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ABSTRACT   
Background: Few adolescents with mental disorders 
consult mental health professionals or informal care 
providers, but many visit primary health care services. 
Primary care practitioners (PCP) have then the 
opportunity to identify and refer these adolescents to 
specialist services. 

Methods: The Israel Survey of Mental Health among 
Adolescents conducted in 2004-2005 interviewed 957 
adolescents and their mothers using the Development 
and Well-Being Assessment (DAWBA) diagnostic 
inventory and questions related to mental health and 
primary health care service use. Response rate in the 
located sample was 80%. 

Results: Nearly 70% of adolescents had visited a PCP, 
more among adolescents with mental disorders and 
among those belonging to the Jewish majority group. 
Among adolescents with mental disorders whose 
mothers did not consult any mental health specialist, 
76.5% visited a PCP. 

Conclusions: Over 75% of adolescents with a mental 
disorder, who did not seek help from any mental health 
service provider in the past 12 months, visited a PCP 
in that period. The PCP's potential to identify, treat or 
refer untreated adolescents in need of mental care to 
specialized services is discussed. 
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InTRoduCTIon
Nearly 12% of adolescents in Israel were found to have 
a mental disorder (1) and only about 40% of these ado-
lescents or their mothers had consulted a mental health 
professional or an informal caregiver in the year preced-
ing the study (2). Unmet needs in Israel, like in other 
societies, varied along ethnic and socio-economic lines, 
with under-privileged and minority groups presenting 
higher treatment gaps (2). This paper will examine the 
characteristics of adolescents with a mental disorder who 
visited a Primary Care Practitioner (PCP) in the year pre-
ceding the survey and will focus on those who consulted 
no other professional or informal care giver regarding 
their emotional or behavioral problems. This informa-
tion is necessary for mental health policy makers who 
wish to assess the potential benefit of enabling PCPs to 
participate in the delivery of mental health services. 

Studies have reported that between 15% and 50% of 
children seen in primary care had significant psychopa-
thology (3-7), and one study showed that 65% of them 
were not currently receiving specialty mental health treat-
ment (8). Kramer and Garralda (9) found that only 2% of 
the adolescents in their study presented with psychiatric 
complaints when attending primary care, although 38% 
were found to have a psychiatric disorder in the previ-
ous year, of which the majority were internalizing disor-
ders and among which half were moderately impaired. 
Studying adolescents diagnosed with psychological prob-
lems, a Dutch study found that 80% had visited a PCP in 
the year preceding the survey (10). 
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In view of the accessibility of the PCP in the Israeli 
health system, which provides universal health care to 
all citizens according to the National Health Insurance 
Law (NHI) of 1995 (11), and the high treatment gap 
for Israeli adolescents with mental disorders (2), it 
seems important to examine the feasibility of involv-
ing PCPs, with specialist backup, in the identification, 
referral and monitoring of children and adolescents 
with mental problems, a policy supported by other 
countries (12-14). 

The aim of this paper is to describe the adolescent pop-
ulation that visited a PCP in the year preceding the inter-
view, their socio-demographic characteristics, prevalence 
of psychiatric disorders, use of mental health services and 
treatment gap and to discuss selected issues related to the 
involvement of PCPs in the identification and care for 
adolescents with mental disorders and concerns. 

MeThodS
The ISMEHA’s design, methods, and sample have been 
previously described in detail in the Israel Journal of 
Psychiatry (15) and thus are only briefly presented here.

SAMple And pRoCeduReS
The sample included 957 adolescents aged 14-17 and 
their mothers, who were interviewed between January 
2004 and March 2005. The sampling frame used was the 
National Population Register (NPR), which included 
data on all legal residents of Israel born between July 2, 
1987 and June 30, 1990 (N=317,604). Due to budgetary 
constraints, only locations with more than 2,000 inhab-
itants were included; these comprise 90% of the target 
population. One child from each family was included 
in the sample and there were no replacements. Mothers 
and adolescents were interviewed separately, at home, 
by two trained lay interviewers, in Hebrew, Arabic or 
Russian. The interviews took 45 - 90 minutes. 

Out of the total sample (N=1,402), 15% (N=207) 
could not be located, whereas 17% (N=238) refused to 
participate. Thus, response rate was 80% in the located 
sample (N=1,195) and 68% (N=957) in the total sample. 
Non-response was higher among Jews (24%, N=218) than 
among Arabs (7%, N=20), but no differences by gender or 
immigrant status were noted. The results were weighted 
back to the total population to compensate for clustering 
effects and non-response.

