID-19 pandemic. By focusing on parent-
reported concerns at intake, we provide unique insights into the direct motivators for
help-seeking behavior, which are crucial for tailoring effective interventions. Moreover, the
integration of parental variables and temporal factors offers a comprehensive perspective
on how family dynamics and significant events are associated with patterns of initial clini-
cal presentations. This approach, which accounts for multiple testing in its analysis, not
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only reaffirms existing knowledge but also uncovers nuanced patterns that inform future
mental health support strategies.

The unique methodological approach of this study lies in its simultaneous considera-
tion of numerous variables to examine the complex relations with mental health seeking
behavior in children and adolescents. This approach is crucial as it recognizes that so-
ciodemographic and parental factors, such as parental education levels within families of
migration background, frequently co-vary and exert multifaceted effects on mental health.
By integrating multiple predictors into the analysis, the study aims to pinpoint how each
variable independently relates to mental health presentations.

This study is guided by several key research questions:

Research question 1: To what extent do sociodemographic factors, including age, gen-
der, living arrangements and migration background relate to the parent-reported reasons
for clinical consultations?

Research question 2: What associations exist between parental characteristics—maternal
and paternal age at childbirth, education levels, and parental separation—and the parent-
reported concerns of their children at clinic intake?

Research question 3: How have parent-reported concerns at intake varied across
different periods, specifically pre-pandemic, during the pandemic, and post-pandemic?

2. Materials and Methods
2.1. Design

This retrospective cross-sectional study utilized data collected from a child and adoles-
cent psychotherapeutic clinic (Faulmanngasse, Vienna, Austria), spanning the period from
2011 to 2023. The university clinic for children and adolescents, affiliated with the Sigmund
Freud Private University, offers comprehensive diagnostic and therapeutic services for
diverse mental health issues in children and adolescents. The clinic serves as a primary care
psychotherapeutic service for Vienna and the surrounding area, accepting self-referrals
from parents or caregivers as well as referrals from pediatricians, schools, and other health-
care professionals. The multidisciplinary team includes experienced psychotherapists,
clinical psychologists, and a child psychiatrist. The psychotherapeutic services aim to
assist children, adolescents, and their parents in addressing psychological challenges across
different life domains. Eligibility for treatment at the clinic requires the child or adolescent
to be under 18 years of age and for the family to consent to the therapeutic process. While
there are no formal exclusion criteria based on diagnosis, cases requiring more intensive
or specialized care (e.g., acute suicidality, severe substance abuse disorders) are typically
referred to appropriate specialized services, in line with the clinic’s role as a low-threshold,
primary care facility. The therapy process typically begins with an initial session, conducted
by a licensed psychotherapist, either jointly with the child or solely with the caregiver/s.
Subsequently, a psychological assessment of the child is performed. Depending on the
treatment plan, individual, group, or family therapies are conducted, usually on a weekly
basis. If eligibility criteria are met, the costs for psychotherapy are covered by the Vienna
Regional Health Insurance. In cases where coverage is not possible, the university offers
affordable psychotherapy within the scope of academic training.

2.2. Data Collection

Data were collected through an initial contact form presented to the patients’ care-
giver/s during their first visit to the clinic. Data were collected exclusively during their
first visit. This form was not administered again during the subsequent therapy process.
This form included a series of questions aimed at capturing various sociodemographic
and clinical variables. The “reason for visit” section allowed parents to select one or more
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predefined categories from a list (e.g., depression, aggression, learning and performance
difficulties) to indicate the primary concerns at the point of intake.

A detailed list of all exact questions and response options from this one-time initial
contact form is provided in Supplementary Table S1. All data were initially collected in a
paper-pencil format during these first patient visits. Subsequently, trained interns entered
these data into an electronic database for subsequent extraction and analysis.

2.3. Participants

The participants in the study were the parents or legal guardians (caregivers) of chil-
dren and adolescents seeking psychotherapeutic services at the university psychotherapeu-
tic clinic. Data were derived from the initial contact forms completed by these caregivers
during their child’s first in-person visit. Informed consents for the research use of the
anonymized intake data were obtained from the caregivers. Participants in the study were
included based solely on the criterion of having signed informed consent. This ensured
that all individuals involved in the study had explicitly agreed to participate in research
activities conducted at the psychotherapeutic clinic. Notably, individuals who underwent
only a phone intake but did not attend in-person appointments (and thus for whom no
contact form was completed) were not included in the dataset.

