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A study of General Practitioners' perceptions of training needs 
in relation to ch ild and adolescent mental health 

1. Background 

for the 
Greater Glasgo w Heal th Board 
Health Promotion Department 

FINAL REPORT 

Work by the Health Promotion Department of Greater Glasgow Health Board had 
established, in 1997 and 1998, a need for improved information to General 
Practitioners (GPs ) about the various specialist services available for children and 
adolescents with mental health problems, and how to gain access to these. A resource 
was developed to fulfil this need, and at the pilot stage a draft of this was sent to all 
General Practitioners in Glasgow asking for their views. At the same time, these 
General Practitioners were asked whether they thought they had enough knowledge 
about mental heath in childhood and adolescence; whether they had enough experience 
in managing ch ildren and young people with mental health problems; and whether they 
had enough train ing in ch il d and adolescent mental health problems. 

The answers to these last three questions revealed that very few GPs felt their 
knowledge, experience or train ing was sufficient. The Health Promotion Department 
wished to find out what kind of training GPs might welcome in this field, and in what 
format. They therefore commissioned a study, to be based on focus groups with GPs, 
to explore their perceived needs. This study was carried out by Scottish Health 
Feedback, and is reported here . 



2. Objectives of the evaluation 

The objectives of the research were: 

• to establish what kinds of information General Practitioners feel they need 
and 

• to establish what kinds of skills General Practitioners feel they would like to 
acquire 

in order to provide a more effective service to children and young people with mental 
health problems. 

These objectives were qualitative in nature . The research was intended to explore 
these perceptions in some depth, with a relatively small sample of GPs, using the focus 
group method. 
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3. M ethods 

Three groups of GPs were recruited by the Greater Glasgow Health Board (GGHB) 
Health Promotion Department . They all met at GGHB Headquarters, at lunchtimes, in 
November and December 1998. Two groups had four participants each, and one had 
nine. Of the 17 participants, six were female and eleven male . One group was drawn 
from the West sector of the city , one from the South, and one from the North and East. 

A framework for the focus groups, outlining the topics to be covered, was developed 
by Scottish Health Feedback and refined in conjunction with Ms Jacki Gordon of the 
GGHB Health Promotion Department. It was agreed that the discussion should address 
care for three age groups separately: 0 to 5 years, 6 to 11 years and 12 to 17 years . 
Within each age group, GPs were invited to discuss: 

• what kinds of mental health problem manifested themselves to GPs; 

• the GP's role in relation to detection and management of these problems; 

• what training would be helpful. 

In addition, they were asked to discuss: 

• the way that such training should be delivered to be effective and to attract the 
appropriate participants; 

• what other kinds of support, apart from training, would be most helpful to GPs 
in managing mental health problems in children and young people. 

The full topic guide is given in the Appendix. 

The transcripts were analysed (using the computer software NUD * 1ST) in relation to 
these themes and to identify any emergent themes. 

The participants in two of the groups were invited because they were involved in the 
General Practitioners' locality organisations, and in the third group through contacts 
and on the basis of a known interest in the topic. They are therefore not necessarily 
entirely representative of all GPs, and care therefore needs to be taken in extrapolating 
the results to a wider population of GPs. This is a caveat that applies to all focus group 
studies, because the amount of time and commitment required of participants inevitably 
means that there is a degree of self-selection. 
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4. Presentin g pro blem s, in c iden ce , detection and diagnosis 

4 .1 Incidence of mental health problems presenting to General Practitioners 

One of the most striking and immediate findings to emerge from the focus groups 
discussions was the perception, across the board, that mental health problems among 
children presented to the GP only rarely . This was particularly the case for 
adolescents, in the age range 12 to 17, who very rarely came to see the doctor at all, 
for any reason . 

"I'm not having a lot of patients presenting at the surger y - or families, really -
coming to the surgery with problems. " 

"I have to say I hardly ever see an adolescent. Hardly ever consult me. " 

"This age group, 13 to 17, are an age group that do not attend their GP very 
often. And if they do, be it w ith mental health problems, then it's a very 
infrequent thing that we have to deal with. " 

"I think that's very rare, children aged 5 to 11, children with psychiatric 
problems. " 

"The under 5 's, though, I think it's not a big area of mental illness. I think it's 
more behavioural difficulties. " 

This last quote illustrates one theme running through many of the discussions, namely 
the distinction between problems that the GP sees as part of the normal spectrum of 
behaviour, and true abnormality warranting intervention. This is brought out even more 
clearly in the following exchange : 

A: "I feel reasonably confident in being able to diagnose abnormality in a child of 
that age ro to 5] .. . I maybe just feel that there aren't so many serious 
conditions. " 

B: "I mean, when was the last time you saw someone abnormal of that age?" 

A: "Abnormal? No . .. I mean, they come in with tantrums and things and the 
parents think this is abnormal, or the child's hyperactive, they think it's .. . It's 
reasonably easy to be able to say, 'Look, this is not hyperactivity'. " 

c: "A lot of parents present active children, and they just want to talk to you 
because they think they 're too active, hyperactive in fact. In actual fact they're 
just a normal, healthy child who's more adventurous than somebody else. " 

D: "I think these parents are looking for reassurance and the y are often prepared to 
accept it from a GP. " 

A similar distinction was made in relation to adolescents . Several pa rticipants 
suggested that a lot of the emotional problems experienced by young people were an 
inevitable part of the process of growing up. For example: 

E: "I think so much of it is the element of teenage angst there. That the problems 
that are going to be passed through and resolved with time . It may ... be very 
dramatic, but a bit of advice and support and they seem to fade away very 
quickly. " 
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F: "I agree, I think there's probably a much smaller number of people who've got I 
suppose . . . psychiatric disease, whether they've got a psychotic illness or they 
have a got a serious depression. I think there's far fewer of them. " 

More succinctly, one participant joked: 

"Teenager, normal? Come and see the doctor immediately!" 

There were some exceptions or qualifications to this general picture. One GP who 
worked in a deprived area, for example, said: 

"Over the last ten years, I've seen a steady increase in the number of 
dysfunctional families and resulting psychological and psychiatric problems in 
children of all ages. " 

Problems like enuresis and encopresis seemed to occupy an intermediate position in the 
doctors' perceptions. These were relatively common, but it seemed that most cases 
were not seen as problematic; resistant cases were rare. 

"I don't tend to perceive the sort of enuresis type problem as being a major 
problem in pre-school children because it's common anyway, as a sort of 
developmental problem if you like. " 

"Very rarely will we have definite behavioural problems, like encopresis or an 
enuresis, which is particularly difficult. " 

Participants seemed to have well-estab lished methods for dealing with uncomplicated 
cases of enuresis, often in conjunction with Health Visitors. One GP mentioned 
problems in getting hold of enuresis alarms, but otherwise they felt well able to handle 
these problems. 

There was some reference to drug misuse and alcohol abuse in the teenage group, but 
this was not frequently brought up. 

There were varying perceptions of the incidence of two types of problem: eating 
disorders and child abuse . One focus group did not mention eating disorders at all. In 
another, it was introduced by the facilitator: 

Facilitator: "WHA T ABOUT THINGS LIKE EA TlNG DISORDERS, HOW OFTEN 
DO THESE CROP UP?" 

