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Studies of children with psychi-
atric disturbances have found
that referral to mental health

services is selective and that most
children with psychiatric disorders
receive no professional help (1,2).
Most cross-sectional studies have
shown that referral to and use of serv-
ices are associated with the psychi-
atric disorder of the child as well as
factors related to the child’s family,
such as a dysfunctional family climate
in which verbal and physical aggres-

sion are displayed, the current stress
faced by the family, and the burden
experienced by the parents as a result
of the child’s disorder (3–5). 

Children who experience several
psychiatric symptoms (6), including
both internalizing aggressive behav-
ior and, in particular, externalizing ag-
gressive behavior (4,7,8), are more
likely than other children to be re-
ferred for psychiatric evaluation. Im-
paired functioning and severity of ill-
ness also have been reported to have

an impact on the use of mental health
services independently of symptoms
and diagnosis (2,9). 

Our knowledge of the factors that
predict referral of children for psychi-
atric evaluation is rather scanty. Longi-
tudinal prospective studies to evaluate
referrals are rare, and no studies have
attempted to identify factors related to
referrals made by teachers. However,
it is known that teachers are likely to
identify the mental health problems of
children, and they are also in a special
position to help children and their
families obtain mental health services. 

In this study we investigated wheth-
er referral of children for psychiatric
consultation by the age of 12 can be
predicted by psychiatric symptoms
and deviant behavior at age eight. We
also aimed to identify what kinds of
psychiatric deviance, if any, at age
eight are associated with a higher
probability of referral by age 12. Use
of the word “deviance” to describe the
behavioral problems of children might
be considered pejorative by some, and
there is, rightly, a move away from the
use of stigmatizing language. Howev-
er, for the sake of brevity we use “de-
viance” to refer to such problems. 

Methods 
Sample
This research was part of a larger
study, and the sample and procedures
have been described in more detail
elsewhere (7,10). The study was con-
ducted at two time points: in the fall
of 1989 and in the fall of 1993. As de-
scribed more fully below, three ques-
tionnaires were used as assessment
instruments: the Rutter A2 Scale for
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parents (11), the Rutter B2 Scale for
teachers (12), and the Children’s De-
pression Inventory (CDI) (13,14). 

The sample of 1,316 children was
originally drawn from the total popu-
lation of 11,518 children born in 1981
and living in the Kuopio University
catchment area in eastern Finland.
The proportions of children living in
urban areas (35.5 percent), suburban
areas (16.6 percent), and rural areas
(47.9 percent) were reflected in the
study sample. The mean age of the
children studied was 8.5 years in 1989
and 12.5 years in 1993. 

In 1989 all three questionnaires
were returned for 1,268 children—
646 boys and 622 girls—for a re-
sponse rate of 96.4 percent. In 1993
the same questionnaires were used
for all children who took part in 1989.
The Rutter parents’ scale was re-
turned for 1,128 children, or 89 per-
cent, and the Rutter teachers’ scale
for 1,098 children, or 86.8 percent.
The CDI was completed by 1,157
children, or 91.2 percent. No signifi-
cant differences were found in gen-
der, the likelihood of scoring in the
deviant range in 1989, and parental
socioeconomic status between the
children who remained in the study
and those who dropped out. 

Procedures
In 1989 the researchers visited each
school and informed the teachers and
children about the study. They gave
each child the Rutter parents’ scale
and a letter about the study to take
home. The parents were asked to re-
turn the questionnaire to the school
in a sealed envelope. The children
whose parents consented to their par-
ticipation in the study completed the
CDI in class, and teachers completed
the Rutter teachers’ scale for each
child. In 1993 the procedure was the
same except that the researchers did
not visit the schools. Instead, teachers
were asked by letter to give the Rut-
ter parents’ scale to the children to
take home along with a letter provid-
ing information about the study. In
both 1989 and 1993 the teachers re-
turned all the material to the re-
searchers. The research was ap-
proved by the ethical committee of
Kuopio University and Kuopio Uni-
versity Hospital. 

