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ABSTRACT 

 

Objective: To investigate associations between different indices of family socio-economic position 

(SEP) and the use of specialty mental health services (SMHS) and whether the associations exist 

after adjusting for severity of mental problems. Method: Using data from a large longitudinal study 

of adolescents (N =2149, mean age = 13.6, SD 0.53, range 12-15, 51% girls), we assessed the 

relations of family SEP indices with SMHS use while accounting for severity of mental problems in 

logistic regression models. Multiple informants (parent, self, and teachers) assessed mental health 

and a parent questionnaire was used to assess family SEP and SMHS use. Results: Overall, 

6.7% of the total sample and 42.9% of those with mental problems accessed SMHS. Univariable 

analyses yielded no significant associations between SMHS and all the indices of SEP. Adjustment 

for severity of mental problems resulted in substantial and statistically significant associations of 

indices of SEP with SMHS use. Adolescents were particularly more likely to use SMHS with 

increasing level of maternal education. Compared to mothers with elementary education, those 

with university education were three times more likely to consult SMHS independent of severity of 

their offspring’s mental health problems (OR: 3.18, CI: 1.22, 8.30). For the aggregate measure of 

SEP, high SEP was associated with increased use of SMHS compared to low SEP, (OR: 1.63, CI: 

1.04, 2.55). Conclusion: Higher levels of maternal education and overall SEP predict more SMHS 

use when severity of mental problems was accounted for. Without correcting for severity of mental 

problems, the true association between SEP and SMHS use is obscured in early adolescents. 

 

Key words: specialty services, severity of mental health problems, socio-economic position 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

90



 

 

INTRODUCTION 

 

The prevalence of mental health problems in the general child and adolescent population is 

estimated to be between 16% and 22% (Zachrisson, Rodje, Mykletun, 2006; WHO, 2005). Of 

these estimates, only between 13% and 36% of adolescents with mental health problems in 

Europe and North America are reported to seek mental health services (Zachrisson, Rodje, 

Mykletun, 2006; Bijl, Ravelli, 2000). There may be particular groups of adolescents with mental 

health problems who are disadvantaged and whose disadvantages are barriers to treatment by 

limiting access to specialty mental health services (SMHS). Yet, treatment of mental problems in 

adolescence is reported to be effective, especially when it starts early (Kadzin, Wassell, 2000; 

Kearney, Silverman, 1990).  

 

To enhance the use of SMHS by adolescence, it is vital to examine barriers to their access. Many 

factors are reported to influence pathways into SMHS use for children and adolescents. They 

include factors related to the family, the social network and the primary healthcare providers 

(Mechanic, Angel, Davies, 1991; Sullivan, Young, Morgenstern, 1997). Factors known to influence 

help-seeking, inter alia, are the burden and distress parents experience raising the child, attitudes 

and beliefs, parental psychopathology, family size, and failure to recognize mental health problems 

and seek for help (Zwaanswijk, Verhaak, Bensing, Van der Ende, Verhulst, 2003; Farmer, Stangl, 

Burns, Angold, Costello, 1997). Of these factors, parental recognition is important because failure 

to recognize mental health problems and to consult the General Practitioner (GP) may delay 

treatment. Children and adolescents depend on their parents to recognize their mental health 

problems and to consult the GP (Zwaanswijk, Van der Ende, Verhaak, Bensing, Verhulst, 2005).  

 

Family socio-economic position (SEP) is a generic family factor that may determine parental 

recognition of child and adolescent mental problems and the decision to consult a GP (Sayal, 

Taylor, Beecham, 2003; Costello, Pescosolido, Angold, Burns, 1998). This is because parents with 

high levels of education are likely to have superior knowledge about child development and may 

therefore be more alert on emerging mental health problems. In addition, they may appreciate the 

potential benefits of specialist care more than parents with low levels of education.  