G: "Quite regularly, I would say. Fairly regularly, every few months. " 
H: "Very rarely. " 
I: "No, I wouldn't necessarily agree with that. Being a woman .. " 
H: "Maybe that's why." 
I: " .. . I often do get parents coming in saying 'Do you think they've got an eating 

disorder? ', maybe just a bit anxious that they're beginning ... Often I just say, 
'Right, keep a wee eye on things and ... '. It's very rarely that I would actually 
refer. " 

On child abuse there were varying views. Some GPs found themselves fairly often 
suspecting abuse of some kind - neglect, physical abuse or sexual abuse. Others did 
not. Partly, they attributed this to working in different kinds of area, but several 
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commented that they probably did not detect more than an unknown fraction of the 
real amount. 

There were one or two more general comments that, although GPs only rarely saw 
significant mental health problems in children and young people, they might be seeing 
the "tip of an iceberg" . This was particularly suspected to be the case among the 1 2 
to 17 age group. One GP agreed with a colleague that it was uncommon to encounter 
mental health problems in any of the age groups discussed, then added: 

" ... particularlv with adolescents, which is traditionallv a group that don't 
consult very often, unless invited to do so. And even then there's a reluctance 
on their part, so it's quite likelv there's a lot of hidden, well it's possible that 
there are a lot of hidden problems which simplv don't present, because children 
of that age of their development tend not to consult people that they don't 
perceive as their peers. The v don't go and see people who are in authority. " 

This observation concerning teenage reluctance to consult was echoed by several 
others. One or two admitted that the reluctance was perhaps mutual: 

"It's not something we publicise ... if you look through a handful of GP practice 
leaflets, there wouldn't be a bit on it w hich said 'adolescent care', you know, 
'We would welcome people presenting the following .. ' and I suspect, probablv, 
we wouldn't, because we find it difficult. Perhaps the reason few people present 
to us with these things is because there are problems out there, who do they 
present to? I think that's a difficultV. We have difficultv knowing how to deal 
with them when they come, but who do these people actuallv present to? Is it 
the tip of the iceberg?" 

One GP worked in a practice that had uncovered a great deal of unmet need, through 
taking a proactive line in offering care to a local authority children's home. Indeed, the 
primary care team had uncovered so many problems that they had had difficulty coping 
with them. This GP suggested that targeting particularly vulnerable groups or localities 
would be a good use of resources. The point about problems being more common 
among children whose home background had been disrupted, through fostering, 
adoption or residential care, was brought up by others too. 

One final point is worth making in relation to the GPs' perception that, across the 
board, mental health problems in children and young people were rare. This is that the 
existence of a "problem" seems to be defined not only in relation to the distress 
experienced by the young person, but in relation to the ability of the GP to offer an 
effective intervention. Frequently, for example, in discussing how prevalent mental 
health problems were, participants talked in terms of referral, implying that if a problem 
did not merit referral it was not a mental health problem in the sense understood by 
them and their colleagues in the group. One participant made very explicit the 
connection between the definition of a problem and the possibility of intervention, in 
discussing the find ing (from research in Glasgow schools) that 25% of young people 
had significant emotional problems: 

"The question is, you pick up what you might consider abnormalities, that's not 
reallv the issue. The issue is what are the abnormalities? And can you do 
anything about them and if you can do something about it, does it make any 
difference? Because you might be able to pick up all these abnormalities but if 
you can't make a difference or there isn't a recognised treatment for it, there's 
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no point in looking for it in the first place. No w, I suspect that probably the 
majority of that 25% falls into that category. And the things you 're really 
looking for are people w ith depression, clinical depression, or psychotic illness . 
Or people with drug abuse or alcohol abuse. These are the ones you're really 
kind of interested in . Those who are a w ee bit down, or a wee bit anxious or a 
wee bit upset here and there, you kno w, the y 'll grow out of it. " 

4.2 Types of problem presenting 

The kinds of problem most frequently mentioned as presenting to GPs in the three age 
groups were as follows : 

a to 5 age group: 

Enuresis and encopresis 
Behaviour problems, variously described as tantrums , being difficult or 

impossible to control and hyperactivity; and including not sleeping at 
night. Usually at home but also at nursery, including socialisation 
problems and disruptive behaviour. 

Autism was mentioned but described as rare . 

6 to 11 age group: 

Enuresis and encopresis 
Behaviour problems as in the younger age group, but in this older group more 

likely to manifest as disruptive behaviour at school 
Poor school performance, often linked by parents to presumed attention deficit 

disorde r 
(Occasional) school refusal 
(Very occasional, but serious) severely disturbed behaviour including fire-raising, 

or depression including self-harm 

12 to 17 age group: 

Disruptive or aggressive behaviour at school, sometimes leading to school 
exclusion 

School refusal 
Depression 
Eating disorders 
Drug or alcohol misuse 
(Occasional) anx iety states 
(Rare) psychosis 

4 .3 Perceptions of aetiology 

A substantial proportion of the problems brought to GPs they saw as not meriting 
intervention at all, but as falling with in the normal range of behaviour for children or 
young people of the relevant age. The problem was in the parents' perception of the 
behaviour as being abnormal. 

7 



Where there were what the GPs regarded as genuine problems, the cause most 
frequently cited, by far, was family dysfunction of some kind. 

"But certainly in the younger school child, 7 or 8, I've seen it [enuresis} quite 
often associated with dysfunctional families, family disharmony. I can think of 
one child who lived with one grandparent and mother and hadn't seen the 
mother from, I think, probably, from about six months of age, the mother had 
more or less abandoned the child to the care of the grandmother. " 

"Quite often there is an obvious background in the family, like behavioural 
difficulties, then ... deprived, drugs, alcohol. " 

"With regard to the older, school age children, I think there's two huge areas 
that cover the problem. One is abuse; sexual, physical and emotional, and that's 
an iceberg, I think. We only see the tip of it and a huge number of children 
experience abuse. Some of them present to us and we don't pick it up, 
sometimes they never come near us. And the other area, I think that causes 
significant amount of emotional problem is marital disharmony or relationship 
disharmony within the home. Divorce and marital break-up has a tremendous 
effect on school age children. " 

As mentioned earl ier, it was questioned whether such problems were really the 
province of the GP; or whether they were for the family themselves to sort out: 

"A lot of times they're from disruptive backgrounds as well. There's social 
problems at home, parents may be drinking or .. but there's reasons why the 
children being supervised properly at home. And maybe it's the parenting skills 
that are lacking, so it's very difficult to sit there and tell the child 'You're doing 
it all wrong and they're doing it right. '" 

"But there's also a question of whether it's appropriate for them to come to 
their GP in the first place. Because it's to kind of medicalise what is not really a 
medical problem. It's a relationship problem, it's a problem of children separating 
from adults, which every child and every family has to go through. People 
manage it in different ways and a lot of it has got to do with parenting skills and 
parent knowing and not trying to be too controlling and all the things that most 
of us learn painfully, the hard way, as parents. " 

Participants did recognise, however, that some children experienced more extreme 
forms of disruption. Children who were in care, or had been fostered, were seen as 
particularly liable to suffer problems, and there were suggestions that particular effort 
should be focused on them. In addition, child abuse (neglect, physical abuse or sexual 
abuse) could lead to serious problems, though this cause was usually suspected rather 
than apparent. 

There were some mentions of deprivation being likely to be associated with or lead to 
problems. 
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4.4 Detection and diagnosis 

The participants did not see ei ther detection of problems or their diagnosis as 
problematic for them . Their approach could be described broadly as follows: 

• for presentations with physical symptoms, exclude physical causes 

• assess whether the behaviour causing concern falls within the normal range for 
children of that age; and if so, to reassure parents and give general support 

• if there appear to be significant problems, explore the family and emotional 
background (in younger children, GPs mentioned Health Visitors as sometimes 
being more appropriate and more skilled) 

• decide whether there is a serious problem and if so, refer to an appropriate 
agency. 

