
Childhood psychological disorders are preva-
lent in the community1,2 and are associated
with substantial difficulties in later life includ-
ing anxiety disorders, relationship problems3

and increased risk of depression in adoles-
cence and adulthood.4 Although these
disorders often present initially in the general
practice setting,5 many general practitioners
have received little or no specific training in
child psychiatry.6–9 Clearly, GPs have a key role
to play in early recognition since they have an
ongoing relationship with families, and chil-
dren with psychological disorders are frequent
attendees to primary care.10 Additionally,
common initial complaints involve somatic
symptoms such as headaches and abdominal
pain rather than overt psychological illness,11,12

which need to be assessed by a GP in the first
instance. The aim of this article is to provide
an overview of common childhood psychologi-
cal disorders, and key aspects of assessment,
management and referral by GPs. For the
purpose of this article we have focussed on
children aged 5–12 years, and three common
disorders are discussed:
• separation anxiety disorder and school

refusal 
• attention deficit hyperactivity disorder

(ADHD), and 
• conduct disorder.

While depression can emerge during child-
hood, a more definitive diagnosis frequently
occurs in adolescence or adulthood,4 there-
fore childhood depression is not covered in
this article.

Common childhood
psychological disorders
Prevalence
Community samples in the USA have found
prevalence rates of 4.6% for anxiety and
5.7% for behavioural disorders in children
aged 9–10 years.1 School refusal may occur
in approximately 1–5% of school aged chil-
dren.13 In Australia, community prevalence of
1.6, 0.2 and 0.6% for inattentive, hyperactive
impulsive and combined type ADHD have
been identified in children aged 5–11 years.14

In specialist paediatric settings, the
number of psychosocial problems identified
in young children has more than doubled
over the past 2 decades, with substantial
increases in attention and emotional prob-
lems and use of psychotropic medications.5

In paediatric practices, disorders have been
identified in 16–18% of children as young as
5 years of age.15,16 It has been suggested
that the rate of problems such as conduct
disorder are even higher among children
who are frequent attendees (ie. four or
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BACKGROUND
Children with anxiety, attention deficit
hyperactivity, and disruptive behaviour
disorders are frequently seen in general
practice and often present with somatic
complaints, comorbidity and complex
family relationships.

OBJECTIVE
This article presents an approach to
assessment including useful clinical
questions, case diagnostic criteria and
recommendations on psychometric tools
for general practice. 

DISCUSSION
Key management principles including
psychological and pharmacological
approaches are outlined, and a
multidisciplinary approach incorporating
specialist care is recommended.



more consultations a year) to primary care.10

Prevalence figures for psychological disor-
ders in general practice are hard to find,
however, an early study reported that
almost a quarter of children aged between 7
and 12 years seen in general practice have
psychological disorders.17

Recent studies on the management of
childhood psychological disorders may
provide clues as to the prevalence of these
problems. For example, a United Kingdom
study reports that on average a GP may have
regular contact with 2–4 children receiving
treatment for ADHD.18 One survey involving
150 GPs found that 85% were currently man-
aging at least one child with ADHD although
a further 13% suspected ADHD in children
seen in their practice.6 In a cross sectional
survey of 399 Australian GPs, over 90% saw
more than five children per week and most
diagnosed 1–5 cases of ADHD per year.19

Another recent study suggests that GPs iden-
tify an average of five childhood mental
health problems within a 6 month period.20

Overview 
Table 1 outlines the defining features of
common psychological disorders according
to the widely used Diagnostic and Statistical
Manual of Mental Disorders (DSM-IV-TR).21

There are eight anxiety diagnoses outlined
in the DSM-IV-TR, however, social phobia,
panic disorder, agoraphobia, obsessive com-
pulsive disorder and post-traumatic stress
disorder are more common in adolescence
or adulthood.21 Two of the most common
anxiety disorders in children involve fear of
separation from parents and refusal to
attend school.22 While separation anxiety
disorder may occur during the preschool
years, the attention deficit and disruptive
behaviour disorders are usually diagnosed in
childhood or adolescence.21

