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BACKGROUND: The World Health Organization
encourages the development of youth friendly services,
yet little is known on how youth currently present in
general practice.

OBJECTIVE: To describe the perspectives, expecta-
tions, and service receipt of young people presenting to
family doctors to inform the development of youth
friendly services.

DESIGN: Cross-sectional survey.

PARTICIPANTS AND MEASUREMENTS: Consecutive
young people attending 26 randomly selected practices
were recruited in the waiting rooms. Standardized
instruments were used to interview them before their
consultation.

RESULTS: Of 501 young people who were approached,
450 participated (91% participation rate). Most had
respiratory (26%) or dermatological complaints (18%).
When asked to assess their health status, 59% per-
ceived they had neither a physical nor a mental illness.
However, 43% stated they had fears about their health
problem and 1 in 5 feared it could be life-threatening.
Although only 10% presented with psychological com-
plaints, 24% perceived they currently had a mental
illness. The most common expectations were treatment
(50%) and good communication (42%). Most youth were
prescribed medication (60%), but 40% of those who
received a prescription had not expected to receive a
treatment. A follow-up appointment was offered to 57%
of participants.

CONCLUSIONS: This study identifies a gap between
young people’s perception of illness and their presenta-
tions to family doctors. It also highlights unexpected
fears, and a mismatch between expectations and service
receipt. These findings have implications for family
medicine training and for clinical practice. They should
inform the development of youth friendly services.
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BACKGROUND

The World Health Organization (WHO) recently emphasized the
need to develop youth-friendly health services to improve the
care provided to young people throughout the world.1 In
countries with established economies, psychosocial problems
represent the greatest burden of disease for young people
including mental disorders; tobacco, alcohol, and other sub-
stance use; accidents and injury; sexually transmitted dis-
eases; and unwanted pregnancies.2–4 Youth (defined by WHO
as young people between 15 and 24 years) are in particular
need of developmentally appropriate services to address this
largely preventable disease burden as many do not receive
professional help for the problems that affect them.5

Most young people visit a family doctor at least once a
year.6–11 . Hence, family doctors are ideally placed to identify
and respond to the common psychosocial burdens of youth.
Studies indicate that despite the burden of disease attribut-
able to mental and behavioral disorders, the majority of
consultations to family doctors are for somatic health pro-
blems (respiratory and dermatological).4, 12, 13 Although many
of them would welcome a discussion on these themes, few
receive counseling about health-related behaviors in the
consultation.14–16 In the US, about 8% of all ambulatory care
encounters (specialist and primary care) are with patients in
the age group 15 to 24 years.17 In Australia, approximately
10% of primary care encounters are with youth, yet little is
known about the characteristics of this group of primary care
patients.18 To date, much of the research on the relationship
between youth and primary care has focused on the barriers
young people encounter to accessing care.4, 11, 19, 20 However,
we know little of why young people who do go to see family
doctors actually present, what they expect from the consulta-
tion, and the types of services provided to them.20 This
baseline knowledge is important for highlighting ways in which
primary care can become more responsive to the needs of
youth. The aim of the present study was to describe this profile
of youth visiting family doctors.

This study was presented as an abstract at the 2006 General Practice
and Primary Care Research Conference in Perth, Australia, in July 2006.
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PARTICIPANTS, DESIGN, AND MEASUREMENT

Subjects, Design, and Recruitment

We undertook a cross-sectional study in 26 randomly selected
general practices throughout the state of Victoria, Australia.
The sample was stratified so that the number of participating
practices reflected the proportion of the Victorian population
living in Rural, Remote, and Metropolitan Areas (RRMA).
Consecutive patients aged 16 to 24 years (an average of 20 per
practice) were recruited (DMH) in the waiting rooms and invited
to participate in an interview before their medical consultation.
Exclusion criteria were an acute medical condition requiring
immediate attention by the doctor, and any other condition that
could impair the young person’s ability to consent.