Generally, they were confident in their ability to detect what they regarded as serious 
problems. Deciding on where to refer was another matter (this is discussed further in a 
later section). 

"Identification of a problem is not usually a problem, you usually know what it 
is, it's trying to get what we perceive as the appropriate help and support and 
treatment at the appropriate time . " 

There were some areas of exception . As already mentioned, GPs were not at all sure 
of their ability to discern where there was abuse going on in the family. There was 
some uncertainty regarding eating disorders, too . The most common scenario was for 
the parent to consult, often without the child: 

A: "Well, I tend to .. I see the girl back either w ith her parents or on her own. Not 
make a big deal about it, maybe see her back in a couple of months, if she is 
worried about her weight, that her weight's going up, then I'll say 'Well, fine, 
weigh you again . ' Just try and play it lo w key initially. And to be honest, very 
few of them, I hope, have become problems, you know. " 

B: "I think there's a big problem with obesity, especially in adolescent girls. 
Whether that is a kind of true eating disorder where they have a kind of bulimic 
kind of thing. You don't see that very often, I don't think . Binge eating ... " 

c: "??? ... from time to time . But unless there's immediate symptoms that maybe 
need action, you tend to keep an eye on them and refer them and get them back 
and .. weigh them if necessary. " 

The strategy therefore seemed to be conservative with respect to intervention - to do 
little except monitor (unless there were clear indications otherwise), and wait to see if 
the patient (or parent) appeared again. 

One doctor discussed a case where apparent problems in a young child had required 
considerable investigation leading eventually to a diagnosis of "borderline autism"; 
otherwise there were few references to difficulties of diagnosis . 

With young people in the 12 to 17 age group, the task was not so much to detect or 
diagnose problems, as to persuade them either to come to the doctor in the first place 
or accept the idea of referral. 
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"Encouraging the p erson maybe to attend, and that w ould be your main time 
input in persuading them that the y had a problem and tha t the y needed help for 
it. " 

In another case, a participant described a scenario where parents of a teenage child 
brought him or her along beca use they suspected them of drinking or taking drugs : 

Facilitator : "So ho w do you respond ?" 

1<: "To be honest, damage limitation ... " 

L: "Yes, it is. Basically, sometimes you can get the children to come and see you. 
The question is w hether they're really interested in what you've got to sayar 
not. There are some young people of that age, well they maybe give you a 
hearing as to what you think and what you might be able to give them. But a lot 
are not interested, they don 't see the GP as a friendly face, it's not somebody 
that they relate to and really just not interested. The y're usually brought along 
under duress, and the y're really not interested in lis tening to an ything you sa y " 

There was no inclination displayed among the GPs in the groups to take a proactive 
stance towards detecting mental health problems in children and young people, by 
making positive attempts to search them out among the community . The only 
exception was the practice, mentioned earlier, that had made positive attempts to offer 
more intensive primary care input to a local authority children's home, only to uncover 
more problems than they had bargained fo r. There was discussion more generally, in 
another group, of chi ldren who w ere in care or who had been fostered or adopted, and 
the dangers of losing track of them because they tended to move around. Their 
whereabouts would of course be kno w n , but the doctors and other nominally 
responsible for their care may kno w little about them or their problems, which could 
therefore become neglected . The socia l work department had become aware of the 
issue and there was now a special team looking at it and developing better procedures 
to ensure continuity of health care as well as social care. 
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5 . Management of mental health problems and the role of the GP 

5.1 Direct input to children and young people 

The GPs in these groups se ldom took on active management of mental health problems 
in ch ildren and young people if these problems were at all complex or potentially time
consuming. 

"This is an area where w e don't have very much training and I see our role, 
really, as being able to identify whether the problem is serious enough to require 
referral and then to know who best to refer to, basically. " 

This comment was in relation to prob lems in the 12 to 17 age group, but the approach 
was consistent for the other age groups as well. For example, a doctor in another 
group, ta lk ing about prob lems in the 0 to 5 group, said: 

"[The Health Visitor is the} first line of contact, usually the problems are brought 
to the attention of them at the child health surveillance clinics. It 's usually the 
HV who's the first contact and then the GP after that. " 

Facilitator: "So what form does the GP's input usually take?" 

"Very often it is on w ard referral at that point. If the HV has done her part 
reasonab l y well, because they are trained in dealing with giving advice and 
trying to take it for ward in the most important cases. " 

And again, in relation to the 6 to 11 age group : 

"Often problems are multi-faceted and you kno w they're going to be assessed 
from different angles. No w I just w ouldn't feel qualified to be able to . . . I would 
be able to identify the child had a problem, but then what to do about it .. . " 

The participants were very clear that manag ing menta l health problems in any of these 
age groups was a task that was very li ke ly to req ui re both more skill and more time 
than they could deploy. It was much more appropriate , in their eyes, to refer to people 
with special ised skills . 

P: "I don't think w e've got the time necessary or the, well, probably the skills as 
w ell, but the time as w ell, to deal w ith some of these complex problems, I don't 
think. " 

Q: "Yes, I mean complicated ps ychiatric problems and family problems take a lot of 
time in dealing w ith . I think w e probably don 't have the time, unless GPs have 
got a special interest in that area .. To spend like an hour in a morning, which is 
what it might take, to deal w ith one family, is just something that's not feasible 
for a GP to do . " 

In another group , part icipants w ere talking about the fact that they saw so few 
adolescents, and one suggested that the re luctance was mutua l: 
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R: "Maybe we just don't want to know. Maybe the GPs feel uncomfortable with 
these problems and therefore ... " 

Facil: "Why is that? Because of not feeling you would be comfortable knowing what 
to do, or simply because of the amount of time involved?" 

S : "Lack of training. " 
Others: "It's training . " 
T: "Training and time. These people can need a lot of time. They could need an 

hour, or a couple of hours the first time they come in, to talk through the 
problem with them. And certainly, I don't imagine anybody here's got an hour 
to spend with somebody who walks through the door for a routine appointment. 
Or even turning to another day, I don't think we would really have that amount 
of time. " 

V: "You could potentially be opening up a minefield. A lot of family issues there. " 

Although an absence of appropr iate training was clearly identified, the participants did 
not think that additional training for themselves was the answer: 

W: "I think even if we did offer training, I don't know whether your uptake would 
be particularly high. The question you're going to get is whether they would 
then have time to anything they'd learnt into practice. Well, the under 5s, if 
you're doing any sort of psychological therapy, it's not something that can be 
rushed, but it usually involves sitting down and I presume a bit of play therapy 
and ... it's not something that fits very easily into 10 a 'clock on a Monday 
morning in the middle of your surgery. The question is how many GPs would 
actually have time that they could set aside to do that and I would doubt it, 
unfortunately. " 

X: "And I don't think it's particularly appropriate. That's for the psychologists, who 
do it extremely well. " 

The main management strategy used by GPs was therefore referral, for those cases 
they felt were serious enough to demand intervent ion . In some instances, they m ight 
not be sure at first whether further action was ca ll ed for, and adopt a "wait and see" 
approach, perhaps monitoring the young person's condition. For the 12 to 17 age 
group, there was also often a difficulty in persuading them that there was a problem 
and that action was cal led for : 

"I'm thinking of a girl recently who was very sort of anxious, slightly 
obsessional, and she didn't want referred on because she didn't want her family 
to know anything about it, didn't want to worry her mother. And so I didn't .. " 

Y: "Usually, mum comes without the kid, that's what usually happens. And you 
say 'Well, bring the kid to see me', and they don't ever appear again, in my 
experience. " 

Z: "Or they do, but the kid's there under duress and doesn't want to be there and 
sits there and you can't get anything out of them. " 

Persuading a young person to take action was additionally difficult if it involved a long 
wait: 

A: "I think with adolescents, persuading them to attend and then striking while the 
iron is hot . . . " 

B: "Yes, these are people if they have to wait a few weeks, they'll not go. " 
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One input that some GPs in one of the groups found helpful was the provision of an 
information leaflet for the young person; this left the initiative in that person's hands. 

