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Epidemiological studies have
shown that mental disorders
are prevalent (1–4). Only a

small proportion of persons with
mental disorders seek professional
help (5,6). Population-based surveys
indicate that young people between
15 and 25 years old have the highest
rate of mental disorders, around
30% (7,8). However, only 25% to
35% of young people with mental

health problems seek professional
help (9–12).

There are two dominant theoreti-
cal models of help seeking for mental
disorders: Goldberg and Huxley’s
1980 model (13) and the model de-
scribed by Andersen and Newman in
1973 (14), which was revisited by An-
dersen in 1995 (15). Goldberg and
Huxley conceptualized the pathway
to psychiatric care as a progression

through different filters. The first fil-
ter is the decision by the affected in-
dividual to seek help. The second is
the recognition of a psychiatric disor-
der by the primary care provider, and
the third filter is this provider’s deci-
sion to refer the patient to special-
ized care (13). However, if the health
care system, as in Sweden, permits
self-referral directly to specialty
mental health care, the second and
third filter can be omitted. Giving in-
dividuals the option to self-refer may
increase the rate of help seeking and
reduce barriers for groups who expe-
rience access problems. However, it
may also lead to self-referral by those
with symptoms but no diagnosable
disorders. 

To our knowledge the conse-
quences of permitting self-referral to
specialty mental health care have not
been studied. The behavioral model
of health service use proposes that
use is a function of a person’s predis-
position to use services, factors that
enable or impede use, and the per-
son’s need for services (14,15). Inter-
ventions that improve mental health
literacy, such as community aware-
ness campaigns and school-based in-
terventions (16), increase appropri-
ate help seeking. The combination of
public education about mental disor-
ders and the option to self-refer to
mental health specialists has not
been studied. It is not clear whether
in the absence of a structural filter, a
higher rate of direct help seeking
would result in overutilization of spe-
cialty care. 

The aim of this study was to deter-
mine whether patients who refer
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themselves to specialized mental
health care differ from those who
are referred by nonpsychiatrist pro-
fessionals. We hypothesized that
self-referred patients would have
fewer psychiatric disorders than
those referred by nonpsychiatrist
professionals. 

Methods
This naturalistic, longitudinal study
was conducted at Flogsta Outpatient
Clinic in the Department of Psychia-
try of Uppsala Hospital between Oc-
tober 1, 2002, and September 30,
2004. Uppsala, Sweden, is a city with
a population of nearly 180,000—32%
of which is under the age of 25. In ad-
dition to the 180,000 residents, Upp-
sala has a large population of univer-
sity students—about 40,000. All pa-
tients from 18 to 25 years of age who
were living in the catchment area and
who visited the clinic were consecu-
tively included in the study during
the first study year (until September
30, 2003). During this enrollment
year, 217 patients (6% of the catch-
ment area population in this age
group) came for an initial appoint-
ment and were invited to participate
in the study. 

Of the 217 patients, 200 (92%)
agreed to participate. No significant
differences were found between par-
ticipants and nonparticipants in gen-
der distribution, diagnoses, and pro-
portion of self-referrals. The mean
age of those who agreed to partici-
pate was significantly higher (22.4±
1.9 years, compared with 21.5±1.7
years for nonparticipants; t=2.21, df=
215, p=.04). 

After receiving a complete descrip-
tion of the study, participants provid-
ed written informed consent. The
Ethics Committee of Uppsala Uni-
versity Hospital approved this study.

Procedure
An initial diagnostic assessment
based on DSM-IV criteria (17) was
conducted over three patient visits—
two with a psychiatrist and one with a
social worker. A clinical interview
was conducted during the first visit,
and a structured diagnostic interview
was conducted during the second.
Psychosocial and environmental
problems were assessed during the

third visit. The visits were followed
by a team conference at which all
available information was presented
and axis I, III, IV, and V diagnoses
were established. Patients were then
provided with appropriate treatment.
Axis II diagnoses were assessed by
the psychiatrist after axis I symptoms
were resolved. A total of 188 partici-
pants (94%) underwent personality
disorder assessment. 

Assessments
Psychiatric and personality disorders
were assessed, respectively, with the
Structured Clinical Interview for
DSM-IV axis I disorders, clinical ver-
sion (SCID-I-CV) (18) and the Struc-
tured Clinical Interview for DSM-IV
axis II, personality disorders (SCID-
II) (19). The SCID-I-CV provides
comprehensive assessment of most
diagnoses. However, it includes only
screening questions for some diag-
noses—agoraphobia, social phobia,
specific phobia, generalized anxiety
disorder, anorexia nervosa, bulimia
nervosa, and the somatoform disor-
ders. If participants screened positive
on these questions, a checklist of all
DSM-IV criteria for the disorder in
question was used. For those who
screened positive for the two eating
disorders or for social phobia, sup-
plementary information was gath-
ered with the Eating Disorders Ex-
amination–Questionnaire (20) and
with the Social Phobia Scale and the
Social Interaction Anxiety Scale (21). 