Measures

The questions used to interview participants about the health
problem for which they had come to see the doctor and their
expectations from the consultation, were taken from a stan-
dardized measure.21 Patients were asked to describe their
reason for the consultation, whether they had any fears in
relation to this health problem and what they hoped to gain
from the consultation. Responses to these open-ended ques-
tions were written down in full and subsequently coded (see
analysis). In addition, they completed a scale of emotional
distress (K-10)22 and self-rated the severity of their physical
and mental health problems (see Box 1).23 The K-10 is a 10-
item scale developed with the US National Center for Health
Statistics and designed to indicate significant levels of emo-
tional distress (mostly anxiety or depressive states).

For each participant, the doctor completed a short question-
naire summarizing the outcomes of the consultation (health
problems identified in the consultation, proposed treatment,
followup or referral or both). Practitioners’ and young people’s
sociodemographic characteristics were also recorded.

All measures were piloted with 56 young people (16 to
24 years), none of whom described any difficulties in under-
standing the questions.

Analysis

Participants’ answers to open-ended questions were written
down in full then coded according to a standardized code book.
For example, responses to the question “do you have any fears
in relation to this [health] problem?” were coded into 1 of 17
types of fears such as “fear of cancer,” “fear of effect on work or
studies,” etc. As the original code book came from studies

involving adults, a pilot study was run to assess the range of
answers from Australian youth. The code book was revised
accordingly. For example, the category “fear of marital break-
down” was removed from the code book, as it did not emerge
from young people’s answers in the pilot study. Several
categories were, however, added, such as “fear of inappropriate
diagnosis,” for example. Quality of coding (interrater reliability)
was confirmed by having 2 investigators code a random
selection of 45 participant questionnaires (all kappas >0.86).
Reasons for encounter were coded using the International
Classification for Primary Care (ICPC-2).24, 25 Analyses were
conducted using Stata.26 Categorical variables were summa-
rized using frequencies. All confidence intervals were adjusted
for clustering within practices. Numeric data were described
using means and standard deviations (SD). Logistic regression
adjusting for confounders (patients’ age, gender, place of birth,
student status, GPs’ age and gender, and socioeconomic index
for the location of the practice) and clustering was used to
study the association between patient or GP factors (patient
expectations, fears, level of emotional distress, perception of
having a physical or a mental illness, GP identification of a
physical or mental illness) and the prescription of medication
and nonpharmacological treatments.

Scores for the K-10 were computed following the method
proposed by Andrews et al.27 A Bayesian approach (which
takes into account the pretest probability, here the expected
prevalence in our population, when defining the cutoff score)
was then used to interpret these scores.28 A score of 20 or
above was thus considered indicative of high probability of a
common mental disorder (78% probability or higher).

Ethics

The study was approved by the ethics committees of the Royal
Children’s Hospital in Melbourne and of The University of
Melbourne. In wishing to explore the views of young people, it
was important to obtain an opinion that was independent of
their parents’. Despite being “youth” according to WHO defini-
tions, patients aged 15 years were not included in the study as
these ethics committees only approved inclusion of minors
aged 16 to 18 years without parental consent.

RESULTS

Respondent Characteristics

One hundred six family doctors were involved in the study. Out
of 501 youth, approached, 450 agreed to participate (90%

Table 1. Sociodemographic Characteristics of Study Participants, by Gender (n=450)

Characteristic Male (N=153) Female (N=297) Total (N=450)

N Years N Years N Years SD

Mean age (yrs) 153 19.6 297 20.1 450 20.0 2.5
% % % 95%CI

Born overseas 22 14.4 49 16.5 71 15.8 7.9–23.7
Indigenous 1 0.7 2 0.7 3 0.7 0–1.4
Living with both parents 103 69.1 173 58.8 276 62.3 52.9–71.8
Student 88 59.1 172 58.2 260 58.5 49.5–67.3
Employed full-time 57 38.3 81 27.7 138 31.3 24.2–37.8
Neither employed nor student 9 6.0 29 9.8 38 8.4 5.2–11.9
Healthcare card holder 51 33.0 111 38.0 162 36.3 29.3–43.3
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participation rate; 3% excluded, 6% declined). Overall, the
stratification of the sample was equivalent to that of the
population of Victoria although, owing to the limitations related
to the fixed cluster size of 20, a slightly higher proportion of
participants were sampled in the capital city (77% compared to
74% of the Victorian population), and consequently a slightly
lower proportion from rural areas (18% compared to 21% in the
Victorian population).