 

Previous studies on the role of family SEP in the use of mental health services in children and 

adolescents have yielded conflicting results. Some studies did find evidence of the role of family 

SEP on mental health service use (Horgan, 1985; Zahner et al., 1992; John, Offord, Boyle, Racine, 

1995; Pumariega, Glover, Holzer, Nguyen, 1998) whereas others did not (Verhulst, Van der Ende, 

1997; Laitinen-Krispijn, van der Ende, Wierdsma, Verhulst, 1999).  
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Low SEP is negatively associated with severity of mental health problems (Loeber, Farrington, 

Stouthamer-Loeber, Van Kammen, 1998; Amone-P’Olak, Burger, Ormel, Huisman, Verhulst, 

Oldehinkel, 2009). Severity of mental health problems, in turn, is positively associated with mental 

health service use (Zwaanswijk, Verhaak, Bensing, Van der Ende, Verhulst, 2003; Verhulst, Van 

der Ende, 1997; John, Offord, Boyle, Racine, 1995). Therefore, because of the negative 

relationship of low SEP with symptoms of mental health problems and the positive association of 

severity of mental health symptoms with mental health service use, it is possible that the relation 

between family SEP and mental health service use may be underestimated if severity of mental 

health symptoms is not accounted for. Many previous studies were based on analyses of routinely 

collected health care data such as pediatricians’ records, thus excluding subjects with relevant 

levels of psychopathology who have not sought help (Briggs-Gowan et al. 2000; Van der Ende, 

Verhulst, 2003; Laitinen-Krispijn, van der Ende, Wierdsma, Verhulst, 1999). Consequently, the 

associations between low SEP and reduced SMHS use reported in these studies may have been 

too small. Further, previous studies have used different indices of SEP such as education, 

occupation or income (John, Offord, Boyle, Racine, 1995; Horgan, 1985; Zahner, Pawelkiewicz, 

DeFrancesco, Adnopoz, 1992; Van der Ende, Verhulst, 2003; Vasiliadis, Tempier, Lesage, Kates, 

2009), which makes comparison between studies very difficult. We have not come across any 

study that compared the proportion of the use of SMHS across several indices of family SEP for 

both parents while adjusting for severity of mental health problems in a population-based study. 

Yet identifying the source of barriers to SMHS use will inform interventions aimed at children and 

adolescents with severe mental problems in need of specialist care.  

 

The present study reports on an analysis of data from a large population based cohort study of 

young Dutch adolescents. Our aim is two-fold: 1) to assess SMHS use by adolescents with 

different levels of family SEP using multiple indices of SEP, and 2) to investigate the associations 

between family SEP and SMHS use while accounting for severity of mental health problems.  

 

METHODS 

 

Sample 

 

Subjects were participants in the ‘TRacking Adolescents’ Individual Lives Survey’ (TRAILS), 

a prospective cohort study of Dutch (pre) adolescents, aimed at explaining the development of 

mental health problems from pre-adolescence into adulthood. The Central Committee on Research 

Involving Human Subjects approved the TRAILS study. Sample selection involved five 

municipalities in the North of the Netherlands, including urban and rural areas. The municipalities 

were requested to give names and addresses of all inhabitants born between 10-01-1989 and 09-

30-1990 (first two municipalities: mean age = 11.29, SD = 0.52, range = 10.0 – 12.0) or 10-01-
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1990 and 09-30-1991 (other municipalities: mean age = 10.72, SD = 0.37, range = 10.0 – 11.5). 

Two birth cohorts were used in order to minimize the age range during the initial assessment. 

Of all the children approached (N = 3,145), 6.7% (n = 211) were excluded due to mental or 

physical incapability or language problems leaving a total of 2934. Finally, 76.0% participated in 

the baseline assessment (T1 - N = 2,230, mean age = 11.1, SD = 0.56, range = 10.0-12.0) of 

which 96.4% (N =2,149) were assessed at follow-up (T2 - mean age = 13.6, SD = 0.53, range = 

12.0–15.0), held about two and a half years after T1 (mean follow-up time = 2.47, SD = 0.48, range 

= 0.73 – 3.25). T1 assessment was conducted from March 2001 through July 2002 and the T2 

assessment from September 2003 to December 2004. 

