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RESEARCH ARTICLE

Linkage to psychiatric care after the special 
needs report for children and its predictors: 
A retrospective study of 2363 cases 

SUMMARY  

Objective: The Special Needs Report for Children (SNRC; Cocuklar Icin Ozel Gereksinim Raporu, COZGER), introduced 
in Turkey in 2019, restructured pediatric disability evaluation. Whether it facilitates linkage to child mental health ser-
vices remains underexamined. This study evaluated the characteristics of children receiving SNRC, post-report psychi-
atric linkage to care, and its predictors. 

Method: Records of 2363 children and adolescents who received SNRC at a single tertiary center between February 
20, 2019 and December 31, 2025 were retrospectively reviewed. Pre-report follow-up was defined as ≥2 non-SNRC 
outpatient visits during the 12 months preceding report issuance, and post-report linkage as ≥1 non-SNRC psychiatric 
visit after report issuance. Predictors were examined using binary logistic regression. 

Results: Of 2363 cases, 60.9% were male and the mean age at first presentation was 8.4 ± 4.7 years. Overall, 59.4% 
had no psychiatric diagnosis, with neurological, endocrine, and genetic comorbidities prominent in this group. Among 
960 patients with a psychiatric diagnosis, the most frequent were intellectual disability, language/speech disorders, 
specific learning disorder, and autism spectrum disorder. Post-report linkage occurred in 35.1% of the full sample and 
46.5% of the psychiatric subgroup. Positive predictors were psychiatric comorbidity count (OR=3.77; 95% CI: 2.63–
5.40), number of reports (OR=2.84; 2.48–3.26), prior follow-up (OR=2.58; 2.17–3.07), autism spectrum disorder 
(OR=1.84; 1.33–2.53), and male sex (OR=1.20; 1.01–1.43); out-of-province residence was the only negative predictor 
(OR=0.43; 0.35–0.53). 

Discussion: The modest post-report linkage rate suggests that the SNRC process functions only partially as a gateway 
to ongoing care. These findings support reconceptualizing SNRC not merely as a reporting procedure but as a struc-
tural opportunity for linkage to child mental health services. 

Key Words: Special needs report for children, child and adolescent mental health, linkage to care, neurodevelopmen-
tal disorders, healthcare utilization 
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INTRODUCTION  

Disability is the inability to participate fully in acti-
vities of daily living and society because of limita-
tions in physical, cognitive, sensory, or psychiatric 
functioning and is recognized as a global public 
health concern (1-2). In childhood, disability 
encompasses a broad range of diagnoses, including 
physical illnesses, neurodevelopmental disorders 
(such as intellectual disability, autism spectrum di-
sorder (ASD), attention-deficit/hyperactivity disor-
der (ADHD), and specific learning disorder 
(SLD)), and sensory impairments (3-4). Early iden-
tification of these conditions and the development 

of appropriate intervention plans are critical to 
maximizing the child's developmental potential (5-
6). 

For many years, children with disabilities in 
Türkiye were assessed using the same medical 
board report as adults. In response to criticism that 
this system lacked child-specific developmental 
assessment criteria, the Regulation on Special 
Needs Assessment for Children, which entered into 
force on 20 February 2019, established the Special 
Needs Report for Children (SNRC) system (7). 
The SNRC differs from the previous medical board 
report in three fundamental respects: (a) it replaces 
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the adult concept of a disability percentage with 
seven levels of special need appropriate to the 
child's developmental context (Special Needs / 
Mild Special Needs / Moderate Special Needs / 
Advanced Special Needs / Very Severe Special 
Needs / Significant Special Needs / Special 
Condition Requirement); (b) needs are coded sep-
arately by domain (cognitive development, lan-
guage and speech, psychiatry, social-emotional 
development, etc.); and (c) diagnostic criteria are 
based on the DSM-5 classification (7-10). 
However, under the regulation's coding system, 
some DSM-5 diagnoses, most notably ADHD, are 
not listed as primary special-needs diagnoses and 
are generally documented as comorbid diagnoses. 
This structural feature must be considered when 
interpreting diagnostic distributions and follow-up 
patterns in the SNRC population. 

Studies from Türkiye examining the sociodemo-
graphic and clinical profiles of SNRC applicants 
have shown that most applicants are boys and that 
intellectual disability, ASD, and SLD are the most 
common diagnoses (11-15). The higher prevalence 
of neurodevelopmental disorders among boys is 
consistent with the literature (16-17). Regional 
sociodemographic differences, rates of consan-
guineous marriage, and access to health care have 
also been reported to influence the profile of 
SNRC applicants (18-19). 

Whether the SNRC process offers a window of 
opportunity for linkage to child mental health ser-
vices beyond the issuance of a report has not been 
adequately investigated (36-37). Within this con-
ceptual framework, the SNRC process could facili-
tate linkage through three mechanisms: (a) the 
child undergoes a structured psychiatric assess-
ment; (b) the family receives structured informa-
tion about the diagnosis, prognosis, and treatment 
options; and (c) the reporting process creates a for-
mal point of contact between the family and the 
outpatient clinic. The extent to which these mecha-
nisms operate in practice, specifically the propor-
tion of patients linked to outpatient care after the 
SNRC and the factors associated with this linkage, 
has not been systematically documented. The avail-
able literature has focused largely on describing 
applicant profiles, and very few studies have exa-
mined patterns of linkage to psychiatric services 

after the SNRC. Dropout rates from child and ado-
lescent mental health services range from 30% to 
75%, and treatment adherence is influenced by 
multidimensional factors, including geographic 
access, socioeconomic status, parental attitudes, 
and clinical characteristics (20-23). Nonadherence 
to medication is also common in neurodevelop-
mental disorders (24-25), but how this issue should 
be addressed within the SNRC context remains 
unclear. 

The growing migrant and refugee population in 
Türkiye raises additional determinants of health 
care access, including language barriers, insurance 
coverage, differences in legal status, and cultural 
distance (26). Given the distinct sociocultural 
dynamics of different regions, regional studies are 
expected to contribute to national policy develop-
ment (27-28). 

Against this background, the present study aimed 
to document the sociodemographic and clinical 
characteristics of children and adolescents issued 
an SNRC at the Child and Adolescent Psychiatry 
outpatient clinic of Bolu Abant İzzet Baysal 
University Faculty of Medicine, their patterns of 
linkage to psychiatric services after report issuance, 
and the sociodemographic, clinical, and disorder-
specific factors associated with those patterns. The 
single-center design provided a homogeneous 
dataset because the same clinical team and consis-
tent assessment procedures were used. The 
province's urban and rural catchment areas and 
inward migration also provided a suitable setting in 
which to examine geographic access and migrant 
health variables together. 

METHODS 

Study Design and Sample 

This study was a retrospective chart review with a 
longitudinal component. Because clinical contact 
patterns before and after report issuance were ret-
rospectively reconstructed over time for the same 
patient, the design differed from a conventional 
cross-sectional study that evaluates data at a single 
point. However, because data were collected 
through a single retrospective review covering the 
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study period, the study did not have a cohort 
design. The electronic and paper records of all  
children and adolescents aged 0-18 years who were 
issued an SNRC at the Child and Adolescent 
Psychiatry outpatient clinic of Bolu Abant İzzet 
Baysal University Faculty of Medicine between 20 
February 2019, when the SNRC regulation entered 
into force, and 31 December 2025 were systemati-
cally reviewed. A total of 2363 cases were identi-
fied. 