Participants’ sociodemographic characteristics by gender
are described in Table 1. Most participants were female
(66.0%) and born in Australia. The majority of those born
overseas were born in Asia (7.8%). The proportion of indige-
nous participants paralleled known proportions for the State.
Most young people, and in particular males, still lived with
their parents. The majority of youth were students and most of
those who were not students were involved in full- or part-time
paid work. However, 8.4% of participants neither worked nor
studied. About a third had a low yearly income, hence were
eligible for a health care concession card.

Consulting Pattern

Only half of the participants (N=227, 50.4%) said they had come
to their usual practice. Fifty-six percent of participants aged
under 18 years came with a parent, whereas a parent accom-
panied only 9% of those aged 18 years and older. Most
participants (55.6%) stated that they alone had made the
decision to come to see the doctor. Those who had been
encouraged by someone else had most commonly followed the
advice of their mother (44.7%), another health professional

(23.6%), their partner (9.0%), or a nonmedical professional such
as a sports coach (9.0%). Minors were not significantly more
likely to have followed someone’s advice when deciding to come.

Young People’s Stated Reason for the Encounter

The most common presenting problems for both males and
females were respiratory and skin disorders, followed by
general problems (Table 2). For females, problems related to
childbearing and contraception were frequent, and for males,
musculoskeletal complaints. Males born outside Australia
presented significantly more frequently for respiratory com-
plaints than males born in Australia (59%; 95% CI: 37–81%
compared to 29%; 95% CI: 21–37%), and were less likely to
come for general complaints (0%, compared to 16%; 95% CI:
10–22%). Foreign-born females presented significantly more
frequently for skin problems (29%; 95% CI: 15.5–42% com-
pared to 16%; 95% CI: 12–21%) and significantly less frequent-
ly for family planning reasons (4%; 95% CI: 0–10% compared to
23%; 95% CI: 17–28%) than Australian-born females.

The use of the ICPC-2 classification allowed comparison with
the distribution of Australian patients’ reasons for encounter.18

Circulatory and musculoskeletal reasons for encounter were
less frequent in our study population than in the general
Australian primary care population (all age groups). Con-
versely, respiratory, skin, family planning, and psychological
reasons for encounter were more commonly seen among the
young people in this study than for all age groups in Australia.

Youth’s Perceptions of their Health Problem

Although only 10% of participants presented with a psycho-
logical complaint, 24% considered they currently had a mental
illness and 36% had K-10 scores suggesting the presence of a
common mental disorder.

Although the majority presented with a physical complaint,
69% participants did not perceive they had a physical illness.
Indeed, most participants (59.0%) considered they had neither
a mental nor a physical illness. However, nearly half the
participants declared they had some level of fear in relation to
their health problem. One in 5 (19.6%) reported a fear of
having a life-threatening or serious illness (fear of death,

Table 2. Most Common Reasons for the Medical Encounter in 450
Primary Care Attendees Aged 16–24 Years, Using lcpc-2

Classification, with a Comparison of Data for All Age Groups in
Australia

Major ICPC-2
category (typical
examples)

Rate per 100 participants in %*
(95%CI)

Percent
encounter,
Australian
general
practice #

Male
n=153

Female
n=297

Total
n=450

R: Respiratory
(asthma, URTI)

33.3
(24.1–42.5)

21.9
(16.2–27.3)

25.8
(21.5–30)

13.8

S: Skin (acne,
dermatitis)

18.3
(11.2–25.4)