2.4. Sociodemographic Variables

Several sociodemographic variables were collected, including age, gender (male,
female, diverse), migration background (no, yes), and living arrangements (with other
children, without other children). The age was categorized into groups (<6 years: young
child, 6-13 years: school-aged child, >14 years: adolescent).

2.5. Parental Variables

The following parental variables were collected: parental separation (no, yes), death of
a significant person (no, yes), maternal and paternal age at childbirth, and education level
of parents. Caregivers were asked to indicate the highest completed level of education for
themselves and the other parent, with the response options: no formal education/secondary
education, apprenticeship, high school, university.

2.6. Time

The time of the clinical visit was categorized into the following time frames: pre-
pandemic (2011 to end of February 2020), pandemic (March 2020 to end of May 2023),
post-pandemic (May 2023 onwards) following the declarations of the World Health Or-
ganization [20,21]. The WHO declaration was chosen as a clear, externally defined cutoff
point for the pandemic’s status as a global health emergency. We acknowledge that local
restrictions, school policies, and clinic operations in Austria varied by region and followed
different timelines; these time bins serve as a general temporal framework rather than a
precise mapping of all contextual changes.

2.7. Clinical Variables

Reasons for clinical visits were assessed via a list of parent-reported primary concerns.
Caregivers were invited to select one or more predefined categories from this list to indicate
the issues prompting the clinic visit. These categories (e.g., depression, anxiety, Attention
Deficit Hyperactivity Disorder (ADHD)/Attention Deficit Syndrome (ADS)) represent
the parents’ or caregivers perceptions and reported reasons for seeking help and are not
equivalent to formal diagnoses. For the purpose of this analysis, only the predefined
categories were used; responses to the available “Other” option were not evaluated.
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2.8. Statistical Analyses

We conducted statistical analyses using SPSS version 26 [22].

Descriptive statistics were computed to describe the sociodemographic and clinical
characteristics of the sample.

As this is a retrospective exploratory analysis of existing clinical data, no a priori
sample size calculation was performed; the analysis includes all eligible cases from the
specified timeframe. Statistical analysis was conducted using complete-case analysis.

Multivariable binary logistic regression [23] was conducted to explore the indepen-
dent contribution of sociodemographic variables, parental variables, and time to various
reasons for clinical visits. The outcome variable was the presence of each reason for seeking
treatment (yes vs. no), with “no” as the reference category. The above described sociode-
mographic variables (age, gender, living arrangements, migration background), parental
characteristics (maternal education, paternal education, maternal age at childbirth, paternal
age at childbirth, parental separation, death of a significant person), and temporal factors
(pre-pandemic, during the pandemic, post-pandemic) were the predictors.

Gender-diverse patients, totaling 5 individuals, were excluded from the statistical
analyses due to the small sample size.

Adjusted odds ratios (aOR) and their 95% confidence intervals (CIs) were calculated to
assess the statistical uncertainty. All tests were two-sided. Correlations between predictor
variables were low (r < 0.70), indicating that multicollinearity was not a confounding
factor in the analysis. To account for the increased risk of Type I errors due to the multiple
comparisons across 22 outcomes and numerous predictors, we applied a False Discovery
Rate (FDR) correction using the Benjamini-Hochberg procedure across all statistical tests.
The primary interpretation of results focuses on associations that remained significant after
this correction (q < 0.05). Associations significant at the nominal level (p < 0.05) but not
surviving FDR correction are considered exploratory.

2.9. Ethical Considerations

Ethical approval for this study was obtained from the ethics committee of the Sigmund
Freud University Vienna, Austria (protocol code: RD22K4TQC11J3590698). The partici-
pants provided their written informed consent to participate in this study. All data were
anonymized to ensure participant confidentiality. Written informed consent was obtained,
permitting the research-oriented anonymized use of the collected data.

3. Results

We present associations that remained significant after False Discovery Rate (FDR)
correction (q < 0.05). For all predictors, complete results including adjusted odds ratios
and confidence intervals for every outcome are provided in Supplementary Tables S3-524.
Statistically significant results are additionally reported in the text.

3.1. Study Sample Characteristics

This retrospective analysis includes all eligible cases for which a completed initial
contact form was available in the clinic’s records between 2011 and 2023. As the data were
extracted from routine clinical documentation rather than a prospective survey with a
defined sampling frame, traditional response rates (e.g., number approached vs. consented)
are not applicable. All caregivers who attended an initial in-person consultation and
completed the form are included. The sample characteristics are presented in Table 1. The
extent of missing data for all key predictor variables using the regression is presented in
Supplementary Table S2. In brief, the gender distribution shows a majority of males (58.6%)
and females (41.2%), with a small percentage identifying as diverse (0.2%). Nearly half of
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the participants had a migration background (48.6%), and the sample spans different age
groups, with 11.5% classified as young children, 58.5% as school-aged children, and 30.0%
as adolescents.