There are three types of ADHD, however,
most children tend to fall into the combined
type23 (Table 1). The disruptive behaviour dis-
orders consist of opposit ional defiant
disorder (ODD) and conduct disorder (CD).
Oppositional defiant disorder is frequently an
antecedent to CD. All the symptoms of ODD

are in CD, therefore children are diagnosed
with CD if they meet all criteria.21

The DSM-IV-TR emphasises several diag-
nostic factors. For example, to receive a
diagnosis of ADHD, symptoms must be mal-
adaptive and inconsistent with the child’s
developmental level. This is important, as
many symptoms of ADHD occur in younger
children as part of normal development.
Additionally, the symptoms of ADHD need
to differ from the criteria for other disorders
such as psychosis or pervasive developmen-
tal disorder (eg. autism).21

Comorbidity
Although each disorder has distinct core
symptoms, there are many overlapping

symptoms and research has consistently
found high comorbidity between the child-
hood disorders.24,25 In clinic samples of
children with anxiety disorders, the majority
are diagnosed with at least one other disor-
der including specific phobia, social phobia,
generalised anxiety disorder and separation
anxiety disorder.26 Comorbidity among the
behavioural and disruptive disorders is also
common (eg. many children with ADHD
have conduct problems in adolescence).27

Parental psychopathology

Several problems appear to be common in
families of children with an anxiety or a
behavioural disorder including parental
anxiety or depression, family stress, marital

Table 1. Common childhood psychological disorders

Disorder Defining features

Anxiety

Separation anxiety Developmentally inappropriate and excessive worry concerning
separation from parent and home, school refusal, reluctance to be
home alone, nightmares, and physical complaints

General anxiety Excessive anxiety and worry, difficulty controlling the worry,
restlessness, fatigue, difficulty concentrating, irritability, muscle 
tenseness, and sleep disturbance 

Specific phobia Excessive and unreasonable fear of objects or situations (eg.
heights, animals, injections, loud noises), exposure to
object/situation provokes anxiety response (eg. crying, clinging),
and the object/situation is avoided or endured with intense anxiety 

Attention deficit hyperactivity disorder

ADD Difficulty sustaining attention, often does not listen, avoids
difficult tasks, easily distracted, disorganised and forgetful

AHD Often fidgets, leaves seat in classroom, runs about or
climbs in inappropriate situations, has difficulty playing quietly,
has problems waiting turn and often interrupts others

ADHD Combination of ADD and AHD symptoms

Disruptive behaviour disorders

Oppositional Often loses temper, argues with adults, refusal to comply with 
defiant adult rules, touchy and easily annoyed by others, often angry, 

spiteful or vindictive 

Conduct disorder Often bullies, initiates physical fights, physically cruel to people 
or animals, has stolen, forced sexual activity with others, 
deliberate fire setting or destruction of property, often lies, runs 
away, is truant

Note: DSM-IV-TR (APA, 2000) ADD=attention deficit hyperactivity disorder primarily inattentive type, 
AHD=attention deficit hyperactivity disorder primarily hyperactive type, ADHD=attention deficit
hyperactivity disorder combined type. ADHD is referred to as hyperkinetic disorder under the ICD-10
classificatory system



conflict, and parenting problems.2 Risk of
parental psychopathology is high in children
with mental health problems, particularly in
those with multiple disorders. Parental
depression and anxiety have been associ-
ated with a 2–3 t imes higher rate of
reported disorders in children.15

Diagnoses 
Separation anxiety disorder and school
refusal
For clinical diagnoses of anxiety disorders,
several symptoms outlined in Table 1 need
to be present for a minimum of 6 months
and cause significant disturbance in the
child’s routine in at least two areas of func-
tioning. Children with separation anxiety
disorder need only to have had symptoms
for a 4 week period. Anxiety, like other
common chi ldhood disorders, is best
treated early as sufferers are at a higher risk
of disorder in adulthood. For example, child-
hood anxiety in the form of social inhibition
or avoidance may be a risk factor for depres-

sion.28 Long term school refusal can affect
academic achievement and the develop-
ment of peer relationships.29

