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This paper examines how primary care can improve for teenagers who are experiencing mental
or emotional turmoil. This is an important health issue because at least 15% of teenagers experi-
ence mental health problems at any one time, there are indications that this proportion is rising,
and there is evidence that suicide rates are rising in young people. The paper discusses how
troubled teenagers can be identified, cared for and managed by primary care providers within
the UK, although some of the information presented is from other countries. It identifies inter-
relationships with other health behaviours and risk factors. The GP’s role in assessing a troubled
teenager is discussed, as well as a consideration of individual and contextual issues to frame a
‘triple’ diagnosis, i.e. a diagnosis simultaneously in biomedical, individual and contextual terms.
A review of present knowledge of management is presented. The paper concludes that there 
are several deficiencies at present, namely a lack of identification of teenage distress, a lack of
training for GPs in teenage health, a lack of a research base, a lack of resources and finally a lack
of information provided by any teenagers who have experienced turmoil and could give useful
insights into their experience.
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Introduction

Many primary care professionals appear to find it
difficult to provide good quality primary care for their
teenage patients.1–3 One particular problem is the care 
of teenagers experiencing mental or emotional turmoil.
This paper will discuss possibilities for provision of
better services for troubled teenagers. Furthermore, it is
intended to highlight unanswered questions, to stimulate
awareness, to provide direction for future research 
and to encourage provision of appropriate training,
resources and services.

The period of life between 10 and 19 years of age is one
of rapid biological, psychological and social transition,4

associated with a need for independence, autonomy,
identity formation and peer acceptance. During this
period, there is increasing morbidity in all aspects of
health, together with rising levels of sexual activity, 
drug and alcohol use.1–3 There are also high levels of
emotional distress and turmoil, with some 15% of
adolescents suffering from mental health problems or
psychiatric problems at any one time.5–9 Further, com-
pared with childhood, there are increasing rates of
depression with more suicides and parasuicides among
younger people.8–10

Health professionals need to be able to recognize,
manage and follow-up mental health problems in young
people, and to be able to distinguish the normal self-
limiting emotional reactions of teenagers from disorders
that are likely to have significant impact on their
immediate or long-term future. This paper is aimed at 
a primary care readership and will focus largely on
common presentations of distress and diagnosing those
with serious pathology. It will focus on the role of the GP
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and the primary health care team because primary care
is often the first port of call for teenagers with any health
problems, even though teenagers attend for health care
relatively infrequently compared with some other age
groups.1–3

The scale of the problem

Recently, the Mental Health Foundation survey found
that one in five British children have mental ill health;11

the media and associated books for lay people and
professionals have tended to quote this figure.12 In 1995,
OPCS data showed that 7% of males and 19% of females
aged 16–19 years living at home had a neurotic disorder;
~9% had alcohol dependency and 7% drug dependency.13

Rates of most disorders increase with age throughout
adolescence and are significantly higher amongst
females.13,14 In the USA, Whitaker et al. looked at the
prevalence of selected psychiatric disorders and reported
an overall 18% prevalence of disorders in a secondary
school population.15

Rates of mental illness amongst general practice
attenders are higher still. A west London study involving
11 GPs demonstrated a psychological component in .26%
of consultations with patients aged under 18 years.16

About a quarter of consecutive schoolchildren attending
general practice have associated psychiatric disorders,
mainly emotional problems.17 More recently, it is reported
that 38% of 136 adolescents aged 13–16 years who
attended one inner London practice had suffered 
a psychiatric disorder in the previous year, mostly of a
depressive nature.18 However, a Scottish study of 15 year
olds reported high levels of morbidity in this particular
age group, but no obvious increase in consultation rate
for those with mental health problems.19

There are high rates of psychiatric morbidity in a
teenage population at any one time, but it is important 
to distinguish symptoms from disorder. Symptoms are
more prevalent than disorder,9 and it is important to
recognize that emotions are labile in this age group.
Despite the difficulties inherent in determining the true
prevalence of psychological morbidity, rates for many
disorders do appear to be rising.1–3,8 Research is needed
to determine whether this is due to increasing recognition
or increasing prevalence.