Table 1. Study sample characteristics (N = 3115).

Variable N %

Gender

Male 1826 58.6

Female 1284 41.2

Diverse 5 0.2
Age

Young child 359 115

School-aged child 1821 58.5

Adolescent 932 30.0
Migration background

No 1589 514

Yes 1504 48.6
Maternal age at childbirth

<25 years 908 30.0

26-35 years 1620 53.5

>36 years 502 16.6
Paternal age at childbirth

<25 years 429 154

26-35 years 1394 49.9

>36 years 969 34.7
Education level mother

No formal education/secondary school 552 23.8

Apprenticeship 585 25.2

High school 523 22,5

University 660 28.5
Education level father

No ff)rmal education/secondary 546 249
education

Apprenticeship 697 30.9

High school 462 20.5

University 553 24.5
Parents’ separation

No 1248 50.2

Yes 1237 49.8
Living with other children

No 584 23.0

Yes 1959 77.0
Death of a significant person

No 1785 73.9

Yes 632 26.1
Time

Pre-pandemic 2071 66.5

Pandemic 920 29.5

Post-pandemic 124 4.0

Note: Values do not always sum up to 3115 as not all data were provided by all patients. Percentages may not
sum to 100% due to rounding.

Table 2 presents the distribution of parent-reported reasons for the initial clinic con-
sultation. Participants sought assistance for various issues, with anxiety (38.8%) being the
most prevalent reason, followed by learning and performance difficulties (34.0%) and social
behavior outside the family (32.1%).
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Table 2. Patient-reported reasons to consult the clinic in the study sample (N = 3115).

Variable N %

Learning and performance difficulties 1060 34.0
Social behavior within the family 919 29.5
Social behavior outside the family 1001 32.1
Parenting problems 546 17.5
Depression 811 26.0
Aggression 962 30.9
Self-harm 416 13.4
Substance addiction 97 31

Non-substance related behavioral addiction 158 5.07
Delinquency 72 2.31
Psychosomatic symptoms 569 18.3
Anxiety 1208 38.8
Compulsion 373 12.0
Eating disorder 368 11.8
ADHD/ADS ! 471 15.1
Trauma/grief 776 24.9
Sleeping disorder 700 225
School difficulties 946 30.4
Mobbing 498 16.0
Perceptual dysfunction 182 5.84
Media addiction 441 14.2
Autism spectrum disorder 162 5.20

1 ADHD, Attention Deficit Hyperactivity Disorder; ADS, Attention Deficit Syndrome.

3.2. Sociodemographic Factors Associated with Reasons for Clinical Consultations
3.2.1. Age Group

Both school-aged children (aOR: 7.081 [4.430, 11.319]) and adolescents (aOR: 8.764
[5.332, 14.405]) presented higher odds of parents reporting concerns about learning and
performance difficulties than young children. Lower odds for parent-reported concerns
regarding social problems outside the family were observed in adolescents compared to
young children (aOR: 0.466 [0.327, 0.666]). Both school-aged children (aOR: 3.569 [2.041,
6.243]) and adolescents (aOR: 14.268 [8.037, 25.329]) had higher odds of depression being
reported as a concern than young children. Adolescents had significantly higher odds of
substance addiction (aOR: 17.523 [2.334, 131.544]) and non-substance related behavioral
addiction (aOR: 8.479 [2.536, 28.345]) being reported than young children. Both school-
aged children (aOR: 2.744 [1.571, 4.793]) and adolescents (aOR: 4.366 [2.451, 7.777]) had
higher odds of psychosomatic symptoms being reported than young children. School-
aged children (aOR: 1.823 [1.313, 2.530]) and adolescents (aOR: 1.918 [1.336, 2.756]) had
higher odds of anxiety being reported than young children. The likelihood of ADHD/ADS
being reported as a concern was higher in school-aged children (aOR: 2.884 [1.781, 4.670])
compared to young children. Adolescents had higher odds of sleeping disorders being
reported compared to young children (aOR: 2.512 [1.644, 3.838]). Both school-aged children
(aOR: 19.404 [9.410, 40.011]) and adolescents (aOR: 23.121 [11.000, 48.599]) had higher odds
of school difficulties being reported compared to young children. Mobbing emerged as
being reported as a concern significantly more often for both school-aged children (aOR:
9.947 [4.330, 22.846]) and adolescents (aOR: 10.356 [4.413, 24.303]) compared to young
children. The likelihood of reported media addiction was notably higher in both school-
aged children (aOR: 5.318 [2.728, 10.367]) and adolescents (aOR: 8.824 [4.399, 17.700])
compared to young children. The odds of autism spectrum disorder being reported were
lower in both school-aged children (aOR: 0.170 [0.100, 0.289]) and adolescents (aOR: 0.132
[0.063, 0.277]) compared to young children.
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3.2.2. Gender