School refusal differs from truancy.
Parents of school refusers are usually aware
of the child’s absence from school and the
child is compliant (eg. willing to do school
work at home), whereas truants frequently
conceal school absence from parents and do
not stay at home.24 Symptoms of school
refusal may emerge after holiday or illness.
For some children, attendance might be
sporadic, whereas others may have been
absent from school for weeks or months.30

School refusers experience a range of
anxiety symptoms such as excessive
worries regarding school attendance, and
physiological symptoms such as abdominal
pain, nausea, diarrhoea and sore throat. The
presence of physical symptoms means that
an evaluation by a GP is important to rule
out any underlying medical illness.24

Presentation of anxiety disorders in
general  pract ice is most l ikely to be 

in the form of somatic complaints.
Gastrointestinal symptoms are particularly
common in older children with separation
anxiety disorder. 29 Parents may report
changes in their child’s mood (eg. with-
drawal from normal act iv it ies) and
increasing school absence.24 Additionally,
teachers may convey concerns to parents
(eg. a decline in academic performance). 

Some research has found that com-
plaints of headaches and musculoskeletal
pains appear to be associated with anxiety
disorders (eg. separation anxiety disorder) in
females, and disruptive behavioural disor-
ders (eg. conduct disorder) in males.31

Although mood and anxiety disorders are
more frequent among females than males,4

gender differences are less pronounced in
young children. For example, the rate of
school refusal is similar between males and
females30 and it is likely that this equal
gender distribution of anxious children is
reflected in general practice settings. 

Attention deficit hyperactivity disorder 

Most often, the diagnosis of ADHD is made
by paediatricians and child psychiatrists.23

Few GPs diagnose ADHD,19 preferring to
refer children with suspected ADHD to spe-
cialists for assessment and, if necessary,
pharmacological treatment. However, GPs
play a significant role in educating parents
about ADHD, collaborating and liaising with
the child’s school and making referrals for
behaviour and family therapy.19 Any profes-
sional who does diagnose ADHD, needs to
gather information not only from the child’s
parents or caregiver, but from external
sources such as teachers.

General practitioners are perhaps more
likely to see male children with ADHD as
research consistently finds that it is more
common among male children.14 Children
with ADHD, particularly those who also have
conduct disorder, are at risk of substance
use disorders and drug related antisocial and
illegal activity in adolescence.27 Furthermore,
ADHD symptoms (more inattention than
hyperactivity) may persist into adulthood.32

Case history
Max, 7 years of age, has been reluctantly brought in by his father Ray who explains
that he is having trouble managing Max’s behaviour. Max is described as being rest-
less, constantly on the go at home and noncompliant. He has always been an active
child, good at sports and outdoor activities, but a challenge for his parents. His
teacher has informed Ray that Max is becoming increasingly active in the classroom
and cannot concentrate for very long, especially during desk based activities. The
teacher has mentioned to Ray that she thinks Max might have ADHD. 
A thorough GP assessment and observation of Max finds him to be quite fidgety and
distracted but otherwise well. The GP asks Ray to complete the SDQ and informs
Ray that he is not able to provide a diagnosis of ADHD, but he will refer Max to a
paediatrician for further assessment. With Ray’s permission, the GP would like to
provide the paediatrician with a copy of the SDQ results. Both agree that Max is
showing symptoms of ADHD. The GP informs Ray that the decision regarding med-
ication for ADHD is best made by a specialist. The GP suggests that Ray be referred
to the school psychologist for behaviour management strategies for home and in the
classroom. Ray is also provided with written information on ADHD and an appoint-
ment is made with him and his wife to discuss ADHD.
A parent tip sheet on ADHD can be downloaded from the Australian Psychological
Society website: www.aps.psychsociety.com.au.



