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ABSTRACT
Objectives: This is a pilot study with the objective of
investigating general practitioner (GP) perceptions and
experiences in the referral of mentally ill and
behaviourally disturbed children and adolescents.
Design: Quantitative analyses on patient databases were
used to ascertain the source of referrals into Child and
Adolescent Mental Health Services (CAMHS) and identify
the relative contribution from GP practices. Qualitative
semistructured interviews were then used to explore
challenges faced by GPs in referring to CAMHS.
Setting: GPs were chosen from the five localities that
deliver CAMHS within the local Trust (Peterborough City,
Fenland, Huntingdon, Cambridge City and South
Cambridgeshire).
Participants: For the quantitative portion, data involving
19 466 separate referrals were used. Seven GPs took part
in the qualitative interviews.
Results: The likelihood of a referral from GPs being
rejected by CAMHS was over three times higher
compared to all other referral sources combined within
the Cambridge and Peterborough NHS Foundation Trust.
Interviews showed that detecting the signs and
symptoms of mental illness in young people is a
challenge for GPs. Communication with referral agencies
varies and depends on individual relationships. GPs
determine whether to refer on a mixture of the presenting
conditions and their perceived likelihood of acceptance
by CAMHS; the criteria for the latter were poorly
understood by the interviewed GPs.
Conclusions: There are longstanding structural
weaknesses in the services for children and young people in
general, reflected in poor multiagency cooperation at the
primary care level. GP-friendly guidelines and standards are
required that will aid in decision-making and help with
understanding the referrals process. We look to managers
of both commissioning and providing organisations, as well
as future research, to drive forward the development of
tools, protocols, and health service structures to help aid the
recognition and treatment of mental illness in young people.
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INTRODUCTION
In the UK Child Morbidity Survey, 10% of
children and young people aged 5–16 had a

ARTICLE SUMMARY
Article focus
▪ This pilot study investigated general practitioner
involvement in the referral and management of mentally ill and behaviourally disturbed young people.
▪ Quantitative and qualitative methods were used
to identify challenges faced by GPs in referring
within mental health care pathways.
▪ This study is part of a larger investigation of the
detection and management of child and adolescent
mental health within the Collaborations for
Leadership in Applied Health Research and Care for
Cambridgeshire and Peterborough (CLAHRC-CP).

Key messages
▪ The likelihood of a referral from GPs being rejected by
Child and Adolescent Mental Health Services
(CAMHS) was over 3 times higher compared to all
other referral sources combined within the Cambridge
and Peterborough NHS Foundation Trust (CPFT).
▪ Detecting the signs and symptoms of mental
illness in young people is a challenge for GPs;
there is no standardised specialised-knowledge
base nor protocol-driven decision-making tool
from which GPs can develop their clinical
decision-making skills in this area.
▪ GPs determine whether to refer on a mixture of the
presenting conditions and their perceived likelihood
of acceptance by CAMHS; the criteria for which
appear poorly understood by the interviewed GPs.

diagnosed mental health disorder, involving
a level of distress or social impairment likely
to warrant treatment.1 2 These conditions
result in substantial long-term burden to
parents,3 and many result in considerable,
long-term costs to society if conditions persist
into adulthood.4 5 The detection of mental
disorders in the young can and should start
at community and primary care levels, but
national and local priorities, together with
ﬁnite resources and psychological barriers to
accessing services, often result in limiting the
opportunities for early detection in schools
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ARTICLE SUMMARY
Strengths and limitations of this study
▪ The design of this study was supported by the mix of available
scientific and clinical expertise and driven by contextual knowledge of the current needs and challenges of child and adolescent
mental health within this geographical region.
▪ The questions posed to GPs were open-ended to allow themes to
emerge during interviews. The findings provide valuable insights
into the challenges of referring into CAMHS in this region as the
GPs were exclusively chosen from the five localities therein.
▪ Because of limitations of sample size, organisational and geographical distributions, this study is hypothesis generating and
results may not be generalisable to the GP practises in the rest of
England or primary care services elsewhere. However, the conclusions confirm similar findings published in other UK and international studies.

and families. The World Health Organisation has noted
that barriers to care for child and adolescent mental
health in developed countries include stigma for both
patients and their caregivers, priority given to illnesses
labelled ‘physical’ without the recognition of the association with mental disorders, and the reduction of workforce in community settings.6
Care pathways are management tools for tracking the
route of a well-deﬁned (eg, diagnostic or needs-based)
group of patients over a speciﬁed period of time.7 They
can serve as useful frameworks for supporting care providers with evidence-based guidelines across community,
primary and secondary care settings, provided they are
implemented with sign-up from all professional groups.
In Child and Adolescent Mental Health Services
(CAMH), these pathways often involve service providers
that range across clinical, social educational and third
care sectors. Although international6 8 9 and UK
national10 11 publications exist for guiding the design of
these pathways, they are also produced at the local
level.12 Previous work on CAMHS, however, suggests that
there are challenges both in implementing evidencebased guidelines13 and in designing and delivering care
pathways,14 15 as well as challenges in their effective
implementation.16 17
The National Health Service (NHS) is the publicly
funded healthcare system in the UK and is free at the
point of use for anyone who is resident in the UK.
Operating within primary care within the NHS, the
general practitioner (GP) acts as a gatekeeper for many
services in secondary care (acute and specialised health
care). Care pathways in mental health services in the UK
span across primary and secondary care. Therefore, the
GP may be a part of the pathway itself, as he/she may be
consulted after referral, and during-or-after care is delivered along the pathway. However, the factors that inﬂuence the success rates of GP referrals into CAMHS, and
the efﬁcient and effective use of a care pathway (including the role of the GP through the mental-health treatment process), remain unknown. It should be noted
2