18.2
(13.4–23.0)

18.2
(14.6–21.8)

10.4

A: General or
unspecified
(feeling unwell,
travel advice,
medical check-up)

13.7
(7.4–20.1)

12.5
(8.5–16.4)

12.9
(9.4–16.3)

24.4

W: Pregnancy,
childbearing,
family planning
(contraceptive pill)

– 19.5
(14.5–24.6)

12.9
(9.4–16.4)

2.3

D: Digestive
(nausea, diarrhea)

11.8
(69–16.6)

9.4
(5.5–13.4)

10.2
(7.3–13.2)

6.6

P: Psychological
(depression, sleep
disturbance)

8.5
(3.6–13.4)

11.1
(7.7–14.5)

10.2
(7.3–13.2)

5.1

X: Female genital
system (thrush)

– 14.8
(9.0–20.7)

9.8
(5.9–13.6)

3.3

L: Musculoskeletal
(back pain)

13.7
(7.6–19.9)

6.1
(2.9–9.2)

8.7
(5.1–12.2)

11.1

*Patient-reported complaints; several participants had more than 1
category of presenting complaint.

†Patient complaints as reported by GPs

Table 3. Proportion of Young People with Each Level of K-10 Scores
Who Presented with a Psychological Complaint or Not, and Who

Perceived to Have a Mental Illness and Those Who Did Not

High probability of
common mental
disorder according
to the K-10

Low probability of
common mental
disorder according
to the K-10

Presented only with a
physical complaint

117 (72%; 95%
CI: 64–80%)

275 (98%; 95%
CI: 96–100%)

Presentation
included a
psychological
complaint

45 (28%; 95%
CI: 20–36%)

5 (2%; 95%
CI: 0–3%)

Young person
perceives to have a
mental illness

89 (55%; 95%
CI: 46–64%)

17 (6%; 95%
CI 3–9%)

Young person does
not perceive to have
a mental illness

73 (45%; 95%
CI: 36–54%)

268 (94%; 95%
CI: 92–97%)
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cancer, another serious illness or incurable illness, or of
committing suicide or self-harm). These perceptions were
similar in Australian and foreign-born participants.

The relationship between high K-10 scores, presentation
and perceptions of having a mental illness are presented in
Table 3

Young People’s Expectations

The most common expectations from the consultation were
treatment (50%) and good communication (42% expected
advice, reassurance, or that the doctor would listen to them;
Table 4). Other common expectations were that the doctor
would make a diagnosis, would propose some tests, or would
complete a medical certificate or referral letter. There were no
differences between the expectations of foreign and Australian-
born participants.

Consultation Outcomes

A summary of the major outcomes of the consultation, by
gender, is presented in Table 5. Most patients (60.0%) were
prescribed a pharmacological treatment. Antibiotics were by
far the most frequently prescribed type of medication. Contra-
ception and dermatological preparations were also frequently
prescribed. The only factor associated with doctors’ prescrip-
tion of medication was participants’ expectation that the
doctor would prescribe a treatment (odds ratio [OR]: 2.2; 95%
CI adjusted for clustering: 1.0–4.6). However, 40% of those
who received a prescription had not reported this expectation
before the consultation.

Doctors proposed nonpharmacological treatments to nearly
half of the participants (48.4%). Most commonly, this consisted
of lifestyle advice such as a change of diet or an increase in
physical activity. Rest and counseling were also often pro-
posed. The multivariate analysis showed that the doctors were
significantly more likely to prescribe nonpharmacological

treatments to young people in whom they identified a mental
illness (OR: 1.8; 95% CI: 1.0–3.4). Male practitioners were less
likely to propose nonpharmacological treatments than female
practitioners (OR: 0.58; 95% CI: 0.36–0.92)

Doctors offered a follow-up appointment in more than half
of the cases (57%), and organized referrals for 13.4% of young
people seen. Referrals were most commonly made to dermatol-
ogists and mental health specialists. Further investigations
(blood test or x-ray, or both) were proposed for less than 10% of
participants.