The scope of the problem

The specific aspect of adolescent mental health, which
has captured most public attention, has been the rise 
in suicide rates amongst young men. In 1995, the rate 
of suicide and undetermined verdicts amongst 15- to 
19-year-old males was 8.63/100 000, double the rate in
1971. The equivalent rate amongst females is 2.98. 
The lifetime prevalence of self-harm in the community is

7–14% in older adolescents, but 20–45% have experi-
enced suicidal thoughts at some time. These are worry-
ing trends, and may indicate that there are high levels of
severe psychopathology at the more extreme end of the
spectrum.20

At the less severe end of the spectrum in terms 
of life risk, Whitaker et al. reported that common
diagnoses amongst teenagers were dysthymic disorder
(4.9%), major depression (4.0%), generalized anxiety
(3.7%), obsessive–compulsive disorder (1.9%), 
bulimia (2.6%), panic disorder (0.6%) and anorexia
nervosa (0.2%).15 In 1998, Kramer and Garralda reported
that 12% of general practice attenders had major
depression, 11% had dysthymia or other depression, 3%
had overanxious disorder and 6% had disruptive (ex-
ternalizing) disorder.18 Many disorders occur in
combination.

Some conditions affecting adults start during
adolescence; for example, 50% of patients with
obsessive–compulsive disorder reported that their
symptoms began by the age of 15 years,21 and similar data
have been reported for panic disorder22 and for anti-
social disorders.23 Poor mental health requiring hospital
treatment during adolescence has been linked with
suicidality, and with adult mental health problems.24–29

In addition, children and adolescents with a diagnosis of
depression have been shown to be significantly more at
risk of depression and hospitalization in later life.30

Within the primary care arena, it has been found 
that adult rates of mental disorder were more than
double amongst those who had a psychiatric problem as
a teenager. These data emerge from a study involving
follow-up of a cohort of continuously registered young
people from early adolescence to adulthood.31 Whilst
these studies provide good evidence of an association
between adolescent and adult mental ill health, further
research is required to determine whether early diagnosis
and management will reduce later risks in adulthood.

Inter-relationship of mental health 
with other health behaviours

Adolescence is a period of exploration and experi-
mentation, but teenagers with mental health problems
have been shown to indulge in higher levels of ‘risk-
taking behaviour’. For example, cigarette smoking has
been associated with higher rates of teenage depression
and anxiety. It is suggested that this is consistent with
smoking as self-medication for the condition,32 and 
this would tie in with adult behaviour patterns where, 
for example, many young mothers turn to tobacco as
something to do while trapped, lonely and isolated.33

The prevalence of substance misuse has increased 
in most developed countries since 1990.34 Depression,
suicidal ideation, conduct disorder, attention deficit
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disorder, post-traumatic disorder, anxiety and schizo-
phreniform illness are all more common in drug-using
adolescents.35,36 This link has also been observed among
adolescents attending primary care.18 The substances
themselves are associated with injury and violence as
well as adverse mental health.37 There is the question of
whether the mental health problem came before the
substance misuse or vice versa, and of whether this is an
association or some part of a causal link,38 but clearly the
conditions co-exist.

There is convincing evidence that depression and
substance misuse are common risk factors for suicide. A
study involving ‘psychological autopsies’ of completed
teenage suicides found the combination of mood
disorder and substance misuse to be far more common in
suicide victims (81%) compared with controls (29%).39

Likewise, there appears to be an association between
mental ill health and risky sexual health behaviour.40,41

A recent report has noted that taking an overdose is
associated with termination of pregnancy in young
women; there is no apparent causative link in either
direction, but risk factors for both are similar.42

In view of these associations, it is important for primary
health care professionals who encounter teenagers 
with mental health problems to consider other health
risks and behaviours. Conversely, an assessment of
mental health could usefully be undertaken in teenagers
presenting with associated risk-taking behaviours.
Further research could help to quantify the level of risk
for differing associations in primary care.

Risk factors for adolescent mental
health disorders

A number of factors have been shown to be associated
with an increased risk of mental ill health during
adolescence. These include living ‘in care’, parental
disharmony and divorce, physical and sexual abuse,
bullying, family history of mental disorder, relationship
problems, lower socio-economic class and poor edu-
cational attainment.