that referral by a GP does not guarantee that the patient
will be seen by specialist services. GPs are not expected
to make a diagnosis before referring to specialists either;
referrals can even be made for diagnostic purposes
given a sufﬁcient level of dysfunction.
Care pathway studies in the UK have focused to date
on the ability of health professionals, including GPs, to
detect and recognise child mental health problems in
primary care settings. In a study in South London, 5
general practitioners assessed 186 children whose
parents also completed a standard screening questionnaire for the recognition of psychiatric disorders.18 On
examination of the child, GPs detected no more than
one in three cases who met parent-rated criteria for a
psychiatric disorder.18 The expression of parental
concern to the GP substantially increased recognition of
four of ﬁve such cases. Reviewing the pathways to care
literature, Sayal19 concluded that parental concerns were
key moderators for aiding GP recognition of mental
health problems in their children.
Identifying barriers to recognition has been relatively
successful and resulted in identifying quality standards
that could be implemented in primary care settings.20
Key factors in facilitating seeking help for troubled children are longer appointment times, trusting relationship
and continuity of care with the GP.21 The study noted
barriers for parents seeking help included embarrassment, stigma of mental health problems including diagnosis, being judged a poor parent and their child being
removed from the family should they seek help.
These important studies demonstrate characteristics
that can be managed to improve recognition of troubled
children by GPs and facilitate entry into the care
pathway system. To date, however, there has been little
investigation of GP perception and experience of referral into the child care pathway system once a mental
health or behavioural problem in a child or adolescent
has been duly recognised.
The aim of the research in this article was to investigate for the ﬁrst time whether GP experience and perception of the CAMHS care pathway inﬂuenced their
decision-making process to refer cases for further specialist assessment. The study was undertaken within the
Cambridge and Peterborough NHS Foundation Trust
(CPFT) which has a monopoly provision for
moderate-to-severely mentally ill patients under 18 for
the County of Cambridgeshire, including the
Independent Local Authority of Peterborough, covering
a total population of approximately 700 000 individuals
and around 170 000 under 19 years of age.22 GP services
refer to outpatient clinics situated in ﬁve localities across
the county (Peterborough City, Fenland, Huntingdon,
Cambridge City and South Cambridgeshire) and have
access to three inpatient units for young people (eatingdisorders specialist unit, adolescent-inpatient, and
children-inpatient mental illness units) all situated on
one site in South Cambridgeshire. The investigation
used both quantitative and qualitative methods to
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identify challenges faced by GPs in referring within
mental health care pathways.
This pilot study was carried out as a prelude to designing a larger investigation of GP involvement in the management of child and adolescent mental health within
the Collaborations for Leadership in Applied Health
Research and Care for Cambridgeshire and
Peterborough (CLAHRC-CP). CLARHC-CP is 1 of 9 programmes funded by the National Institute of Health
Research (NIHR) in 2008 to undertake high quality
applied health research focused on the needs of patients
and service users, and to support the translation of
research evidence into practice in the NHS and social
care. CLAHRC-CP focuses on people with mental illness,
intellectual (learning) disabilities, acquired brain injury,
and care for those approaching the end of life. This
project is one of many steps for consideration in a broader
transformation of CAMHS. Working within the CLAHRC
alongside providers from the local mental health hospital
was useful for providing contextual knowledge of the
general challenges of addressing mental health issues for
young people within the area. Furthermore, the
CLAHRC-CP project provided the opportunity to bring
together researchers from different disciplines, including
psychiatry, clinical psychology, health services research and
process engineering design. The design of this study was
therefore supported by this mix of available expertise, and
driven by contextual knowledge of the current needs and
challenges of child and adolescent mental health within
this geographical region.

METHODS
We initially adopted a quantitative approach to analyse
the CPFT patient database to ascertain the source of
referrals into CAMHS with a particular focus on the relative contribution from GP practices. Data were available
from the period including April 2006 to March 2011
involving 19 466 separate referrals, and we calculated
the percentage of referrals by source. Logistic regression
models were then speciﬁed to estimate the likelihood of
a GP referral being rejected by CAMHS relative to all
other sources combined (see table 1). Referral source
categories were collapsed so that 95% of referrals were
given speciﬁc categories, with the remainder classiﬁed as
‘Other Source of Referral’. ORs are reported, along with
associated p values and 95% CIs.
Subsequently, qualitative methods based on face-to-face
interviews with selected GPs were then used to obtain
deeper insight into the perceptions and experiences in
the decision-making processes when referring to
CAMHS. These ﬁndings provide an analysis of the
reasons for GPs’ behaviour in relation to external drivers
and regulations, as well as their views on the present conditions in the service. The ﬁrst part of the interviews were
semi-structured, to allow for free discussion around the
concepts provided by the interviewer,23 and hence
explore the experiences of GPs in relation to CAMHS