Examining gender-related variations in parent-reported concerns, our study identified
distinctive patterns between female and male patients (Figure 1). Female patients had lower
odds than males in the following parent-reported concerns: learning and performance diffi-
culties, social behavior outside the family, parenting problems, aggression, non-substance
related behavioral addiction, ADHD/ADS, school difficulties, media addiction, and autism
spectrum disorder. Conversely, female patients had higher odds than males for the fol-
lowing parent-reported concerns: depression, psychosomatic symptoms, anxiety, eating
disorders, and sleeping disorders.

Learning and performance issues =
Social behavior outside the family u
Parenting problems B
Depression B
Aggression |
Self-Harm B
Behavioral addiction —
Psychosomatic symptoms ]
Anxiety [ ]
Eating disorder B
ADHD/ADS B
Sleepingdisorder ]
School difficulties —il—
B female vs. male
Media addiction —i—
Autism spectrum disorder —
Adjusted Odds Ratios 0.0 0.3 0.6 0.9 1.2 1.5 1.8 2.1 2.4 2.7 3.0 3.3

Figure 1. Adjusted odds ratios for patient-reported concerns at clinic intake, by patient gender (female
vs. male). An adjusted odds ratio > 1 indicates higher odds for females; an aOR < 1 indicates lower
odds for females. Error bars represent 95% confidence intervals. Abbreviations: ADHD, Attention
Deficit Hyperactivity Disorder; ADS, Attention Deficit Syndrome.

3.2.3. Living with Other Children

No statistically significant associations surviving FDR correction were observed based
on whether the patients were living with other children.

3.2.4. Migration Background

Children with a migration background exhibited lower odds of perceptual dysfunction
being reported as a concern (aOR: 0.474 [0.318, 0.709]) compared to children without
migration background.

3.3. Parental Characteristics Associated with Reasons for Clinical Consultations
3.3.1. Maternal Age at Childbirth

No significant associations surviving FDR correction were observed regarding mater-
nal age at childbirth.
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3.3.2. Paternal Age at Childbirth

No significant associations surviving FDR correction were observed regarding paternal
age at childbirth.

3.3.3. Education Level Mother

The educational level of the mother exhibited no significant associations with parent-
reported concerns after FDR correction.

3.3.4. Education Level Father

The paternal education level showed no significant association with parent-reported
reasons for clinical visitations.

3.3.5. Parents’ Separation

Parents’ separation was associated with higher odds of the following concerns being
reported: social behavior within the family (aOR: 1.451 [1.174, 1.794]), delinquency (aOR:
2.997 [1.497, 5.999]), and trauma/grief (aOR: 2.885 [2.277, 3.656]).

3.3.6. Death of a Significant Person

The death of a significant person was associated with higher odds of anxiety (aOR:
1.375[1.090, 1.736]) and trauma/ grief (aOR: 2.156 [1.678, 2.770]) being reported a concern.

3.4. Time Period Associated with Reasons for Clinical Consultations

The odds of ADHD/ADS reported as primary concern were significantly higher in
the post-pandemic period (aOR: 2.601 [1.406, 4.812]) compared to the pre-pandemic phase.
An overview of all statistically robust associations is presented in Table 3.

Table 3. Summary of robust associations (FDR-corrected, q < 0.05) between predictors and parent-
reported concerns at clinic intake.