 

The present study includes those 2,149 adolescents who participated in the T2 assessment. We 

analyzed family SEP and mental health problems assessed at T1, and SMHS use in the past two 

years assessed at T2. Responders and non-responders did not significantly differ in levels of 

problem behaviors or on socio-demographic variables (De Winter, et al. 2005; Huisman, et al. 

2008). 

 

Data collection 

 

Interviewers were university graduates extensively trained in interviewing skills, study 

background, and interview content. At T1, the interviewers visited parents or guardians (preferably 

mothers, 95.6%) at their homes to administer interviews covering a wide range of topics, including 

their SEP, their children’s mental health, and mental health service use. Interviews were conducted 

and questionnaires filled-out after a complete description of the study was given and written 

informed consent were obtained from participants. At both T1 and T2, children filled out 

questionnaires at school supervised by TRAILS assistants. Teachers were asked to fill out a brief 

questionnaire for all TRAILS-children in their class.  

 

Measures 

 

Mental health outcomes. Two dimensions of mental health problems were included in this 

study: internalizing and externalizing problems. These problems were assessed at T1 and T2 with 

the parent-rated Child Behavior Checklist (CBCL) (Achenbach, 1991a), the Youth Self-Report 

(YSR) (Achenbach, 1991b), and the Teacher Checklist of Psychopathology (TCP) with a timeframe 

of the past 6 (CBCL and YSR) or past 2 months (TCP). The TCP is comprised of descriptions of 

problem behaviors similar to Achenbach’s Teacher Report Form (TRF) (Achenbach, 1991c). The 

TCP was developed to reduce the respondent burden for teachers, as each had multiple 

adolescent participants to report on. This measure contains descriptions (vignettes) of problem 

behaviors that correspond with the syndrome scales of the CBCL and YSR (vignettes available 
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upon request). Response options for each description of the TCP ranged from 0 (not applicable) to 

4 (very clearly or frequently applicable). The TCP vignettes correlated around 0.60 with the full 

TRF syndrome scales filled out by a small sample of teachers (Ferdinand, 2003, internal report 

available upon request). Next, we created broadband scales of internalizing problems 

(Anxious/Depressed, Withdrawn/Depressed, and Somatic Complaints) and externalizing problems 

(Aggressive behavior and Rule-breaking behavior). The validity of these scales have been 

documented (Achenbach, 1991a; 1991b; 1991c) and reiterated in a Dutch sample (Verhulst, Van 

der Ende, and Koot, 1997). In our sample, the reliability statistics are as follows: CBCL-

Internalizing (32 items): Cronbach’s � = 0.85, CBCL-Externalizing (35 items): � = 0.90, YSR-

Internalizing (31 items): � = 0.87, YSR-Externalizing (32 items): � = 0.85; TCP-Internalizing (3 

vignettes): � = 0.71, TCP-Externalizing (2 vignettes): � = 0.78. 

 

Reports from different sources are needed to reduce rater bias in the prediction of mental health 

problems and provide better estimates of diagnosis than those based on a single source (Verhulst, 

Koot, Van der Ende, 1994). It has been demonstrated in previous studies that a combination of 

parent and teacher information results in an improvement of predictive power (Verhulst, Koot, Van 

der Ende, 1994). For this reason, we computed a combined estimate using the scores on mental 

health problems given by the children, parents and teachers at T2. In order to place the same 

weight on information from different informants, the scores on YSR, CBCL and TCP were first 

standardized (using Z-scores) before averaging over informants.  

 

Socio-economic position. Socio-economic position was assessed at T1 using five indicators: family 

income, educational levels of both parents and occupational levels of both parents using the 

International Standard Classification of Occupations (ISCO) (Ganzeboom & Treiman, 1996). 