Conduct disorder
Children with disruptive disorders are partic-
ularly challenging for professionals due to
frequent aggressive and destructive behav-
iour, especially among males. Presentation
of conduct problems in female children is
less wel l  understood as research has
tended to focus on male chi ldren.33 A
pattern of maladaptive behaviour (eg. irri-
tability, noncompliance) from early childhood
can usual ly be found in chi ldren with
conduct disorder.34 Furthermore, these chil-
dren tend to experience rejection from most
of their peers and seek out friendships with
other rejected and aggressive children;
truancy is common, often resulting in acade-
mic problems.

Children diagnosed with conduct disorder
must have at least three symptoms (Table 1)
for a period of 12 months. Several family
factors appear to contribute to the onset of
conduct disorder including parental conflict,
and violence and neglect within the family.34

Conduct disorder is more common in males,
as is the subsequent diagnosis of antisocial
personality disorder in adulthood.35 Therefore
it is most likely that male children will pre-
dominate in the general practice setting.

Clinical approach 
Recognition 
Recognition of psychological disorders in
children by GPs is suboptimal.12 This could
be partly due to parents’ reluctance to
discuss behavioural or emotional concerns
with GPs.15 The higher number of males
with ADHD presenting to GPs means that
females with ADHD may go unrecognised.36

Recent research suggests that children with
mood and anxiety disorders may be missed
unless screening instruments are used.16

Initial presentations of psychological dis-
orders in primary care is likely to be in the
form of somatic complaints such as dizzi-
ness, back pain, abdominal pain,
headaches,29,12,13 or sleep or eat ing
problems.16 Recent research indicates that
parents report a particular set of problems
to GPs that may be indicative of an underly-
ing psychological disorder in their child. For

example, parents tend to describe their chil-
dren as being in poor health, low in energy
and physically ill when under stress.10

A multidimensional approach whereby

information is gathered from a number of
sources (eg. parents, teachers) is regarded
as best practice (Table 2). Assessment and
management of school refusal requires col-

Table 2. Preliminary assessment of mental health problems in children

With parents 

• Define the problem(s) and obtain specifics, ie. when did they become concerned?
Did any specific event happen in the family around this time? Has this problem
occurred before? For how long? Are others (eg. teachers) aware of the problem?

• Obtain a brief developmental history (eg. early health/separation problems)

• What type of changes (eg. diet, sleeping) have they observed in their child? 

• Ask parents to be as specific as possible (eg. change in mood, reluctance to go to
school, learning difficulties)

• Ask parents to complete a brief screening instrument and explain that the purpose
is to gather more information and to clarify what type of problem their child may be
experiencing

• Enquire about supports and any services they are currently using and their
effectiveness

With children

• Use play and drawing with younger children

• Ask children about how they are feeling and any worries that they may have

• Consider asking children to write a list of worries or wishes (some children may
prefer to do this activity with a parent)

• Ask about how things are going at home and school (eg. do they cope okay with
schoolwork? Do they have friends?)

• Consider a brief interview with child alone if parent-child conflict is obvious

• Ask children if they would complete a brief questionnaire and explain the purpose

• Observe the child and be mindful of any coordination problems or clumsiness when
writing that may contribute to learning difficulties



laboration between the family physician,
school staff, parents and a mental health
professional. The same is needed for chil-
dren with anxiety disorders37 and ADHD.23

Children with school refusal may be reluc-
tant to identify factors that have led to or are
maintaining their school refusal; therefore
building up rapport with the young person is
particularly important.30 Useful questions for
parents are listed in Table 3–5.

Screening tools
Time constraints on practice visits and com-
peting health concerns are two major
obstacles in the screening of child mental
health problems.38 Lack of knowledge and
complexity of disorders also contributes to
low detection rates.19 Administering a brief
screening questionnaire may assist in the

detection of specific mental health problems
in children. 