Predictor Adjusted q-Value
Predictor Domain . Parent-Reported Concern Odds Ratio 95% CI
(Comparison) (FDR)
(aOR)
Sociodemographic: School-aged child vs. Young child Learnmg & Performance 7.08 4.43-11.32 <0.001
Age Difficulties
Adolescent vs. Young child Learmr];g & Per.formance 8.76 5.33-14.41 <0.001
ifficulties
School-aged child vs. Young child Depression 3.57 2.04-6.24 <0.001
Adolescent vs. Young child Depression 14.27 8.04-25.33 <0.001
Adolescent vs. Young child Substance Addiction 17.52 2.33-131.54 0.040
Adolescent vs. Young child Non-Substance Behavioral 8.48 254-2835 0.005
iction
School-aged child vs. Young child Anxiety 1.82 1.31-2.53 0.002
Adolescent vs. Young child Anxiety 1.92 1.34-2.76 0.002
School-aged child vs. Young child ADHD/ADS 2.88 1.78-4.67 <0.001
School-aged child vs. Young child Psychosomatic Symptoms 2.74 1.57-4.79 <0.001
Adolescent vs. Young child Psychosomatic Symptoms 4.37 2.45-7.78 <0.001
Adolescent vs. Young child Sleeping Disorders 2.51 1.64-3.84 <0.001
School-aged child vs. Young child School Difficulties 19.40 9.41-40.01 <0.001
Adolescent vs. Young child School Difficulties 23.12 11.00-48.60 <0.001
School-aged child vs. Young child Mobbing 9.95 4.33-22.85 <0.001
Adolescent vs. Young child Mobbing 10.36 4.41-24.30 <0.001
School-aged child vs. Young child Media Addiction 532 2.73-10.37 <0.001
Adolescent vs. Young child Media Addiction 8.82 4.40-17.70 <0.001
School-aged child vs. Young child Autism Spectrum Disorder 0.17 0.10-0.29 <0.001
Adolescent vs. Young child Autism Spectrum Disorder 0.13 0.06-0.28 <0.001
Adolescent vs. Social Behavior Outside 047 0.33-0.67 <0.001

Young child

Family
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Table 3. Cont.
Predictor Adjusted -Value
Predictor Domain . Parent-Reported Concern Odds Ratio 95% CI 1
(Comparison) (FDR)
(aOR)
Sociodemographic: Female vs. Male Learning & Performance 0.63 0.51-0.78 <0.001
Gender Difficulties
Female vs. Male Depression 2.50 1.98-3.16 <0.001
Social Behavior Outside
Female vs. Male . 0.62 0.50-0.77 <0.001
Family
Female vs. Male Parenting Problems 0.57 0.44-0.74 <0.001
Female vs. Male Aggression 0.55 0.45-0.69 <0.001
Non-Substance Behavioral
Female vs. Male . 0.34 0.21-0.55 <0.001
Addiction
Female vs. Male Psychosomatic Symptoms 1.75 1.36-2.25 <0.001
Female vs. Male Anxiety 1.78 1.45-2.19 <0.001
Female vs. Male ADHD/ADS 0.29 0.21-0.41 <0.001
Female vs. Male Eating Disorders 1.74 1.30-2.33 0.003
Female vs. Male Sleeping Disorders 1.74 1.38-2.19 <0.001
Female vs. Male School Difficulties 0.59 0.47-0.73 <0.001
Female vs. Male Media Addiction 0.48 0.36-0.64 <0.001
Female vs. Male Autism Spectrum Disorder 0.45 0.26-0.77 0.030
Sociodemographic:
Migration Yes vs. No Perceptual Dysfunction 0.47 0.32-0.71 0.005
Background
Parental/Familial Parental Separation: Yes vs. No Social Behav.lor Within 1.45 1.17-1.79 0.025
Factors Family
Parental Separation: Yes vs. No Delinquency 3.00 1.50-6.00 0.038
Parental Separation: Yes vs. No Trauma/Grief 2.89 2.28-3.66 <0.001
Death of Significant Person: Anxiety 138 1.09-1.74 0.037
Yes vs. No
Death of Significant Person: Trauma/ Grief 216 168-2.77 <0.001
Yes vs. No
Temporal Factors Post-Pandemic vs. Pre-Pandemic ADHD/ADS 2.60 1.41-4.81 0.013

Note: Substance Addiction and Delinquency were rare outcomes. Models for rare outcomes are based on a small
number of events. The resulting odds ratio estimates can be unstable and are presented with wide confidence
intervals; they should be interpreted with caution. Abbreviations: ADHD, Attention Deficit Hyperactivity
Disorder; ADS, Attention Deficit Syndrome; aOR, adjusted Odds Ratios; CI, Confidence Interval; FDR, False
Discovery Rate.

4. Discussion

In this study, we analyzed an extensive dataset spanning over a decade (2011-2023)
from a child and adolescent psychotherapeutic clinic, aiming to unravel the unique contribu-
tion of sociodemographic variables, parental factors, and time periods to patterns of parent-
reported reasons for clinical consultations. Given the partially exploratory nature of the
analyses and the multiple tests performed, the primary interpretation is focused on associa-
tions that withstood False Discovery Rate (FDR) correction (q < 0.05), while nominally signif-
icant findings (p < 0.05) are considered as preliminary, hypothesis-generating observations.