The inclusion criteria were (a) having been 
assessed and issued an SNRC at our outpatient 
clinic during the study period and (b) having under-
gone a psychiatric assessment according to DSM-5 
criteria, with the presence or absence of a diagnosis 
documented in the record. The exclusion criteria 
were (a) presentation solely for a medical board 
report without a psychiatric assessment and (b) 
insufficient data in the medical record. 

Patients presenting from outside the province were 
included to reflect the center's actual referral pop-
ulation and patterns of service access; place of res-
idence was also analyzed as an independent vari-
able. 

SNRC Assessment System and Clinical Process 

The SNRC is an assessment system established by 
the regulation dated 20 February 2019. It is based 
on the DSM-5 classification and emphasizes the 
child's development as a whole (7). The regulation 
operationalized special needs as the additional 
need for health, education, rehabilitation, and 
other services, beyond those required by individu-
als without physical or developmental functional 
limitations, to enable the child to participate equal-
ly in social life. It defined seven levels: Special 
Needs, Mild Special Needs, Moderate Special 
Needs, Advanced Special Needs, Very Severe 
Special Needs, Significant Special Needs, and 
Special Condition Requirement. SNRC assess-
ments are coded separately by domain. The psychi-
atry domain (category E) covers intellectual dis-
ability, ASD, anxiety disorders, obsessive-compul-
sive spectrum disorders, post-traumatic stress dis-
order, psychosis, and mood disorders. ADHD is 
rarely recorded as a primary special-needs diagno-

sis under the regulation's coding system and is 
more often documented as a comorbid diagnosis. 
This structural feature defined the framework for 
the diagnostic classification used in the present 
study (see below). We did not analyze the levels of 
intellectual disability specified in the regulation 
(Special Needs / Mild / Moderate / Advanced / 
Very Severe / Significant / Special Condition 
Requirement) as separate categories; all cases of 
intellectual disability were evaluated under a single 
heading. The limitation of this approach is dis-
cussed below. 

At our outpatient clinic, SNRC assessments are 
conducted within a multidisciplinary framework. A 
child and adolescent psychiatrist performs the psy-
chiatric assessment, and the speech-language ther-
apist on the team conducts the speech-language 
assessment. The Ankara Developmental Screening 
Inventory (ADSI) is routinely administered to chil-
dren younger than six years for standardized devel-
opmental assessment. An otorhinolaryngology con-
sultation is requested selectively when hearing loss 
or structural pathology is suspected in association 
with a speech-language problem. 

Data Collection 

The following data were systematically recorded 
for each case: (a) sociodemographic information 
(age at first presentation, sex, place of residence, 
and migration status); (b) clinical data (primary 
and secondary psychiatric diagnoses, number of 
psychiatric comorbidities, and the presence and 
type of medical comorbidity); (c) SNRC data 
(number of reports and report renewal status); and 
(d) clinical contact data (number and duration of 
visits before and after report issuance, number of 
non-SNRC psychiatric visits, and total duration of 
follow-up). 

Diagnostic Categorization 

The primary psychiatric diagnosis was defined as 
the principal diagnosis recorded in the SNRC as 
the basis for the stated special need. A secondary 
psychiatric diagnosis was defined as any additional 
psychiatric disorder documented as a comorbid 
diagnosis in the medical record. The number of 
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psychiatric comorbidities was coded as a numerical 
variable representing the number of additional psy-
chiatric diagnoses (0,1, or 2). 

Primary diagnoses were classified into seven cate-
gories: (1) no psychiatric diagnosis, (2) intellectual 
disability, (3) language/speech/communication dis-
orders, (4) specific learning disorder, (5) autism 
spectrum disorder (ASD), (6) psychosis/mood dis-
orders, and (7) other psychiatric diagnoses. 

Psychotic and mood disorders were evaluated as a 
separate category because they constitute a specific 
special-needs category under the regulation (usual-
ly at the Significant Special Needs or Special 
Condition Requirement level) and their clinical 
follow-up differs substantially from that of other 
disorders because they require ongoing medication 
and close monitoring. Although anxiety and obses-
sive-compulsive spectrum disorders are included in 
category E of the regulation, they were not 
observed frequently enough in our sample to form 
a separate category and were grouped under other 
psychiatric diagnoses. 

The other psychiatric diagnoses category (n=138; 
5.8% of the sample) included ADHD (n=96; 
69.6%), anxiety disorders (n=32; 23.2%), tic disor-
ders (n=4; 2.9%), enuresis (n=4; 2.9%), and con-
duct disorder (n=2; 1.4%). ADHD was included in 
this category because it is rarely coded as a primary 
special-needs diagnosis under the SNRC regula-
tion and is usually recorded as a comorbid diagno-
sis. This structural feature prevented ADHD from 
being modeled as a separate independent variable; 
the corresponding limitation is discussed below. 

Inclusion of Cases Without a Psychiatric Diagnosis 

A substantial proportion of the cases (n=1403; 
59.4%) did not receive a psychiatric diagnosis fol-

Table 2. Overall Distribution of Clinical Contact Patterns (N = 2363) 
Clinical contact indicator n (%) Mean – SD Median (IQR) 
Pre-Report Follow-Up  

Patient in pre-report follow-up (=2 visits during the 12 
months preceding report issuance) 1104 (46.7)   

Number of pre-report visits  3.2 + 3.4 2.0 (1.0-4.0) 
Duration of pre-report contact (months)  3.1 + 4.2 1.0 (0.0-6.0) 

Post-Report Linkage  
Met the post-report linkage criterion 830 (35.1)   
Number of post-report visits  2.3 + 2.8 1.0 (1.0-3.0) 
Duration of post-report contact (months)  3.1 + 4.3 1.0 (0.0-7.0) 
Time to linkage (days)e  - 45.0 (15.0-120.0) 

Non-SNRC Psychiatric Visitsa  
Number of non-SNRC psychiatric visits 916 (95.4)b 7.8 + 10.6 4.0 (2.0-8.0) 

Total Follow-Up  
Total follow-up duration (months)  4.2 + 6.5 2.0 (0.0-11.0) 
Any follow-up record 1534 (64.9)   
No follow-up record 829 (35.1)   

Follow-Up Classificationc  
Follow-up before the report and linkage after the report 317 (33.0)   
Pre-report follow-up only 305 (31.8)   
Post-report linkage only 129 (13.4)   
No follow-up (neither before nor after) 209 (21.8)   

SD: standard deviation; IQR: interquartile range. 
aNon-SNRC psychiatric visits are psychiatric outpatient visits other than those for an SNRC among patients with a psychiatric diag nosis (n = 960). 
bOf the 960 patients with a psychiatric diagnosis, 916 (95.4%) had at least one psychiatric visit other than for an SNRC.  
cFollow-up classification was calculated only for patients with a psychiatric diagnosis (n=960); percentages are based on this subgroup. 
eTime to linkage is the number of days from the report date to the first non-SNRC psychiatric visit among patients who met the post-report linkage  
criterion (n = 830); because the distribution was non-normal, the median (IQR) is presented. 