"I think what's helpful is a little sheet that I had with - for giving secondary 
school children - and it told them about helplines. You just give them the piece 
of paper with the helplines, if they wish to use that. If you want to talk me 
about it, that's fine . . I haven't been distributing it particularly, it was more if 
there was a problem coming up, or I thought there was a problem, it was handy. 
And you just give them that - there's one on drugs, there's one on sex, there's 
one - various things, and basically they're mostly anonymous helplines. " 

Others in this group agreed these were useful, some saying they gave such leaflets to 
parents as well. 

Medication by the GP seemed to be rare. Some referred to requests from parents to 
consider ritulin for children perceived as "hyperactive", but these were referred on to 
specialists if necessary. There was one somewhat oblique discussion about medication 
for depression in teenagers, with a suggest ion from one part icipant that a GP might, 
exceptionally, prescr ibe Prozac for a short period if he or she was very worried about a 
young person. This participant was aware that this was disapproved of by psychiatrists 
and referred to it as a "last resort" . Others agreed, though , that these could be 
stressful situati ons : 

"I worry that there's something terrible going to happen with adolescents. It 
doesn't happen very often, but I just worry ... " 

5.2 Input to parents 

Very often, GPs were deal ing as much or more with the parents as w ith the child or 
young person . Parents quite often brought expectations or hopes of what the GP might 
do, which could be unrealistic. 

For example , prob lems might have surfaced elsewhere - typica lly at school - but the 
requisite he lp was not forthcom ing from that quarter. Participants in all the groups had 
a lot to say about the inadequacy of the schools psychology service, in terms of a lack 
of resources and the consequent long waiting times - several months to a year were 
the typ ical waits quoted. Not only that, but it was the perception of GPs that referrals 
were not taken at all by the schools psychological service unless the problems were 
severe; and that in order to control demand, a quota system operated, on an area basis. 

In these circumstances, if a prob lem w ith school performance or behaviour in school 
came to light there was often no help on offer from educat ional psychology. Even with 
serious problems help from that quarter m ight be several months away. Parents quite 
often therefore brought the ir worr ies to the GP, asking if there was anything he or she 
could do. In fact, there was nothing GPs could do; they were not equipped to deal 
with such problems themselves and did not have the time, and other referral routes 
were not appropriate. Participants talked of occasionally referring down some other 
path, partly for the sake of the parent, but of this proving counter-productive because 
the response - again after a cons iderable wa it - was often that the referral was 
inappropriate . 
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Parents sometimes brought their child to the GP with the ex plicit expectation of 
referral. 

"You 're under a lot of pressure to refer anyway, because when the parents 
present with this child who is dysfunctional in some way, they are really asking 
'Can we have a specialist?'" 

A different kind of expectation was sometimes brought by parents of adolescents 
whose children were proving difficult in some way, for example taking drugs or drinking 
excessively, or more generally were in conflict with the parents. These parents wanted 
the doctor either to help resolve the conflict - one GP talked of acting "as an arbitrator" 
- or to bolster their own authority by giving the young person a good talking to. They 
did not like these situations: 

A: " 'You tell him, Doctor!'" 
B: "That's right, and it becomes that kind of forum, doesn't it? That you're the 

wise old owl, saying 'If you keep doing this then these things could happen to 
you. '" 

C: "The paternal figure, eh? That might be absent from the family. " 
?: "The grand-paternal figure!" 
0: "Or maternal!" 
Facil: "Is that a role you feel happy adopting? If it's wished on you?" 
C: "It's not my place to lecture children. " 
A : "I find it quite difficult .. They'll want you to come down heavy on them and to 

scare them. And that's not how I do things as a GP, I can't even do it at home, 
even if I wanted to!" 

0: "Realistically, thinking of normal surgery, these are the consultations that can 
take so long, knock you off kilter. Being half an hour, three quarters of an hour. 
And although it's rare, at the end of the day you feel already pressurised. You 
resent it. " 

Apart from this, reassurance was often the main input from GP to parent - reassurance 
that the child's or young person's apparent problem was not, in fact, outside normal 
range of behaviour. 

"I think a lot of the perceived problems by the parents aren't really problems and 
all they need is reassurance, and I'm happy to deal with that. And yet the ones 
that have genuine problems I don't feel comfortable dealing with, / think you 
have to refer them on. " 

Sometimes, when the child has been referred on and received treatment from a 
specialist, the GP had a continuing role in giving support: 

"If we've already referred them and they've seen the ultimate expert in that and 
have then come back, then you're saying 'Well, let 's do our best to give what 
support we can and help to make things manageable', you know. So the 
pressure's off you, in a sense. Whereas if you hadn't done that, then ... " 
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6. Referral to specialist services 

As has already been made clear, the GPs in the focus groups saw their major role in 
relation to mental hea lth problems in ch ildren and young people as being to identify 
when a problem was serious and then refer. Knowing when and where to refer was 
the GP's job. 

Generally, the part icipants thought that they referred responsibly and not excessively, 
but there were often great difficulties in accessing the services required: waits could be 
very long. This was part icular ly unfortunate because quick action was often 
desperately wanted by the parents, was more effective than delayed intervention, and 
prevented the further progression of prob lems . 

6.1 Referral behaviour of General Practitioners 

The participants thought their total volume of referra ls was low: 

"We refer very infrequently to somebody or anybody. If you add up the referrals 
to psychology or educational psychology or psychiatry, they're very very small. " 

"I wold think I could count on one hand the number of referrals I've made to an 
adolescent psychiatrist. And that's over the last several years. " 

There was nevertheless some discussion of whether referrals were always appropriate. 
Most participants seemed fa irly conf ident of their abil ity to recognise when a problem 
needed specialist help, but - as one said - they were not really in a position to judge 
their own performance in this respect. The specia list referral agencies could perhaps 
pass a more authoritative opinion . When, on occasion, a referral was sent back as 
inappropriate, the result was very frustrating for the child and parent, but fortunately 
this was rare. 

Feedback from the specialist agencies was va luable. There was some difference of 
op inion over how good this was at present: some partic ipants wanted more than they 
were getting . In one group, one part icipant said it wou ld be helpful to learn more about 
what kinds of interventions were made, in general - th is person felt he/she was sending 
patients on w ithout real ly knowing what to. Others felt they did have a general idea, 
but wanted more specif ic feedback on what had happened to individual patients. 

One point at which communication with the specialist agency could be particularly 
helpful was at the t ime when a referral was be ing considered. Some participants 
mentioned that they had been ab le to telephone Yorkhi ll and speak to a consultant to 
discuss a part icu lar case and get advice . They thought highly of this fac ili ty and 
believed it wou ld he lp cut down on referrals and improve access. Members of the 
group debated whether this service was st ill on offer: they were not clear about this. 