The findings are discussed in the following sections according to the initially formu-
lated research questions.

4.1. Associations of Sociodemographic Factors with Reasons for Clinical Consultations

The robust associations (surviving FDR correction) indicating higher odds of parent-
reported concerns regarding learning and performance difficulties, depression, anxiety,
and mobbing in school-aged children and adolescents compared to their younger counter-
parts align with the existing literature highlighting the unique developmental challenges
faced by these age groups [3,4,24]. School-aged children navigate the complexities of
educational expectations and peer interactions, while adolescents grapple with hormonal
changes and identity formation. The increased parent-reported likelihood of addiction
in adolescents underscores the vulnerability of this age group to external influences and
risk-taking behaviors [25]. Understanding these age-specific patterns is crucial for tailoring
therapeutic approaches. School-aged children may benefit from interventions focused on
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academic support and social skills development, while adolescents may additionally re-
quire strategies to address risk behaviors and foster healthy coping mechanisms. Moreover,
the findings emphasize the importance of early intervention, especially considering the
potential long-term implications of mental health challenges during formative years.

The gender differences in parent-reported mental health presentations reveal distinct
patterns that warrant attention. After FDR correction, parents of female patients reported
lower odds for learning difficulties, ADHD/ADS, aggression, and autism spectrum disor-
der but higher odds for depression, anxiety, psychosomatic symptoms, sleeping and eating
disorders compared to males. These findings resonate with existing research highlight-
ing gender-specific vulnerabilities and coping mechanisms [6,26,27]. The lower odds of
ADHD/ADS in females compared to males align with existing prevalence rates, where
males are often diagnosed more frequently with attention-related disorders [28]. This
gender difference may reflect variations in symptom manifestation or differential referral
patterns, or gender biases in the parental perception and reporting. The strong association
for reported aggression may similarly reflect both higher prevalence of externalizing behav-
iors in males and potential gender biases in the perception, interpretation, and reporting
of aggressive behaviors by parents and caregivers in a clinical context. The higher likeli-
hood of eating disorders in females suggests potential challenges related to body image
and societal expectations [29], underscoring the importance of gender-sensitive therapeu-
tic interventions. Understanding these gender-specific nuances is crucial for designing
interventions that address the unique needs of both male and female patients.

Therapists should be sensitive to the socio-cultural factors influencing mental health
challenges and tailor their approaches accordingly. Our analyses, adjusted for multiple
testing, indicate that a migration background was robustly associated with lower odds
of parents reporting perceptual dysfunction. Other observed lower odds of certain rea-
sons for consultation of the outpatient clinic—such as aggression, issues related to social
behavior, and compulsion—did not withstand FDR correction. This pattern, based on
parent-reported data, must be interpreted with caution. It aligns with cultural theories that
suggest that varying societal attitudes towards personality development and mental health
may influence patterns of clinical consultations [30]. Critically, lower reported odds for
certain concerns among families with a migration background may reflect barriers to access,
differences in cultural expression or interpretation of symptoms, or under-reporting due to
stigma, rather than a lower underlying prevalence of these issues. Migrant families often
have less access to psychotherapeutic services due to language barriers, insufficient knowl-
edge about the healthcare system, inadequate financial resources, stigmatization of mental
illnesses, and cultural differences in understanding mental health [31-33]. Cultural influ-
ences on the expression and management of aggression and compulsion behaviors have
been explored in the literature, suggesting that cultural norms and familial expectations
may contribute to variations in the awareness of the prevalence of these behaviors [30,34].
Studies indicate that migrants less frequently seek professional help and tend to rely more
on private networks or alternative healing methods [31,35]. Consequently, many individu-
als with a migrant background live with untreated mental disorder, which not only result
in increased physical symptoms [36] but also burden the families of those affected and
society as a whole [31,37]. This is of high relevance, as recent studies report higher rates
of mental health issues among migrant youth [38,39]. Enhancing cultural competency
among therapists and integrating culturally sensitive interventions into clinical practices
are pivotal steps toward improving mental health care access and outcomes for young
individuals with a migration background in urban settings like Vienna, where nearly half
the population has migrant roots [40].
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4.2. Associations Between Parental Characteristics and Reasons for Clinical Visits

The associations of parental factors with parent-reported mental health presentations
among children and adolescents were more limited after rigorous correction. Critically,
none of the associations involving maternal or paternal age at childbirth with any reason
for consultation survived FDR correction. Therefore, we find no robust evidence to support
a link between parental age and the likelihood of parents reporting the surveyed problems
in this clinical sample. Previous research on the relationship between parental age and
mental health disorders in children is controversial [41-44]. Our null findings suggest that
in our clinical sample, after controlling for multiple testing and other covariates, parental
age was not a robust correlate of the parent-reported concerns we measured.