Education consisted of five levels: 1) elementary education, 2) lower tracts of secondary education, 

3) higher tracts of secondary education, 4) senior vocational education, and 5) university 

education. Occupation was rated on a 9-point scale:  1) elementary occupations, 2) plant and 

machine operators and assemblers, 3) craft and related trades workers, 4) skilled agricultural and 

fisheries workers, 5) service workers, shops and market sales workers, 6) clerks, 7) technicians 

and associates professionals, 8) professionals, and 9) legislators, senior officials, and managers. 

For our analyses, three categories of occupation were formed: low (scales 1 through 3), 

intermediate (scales 4 through 6), and high (scales 7 through 9). Monthly family income (minus tax) 

was categorized into three categories: low income (lower than € 2,500), intermediate income (€ 

2,500 – € 5,500) and high income (above € 5,500). Next, we created an aggregate measure of 

SEP by averaging the five indicators (family income and education and occupation levels of both 

parents) after standardization. The lowest 25%, intermediate 50% and highest 25% of the scores 

were considered to represent low, intermediate and high SEP, respectively. The aggregate SEP 

index captured 61.2 per cent of the variance in the five items with an internal consistency of 0.84 in 
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the TRAILS population (Veenstra, Lindenberg, Oldehinkel, De Winter, Verhulst, Ormel, 2005). 

Missing values (e.g. when there is only one parent in the family) did not affect the association of 

the SEP variable with other variables.  

 

Specialty mental health services. Service use was assessed by a parent questionnaire using the 

question ‘In the past two years, have you consulted any of the following organizations for the 

emotional and behavioral problems of your child?’ The services included were: in-patient and out-

patient departments of psychiatric hospitals and private practice providing psychiatric and 

psychological services.  From these services, we determined who used one or more SMHS. The 

items were scored as 0 (no use) and 1 (yes). Specialty mental health services were assessed at 

T2. 

 

Multiple imputation of missing data  

 

The percentage of missing data was between 6 and 31 per cent for mental health 

dimensions. The YSR contained few missing data (1.5 – 7%). Missing parent data ranged between 

7.8 – 14 per cent. Most missing data concerned teacher reports (13.6 – 31%). Missing teacher 

data were generally unrelated to child characteristics (Huisman, et al. 2008). Family SEP contained 

few missing data (1.9%). To minimize the loss of statistical power and risk of bias, we employed 

multiple imputations. This is the preferred method of dealing with missing data when data are not 

missing completely at random (Donders, et al, 2006). Multiple data sets (i.e. five data sets) were 

generated to account for the uncertainty in imputed data (Rubin, 1987). They were analyzed in an 

identical way and the regression coefficients and standard errors pooled using Rubin’s method for 

multiple imputation inference (Rubin, 1987). We used the NORM program for multiple imputation 

(Schafer, 1999).  

 

Statistical analyses  

 

First, demographic characteristics of the study population were calculated and tabulated. 

Second, we performed univariable binary logistic regression analyses to obtain odds ratios of 

SMHS use for z-scores of severity of mental health problems as well as the intermediate and high 

categories relative to the low category of aggregate SEP, family income, and occupation. For 

education, odds ratios of SMHS use for lower track of secondary, higher track of secondary, senior 

vocational, and university education relative to elementary education were calculated. Third, to 

assess whether the associations of the SEP measures with SMHS use existed independent of 

severity of mental health problems, we fitted multivariable logistic regression models for each 

measure of SEP separately while adjusting for internalizing and externalizing problems. Fourth, to 

assess the unique influence of each indicator of SEP on SMHS use, we repeated these analyses 
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with all indices of SEP entered simultaneously. Finally, we assessed the statistical significance of 

trends of increasing values of the SEP indices with SMHS use by entering the SEP indices as 

independent continuous variables in separate logistic regression models, while adjusting for 

internalizing and externalizing problems. Odds ratios were supplied with 95% confidence intervals 

(95% CI) and the level of significance was set at 0.05 (two-sided). 