Two of the authors (MR and AR)
performed SCID interviews; their
training on the SCID involved as-
sessment of patients on audio- and
videotapes and of patients in clinical
practice. Interrater reliability was
measured for eight randomly select-
ed SCID-I-CV interviews and six
randomly selected SCID-II inter-
views (Kappa coefficients of 1.0 and
.89, respectively). All staff members
were trained and experienced in use
of the Global Assessment of Func-
tioning (22) (GAF). 

Age at onset of previous and cur-
rent disorders was determined by pa-
tient self-report during the initial
clinical interview and when the
SCID-I-CV interview was reviewed
with the patient. A life chart was used
to facilitate recall for patients who

had difficulties. Two questions were
asked during the first visit to obtain
information on previous contacts
with the health care system for psy-
chiatric symptoms: “Have you ever
had any previous contact with the
health care system because of mental
problems?” Those who answered af-
firmatively were asked, “From whom
did you receive help for your mental
problems?” If available, medical rec-
ords were checked for previous psy-
chiatric symptoms and past contacts.
Also, when the SCID-I-CV indicated
that a patient had a particular diagno-
sis, the interviewer asked about pre-
vious health care use in regard to
those symptoms. 

Previous use was defined as a visit
to a mental health professional be-
cause of a psychiatric problem before
the patient visited the study clinic.
Four categories of previous visits
were used: psychiatry, child and ado-
lescent psychiatry, general practition-
er, and school or other mental health
services, including social services and
other mental health care providers.
Current mental health care use was
assessed as the number of visits dur-
ing the study period. 

Analysis plan
To compare differences between
groups, we used Student’s t test for
continuous data and the chi square
test for categorical data. When ex-
pected frequencies were small, Fish-
er’s exact test was used. A condition-
al logistic regression was estimated to
evaluate factors that distinguished
self-referred patients from those re-
ferred by nonpsychiatrist profession-
als. Factors with a univariate p value
of <.10 were entered into the model,
and the level of significance was .05.
Two-tailed tests were used. SPSS,
version 13, was used for all analyses.

Results
Among the 200 patients, 161 (80%)
were women and 39 (20%) were
men. Most participants were born in
Sweden (N=180, 90%) and living by
themselves (N=154, 77%), and most
were students (N=126, 63%). Forty-
two patients (21%) lived with their
parents, and only four (2%) were liv-
ing in an institution. Forty (20%)
were working, one person was in job
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training, and 22 (11%) were unem-
ployed, of whom 20 (10%) were re-
ceiving short-term disability and two
(1%) had no job. Table 1 presents
data on demographic characteristics
of self-referred patients and those re-
ferred by nonpsychiatrist profession-
als. No statistically significant differ-
ences were found between groups.

Among the 200 patients, 49 (25%)
were self-referred and 151 (75%)
were referred by nonpsychiatrist pro-
fessionals. Most of the self-referrals
(N=32, 65%) had previous contacts
with professionals in regard to psy-
chiatric symptoms, and 28 (57%) had
previous contacts with a psychiatrist.
Among these 28 patients, two had
visited a psychiatric emergency unit
in the past month. However, the
emergency unit did not provide them
with a letter of referral. Seven of the
self-referrals who had seen a psychi-
atrist during the past year had for-
mally completed their treatment and
had not seen a psychiatrist in the
month before self-referral. There-
fore, all self-referrals had decided,
without guidance from their profes-
sional contacts, to seek specialized
care. 

Of those who were not self-re-
ferred, 73 (48%) were referred by
psychiatric services, 35 (23%) were
referred by their general practitioner,
31 (21%) came through school health
services, and 12 (8%) were referred
by other mental health professionals. 

Mood disorders and specific pho-
bia were more common among self-
referred patients (p<.05 for both),
but no other statistically significant
between-group differences in axis I
disorders were found (Table 2). Co-
morbidity of axis I disorders was pro-
nounced in both patient groups
(mean±SD of 2.2±1.3 diagnoses); 48
self-referred patients (98%) met cri-
teria for more than one axis I disor-
der, compared with 145 (96%) re-
ferred by others (Figure 1). One self-
referred patient (2%) and six patients
referred by others (4%) did not meet
criteria for any current diagnosis. No
significant difference between self-
referred patients and the other group
were found in number of current axis
I disorders (2.3±1.3 and 2.2±1.3, re-
spectively) or number of lifetime di-
agnoses (2.9±1.7 and 2.9±1.6). Self-

reported age at onset of the first dis-
order also did not differ between
groups (13.6±4.7 and 13.5±4.2 years,
respectively). 