Robust associations were observed for family structure and loss. Children with
separated parents showed higher odds of parents reporting challenges, such as social
behavior within the family, aggression, and trauma/grief compared to children with non-
separated parents, which is consistent with the literature underscoring the impact of family
dynamics on children’s psychological well-being. Separation can introduce instability and
emotional stress, influencing children’s coping mechanisms and non-substance related
behavioral patterns [45-47]. The significant impact of the death of a significant person
on challenges such as anxiety and trauma/grief highlights the need for grief-informed
therapeutic approaches. Acknowledging and addressing the emotional impact of loss is
crucial for effective mental health interventions [48].

A paramount limitation for the interpretation of all parental characteristic associations
is the absence of parental mental health history from our models, a likely central confounder.
Although data were collected, they were missing for 56.8% of cases, precluding its inclu-
sion. Therefore, the observed associations (e.g., with parental separation) are descriptive
and may be substantially confounded by unmeasured parental psychopathology, which
influences both the family environment and help-seeking behavior. Our results should not
be interpreted as evidence for direct causal effects of the measured parental variables.

4.3. Variations in Mental Health Presentations Across Different Periods

The temporal analysis across pre-pandemic, pandemic, and post-pandemic periods
yielded only one robust temporal association after FDR correction: the odds of consultations
for ADHD/ADS being reported as concern were significantly higher in the post-pandemic
period compared to the pre-pandemic phase (aOR: 2.601, 95% CI 1.406-4.812, q < 0.05).
This substantial increase may reflect a heightened recognition or emergence of attention
and concentration difficulties following the prolonged disruptions to routines, schooling,
and social structures during the pandemic.

Other temporal patterns were observed at a nominal significance level (p < 0.05) but
did not withstand FDR correction. These exploratory patterns—such as increased concerns
regarding social behavior within the family during the pandemic and a trend toward
higher trauma/grief-related consultations post-pandemic—align with clinical narratives
and the literature highlighting the family strain and cumulative psychological impact of the
crisis [26,27,49,50]. However, given the multiple tests performed, these specific uncorrected
associations require replication in larger samples and are presented here as descriptive,
hypothesis-generating findings. The small size of the post-pandemic cohort (n = 124)
further limits the stability of estimates for this period.

These findings underscore that the impact of a major societal stressor like the pandemic
may manifest most distinctly in specific domains of mental health, such as attention-related
challenges. They highlight the importance of flexible, responsive mental health services
that can anticipate and address evolving needs, particularly in supporting children and
adolescents with attention deficits during periods of recovery and re-adjustment.
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4.4. Limitations

Before discussing the implications, we acknowledge several limitations that should
be considered when interpreting the findings. Firstly, the exclusion of gender-diverse
patients due to a small sample size (n = 5) underscores the need for caution in generalizing
the results to gender-diverse populations. The number of gender-diverse patients in our
sample may appear lower due to the fact that younger children, whose gender information
was provided by parents, might not have had the opportunity to express their gender
identity independently.

Crucially, key variables such as migration background, parental separation, and
bereavement were recorded using simple, non-standardized questions on the intake form.
This coarse operationalization precludes nuanced interpretation and limits causal inference.

Additionally, an important limitation concerns the omission of family income from
the analysis. While income data were collected, the varying fees associated with different
income levels raised concerns about the accuracy of reported figures. To address this
challenge, we opted to utilize parental education levels as a surrogate measure for socioeco-
nomic status. However, it is crucial to recognize that this choice might not fully capture the
nuanced dimensions of socioeconomic diversity. Future research endeavors could explore
more comprehensive measures to better understand the intricate relationships between
socioeconomic factors and mental health outcomes.

A further important factor missing in the parental characteristics is the parent’s own
mental health history. Although we collected data on this issue, the high number of missing
values (n = 1769, 56.8%) for this variable prevented us from including it in the analysis.
This omission may limit our understanding of the potential influence of parental mental
health on the children’s and adolescents” outcomes.

Moreover, while the study draws on a rich dataset spanning over a decade from
a prominent psychotherapeutic clinic in Vienna, the reliance on clinical data introduces
the possibility of selection bias, as it may not capture the experiences of children and
adolescents who do not seek or have access to such services. The sample’s geographical
and cultural specificity to Vienna may limit the generalizability of the findings to more
diverse populations.