 

RESULTS 

 

 The socio-demographic characteristics of the study population are presented in table 5.1. 

Adolescents reported experiencing more internalizing than externalizing problems. Of those who 

scored in the deviant range for internalizing and externalizing problems (scores � 85th percentile), 

78 (54%) accessed SMHS. 
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Table 5.1 Demographic characteristics of the study population (N=2149) 
 

 
Characteristic n (%) 
    

Female gender (n, %) 1096 (51) 
 
Age (mean, sd, ( min-max) 13.6 (0.53, 12–15) 
 
Symptoms of mental health problems    
       
        Experienced 1 or more  symptom of internalizing problems in the past 6 months) 1,079 (50) 
       
        Experienced 1 or more symptom of externalizing problems in the past 6 months) 1,021 (48) 
 
Accessed SMHS (as a percentage of total sample) 145 (6.8) 
 
Accessed SMHS (as a percentage of those with serious symptoms) a 145 (42.8) 
 
Access to SMHS among female  52 (35.8) 
 
Indices of SEP 

  

  
         Maternal education    -    Elementary 

 
147 (6.8) 

  
                                            -    Lower track secondary 

 
670 (31.0) 

 
                                             -    Lower track secondary 

 
763 (35.4) 

                                             -    Senior Vocational 
 

422 (19.6) 

                                             -    University 
 

156 (7.2) 
           
          Paternal education    -    Elementary 

 
106 (5.7) 

                                             -    Lower track secondary 
 

503 (26.8) 

                                             -    Lower track secondary 
 

604 (32.2) 

                                             -    Senior Vocational 
 

398 (21.2) 

                                             -    University 
 

263 (14.0) 

          Maternal occupation  -    Low 
 

555 (33.4) 

                                             -    Intermediate 
 

574 (34.5) 

                                             -   High 
 

534 (32.1) 

          Paternal occupation   -    Low 
 

596 (33.4) 

                                             -   Intermediate 
 

595 (33.4) 

                                             -   High 
 

593 (33.2) 
 
          Family income            -    Low (less than € 2,500 per month) 

 
701 (34.9) 

                                             -   Intermediate (between € 2,500 – 5,500 per month) 
 

778 (38.7) 

                                             -   High (more than € 5,500 per month) 
 

529 (26.3) 
 
          Aggregate SEP          -    Low 

 
730 (33.4) 

                                             -   Intermediate 
 

729 (33.3) 
                                            
                                             -    High 

 
729 (33.3) 
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SEP = Socio-economic position; SMHS = Specialist mental health services; Aggregate SEP = mean of 

maternal education and occupation, paternal education, occupation, and family income after standardization. 

 
a Severe symptoms of mental health problems regarded score � 85th %tile; Aggregate SEP and occupation 

were categorized into three categories: (The lowest 25%, intermediate 50% and highest 25% of the scores 

were considered to represent low, intermediate and high SEP categories).  

 

Low occupation: elementary occupations, plant and machine operators and assemblers, craft and related 

trades workers, Intermediate occupation: skilled agricultural and fisheries workers, service workers, shops 

and market sales workers, and clerks; High occupation: technicians and associate professionals, 

professionals, and legislators, senior officials, and managers.  

 

Results of logistic regression analyses are presented in table 5.2. The univariable analyses 

showed that mental health problems were strongly associated with the odds of using SMHS, 

internalizing more than externalizing problems. Further, none of the indices of SEP including the 

aggregate measure predicted SMHS use in any significant way and the odds ratios were near 

unity.  

