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tization. The relevance of attitudes is further supported 
by the study by Ferrin et al. (2) showing that consulta-
tions of girls with depressive symptoms are influenced 
by whether they regard doctors as only interested in 
physical symptoms or not. Thirdly, Jacobson (14) dem-
onstrated that adolescents receive shorter consultations 
than adults which reduces the chances of raising psy-
chological issues though this study was carried out some 
years ago and now requires replicating to see whether 
this persists. Lastly many adolescents may require their 
parents to raise concern on their behalf although par-
ticularly with regard to internalizing disorders parents 
may not always be fully aware of their need. 

In order to better understand the role of the PCP in 
the failure of detection, we explored the perceptions of 
family physicians (GPs) in the U.K. regarding adoles-
cents, and particularly in relation to recognizing and 
responding to depression. Adolescents were perceived 
by them as qualitatively different in the way they con-
sulted. GPs viewed adolescents as more complex and 
difficult, intermittently and impulsively using services. 
GPs also expressed difficulty in differentiating between 
disorder and “normal” developmental changes: they fear 
stigmatizing adolescents with diagnostic labels and the 
burden of time constraints for this work (1). 

Many PCPs remain skeptical about the diagnostic 
validity of psychiatric disorders and believe that other 
psychiatric conditions such as hyperkinetic disorder are 
over-diagnosed (15). Many report lack of confidence 
in diagnosis and management (16), worry about over-
medicalizing adolescents’ lives (17, 18) and some advo-
cate that responsibility lies with other agencies such as 
schools, community organizations and specialist services. 
However, it is important to note that even within devel-
oped countries specialist mental health services remain a 
scarce resource and in practice this translates into PCPs 
wishing to make referrals to specialist services expressing 
concern about the delays in getting help (19). It seems 
highly unlikely that specialist services will be in a posi-
tion to attend to the range of adolescent depressive dis-

The study by Mansbach-Kleinfeld et al. (2011) in Israel 
delivers a number of clear messages which mirror find-
ings in other countries. Most adolescents attend primary 
care within the course of a year. This is contrary to the 
perception by many primary care practitioners (PCP) 
that they do not (1). The presence of a mental disorder 
increases the likelihood that they will attend and rates 
of depressive symptoms in attenders are increased when 
compared with non-attenders (2). Few of these are 
detected and only a minority receive any mental health 
intervention. The majority of mental health problems 
among attenders are internalizing disorders which are 
essentially treatable (3, 4), hence the chance is missed.

What are the implications of the missed opportunity? 
The undetected disorders are by definition associated 
with suffering and impairment. Anxiety and depressive 
disorders display persistence, recurrence and strong con-
tinuity with adult disorder, suggesting an opportunity for 
secondary prevention. Half of the adolescents attending 
their PCP in the UK with (mainly undetected) depres-
sion have been shown to remain depressed at 6-month 
follow-up (5). Adolescent depression has been associated 
with functional impairment (6, 7), health risk behaviors 
(8) and increased health service use (9, 10). 

Why then are the chances missed? Repeatedly, health 
policy globally has highlighted and emphasized the 
crucial role of primary care in addressing unmet health 
need (11). This stated policy commitment has failed to 
translate into altered practice in the consulting room 
and the reasons are complex. Firstly, parents and ado-
lescents rarely present with emotional and behavioral 
concerns to the PCP and both PCPs and adolescents 
fail to raise psychological concerns even when they are 
aware they are present (12). Secondly, earlier research 
suggested that adolescents viewed their PCPs as unsym-
pathetic; subsequent research has indicated that many 
feel satisfied with the care they receive although they 
have concerns about confidentiality. Others do not 
believe that PCPs are adequately trained to deal with 
such problems (13) and they may have fears of stigma-
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orders and for many of those a primary care intervention 
might the most appropriate option. 