Adolescents living ‘in care’ have significantly higher
levels of psychiatric disorder compared with those living
with their families.43 In this Oxfordshire study, 67% of
13- to 17-year-old adolescents living in the care system
had a psychiatric disorder, compared with 15% in a
control group; depression and anxiety were both very
common.

Approximately 50% of secondary school children
report being a victim of bullying,44 and 25% of year 
10 pupils report fear of going to school as a result of
bullying.45 Bullying may be a way of presenting mental
distress, and those in trouble for bullying may have
distress.46 Two recent studies from Finland and Australia
have confirmed that bullying in schools is associated

with mental ill health, apparent among the bullies and
bullied alike.47,48

Further psychosocial issues associated with both
adverse mental health and substance misuse include
dysfunctional families, school problems and socio-
economic disadvantage.49,50 These patients may be less
inclined to seek help in light of an ‘inverse care law’
described for adolescents.1 Indeed, there may be very
high rates of mental health problems in the most dis-
advantaged adolescents such as runaways and homeless
people.51–53

Children of depressed parents have been shown to
have higher rates of depression than expected,54 and so
it is important to consider the family history when assess-
ing a teenager in turmoil. Whilst the association may be
genetic, it might also indicate learned behaviours and
dysfunctional coping mechanisms.

Although GPs are still often considered to be ‘family
doctors’, it is uncertain whether they have sufficient con-
textual and background information about individuals
to be able proactively to identify teenagers ‘at risk’ 
of mental disorder. A useful research area would be to
evaluate whether improved primary care information
provision about family and educational risk factors
could improve early detection and management.

How do adolescent mental health
disorders present in general practice?

There is evidence that schoolchildren and adolescents
who are frequent general practice attenders are more
likely to have a mental health problem,18,55,56 although
only a small proportion actually present explicitly with
symptoms of psychological disorder;19 many teenagers
with significant mental health problems either never
report distress to primary health care professionals, 
or are not recognized as having mental ill health. For
example, conduct disorders at home or in an educational
environment may be dismissed as part of normal
adolescence, although they could point to a diagnosis of
depression.57 However, the impact of such morbidity on
future emotional, psychological and social development
should not be discounted.

When teenagers do present with overt signs of mental
disorder, it may be in the context of a crisis (e.g. as self-
harm or an overdose), when domestic or educational
circumstances have deteriorated sufficiently to the point
of requiring outside help. Paradoxically, it may be in such
extreme situations that GPs feel least able to provide
effective intervention.

Since, like many adults, teenagers perceive GPs to be
more concerned with physical than emotional illness,
they may legitimize their distress by presenting with
physical symptoms such as headaches, fatigue or sore
throats.56 Such symptoms are widely prevalent amongst
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the teenage population, making it difficult to identify those
with a deeper need.58 Other problems, such as sleep
disturbance, may be directly symptomatic of a psycho-
logical disorder, but may be overlooked if such a
possibility is not considered.

In 1989, Hill noted that the following symptoms could
indicate a depressive pattern: affected sleep pattern,
separation anxiety, antisocial behaviour, a falling off of
school performance, apathy and boredom, hallucinations,
running away from home and hypochondriacal symp-
toms.5 Some of these symptoms may involve the teen-
ager recognizing potential ‘illness’, but some symptoms
are more usually noted by other interested parties,
usually parents.

Parental presentations may be direct or indirect. Direct
presentations include conduct disorder noted by the
parent, worries about mood swings, concerns about drug
abuse or eating disorders; indirect presentations may
include the above but usually occur because an inter-
ested party (often the school) has asked the parent to
attend the surgery with the teenager.

There have been no formal studies examining the
presentations of teenagers with mental health problems
in primary care, or the extent to which such presentation
may be influenced by teenage or parental beliefs. More
research is needed in this area.