Table 1. Demographic and Clinical Characteristics (N = 2363) 
Variable n (%) Mean + SD / Median (IQR) 

Age at first presentation (years) 2363 8.4 + 4.7 / 8.0 (5.0-12.0) 

Age group  
0-2 years 254 (10.7)  
3-5 years 430 (18.2)  
6-11 years 1058 (44.8)  
12-17 years 564 (23.9)  
Sex  
Male 1440 (60.9)  
Female 923 (39.1)  
Place of residence  
Bolu 1658 (70.2)  
Outside Bolu 705 (29.8)  
Migration status  
Turkish citizen 2234 (94.5)  
Migrant/refugee 129 (5.5)  
Nationality of migrants (n=129)  
Iraq 74 (57.4)  
Syria 26 (20.2)  
Afghanistan 11 (8.5)  
Iran 2 (1.6)  
Other 16 (12.4)  
Primary psychiatric diagnosis  
No psychiatric diagnosis 1403 (59.4)  
Intellectual disabilityb 229 (9.7)  
Language/speech/communication disorder 218 (9.2)  
Specific learning disorder 206 (8.7)  
Autism spectrum disorder 160 (6.8)  
Psychosis/mood disorder 9 (0.4)  
Other psychiatric diagnosesa 138 (5.8)  
Distribution within other psychiatric diagnoses (n=138)c  
ADHD 96 (69.6)  
Anxiety disorders 32 (23.2)  
Tic disorders 4 (2.9)  
Enuresis 4 (2.9)  
Conduct disorder 2 (1.4)  
Presence of a secondary psychiatric 
diagnosis 

125 (5.3)  

Number of psychiatric comorbidities  
0 additional diagnoses 2238 (94.7)  
1 additional diagnosis 111 (4.7)  
2 additional diagnoses 14 (0.6)  
Presence of medical comorbidity 761 (32.2)  
Distribution of primary medical diagnoses  
Neurology 274 (11.6)  
Endocrinology 232 (9.8)  
Genetics 117 (5.0)  
Ophthalmology 43 (1.8)  
ENT 36 (1.5)  
Physical medicine and rehabilitation 26 (1.1)  
Nephrology/urology 14 (0.6)  
Orthopedics 8 (0.3)  
Other 11 (0.5)  
Number of SNRC reports 2363 1.4 + 0.8 / 1.0 (1.0�2.0) 

Single report 1699 (71.9)  
Multiple reports (> 2) 664 (28.1)  

SD: standard deviation; IQR: interquartile range; SNRC: Special Needs Report for Children; ENT:ear,  
nose, and throat; PM&R: physical medicine and rehabilitation. aThe other psychiatric diagnoses category 
includes attention-deficit/hyperactivity disorder (ADHD), anxiety disorders, tic disorders, enuresis, and  
conduct disorder; the distribution within this category is also presented in the table. bThis disorder,  
defined in the DSM-5 as intellectual disability (intellectual developmental disorder), is listed under  
impaired intellectual functioning in the SNRC regulation’s coding system. cPercentages within the other  
psychiatric diagnoses category were calculated using the total for this subgroup (n=138). Continuous  
variables are presented as mean + SD and median (IQR); categorical variables are presented as n (%). 



lowing the SNRC assessment. Medical comorbidi-
ties, including neurologic, endocrine, genetic, and 
sensory conditions, were prominent in this group, 
and their distribution is presented in Table 1. This 
group was included in the overall analyses to (a) 
reflect the actual composition of the SNRC sample 
and (b) document differences in linkage to psychi-
atric care between patients with and without a psy-
chiatric diagnosis. By contrast, follow-up catego-
rization (lower section of Table 2) and subgroup 
analyses of the number of non-SNRC visits were 
calculated only for the 960 patients with a psychi-
atric diagnosis, because the concept of psychiatric 
follow-up is meaningful only in a population with a 
psychiatric diagnosis. 

Operational Definition of Clinical Linkage 

In the present study, patterns of clinical contact 
before and after report issuance were evaluated in 
terms of linkage to psychiatric care following the 
SNRC process rather than sustained treatment 
retention. Different operational thresholds were 
used for the two periods because they addressed 
different clinical questions: 

A patient in pre-report follow-up was defined as a 
patient with at least 2 non-SNRC visits to the out-
patient clinic during the 12 months preceding 
report issuance. This threshold was selected to 
operationalize repeated clinical contact before the 
report. Definitions of treatment dropout and conti-
nuity of care in child and adolescent mental health 
services vary across studies (20). 

A patient linked to care after the report was 
defined as a patient with at least 1 non-SNRC visit 
to the outpatient clinic after report issuance. This 
threshold reflects linkage to psychiatric care after 
the report rather than retention. Whether the 
SNRC offers a window of opportunity for transi-
tion to treatment was operationalized as whether 
any psychiatric contact occurred after report 
issuance. 

The asymmetry between the thresholds for the two 
periods reflects the different operational require-
ments of two conceptually distinct clinical ques-
tions: sustained follow-up versus new linkage. A 

non-SNRC psychiatric visit was defined as any clin-
ical visit other than one for SNRC issuance or 
renewal. 

Statistical Analysis 

Data were analyzed using SPSS version 22.0 (IBM 
Corp., Armonk, NY). Normality was assessed using 
the Kolmogorov-Smirnov and Shapiro-Wilk tests; 
the data were not normally distributed (Shapiro-
Wilk=0.740; p<0.001). Continuous variables are 
presented as mean ± standard deviation (SD) and 
median (interquartile range (IQR)); categorical 
variables are presented as frequencies and percen-
tages. 

For comparisons between two groups, the chi-
square (x2) test was used for categorical variables 
and the Mann-Whitney U test for continuous vari-
ables. Comparisons of more than two groups were 
performed using the chi-square and Kruskal-Wallis 
H tests, followed by post hoc Dunn tests for signif-
icant comparisons. Correlations were reported 
using Spearman's rank correlation coefficient 
(rho), and effect sizes were reported using the 
rank-biserial correlation coefficient (rrb). Because 
multiple comparisons increase the probability of 
type I error, findings with borderline significance 
were interpreted cautiously in this context. 

Factors predicting linkage were identified using 
binary logistic regression. In Model 1, the depen-
dent variable was post-report linkage (yes/no); in 
Model 2, it was pre-report follow-up status 
(yes/no). Age, sex, place of residence, migration 
status, medical comorbidity, number of psychiatric 
comorbidities, number of reports, and primary 
diagnostic categories were included as independent 
variables in both models. Pre-report follow-up sta-
tus was also included in Model 1 but was not 
entered into Model 2 because it was identical to the 
dependent variable in that model. Psychosis/mood 
disorders (n=9) were excluded from the models 
because of the small number of cases. Because of 
its heterogeneity and the position of ADHD within 
the regulation's coding system, the other psychiatric 
diagnoses category (predominantly ADHD) could 
not be modeled as a separate indicator variable and 
was included in the reference category (no psychi-
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atric diagnosis); this issue is addressed in the 
Limitations section. The enter (forced-entry) 
method was used in both models. Model fit was 
assessed using the omnibus chi-square test, the 
Hosmer-Lemeshow goodness-of-fit test, 
Nagelkerke R², and classification accuracy. A value 
of p<0.05 was considered statistically significant in 
all analyses. 

Ethics Approval 

This study was approved by the Non-Interventional 
Clinical Research Ethics Committee of Bolu Abant 
İzzet Baysal University (Decision No.: (2026/242), 
Date: (3 February 2026)). The study was conducted 
in accordance with the Declaration of Helsinki and 
the principles of Good Clinical Practice. 