6.2 Speed of access to specialist services 

Participants mentioned frequently how important it was to get rapid access to specialist 
help, but how difficult it was to get this: 

E: "If you've got an adolescent that comes down and there is a problem there and 
you've got to the stage of getting them there and they're agreeing to be seen 
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then I think you need to act on it quite quickly. To have them then not being 
able to get an appointment for two months, I don't think that's helpful at all. " 

F: "For kids, it can be 6-9 months. Even for semi-urgent problems .. " 
E: "Even with phone cal/s, you cannot access, get appointments. " 

"And if you don ' t do something then, it's very difficult and the problem, while it 
may seem like a trivial problem to us, fairly straightforward, it's certainly 
something they [the child and family} can't deal with. Surely they haven't just 
presented the first time it's happened . ... So, in my experience, the ones that 
present, if they want something done, they want it done quickly. " 

Difficulties of access were cited in relation to a range of agencies . It was not the 
purpose of this research to document such difficulties, so these were not explored 
systematically. However, those mentioned as having long waits included : 

• the schools psychologica l service 

• Notre Dame (which reportedly had stopped taking referrals at all when the 
budget from the Health Board had run out before the end of the financial year) 

• child psychiatry 

• adolescent psychiatry. 

Waits for child psych iatry were mentioned as being longer than for adolescent 
psychiatry. Some participants said that urgent requests for adolescent psychiatric help 
were usually met. 

The picture for child development services, accessed via Yorkhill, was not so clear. 
There was a perception of these services being overstretched, and of psychological 
services in particular taking a long time to get hold of, but there were no specific 
complaints of having to wait for other kinds of resource coming under the service. 

While the chi ld or young person was having to wait for spec ialist help, parents 
sometimes came back to the GP ask ing what could be done. In general, GPs did not 
attempt to fill the gap themselves. The reasons for this - lack of both spec iali st skills 
and t ime - have already been quoted above . 

6.3 Child abuse 

Although the subject of child abuse was brought up in all three groups, it was regarded 
as something that came to light very rarely in practice. GPs were concerned that 
perhaps they did not detect it in more than a fraction of fami li es where it was 
occurr ing, but did not seem to be eager to increase th is rate. Many agencies were 
involved, and the f irst action in any case when concrete suspicions arose was to refer 
to Social Work. The trouble was that there were rarely any clear cut indications and 
hardly ever a direct reference to it by parent or child. A referral to Social Work, 
however, led to immediate intervent ion, involv ing the police as well, and was a major 
disruption and trauma to the family. Consequently, the cost of a false positive was 
enormous, and GPs had to be very cautious. 
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6.4 Knowing where to refer 

Knowing where best to refer was frequently mentioned as an area of difficulty. Here is 
one typical contribution: 

"I wouldn't be exactly clear how to .. what the appropriate way to refer that 
child would be. I'd be wondering, sitting in my surgery, where to actually send 
that child. Would I send it to .. Well, I'd probably think first of Knightswood 
Clinic, which is like a community branch of the psychiatric services at Yo rkh ill. 
But then I think, well, should I really be sending that child to somewhere like the 
Achamore Centre, in Drumchapel? Which is a slightly different set up. That's 
one of the areas I have difficulty in, is not being clear about, in young children. 
Happily I haven't come across it too often, but .. Where the appropriate place 
would be to send that child, in terms of getting support and further 
assessment. " 

Another tried to pin down what kinds of problem created this kind of uncertainty, this 
time in relation to adolescents: 

"If you have a teenager who's clearly psychiatrically ill, in the sense of a major 
psychotic illness, then we don't actually have many great problems dealing with 
it because there's a crisis there that needs to be addressed, and it's addressed. 
The problems that I find hard are where you have a behavioural problem where 
there is not a clear psychiatric problem but it's probably a dysfunctional family. 
The problems that I have is how best to access support for them and where the 
appropriate referral should go. " 

The same GP went on to outline a possible form of solution, based on the existing 
system for younger children: 

"What I would be interested in seeing developed is wo uld be where an individual 
GP identifies that there is a need for further input into a family or into an 
individual, that we could have some common referral point. And if we provide 
enough information, then there could be a kind of vetting, or referral committee 
that could say 'This should go there and this should go there '. Because at the 
moment, all these services are fragmented between Notre Dame and Royal 
Hospital for Sick Children and the Adolescent Unit at Knightswood and so on. 
I'd be quite interested to see some kind of common referral point that is already 
being done with other childhood services. And I'd be interested to see some 
collaboration between the Primary Care Trust coming up and the Royal Hospital 
for Sick Children on this, because that would be very helpful. " 

The same kind of proposal was raised in all three groups. One group developed the 
idea, in relation to child services, suggesting that it might operate through a specially 
trained member of nursing staff; various titles were suggested for this role, such as 
"paediatric ePN", or "psychiatric liaison Health Visitor". It was envisaged that this 
person could be accessed directly by GPs. He or she would fulfil a kind of "triage" 
function, dealing with some problems directly himself or herself, recommending referral 
onwards - identifying the particular kind of specialist that would be most flOnronriAtp. -

for others, and perhaps suggesting cont inuing care by the GP for yet others. 

As mentioned much ear li er in this report, an information resource has been developed 
by the mental health services in conjunction with the Health Promotion Department, 
produced on a laminated card and circulated to all Glasgow GPs. Awareness of this 
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among the participants as not high . Perhaps half of them seemed to know of it, though 
some of these had to be prompted . Even some of those who recognised it said they 
would not be able to put their hands on it easily during a consultation, because it was 
one of a large number of documents that came to them, and it became lost in the filing 
system. 

Discussion about this was deliberately pursued by the facilitator in one group. There 
was agreement that this was basically an information management problem, not 
confined to one specialist area. One or two participants found t he laminated card very 
good, precisely because it was relatively easy to find among papers in a crowded 
drawer. Others, however, responded that there were many other things of a similar 
nature, and suggested that a computerised resource - perhaps on CD-ROM - would be 
ideal . This could, of course, cover many other resources apart from specialist help for 
child and adolescent mental health problems. This would not have appealed equally to 
all participants, and some doubted whether their practices had the requisite hardware; 
but there was general agreement that such things would become easier technically as 
time went on and all doctors were connected to a network. 

Another way of becoming more familiar with the most appropriate referral paths was 
through training. Reactions to this idea are discussed in the section on training below. 
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7. Perceptions of training needs 

7.1 Amount and content of training 

Views on the amount and content of training wanted by GPs in this field were 
remarkably clear and consistent across all three groups. These GPs did not want 
training in the management of child and adolescent mental health problems. This, they 
felt, was not their role. Attempting it would take up far too much time, and it was 
much better left to the specialists. 

If such courses were offered, uptake would almost certainly be low. It was not that 
GPs were not interested or concerned in these kinds of problem, but that many other 
fields of training competed for their attention and time. Mental health problems in 
children and young people were perceived to be rare; GPs were better spending their 
time learning how to improve their management of more common conditions. Even if 
they did improve their knowledge and skills as a result of a course, these would not be 
maintained because they dealt with so few cases in a year. 

"But this is the question of why .. whether or not we should be trained or not. 
Clearly if we're seeing a significant number of people like that, then I think 
training is an issue. But when we're seeing one every three months that is of 
any significance, kind of thing, then how useful is that training going to be to 
us? Is that going to be cost effective in terms of, you know .. And are we going 
to retain it? Because we're not going to be able to use the skills often enough to 
actually retain the training w e get. " 

On the other hand, they did want to know where to refer, and felt they could improve 
their knowledge of secondary services . Two out of the three groups thought that 
training sessions on this topic would be useful, and that these should include meeting 
the actual specialists delivering services for their area. 