The Rutter parents’ and teachers’
scales and the CDI are reliable and
widely used instruments for studying
psychiatric disturbances (14–16). The
Rutter parents’ scale is a 31-item ques-
tionnaire that measures psychiatric
symptoms and deviant behavior. Items
are grouped into three sections: eight
questions address health problems,
such as headache and bed-wetting;
five questions address sleeping, eat-
ing, speech, and stealing; and 18
questions address other aspects of the
child’s behavior. The answers are rat-
ed on a scale of 0 to 2, with higher rat-
ings indicating more severe symp-
toms. Possible ratings on the scale

range from 0 to 62. 
The Rutter teachers’ scale is a 26-

item questionnaire designed to evalu-
ate behavior at school. Answers are
rated on a scale of 0 to 2, with higher
ratings indicating more severe symp-
toms. Possible ratings on the scale
range from 0 to 52.

The CDI consists of 27 items de-
signed to screen for depression
among children. Each item consists
of three sentences, and the child is
asked to choose the one that best suits
him or her. The CDI item about sui-
cide was excluded in 1989 because we
thought it would be distressing to

eight-year-old children. Responses
are rated on a scale of 0 to 2, with
higher ratings indicating more severe
symptoms. Possible ratings on the
scale ranged from 0 to 52 in 1989 and
0 to 54 in 1993.

We added questions about socioe-
conomic status and the structure of
the family to the Rutter parents’
scale. A question about whether the
child had been referred for psychi-
atric evaluation or treatment because
of behavioral or emotional difficulties
was added to the teachers’ scale along
with a question about whether such a
referral had been considered at the
school. 

Children whose scores were in the
90th percentile for deviance on the
scales used were considered to be
psychologically deviant. 

Statistical methods
Descriptive statistics were computed,
and Kruskal-Wallis one-way analysis
of variance was used to examine the
differences. We conducted post hoc
analyses using the Mann-Whitney U
test with the Bonferroni correction.
Odds ratios were calculated to assess
the extent to which children who
were later referred for a psychiatric
evaluation or considered for referral
were likely to have scored in the de-
viant range in 1989. Further analysis
used subsequent referral as the de-
pendent variable and examined the
extent to which a deviant score on
each of the three scales predicted re-
ferral. Gender, socioeconomic status,
family structure, and the environ-
ment in which the child lived were in-
cluded in the logistic regression mod-
els because these factors are known to
influence children’s behavior. For
each of the instruments, psychiatric
deviance was measured as a dichoto-
mous variable—a score in the 90th
percentile or below the 90th per-
centile. Family structure was catego-
rized into four groups according to
whom the child lived with—both nat-
ural parents, a natural parent and a
stepparent, the natural mother or fa-
ther, and other. Socioeconomic status
was that of the father; if that informa-
tion was not available, the status of
the mother was used. Socioeconomic
status was categorized into three
groups: professionals; minor profes-
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sionals, such as owners of small busi-
nesses and nurses, and skilled work-
ers; and other. Three categories were
used to describe the child’s environ-
ment—urban, semirural, and rural.
Four logistic regression analyses were
conducted. 

Results
The questions concerning referral for
psychiatric consultation were an-
swered for 1,087 children. By 1993 a
total of 36 children (3.3 percent) had
been referred for psychiatric consul-
tation because of behavioral or emo-
tional problems reported by the
teacher. Referral had been consid-
ered for 31 children (2.9 percent) but
had not occurred. The remaining
1,020 children (93.8 percent) had nei-
ther been referred nor considered for
referral. 

Children who were referred or
considered for referral scored signifi-
cantly higher than other children on
all three scales in 1993 (Rutter par-
ents’ scale, χ2=36.3, df=2, p<.001; Rut-
ter teachers’ scale, χ2=156.2, df=2,
p<.001; CDI, χ2=16.2, df=2, p<.001). 

Post hoc analyses showed that the
1993 scores of the referred children
were significantly higher than those
of the children who were not referred
or not considered for referral (Rutter
parents’ scale, Z=5.21, p<.001; Rutter
teachers’ scale, Z=9.02, p<.001; CDI,
Z=2.62, p=.03). Children considered
for referral also scored higher than
the children not referred or not con-
sidered for referral (Rutter parents’
scale, Z=3.2, p<.005; Rutter teachers’
scale, Z=9.05, p<.001; CDI, Z=3.13,
p=.005). No significant differences in
scores were found between the re-
ferred children and those considered
for referral.