RESULTS 

Demographic and Clinical Characteristics 

The study included 2363 children and adolescents 
who were issued an SNRC between 20 February 
2019 and 31 December 2025 (Table 1, Figure 1A). 

The mean age at first presentation was 8.4±4.7 
years (median 8.0; IQR 5.0-12.0), and 44.8% of 
cases (n=1058) were aged 6-11 years. Of the cases, 
60.9% (n=1440) were male and 39.1% (n=923) 
were female. Overall, 70.2% of patients (n=1658) 
resided in Bolu and 29.8% (n=705) presented from 
outside Bolu. Migrants/refugees accounted for 
5.5% of the sample (n=129); of this group, 57.4% 
were Iraqi and 20.2% were Syrian. 

Regarding the distribution of primary psychiatric 
diagnoses, 59.4% of cases (n=1403) had no psychi-
atric diagnosis. This was a heterogeneous group 
with prominent medical comorbidities, particularly 
neurologic (11.6%), endocrine (9.8%), and genetic 
(5.0%) conditions (Table 1, distribution of medical 
comorbidities). Among the 960 patients with a psy-
chiatric diagnosis (40.6%), the most common diag-
noses were intellectual disability (9.7%; n=229), 
language/speech/communication disorder (9.2%; 
n=218), specific learning disorder (8.7%; n=206), 
and ASD (6.8%; n=160). Psychosis/mood disor-
ders were uncommon (0.4%; n=9); the small size 
of this group should be considered when interpret-
ing all related subgroup analyses. The other psychi-
atric diagnoses category (n=138; 5.8%) consisted 
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predominantly of ADHD (n=96; 69.6% of this cat-
egory) and anxiety disorders (n=32; 23.2%) (the 
full distribution is presented in Table 1). A sec-
ondary psychiatric diagnosis was present in 5.3% 
(n=125). Medical comorbidity was present in 
32.2% of cases (n=761), most commonly neurolog-
ic (11.6%) and endocrine (9.8%) conditions. The 
mean number of SNRC reports was 1.4 ± 0.8 
(median 1.0); 71.9% of cases (n=1699) had a single 
report and 28.1% (n=664) had multiple reports 
(≥2) (Table 1). 

Overall Distribution of Clinical Contact Patterns 

In the full sample (N=2363), 46.7% of patients 
(n=1104) were in pre-report follow-up (≥2 visits 
during the 12 months preceding report issuance), 
and 35.1% (n=830) were linked to the psychiatric 
clinic after the report (≥1 visit) (Table 2, Figure 
1A). Among the 830 patients who met the post-
report linkage criterion, the median number of vis-
its was 1.0 (IQR 1.0-3.0). Thus, for a substantial 
proportion of patients who met the criterion, post-
report contact was limited to a single visit. This pat-
tern emphasizes that linkage to care and sustained 

follow-up (retention) are distinct processes and 
supports the conceptual distinction between the 
linkage and retention frameworks used in the pre-
sent study. Among these 830 patients, the median 
time from the report date to the first non-SNRC 
psychiatric visit was 45.0 days (IQR 15.0-120.0); the 
finding that approximately half of the visits 
occurred within the first six weeks indicates that 
linkage generally occurred close to the reporting 
period. 

Of the 960 patients with a psychiatric diagnosis, 
95.4% (n=916) made at least one psychiatric out-
patient visit other than for SNRC issuance or 
renewal. The mean number of non-SNRC visits 
was 7.8 ± 10.6 (median 4.0; IQR 2.0-8.0). The 
mean total follow-up duration was 4.2±6.5 months 
(median 2.0 months); the relatively short median 
provides a limited time horizon for inferences 
about long-term continuity. 

According to the follow-up classification, 33.0% of 
patients with a psychiatric diagnosis (n=317) met 
the criteria both for pre-report follow-up and post-
report linkage; 31.8% (n=305) were in follow-up 
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Table 3. Comparison of Clinical Linkage by Primary Psychiatric Diagnosis (N = 2363) 
Diagnostic group n Pre-report follow-up n 

(%) 
Post-report 

linkage n (%) 
Non-SNRC visits, 

mean – SDd 
Total follow-up 

(months), mean – SD 
Multiple reports 

n (%) 
No psychiatric diagnosis 1403 482 (34.4) 384 (27.4) 5.2 + 7.8 2.9 + 5.4 300 (21.4) 
Intellectual disabilityb 229 139 (60.7) 100 (43.7) 7.1 + 9.1 5.0 + 7.1 96 (41.9) 
Language/speech 218 143 (65.6) 92 (42.2) 8.8 + 12.1 5.8 + 7.2 87 (39.9) 
Specific learning disorder 206 140 (68.0) 90 (43.7) 8.8 + 12.3 6.0 + 7.1 65 (31.6) 
ASD 160 106 (66.2) 78 (48.8) 9.6 + 9.7 7.2 + 8.2 82 (51.2) 
Psychosis/mood disorder 9 7 (77.8) 9 (100.0) 21.0 + 16.4 11.6 + 7.4 5 (55.6) 
Other psychiatric diagnosesa 138 87 (63.0) 77 (55.8) 11.8 + 12.3 7.7 + 7.8 29 (21.0) 
Total 2363 1104 (46.7) 830 (35.1) 6.8 + 9.6 4.2 + 6.5 664 (28.1) 

aOther psychiatric diagnoses: ADHD, anxiety disorders, tic disorders, enuresis, and conduct disorder.  
bIntellectual disability (DSM-5: intellectual disability). 
ASD: autism spectrum disorder; ADHD: attention-deficit/hyperactivity disorder; SD: standard deviation. 
dThe number of non-SNRC visits was calculated only among patients with a psychiatric diagnosis in the corresponding diagnostic group; values for  the no psychiatric diagnosis group refer to patients  
in that group who had at least one non-SNRC psychiatric visit. 
Pre-report follow-up: x2= 215.5, df = 6, p < 0.001. Post-report linkage: x2= 111.3, df = 6, p < 0.001. 
Number of non-SNRC visits (Kruskal-Wallis): H = 23.1, p < 0.001. Post hoc (Dunn): the psychosis/mood disorder group (n = 9; should be interpreted cautiously bec ause of the small number of cases)  
differed significantly from all other groups, and the no-diagnosis group differed significantly from all diagnosed groups (p < 0.05). No significant differences were found among the intellectual disability,  
language/speech, specific learning disorder, and ASD groups. 