Tools suitable for general practice

Gathering information from children them-
selves is important, especially as they tend
to provide different information from
parents.44 A quick and effective method of
assessing anxiety intensity is to administer a
‘feelings’ thermometer. This is a pictorial
rating scale consisting of a straight line (ie.
one end represents 0, the other 100) on
which a child can indicate their current level
of anxiety or fear.37 Alternatively, the Child
Functioning Scale is a brief six item 3-point
scale with pictures that taps into feelings
about relationships at home and school.44

The Strengths and Diff icult ies
Questionnaire (SDQ)45 is a 25 item instru-

ment that can detect conduct disorder,
ADHD and some anxiety disorders in chil-
dren aged 4–16 years. The SDQ is
completed by parents, teachers and by older
children themselves within approximately 5
minutes. Although specificity and sensitivity
is good (94.6% and 63.3% respectively), it
is recommended that the SDQ only be used
as a first stage of screening for general
symptomatology and that a second stage
screening procedure be conducted to
confirm diagnosis of a disorder.46 The SDQ
can be downloaded from
www.sdqinfo.com. 

Another instrument that may be appropri-
ate for use by GPs is the 35 item Paediatric
Symptom Checklist (PSC).47 The PSC was
specifically developed for use in paediatric
primary care with children aged 6–12 years.
Like the SDQ, the PSC should only be used
to identify children who would benefit from
more intensive assessment and follow up.47

Symptoms cover problems in the areas of
anxiety, behaviour, attention and school.
Parents rate symptoms and behaviours as
occurring ‘never’, ‘sometimes’ or ‘often’ 
for their child. The PSC has demonstrated
good reliability and validity in detecting
mental health problems in children with a
sensitivity of 91%.48

Detailed tools

Many checklists have been developed in the
past few decades for psychiatric assess-
ment of anxiety37 and behavioural  and
disruptive disorders.39,40 For example, the
Conners’ Rating Scales – Revised41 is widely
used among psychologists and specialists
for diagnosing ADHD. The Barkley Scales42

are brief and closely follow the DSM-IV-TR
criteria for ADHD. Other instruments have
been designed to tap into specific problems
such as school refusal (eg. the School
Refusal Assessment Scale).43

Principles of management
A multidisciplinary approach is recommended
in the diagnosis and treatment of childhood
psychological disorders.23 Psychologists fre-
quently provide parent education in behaviour

Table 4. Useful questions for parents for preliminary identification 
of ADHD

Does your child appear to have trouble listening to you?

Does your child appear to have difficulty following through on tasks?

Does your child interrupt you and have problems waiting his/her turn?

Does he/she appear easily distracted or forgetful?

Does he/she appear to be hyperactive or constantly on the go?

Is he/she often fidgety or runs or climbs excessively?

For all of the above, do you believe that your child shows these symptoms more than
other children his/her age?

Do these problems occur at home as well as at school and in other situations?



management, teacher education, counselling
for the child and strategies to assist with
learning difficulties.23 Paediatricians or child
psychiatrists generally provide pharmacologi-
cal treatment of ADHD. Childhood
psychological disorders cannot be diagnosed
in a 15 minute consultation,32 on question-
naire responses alone, or based on the report
of a single observer.36 However, obtaining a
history of the problem – whether in relation
to anxiety disorders, ADHD, or disruptive dis-
orders – in addition to having the parent
complete a brief questionnaire, is achievable
in the general practice setting and can guide
the best course of action. 

Role of the GP
Very little research has been conducted on
the management of childhood disorders in
the primary care setting, although some
attention has been given to the manage-
ment of ADHD.49 A recent survey involving
150 GPs revealed that the majority were
comfortable with ongoing prescribing and
physical monitoring of children with ADHD,
but felt that specialists should initiate phar-

macological treatment and provide clinical
monitoring of the child.6 The presence of
additional disorders can complicate assess-
ment and treatment.25 Recent attention in
the media to the suspected problems with
overdiagnosis and overtreatment of ADHD
may affect attitudes in primary care regard-
ing use of stimulant medication and possibly
increase anxiety regarding management.18

We advocate that GPs do not try and
manage these cases alone, but liaise with,
and refer to, specialists as needed.