and their understanding and experience of the services
available to them. In the second half of the interview, the
interviewer used diagrams as part of the procedure to
stimulate further discussions and to prompt further elaboration on their understanding of the referral process.
The diagrams served as elicitation tools24 during the
interview process and were therefore also analysed
together with the responses from the interview questions.
These methods were based on approaches tried in previous healthcare studies that draw on engineering and
modelling methods.24 25 A copy of the format of the semistructured interview and diagrams used are included in
the Appendix. The interviews lasted between 50–60 min
and were held at the GP practice. Verbatim quotes directly from the interviewees’ responses are shown in the
boxes in the results in double quotation marks.
Interviews were recorded and transcribed, and analysed
using thematic coding which emerged primarily from the
data itself.26 The full analysis of the themes that emerged
from the study, however, was conducted in conjunction
with insights gained from key informants within the
CAMHS, as well as GP tutors who were consulted before
and after the interviews were completed.
GPs were chosen from the ﬁve localities that deliver
CAMHS within the Trust (Peterborough City, Fenland,
Huntingdon,
Cambridge
City
and
South
Cambridgeshire) and GP practices were identiﬁed
through the Postgraduate Medical Centre at the
University of Cambridge Clinical School, as well as the
Primary Care Research Network (PCRN). They were
chosen to include geographical spread (2–3 GPs per
each of the four areas), and varying social demographics
of the patient population. No other exclusion criteria
were used. A total of 19 GPs plus 2 GP practice managers were contacted by email. Including the GP practices, at least eight of the targeted GPs were from rural
areas and ten from urban areas. Ten of the directly contacted GPs were male and seven were female.
Nine GPs agreed to take part and seven were interviewed; either no responses were received from the rest
or they were unwilling to participate with no reason
given. Of those interviewed, four were from urban areas,
three from rural, three were male and four were female.
Their years of experiences working as a GP varied from 6
to 31 years. We therefore observed a balance of social
demographics and gender both in the overall targeted
GPs and those who agreed to take part. Given the low
response rate, interviews were continually analysed as
further interviewees were sought, in order to assess the
consistency and variability in the perceptions expressed
by the GPs. The themes formed and conclusions made
are therefore only those that reﬂect perceptions and
theme patterns observed across all the GPs interviewed.
Following communication with the Cambridge branch of
the NHS National Research Ethics Service, the authors
were informed that this pilot study is classed as a service
evaluation of professionals and therefore did not require
formal ethical review.
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Table 1 Sources of referral into local (CPFT) CAMHS
Source of referral

Frequency

Percentage of total

Cumulative percentage

GP referral
Other source of referral
Consultant other than A & E* (acute)
Internal
Local authority social services
Education establishment/services
Other clinical speciality (mental health)
A+E department (mental health)
Self-referral
Other—referred to consultant (acute)
Not known
Allied health professional (AHP)
Specialist nurses or AHPs
Legal courts (mental health)
Consultant referral request
A & E referral (acute)
Specialist nurse (secondary care)
Following emergency admission
Consultant for the trust
Emergency services (A+E)
Following A+E attendance (cancer)
Probation services (mental health)
Carer (mental health)
Same consultant
Police
GPs with special interest
General dental practitioner
High security (mental health)
Optometrist
Permanent transfer from mental health unit
‘Choose and book’†
Consultant referral (cancer)
Health Care Professional (HCP) A+E
Medium security (mental health)
Minor injuries units
National screening Programmes
Optometrists and orthoptists
Total

8082
2625
1777
1434
1412
1295
1,029
478
271
185
135
109
108
96
95
87
70
60
32
26
22
7
6
5
3
2
2
2
2
2
1
1
1
1
1
1
1
19466

41.52
13.49
9.13
7.37
7.25
6.65
5.29
2.46
1.39
0.95
0.69
0.56
0.55
0.49
0.49
0.45
0.36
0.31
0.16
0.13
0.11
0.04
0.03
0.03
0.02
0.01
0.01
0.01
0.01
0.01
0.01
0.01
0.01
0.01
0.01
0.01
0.01
100.00

41.52
55.00
64.13
71.50
78.75
85.41
90.69
93.15
94.54
95.49
96.18
96.74
97.30
97.79
98.28
98.73
99.09
99.39
99.56
99.69
99.80
99.84
99.87
99.90
99.91
99.92
99.93
99.94
99.95
99.96
99.97
99.97
99.98
99.98
99.99
99.99

The categories of referral were collapsed retaining those for the first 95% (bold) and collapsing the remainder (grey) into a single ‘other’
category for figure 1.
*Accident and emergency hospital.
†NHS electronic patient self-booking system.
CPFT, Cambridge and Peterborough NHS Foundation Trust; CAMHS, Child and Adolescent Mental Health Service.

