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child and adolescent mental
health problems
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The demand for child and adolescent psychiatric
services outstrips the supply of resources, leaving a
large unmet demand. One way of managing this is to
prioritise referrals. A sample of Norfolk general
practitioners were interviewed face to face. They were
asked to prioritise child and adolescent mental health
problems that might present to them in the surgery. A
high response rate was obtained. Anxiety provoking
problems were considered to be of the highest priority.
Service provision and prioritisation should take
cognisance of the wishes of referrers themselves.
Mental health care training priorities in general
practice include substance misuse and psychiatric
emergencies.

Mental health disorders in childhood and ado
lescence are believed to affect between 7 and
20% of individuals, with development or func
tioning, or both, significantly impaired in 5-10%
(Vanstraelen & Cottrell, 1994). While severe
disorders such as anorexia nervosa, autism and
early psychosis are rare, substance misuse is
common.

Demands are increasing both from within the
health service and allied agencies. Ultimately,
either additional resources will be needed to
meet the rising expectations, or the work of our
service will need to be prioritised, or both.

We work in a community-based child mental
health service. Assuming a conservative estimate
of 14% prevalence of mental health problems
within the area served, the expected number of
children with such problems is approximately
20 250 (children and adolescents aged 19 years
and under).

The Bethel Child and Family Centre has
approximately 2000 active cases leaving a large
unmet demand, requiring assigning of priorities.
We felt that setting such priorities should be
informed by the referrers among others, one
such group would be general practitioners (GPs).

The aim of this study was to determine how
GPs would prioritise child and adolescent mentalhealth problems. GPs' perceptions of priorities
are likely to influence their referring behaviour
(McColl et al, 1994; Wolpert & Fredman, 1996).

The study
A questionnaire was developed by piloting it with
two GPs in different settings and one consultant
child and adolescent psychiatrist.

The first author (S.M.J.) held face to face
interviews (20 minutes each) with GPs in their
surgeries, over a geographical area (Norfolk). A
multi-stage cluster sampling was used to select
GPs to be interviewed. We used the sectors of the
local adult psychiatric services to select a
random sample of GP practices from each sector.
From each such practice a random sample of
GPs (n=54) was selected.

Demographic details were collected about the
GP and their practice, as well as information
regarding experience of psychiatry. The GPs were
then given a list of child and adolescent mental
health problems that might present to them in
the surgery. They were asked to prioritise each of
these in turn on a scale of 1-6. They were then
asked to assume that: (a) the presenting problem
was not treatable; and (b) the presenting problem
was known to have a poor treatment response.
They were asked in each case to say whether the
level of assigned priority of the problem would
increase, decrease or remain the same. They had
the option to state whether they considered that
the problem was not a psychiatric one.

Findings
Of the 54 GPs sampled, 47 took part, a response
rate of 87%. Those GPs taking part expressed a
desire to get feedback of our findings. The sample
comprised 35 (74.5%) men and 12 (25.5%)
women. The primary medical qualification was
a United Kingdom degree for the majority (98%).
Thirty-eight (81%) of the sample had a post
graduate medical qualification.

The practices sampled appear to be evenly
distributed between rural, urban and mixed
areas. Twenty-three (49%) of the practices were
dispensing and 22 (47%) were fundholding.
Eighteen (38%) of the practices were actively
involved in teaching GP registrars.
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Forty-three (91%) GPs had experience of adult
psychiatry as an undergraduate while 20 (43%)
GPs had experience of child and adolescent
psychiatry, a ratio of approximately 2:1.

Seventeen (36%) GPs said they have a special
interest in psychiatry. However, only two (4%)
held special surgeries for psychological prob
lems. As expected, the majority of GPs give
patients with psychological problems a longer
consultation, usually at the end of a surgery.

In order to show the presenting problems in
rank order of priority (Table 1), we weighted the
priority codes on the original scale (1-6) in steps
of 0.25 (1.5-0.25). The weighted priority codes
were multiplied by the number of GPs for each
code to arrive at a total weighted score (range
11.75-70.5).

With regard to how treatability (not treatableand poor treatment response) affects GPs' prior-
itisation, the following results were obtained.
None of the GPs said their prioritisation of the
presenting problem would increase if they knew
it was not treatable: 13-57% of the sample said
their prioritisation of the presenting problem
would decrease. However, the range was 13-
19% for presenting problems involving risk (i.e.
act of deliberate self-harm, child abuse and child
or adolescent 'unsafe'). GPs felt that such
presentations should be shared quickly with a
specialist, to share the anxiety and exclude a
psychiatric illness. There were only two present
ing problems, school non-attendance or break
down and behavioural disorder, where the
majority of GPs would decrease their prioritis
ation on the basis of the problem being untreat-
able (57 and 55%, respectively).