Informed consent: Parents provided written informed 
consent for their own and their child’s participation in 

the study, as approved by the Helsinki Ethics Committee 
of the Schneider Children’s Medical Center. 

ASSeSSMenT of SeRvICeS uTIlIzATIon
Visits to the PCP were reported by mothers. The con-
cept of PCPs includes, in Israel, general practitioners, 
pediatricians and internists (16). Service use for emo-
tional and behavioral problems of adolescents during 
this same period was also reported by mothers, as 
mental health care is mainly dependent on parents to 
access the system, make appointments, transport their 
children and pay for services (17). 

dIAgnoSTIC ASSeSSMenT
Adolescents and their mothers completed the DAWBA 
(18) inventory, which assessed 12-month and point 
prevalence rates of psychiatric disorders according to 
DSM-IV (19). DAWBA is a multi-informant instru-
ment which produces a preliminary computerized 
diagnosis, according to an algorithm that weighs the 
responses of all the informants. Each computerized 
diagnosis was verified by two child and adolescent psy-
chiatrists who reached a consensual decision regarding 
the final diagnosis based on the comments recorded 
verbatim by the interviewers. The specific disorders 
were categorized as internalizing (separation anxiety, 
specific phobia, social phobia, panic disorder, post-
traumatic stress disorder, obsessive-compulsive dis-
order, generalized anxiety disorder, major depressive 
disorder and dysthymia) or externalizing disorders 
(attention deficit hyperactivity disorder, oppositional 
defiant disorder and conduct disorder). In addition 
to symptoms, the impact of these disorders on the 
respondent’s daily life and family was a critical com-
ponent in determining the final diagnosis. 

Socio-demographic information included age, gen-
der, population group (Israel-born Jews and Jewish 
immigrants; vs. Muslims, Christian Arabs and Druze), 
locality of residence (Jewish or mixed locality; vs. 
mainly Arab/Druze locality), country of origin (Israel; 
abroad), marital status of parents, number of children 
in the family, maternal education (below 12 years of 
schooling; 12 years of schooling with matriculation; 
13+ years [i.e.= some post-high school education]), 
paternal employment status, and whether the fam-
ily has additional medical insurance. The four major 
HMOs offer additional services and medication, not 
included in the basic National Health Insurance bas-
ket, for a fee. 
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dATA AnAlySIS 
Cross-tabulations were used to calculate prevalence of 
visits to PCP by socio-demographic and mental health 
traits. Raw numbers and weighted percentages are pre-
sented, as well as standard errors. Statistical significance 
was based on the adjusted F, a variant of the second-order 
Rao-Scott adjusted chi-square statistics, and its degree of 
freedom. Logistic regressions were used for the multivar-
iate analysis of the associations between visits to a PCP, 
clinical-diagnostic characteristics and socio-demographic 
data; odds ratios (OR) and 95% confidence intervals (CI) 
are presented.

All analyses were performed using the SPSS-14 
software package (SPSS, Inc. Chicago, IL) for complex 
sample designs. 

ReSulTS
Study population: Table 1 shows that 77% of the subjects 
were Jewish and 23% Arab or Druze, 82% were born in 
Israel, 14% lived with a divorced or single parent, more 
than half had three or more siblings, 23% had a father 
not in the work force and 76% of adolescents had addi-
tional health insurance to obtain services not included in 
the NHI basket. Data regarding age, gender, population 
group, type of locality of residence and country of ori-
gin were NPR-based, while the remaining socio-demo-
graphic information was respondent-based. This explains 
the different denominators for the various variables. 

vISITS To pCp
Table 2 presents the percentage of PCP visits by ado-
lescents in the preceding 12 months, by selected socio-
demographic characteristics and mental health status. 
Significant differences were found by population group, 
type of locality, country of origin, number of children in 
the family, maternal years of schooling, paternal employ-
ment and additional health insurance. Higher PCP-visit 
rates were found among Jewish adolescents, among 
immigrants, among those who had one or no siblings, 
among adolescents whose mothers had a post high school 
education, whose fathers were employed, and who had 
additional health insurance. In addition, we found that 
81.2% of adolescents with any mental disorder visited the 
PCP and among those with externalizing disorders the 
percentage who visited was even higher: 83.8%. 