General practitioners also have a key
coordination role, given the numerous pro-
fessionals that may be involved with
managing children with ADHD.50 Having a
keen interest in child mental health and
access to a good multidisciplinary team
appear to be crucial factors in GPs’ willing-
ness to be the primary care provider for
children with ADHD.51

Specialists and shared care 
In the majority of cases, GPs need to liaise
with specialist mental health services who
have the expertise and time to deal with

complex childhood psychological disorders.19

Barriers to effective referrals include lack of
awareness of services52 or of specific thera-
pies available, long waiting periods,53 and
cost to the patient.54 As with other areas of
mental health care, the systems of care are
a critical determinant of referral patterns and
inf luence the type of service GPs can
access for patients and their families. 

A number of models of care currently
exist including shared care,50 employment of
an onsite counsellor53 and specialist clinics.52

The shared care model has been trialled in
Western Australia and has led to improved
management of children with ADHD.50 This
model involves establishment of a strong
professional network of health and educa-
tional professionals through coordinated care
meetings who work together to detect and
manage children with ADHD. Assessment
involves gathering information (eg. school
reports, rating scales) from several sources
and then referring to a specialist for confir-
mation of diagnosis. The GP sends detailed
information to the specialist accepting of
shared care and a trial of medication may
then be arranged. If the diagnosis is con-
firmed, a multimodal treatment program
commences and is reviewed a few weeks
later with subsequent monthly reviews.

Implementation of shared care arrange-
ments, whereby GPs can integrate with
other health service providers, may increase
GP confidence in the detection of mental
health problems and facilitate appropriate
referral to specialists. Another model that
may also improve collaboration between
GPs and mental health specialists involves
employing a counsellor in a practice who
has links with a child mental health team
including child psychiatrists and psycholo-
gists.53 This aim of this model is to
encourage good communication between all
three parties, provide training to staff at the
practice and provide good continuity of care
to families.

There is a continuum of GP involvement
ranging from GPs referring a patient for man-
agement with little ongoing involvement to
those more actively involved in the shared

Case history
Michelle, 9 years of age, is brought in by her mother Louise who describes a 2 month history
of escalating resistance to attend school. Michelle is a shy girl and has trouble making
friends, but was previously well and settled at school. Problems emerged 2 months ago after a
bout of gastroenteritis that kept her home for 3 days. She experiences marked anxiety and
lower abdominal pain associated with being taken to school in the morning and on several
occasions, arrangements were made for Michelle to go home at lunchtime. These symptoms
appear to subside during the day and Michelle is happy and well at home. Louise has tried to
return her daughter to school in the afternoon with no success.
Michelle’s teacher had requested a medical assessment. A thorough GP assessment including
physical examination and stool micro and culture has been unremarkable and the GP informs
Louise that school refusal is a common occurrence after illness. The GP encourages Louise
in her efforts to return her daughter to school and provides some advice on management sug-
gesting that Louise try not to make home too comfortable a place for Michelle on days home
from school. That is, she tries not to allow Michelle activities (eg. movies) that reinforce her
desire to stay home. Louise is encouraged to liaise with Michelle’s teacher to assist her with
school attendance and a referral is made to the school psychologist for further assessment
and behaviour management strategies.



care of patients. Recent commonwealth ini-
tiatives support a variety of shared care
models that aim to improve accessibility to
specialist care and also reduce the cost to
patients. The allied health components of
the Better Outcomes in Mental Health Care
initiative55 and the new Medicare Plus initia-
tive both provide opportunities for GPs to
better access specialist support.56