Table 1. Presenting problems in rank order of
priority

Presenting problem
Weighted
score

Act of deliberate self-harm by the child

or adolescent 66.25
Child abuse (sexual, physical,

emotional or any combination) 66.25
Child or adolescent is considered to

be currently'unsafe'1 62.75

Substance misuse (drugs and/or alcohol) 48.75
Eating disorders 48.25
Bereavement, separation or other

distressing events 44.25
Emotional disorders 44.25
Behavioural disorder 43.25
Offending behaviour 43
School non-attendance or breakdown 40.5
Impairment of intellectual functioning 37.5
Family breakdown and divorce 36.25

1. At risk of abuse or suicide, or at risk because they
may be psychotic.

If there was a known poor treatment response,
0-6% of GPs said that their prioritisation would
increase, this being most noticeable for deliber
ate self-harm (6%) and emotional disorders (6%)
and least for behavioural disorder (0%). However,
4-40% of GPs said their prioritisation would
decrease, this being most noticeable for school
non-attendance or breakdown (40%). behaviour
al disorder (36%) and family breakdown and
divorce (36%) and least noticeable for child
abuse (4%) and deliberate self-harm (6%).

The GPs were able to code for 'not a psychiatric
problem' when prioritising according to treat-

ability. Adding together the percentage of GPs
who entered this code in both scenarios for
treatability (no treatment response and poor
treatment response), offending behaviour was
the presenting problem most likely to be considered 'not a psychiatric problem', followed by
school non-attendance or breakdown and family
breakdown and divorce. On the other hand, child
abuse was always considered to be a psychiatric
problem. The other presenting problems fell
somewhere in between.

When asked about changes that the GPs would
like to see, the following were the most frequent
responses (in rank order), being mentioned by at
least five different GPs:

(a) the waiting list and therefore waiting time
could be reduced;

(b) GPs would like more information about
the multi-disciplinary teams;

(c) more 'crisis intervention' should be pro
vided;

(d) feedback to GPs could be improved, for
example, less complicated and more fo
cused letters and use of the telephone;

(e) improved service for the 16-18-year-old
age group:

(f) more liaison and consultation with GPs.
e.g. in their surgeries.

Comment
This was a Norfolk study investigating the
prioritisation of child and adolescent mental
health problems by GPs referring to an out
patient child and adolescent psychiatric clinic.
On the whole the GPs spoke highly of the
existing service, once families are seen. The
main misgiving was the time taken for non
urgent referrals to be seen. GPs would want a
more rapid response once a family is referred.
They also highlighted the particular issue of
an improved service for 16-18 year olds (e.g. a
local in-patient adolescent unit and access to
the help of community psychiatric nurses).
GPs expressed a desire to be more actively
involved in the care of children and adoles
cents with mental health problems (e.g.
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through liaison and consultation about com
plex cases in the GP surgery). They value
outreach clinics, where these are provided.
Furthermore, many GPs expressed a desire to
know the results of our study. We see feed
back to all participants as an essential task
(Whitfield. 1997).

The order of ranking of presenting problems by
GPs is interesting bearing in mind recent articles
in the medical literature (e.g. Goodman, 1997).
The top three presenting problems were all
scenarios where the GP wanted to share the
anxiety and the responsibility with a specialist.
In practice in many of these situations social
services, with their statutory obligations, are the
likely lead agency.

Substance misuse (drugs and/or alcohol) was
ranked as the third most important priority.
There is a scarcity of service provision nationally
for substance misusing young people.

School non-attendance or breakdown was
given a low priority, particularly if there is no
evidence for a treatable disorder.

Impairment of intellectual functioning was
given a low priority. Indeed some GPs said that
pervasive developmental disorders are not a
psychiatric problem. One possible explanation
for this is that GPs refer patients with pervasive
developmental disorders to paediatricians. Fam
ily breakdown and divorce was given the lowest
priority of all.

The issue of treatability did not affect prior-
itisation for problems which are anxiety provok
ing and which the GPs want to share (e.g.
deliberate self-harm). There are only two pre
senting problems where the majority of GPs
would decrease their prioritisation on the basis
of untreatability: school non-attendance or
breakdown and behavioural disorder.

A similar study of child and adolescent
psychiatrists and purchasers would be of con
siderable value in assisting purchasers to set
priorities.
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