Recognizing pathological turmoil 
in the consultation

It is apparent that a majority of young people with
mental health problems remain unrecognized and
untreated.59 A community study reported that only one
of 28 teenage girls suffering from major depressive dis-
order, as detected by direct interview, had been identified
previously.60 Therefore, an aim of primary care might
be to improve the mental health of adolescents by
better recognition of morbidity, accepting that many
teenagers pass through periods of behaviour which is not
pathological.1,3,7,8

A diagnosis of depression is still associated with
stigma,61 and assigning a diagnosis of depression to a
teenager may be hampered by a reluctance to stigmatize
the teenager with the diagnosis, particularly if there is no
perceived therapeutic benefit in doing so. There may 
be an inherent hope that this is a transient adolescent
phase which will resolve spontaneously. This denial 
of the diagnosis and fear of stigmatization may come
from the doctor, the parent or the teenager themselves.
The stigma can be attached to both the diagnosis of
depression and the involvement of secondary psychiatric
services, or to the need for antidepressant medication.

Harrington gave some practical advice on how to
conduct an assessment of a troubled teenager, which
included interviewing the teenager alone, but also trying
to get a good collateral history.62 He also advocated 

the use of structured questionnaires because he viewed
unstructured interviews as unreliable. However, most
such tools have been developed for use in secondary
care, and their value in the general practice setting is
debatable. Finally, he suggested an assessment of other
aspects including educational and social issues.

McCabe has suggested the acronym ‘HEADSS’ to 
act as a prompt to enquire about mental functioning. In
this method, the clinician can enquire about Home,
Education, Activities, Drugs, Sex and Suicide (the last
topic should only be raised if the preceding five topics
have suggested a risk).6 More direct screen questioning
techniques about mental health problems have been
advocated successfully within special teaching packages
and experimental procedures.63

A recent trend within primary care is to provide
specific screening clinics for teenagers within general
practice, and several reports have indicated favourable
uptake and high levels of morbidity which may be
amenable to management and health improvement;8,64,65

this model can also apply to identification of mental ill
health.66 However, some studies point to lower uptake in
deprived areas, indicating the continued presence of the
‘inverse care law’.1,67 There is clearly scope for con-
tinuing investigation into this potentially useful addition
to the primary care service.

The main point is to consider in what way primary 
care can better recognize turmoil before a crisis occurs.
The suggestions by Harrington and McCabe, for
instance, may warrant rather more assessment, as well 
as a delineation of whether the process is one of illness
recognition or of ‘management’ of psychosocial issues.
Gledhill J, Kramer T, Iliffe S and Garralda M (unpub-
lished data) have demonstrated the feasibility of adapting
complex treatment techniques for adolescent depression
for use by GPs. The generalizability of these techniques
across different practices needs to be tested.

Ill or psychosocial problem?

Once a GP has recognized a potential mental health
problem, there is a need to categorize it. McWhinney 
has provided medicine in general, and primary care in
particular, with the notion of a triple stage diagnosis, i.e.
the clinician must consider the problem in biomedical,
individual (psychological) and contextual (social) terms.68

This appears even more necessary within the assessment
of a teenager in turmoil.

Some presentations can be clearly ascribed. For
instance, psychosocial issues may be indicated by (hope-
fully temporary) problems with school, friends, relation-
ships or other clearly delineated issues. An indication of
more serious mental ill health may include signs of
depression or features that follow on for some time after
these ‘temporary’ problems should have resolved. There
will always be grey areas, and clinicians should be aware
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of overlap, as well as their own feelings in relation to 
the severity of the individual presentation.

This is even more so in the areas of potential ‘newer’
diagnoses such as attention deficit and hyperactivity
disorder (ADHD), conduct disorder or eating disorder,
or even seasonal affective disorder (SAD), which is now
known to affect adolescents.69 The primary care clinician
must use some element of judgement as to whether there
may be psychosocial pressures which do not amount to
‘illness’, or whether the possibility of such illness exists.
For instance, there is some benefit for a child or adolescent
to be diagnosed as having ADHD, whether or not this is
associated with conduct disorder, not only because this
may afford more ‘understanding’ of the troubled teenager,
but also because it might open the way for treatment
options.

Not enough is known within the primary care situation
or otherwise about when psychosocial risks or diagnoses
inevitably progress to biomedical diagnoses, or the prog-
nosis of either. This needs more research, although there
may be methodological problems associated with an
objective consideration of whether a presentation is of
an illness or a psychosocial problem. Consistent training
in the use of psychiatric diagnoses and the differentiation
between these and psychosocial stressors is required.
This is complicated by not knowing the implications and
potential stigma of attributing a psychiatric diagnosis.