"I've been at meetings where Psychiatric Services have been laying out what 
their services are, recently. Used to be served by Argyll and Clyde and it's now 
served by Greater Glasgow. So when they changed over they had this meeting, 
explained all the services. And it's very useful to hear people standing up saying 
'This is the sort of person we want to see, we're happy to see, we want to see 
them early' and it was good to see who you were referring to, who the faces 
were behind the names. And it was very nice, particularly with a big discussion 
about psycho-geriatricians, saying 'We want to see your demented patients '. 
And you think ... what? (laughter)" 

"1 think GPs would welcome the opportunity to meet with the people that 
they're referring the children to. They don't have an awful lot of contact. " 

The third group also wanted to improve their knowledge of secondary services, but felt 
that organising a meeting would not attract many GPs and would not be an efficient 
way of achieving the objective: they thought that information on paper was the better 
way. One participant remembered a meeting of this kind about a year before, and it 
had been very thinly attended: 

G: "The answer is 'Yes, that'd be very useful', for those who go. But in fact, 
we've got so many other things to go to, that if any specialist organises wanting 
to come and speak to the GPs, you couldn't go to them all and you tend to get 
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people going along to that w ho are actually interested. And probably have quite 
a high level of kno w ledge and the y 'll go along to it. Tends to be the w ay. " 

H: "People who know about it already. People go to meetings they're interested 
in . " 

I : "We did speak some years ago to the adolescent psychiatrist and his team. It 
probably was useful just to, even briefly, to kno w the base (?), and to know 
who you w ere speaking to . Just ho w practical it is for everybody to do that .. 
But if you're motivated to do it, then I suppose it's helpful for those, as ?? said, 
w ho are interested. If you have a meeting, it's onl y the people w ho are 
interested who w ill go. " 

Despite these views , there was also a (less forcefu ll y expressed) current of opinion in 
favour of another kind of tra ining . Th is was brief coverage of "common problems". 
The emphasis was st ill, however, on how to recognise them and where to refer them, 
not on how to manage them with in primary care. Some references were to "common 
problems", but specific conditions were also mentioned, among them enuresis, eating 
disorders and child sexua l abuse . One GP particularly mentioned problems that were 
complicated by their basis in or connection with family conf li ct or dysfunction. 

These views clearly imply that these GPs do not think any major training programme 
wou ld be either useful or attractive to many of their colleagues. Something fairly 
modest might well be appropriate . The amount of time needed was discussed in some 
detail by one group : they thought that four PGEA evening sessions wou ld be too much, 
and that two wou ld be about right, at least for the first time round . Future rounds 
could be adjusted if the f irst uncovered a demand for more coverage. 

7 .2 A udience, format and presentat ion 

Because enthusiasm for training was muted, it was not possible or appropriate to 
explore in great detail how courses should be mounted. However, certain points came 
out fairly clearly : 

• any courses should be mounted as PGEA accredited sessions 

• GPs should be involved in the planning 

• the sessions shou ld not consist of lectures from hospital specialists telling GPs 
what to do 

• neverthe less , it would be helpful to have specia list providers telling GPs what 
they did , and what k inds of referra ls they wou ld we lcome 

• a mixture of didactic presentation (fairly brief) and small group work , combined 
with discussion of spec ific cases, seemed to be favoured (not by all - see below) 

• multip le ta lks - for exa mpl e, a series of speakers giving 20-minute presentations 
- shou ld be avoided 

• venues shou ld be local 

• drug company sponsorship m ight enable an attractive venue to be used and an 
early even ing buffet to be offered. 
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One participant argued that small group work put off many GPs. This sparked off some 
debate, others in the group arguing that the key was to create a non-threatening 
environment, perhaps by organising small groups who knew each other well; perhaps 
there was scope for using the co-op structure to facilitate meetings on an appropriately 
local scale. No clear consensus emerged about this, however. 

There was some discussion, also , on whether it was better to have meetings for GPs 
only or to have them multi-disciplinary. Health Visitors and Social Workers were both 
mentioned as disciplines that it could be useful to tie in with, Health Visitors especially 
- the value of the Health Visitor input to young children with problems was mentioned 
several times. There were still mixed views, but there seemed to be some agreement 
that including a mix of disciplines when discussing cases in small groups might well be 
productive. There did not seem to be any suggestion that presentations by either of 
these other disciplines would be popular. 

Whether or not the aud ience was mixed, the planning of such events should include 
and be guided by GPs. 
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8. Other form s of su pport 

Each focus group was asked not only about training but about any other forms of 
support that might help GPs give a good service to children and young people with 
mental health problems. 

Each of the three groups mentioned telephone advice from a specialist, especially at the 
point where the GP was considering referral. Such a service has been available by 
telephoning Yorkhill, though there seemed to be some uncertainty regarding its current 
status and availability. Generally , though, the GPs thought that this kind of service 
was very valuable, and could reduce the load on the specialist services by avoiding 
inappropriate referrals. They would like to see the service fully available . 

Telephone advice was also available, apparently, on what to do when faced with 
suspected child abuse. GPs in the group that mentioned this did not really pass an 
opinion on its usefulness - none reported using it, not having had such suspicions (or at 
least, not sufficiently to consider acting on them) in the year or so they believed it had 
been operati ng. 

Another resource that participants in one group thought desirable was a selection of 
leaflets and information sheets for families and young people. The idea was mentioned 
in the context of leaflets giving telephone numbers of helplines, as described earlier in 
this report; at the end of the session, one participant also mentioned parent education, 
with the intention of trying to avoid some of the emotional problems arising. There 
was no time to pursue this idea in the focus group, however. 

The information resource listing secondary services was, as also discussed earlier, 
thought to be a useful idea, even though only a minority seemed to have cottoned on 
to its existence. The general idea could perhaps be developed into a directory, or 
information resource, covering a wide variety of services for many types of condition. 
The resource could be a printed one or, as one group discussed, one made available 
through CD-ROM or a computer network. 

This group also talked about the potential value of easy access to information about 
support groups and community organisations. Leaflets were one possibility, but one 
participant also wondered whether there might be some central phone line that held 
details of such organisations and could pass details on request; perhaps the Health 
Promotion Department already had such information. It should perhaps be noted that 
(although this was not raised by the participants) this is an information management 
and access issue very similar to that relating to secondary services, in principle, and a 
similar range of solutions is possible. A CD-ROM or computer network resource could 
hold details of both voluntary organisations and specialist services . Both, as 
participants remarked, would depend for their success on being kept up to date - no 
easy task, as services and organisations constantly change or move. 
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9. Other measures 

In the course of discussion, participants mentioned other measures that they felt could 
improve se rvices . Most obviously, this included increases in the availability of 
specialist services; this topic has been amply covered elsewhere in this report. Here 
we mention three other ideas that cropped up . 

First, there was some discussion in one group of making primary care much more 
approachable to adolescents. Participants had read or heard of one or two practices 
elsewhere that had made big efforts in this direction . The desirability of this, however , 
was questioned . One GP was not convinced that it was a good idea , especially for 12-
to 13-year-olds, to encourage them to consult without the parents' knowledge; and 
there was more general questioning of whether young people should be encouraged to 
"medicalise" their problems, and whether a general practice could cope if such an 
initiative did succeed in bringing much greater numbers in to consult . This, then , was 
an idea aired but not endorsed. 

A second possible measure discussed (also in one group only) was increasing 
awareness among the general public of the issue of child abuse. This might encourage 
the abused and their relatives to contact someone about it. Some participants said that 
some of this kind of education was already going on in schools, but suggested a much 
more public initiative along the lines of the 'Zero Tolerance' campaign. 

The third idea arose out of the reference in one group to the practice which had paid 
special attention to developing a primary care service for a local authority children's 
home and had found (as reported in an earlier section) far more problems than the had 
bargained for. This led to the suggestion that it would be a good use of resources to 
target not only such institutions, but other particularly vulnerable groups or localities. 
For example, liaison with educational authorities could help support to be concentrated 
on schools where truancy was particularly high, or academic under-performance 
particularly prevalent, because of a presumed link between these indicators and high 
levels of psychological and possibly psychiatric problems. 

