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KEY MESSAGES

� Above all, troubled adolescents expect from their GP ‘honesty’, which meant secrecy, to refrain from judg-
ment and to put forward the right questions.

� High-risk girls were the most inclined to talk to their GP about interpersonal problems but they were reluc-
tant to talk about their bodies.

ABSTRACT
Background: Adolescents often have emotional and behavioural problems that general practi-
tioners are likely to miss. While nearly 80% of them consult their GP every year, it is usually for
physical, not psychological reasons. Trust in their GPs in necessary for screening.
Objectives: To identify the key quality desired by adolescents for them to feel free to confide in
GPs. To determine whether this quality differed according to gender, level of at-risk behaviours
or interlocutor: friend, parent or GP.
Methods: A descriptive cross-sectional study was conducted in 182 French educational institu-
tions chosen by lot. Fifteen-year-olds completed a self-administered questionnaire under examin-
ation conditions. While the questions on behaviour were drawn from the cross-national survey
entitled ‘Health behaviour in school-aged children (HBSC),’ the questions on conditions condu-
cive to trust were drawn from previous studies.
Results: A total of 1817 (911 boys, 906 girls) questionnaires were analysed. Adolescents said
they seldom confided. The main quality they expected from a GP to whom they could confide
in was ‘honesty’, which meant ensuring secrecy, refraining from judgment, and putting forward
the right questions. This priority was modified by neither gender nor experience with health-risk
behaviour. The quality of ‘reliability’ was more closely associated with their parents or friends,
while ‘emotionality’ was cited less often.
Conclusion: To gain the trust of adolescents, GPs have to be sincere and non-manipulative and have
the ability to ensure confidentiality and to put forward the right questions without passing judg-
ment. Can this be verified during consultations? Prospective studies could shed light on this point.
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Introduction

Adolescence is a period marked by biological, psycho-
logical and social turbulence, which can be manifested
by health-risk behaviour,[1] self-harm, aggressiveness,
use and misuse of alcohol, drugs and sexual behav-
iour, etc. These behaviours increase short-term morbi-
mortality and long-term adult morbimortality.[1,2]
General practitioners (GP) are ideally placed to address
these issues opportunistically.[3,4] However, despite
the high prevalence of mental disorders in young
people, detection and treatment are low.[5]

Adolescents, particularly the most troubled, seldom
request professional help; instead, they are inclined to
turn to their friends or parents.[3] Even if consultations
are essentially physical or administrative, and only 8%
psychological,[6] 80% of adolescents see their GP at
least once a year.[3] Moreover, organized preventive
visits are generally few and far between.[7] Occasional
consultation represents the more relevant opportunity
for GPs to address the unspoken difficulties not
included in the adolescent’s stated reasons for a visit.
[8] To avoid allegations of intrusiveness and so as to
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facilitate its leading to an expression or request, this
approach necessitates a trusting relationship.[9]

When examining the expectations for GPs
expressed by adolescents,[10] it is possible to rank
them in order.

The first objective was to identify the key quality
desired by adolescents for them to feel free to confide
in GPs. Our second objective was to determine whether
this quality differed according to gender, level of at-risk
behaviours or interlocutor: friend, parent or GP.

Methods

Sample and survey design

In June 2012, we carried out a cross-sectional survey
involving a representative sample of 15-year-old ado-
lescents enrolled in 182 randomly drawn schools in two
French regions, which taken together represent 5.5% of
the overall French population. Nominative selection
was performed by the statistical services of the French
education ministry. Adolescents and their parents were
informed before the study in a letter presenting the
survey and asking for their consent to participate. At
the beginning of the questionnaire, adolescents were
offered a second opportunity to decline to participate.
As is obligatorily the case in France when surveys are
conducted in a school setting, the competent author-
ities in the French Ministry of Education preliminarily
approved the study. By French legislation on observa-
tional studies, our survey was registered by the
National Commission on Informatics and Liberty (CNIL
no. 1560423 and no. 7z70310939s), which is mandated
to ensure personal data protection and prohibits any
search for ethnic differences.

At school, participants were asked to fill out with
pen and ink a self-completion paper-based question-
naire under examination conditions in the presence of
a representative of the health arm of the French
Ministry of Education. Data were processed by an elec-
tronic recording device or captured manually by two
independent operators.

The questionnaire

Development of the questionnaire necessitated prelim-
inary studies. It was drawn up by a non-formalized
expert consensus associating a GP, a child psychiatrist,
a biostatistician, a school physician, a public health
physician.