Of the 188 patients who completed
the assessment for axis II disorders,
53 (28%) had at least one personality
disorder; 27 patients (14%) met cri-
teria for more than one: only one dis-
order, 38 participants (19%); two dis-
orders, 19 (10%), three disorders, six
(3%), and four disorders, two (1%).
No differences were found by refer-
ral status in the prevalence of person-
ality disorders (Table 2). The GAF
rating at study entry also did not dif-
fer between groups (54.5±6.5 for
self-referred and 54.7±8.0 for oth-
ers). (Possible scores on the GAF
range from 0 to 100, with higher
scores indicating better functioning.) 

Of the 200 patients in the sample,
155 (78%) had previous contacts with
professionals to address psychiatric
symptoms: child and adolescent psy-
chiatry, 53 patients (34%); psychiatry,
58 (37%); general practitioner, 53
(34%); school health services, 57

(37%); and some other mental health
care provider, 14 (9%). Among the
155 with previous contacts, 90 (58%)
had one contact, 50 (32%) had two,
and 15 (10%) had three. No signifi-
cant differences by referral status
were found in number of previous
contacts (1.1±1.0 for self-referred
and 1.2±.8 for others). As shown in
Table 3, a larger proportion of self-
referred patients had no previous
contacts with professionals in regard
to psychiatric symptoms (35% and
18%). During the study period, there
was no significant difference by re-
ferral status in the number of visits
(16.5±12.7 visits for self-referred and
17.1±16.0 for others).

A logistic regression was per-
formed with referral status as the de-
pendent outcome variable. Variables
with a univariate p value of <.10 were
entered into the model as independ-
ent predictors—any mood disorder,
any anxiety disorder, any eating dis-
order, and no previous contact with
mental health services. Patients who
did not have any previous contact
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Demographic characteristics of 200 young adults who self-referred to a psychi-
atric outpatient clinic or who were referred by nonpsychiatrist professionals

By nonpsychiatrist
Self-referred professionals
(N=49) (N=151)

Test
Characteristic N % N % statistic df p

Sex
Male 7 14 32 21 χ2=1.12 1 .289
Female 42 86 119 79

Living arrangement χ2=.16 1 .687
Alone 39 80 116 77
With othersa 10 20 35 23

Parental status χ2=.40 1 .691
Nonparent 46 94 145 96
Parentb 3 6 6 4

Occupational statusc χ2=2.12 1 .145
Any 44 90 122 81
None 5 10 29 19

Immigrant status χ2=.87 1 .575
Native of Sweden 46 94 135 89
Immigrantd 3 6 16 11

Age at assessment 22.7±1.7 22.3±1.9 t=.31 198 .136

a With parents (self-referred, N=9; by professionals, N=33) or in an institution (self-referred, N=1;
by professionals, N=2)

b One parent in the self-referred group was a step-parent.
c Any: employed (self-referred, N=9; by professionals, N=30), in practical training (by profession-

als, N=1), and students (self-referred, N=35; by professionals, N=91); none: unemployed (by pro-
fessionals, N=14) or on short-term disability (self-referred, N=5; by professionals, N=15)

d From other Nordic countries (by professionals, N=3) or from other countries (self-referred, N=3;
by professionals, N=13)



with professionals in regard to psy-
chiatric symptoms were significantly
more likely to refer themselves (odds
ratio [OR]=2.16; 95% confidence in-
terval [CI]=1.02–4.55). In addition,
having any mood disorder also in-
creased the likelihood of self-referral
(OR=2.36; CI=1.01–5.54). Having
any anxiety disorder or any eating
disorder was not a significant predic-
tor of referral status. 

Discussion
The young adult patients who visited
the psychiatric clinic during the year
of study enrollment accounted for
6% of the young adults in the catch-
ment area—or about one of every 20

individuals in this age group. This
percentage is similar to those found
in studies in the Netherlands (23)
and Canada (24), even though the
option of self-referral to specialized
care is not available in all health care
systems. In Sweden, the public men-
tal health service provides equal ac-
cess to treatment, regardless of a per-
son’s ability to pay. Therefore, even
though the Swedish system does not
present financial barriers to treat-
ment or require referral to special-
ized care from general practitioners,
the rate of help seeking among young
adults did not exceed rates in other
health care systems (4,8–10,25). Per-
mitting direct self-referral did not

seem to increase the proportion of
individuals seeking specialty mental
health care. 