 

Table 5.2 also gives the results of the multivariable analyses in each of which we adjusted for 

severity of both internalizing and externalizing problems. Two SEP indices significantly predicted 

more SMHS use in these analyses: maternal education and aggregate SEP. With increasing level 

of maternal education, the odds of SMHS use increased steadily and this trend was statistically 

significant. Compared to mothers with elementary education, children of mothers with university 

education were more than three times as likely to use SMHS. For aggregate family SEP, the same 

pattern emerged with a statistically significant trend of a higher odds of SMHS use with increasing 

aggregate SEP. For each of the remaining indices of SEP similar trends were observed but none 

of them reached statistical significance. Separate analysis with all indices of SEP simultaneously 

entered as continuous variables in a logistic regression model while adjusting for internalizing and 

externalizing problems yielded significant results for maternal education (OR: 1.45, CI: 1.01, 2.07) 

only. Independent of indices of SEP, each z-score increase in severity of mental health problems 

were associated with almost twice the odds of using SMHS, internalizing slightly more than 

externalizing problems. 
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Table 5.2  

Associations between indices of socio-economic position (SEP) (independent variables) and 

specialist mental health services (SMHS) use (dependent variable) in univariable and multivariable 

logistic regression models (N= 2149) 

  
 
 

 
Univariable results 

 
Multivariable results † 

 
Trend 

Predictors of SMHS 
 

OR (95% CI) 
 

OR (95% CI) 
 

p value 
 
Gender:    Boys (reference) 

 
1 

    

  
                Girls 

 
0.52 (0.37, 0.74) 

    

 
Mental health problems 

 
OR (95% CI) 

    

   Internalizing problems a  
 

2.29 (1.87, 2.81) 
    

   Externalizing problems a  
 

2.02 (1.70, 2.41) 
    

 
Indices of family SEP 

      

 
Education (maternal) 

     
p < .05 

 
      Elementary 

 
reference 

 
reference 

  

 
      Lower track secondary 

 
1.16 (0.53, 2.53) 

 
1.45 (0.64, 3.25) 

  

 
      Lower track secondary 

 
1.27 (0.59, 2.73) 

 
1.85 (0.83, 4.13) 

  

 
      Senior Vocational 

 
1.24 (0.55, 2.77) 

 
2.19 (0.93, 5.14) 

  

 
      University 

 
1.58 (0.64, 3.93) 

 
3.18 (1.22, 8.30) 

  

 
Education (paternal) 

     
p =.12 

 
      Elementary 

 
reference 

 
reference 

  

 
      Lower track secondary 

 
0.95 (0.38, 2.35) 

 
0.98 (0.38, 2.35) 

  

 
      Lower track secondary 

 
1.03 (0.42, 2.50) 

 
1.14 (0.45, 2.86) 

  

 
      Senior Vocational 

 
0.84 (0.33, 2.15) 

 
1.13 (0.43, 3.02) 

  

 
      University 

 
1.15 (0.44, 3.01) 

 
1.79 (0.66, 4.90) 

  

 
Occupation (maternal) 

     
p =.79 

 
     Low 

 
reference 

 
reference 

  

 
     Intermediate 

 
0.68 (0.43, 1.08) 

 
0.83 (0.52, 1.34) 

  

 
     High 

 
0.83 (0.53, 1.29) 

 
1.21 (0.75, 1.94) 

  

 
Occupation (paternal) 

     
p =.10 

 
     Low 

 
reference 

 
reference 

  

 
     Intermediate 

 
1.11 (0.67, 1.82) 

 
1.53 (0.90, 2.61) 

  

 
     High 

 
1.07 (0.65, 1.78) 

 
1.55 (0.91, 2.63) 
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Family income  p =.49 

    Low (< € 2,500 per month) 
 

reference 
 

reference 
  

 
    Intermediate (€ 2,500 – 5,500 per month) 

 
0.97 (0.65, 1.45) 

 
1.33 (0.88, 2.03) 

  

 
     High (more than € 5,500 per month) 

 
0.87 (0.55, 1.37) 

 
1.46 (0.89, 2.37) 

  

 
Aggregate SEP  

     
p < .05 

 
     Low 

 
reference 

 
reference 

  

 
     Intermediate 

 
1.02 (0.68, 1.55) 