There were three series of questions:

1. Interrogation on the interlocutor chosen according
to the difficulty encountered: ‘When you have (or

had) difficulty involving … .’ You spoke (or would
speak) about it to…’ Difficulties were grouped
under three headings:
� difficulties in physical health and worry over

not being ‘normal‘;
� personal difficulties involving: stress, morale,

assaults suffered, aggressiveness, time in front
of screens and consumption of illegal drugs;

� interpersonal difficulties concerning parents,
teachers, friends, boy/girlfriends.

2. Interrogation on conditions for trust. As we did
not find in the literature a questionnaire specific-
ally addressed to adolescents, we based ours on
the Wake Forest University Scale (WFUS) adapted
to adults and the children’s interpersonal trust
belief scale (CITB) adapted to children averaging
10 years of age.[11]
The CITB presents different situations experi-

enced by a child who is then asked to position
himself with regard to three types of qualities
expected from an adult: ‘reliability‘ ¼ being con-
stant and consistent; ‘emotionality’ ¼ not causing
emotional harm; ‘honesty’ ¼ being kind, sincere
and non-manipulative. In our survey, situations
were replaced by questions drawn from the WFUS
that respected the CITB categories and presented
formulations adapted to adolescents. Adolescents
were asked to justify the reasons for their trust
according to its addressee and to each of the
three following categories:
If you speak to … (parent/friend/GP), it is

because:
� ‘He/she has already assisted or supported you’,

‘he/she is available to hear you out.’ ‘You
understand what he says’ (¼ ‘reliability’).

� ‘You feel understood.’ ‘He/she knows how to
put you at ease’, ‘you’re not afraid of disap-
pointing him’ (¼ ’emotionality’)

� ‘He/she knows how to ask you the right
questions’, ‘he/she keeps the confided secrets’,
‘you don’t feel you’re being judged’
(¼ ‘honesty’).

3. Interrogation on health-risk behaviour. For this
part, we had access by convention to formulations
of the ‘Health behaviour in school-aged children’
international questionnaire (HBSC).[12] We chose
questions that were related to health-risk behav-
iour:[1,13] tobacco, alcohol and cannabis con-
sumption, early sexual intercourse, group violence
(brawls) and attempted suicide. Questions on fire-
arms and automobile driving were excluded
because they corresponded neither to the ages
nor the French context.
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The questionnaire was tested during three prelimin-
ary consecutive studies. The first one assessed 15 and
16-year-old adolescents seen by GPs and concerned
the levels of relevance and comprehension of ques-
tions. After some improvements, the second one
included 115 students of 15 and 16 years old in a
school setting. The non-response rate was 28% for
questions about the most sensitive or intimate mat-
ters. Then, the third questionnaire had his presentation
simplified, but the questions were the same. This
questionnaire presented a non-response rate lower
than 5%.[14]

Statistical analysis

We divided them into three subgroups. The ‘low risk’
group (LR) brought together those stating they had
never engaged in any of the at-risk behaviours. The
‘high risk’ (HR) group was composed of those stated
that they had engaged in at least one of the behav-
iours reaching the previously described level of sever-
ity. Finally, the ‘moderate risk’ group (MR) consisted in
those belong to neither of these two groups.

HR presented at least one behaviour with a level of
severity that was worrisome due to repetition or early
occurrence, e.g. smokes at least one cigarette every
day; has consumed so much alcohol as to become
completely inebriated at least four times in his life; has
smoked at least three joints over the last 30 days; had
sexual intercourse at least one time by or before the
age of 13; has participated in a physical fight at least
three times over the last 12 months; has made at least
two suicide attempts in his life.

We decided ‘at least two’ because the reporting
rate for ‘one’ (20%) was pronouncedly higher than

in studies,[15] and that suicide attempts could be con-
fused with other forms of self-harm.

While members of the LR had presented none of
the above behaviours, the MR brought together all the
other adolescents. Comparison between the three
groups, which were constituted according to declared
health-risk behaviours, was carried out using the v2

test with a 5% risk of error under the null hypothesis
of homogeneity of proportions between the groups.
SAS software version 9.3 was employed.

Results

Out of the 192 schools contacted, 182 participated;
2,158 students were registered. A total of 1,819 ques-
tionnaires were collected from 911 girls and 906 boys.
The overall loss represented 15.8%. Distribution
according to health-risk behaviours is detailed in
Table 1.