Table 4. Clinical Linkage by Demographic and Clinical Factors (N = 2363) 
Factor n Pre-report follow-up n 

(%) 
Post-report linkage n 

(%) 
p (pre-report) p (post-report) 

Sex    0.001b 0.045 b 
Male 1440 711 (49.4) 529 (36.7)   
Female 923 393 (42.6) 301 (32.6)   
Age group    <0.001c <0.001c 
0-2 years 254 80 (31.5) 61 (24.0)   
3-5 years 430 225 (52.3) 154 (35.8)   
6-11 years 1058 556 (52.6) 412 (38.9)   
12-17 years 564 233 (41.3) 200 (35.5)   
Place of residence    <0.001b <0.001b 
Bolu 1658 844 (50.9) 670 (40.4)   
Outside Bolu 705 260 (36.9) 160 (22.7)   
Migration status    0.007b 0.470b 
Turkish citizen 2234 1059 (47.4) 789 (35.3)   
Migrant/refugee 129 45 (34.9) 41 (31.8)   
Medical comorbidity    <0.001b 0.726b 
No 1602 825 (51.5) 567 (35.4)   
Yes 761 279 (36.7) 263 (34.6)   
Psychiatric comorbidity    <0.001c <0.001c 
0 additional diagnoses 2238 1010 (45.1) 743 (33.2)   
1 additional diagnosis 111 83 (74.8) 77 (69.4)   
2 additional diagnoses 14 11 (78.6) 10 (71.4)   
Number of SNRC reports    <0.001b <0.001b 
Single report 1699 633 (37.3) 424 (25.0)   
Multiple reports (> 2) 664 471 (70.9) 406 (61.1)   

bChi-square (x2) test. cKruskal-Wallis test (for comparisons of more than three groups). 
Pre-report follow-up: patient with > 2 non-SNRC visits before the report; post-report linkage: patient with > 1 non-SNRC visit after the report. 
SNRC: Special Needs Report for Children. 



only before the report; 13.4% (n=129) met the 
post-report linkage criterion only; and 21.8% 
(n=209) had no follow-up record in either period 
(Table 2, Figure 1A). The 129 patients who met the 
post-report linkage criterion only had not previous-
ly been linked to the outpatient clinic and first 
made contact with the psychiatric clinic after report 
issuance. They constituted the descriptive sub-
group supporting the hypothesis that the SNRC 
may provide an opportunity for linkage (see the 
Discussion for details). The diagnostic distribution 
among these 129 patients was 22.5% intellectual 
disability, 20.9% language/speech/communication 
disorder, 20.2% specific learning disorder, 17.8% 
ASD, and 17.1% other psychiatric diagnoses. 

 

Clinical Linkage by Diagnosis 

Rates of both pre-report follow-up and post-report 
linkage differed significantly across diagnostic 
groups (x2=215.5; df=6; p<0.001 and x2=111.3; 
df=6; p<0.001, respectively) (Table 3, Figure 1A). 
The highest rate of post-report linkage was 
observed in the psychosis/mood disorder group 
(100.0%; 9/9), although this rate should be inter-
preted cautiously because of the small number of 
cases. The next highest rate was in the other psychi-
atric diagnoses category (55.8%). Because this cat-
egory consisted predominantly of ADHD, its rela-
tively high linkage rate may have been influenced 
by the contribution of ADHD cases. This was fol-
lowed by similar rates for ASD (48.8%), intellectu-
al disability (43.7%), specific learning disorder 
(43.7%), and language/speech disorder (42.2%). 
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Table 5. Factors Predicting Clinical Linkage: Multivariable Logistic Regression Analysis 
Model 1-Dependent variable: post-report linkage (yes/no) 
Variable B SE OR Lower 95% CI Upper 95% CI p 
Constant -2.412 0.192 0.09   <0.001 
Age at first presentation 0.002 0.009 1.00 0.98 1.02 0.816 
Sex (male vs female [ref]) 0.182 0.089 1.20 1.01 1.43 0.041 
Residence (outside Bolu vs Bolu [ref]) -0.837 0.103 0.43 0.35 0.53 <0.001 
Migration status (migrant vs Turkish citizen [ref]) -0.159 0.194 0.85 0.58 1.25 0.414 
Medical comorbidity (yes vs no [ref]) -0.037 0.092 0.96 0.80 1.16 0.692 
Number of psychiatric comorbidities 1.326 0.183 3.77 2.63 5.40 <0.001 
Number of SNRC reports 1.044 0.070 2.84 2.48 3.26 <0.001 
Pre-report follow-up (yes vs no [ref]) 0.948 0.089 2.58 2.17 3.07 <0.001 
Intellectual disability (vs no diagnosis [ref]) 0.399 0.141 1.49 1.13 1.96 0.005 
Language/speech/communication disorder 0.331 0.144 1.39 1.05 1.85 0.022 
Specific learning disorder 0.396 0.148 1.49 1.11 1.98 0.007 
ASD 0.607 0.164 1.84 1.33 2.53 <0.001 
Model 2-Dependent variable: pre-report follow-up (yes/no) 
Variable B SE OR Lower 95% CI Upper 95% CI p 
Constant -0.863 0.175 0.42   <0.001 
Age at first presentation -0.013 0.009 0.99 0.97 1.00 0.138 
Sex (male vs female [ref]) 0.274 0.085 1.32 1.11 1.55 0.001 
Residence (outside Bolu vs Bolu [ref]) -0.574 0.092 0.56 0.47 0.68 <0.001 
Migration status (migrant vs Turkish citizen [ref]) -0.520 0.190 0.59 0.41 0.86 0.006 
Medical comorbidity (yes vs no [ref]) -0.607 0.090 0.55 0.46 0.65 <0.001 
Number of psychiatric comorbidities 1.144 0.194 3.14 2.15 4.59 <0.001 
Number of SNRC reports 0.896 0.071 2.45 2.13 2.81 <0.001 
Intellectual disability (vs no diagnosis [ref]) 0.626 0.142 1.87 1.42 2.47 <0.001 
Language/speech/communication disorder 0.854 0.149 2.35 1.75 3.15 <0.001 
Specific learning disorder 0.965 0.155 2.63 1.94 3.56 <0.001 
ASD 0.863 0.173 2.37 1.69 3.32 <0.001 

Model 1 fit statistics: omnibus x2(12) = 553.8, p < 0.001; Nagelkerke R2 = 0.291; Hosmer-Lemeshow x2(8) = 10.24, p = 0.248; classification accuracy = 74.2%. 
Clinical contact indicators by place of residence (Bolu/outside Bolu): Mann-Whitney U = 704,940 (number of follow-up visits) and U = 682,304 (follow-up duration),  
both p < 0.001; effect sizes were small (rrb = -0.206 and -0.167). Non-SNRC psychiatric visits by migration status: U=179,394, p < 0.001, rrb = -0.245. 
Model 2 fit statistics: omnibus x2(11) = 491.4, p < 0.001; Nagelkerke R2 = 0.252; Hosmer-Lemeshow x2(8) = 11.86, p=0.158; classification accuracy = 68.8%. 
B: regression coefficient; SE: standard error; OR: odds ratio; CI: confidence interval; ref: reference category; ASD: autism spectrum disorder. 
The psychosis/mood disorder group (n = 9) was excluded from the model because of the small sample size. The other psychiatric category (including ADHD) was included  
in the reference group. The pre-report follow-up variable was not entered into Model 2 because it was identical to the dependent variable. The enter (forced-entry) method  
was used in both models. A value of p < 0.05 was considered statistically significant. 