Our outcome measures relied on parent-reported reasons for consultation, which may
be subject to reporting biases. This introduces the potential for several forms of response
bias: social desirability bias (the tendency to report concerns perceived as more socially
acceptable), recall bias (inaccurate recollection of behaviors or symptoms), and interpreta-
tion bias (where parents’ own cultural backgrounds, mental health literacy, or stress levels
influence how they perceive and categorize their child’s difficulties). For example, the
low odds of aggression in females may partly reflect gender stereotypes in perceiving and
labeling problematic behaviors, rather than the true prevalence of these behaviors.

Furthermore, the predefined categories themselves may have conceptual overlap
(e.g., between “media addiction” and “non-substance related behavioral addiction”), and
parental interpretation of these labels likely varies, adding another layer of measurement
uncertainty to our analysis of parent-reported concerns.

Additionally, the ‘post-pandemic” period in our analysis (from May 2023 onwards)
encompasses only a few months of data. While we used the WHO declaration as a consistent
cutoff point, this brief timeframe limits the stability and generalizability of estimates for
this specific period, and results should be interpreted with caution.

Furthermore, we analyzed each parent-reported concern in separate regression models.
While this allows for clear interpretation of associations per concern, it does not model the
potential correlations between co-occurring concerns within individuals.

https://doi.org/10.3390/adolescents6020033


https://doi.org/10.3390/adolescents6020033

Adolescents 2026, 6, 33

14 of 17

Also, our models did not include interaction terms (e.g., between gender and age, or
between migration background and parental education), which limits our ability to detect
more complex, combined effects of these predictors. Future studies with larger samples
should consider testing such interactions.

Moreover, some reasons for consultation (e.g., delinquency, substance addiction) were
rare events in our sample. This can lead to statistical imprecision, as reflected in wide
confidence intervals, and increases the risk of model instability for these specific outcomes.
Although we applied a stringent FDR correction to control for false positives across all tests,
estimates for these rare outcomes should be interpreted with particular caution and are
best viewed as preliminary, requiring replication in larger, targeted samples.

Our use of complete-case analysis for handling missing data must be considered a
limitation. Variables such as parental education had notable amounts of missing data. If
the probability of this data being missing is related to both the predictor itself (e.g., lower
socioeconomic position) and the outcome, our estimates could be biased. The results for
predictors with higher missingness should therefore be interpreted with this potential
selection bias in mind.

Furthermore, the study’s cross-sectional design precludes establishing causal rela-
tionships between sociodemographic factors and mental health outcomes. Longitudinal
research would be instrumental in elucidating the temporal dynamics of these associations.

5. Conclusions

Our study contributes to the growing body of literature on pediatric mental health
by identifying robust associations between sociodemographic, parental, and temporal
factors and parent-reported reasons for seeking psychotherapeutic care. Across more than
3000 clinical consultations spanning over a decade, we found that age, gender, parental
separation, bereavement, and the post-pandemic period each showed distinct patterns of
associations with specific presenting concerns.

These results have direct clinical implications. The pronounced gender differences—with
female patients showing higher odds for internalizing concerns and lower odds for ex-
ternalizing concerns—underscore the need for gender-sensitive diagnostic and therapeu-
tic approaches. The strong associations of parental separation and bereavement with
trauma/grief, anxiety, and family-related social behavior highlight the importance of
assessing family history and providing trauma-informed care. The elevated odds of
ADHD/ADS consultations in the post-pandemic period suggest that attention-related
difficulties may be a specific sequela of pandemic-related disruptions, warranting targeted
screening and support.

While these findings are constrained by the cross-sectional, parent-reported nature
of the data and the absence of key confounders such as parental mental health history (as
detailed in the Limitations section), their consistency with the prior literature and their
robustness to FDR correction support their validity as hypothesis-generating evidence for
clinical practice and future research. Future studies should employ longitudinal designs,
standardized diagnostic assessments, and include parental psychopathology to further
elucidate the mechanisms underlying these associations.

Supplementary Materials: The following supporting information can be downloaded at: https:
/ /www.mdpi.com/article/10.3390/adolescents6020033 /s1, Tables S1-S24: Original items from the
intake form. Prevalence of missing data for predictor variables. Results of the multivariable binary
logistic regression analyses on the association of sociodemographic factors, parental variables and
time on the odds for presenting at the clinic with the respective reasons.
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