Most of the adolescents had seen their GPs over
the previous year: from 95% of the girls in LR group to
86% of the boys in the LR and HR groups. Those who
consulted frequently (>5/year) were significantly more
numerous in the HR group, among both boys (28%,
P¼ 0.026) and girls (32%, P< 0.001).

The adolescents preferred to confide in their
parents and friends (Figure 1). It was without prefer-
ence for any single topic that they spoke to their
parents about all their concerns. To their GPs, they
focused on their physical health, were reluctant to talk
about their at-risk behaviours and said nothing about
their relationships. With their friends, they were less
inclined to mention their physical concerns.
Distribution was similar for the two sexes except for

Table 1. Behaviours of the adolescents according to gender and health risk group.
Girls Boys

Health risk behaviours Frequency
LR

n¼ 259 (%)
MR

n¼ 419 (%)
HR

n¼ 233 (%)
LR

n¼ 226 (%)
MR

n¼ 399 (%)
HR

n¼ 281 (%)

Suicide attempts in their lifetimes Never 259 (100) 342 (84) 106 (47) 226 (100) 367 (95) 212 (79)
1 time 66 (16) 46 (20) 21 (5) 24 (9)
>1 time 75 (33) 33 (12)

Participated in a fight over the
last 12 months

No 259 (100) 320 (80) 123 (54) 226 (100) 195 (51) 81 (29)
<3 times 80 (20) 66 (29) 188 (49) 77 (28)
�3 times 38 (17) 117 (43)

First sexual intercourse Never 259 (100) 308 (74) 99 (43) 226 (100) 296 (74) 106 (38)
>13 years 109 (26) 110 (47) 102 (26) 73 (26)
�13 years 23 (10) 99 (36)

Has consumed so much alcohol as to be
completely drunk

Never 259 (100) 271 (65) 59 (25) 226 (100) 263 (66) 105 (37)
<4 times 148 (35) 126 (54) 133 (34) 81 (29)
�4 times 0 48 (21) 95 (34)

Has already consumed cannabis Never ever 259 (100) 392 (95) 119 (52) 226 (100) 372 (94) 141 (52)
<3 joints last 30 days 22 (5) 46 (20) 23 (6) 34 (12)
�3 joints last 30 days 63 (28) 71 (36)

Has smoked tobacco Never 259 (100) 310 (74) 41 (18) 226 (100) 326 (82) 109 (39)
<1/day 109 (26) 40 (17) 70 (18) 48 (17)
�1/day 151 (65) 124 (44)

LR, low-risk group; MR, moderate-risk group; HR, high-risk group.
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confiding in friends, which occurred more frequently
in girls.

By selecting their behaviours (Table 2), the HR ado-
lescents confided less than the others in their parents,
except for girls, who confided as much in them as did
members of the other groups about their interpersonal
difficulties.

HR girls spoke less to their GP about their physical
health and talked more to them about their relation-
ships. Regardless of their groups, boys spoke more to
their GPs, while girls opened up to their friends.

All told, 39% (n¼ 712) of the adolescents confided
in their GPs, from whom they expected first ‘honesty’,
and then ‘reliability’ and ‘emotionality’. From their
parents or friends, they placed ‘reliability’ before
‘honesty’. In all cases, the quality of ‘emotionality’ was
cited the least often (Table 3).

For the adolescents who said they confided in GPs
(Figure 2), the qualities they expected from them did

not differ according to the level of their health-risk
conduct. As concerns parents, ‘reliability’ was less fre-
quently expected by HR adolescents, and there was no
difference pertaining to the other qualities.

Discussion

Main findings

The main quality the 15-year-olds expected from GPs
so that they would confide in them about their diffi-
culties was ‘honesty’, which meant that their GP
ensured secrecy, refrained from judgment, and put for-
ward the right questions without difference of gender
or health-risk conducts.

HR girls were the most inclined to talk to their GP
about interpersonal problems but were reluctant to talk
about their bodies. This aspect has not been found in
medical literature and it deserves an exploration.

Figure 1. Nature of the difficulties or concerns voiced by the teenagers according to gender and type of interlocutor.