Table 6. Report Renewal Pattern (N = 2363) 
A. Distribution of the number of SNRC reports and non-SNRC psychiatric visits by number of reports 
Number of reports n % Cumulative % Non-SNRC 

visits, mean – SD 
Median (IQR) 

1 1699 71.9 71.9 5.2 + 8.0 3.0 (2.0-5.0) 
2 448 19.0 90.9 9.8 + 11.0 6.0 (4.0-10.0) 
3 156 6.6 97.5 12.4 + 12.6 7.5 (5.0-14.0) 
> 4 60 2.5 100.0 14.5 + 14.2 10.0 (6.5�17.0) 
B. Report renewal rate by diagnosis (> 2 reports) 
Diagnostic group Total n Renewal n (%) Mean number of reports 
No psychiatric diagnosis 1403 300 (21.4) 1.30 
Intellectual disabilityb 229 96 (41.9) 1.65 
Language/speech 218 87 (39.9) 1.57 
Specific learning disorder 206 65 (31.6) 1.44 
ASD 160 82 (51.2) 1.77 
Psychosis/mood disorder 9 5 (55.6) 1.56 
Other psychiatric diagnosesa 138 29 (21.0) 1.30 
C. Patients with multiple reports but no follow-up record 
Category n % 
Patients with multiple reports (> 2) 664 28.1d 
Multiple reports + no follow-up record 112 16.9e 
Multiple reports + non-SNRC psychiatric visits = 0 8 1.2e 

Report renewal by diagnosis: x2 = 118.5, df = 6, p < 0.001. 
aOther psychiatric diagnoses: ADHD, anxiety disorders, tic disorders, enuresis, and conduct disorder. 
bIntellectual disability (DSM-5: intellectual disability). 
ASD: autism spectrum disorder; ADHD: attention-deficit/hyperactivity disorder; SD: standard deviation; IQR: interquartile range. 
dCalculated using the full sample (N = 2363). eCalculated using the number of patients with multiple reports (n = 664). 



The rate was lowest among patients without a psy-
chiatric diagnosis (27.4%). 

The number of non-SNRC psychiatric visits also 
differed significantly across groups (Kruskal-Wallis 
H=23.1; p<0.001). In the post hoc Dunn analysis, 
the psychosis/mood disorder group (mean 21.0 + 
16.4; n=9) differed significantly from all other 
groups, and the group without a psychiatric diagno-
sis (mean 5.2 + 7.8) differed significantly from all 
diagnosed groups (p<0.05). No significant diffe-
rences were found among the intellectual disability, 
language/speech, specific learning disorder, and 
ASD groups (Table 3). 

Clinical Linkage by Demographic and Clinical 
Factors 

Male patients had significantly higher rates of both 
pre-report follow-up (49.4% vs 42.6%; p=0.001) 
and post-report linkage (36.7% vs 32.6%; p=0.045) 
than female patients; however, the p values for sex 
(0.001-0.045) should be interpreted cautiously in 
the context of multiple comparisons. Both linkage 
indicators also differed significantly across age 
groups (p<0.001). The post-report linkage rate was 
highest among children aged 6-11 years (38.9%) 
and lowest among those aged 0-2 years (24.0%) 
(Table 4). 
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Table 7. Correlations Between Continuous Variables Associated With Clinical Contact Indicators 
Variable pair Spearman’s rho p N 
Duration of pre-report contact - Duration of post-report contact 0.439 <0.001 2363 
Number of psychiatric comorbidities - Duration of pre-report contact 0.183 <0.001 2363 
Number of psychiatric comorbidities - Duration of post-report contact 0.181 <0.001 2363 
Medical comorbidity - Number of non-SNRC psychiatric visits -0.060 0.004 2363 
Medical comorbidity - Duration of post-report contact -0.021 0.316 2363 
Number of non-SNRC psychiatric visits - Duration of post-report 
contact 

0.610 <0.001 2363 

Number of reports - Total follow-up duration (months) 0.408 <0.001 2363 
Number of reports - Age at first presentation -0.165 <0.001 2363 
Number of reports - Age at last visit 0.087 <0.001 2363 
Total follow-up duration - Age at first presentation 0.017 0.396 2363 
Total follow-up duration - Age at last visit 0.108 <0.001 2363 

Spearman’s rank correlation coefficient was used. The data were not normally distributed (Shapiro-Wilk = 0.740, p < 0.001). 
Medical comorbidity is a binary (yes/no) variable; this coefficient is equivalent to a point-biserial correlation. 



Patients residing in Bolu had a significantly higher 
post-report linkage rate than those residing outside 
Bolu (40.4% vs 22.7%; p<0.001). In the Mann-
Whitney U tests, patients from outside Bolu had 
fewer follow-up visits (U=704,940; p<0.001; rrb=-
0.206) and shorter follow-up durations 
(U=682,304; p<0.001; rrb=-0.167); the effect sizes 
were small (Table 7). Migrant/refugee status was 
associated with a lower pre-report follow-up rate 
(34.9% vs 47.4%; p=0.007), but there was no sig-
nificant difference in post-report linkage 
(p=0.470). Turkish citizens had significantly more 
non-SNRC visits than migrants/refugees 
(U=179,394; p<0.001; rrb=-0.245) (Table 4). 

Paradoxically, patients with medical comorbidity 
had a lower rate of pre-report follow-up (36.7% vs 
51.5%; p<0.001), whereas post-report linkage did 
not differ significantly according to medical comor-
bidity (p=0.726). Medical comorbidity was weakly 
and negatively correlated with the number of non-
SNRC psychiatric visits (rho=-0.060; p=0.004). 
Both linkage indicators increased markedly with 
the number of psychiatric comorbidities (p<0.001): 
the post-report linkage rate was 69.4% among 
patients with one additional diagnosis, 71.4% 
among those with two additional diagnoses, and 
33.2% among those with none. Patients with multi-
ple reports (≥2) had a substantially higher post-
report linkage rate than those with a single report 
(61.1% vs 25.0%; p<0.001). The number of reports 
was moderately and positively correlated with total 
follow-up duration (rho=0.408; p<0.001) (Tables 
4 and 7). 

Relationship Between Clinical Contact Before and 
After the Report 

There was a moderate positive correlation between 
the duration of contact before and after the report 
(rho=0.439; p<0.001) and a strong positive corre-
lation between the number of non-SNRC visits and 
the duration of post-report contact (rho=0.610; 
p<0.001) (Table 7). These findings indicate an 
association between an existing clinical relationship 
and post-report linkage; no causal inference was 
made because of the retrospective design.

Factors Predicting Clinical Linkage 

The logistic regression model predicting post-
report linkage (Model 1) was statistically signifi-
cant (omnibus x2(12)=553.8; p<0.001; Nagelkerke 
R²=0.291; Hosmer-Lemeshow x2(8)=10.24; 
p=0.248; classification accuracy 74.2%) (Table 5, 
Figure 1B). The number of psychiatric comorbidi-
ties (OR=3.77; 95% CI: 2.63-5.40; p<0.001), num-
ber of SNRC reports (OR=2.84; 95% CI: 2.48-
3.26; p<0.001), pre-report follow-up (OR=2.58; 
95% CI: 2.17-3.07; p<0.001), ASD diagnosis 
(OR=1.84; 95% CI: 1.33-2.53; p<0.001), intellec-
tual disability (OR=1.49; 95% CI: 1.13-1.96; 
p=0.005), specific learning disorder (OR=1.49; 
95% CI: 1.11-1.98; p=0.007), language/speech dis-
order (OR=1.39; 95% CI: 1.05-1.85; p=0.022), and 
male sex (OR=1.20; 95% CI: 1.01-1.43; p=0.041) 
were positive predictors. Residence outside Bolu 
was a negative predictor (OR=0.43; 95% CI: 0.35-
0.53; p<0.001). Migration status (p=0.414), medi-
cal comorbidity (p=0.692), and age (p=0.816) 
were not significant predictors. 