In 1989 the mean±SD score of the
referred children on the Rutter teach-
ers’ scale was 11±6.6. A Kruskal-Wal-
lis one-way analysis of variance indi-
cated that this mean score was signif-
icantly higher (p<.001) than that of
the children considered for referral,
8.5±6.4, and that of the children who
were neither referred nor considered
for referral, 3.2±4.5. A Kruskal-Wallis
test also showed significant differ-
ences (p<.001) in mean scores in 1989
on the Rutter parents’ scale: 10.1±5.6
for the referred children, 8.5±6.5 for

those considered for referral, and
5.9±4.4 for the remaining children. 

In 1989 the mean±SD CDI scores
of the referred children and those
considered for referral were similar
(10.2±6.5 and 10.7±6.3). A Kruskal-
Wallis test indicated that the mean
CDI score of the remaining children,
6.1±5.2, was significantly lower (p<
.001). Post hoc analyses using the
Bonferroni correction showed that
the referred children’s 1989 scores on
all three instruments differed signifi-
cantly from those of the children who
were not referred or not considered
for referral (Rutter parents’ scale, Z=
5.04, p<.001; Rutter teachers’ scale,
Z=7.36, p<.001; CDI, Z=4.02, p<.001).
Scores of the children who were con-
sidered for referral differed signifi-
cantly on two scales from those of the
children neither referred nor consid-
ered for referral—the Rutter teachers’
scale (Z= 5.47, p<.001) and the CDI
(Z=4.31, p<.001). No statistically sig-
nificant differences in 1989 CDI
scores were found between referred
children and those considered for re-
ferral. 

Risk ratios were calculated to assess
the likelihood that the 1989 scores of
the children who were referred or
considered for referral were in the
90th percentile on each scale—and
on at least one of the scales—com-
pared with the scores of the remain-
ing children. The same method was
used to examine whether the scores
of the referred children differed in
this respect from the scores of those
considered for referral. 

As Table 1 shows, both the referred
children and those considered for re-

ferral were more likely than the re-
maining children to have had high
scores in 1989. However, no signifi-
cant differences were found between
the referred children and those con-
sidered for referral in the relative risk
of a high score in 1989. The referred
children were 7.3 times as likely to
score in the high range on at least one
of the scales as the children who were
not referred or not considered for re-
ferral—that is, all remaining children
in the sample. The relative risk was
5.2 for children who were considered
for referral compared with the re-
maining children. The higher 1989
scores for the referred children were
most apparent on the Rutter teachers’
scale, on which the referred children
were 8.6 times as likely to score in the
high range. However, the referred
children also were more likely than
the remaining children to score high
on the other scales—four times as
likely on the Rutter parents’ scale and
4.4 times as likely on the CDI. The
children considered for referral were
also more likely to have higher 1989
scores than the remaining children;
the relative risks were lower but
clearly significant. 

Four logistic regression analyses
examined the relationships between
whether a child had been referred for
a psychiatric evaluation by 1993 and
the child’s 1989 deviance scores, so-
cioeconomic status, family structure,
and gender. The analysis first com-
pared the referred children and the
remaining children. As shown in
Table 2, a score in the high range on
the Rutter teachers’ scale in 1989 in-
creased the probability of referral 5.2
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Relative risk of having a score in the deviant range on three scales among eight-
year-old children who were found by age 12 to have been referred for a psychi-
atric evaluation or considered for referrala

Referred Considered for referral 

Scale Risk ratio 95% CI Risk ratio 95% CI

Rutter parents’ scale 4 2–8.0 3.1 1.4–7
Rutter teachers’ scale 8.6 4.6–16.1 4.3 2.0–9.1
Children’s Depression

Inventory 4.4 2.3–8.5 4.2 2.1–8.8
Score in the deviant range

on at least one scale 7.3 3.7–14.3 5.2 2.6–10.4

a Children who were neither referred nor considered for referral constituted the reference group.



times. The probability of referral was
2.3 times greater if a child had high
scores on the CDI in 1989.