None of these three ideas were developed at any length because of time constraints, 
and it cannot be presumed there was general support for them in the groups. 
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10. Summary an d Discu ssio n 

10.1 Summary 

The incidence of mental health problems in children and young people is perceived as 
being low by most GPs. This appears to be because they equate "mental health 
problems" with serious problems, which nearly always require referral to a specialist 
service - for example to an adolescent psychiatrist or an educational psychologist. 

GPs do recognise that other problems present to them . For example, in the younger 
age groups, there may be enuresis or encopresis. GPs seem to regard these either as 
relatively minor and resolvable with limited intervention, or - if persistent - as falling into 
the "serious" category and worthy of referral. More troublesome are what parents 
perceive as "hyperactivity" or other behaviour problems; again, the participants seemed 
to see these either as falling within the normal range of child behaviour (though the 
parents may not see it this way), or if serious and persistent as warranting specialist 
attention. In younger children, Health Visitors were often excellent in helping parents 
to deal with behavioural problems, probably better than GPs. 

There was a similar picture in relation to the perception of problems in adolescence. 
GPs see very few adolescents for any kind of problem, and any behavioural or mental 
health problems are more likely to be brought to the GP by a parent than by the young 
person . Young people themselves are very reluctant to countenance receiving help for 
such problems either from GPs or spec ialist serv ices. The participants said it was rare 
to see an adolescent with a mental health problem: the main categories they mentioned 
were psychoses (very rare) and eating disorders. Adolescents brought along by their 
parents were often suffering from the normal pangs of their age, participants thought, 
not from anything to be called a mental health problem. 

Where there were genuine problems in children and young people they arose very often 
from deep-seated problems within the family, ranging from general instability to 
physical or sexual abuse. GPs were uncertain about the true incidence of abuse, but it 
rarely became evident in practice . Complex family problems of whatever kind were 
beyond the resources and skills of GPs to manage , except in a supportive role in 
partnership with specialist inputs . 

The GPs saw their role in relation to detection and diagnosis of mental health problems 
as relatively straightforward, and were reasonably confident of their abilities to perform 
these. Often it was a matter of excluding any physical causes, then either reassuring 
the parents that the child's behaviour was within the normal range or referring 
onwards . Some relatively straightforward cases they might manage themselves, but 
they did not attempt management of anything that would take a great deal of time 
because it was simply impracticable . Managing family or psychological problems took 
a great deal of time - repeated consultations, each quite lengthy . These could not be 
fitted into the GP's pattern of w ork, even if he or she had the required skills. 

There was one exception to this confidence in terms of detection and diagnosis, in the 
field of child sexual abuse. GPs were aware that incidence of this must be much 
greater than came to their attention, but found it a difficult area to handle when 
suspicions arose - which happened very rarely. They displayed no wish to look more 
actively for such problems. 
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A particular problem was the difficulty of accessing clinical psychology and, especially, 
educational psychology serv ices. Many childhood problems, such as behavioural 
problems in school or poor school performance, were seen as the proper province of 
educational psychology, but this service was badly overstretched and waits were very 
long - quite inappropriate ly long, given that problems can seriously worsen during a 
typical wait of several months. Parents sometimes brought their child to a GP asking 
what could be done in the meantime; but GPs could, in truth, offer very little. 

Onward referral was the mode of management most discussed by the pa rticipants, and 
it was far from trouble -free . 

Resources in specialist services were thought in many cases to be inadequate. As 
already mentioned, there were long waits for clinical psychology and for educational 
psychology. Access to ch il d psych iatry was slow; at least some participants found 
access to adolescent psychiatry rather better, but still far from ideal (others found it 
slow, and there may be geographical variation) . The services of the Child Development 
Centres were highly regarded, but there was concern that access to the desired service 
was not always quick and that resources were being depleted rather than increased . 

Also of concern was the fact that GPs were often unsure where to refer. This is 
despite the existence of the resource developed precisely to offer help with this 
problem, distributed within the last year to all GPs in the city. Although no direct 
question about the resource was asked, it appeared that only half or fewer of the 
participants recognised it or could recall its existence. The resource itself was seen as 
useful, but it was likely to be filed away and either not immediately to hand or 
forgotten about when it was actua lly needed. 

There were pleas for a single point of referral, so that diagnosis and the choice of 
precisely which professional should deal with a particular problem were made by the 
specialist services rather than the GP. This is in fact the case for the Community Child 
Health services, but the fact is that uncerta inty stil l prevails for many GPs. Some 
confessed themselves st ill unsure about how particular specialists operated, and what 
kinds of care and treatment were offered to their patients; they would like more 
information about this , both in general and in feedback about individual patients. 

Telephone advice from specialists had been requested by most participants, who had 
found this a very valuable resource. It helped them make a decision as to whether to 
refer when they were unsure. 

There was remarkably little enthusiasm for training. Despite the earlier survey which 
indicated that a very high proportion of GPs thought they did not have enough training 
in the field, these participants did not feel there was a strong demand for more. The 
apparent paradox could be explained by the fact that, as generalists, they had a huge 
field to cover and they would be likely to use any time available for training on other, 
more common conditions, on which improved skills could make an impact . They saw 
mental health problems in children and young people as rare, as explained above, and 
any additional therapeutic ski ll s acquired cou ld not be effectively deployed because the 
time required was beyond their resources . As for improving detection sk ills, this was 
not a high priority. The indications were that if they went looking for more problems 
they might well find them, but since there were not the resources or skills to offer 
effective help for a greater volume this would be counter-productive. 
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However, there was one field where some training might well be welcomed. This was 
on the question of secondary serv ices: what they did, what kinds of referral they took 
and how to access them. Some people felt it was helpful to meet the specialists 
themselves to receive this kind of information. 

The amount of training that was recommended was about two PGEA-accredited 
sessions . There were varying views on the details of presentation. 

10.2 Discussion 

In the light of the earlier survey, wh ich seemed to show a deficit in knowledge and 
training as be ing very c learly perceived by GPs, the above findings are surprising . In 
two groups, th is paradox was specif ica lly raised by the facilitator. The participants' 
response was in terms of priorities : since these problems were, in their eyes, rare, the 
most effic ient and effective use of resources was not to remedy any gaps in their own 
skills but to refer to the experts. The ir own time could be better used. The one area 
where there was most demand for training was improving knowledge of specialist 
services. 

What would be w idely welcomed, in principle, was any way of simplifying the GP's 
task of determining which service to use when the occasion to refer arose. Again, this 
seems surprising given the effort devoted to creating and distributing the information 
resource designed for this purpose; but the key to understanding this seems to lie in 
the way that GPs work in practice. Th is is a piece of information that they require very 
infrequently; which means that they are unlikely to pay a great deal of attention to it 
when it lands on their desk initially, and quite likely to forget its existence or be unable 
to find it quickly when the need next arises . 

Such information management difficulties must be common to many other kinds of 
condition brought to GPs. They are also called upon to prescribe for conditions that 
crop up rarely, but for drugs there is one source of information to which GPs routinely 
refer, namely the M IMS directory . Cou ld there be an argument for a "secondary 
services 'MIMS"'? This idea seemed to have attractions for at least some of our 
participants. There were suggestions that such an information resource could cover 
voluntary agenc ies as well as statutory services, and in electron ic form. 