Seizing the chance! We welcome the call from 
Mansbach-Kleinfeld et al. (20) to Israel’s policy makers, 
primary and secondary services for an integrated model 
of care which should follow improved identification 
within primary care. It is a message to be echoed across 
countries. Nevertheless, as outlined above, real change 
within the primary care setting will require attention to 
a range of areas. Not least parents and adolescents need 
information about the evidence for intervention for men-
tal disorders and the role of the PCP so that they start to 
request help more actively and consistently (21). 

PCPs require education and training which addresses 
attitudes, knowledge and skills. Although PCPs are able 
to detect the more severe disorders (19) detection of 
the less severely impaired needs improvement and may 
require an approach which employs systematic screen-
ing and clinical enquiry. Brief interventions which can 
be delivered within primary care need further devel-
opment. An intervention of this nature for depression, 
the TIDY program, has been developed by our group 
and piloted and field tested in a number of practices 
in London. TIDY trained GPs to systematically screen 
and identify depressive disorder, and provided ini-
tial management within a ten-minute appointment. 
Management of mild to moderate depressive disorder 
included psycho-education, promotion of self-help, and 
advice about coping strategies; information was given 
both verbally and in leaflets. It was shown to be feasible, 
acceptable to adolescents and it increased detection of 
depression among attenders (22, 23). 

A comprehensive approach across the spectrum of 
disorders will require multifaceted programs that inte-
grate improvements in detection, treatment and follow 
up, and include combinations of clinician and patient 
education, nurse case management, enhanced sup-
port from specialist services and monitoring of medi-
cation. Asarnow et al.’s randomized trial of a quality 
improvement program, along these lines, demonstrated 
improved quality of care, increased access to evidence 
based treatments and favorable outcomes for depressive 
disorder (24). For the most severely affected, in addition 
to this, new models of collaboration between primary 
care and specialist care are required in order to facili-
tate and improve access to specialist services. Innovative 
models that have been described share a number of fea-
tures: rapid access by primary care workers to mental 
health specialist for discussion of cases, access to con-

sultation where appropriate, short delay to specialist 
assessment, good communication of treatment needs, 
collaboration in delivery of intervention and treatment 
monitoring. These models serve to decrease the barri-
ers often encountered between primary and secondary 
services and facilitate improved contact between profes-
sionals allowing for continuing education of PCPs in 
recognition and management of psychological problems 
and disorders (19, 25, 26).

Finally, the evidence base for interventions address-
ing adolescent mental health in primary care remains 
limited (27, 28). Further research is needed and this 
should address educational interventions for PCPs, the 
detection and management of disorders by the primary 
care team, and health service programs which improve 
collaboration with specialist services and other sectors. 
This will ensure we are able to effectively stop missing 
so many chances.

  t.kramer@imperial.ac.uk, e.garralda@imperial.ac.uk
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Commentary 
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This is a very important article. It provides us with data 
about adolescents’ use of PCP services and indicates that 

this group can be seen as high utilizers of primary care 
services. This is in keeping with our knowledge that people 
in distress tend to seek help from primary care physicians. 
This is in contrast to the use of PCP services by adults 
suffering from depression and/or anxiety (1, 2). This issue 
has been dealt with less in adolescents worldwide and in 
Israel particularly. As a high proportion of psychopathol-
ogy begins in adolescence it is of paramount importance 
that we are able to plan the optimal approach to detection 
and treatment in this group. The information in this work 
could certainly be used to develop such a plan. 

However, there are some limitations to this article. 
It is not clear who is included in the term PCP. Does it 
include the pediatrician or only the family physician? It 
is possible that the choice of the medical caregiver could 
affect the help seeking behavior. The authors use the 
diagnostic terms used for minors. It is not clear if this 
is the best approach. For instance, concepts like sepa-
ration anxiety or oppositional disorder are included. 
But, major issues in adolescence like eating disorders, 
schizophrenia, bipolar disorders and somatoform dis-
orders are omitted.