Model 2, which predicted pre-report follow-up, was 
also significant (omnibus x2(11)=491.4; p<0.001; 
Nagelkerke R²=0.252; Hosmer-Lemeshow 
x2(8)=11.86; p=0.158; classification accuracy 
68.8%). In this model, migration status was also an 
independent predictor (OR=0.59; 95% CI: 0.41-
0.86; p=0.006). Medical comorbidity reduced the 
likelihood of pre-report follow-up (OR=0.55; 95% 
CI: 0.46-0.65; p<0.001). All diagnostic categories 
were significant predictors relative to the reference 
group, with the highest OR observed for specific 
learning disorder (OR=2.63) (Table 5). 

Report Renewal Pattern 

Of the cases, 71.9% had one report, 19.0% had two 
reports, and 6.6% had three reports; 0.5% had five 
or more reports. Renewal rates differed significant-
ly by diagnosis (χ²=118.5; df=6; p<0.001). The 
highest rates were observed in the psychosis/mood 
disorder group (55.6%; n=9; should be interpreted 
cautiously because of the small number of cases), 
followed by ASD (51.2%) and intellectual disability 
(41.9%). Of the 664 patients with multiple reports, 
112 (16.9%) had no follow-up record; only 8 cases 
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(1.2%) had no non-SNRC psychiatric visits. The 
number of non-SNRC visits increased with the 
number of reports (one report:5.2±8.0; ≥4 reports: 
14.5 ± 14.2) (Table 6). 

Relationship Between Age and Clinical Contact 

Total follow-up duration was not significantly cor-
related with age at first presentation (rho=0.017; 
p=0.396), but it was weakly and positively correlat-
ed with age at the last visit (rho=0.108; p<0.001). 
Age at first presentation was negatively correlated 
with the number of reports (rho=-0.165; p<0.001), 
indicating that patients who presented at a younger 
age received more reports (Table 7). 

DISCUSSION 

This study retrospectively examined the sociode-
mographic and clinical characteristics and patterns 
of linkage to psychiatric care after report issuance 
among 2363 patients issued an SNRC over approx-
imately seven years. It is one of the first large-sam-
ple studies to evaluate clinical linkage systematical-
ly after the SNRC and to examine post-report link-
age within the SNRC context. 

The proportion of male patients (60.9%) was con-
sistent with other SNRC studies from Türkiye, 
which have reported rates ranging from 62.0% to 
68.1% (11-13). This male predominance is consis-
tent with the higher prevalence of neurodevelop-
mental disorders among boys (16). The mean age 
at first presentation was 8.4 years, and children 
aged 6-11 years constituted the largest group 
(44.8%), consistent with special education needs 
becoming more apparent at the start of primary 
school (14-15). 

The absence of a psychiatric diagnosis in 59.4% of 
cases indicates that the SNRC sample represents a 
broad clinical spectrum that includes patients both 
with and without psychiatric diagnoses; this finding 
should be considered together with the 32.2% 
prevalence of medical comorbidity. The prominent 
patterns of neurologic, endocrine, and genetic 
comorbidities in the group without a psychiatric 
diagnosis should be considered when interpreting 

comparisons involving this group. Among patients 
with a psychiatric diagnosis, the diagnostic distribu-
tion was largely consistent with the literature (8-
9,15), and the prevalence of ASD (6.8%) was con-
sistent with increasing awareness and diagnostic 
rates for this disorder (29). 

Clinical Linkage Rates and Their Meaning 

One of the principal findings was the relatively low 
rate of linkage to psychiatric care after report 
issuance. The linkage rate was 35.1% in the full 
sample and only 46.5% in the subgroup with a psy-
chiatric diagnosis. Dropout rates from child and 
adolescent outpatient treatment have been report-
ed to range from 28% to 75% (20); however, the 
patients included in that meta-analysis were receiv-
ing active treatment, whereas a substantial propor-
tion of our sample (59.4%) had no psychiatric diag-
nosis. In light of this difference, the nonlinkage rate 
in the subgroup with a psychiatric diagnosis 
(53.5%) can be considered close to the upper end 
of that range. Moreover, the median number of vis-
its among the 830 patients who met the linkage cri-
terion was 1.0, indicating that contact was generally 
limited to a single appointment even among 
patients who achieved linkage. This supports the 
importance of distinguishing linkage to care from 
sustained follow-up (retention) (36-37). The 
absence of any follow-up record for 21.8% of 
patients with a psychiatric diagnosis suggests that 
these patients were not integrated into treatment. 
By contrast, the fact that 95.4% had at least one 
visit for a reason other than the SNRC indicates 
contact with the health system but limited transi-
tion to regular follow-up. 

Patients First Linked After Report Issuance 
(n=129) 

One of the most clinically notable findings was the 
identification of 129 patients who had not been 
linked to the outpatient clinic before the report but 
were first linked to psychiatric care afterward 
(13.4% of the subgroup with a psychiatric diagno-
sis). These patients were not concentrated in a sin-
gle diagnostic group: 22.5% had intellectual dis-
ability, 20.9% had language/speech disorder, 20.2% 
had specific learning disorder, 17.8% had ASD, 
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and 17.1% had other psychiatric diagnoses, pre-
dominantly ADHD. Their distribution across diag-
nostic groups provides descriptive evidence that the 
SNRC process may create an opportunity for link-
age across several clinical profiles. Family referral, 
structured assessment, and systematic information 
have been reported to improve engagement with 
child mental health treatment (36-37), making it 
plausible that the SNRC process creates a similar 
opportunity through these mechanisms. The pre-
sent retrospective design could not test this hypoth-
esis directly; prospective studies and qualitative 
interviews could examine these mechanisms in 
greater detail. 

Differences in Linkage Across Diagnostic Groups 

The 100% post-report linkage rate and the highest 
mean number of non-SNRC visits (21.0) in the psy-
chosis/mood disorder group are consistent with the 
need for ongoing medication and close monitoring 
in these conditions (30). However, the small num-
ber of cases in this group (n=9) substantially limits 
generalization of the findings. Although this obser-
vation indicates an association between clinical 
severity and linkage, it must be interpreted cau-
tiously because of the small sample. The similar 
linkage rates among the intellectual disability, lan-
guage/speech, specific learning disorder, and ASD 
groups, together with the absence of differences 
among these groups in the post hoc analysis, sug-
gest that family motivation may be relatively homo-
geneous across these chronic neurodevelopmental 
disorders. 

Interpretation of Predictors 

The logistic regression model (Nagelkerke 
R²=0.291; classification accuracy 74.2%) demon-
strates the multifactorial nature of linkage (Figure 
1B). More than 70% of the variance remained 
unexplained, suggesting that factors not included in 
the model, such as socioeconomic status, parental 
education, the family's perception of the disorder, 
psychotropic medication use, and transportation 
options, may influence linkage. 

The number of psychiatric comorbidities was the 
strongest predictor (OR=3.77), reflecting a posi-

tive association between clinical complexity and 
linkage. This finding is consistent with reports of 
higher medication adherence in severe psychiatric 
conditions (31-32). Although the number of reports 
was also a strong predictor (OR=2.84), the associ-
ation between repeated reporting procedures and 
outpatient contact should be interpreted cautious-
ly. Renewal requirements vary by diagnosis and 
may be administrative, particularly for chronic 
diagnoses such as ASD and intellectual disability. 
The association between pre-report follow-up and 
post-report linkage (OR=2.58), together with the 
correlation between the duration of contact in the 
two periods (rho=0.439), indicates that an existing 
clinical relationship is associated with linkage, con-
sistent with the literature (33-34). No causal infer-
ence was made because of the retrospective design. 