RESULTS
Referral patterns for the region
Over the 5 year research period there were 19, 466 referrals in total (males=10 769, 55%; females=8697, 45%).
Of these, 5865 (30%) were classed as multiple cases as
they had been referred on two or more occasions. The
distribution of all referrals by referring agency is given
in table 1 and was subsequently summarised for inferential analyses. CPFT data showed that referrals came from
a wide range of sources including professionals working
in the NHS as well as Education, Social Services and the
Probation Service (see table 1). The vast majority of
referrals (95%) were attributed by the Trust as coming
from: GPs, other sources, consultants, internal sources,
4

the Local Authority, education, mental health specialists,
accident and emergency hospitals, and self-referrals. GP
referrals accounted for 8082 (41.5%) of the referrals
making them by far the largest single referral source.
The likelihood of a GP referral being rejected by
CAMHS was over three times higher than all other
sources combined (see ﬁgure 1; OR=3.27, p<0.001, 95%
CI 2.95 to 3.63). This rejection incidence showed a signiﬁcant sex by referral source interaction (OR=.80, p
<0 .05, 95% CI .64 to .99) being slightly higher for boys
(OR=3.67, p<0.001, 95% CI 3.21 to 4.19) than girls
(OR=2.92, p<0.001, 95% CI 2.47 to 3.45). The CPFT
data also showed that almost 6000 of these were multiple
referrals, which may suggest particular challenges in
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Figure 1 Examples of general referral routes available, as drawn by the general practitioners interviewed.

accessibility and/or diagnosis. We therefore further
checked whether the higher incidence of rejection was
not a product of this process by further analysing the
data using those referred once only (n=13 601). This
analysis still revealed a similar association between GP
referral source and rejection status (OR=3.23, p<0.001,
95% CI 2.84 to 3.67). Within the observation period of
the study there was no GP referral source x single referral interaction (OR=0.90, p=.333, 95% CI 0.72 to 1.12).
The odds risk ratio for likelihood of rejection for single
referrals was therefore no different when compared to
multiple referral cases (OR=3.60, p<0.001, 95% CI 3.01
to 4.32), within the observation period.
The precise reasons for this threefold increase in
rejection of GP ﬁrst time referrals, compared to all
other sources of referral, cannot be determined from
this quantitative analysis. GPs may provide insufﬁcient
information in their referral letter, make referrals that
are outside the current acceptance criteria of
moderate-to-severe mental illness or behavioural disturbance up to and including 17 years of age, or be unaware
of alternative or better resources for the patient’s particular problems. The challenge of this decision-making
process in making a referral is therefore the key element
investigated in the qualitative study.
Challenges in the referral process
The second phase of this study was to utilise qualitative
methods to investigate the challenges that may contribute

to high rejection rates of referrals from GPs to CAMHS,
by capturing the perceptions and experiences of GPs in
the referral decision-making process. The themes from
interviews were grouped into 3 sections: (1) identifying
mental health symptoms, (2) choosing whether to refer
and (3) communicating with referral agencies.
Identifying mental health symptoms
The qualitative ﬁndings show that, among the GPs,
there are heterogeneous concepts and precepts regarding the nature of mental illness. In the International
Classiﬁcation of Diseases (ICD 10), a mental health diagnosis is achieved by assessing a clinically recognisable set
of signs and symptoms associated with personal functional impairment.27 The GPs interviewed reported difﬁculties in the recognition and detection of mental
health signs and symptoms in young people. From a
GP’s perspective, a child or adolescent mental illness
could be seen as clinically, or socially, deﬁned. Such perspectives were clear from the comments made to the
researcher (box 1). Whereas in the case of adult mental
health, GPs have at their disposal a checklist that helps
decide on the need for a referral, no such mental
health tool was known to exist for UK GPs to use with
children and adolescents.
Interestingly, all seven GPs interviewed reported that
they seldom see emotional and behavioural problems in
the under-18-year-old population (ranging from one to
up to eight referrals a year per GP). Furthermore, when
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Box 1 Selected comments from general practitioner in
identifying mental health symptoms
“On the whole, the real mental health issue is very very low to be
honest… it’s more behavioural and more social…” (GP6)
“(I see) children who are very stressed and are having lots of
difficulties, not mental health difficulties necessarily but emotionally, which is probably more of a social work issue, but yeah, it
also gets into mental health.” (GP 3)
“Where is psychiatry stopping and where do we get into educational psychology? Where are we going into mild behavioural problems, and how much is it parents not helping?” (GP1)
“The alcohol thing is not about mental health, it’s about education!” (GP6)
“We don’t have that much full on craziness here (in this
village)…” (GP5)

asked whether they remembered a case when a family or
teenager came in for one complaint but other symptoms
were noticed that were indicative of mental health, all
admitted to never having had such a case. Yet, so-called
atypical or masked presentations are relatively common
for psychiatric disorders in adults.28 There may be a
reluctance to undertake mental health assessment if a
younger patient or their parent comes in with another
complaint (eg, a sore throat) as suggested by one GP
who considered that, in this case, asking deeper questions would be ‘inappropriate’ (GP3).
Many of the comments reﬂect a lack of consensus
between GPs in evaluating complex presentations of
mental illness. One GP commented that it was easier to
detect children as they are ‘pretty straightforward’
(GP3), since their problems are mostly behavioural problems, although another stated ‘they don’t come to light
so easily… it’s usually some kind of behavioural
problem… they don’t come and tell you’ (GP6).
Although there are standardised diagnostic criteria for
detecting clinical syndromes that involve antisocial
behaviour,27 GPs differed markedly in their understanding of these. A similar observation was noted for mental
illnesses that present with mood changes. While one GP
commented on how body language can give the signal
‘I’m miserable’ (GP4), and therefore needs some consultation to ﬁnd out the source of the issues, another
commented that they would not refer a ‘slightly gloomy
and grumpy teenager’ (GP1). In fact, irritability occurring most days, showing little diurnal variation and
lasting more than 2 weeks, and out of context and
culture for that teenager, may be a mood signal for unipolar depression.29 30 This same GP stated he would not
refer if the teenager presented ‘a little bit of cutting just
to enjoy ourselves… that could just be a way of getting
attention!’ (GP1). Recent studies have shown that nonsuicidal self-injury (NSSI) is indeed relatively common,
occurring in some 10–15% or so teenagers.31
Furthermore, NSSI is associated with a 5–10-fold
increase in suicidal thoughts and behaviours in
6