We are aware of the burden of these disorders on men-
tal health care and the fact that they tend to appear in early 
adolescence and the importance of early intervention. 
These omissions could affect any public health plan. 

Though this article does not state so overtly, it implies 
that diagnosed patients should be looked after by mental 
health professionals. But due to shortage of manpower 
this is practically impossible and it is even questionable 
if it is desirable. Moreover, it is not clear if the reason of a 
visit to the PCP by a patient with a mental health problem 
is psychiatric or due to a concomitant physical complaint 
(3). The increase in the rate of visits might be due to the 
tendency to seek help in other stressful situations other 
than the overt symptoms of their mental health program. 
Therefore it would be helpful in planning to have infor-
mation about the reasons leading to the consultation.

This is the first study of PCP service utilization in 
Israel by adolescents with mental health problems. It 
teaches us of the high utilization rate by this group and 
points out that like in the adult population the PCP 
plays a major role in the help seeking behavior of ado-
lescents. In spite of its limitation this study can serve 
us in the future planning of the management of mental 
health problems in this age group.

The role of the PCP is complex and can be divided 
into the following stages:
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Recognition of a mental health problem1. 
Diagnosis 2. 
Treatment3. 
Referral to secondary mental health services 4. 
Future planning should refer to each stage.
The way to use the fact that adolescents in distress 

tend to turn to the PCP in their help seeking would be 
influenced by future research based on the methodol-
ogy of this work.

In spite of its limitations this work should serve as 
the basis of any such work.

  ilanits@clalit.org.il
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Authors’ response
i. Mansbach-Kleinfeld, H. Palti, a. ifrah, D. levinson  
and i. Farbstein

We are grateful to Prof. Kramer and Prof. Garralda 
for their most enlightening commentary, which adds 
further depth and dimensions to the issues raised in our 
article. We also thank Prof. Munitz for his comments 
and the questions he raises, and we would like to clarify 
some of the issues brought up by him.

In the Methods section of our article (paragraph 5, 1. 
“Assessment of Services Utilization”), the term “pri-
mary care practitioner” is clearly defined as including 
general practitioner, pediatrician and internist. This 
definition is one utilized in previous Israeli studies 
(1) and by the Israel Central Bureau of Statistics (2). 
With reference to the diagnostic categories, we used the 2. 
Development and Well-being Assessment inventory 
(DAWBA) (3), a well known instrument to detect men-
tal disorders among adolescents and one widely used in 
epidemiological studies. We used the version created in 
2000, which did not include eating disorders, Tourette’s 
syndrome and other mental disorders. Versions of the 

DAWBA created subsequently, which are currently 
being translated into Hebrew, do include these disor-
ders, and can certainly be used in future studies.
We do not claim, even implicitly, that all diagnosed 3. 
adolescents should be cared for by mental health pro-
fessionals. On the contrary, in the Introduction section 
of the article, our stated aim includes a discussion of 
“…issues related to the involvement of PCPs in the 
identification and care for adolescents with mental 
disorders and concerns”; and in the “Conclusions” we 
clearly state that “…The school setting has an impor-
tant 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. …”
With regard to the fact that information about the spe-4. 
cific reason for the PCP visit is lacking, we certainly 
agree that this is a limitation, and one that we clearly list 
as such in our article. However, we do wish to point out 
that data is presented from other studies indicating that 
although a very small percentage of adolescents present 
with psychiatric complaints when attending primary 
care, more than one third of them were found to have a 
psychiatric disorder in the previous year (4). Therefore, 
whether or not the reason for the visit is overtly pre-
sented as an emotional or behavioral concern does 
not affect our claim that the PCP has an opportunity 
to detect, during the course of routine clinical work, 
adolescents with mental problems who are not being 
cared for by any professional source of care.
 
Again, we thank our commentators for their thought-

provoking insights and their encouraging remarks, 
which provide welcome support and recognition of the 
vital importance of addressing the mental health needs 
of adolescents in Israel in the framework of a compre-
hensive model.
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