In the second analysis, the children
considered for referral and the re-
maining children were compared. A
high score on the CDI increased the
likelihood of referral 3.3 times, and
being male increased the likelihood
4.3 times. The third analysis included
the referred children and those con-
sidered for referral and showed no
statistically significant differences. 

In a further analysis, the referred
children and those considered for re-
ferral were grouped together and
compared with the remaining chil-
dren. Being referred or considered for
referral was 3.5 times as likely if the
child had a score in the high range on
the Rutter teachers’ scale in 1989, 2.8
times as likely if the child had a high
score on the CDI, 2.4 times as likely if
the child was male, and 5.7 times as
likely if the child was from a family of
low socioeconomic status. 

Discussion and conclusions
The results of this study suggest that
the psychiatric problems of children
that lead to referral or consideration
for referral by the age of 12 already
exist when the child is in early ele-
mentary school. In our study, children
who had been referred or considered
for referral by age 12 had scored in
the deviant range on the Rutter

teachers’ scale and the CDI four years
earlier. In addition, the child’s gender
and socioeconomic class appeared to
be related to referral or consideration
for referral.

To our knowledge, this study is the
first to show that referrals of children
for psychiatric evaluations that are
initiated by school professionals can
be predicted on the basis of psychiatric
symptoms and deviant behavior as-
sessed four years earlier. The strengths
of this study include its longitudinal,
prospective, and epidemiological de-
sign, the large representative sample
of children, and the high response
rate. Moreover, the methods used are
well documented, and the instru-
ments are considered to be reliable
for studying the general population
(15,16), although questionnaires have
known limitations. It should be noted
that because the study examined
eight-year-old children and outcomes
four years later, the results may not be
generalizable to other age groups.

Only a small proportion of the chil-
dren in the sample were referred for
evaluation or considered for referral,
which was expected. A considerable
number of children who need psychi-
atric evaluation and treatment do not
receive professional help (5,8,17–19).
Our study differs from previous stud-
ies in its focus on referral specifically
by teachers. However, our findings
are broadly in line with those of other

studies that investigated children’s
use of mental health services and re-
lated factors (2,5,20). 

The results suggest that teachers
are not very active in initiating refer-
rals, as has been found to be the case
among general practitioners and pe-
diatricians (21,22). Goodman (23) sug-
gested that parents and teachers ex-
perience growing concern as symp-
toms persist but that they are pes-
simistic about the success of treat-
ment and see symptoms as personali-
ty traits rather than reversible states.
This notion might be applicable to
our sample. Teachers may have felt
troubled by the behavior of certain
children but may not have made an
effort to contact mental health servic-
es for these reasons. 

The scores of the referred children
were higher in 1989 and 1993 than
the scores of children considered for
referral and the scores of other chil-
dren. This finding is consistent with
results of other studies in which the
mean number of symptoms was high-
er among referred children than
among other children (9). In our
study the scores of referred children
and of those considered for referral
were similar, which supports the idea
that factors other than the number of
current psychiatric symptoms affect
judgments about whether psychiatric
consultation is needed.

The finding that children from

PSYCHIATRIC SERVICES ♦ February 2002   Vol. 53   No. 2220044

TTaabbllee  22

Variables assessed among eight-year-old children by logistic regression analysis for their significance as predictors of referral
for a psychiatric evaluation or consideration for referral by age 12a

Both referred and 
Referred Considered for referral considered for referral

Risk Risk Risk
Variable ratio 95% CI p ratio 95% CI p ratio 95% CI p

Score above 90th percentile
Rutter parents’ scale .101 .316 .058
Rutter teachers’ scale 5.2 2.3–12.1 <.001 .083 3.5 1.9–6.6 <.001
Children’s Depression Inventory 2.3 1.0–5.4 .045 3.3 1.4–7.7 .006 2.8 1.5–5.1 .001

Male .395 4.3 1.6–11.7 .004 2.4 1.3–4.4 .007
Family structure .891 .584 .957
Socioeconomic status .061 .422 .031

Minor professionals and skilled
workers versus professionals 3.5 1.1–12.0 .041

Other versus professionals 5.7 1.5–21.0 .010
Urban, semirural, or rural residence .092 .709 .109

a Children who were neither referred nor considered for referral constituted the reference group. Risk ratios and confidence intervals are given only for
significant predictors.



families of lower socioeconomic sta-
tus were more likely to be referred or
considered for referral cannot be ex-
plained by the data in our study.
Some researchers have suggested
that the association between socioe-
conomic status and referral is related
to the availability of services. Howev-
er, children’s mental health services
are equally available to all socioeco-
nomic groups in Finland, and at the
time of the study private services for
children in the study area were prac-
tically nonexistent. Thus other factors
are probably more important. 