depressed teenagers.32 These recent research ﬁndings
highlight the key importance and responsibilities of
CAMHS research into practise communications to GPs
when new facts of high clinical relevance are published.
Choosing whether to refer
Even when mental health symptoms have been identiﬁed, a second group of challenges exist in deciding
when and whether to refer. All of the GPs interviewed
stated they refer when there are signiﬁcant overt mental
illness risks, such as physical signs of recurrent self-harm
and report of suicidal attempts. However, even among
this small sample of interviewed GPs, there was signiﬁcant variation in the other, subtler, types of triggers that
would warrant a referral. These themes were mainly
around more generic ‘risky’ issues, within the following
domains:
▸ Evidence of child abuse (GP1, GP3)
▸ Need for medication/therapy that I cannot prescribe
(GP1, GP2)
▸ Huge temper/anger management signs (GP 3, GP 6)
▸ Panic and anxiety symptoms (GP 2)
▸ ADHD symptoms (GP 2)
▸ If child had been in local authority care (GP 2)
▸ Behaviour problems (GP 1, GP2, GP3)
A referral was also made if the GP felt they needed to
prescribe medication, access to further therapy, and a
further diagnosis or specialists’ opinion. The selected
comments in box 2 show how the GPs interviewed all
expressed the need for specialist knowledge for detecting, treating and managing mental health disorders in
young people, and that this knowledge is not necessarily
one that they possess. Despite this overall recognition of
the importance of specialist knowledge of others in the
care pathway, each GP had a differing view on their own
capability in delivering treatment for mentally ill young
people. Of the seven interviewed GPs, only two reported
having prescribed antidepressants to young people or
children, but the other ﬁve said they would not, under
the current guidance from NICE.29 Only one of the GPs
felt comfortable to see the patient again and try
methods such as cognitive behavioural therapy (CBT)
and prescribe medication if necessary (box 2). A key
part of the lack of referral even for a full assessment was
because of the time restrictions on GP appointments in
giving justiﬁed time required for a diagnosis and formulation (box 2). In some GP practices, there are monthly
multidisciplinary meetings with specialist agencies that
are child and family focused, at which school nurses and
social services may participate, which may buffer the
non-specialist knowledge base of the medical
practitioner.
The ﬁndings suggested clearly that an overt risk factor
is never ignored as seen in the second comment in box 2.
However, it seems that the decision to refer is not always
clearcut, nor dependent solely on the GP’s judgement.
As with many other conditions, this does also depend on
what is likely to be acceptable to the parent (one GP
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Box 2 Selected comments from general practitioner
in choosing whether to refer
“I will get the child to come back and see me another 2–3 times
before I decide to refer” (GP4)
“I think the culture among GPs now is to self-manage and not
refer because even if you do refer it does take a while but if they
are harming themselves, then Yes (I would refer)” (GP6)
“I find no other area better than psychiatry where ( psychiatric)
nurses play a very big role, in the ward and in the community…
but we don’t have that for children” (GP6)
“Health visitors are usually on the ball. They are quite good at
child protection I think that is their expertise…” (GP6)
“I am not skilled to do any necessary testing or treatment”
(GP2)
“The person understands which box to put them in best, is the
person who runs the service, not the person who is referring into
the service… I wouldn’t think of myself as a specialist in the
field, I would have to refer them” (GP1)
“Specialists can do CBT, advise on managing the patient, management, prescription, counselling, CBT, family therapy… I am
looking for them to assist the patients, however it is appropriate,
and then treat them.” (GP2)
“I don’t have a proper screening tool for a child… I can’t really
offer anything… we can’t do counselling as GPs see them for a
short time… so to get any counselling needs a psychiatric referral.” (GP7)
“In 10 minutes you just physically cannot provide that service,
it’s not something you can do, and I mean we’re not the specialisation for it.” (GP3)

commented on often having ‘a lot of pressure from
parents to refer’ GP2), as well as whether the service will
accept the referral. A few GPs noted that estimating the
likely success of their referral is part of the tricky process
they need to go through. The paperwork and process can
take a while and GPs do not wish to raise the patients’ or
families’ expectations when it is likely to be an unsuccessful referral. One GP even called the CAMH referral criteria a ‘mystery’. Another GP stated that she would not
refer if ‘it’s unlikely CAMH will take them’ (GP3).
It can be concluded that the decision to refer very
much depends on the overt nature of the presenting
clinical conditions (ie, the risk of harm, signs of inability
to function normally, parents’ inﬂuence). However,
these clinical decisions appear mediated by the GPs’
judgement regarding the likelihood of acceptance from
CAMHS. The implication is that the entry criteria for
CAMHS are simply not being delivered in a clear and
concise way to GP services, and that CAMHS has to consider the value that may accrue to GP both from a specialist consultation as well as a referral for potential
treatment.
Communicating with referral agencies
Once the decision for referral has been made, the next
step for a GP is determining the most appropriate referral route. Where they are sent very much depends on
the presenting conditions. Figure 1 shows, collectively,