There remains the w ider paradox that GPs see mental health problems in children and 
young people as rare, whereas other evidence suggests they are very widespread. The 
answer must lie largely in definitions. By implication, we can deduce that the typical 
GP's definition of a young person's mental health problem is limited to the kind and 
severity for which the intervention of a hea lth service professional is appropriate, 
feasible and potential ly effective. They see a very large proportion of the stresses and 
unhappiness that occur in young people as being either an inevitable concomitant of 
growing up - even though the pa ins may be greater for some young people than others 
- or of a kind for which input from a health profess ional is inappropriate. 

Such a view could well be crit icised as imp lying a circular defin ition of need: if there is 
no appropriate health service input, it is not a mental health problem . While this 
criticism may be logically sound, there is a pragmatic justification for the definition. 
GPs are very well aware of the limitations of their own time, and of the capacity of the 
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speci alist servic es: both are percei ved as being stretched to the limit . Searching for 
more problems - problems which do not, at present, present themselves at the GPs 
surgeries - is not something to be given high priority and might even be destructive . 
The problems are often deep-seated and arise from family dysfunctions that are not 
going to be simply resolved . 

10.3 Recommendations 

The resea rch team were asked to identify recommendations. We list below actions 
that the focus group discussions indicate would be desirable. They therefore reflect 
what a selection of some 17 GPs would like to see happening, and are not based on 
any wider knowledge or considerations. 

Decisions on whether these or other actions should actually be taken, and what priority 
each should take, must of course be based not only on these findings but on all 
relevant information from elsewhere. 

Training 

The clear message from the focus groups is not to implement any ambitious training 
prog ramme: it would be unlikely to attract many GPs . 

However, a limited programme, probably of about two PGEA-accredited sessions , 
should be instituted. The main objectives would be to acquaint GPs more thoroughly 
with the range of specialist services available, what they did, and what kinds of referral 
they would welcome. 

They should be organised to cover certain parts of the city, and representatives of the 
main specialist provider services should be present. The format should not, however, 
be one of hospital consultants giving lectures; some didactic presentation would be 
welcomed , but there should be other forms of interaction as well, including analysis of 
specific cases . 

Other support 

The telephone support line at Yorkhill, through which GPs used to be able to access 
advice from consultants fairly readily, should be reinstated to its full former availability. 
Note that this recommendation presupposes that there has been a reduction in this 
service; this is an inference from what focus group participants said, which we have no 
means of checking . 

The availability and dissemination of information leaflets for young people and their 
families, especially those that list the numbers of helplines and other resources that 
they can access directly, should be reviewed . 

Information management for GPs 

The way in which GPs gather , store , access and use information about resources 
outwith primary care merits study and innovation. Such resources would include not 
only specialist services in the NHS and other statutory services, but voluntary 
organisations as well. 
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This task is a major one and cannot be undertaken lightly. It requires an understanding 
of the way GPs actually think about referral, during the pressure of real surgery time, 
and how they might conveniently access the relevant information; conventional 
solutions based on paper items do not seem to work very effectively, though they do 
serve a useful purpose to a limited extent. It is also much more than a one-off task -
directories of services are not a new idea but always face a constant battle to keep up
to-date. 

Specialist services and resources 

The extent of these and how they are provided is outwith the scope of this small 
exercise. However, we draw attention here to one idea that attracted considerable 
support in the focus groups, and suggest that it merits further study. This is the idea 
of "one-door" services, that create a mechanism whereby a GP can refer to one point 
where the assessment of precisely what specialist service is most appropriate is made 
by someone in, or close to, those services rather than by each individual referring GP. 

Additional measures 

GPs do not share the perception that mental health problems among children and young 
people are very widespread, and any attempt at promoting a strategy of mental health 
promotion based on such a premise would be very unlikely to succeed within primary 
care. However, there are high risk groups where GPs are indeed aware of the 
possibility of a high prevalence of emotional and other problems, such as children in 
res idential care and, possibly, those attending certain schools. Organising resources 
(both primary and secondary) to target such groups might well be a worthwhile 
strategy, building on initiatives already in place. It was not part of our research to 
review what such initi atives m ight already exist, or how such an approach might fit in 
with other strategic aims, so we stop well short of recommending such a policy. 
However, we suggest this approach merits further exploration. 
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Appendi x : The focus group topic gu ide 

The topic we want to explore is what training you would like to see made available for 
GPs to help them deal with mental health problems in children and young people . 

1 . Up t o age 5 

1 .1 Int roduction 

To start with, I'd like to concentrate on the younger end of the age range - say children 
up to the age of about 11 . We'll come on to the slightly older age group a bit later. 

And before we dive into training needs as such, I think we need to explore more 
generally how you see the GP's role in relation to mental health problems in this age 
group. 

1.2 Elicit example cases 

To help orient us, can anyone describe a case that sticks in your mind recently that 
was less than straightforward, from your point of view? 

What were the main concerns or uncertainties you had about your own role in 
this case, or your own management of it - if anyt 

Is this typical? Can someone else give an example of a case that sticks in your mind? 

1 .3 The GP's role 

There are many different agencies potentially involved in providing for children of this 
age. There are the parents, the school, educational psychology, possibly Social Work, 
and maybe others. What do you see as the distinctive role of the GP? 

1 .4 Training needs 

If training was available to help support GPs in fulfilling this role, what topics would 
you like to see covered? 

Explore as fully as possible. 

2 . A ge 6 to 1 1 

As for age 0 to 5 . 

3 . A ge 1 2 to 17 

As for age 0 to 5 . 



Appendix: Focus group topic guide 

4. Delivery of training 

Now I' d like to spend a little time exploring ways in which training should be organised 
and delivered, if it is to be of most value to you and your colleagues. 

4.1 Disciplinary orientation 

Would you like to see courses aimed at a multi-disciplinary audience, or would you 
prefer to have them aimed specifically at GPs? 

4.2 Size/time 

Do you think any training should try to deal with the problems of all age groups 
together, up to age 17 or so, or should it be split up - one course dealing with the 
problems of younger children, one for the older? 

Adjust following questions to suit answer to above 

How big a course would you like to see devoted to dealing with the problems of, say, 
children up to the age of 11? I am thinking in terms of hours of attendance or study, in 
total. 

Would this be best all in one go, or divided up into smaller bits? Probe for details. 

What about a course or courses focused on dealing with the problems of the 12 to 17 
age group - would you like to see a course of similar size, or larger, or smaller? 

Would it be best in one go/divided up? as before . 

4.3 Format of delivery 

Here are various forms of presenting material in a course. What balance would you like 
to see between these? 

• Lecture/discussion 
• written material to study beforehand, and discuss during the course 
• Video material showing cases 
• Analysis of cases and their management 

4.4 Who should design and present courses 

Who would you most like to see invo lved in designing and presenting training courses? 

Would it help to meet the providers of specialist services, or people from the re levant 
agencies? Who? What would you like to get from them? 



Appendix: Focus group topic guide 

5. Other forms of support 

Training is not the only kind of support. 

5.1 Support while waiting on specialist input 

In a more perfect wor ld, specialist services of various kinds might be available easily 
without lengthy waiting times. As things are in the real world, we know this is not the 
case. 

Given that many GPs find themselves with the responsibility of supporting children and 
parents during the period of waiting for a specialist consultation - or even in the 
absence of any such service in a realistic time - is there any kind of support that would 
be really helpful to them? 

Explore. 

5.2 Links with specialists 

Would you like to see stronger links between GPs and special ist practitioners in the 
field of mental health for children and young people? 

Which specialists would you particularly like to strengthen links with? 

What ways can you envisage for strengthening these links? Explore. 

If not raised: What about access for informal consultation by phone? Would this be 
useful to have? 
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