DISCUSSION

This study provides the first detailed description of young
people’s perspectives on illness, expectations, and service
receipt in primary care. A striking finding was that most young
people did not actually perceive they had any illness at all. Yet
many participants expressed fears in relation to their current
health problem, and a substantial proportion of young people
even had fears that their health problem was severe or life-
threatening. We found no comparative data in relation to
adults that would help us assess whether this is a usual
occurrence in primary care or whether these findings are
specific to youth.

Our findings confirm results from previous studies indicat-
ing that youth consult family doctors mostly for somatic
complaints.4, 12, 13 Only 10% of young people presented with
psychological complaints. Despite not presenting for such
reasons, a quarter of participants perceived they had a mental
illness when asked to evaluate their mental health status. This
suggests that a substantial proportion of youth may be aware
of their mental health problems, but not of the potential role
that a family doctor can play in addressing them.29–32 Young
people also often lack knowledge of what constitutes a
treatable mental health problem.29 Fear of stigma and low
awareness of the treatment options are other common barriers
to seeking mental health services.33 Alternatively, young people
may not expose their mental health problems to the family
doctor because they do not trust the doctor to be competent in
helping them with such issues or may be embarrassed to bring
up this theme in the consultation.31, 32, 34 Either negative
previous experiences or lack of trust in the current manage-
ment options, or both, have been shown to affect young people’s
willingness to seek help for their mental health problems.33

Table 4. Expectations from the Consultation in 450 Primary Care
Attendees Aged 16–24 Years (Presented in Rank Order of Frequency)

Expectation N* Percent* 95% CI

Treatment 223 49.9 45.2–54.6
Medical prescription, Surgery,
procedure

170 38 –

Cure 36 8 –
Change in current treatment 22 4.9 –

Communication 186 41.6 36.9–
46.4

Advice, explanation 139 31 –
Reassurance 41 9.2 –
Listening, understanding 14 3.1 –

Diagnosis 97 21.7 18.1–25.3
Know what it is 78 17.4 –
Know the cause 22 4.9 –

Further examination/tests 50 11.2 8.0–14.3
Administrative task 44 9.8 7.4–12.3
Medical certificate 27 6 –
Referral letter 17 3.8 –

Other 24 5.4 3.4–7.8

*N and Percent for the subcategories add up to more than the N and
Percent for the main categories of expectations because a few YP
named more than 1 expectation related to a main category. Similarly,
total N and Percent add up to more than 450 and 100% because some
YP named more than 1 category of expectation.

Table 5. Outcomes of the Consultation with 450 Young Primary
Care Attendees Aged 16-24 Years, by Gender

Outcome Male Female Total

N (%) N (%) N (%) 95% CI *

Prescription
of medication

96
(62.8)

173
(58.6)

269
(60.0)

55.9–64.2

Nonpharmacological
treatment

71
(46.7)

145
(49.3)

216
(48.4)

42.9–53.9

Follow-up 83
(54.3)

171
(58.0)

254
(56.7)

50.7–62.7

Referral 17
(11.1)

43
(14.6)

60
(13.4)

10.1–16.7

Investigations 12
(8.0%)

20
(6.9%)

32
(7.2%)

4.2–10.3

*Adjusted for clustering within practices
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Despite not presenting for these, many young people had
mental health symptoms that they recognized to be significant.
Family doctors should therefore continue to be encouraged to
routinely inquire about common symptoms of emotional dis-
tress in young people.