what the GPs either drew or stated as being their referral
routes. The ﬁgure only represents the possible routes
taken in the referral decision-making process. This
includes those agencies that refer to the GP, and those
the GP refers onwards. The information collected and
represented in ﬁgure 1 shows the agencies which the
GPs themselves have provided in the interviews about
their possible, and/or previously used, referral routes.
The GPs unanimously stated that no feedback is ever
received from voluntary or social services despite this
information being very important in future and ongoing
diagnosis and treatment (see example comments in
box 3), due mostly to their different conﬁdentiality
requirements. For many of the GPs, a good relationship
was established with their local CAMHS, especially if
they had access to a voice on the phone to help them
with a referral query. Having only one referral route for
all mental health services was also seen favourably,
although retaining the option to consult other available
expertise was also apparent from the interviews.
Alternative expertise, however, is limited, given that
liaison psychiatry nurses, commonplace for adults, do
not exist for children in the UK. Despite the overall satisfaction with CAMHS, there were comments made about
their ‘non-communicative style’ (GP2), especially in
terms of their criteria and thresholds for accepting referrals. Incidentally, the key informants at CAMHS during
this study noted a similar challenge in reaching GPs to
participate in care management and the care pathway
development process, but the reasons for these challenges have not been investigated for this region.
Finally, when presented with the latest care pathways
developed locally by the Trust, only two out of the seven
GPs recognised the document (it is unknown whether
or not they all received it previously), and one of them
called it ‘nonsense’. The care pathway measure called
the Child Global Assessment Scale, indexing the level of
overall personal impairment of the patient while unwell
and used for every CAMHS assessment, was a particular
source of difﬁculty. None of the GPs interviewed was
familiar with this scale despite its prominence in the
CAMHS document. It should be noted, however, that
this document may not have been intended for primary
care workers, although it contains information which
could be used both for education and communication
of the referral process.

DISCUSSION
The quantitative analysis of the CPFT data showed that
referrals originating from GPs were three times more
likely to end in a rejection by CAMHS. Beginning to
understand the potentially problematic referral process
in more depth was achieved by a detailed qualitative
inquiry with a sample of local GPs. Our information was
obtained under three themes: detection of mental
health symptoms, referral choices and communication
with referral agents.
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Box 3 Selected comments from GPs on communicating
with referral agencies
Relationship with other agencies
“(I have) very little contact with schools, not saying never…. I
can’t think I can recall any contact with voluntary organisations…
perhaps occasionally…” (GP1)
“I didn’t hear back from voluntary organisation. I never hear
back.” (GP7)
“We do not have a good relationship with social workers, and
our entire relationship with social work historically has been bad
because they’re all changing such that they are directors to
service rather than providers of services, the problems is there is
no service… not in this village or area”. (GP3)
Relationship with Child and Adolescent Mental Health Services
(CAMHS)
“I think if you have too many (services) then it becomes too
complicated… you need to try and minimise the number of
people involved because I think it shows a range of emotional difficulties then I think it would probably be one thing which is
mental health” (GP2)
“(I have) one CAMH referral point… but I could refer to
in-house counsellors or private counsellors…(even if range of difficulties)” (GP4)
“It’s nice to have a simple one referral route… it’s always
slightly frustrating to me to have to do child psychiatry, adult
psychiatry, old psychiatry—you could say why not just have
psychiatry and then we’ll have a look at the problem and the age
…” (GP1)
“I don’t know what their thresholds are. I mean… I think
beyond CAMH you feel a bit lost actually. If they don’t meet the
criteria they will be bounced back and say they don’t meet the criteria.” (GP2)
“CAMH—seems to have changed its criteria over time…”
(GP3)
“(Our relationship) is quite good. I mean certain under pressure… and they are doing their best and I think that certainly the
parameters over the years have changed and that is because they
have been told to change but you know, fair enough…” (GP3)
Relationship with other liaison staff
“(Liaison psychiatry nurse for adults) is like a triage person. He
takes history on the phone and then decides if this person is
more suitable for counsellor or CBT … he gives us access to all
these other services—that I find very useful for the adults. I can’t
see why they can’t do that for children!” (GP6)
“Health visitors we find very good. They have fantastic information they say I know this person that parents is always drinking,
etc. She would always have knowledge, and when we are trying
to keep an eye, she can go in and say weigh the children… She
can get a lot of information from there which would be easier
than us calling the patients to come up because the parents won’t
bring them to see us… I think a well- trained health visitor makes
a huge difference…”. (GP6)

The ﬁrst challenge noted was detecting the signs and
symptoms of mental illness in young people. This is consistent with prior research outlined in the introduction
noting the importance of parental concerns moderating
GP sensitivity towards a troubled child. In adolescence,
detection may need to be made without parents and
8