Management

The management of any condition in general practice
starts before a diagnosis is even reached. Consultation
skills such as empathy and active listening have a thera-
peutic effect, irrespective of the nature of the problem.68

Where adverse circumstances and sustained negative
attitudes have contributed to the development of a
psychological disturbance, the value of attention,
caring interest and a positive approach should not be
understated.

The danger of an increasingly reductionist and
medicalized approach to general practice is that such
simple, time-honoured interventions can be neglected.
Although the same applies to adult consultations, the
challenge is greater in relation to teenagers who may
have developed negative views of the adult population,
and require greater input before a trusting relationship 
is developed.1,2 Paradoxically, although teenagers may
require more time in the consultation for this purpose,
they actually receive less.70

Psychological problems requiring active treatment in
adults are usually managed with drugs, psychological
treatments or a combination of both. In relation to
depressive disorders, there is evidence that adults
strongly favour psychological approaches because of the
misguided belief that antidepressants are addictive.61 The
belief that doctors are likely to prescribe such treatment

in this context may inhibit help-seeking behaviour and
also reduce compliance.

Specific psychological therapies, such as cognitive
therapy, have been shown to be equally effective as anti-
depressants for depression in adults, although more
commonly used non-directive counselling has not been
evaluated fully.71 Problem-solving approaches have also
been suggested, and some recent evidence suggests they
are helpful with adults.72

In relation to psychological therapies for teenage
depression, Harrington and colleagues recently have
reported the results of systematic reviews which suggest
that, as in adults, cognitive therapy is more effective than
general supportive therapy for defined conditions, whilst
commonly used family therapy is no more effective.73,74

Interpersonal therapy is also showing promising effects,75

and the latest evidence suggests that GPs can use inter-
ventions based on cognitive and interpersonal principles
for management of adolescent depression (Gledhill J,
Kramer T, Iliffe S and Garralda M, unpublished data).

Teenagers and adolescents with psychological disorders
requiring active treatment may also be treated with drug
treatments. In relation to depression, the evidence indi-
cates that tricyclic antidepressants are less effective than
in adults.76 As a result, teenagers are less likely to be
prescribed such treatment, although there may also be an
inherent reluctance on the part of GPs to use such an
approach, reflecting possible concerns about suicide
attempts in teenagers. Newer selective serotonin re-uptake
inhibitors appear to be better tolerated and possibly as a
result are more effective,77 although there have been no
trials in the primary care setting to confirm this, and they
are not all licensed for use in patients under 16 years of age.

There is a role for preventive management. Crome
recently has reported on potential benefits of social skills
training.78 Grynch and Fincham,79 and Beardslee et al.80

provide interventions which could be used in primary
care to act as management options for families with
potential dysfunction, in the form of divorce, or in families
with affective disorder. These preventive management
options are complex and time-consuming however, and
more thought needs to be given to how they could be
extended realistically and efficaciously to a primary care
setting.

In practice, the importance of a particular treatment
modality depends not only on its effectiveness but also
on its availability. Adolescent psychological services
vary widely in their availability and responsiveness.81

Further, even when counsellors and psychologists are
present in general practice, they are usually only experi-
enced in dealing with adults.

Clearly, some teenagers may have serious pathology;
one management option is to consider a referral to
secondary care or other services. GPs in many areas 
are only too aware of the difficulty of accessing Child
and Adolescent Mental Health Services (CAMHS), and
it is imperative that more referral resources are made
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available; several recent reports have drawn attention to
the need for more service provision.81,82

As in adults, the benefits of treatment depend on
uptake which, in turn, relates to preferences and under-
standing. As far as we are aware, there has been little
research into teenagers’ understanding of psychological
disorders and treatment. This is an important area in
terms of recognizing their concerns and potential
barriers to presentation, accessing help and accepting
treatment.

There are also many unanswered questions in the form
of relevant follow-up. There is no evidence available on
how often GPs should follow-up adolescents with mental
ill health, or the relevance of appointments made but not
kept. This lack of knowledge also pertains to the follow-
up of teenagers who have self-harmed.