 
1.33 (0.86, 2.05) 

  

 
     High 

 
1.00 (0.66, 1.52) 

 
1.63 (1.04, 2.55) 

  

 

*  p < .05;  Significant results are in bold;  a Entered as a continuous variable;   b SEP indices entered as 

continuous independent variables;  † Adjusted for severity of internalizing and externalizing problems; 

Aggregate SEP = mean of maternal education and occupation, paternal education, occupation, and family 

income after standardization. Aggregate SEP and occupations were categorized into three categories: (The 

lowest 25%, intermediate 50% and highest 25% of the scores were considered to represent low, 

intermediate and high SEP categories). Low occupation: elementary occupations, plant and machine 

operators and assemblers, craft and related trades workers, Intermediate occupation: skilled agricultural and 

fisheries workers, service workers, shops and market sales workers, and clerks, High occupation: 

technicians and associate professionals, professionals, and legislators, senior officials, and managers.  

 
 
DISCUSSION 

 

The present study showed a statistically significant association of maternal education with 

the likelihood of SMHS use in early adolescents, but not of household income, occupation or 

education of the father. In addition, when we did not adjust for severity of mental health problems, 

the relation of family SEP with SMHS use was obscured. The association appeared to be 

independent of other indicators of SEP suggesting a unique association of maternal education with 

use of SMHS. As far as we know, the current study is the first to examine the relationship between 

different SEP indices with SMHS use while accounting for differences in severity of mental health 

problems in a large population cohort of young adolescents.  

 

Previous studies that examined the influence of SEP on mental health service use yielded 

conflicting reports. Differences in findings could be attributed to the use of different definitions and 

indices of SEP, different measures of SEP and differences in service organization of the 

populations studied (Sayal, 2006). Verhulst and Van de Ende (1997) reported that family stress, 

one-parent family and poor family functioning predicted service use among children but not 

parental education or occupation. However, this study might have over-adjusted for the SEP 

indices they used because low family SEP is known to be a marker of family stress, one-parent 

family, and poor family functioning (Gilman et al. 2003; Bradley, Corwyn, 2002; Aseltine, 1996). 
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Although Verhulst and Van der Ende (1997) reported that family SEP was not associated with 

help-seeking factors, they used the parent with the highest level of education and highest 

occupation status as SEP indices. In the majority of cases, fathers have the highest level of 

education and occupation. In this respect, their findings are similar to the ones in this study 

because we did not find an effect of paternal education on service use either.  

 

The studies which specifically used maternal level of education as an index of SEP reported that 

mothers with relatively high levels of education were more likely to have used mental health 

services (John, Offord, Boyle, Racine, 1995; Horgan, 1985; Pumariega, Glover, Holzer, Nguyen, 

1998; Zahner, Pawelkiewicz, DeFrancesco, Adnopoz, 1992). This is in agreement with our findings 

that maternal education, independent of all other indices of SEP and severity of mental health 

problems were associated with SMHS use.   

 

The associations of maternal education with SMHS use could have various origins. Mother’s 

education may be positively associated with mental health literacy, favorable attitudes, and fewer 

stigmas to mental problems (Riedel-Heller, Matchinger, Angermeyer, 2005). This may in turn 

cause enhanced recognition of these problems and preparedness to seek help. Moreover, mothers 

with high education may be more motivated to search for information about mental problems and 

can communicate more clearly with health workers about their children’s mental health than 

mothers with low education. For a matter of fact, because the different indices of SEP are strongly 

correlated, the interpretation of the association of maternal SEP with SMHS use as being 

independent of other indices of SEP must be cautious. 