require consideration of physical symptoms, frequent
health consultations and days off school, potentially
indexing a depressive disorder.33 Although some progress is being made to aid GPs in recognising and managing depressed teenagers,34 there appears to be no
standardised tool available to GPs to assist them in their
clinical decision-making skills. The seven GPs were
unanimous in commenting on the need for specialist
knowledge from the moment the patient enters their
consulting room to aid their evaluation of the needs.
The hypothesis generated is that the absence of management tools and structure to aid GPs in their mental
health assessment, and determining the quantiﬁable
level of risk for the young patient, is a causal factor in
the higher rejection rate by CAMHS further down the
care pathway. Recent ﬁndings from studies of general
practitioners and primary care staff suggests that undergraduate training alone may not be enough to equip
primary care professionals for mental health assessments
in the community at large.34–37 If the current ﬁndings
presented here are validated on a larger sample of GPs,
then mental health Trusts such as CPFT will need to
invest in providing clinical tools such as protocols,
checklists and advice sheets and training manuals to act
as key aids for clinical decision-making and care pathway
choice. Recent evidence suggests both written and computerised tools are becoming available for these
purposes.34 35
Within this challenge, GP perceptions about the
respective functions and responsibilities of NHS CAMHS
and social care services were noted. There was marked
individual variation and a lack of clarity in GP perceptions whether and where to refer with the symptoms
they observed. GPs also showed marked differences in
their language use regarding the concept of ‘difﬁcult’
children and parents. Whether this is reﬂected in referral practice is not clear, but the possibility of stigmatising
the difﬁcult child as a social or even a moral deﬁcit,
rather than searching for a putative mental health
problem, is suggested. This area requires much further
research before any deﬁnitive conclusions can be made.
The hypothesis generated here is that low knowledge
levels in GPs about mental illness in children and adolescents is a driver for poor decision-making for the
patient. This highlights the need for continuing professional education for GPs in this area. Indeed, recent
studies in Canada have identiﬁed gaps in primary care
physicians’ skills as a barrier to service provision in child
and adolescent mental health.38 The ﬁndings also
suggest that, from a GP’s perspective, the responsibility
for this knowledge provision currently lies with the provider Trust, and perhaps even with CAMHS employees.
It is not clear at this time that managers within NHS
organisations who commission or provide CAMHS are
prepared to own this knowledge responsibility as GPs
might wish them to do. Furthermore, service users may
still be expecting primary care to provide more of the
support required. For instance, a recent study on
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psychosis early intervention services for young people
has shown that service users expect GPs to advocate for
and navigate the health system.39 Indeed, one could
argue for a more bottom-up framework for guiding, supporting and helping primary care workers to make clinical decisions and maintain a more active and open care
pathway process. The perceptions and values of managers in these organisations towards their CAMH services and their communicative stance with GPs should
be a key focus for further management science research.
There is also no universal strategy for health maintenance visits within the UK children’s services. In adults
with mental health, there is an accepted notion of
‘watchful waiting’ on the part of primary care services.
This is less prevalent for children and adolescents as is
the notion of early detection for common mental illness
in the school-age child and adolescents. Developing
such strategies would aid early detection and enable a
more systematic use of available resources.
The second noted challenge was in choosing whether
or not to refer at all, once a mental health disorder has
been detected. The interviewed GPs alluded to referring
when there is major risk of harm, be it from the patients
themselves through suicidal attempts, or external factors
such as unsafe family environments. It was noted that
perhaps not all patients are really captured, as many of
those who turn up at the GP practice already desire a
referral, as the parents will have made the appointment
for this purpose. The criteria for whether or not
CAMHS will accept the referral are not clear to all interviewed GPs, unless they happen to have a good working
relationship with their CAMHS representative. Having
the GPs clinical decisions inﬂuenced by their knowledge
of how local CAMHS will respond is of interest. This
notion is neither new nor conﬁned to CAMHS; for
example, a study in France shows that 87% of GPs found
patients with mental health problems difﬁcult to refer,40
whereas in the Netherlands, it was found that GPs recognised depression less often when cases presented with
fewer symptoms.41 Underdiagnosis for dementia was also
reported for primary care in the UK.42 While the extent
to which such information is important in decisionmaking is unclear, it demonstrates that these decisions
are mediated by the GPs’ understanding of, and relationship with, local services and functions, and their
clinical knowledge. This is a researchable issue, which, if
supported by further evidence, would further indicate
the importance of CAMHS ensuring they work to
provide GPs with a service framework that facilitates clinical decision-making.
The third challenge identiﬁed in this study was that of
satisfactory ongoing communication between the GP
and the different providers of care. The ﬁndings suggest
that these GPs have generally good links with their local
CAMHS and health visitors, but there are mixed feelings
regarding the voluntary sector, and overall poor communication links with social services. Personal relationships
and contact with CAMH service staff help gain clarity

about the types of referrals that can be accepted, but the
absence of this relationship in some cases makes it very
difﬁcult to know whether to refer. The care pathways
developed locally have not helped in making this communication easier and give the clear impression that
they were not intended to inform GPs in everyday practice. These ﬁndings point to the need for better collaboration between CAMHS and primary care workers in
the development and implementation of care pathways.
The ﬁndings also highlight longstanding structural weaknesses in the services for children in general, with agencies with different ﬁnancial, legal and professional
responsibilities struggling to develop coherent delivery
of mental health and social care services at the primary
care level. The absence of a well-described set of clinical
and care ‘products’ that could be available to every practitioner and primary care service is a serious drawback
to future delivery of evidence-based services in this ﬁeld.
This could be accomplished if NHS and social services
were able to align their service frameworks and conceptually bring together the differing approaches used to
conduct a social and clinical assessment. The development of an initiative such as IAPT (Improving Access to
Psychological Therapies; http://www.iapt.nhs.uk/) for
children and young people may be one way of managing
the care pathway more effectively. Service provision of
this type, however, must be accompanied by information
on how it should be used, by whom, and for what purposes, as already noted for primary care services recognising and managing depression in adults. Whatever
measure is adopted, having a range of health and social
care products, clearly marked, and extending over the
care pathway for CAMHS, would give GPs much greater
clarity and signposting than what is currently available.