Psychological interventions

There is growing evidence for specific and
empirical psychological treatments of child-
hood mental health problems. For example,
cognitive behavioural treatment (CBT) of
anxiety in children with and without comor-
bid disorders leads to a clinically significant
reduction in pretreatment diagnoses and
symptoms.26 Cognitive behavioural treat-
ment of anxiety is effective in group or
individual format and parental involvement
enhances treatment effectiveness.37 Child
therapy and caregiver training is also effec-
tive in the treatment of school refusal,57 and
is recommended for parents of children with
ADHD.23 The treatment of school refusal
may involve relaxation training to reduce
physiological symptoms and cognitive work
to identify and modify anxiety producing self
talk so the child is mobilised toward coping
with school attendance.30

Pharmacological interventions 

Psychotropic drugs may be effective in the
treatment of childhood psychopathology but
only together with psychological and educa-
tional interventions. The role of the GP
should be to support the paediatrician and
child psychiatrist in the prescription and
regular monitoring of response, compliance
and side effects.

The relatively short period of effective-
ness of stimulant medication (4 hours) and
their appetite suppression and mood distur-
bance side effects, has led to the
development of long acting preparations of
methylphenidate and amphetamine. A 
higher morning dose of long act ing
methylphenidate (54 mg) is more effective
in children aged 5–16 years with ADHD

combined type, but a lower dose (36 mg) is
more effective for the inattentive type of
ADHD. Insomnia and appetite side effects
are more likely with higher doses particularly
in younger children.58,59

Atomoxetine, a pre-synaptic inhibitor of
the norepinephrine transporter, is a new
alternative to stimulants. Randomised con-
trolled trial evidence indicates that once daily
use (1.2 mg/kg/day) is an effective treatment
of hyperactivity and inattention throughout
the day. Side effects may include decreased
appetite, weight loss, somnolence, fatigue
and perhaps subtle increases in pulse and
blood pressure, but does not appear to exac-
erbate emotional disturbance.60

There is good empirical evidence for the
efficacy of stimulant medication such as dex-
amphetamine in reducing the distractibility and
hyperactivity of ADHD.2 Side effects such as
anorexia, insomnia, irritability and emotional
disturbance can be troublesome and prohibit
use. Sometimes the addition of clonidine at
night might counteract the insomnia and also
have a positive, but not always persistent
effect on ADHD symptoms. It is necessary to
monitor for any hypotensive effects.

Some anxiety disorders such as separa-
tion anxiety and school refusal may respond
to the anxiolytic effect of imipramine (10–25
mg at night), but the child should have no
history of heart disease and a normal electro-
cardiogram because of the tendency for
imipramine to prolong the P–R interval.22

There is equivocal evidence that selective
serotonin reuptake inhibitors (SSRIs) are
effective in the treatment of depressive
illness in young people.61 In the United
Kingdom there is concern that SSRIs (apart
from fluoxetine) might increase suicide risk.
Therefore, only fluoxetine is authorised for
use in young people attending primary care.62

There is relatively weak evidence that
SSRIs reduce anxiety in adolescents 
but they may be an effective treatment of
obsessive compulsive disorder. Low 
dose neuroleptic drugs (haloperidol, 
risperidone) may be effective in the manage-
ment of disruptive and aggressive behaviour in
children with intellectual disability or autism.63

Conclusion
General  pract it ioners have a key role 
in detecting and managing common 
chi ldhood psychological disorders and 
are uniquely placed to assess the 
mixed somatic/psychological  manner 
in which patients present. Effective inter-
ventions are avai lable to minimise the
disruption of psychological disorders in chil-
dren and the subsequent disability and
disadvantage that can ensue. Through
better understanding of the specific diag-
noses, implementation of brief screening
tools, and understanding of the treatment
options avai lable, a mult idiscipl inary
approach wil l  most benefit  the chi ld.  
As in many other areas of primary mental
health care, further training for GPs 
and research into the management of child-
hood psychological disorders is a public
health priority.

Conflict of interest: none declared.
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