The socio-demographic variables significantly associated 
with PCP visits are strongly interrelated among themselves: 
population group is strongly associated with type of locality 

(100% of Jews live in Jewish/mixed localities and 86.7% of 
Arabs/Druze live in mainly Arab localities); with number 
of children in the family (71.5% of Jews have three or more 
children compared to 96.6% among Arabs/Druze); with 
maternal years of schooling (48.8% of Jewish mothers have 
a post high school education compared to 9.5% among 
Arab/Druze mothers); with employment status (16.9% of 
Jewish fathers were unemployed compared to 43% among 
Arab/Druze fathers); and with additional health insurance 
(85.8% of Jews have additional health insurance compared 
to 46.1% among Arabs/Druze). We therefore included in 
the logistic regression analysis only population group, pres-
ence of any mental disorder and paternal employment, as 
an additional measure of socio-economic status. 

The multivariate analysis presented in Table 3 shows 
that population group and presence of any mental 

Table 1.  Selected socio-demographic characteristics of study 
population (raw numbers and weighted percentages)

Characteristic N %

Age*
14-15
16 
17

285
447
225

33.5
33.3
33.2

Gender*
Boys
Girls

497
460

51.2
48.8

Population group*
Jewish
Muslim and Christian Arab, Druze

657
300

77.0
23.0

Type of locality*
Jewish or mixed city
Arab city

689
268

80.1
19.9

Country of origin* 
Israel
Abroad

826
131

81.5
18.5

Marital status of parents**
Married
Single/divorced/widowed

813
122

85.6
14.4

Number of children in family**
1-2
3
4 or more

174
230
533

22.6
25.9
51.4

Maternal years of schooling**
0-11
12
13 and over

299
277
325

27.3
32.8
39.9

Employment status of father**
employed
Unemployed

661
214

77.0
23.0

HMO Additional Health Insurance** 
Insured 
Not insured

681
240

76.5
23.5

* National Population Register-based data
** Respondent-based data
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disorder remained significantly associated with PCP 
visits, over and above the effect of the socio-economic 
variables: Jewish adolescents were 3.4 times more likely 
than Arab/Druze to visit a PCP (95% CI 2.27-5.04), and 

adolescents with any mental disorder were 2.3 times 
more likely than those without a mental disorder to visit 
a PCP (95% CI 1.32-3.90). 

pCpS oppoRTunITIeS To IdenTIfy  
AdoleSCenTS wITh MenTAl dISoRdeRS 
Figure 1 shows that 11.8% (115) of the adolescents in 
the study population had a diagnosed mental disorder. 
Of these, 60% (69) had not consulted a mental health 
professional or an informal care provider. However, 
76.5% of the latter had visited a PCP. Among Jewish 
adolescents this rate was 82.2% while among Arabs/
Druze adolescents it was 60.1%. 

dISCuSSIon 
The major finding of the study is that 69% of adolescents 
in Israel visited their PCP during the 12 months preced-

* National Population Register-based data
** Respondent-based data
***Respondent-based data according to computerized diagnosis + psychiatrist's corroboration

Table 2.  Percentage of adolescents who visited a PCP in the preceding 12 months, by selected demographic characteristics and 
mental health status (raw numbers and weighted percentages) 

F=7.7;df=2;p=.001

4.7
3.2
2.8

56.1
71.1
76.0

152
183
242

Maternal years of 
schooling**
0 – 11 (282)
12 (267)
13 and over (322)

F=7.6;df=1;p=.006
2.0
4.5

72.0
59.8

443
118

Employment status of 
father**
employed (644)
Unemployed (202)

F=14.1;df=1;p=.001
2.0
4.2

72.0
55.5

470
117

Additional health 
insurance through 
HMO**
yes (666)
No (225)

F=7.7;df=1;p=.006
3.6
2.3

81.2
67.2

90
508

Any mental disorder***
yes (111)
No (794)

F=1.67;df=1;p=.197
4.8
2.1

75.9
68.3

64
534

Internalizing disorder***
yes (81)
No (824)

F=4.79;df=1;p=.03
5.4
2.1

83.8
68.1

33
565

Externalizing 
disorder***
yes (41)
No (864)

2.0
2.0

69.0
31.0

600
307

Total
Visited
Did not visit

p(s.e.)%

Visited 
PCP
N

Socio-demographic 
characteristics and 
mental disorders  
(Total sample)

F=1.1;df=2;p=.318

3.9
2.4
3.2

66.0
68.4
72.7

187
269
144

Age* 
14-15 (279)
16 (421)
17 (207)