CONCLUSIONS
This is a pilot study with the objective of investigating
GP perceptions and experiences in the referral of mentally ill and behaviourally disturbed children and adolescents. The quantitative analysis of the Cambridge and
Peterborough Foundation Trust data showed that referrals of children and adolescents with potential mental
health problems originating from GPs were three times
more likely to end in a rejection by CAMHS compared
to other referrers. The qualitative results conﬁrm previous studies that detecting the signs and symptoms of
mental illness in young people is a challenge for GPs.
There appears to be no standardised specialised knowledge base from which GPs can develop their clinical
decision-making skills for child and adolescent mental
health. The hypotheses generated are that the absence
of management tools to aid GPs in their mental health
assessment is a causal factor in the higher rejection rate
by CAMHS further down the pathway, and their low
knowledge levels about child and adolescent mental
health is a driver for poor decision-making in the referral process. The ﬁndings also highlight the need for
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continuing professional education for GPs in the area of
common child and adolescent mental health problems
to improve their clinical assessment and decisionmaking. Overall, and despite these difﬁculties, GPs have
generally good links with their local CAMHS and health
visitors. In contrast, there appear to be modest to poor
links with the voluntary sector and social services. There
are longstanding structural weaknesses in the services
for children and young people in general, reﬂected in
poor multiagency co-operation at the primary care level.
GP-friendly guidelines are urgently required that will aid
decision-making, help with understanding the referrals
process, and most importantly, operate in the best interests of the mentally ill child and family. We look to managers of both commissioning and providing
organisations, as well as future research, to drive forward
the development of tools, protocols and health service
structures to help aid the efﬁciency and effectiveness of
recognising and treating mental illness in young people.
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APPENDIX A: Guideline Interview Questions (Semi-structured; allow for discussion around
the question)
Part 1: Your understanding of the information you use for making a referral (30 min)
Scope for referrals
 What age range does “child and adolescent” mean to you?
 Who refers to you? As a GP, are you referred patients? If so by whom?
 Does the age range affect where you refer to?
 How often do you get such a case? (how many in the last 3, 6, 12 months?)
Deciding on the need for referral
 What presenting issues (complaints/symptoms) would you consider as requiring a mental
health consultation? and what would not?
 How would you know the patient”s condition is beyond your area of expertise? (How do you
know that you need to refer?)
 When children experience a range of “emotional difficulties”, would you refer to more than
one service?
 To whom do you refer your children and adolescent patients who need a mental health
consultation?
 What do you use for making these decisions? (training, experience, software, tool, checklist)
Recording referral notes and feedback
 What are your expectations of feedback (from the referral organisation/individual) once the
patient has been referred?
 How do you communicate with the organisation you”ve referred to?
 What type of notes do you keep/in what format?
 What type of information do you keep in your notes? Does this include information from after
you have referred?
Deciding on referral direction
 Think about the last case you have had for making a referral. How did you make decisions
about where to send patients/ where to refer them?
 Do you have a pathway drawn out for each case? (did you have one in that case?)
 Do you have a checklist to follow? Have you already got a drawing of what happens?

Part 2: Steps taken in making a referral (30 min)
Diagramming the referral process
 Please draw out what happens when you see a patient that requires referral. Start at the
moment they are referred to you, and end with the feedback part.
 Describe the steps that you take when you are doing a referral of a child or adolescent into
mental health services.
Using current referral process diagrams (communication diagram)

1




This diagram shows one of the ways you might interact with the different services. Please
comment on the diagram in terms of usefulness.
If you had to have a diagram on the wall for your own use, what information would it have
that would be useful to you?

Evaluating current referral process diagrams (CPFT)
 Are you familiar with this diagram?
 Do you feel it is accurate reflection of what happens in practice?
 Do you feel it is an accurate reflection of what should happen in practice?
 What would you improve/change in the process?
 What would you improve/change in the diagram?

Evaluating current referral process diagrams (Tiered referrals)
This diagram shows the types of people that can refer into the different services. Which organisations
have you interacted with? Which organisations could you interact with? Are you familiar with all of
these organisations?

2

APPENDIX B: Diagrams used to initiate discussions about referral choices
Note that this was presented to GPs as an empty template and was hence populated during interview.

Social
Services

Child
protection;
problem at
school; does not
meet CAMH
criteria

GP

Clearly MH but does
not meet CAMH
criteria; unhappy,
family breakup,
children upset, selfesteem issues

Need further
assessment, or to
consult with
colleagues; or can
treatmyself

Bullying;
‘common stuff’
School,
parents;
websites,
internet,
phone lines

Diagnosis or
treatment I cannot
access; if really
unwell;; not
functioning, eating
disorder, risk of
harm, not
functioning;
psychotic, post
sexual or any abuse

ADHD; Dyslexia;
poor schooling?;
physicial (not
mental) condition

GP practice

Voluntary
services

Family has money,
Don’t want school want privacy and to
be seen quickly!
involved

Referral &
assessment
results

Community
paediatrician
CAMH

Health
visitor

Notes?
condition
information

3

Private
counselling