Teachers may be more likely to
consider referring children from fam-
ilies of lower socioeconomic status. In
addition, they may assume that fami-
lies of higher socioeconomic status will
contact the services themselves with-
out any interference from the teacher.
A study by Garralda and Bailey (9)
found that children referred for psy-
chiatric evaluations were more likely
to be from socioeconomically disad-
vantaged families. Koot and Verhulst
(8) reported a similar association be-
tween socioeconomic status and re-
ferral of children to mental health
services. 

The results of our study suggest that
gender influences whether a child is
considered for referral but not
whether the child is actually referred.
Similar findings have been reported
by researchers in the Netherlands
(5,8). In general, boys outnumber
girls among children who are referred
to mental health or social service
agencies or who have been in contact
with such agencies (1,9). Boys also
outnumber girls in inpatient psychi-
atric settings (24).

However, the predominance of
boys has been noted in studies of clin-
ical populations or populations that
are not purely epidemiological. An
epidemiological setting is far more
suitable for studying whether boys
are more likely to be considered for
referral but not actually referred.
Szatmari and colleagues (25) ob-
served that studies of community
samples are potentially more inform-
ative if the aim is to determine the
correlates of a psychiatric disorder.
Their observation arguably applies to
studies of referral for psychiatric con-
sultation. Only studies based on epi-

demiological data can simultaneously
take into account referral, psychiatric
symptoms, and deviant behavior in
the community, which is the ap-
proach needed to determine whether
children with certain types of psychi-
atric problems are more likely to be
referred irrespective of gender. Some
interaction between referral, psychi-
atric symptoms, deviant behavior, and
gender may occur; however, we could
not conduct an analysis of this inter-
action because our sample was too
small to permit firm conclusions. This
issue warrants further research with
large epidemiological samples. 

Boys may have been more fre-
quently considered for referral be-
cause of the burden caused by exter-
nalizing symptoms and problems,
which are more common among boys
(26). Achenbach and associates (26)
have suggested that the higher rate of
referral to mental health services
among boys may result from the con-
flicts between boys’ behavior and ac-
cepted norms rather than from quan-
titative differences in the psychiatric
problems of boys and girls. Our find-
ings support this explanation. 

Children who scored high on the
self-rated depression scale also were
more likely to be considered for re-
ferral. In these cases, the teachers
seemed to realize that something was
wrong with the child and considered
referral, but they eventually decided
that the problem did not justify it.
This finding again shows that the
severity of the burden and stress that
adults experience as a result of a
child’s behavior strongly influence
which children will gain access to
mental health services and which will
not, even among children having a
roughly equal number of psychiatric
symptoms (3,9,23). 

These results also highlight the
adult orientation of children’s servic-
es. The younger the child is, the more
he or she depends on adults to ensure
that needed services are provided.
We cannot assume that children of el-
ementary school age are capable of
seeking out services for themselves.
Adults must take responsibility for re-
ferral. Teachers and school health
professionals should receive more ed-
ucation about child development and
psychiatric problems. In particular,

they should have opportunities to
practice the skills needed to deal with
psychiatric problems that arise in the
classroom. 

Collaboration between many agen-
cies is needed to ensure that relevant
services are delivered to children
promptly and effectively. Many chil-
dren would benefit from early inter-
vention in schools and primary health
care settings. Such an approach may
prevent the need for more specialized
services later. Furthermore, mental
health services should be more readi-
ly available at school so that children
themselves can initiate a consultation.
School-based services would also be
less stigmatizing than more special-
ized services located elsewhere. Psy-
chiatric problems interfere with
scholastic achievement, and thus they
can have long-term effects on adult
life. Efforts to identify such problems
early are clearly in the best interests
of children. ♦
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