F=0.9; df=1;p=.357
2.8
2.2

67.6
70.4

306
294

Gender*
Boys (473)
Girls (434) 

F=48.9;df=1;p=.001
1.9
4.3

75.8
44.7

478
122

Population group*
Jewish (634)
Muslim and Christian 
Arab, Druze (273)

F=52.4;df=1;p.001
1.9
4.5

75.4
41.7

494
106

Type of locality*
Jewish or mixed city (665)
Arab city (242)

F=5.6;df=1;p.019
2.1
3.8

66.9
77.7

501
99

Country of origin*
Israel (779)
Abroad (128)

F=3.2;df=1;p=.076
2.2
3.9

67.9
76.6

511
89

Marital status of 
parents**
Married (786)
Single/divorced/
widowed (118) 

F=5.87;df=1;p.016
3.0
2.3

76.4
66.8

128
472

Number of children in 
family**
1 – 2 (172)
3 or more (734)

p(s.e.)%

Visited 
PCP
N

Socio-demographic 
characteristics and 
mental disorders  
(Total sample)

Table 3.  Multivariate analysis (logistic regression) 
of adolescents' likelihood to visit a PCP, by selected 
demographic variables and mental disorder

Variable

Adolescents' visits to PCP

OR 95% CI P

Population group
Jewish
Arab/Druze

3.4
1.0 [reference]

2.27 - 5.04
- <.001

Mental disorder
Present
Absent

2.4
1.0 [reference]

1.32 – 3.98
- <.01

Paternal employment status
employed
Unemployed

1.3
1.0 [reference]

.86 - 2.00
- .209
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ing the interview and that among those who met criteria 
for a psychiatric disorder the proportion was even higher. 
Moreover, more than 75% of adolescents with a mental 
disorder, whose mothers had not asked for advice con-
cerning their mental health concerns from any other 
service provider, did visit the PCP in that period. These 
are the adolescents who could be potentially identified 
and helped by the PCPs. Among Jewish adolescents this 
proportion was 82.2%, while among Arab/Druze adoles-
cents the proportion was 60%.

The universal NHI law enacted in Israel, which func-
tions in the primary health care system (11), should 
have facilitated service utilization, but despite universal 
access to health care, we found significantly fewer PCP 
visits among minority than among mainstream ado-
lescents. Underutilization of health services in general, 
and mental health services in particular, by minority 
populations and among parents who live in poverty and 
have a low education, is well documented (2, 20, 21). In 
Israel, service underutilization among ethnic minorities 
has been explained by referral bias, or lack of access to 
or availability of Arabic-speaking mental health special-
ists/counselors in the Arab localities (2). Parents from 
minority groups are especially at risk of underutiliza-
tion of services as there is a strong association between 
minority status, poverty and low education of parents. 
In 2004 about 50% of Arab households were below 
the poverty line, as compared with 20% among Jewish 

households (22). Cultural elements related to stigma 
that might be attached to the adolescent and his/her 
family also may play a part (2). However, it is encour-
aging that 60% of these minority adolescents diagnosed 
with a mental disorder, who did not seek help from any 
professional mental health provider, contacted a PCP 
who then had the opportunity to assess their mental 
health needs. 

Our finding, that there was an excess of PCP visits 
among adolescents with mental disorders and that their 
visit rate was higher than 80%, corroborated others’ 
reports (9, 10). It has been theorized that the increased 
GP attendance of school children with psychiatric disor-
ders may be, in part, a result of maternal stress focused 
on the disturbed child and a decrease in confidence of 
the parent (23). In addition, it might be a result of higher 
need for primary care consultations among children with 
chronic illnesses or disabilities, which have been associ-
ated with mental disorders in other studies (24). 

Among adolescents with a mental disorder we found 
that 60% had not consulted any professional mental 
health service provider in the 12 months preceding the 
interview. Studies on help-seeking for mental health 
problems show that more parents seek help for external-
izing disorders, which cause a significant burden on fam-
ily and teachers, than for internalizing disorders, which 
may go undetected (2, 25). We found that among those 
underserved adolescents more than 3/4 visited the PCP. 