Half the participants did not attend their usual practice.
This finding has important implications, as continuity of care
favors recognition of psychosocial problems in primary care.35

Conversely, the fact that most young people were offered a
follow-up appointment indicates that the family doctors are
creating opportunities for improved assessment. The finding
that close to half of those who were minors came without a
parent is in line with previous findings and emphasizes the
trend toward autonomy, which characterizes this age group.11

An important proportion of participants hoped the doctor
would provide them with reassurance or advice. Similar
findings emerge from studies involving adult primary care
patients.36

Although most did not perceive they had an illness, half of
the participants expected the doctor to prescribe medication
and a majority of youth were prescribed such treatment.
Although expecting a prescription was significantly associated
with receiving one, it is of note that nearly half of those who
were prescribed medication had not hoped to gain this from
the consultation. Rather, many were seeking guidance and
reassurance from the doctor. Although studies of adults
suggest similar trends, we are not aware of any previous study
highlighting such a gap between young people’s expectations
from the consultation in relation to their health problem and
the care they receive.37 These findings provide important
guidance for doctors who wish to improve the way they
respond to young people’s needs in the consultation. Dealing
with health problems, and attending the doctor on their own,
is yet another challenge young people face on their develop-
mental path toward adulthood. In addition to the usual care
they provide, family doctors can play an important role in
providing guidance and advice to young people who seek help
in facing unexpected symptoms and the fears related to them.
These findings suggest young people’s views, expectations, and
fears should be assessed in the consultation to appropriately
respond to them. Communicating with young people in the
consultation requires specific skills, which we recommend
doctors acquire in their training.38

A high participation rate and the use of standardized
measures are factors that increase the internal validity of the
present findings. The potential bias related to coding partici-
pants’ answers in the interview was minimized by the use of
clearly defined coding rules, as demonstrated by the high level
of agreement in the interrater agreement study. A closed
question was used to assess young people’s perception of their
physical and mental health. Participants’ answers may reflect
their understanding of the word illness rather than the concept
illness. The use of an open question may have broadened the
spectrum of responses and avoided such a bias, but was not
possible within the time frame given for interviews before the
consultation. External validity was optimized by recruiting
patients from randomly selected practices throughout the
entire State. The sample was stratified so that it reflected the
same distribution as the population living in the Australian
state of Victoria, with the majority of participants living in
metropolitan areas. This sample can thus be said to be
representative of youth living mainly in urban areas in

countries with established economies. The external validity of
the findings could have been further enhanced if patients
themselves, rather than practices, had been randomly select-
ed. However, technical limitations in relation to data collection
precluded the implementation of such a recruitment strategy.
Finally, as recruitment did not take place over the entire year,
our findings regarding the prevalence of youth reasons for
encounter may have been biased toward health problems that
are more common in the Australian winter, spring and
summer. However, though there were some seasonal varia-
tions in the frequency of some reasons for encounter, the most
common presenting complaints (as presented in Table 2)
remained the same throughout all seasons of the study.

CONCLUSIONS

This study identifies a gap between young people’s perception
of illness and their presentations to family doctors. It also
uncovers unexpected fears, and a mismatch between expecta-
tions and service receipt. Finally, it highlights that many young
people, although perceiving to have a mental illness, do not
request help for this when attending primary care. These
results have important implications for clinical practice and
medical training. They highlight the role for doctors in asses-
sing young people’s fears, expectations, and perceptions of
their mental and their physical health to provide appropriate
guidance. Future research examining the relationship between
youth presentations, expectations, and consultation outcomes
(including satisfaction) will inform new interventions to im-
prove the care offered to youth in primary care. Above all, these
findings should inform the development of youth friendly
primary care services.
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APPENDIX

Box 1

Questions used to assess young people’s perception of their
physical and mental health (derived from the GP questionnaire
used in a WHO collaborative study in primary care23)

779Haller et al.: Youth Survey in Primary CareJGIM



Physical health: 

What is the severity of your physical illness (globally, not only as a function of

today’s symptoms):

(please tick only one box)

 Perfect health, no physical illness

 Some symptoms, not relevant; no disease

 Minor illness

 Moderate illness

 Severe illness 

Emotional and psychological health

Severity of your mental health problem (globally, not only as a function of

today’s symptoms):

(please tick only one box)

 Perfect health, no mental health problem

 Some symptoms, not relevant; no disease

 Minor illness

 Moderate illness

 Severe illness 
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