Clearly there needs to be ongoing research in primary
care on how best to manage teenagers in turmoil. As has
been aptly pointed out: “Improving the mental health of
children and adolescents should be an endpoint in itself
and not merely a means of improving adult functioning,
though it would achieve this.”83

Training needs

Most UK GPs receive poor training in adolescent
medical care, and some have little awareness of the
health needs of teenagers beyond the more publicized
areas of drug use and teenage pregnancy.84 This is true of
other areas of the world, although in Australia and the
USA doctors providing primary care have indicated a
need for more training on teenage health.85–88

There have been recent reports indicating that 
GPs can be encouraged to think of teenage health 
needs more appropriately. Bernard and colleagues have
demonstrated better recognition of depression.63 Recent
Australian work has demonstrated the benefits of a
training programme for educating Australian GPs on the
health of adolescents, with improved knowledge and
self-reported skills, although it is noteworthy that the
standardized patients involved in the programme did not
report any improvements.89

The most important health risk is of suicide, and the
greatest risk factor for adolescent suicide is a previous
attempt, with .40% of completed suicides preceded 
by a previous attempt.90 Many adult suicide victims 
see their GP before their death, and it has been
suggested that doctors with more enhanced skills may
have a role to play in preventing more suicides,91

although this link can never really be proved.8

However, many teenagers report problems establish-
ing rapport with their GPs. Many reports indicate that
teenagers do not see GP services as sensitive to their
needs; these reports do not distinguish between teen-
agers with or without mental ill health, but indicate a

need for services to be more sensitive to teenagers and
their health needs.7,92–97

The main finding of UK primary care-based 
research is that teenagers wish for primary care staff 
to be affable, pleasant, approachable, accessible and
non-judgemental.7,92–97 Further, they wish primary care
providers to regard teenagers and their health as of
greater importance than that afforded hitherto.84 This
should continue to be the subject of future research
relating to teenagers within primary care.

Conclusions

The aim of this paper has been to highlight the issue of
teenage turmoil, and we note several gaps in our present
approach, although it is imperative that there is no
‘overmedicalization’ of the transition from childhood 
to adulthood. Nonetheless, a major gap at present is 
of awareness, and suggests that the notion of teenage
turmoil indicating potential mental ill health should 
be made more of a priority for recognition and manage-
ment by primary care. This may in turn lead to a second
gap, namely that there is a need for more training for
primary care professionals to meet the psychological
health needs of their teenage patients.

A third gap is one of research. This paper may contain
a great number of referenced papers, reports and
articles, but there are still deficiencies in our knowledge
base and these would benefit from more research and
evaluation. Fourthly, there is a need for more resources
and services to be made available within primary care
and other strands of care provision, to allow better
services for teenagers in general and troubled teenagers
in particular.

We have emphasized several areas where these four
gaps may be filled, and we will not list all of these again.
However, a recurring theme is that all clinicians need
sensitivity in relation to their health care for teenagers
who experience turmoil, and that we should try to
provide a more patient-centred service for teenagers in
general. Further, we perhaps should try to re-assimilate
the principles of ‘family medicine’ and attempt to
involve the family and school more in our strategies for
prevention, detection and treatment. We contend that
these form the highest priorities for the future research
agenda.

It is worth noting that there are unlikely to be
imminent changes in the teenage perception of primary
care, and there are unlikely to be any dramatic alterations
in primary care provision. The nature of primary care
itself is changing, and doctors feel themselves to be under
threat from an ever-expanding list of demands on their
time. This is why one purpose of this paper is not to
suggest revolution in terms of primary care provision, but
rather to help to foster an evolution to better awareness
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of the teenage health agenda. This changed awareness of
the inter-relationship between teenagers and primary
care will need to involve the wider society as well as
primary care.

This leads on to a final gap in our conception of teen-
age turmoil. Perhaps what is missing most is the voice 
of the young patient who experiences mental ill health.
There have been several cogent works by authors who
have experienced depression themselves and written
lucid accounts of their experiences.98,99 No such
accounts exist from young people themselves, and it is to
our detriment that we have not, as yet, sought such an
account from those who have experienced pathological
teenage turmoil.
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