Figure 1.  Adolescents by mental health status, by consultation for mental health concerns and by visits to PCP (raw numbers and 
weighted percentages)

Number of adolescents in study 
(N=954)

Visited 
PCP 

88.2% 
(N=42)

Didn't 
Visit PCP 

11.8% 
(N=5)

Visited 
PCP 

76.5% 
(N=53)

Didn't 
Visit PCP 

23.5% 
(N=16)

Visited 
PCP 

86.4% 
(N=47)

Didn't 
Visit PCP 

13.6% 
(N=8)

Visited 
PCP 

69.5% 
(N=460)

Didn't 
Visit PCP 

34.1% 
(N=276)

Consulted professional 
caregiver in past 12  

months 40% 
(N=42)

Didn't consult professional 
caregiver in past 12  

months 40% 
(N=69)

Consulted professional 
caregiver in past 12  

months 7.2% 
(N=55)

Didn't consult professional 
caregiver in past 12  

months 92.7% 
(N=744)

Had a diagnosed mental disorder 11.8%
(N=115)

Had no diagnosed mental disorder 88.2%
(N=839)
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These visits provide the opportunity to probe for the 
more elusive internalizing disorders since, as reported by 
Kramer and Garralda (9), the majority of those attend-
ing primary care who had a psychiatric disorder, had an 
internalizing disorder. That is, although more parents 
seek help for their children’s obvious externalizing disor-
ders, it is probable that those adolescents who approach a 
PCP have a higher prevalence of undetected internalizing 
disorders. Among Arab adolescents the case for action is 
even stronger since the treatment gap, that is the percent-
age of adolescents with a mental disorder whose mothers 
did not seek or receive help from any professional mental 
health service, reached 91% (2). 

In order to take full advantage of adolescents’ visits to 
primary care, a number of conditions must be filled. One 
is that, as children and adolescents are dependent on key 
adults to perceive problems and seek help on their behalf, 
efforts should be aimed at improving parents’ and PCPs’ 
awareness of adolescents’ problems (26). Another is that 
medical undergraduate teaching and postgraduate train-
ing in teenage health should be improved (27). An Israeli 
study (16) reported that “health care policy makers have 
an ambivalent attitude to strengthening the role of pri-
mary care” (p. 73) due to lack of faith in PCPs’ capacities, 
training and availability. Another Israeli study confirmed 
that some of the barriers to PCPs’ identification and 
treatment of mental disorders were lack of knowledge 
regarding diagnosis and treatment, lack of specialists’ 
support, lack of interest and personal difficulty in relat-
ing to mental health problems (28). 

The treatment of youth depression in primary care 
settings is undergoing thorough examination and 
results are encouraging (29). However, the question of 
motivation for treatment, which has been found to be 
lower for youth identified through primary care than 
for those seen in specialty care, particularly when they 
have not perceived themselves as requiring treatment, 
must be considered (5). In addition, the expectations 
of older children and adolescents differ from those of 
parents and healthcare providers and their demands, 
particularly as related to their involvement in decisions 
made about them and for services staffed by those they 
are able to trust, should be heard (30). 

lIMITATIonS of The STudy
One of the limitations of this study is that mothers were 
not specifically asked what the reasons for the visit were 
and therefore we do not know how many presented to 
the PCP with a mental health concern.

Another potential limitation is the possibility of 
selection bias. If mothers who suspected that their ado-
lescent child had a mental health problem or who were 
consulting someone for their own or their child’s mental 
problems were less likely than others to agree to par-
ticipate in the survey, the level of service use for mental 
health problems would be underestimated.

Another potential limitation is that changes in PCP 
visiting patterns might have occurred since the data 
were collected some six or seven years ago. However, 
although this possibility needs to be considered, we 
have no reason to assume this is so.

ConCluSIonS
This epidemiological study is the first of its kind to assess 
Israeli adolescents’ PCP visits in relation to mental health 
care needs. It provides strong evidence that the majority 
of Israeli adolescents with a mental disorder, who have 
not consulted any mental health care provider, have con-
tacted the PCP during that period. This visit provides 
the PCP with the opportunity to identify adolescents at 
risk, to carry out preventive measures or refer them to 
specialist care. 

The primary care setting, together with the specialty 
mental health services and health policy makers, should 
make it a priority to examine the viability of adopting a 
model of integrated care (31) for detection, during the 
course of routine clinical work, of children and ado-
lescents with mental problems and of referral of those 
most likely to be disturbed. 

The school setting has an important role, as it is 
widely agreed that mental health intervention with 
children and adolescents is best targeted at the child's 
environment. A comprehensive approach needs to be 
adopted, which includes mental health professionals, 
parents, teachers, PCP and, primarily, the adolescent 
him/herself. These goals should become a major focus 
for public health research.
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