Young adults who self-referred and
those referred by nonpsychiatrist
professionals had few differences in
clinical diagnoses. However, contrary
to our expectations, the self-referred
patients had more mood disorders
(major depressive disorder, bipolar I
and II disorder, dysthymia, and de-
pression not otherwise specified)—
84% compared with 69% of the oth-
er group. Our hypothesis, which stat-
ed that a lower threshold for help
seeking would result in self-referral
by patients who had symptoms but
no diagnosable disorders was not
supported. Self-referred patients
were equally as likely or more likely
than those referred by nonpsychia-
trist professionals to have diagnos-
able mental disorders. 

A larger proportion of the self-re-
ferred patients had not had previous
contact with professionals in regard
to psychiatric symptoms, which sug-
gests that the option of self-referral
lowers the threshold to specialized
care. However, the level of morbidity
among these patients did not indicate
overutilization of care. 

Community studies have found
that persons who seek mental health
treatment are those with a younger
age at onset of the disorder (26) and
those with comorbid psychiatric dis-
orders (2,9,24,27,28). Other determi-
nants of help seeking include being
female (24); having mood and anxiety
disorders, especially if the disorders
are comorbid (29,30); and being in a
younger age group (2). We did not
find that the option of self-referral al-
tered this pattern of help seeking.

The general practitioner in Gold-
berg and Huxley’s model (13) ac-
counts for two filters between the pa-
tient and specialized care: first,
recognition of the disorder, and sec-
ond, the decision to refer the patient.
However, because the self-referral
option did not increase the rate of
help seeking, filters other than the
general practitioner could exist. It is
obvious that sex, social factors, and
specific diagnoses matter. According
to Andersen and Newman (14,15),
predisposing individual determinants
of health service use can be demo-
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Current diagnoses among 200 young adults who self-referred to a psychiatric
outpatient clinic or who were referred by nonpsychiatrist professionals

By nonpsychiatrist
Self-referred professionals
(N=49) (N=151)

Characteristic N % N % χ2a p

Any mood disorder 41 84 104 69 4.06 .045
Major depressive disorder 34 69 87 58 2.14 .143
Bipolar I disorderb 2 4 3 2 .67 .598
Bipolar II disorderb 1 2 2 1 .13 .572
Dysthymiab 4 8 5 3 2.03 .227
Depressive disorder, not 

otherwise specified (NOS)b 2 4 11 7 .62 .739
Any anxiety disorder 28 57 107 71 3.17 .075

Panic disorder 5 10 21 14 .45 .503
Agoraphobia without history 

of panicb 0 — 5 3 1.66 .337
Social phobia 10 20 37 24 .34 .557
Specific phobia 13 26 19 13 5.36 .021
Posttraumatic stress disorderb 4 8 12 8 .00 1.000
Generalized anxiety disorder 6 12 23 15 .27 .606
Obsessive-compulsive disorderb 3 6 17 11 1.08 .415
Anxiety disorder, NOS 6 12 33 22 2.18 .140

Any substance use disorderb 4 8 12 8 .00 1.000
Alcohol abuse or dependence 3 6 9 6 .00 1.000
Drug abuse or dependence 2 4 4 3 .26 .636

Any eating disorder 18 37 37 24 2.78 .096
Anorexia nervosab 3 6 6 4 .40 .691
Bulimia nervosab 3 6 7 5 .17 .709
Eating disorder, NOS 12 24 24 16 1.85 .174

Any psychotic disorderb 0 0 2 1 .66 1.000
Any somatoform disorderb 1 2 9 6 1.20 .456
Any adjustment disorderb 1 2 3 2 .00 1.000
Personality disorder 

Participants assessed 48 26 140 74
Any 15 31 38 27 .30 .585
Any cluster A (odd, eccentric) 3 6 10 7
Any cluster B (dramatic, 

emotional, erratic) 5 10 13 9
Any cluster C (anxious, fearful) 8 17 24 17

a df=1
b Fisher’s exact test



graphic characteristics or factors re-
lated to social structure, such as level
of education. Help seeking can also
be related to knowledge and beliefs.
In this sample, there was a prepon-
derance of university students. This
could reflect the social structure in a
university city; however, within the
catchment area, there were also so-
cially disadvantaged sections of the
city, where relatively more immi-
grants live. Very few patients came
from these neighborhoods. It is prob-
able that knowledge of mental disor-
ders is higher among university stu-
dents, increasing the likelihood of
help seeking.