Taken together, these findings show that the risk of 
nonlinkage was concentrated in a particular pro-
file: patients who resided outside Bolu, had not 
previously been linked to the outpatient clinic, had 
fewer psychiatric comorbidities, and had received a 
single report were at the greatest risk. This risk pro-
file provides a framework for developing targeted 
interventions during the SNRC process. 

Geographic Access and Migration Status 

The 57% reduction in the likelihood of linkage 
among patients residing outside Bolu (OR=0.43) 
demonstrates a strong association between geo-
graphic distance and linkage (22-23). However, 
these patients may have been followed at facilities 
in their own provinces. Because our dataset did not 
include follow-up at other institutions, we could 
not determine whether the lower linkage rate rep-
resented true nonlinkage or follow-up at another 
center. Remote service models such as telepsychia-
try should therefore be considered an area for 
investigation only after the mechanisms underlying 
the geographic barrier, including follow-up at other 
centers, social security access, and appointment 
availability, have been mapped. 

Migrant status was not significantly associated with 
post-report linkage (Model 1; p=0.414) but 
reduced the likelihood of pre-report follow-up 
(Model 2; OR=0.59). This suggests that migrant 
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families encounter greater barriers to initial access 
to the health system but may show similar linkage 
patterns once they reach the SNRC process. The 
difference in the number of non-SNRC visits in 
favor of Turkish citizens (rrb=-0.245) indicates 
that migrant families used the psychiatric outpa-
tient clinic less overall. Barriers such as language, 
insurance coverage, and legal status (26) may also 
have affected these patients; however, this inter-
pretation is indirect because these variables were 
not available in the dataset. 

Medical Comorbidity and Other Findings 

The paradoxically lower likelihood of pre-report 
follow-up among patients with medical comorbidity 
(OR=0.55) is consistent with these children being 
followed primarily by other specialties, particularly 
neurology (11.6%) and endocrinology (9.8%), and 
being referred to psychiatry through the SNRC 
process (18,35). The absence of a difference in 
post-report linkage by medical comorbidity sug-
gests that the SNRC process may help equalize 
contact with the psychiatric outpatient clinic among 
patients with different clinical histories. 

The absence of any follow-up record for 16.9% of 
the 664 patients with multiple reports indicates that 
some families used the health system mainly for 
reporting procedures. By contrast, the increase in 
non-SNRC visits with the number of reports (one 
report: 5.2; ≥4 reports: 14.5) shows that, for most 
families, clinical contact also increased alongside 
report renewal. 

Clinical Implications and Proposed Interventions 

Our findings suggest that the SNRC process should 
not be limited to report issuance but should instead 
be reconsidered as a structured opportunity for 
linkage (36-37). Because the present retrospective 
study did not directly test the following interven-
tions, they are presented as hypotheses for prospec-
tive evaluation. 

First, future studies could assess whether struc-
tured psychoeducation about the diagnosis, prog-
nosis, and treatment options at the time of report 

issuance facilitates linkage, particularly among 
patients who were not previously linked and those 
receiving a single report. Second, interventions to 
reduce geographic and sociocultural barriers, 
including remote health service models and linguis-
tically and culturally responsive information, 
should be tested prospectively after the mecha-
nisms underlying these barriers have been identi-
fied. Finally, future research should examine 
whether structural interventions, such as automat-
ed appointment reminders and referral to a social 
worker, influence linkage patterns. 

Limitations 

Several limitations should be considered. First, the 
retrospective design precluded causal inference, 
and all interpretations were made at the level of 
association. Second, the single-center design limits 
the generalizability of the findings. Third, variables 
such as socioeconomic status, parental education, 
consanguineous marriage, the family's perception 
of the disorder, and psychotropic medication use 
were not systematically recorded and could not be 
included in the analyses. The Nagelkerke R² values 
(approximately 0.25-0.29), indicating that more 
than 70% of the variance remained unexplained, 
suggest the potential importance of these unmea-
sured variables. Psychotropic medication use, in 
particular, has been reported to be an important 
determinant of follow-up patterns in child and ado-
lescent psychiatry (24-25,31-32), and its omission 
from the analysis is an important limitation. 
Fourth, linkage was assessed only through visits to 
our hospital, and follow-up at other institutions 
cannot be excluded. This is a particularly important 
alternative explanation for the low linkage rates 
among patients from outside Bolu. Fifth, the inclu-
sion of ADHD in the other psychiatric diagnoses 
category (69.6% of that category) and the inclusion 
of that category in the reference group prevented 
assessment of the independent effect of ADHD; 
future studies should analyze ADHD as a separate 
category. Sixth, levels of intellectual disability spec-
ified in the regulation were not analyzed separate-
ly, preventing assessment of the possible effect of 
clinical severity on linkage. Seventh, the small num-
ber of patients in the psychosis/mood disorder 
group (n=9) requires cautious interpretation of the 
corresponding findings. Eighth, sensitivity analyses 
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were not performed for specific subgroups 
(patients from outside Bolu, migrants, and patients 
with severe medical comorbidity), and the hetero-
geneous pattern of medical comorbidities in the 
group without a psychiatric diagnosis (n=1403) 
warrants caution when interpreting comparisons 
with this group. Ninth, the study period included 
the COVID-19 pandemic, and outpatient restric-
tions in 2020-2021 may have affected linkage rates; 
the effect of the pandemic could not be analyzed 
separately. Tenth, the large number of compar-
isons increased the probability of type I error, and 
findings with borderline significance (e.g., sex, 
p=0.041-0.045) should be interpreted cautiously. 
Finally, the linkage criterion (≥1 visit) operational-
ized clinical linkage after the SNRC rather than 
sustained follow-up; the median total follow-up 
duration of 2 months reinforces this conceptual dis-
tinction. 

Future studies should use prospective and multi-
center designs, record family socioeconomic vari-
ables and psychotropic medication use, analyze 
ADHD as a separate category, examine the effect 
of the pandemic period through subgroup analyses, 
conduct sensitivity analyses for relevant subgroups, 
and investigate linkage patterns in depth using 
qualitative methods such as family interviews. 

CONCLUSION 

Among the 2363 patients issued an SNRC over 
approximately seven years, 60.9% were male, 
59.4% had no psychiatric diagnosis, and the most 
common diagnoses were intellectual disability, lan-

guage/speech disorders, and specific learning disor-
der. The rate of linkage to the psychiatric clinic 
after report issuance was 35.1%. The number of 
psychiatric comorbidities, number of reports, and 
pre-report follow-up status were the strongest pos-
itive predictors of linkage, whereas residence out-
side Bolu was the strongest negative predictor. The 
finding that 129 patients who had not previously 
been linked to the outpatient clinic (13.4% of the 
subgroup with a psychiatric diagnosis) first made 
contact with psychiatric services after the report, 
and that these patients were distributed across 
diagnostic groups, indicates that the SNRC process 
may offer an opportunity for linkage across several 
clinical profiles. 

These findings suggest that the SNRC process can 
be viewed not only as a reporting procedure but 
also as a structural window of opportunity for link-
age to child mental health services (36-37). Given 
the high risk of nonlinkage among geographically 
distant patients and those without prior linkage, 
the effectiveness of interventions to guide families 
into treatment follow-up should be tested prospec-
tively. Strengthening early referral and diagnostic 
processes may contribute to long-term clinical con-
tact. 
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