Table 2. Nature of the difficulties or concerns mentioned by the adolescents according to interlocutor, risk group and gender.
Girls

Parents GP Friends

LR
n (%)

MR
n (%)

HR
n (%) P

LR
n (%)

MR
n (%)

HR
n (%) P

LR
n (%)

MR
n (%)

HR
n (%) P

Difficulties 259 (100) 419 (100) 233 (100) 259 (100) 419 (100) 233 (100) 259 (100) 419 (100) 233 (100)
Health 186 (72) 303 (72) 142 (61) 0.0061 140 (54) 239 (57) 98 (42) 0.0010 146 (56) 256 (61) 151 (65) 0.16
Personal 207 (80) 331 (79) 167 (72) 0.052 63 (24) 108 (26) 64 (27) 0.73 225 (87) 368 (88) 215 (92) 0.13
Interpersonal 208 (80) 322 (77) 172 (74) 0.23 8 (3) 31 (7) 20 (9) 0.027 226 (87) 376 (90) 206 (88) 0.60

Boys

Parents GP Friends

LR
n (%)

MR
n (%)

HR
n (%) P

LR
n (%)

MR
n (%)

HR
n (%) P

LR
n (%)

MR
n (%)

HR
n (%) P

Difficulties 226 (100) 399 (100) 281 (100) 226 (100) 399 (100) 281 (100) 226 (100) 399 (100) 281 (100)
Health 172 (76) 285 (71) 180 (64) 0.010 113 (50) 214 (54) 132 (47) 0.23 76 (34) 173 (43) 126 (45) 0.022
Personal 182 (81) 307 (77) 171 (61) <0.0001 48 (21) 86 (22) 45 (16) 0.16 139 (62) 308 (77) 217 (77) <0.0001
Interpersonal 165 (73) 289 (72) 173 (62) 0.0037 9 (4) 21 (5) 11 (4) 0.64 235 (60) 282 (71) 213 (76) 0.0004

LR, low-risk group; MR, moderate-risk group; HR, high-risk group.
P: v2 test.
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Limitations of methods

The first limit was that the one and only age of the
adolescents, 15 years, reduced the interest of the
study for other ages. However, our choice enabled us
to obtain a homogeneous sample at an age where the
rate of at-risk behaviours steeply increases,[16] and it
may not be too late for effective preventive action.
Moreover, 15-year-olds currently represent the most
widely studied age bracket in Europe.[15]

The second limit concerns the French national
health system. Access to doctors is very easy and open
and not limited according to financial resources. This
French specificity leads us to question the reproduci-
bility of the results in other countries.

The third limit involved the data collection condi-
tions, which while highly conducive to the expression
of opinions, were not based on observations drawn
from a concrete context. In fact, priority was given to

emancipation from the influence exerted by an adult,
and that is one reason why the questionnaire was
filled out under conditions favouring anonymity and
sincere responses.

The fourth limit involved the choice of health-risk
behaviours, in which we subscribed to present-day ori-
entations of the literature associating internalized and
externalized disorders.[13,17] The choices of frequency
and early age as criteria of severity allowed us to avoid
focusing on initial trials (alcohol, cannabis) or impul-
sive-reactive behaviour. Severity from one cigarette a
day is well-referenced at that age,[18] particularly in its
relationships with stress and suicide.[19] The decision
to ask about more than one suicide attempt was moti-
vated by a wish to emphasize repetition, which is
an important severity criterion in the literature. The
very high rate for one attempt by girls (21%) was
more elevated than those reported in all the inter-
national or national studies[15,20,21] and suggested

Table 3. Classification of the qualities expected by adolescents who say they confide in their physicians according to gender,
risk group and interlocutor.

Girls

Parents GP Friends

LR
n (%)

MR
n (%)

HR
n (%) P

LR
n (%)

MR
n (%)

HR
n (%) P

LR
n (%)

MR
n (%)

HR
n (%) P

Expected quality 117 (100) 171 (100) 85 (100) 117 (100) 171 (100) 85 (100) 117 (100) 171 (100) 85 (100)
Reliability 112 (96) 153 (89) 62 (73) <0.0001 71 (61) 98 (57) 53 (62) 0.71 105 (90) 154 (90) 74 (87) 0.75
Emotionality 78 (67) 99 (58) 44 (52) 0.092 58 (50) 88 (51) 51 (60) 0.30 102 (87) 136 (80) 69 (81) 0.24
Honesty 80 (68) 109 (64) 51 (60) 0.46 86 (74) 125 (73) 55 (65) 0.31 100 (85) 134 (78) 72 (85) 0.23

Boys

Parents GP Friends

LR
n (%)

MR
n (%)

HR
n (%) P

LR
n (%)

MR
n (%)

HR
n (%) P

LR
n (%)

MR
n (%)