Previous contact with child and
adolescent psychiatry should affect
knowledge and beliefs about psychi-
atric services and mental disorders.
The influence of previous contact
with child and adolescent psychiatry
on help-seeking behavior among
1,420 young adults was examined in a
Swedish study in a rural area (31). In
that study, one-fourth of the individ-
uals who had previously received
care from child and adolescent psy-
chiatry sought help as adults from
psychiatrists—most often early in
life, at age 19 or 20. However, only
8% of the participants who were re-
ceiving care from a psychiatrist had
received previous care from child or
adolescent psychiatry (31). However,
in our study a larger proportion—
26% of participants in both referral
groups—had received previous care
from child or adolescent psychiatry.
Lowering the threshold for help
seeking did not increase the rate
among persons with previous contact
with child or adolescent psychiatry.
Other social factors likely influence
help seeking, such as specific symp-
toms, especially depression and suici-
dal thoughts (32). The existence of
these factors is supported by findings
from a study by Engqvist and Ry-
delius (31). 

Strengths of the study reported
here are the comprehensive diagnos-
tic evaluation that participants re-
ceived and a high level of participa-
tion from a group of psychiatric pa-
tients. Patients who sought help at
the clinic had no knowledge of the
ongoing study before they visited the
clinic; such knowledge might have

influenced patterns of referral. Ex-
amination took place in an ordinary
clinical setting, and patients were
not recruited for the study, which in-
creases the likelihood that the sam-
ple is representative of other clinical
samples. In addition, to our knowl-
edge this is the first study of referral
patterns in relation to psychopathol-
ogy. Clinical epidemiological studies,
like community-based studies,
should be based on standardized
evaluations; however, in many cases
they are not. The largest clinical epi-
demiological study to use semistruc-
tured diagnostic interviews is the
Rhode Island Methods to Improve

Diagnostic Assessment and Services
project (MIDAS) (33). Using SCID
interviews, they reported prevalence
of axis I and II disorders among
2,300 psychiatric outpatients (19,
34). The prevalence of different axis
I disorders in this clinical sample is
similar to the prevalence in the study
by Zimmerman and colleagues (33).
Our sample is younger than the sam-
ple in that study and has a larger pro-
portion of women; thus small differ-
ences exist. In our sample 68% of
participants had comorbid axis I dis-
orders, which is similar to the pro-
portion in the study by Zimmerman
and colleagues (33,35). 
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Number of axis I diagnoses among 200 young adults who were self-referred to
an outpatient psychiatric clinic (N=49) and who were referred by nonpsychiatrist
professionals (N=151)
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Past use of the health care system for mental health problems among 200 young
adults who self-referred to a psychiatric outpatient clinic or were referred by
nonpsychiatrist professionalsa

By nonpsychiatrist
Self-referred professionals
(N=49) (N=151)

Past use N % N %

No previous use 17 35 28 18
Child and adolescent psychiatry 13 26 40 26
Psychiatry 15 31 43 28
General practitioner 11 22 42 28
School health service 14 29 43 28
Other mental health servicesb 2 4 12 8

a No significant differences between groups on any variable
b Social services and other mental health care providers



The most obvious weakness of our
study involves the generalizability
of our findings to other settings with
older and less educated patients and
in other countries with differing
health care systems. In a university
town, such as Uppsala, the level of
education is high, which accounts
for the large proportion of universi-
ty students in our sample. Another
weakness is the possibility of a het-
erogeneous comparison group—
that is, patients in the comparison
group were referred by several
types of providers with a range of
medical competency. Although
most were referred by physicians,
some were referred by nurses, psy-
chologists, and social workers from
school health services and social
services. An additional weakness is
that age at onset, previous diag-
noses, and previous use of health
care services for psychiatric symp-
toms were based on self-report (36).
It has been shown that patients’
poor recall affects reports of life-
time diagnoses (37). Finally, inter-
rater reliability was calculated from
a limited number of interviews.
However, both interviewers re-
ceived clinical training in the same
department by the same tutors and
both interviewers had used the
SCID to reliably assess patients
from audio and video recordings.

Conclusions 
To our knowledge this is the first
study to examine whether differ-
ences exist between patients who re-
fer themselves to specialized psychi-
atric care and those who are referred
by nonpsychiatrist professionals.
The study found no evidence that
the option of direct self-referral to
specialized care is associated with
overutilization of such care. Kovess-
Masféty and colleagues (38) report-
ed that two of three persons in the
general population of France would
prefer to see a general practitioner
first if they experienced symptoms
of a mental health problem. Inter-
ventions that improve mental health
literacy increase help seeking (16).
Further research is needed on the
combination of a direct self-referral
option and public education about
mental disorders. 
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