 

Lack of association of father’s education with use of SMHS may reflect the tendency of fathers to 

devote less time to childcare than mothers (Chen, Li, 2009). The finding that family income was not 

a significant predictor of SMHS use could be because of the way health care system is structured 

in the Netherlands where preventive child health care offers routine assessment, including the 

early detection of emotional and behavioural problems to the entire Dutch population (Brugman, 

Reijneveld, Verhulst, Verloove-Vanhorick, 2001; Minister of Public Health, 2001). Further, it is 

possible the Dutch health insurance system of universal coverage for child mental health services 

increases access to those with low incomes or unemployed as well. 

 

Another possible reason for differential access to SMHS use in different levels and indices of SEP 

could be at the level of referral by the General Practitioner (GP). In the Netherlands, the GP is the 

gateway to specialist care. Recognition of the severity of mental health problems by GPs is crucial 

for the referral process. It is possible that GPs define mental problems differently for adolescents 

from different socio-economic backgrounds. Previous studies have suggested that patients from 

lower social classes are likely to get shorter consultations and receive less information (Britt, 
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Valenti, Miller, 2005). As a result these patients may be less likely to be referred to specialist care. 

In addition, parents from lower SEP families might have more difficulties communicating with GPs, 

which might compromise referral to specialist care.  

 

An important finding of this study was that severity of mental health problems obscured the true 

association between family SEP and mental health service use in early adolescents. Only when 

the level of mental health problems was accounted for, the associations of family SEP with SMHS 

use became apparent. This can be explained by the fact that children from high-SEP families had, 

on average, fewer problems and therefore received less SMHS than children from low-SEP 

families.  

 

Strengths and limitations 

 

This study has several strengths. First, we used data from a large representative population 

sample. Second, we used multiple indicators of SEP directly obtained from parents rather than 

relying only on one indicator of family SEP. Information on SEP obtained from parents has been 

shown to be more reliable than information on SEP obtained from children (Wardle, Robb, 

Johnson, 2002). Third, multiple informants reported on mental health problems, thus limiting 

information biases and increasing precision in reporting (Verhulst, Koot, Van der Ende, 1994). 

Fourth, we were able to adjust our associations for the level of mental health problems allowing us 

to gain more insight into the process between SEP and SMHS use.  

 

Nevertheless, the findings of our study must be interpreted in light of potential limitations. First, the 

only sources of information on mental health problems in this study were behavior checklists. It is 

possible that some of the associations detected apply only to emotional and behavioural problems 

that cannot be taken to mean psychiatric disorders defined in terms of clinical diagnoses. However, 

checklists such as those used in our study are comparable to interviews in studies involving the 

classification of psychiatric disorders (Boyle, et. al., 1997). In addition, 54 per cent of those who 

accessed SMHS scored in the deviant range, indicating that the checklists largely captured 

severity of mental health problems like other diagnostic measures. Second, we did not take into 

account any changes in family SEP across the follow-up period. However, family SEP, especially 

education, is generally a stable construct and sudden changes within a short duration, like in our 

study, are unlikely. Further, other factors such as family structure, ethnicity, or urbanization, could 

be associated with service use. Although these factors are strongly associated with mental health 

service use, they are outside the scope of the current study and will be dealt with in future studies. 

Last, we considered only SMHS because previous studies showed that adolescents who entered 

the mental health system through the specialty mental health sector were the most likely to 

subsequently receive services from other sectors, e.g. education sector (remedial classes) or 

social services (psycho-education) (Farmer, Burns, Phillips, Angold, Costello, 2003).  

102



 

 

Conclusions 

 

In early adolescents, the true positive association between SEP and SMHS use may be 

obscured by the association of severity of mental health problems with both SEP and SMHS use. 

Maternal education, independent of internalizing and externalizing problems, significantly predicts 

SMHS use. For policy makers, this could mean that mental health literacy in parents, especially 

mothers with low education, should be given priority. Interventions may include training parents 

with low education on detection and manifestations of mental health problems and consultation 

with GP. Finally, the mechanisms underlying inequality in SMHS use between socio-economically 

advantaged and disadvantaged groups call for further research. Specifically, future studies should 

examine mediators of the association of maternal education with referral to SMHS use. 
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