HR
n (%) P

Expected quality 90 (100) 154 (100) 95 (100) 90 (100) 154 (100) 95 (100) 90 (100) 154 (100) 95 (100)
Reliability 82 (91) 132 (86) 72 (76) 0.014 50 (56) 86 (56) 47 (49) 0.58 68 (76) 112 (73) 67 (71) 0.74
Emotionality 59 (66) 90 (58) 49 (52) 0.16 37 (41) 64 (42) 35 (37) 0.74 62 (69) 101 (66) 53 (56) 0.15
Honesty 64 (71) 112 (73) 65 (68) 0.77 68 (76) 102 (66) 73 (77) 0.12 68 (76) 106 (69) 70 (74) 0.48

LR, low-risk group; MR, moderate-risk group; HR, high-risk group.

Figure 2. Conditions for trust stated by the teenagers who confide in their physicians.
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that self-harm gestures were being improperly consid-
ered as suicide attempts. Moreover, it has been shown
that severity is preferentially associated with repeti-
tion.[22]

We did not analyse if GP’s gender has an impact on
adolescent’s expectations. It could be studied in a
more specific study.

Our results are reliable thanks to the number of
schools and students included.

Confidence, a complex notion

We tried to establish a hierarchy of different criteria
for adolescents’ trust in GPs. It nonetheless bears men-
tioning that trust is a highly complex notion represent-
ing an aggregation of possibly overlapping criteria.
Moreover, it is quite possible that adolescents are far
from homogeneous in the ways they appropriate the
concept of trust.

Comparison to the literature

This study confirmed several well-known factual ele-
ments reported in the literature: adolescents with psy-
chological problems confide first in their friends and
then in their parents, but in our study, they do it
more, and with less variance.[23]

When they address themselves to GPs, it is essen-
tially due to their physical health problems.[2,24]
Their reluctance to confide in GPs about their psycho-
logical and interpersonal problems is equally well
known.[9,23] Our study showed that even if their rea-
sons for seeing their GP were mainly somatic, at-risk
adolescents were the ones who consulted most fre-
quently. However, HR girls talked to their GPs about
their interpersonal problems; paradoxically, they were
less inclined to confide in their GPs about their bodies.
This disinclination carried over to their parents, but not
to their friends. It would seem that the at-risk girls were
reluctant to talk to an adult about their bodies and that
GP’s function in no way modified their wariness.

For girls, friends remained the primary confidants. The
differences we found in attitudes to calling for assistance
is in agreement with several studies in which boys are
described as generally less likely to seek out help from
adults.[25] Our study allows this observation to be
nuanced; unlike other boys, those in difficulty confide less
in their parents, as much to GPs, and more to friends.

In fact, it was according to their interlocutors that
adolescents effectively defined the qualities required
for trust. The quality expected from parents was
‘reliability’ ¼ ‘he has already helped me, he is avail-
able, he understands what I say.’ The quality expected

from GPs was ‘honesty’, which corresponded to the
following three wishes:

1. The first wish was for confidentiality, confirmed by
several studies.[3,10,26] Without assurances of
secrecy, adolescents will close themselves off and
refrain from addressing sensitive topics such as
health-risk behaviours.[26] The determination to
respect confidentiality has to be reasserted during
consultation with adolescents.

2. The second wish, confirmed by other studies,[9,10]
is not to be judged. It is particularly necessary
when interacting with adolescents.

3. The third wish, which is that the GP ‘put forward
the right questions’, has seldom been mentioned
in the literature. As adolescents have trouble find-
ing the words allowing them to speak of them-
selves, they express their difficulties using somatic
complaints.[20] While in the final analysis they are
not opposed to speaking of themselves, they
expect the initiative to come from an adult.

What are ‘the right questions’? Several tools have
been validated and recommended in France; some can
be memorized, such as the test to screen suicide risks
and the HEADSS psychosocial interview guide;[17]
others such as the ADRSp are self-administered
questionnaires designed to evaluate depressive ten-
dencies.[27–29]

Conclusion

Several qualities are required to gain the trust of ado-
lescents. Our study has highlighted those that appear
primordial for all adolescents, regardless of their gen-
der or behaviour; the most important is ‘honesty’
understood as being kind, sincere and non-manipula-
tive and the ability to ensure confidentiality and to
put forward the right questions without passing
judgment.

The second quality expected is ‘reliability’ and the
third is ‘emotionality’.

The girls in the high-risk group confide more to the
other persons mentioned than to GPs. It would be
relevant to explore how GPs could convince them to
open up.
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