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The Wonca-Europe 2004 meeting in Amsterdam was

an extraordinary event. The fascinating mega-work-

shops on the subject of communication and attitudes

were certainly a highlight for all 2500 participants

working in groups of five, indeed worth citing in the

Guinness Book of Records! For five hours, partici-

pants, led by a highly competent team, exchanged,

discussed and revised many ideas about current

family practice. The general picture was that of

European Family Doctors riding on the latest wave

of science, technology and communication. 

Unfortunately, no picture is perfect. A few areas of

non-universally shared knowledge remain in Euro-

pean General Practice. Later during this conference

we discovered that one of these was the understand-

ing that teenagers need confidential health services.

This is the topic we wish to raise here. 

Enthusiasm following the mega-workshops probably

benefited the workshop we ran later in the day on

communication with adolescents4. We chose an in-

teractive design. Following an introduction review-

ing the developmental aspects of adolescence (bio-

logical, psychological, cognitive and social), we pre-

sented a framework for the biopsychosocial inter-

view of teenagers known as the “HEADSS” screen

(Table 1). We then proposed case scenarios that al-

lowed participants to practice using the HEADSS

screen as a thread to lead consultations with young

people. 

In one scenario, Sarah, a 16-year-old girl, presents to

the general practitioner with urinary symptoms. Her

mother accompanies her into the consultation room.

Workshop participants were asked to focus the role-

play on offering confidentiality and consultation

time without the mother in order to ask Sarah about

her sexual activity. 

Whereas no participant felt uneasy using the

HEADSS framework in the role-play, many ques-

tioned the need for consultation time with the

teenager alone. They explained that in their practice

they had never considered asking the parent to leave

the consultation room before. Reticence to engage

in this aspect of the role-play only dropped when we

revealed that in our fictitious scenario Sarah was in

fact pregnant, and unwilling to disclose this fact to

the doctor if her mother was present. 

There is no defined age from which teenagers should

be offered confidential consultation time. In prac-

tice, confidentiality should, ad minima, be offered to

adolescents who are mature enough to consent to a

treatment on their own. The age limit for such ma-

turity is not generally defined by law. Rather, it is up

to practitioners to assess whether a teenage patient

is mature enough to understand the consequences of

these choices. Research shows that from the age of

about 14, teenagers increasingly acquire the cogni-

tive ability to make treatment decisions on their own

[3]. Providing a family doctor uses tact in his/her ex-

planation to parents, it is rare that they object to let-

ting their teenage child spend part of the consulta-

tion alone with the doctor. In the box, we present an

example of how this can be done.

Case scenario5

You know Sarah’s mother, who comes to see you

regularly in the practice, but you have not met

Sarah before, since she usually sees the paediatri-

cian. As you go and meet Sarah and her mother in

the waiting room, you greet Sarah first and intro-

Teenagers have a right to confidential 
consultations with GPs

Table 1. HEADSS framework for the psychosocial 
interview of teenagers (from Goldenring [1]).

Home (current living situation)

Education and employment, Eating habits

Activity (sports and leisure)

Drugs (use and misuse tobacco, alcohol, illegal drugs)

Sexuality (identity, expectations, behaviour)

Suicide (mood, anxiety, depression, suicidal conduct)

1 Centre for Adolescent Health, Murdoch Childrens Research 

Institute, Royal Childrens Hospital, University of Melbourne,

Australia.

2 Consultation Santé Jeunes, Geneva University Hospital, 

Switzerland

3 General Practitioner, Clarens / Montreux, Switzerland

4 Contents of this workshop were based on the EuTEACH 

Programme (European Training in Effective Adolescent Care

and Health: www.euteach.com), and on training material

developed by the Centre for Adolescent Health in

Melbourne, Australia and by Dr Chris Donovan, 

Royal College of GP, UK.

5 Inspired from the video “Clueless: Trigger tape for Primary

Care Teams”, by Dr C. Donovan, UK.
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duce yourself to her. While you are still in the wait-

ing room, you explain to Sarah and her mother

that you usually see teenagers on their own, but

you welcome parents’ presence at the beginning of

the consultation, so that they may express any con-

cerns they have about their child’s health. 

In your consultation room, you start by explaining

that Sarah’s consultation will be confidential: you

will not reveal the content of the consultation to

anyone not even her mother without Sarah’s con-

sent. You remember to state the three exceptions

to this rule: situations in which you would have to

inform another person in order to keep Sarah safe,

such as if she revealed she planned to kill herself,

or kill someone else, or if she was victim of abuse. 

You then ask Sarah to explain the motive of her

consultation and offer her mother the opportunity

to voice her concerns. The mother tells you she

thinks her daughter has cystitis. Once the mother

has told you her side of the story, you ask her to

step out of the room. She is happy to do so, since

you presented the schedule of the consultation

clearly to her from the start. 

Using the HEADSS screen as a lead, you find out

that Sarah is worried her happy life at home might

change soon. She is doing fine in school and tells

you she really enjoys biology (it is important to

note this as it may act as a protective factor). She

has not been eating so well lately because she often

feels nauseous. She mentions she likes going out

at week-ends but has occasionally had regrets

about going to certain parties. Reluctantly, and be-

cause you insist that what she says can remain con-

fidential, she tells you she regrets one particular

night when she abused alcohol and cannabis. She

says that without it she would not be “in this mess”

now. You acknowledge that substances may lead

some people to lose control, which leads her to tell

you that this is how she has become pregnant. 

You reiterate your promise of confidentiality but

underline that it would be best to tell her mother.

You offer your help in disclosing this news to her.

As Sarah remains reluctant to do so, you propose

she takes a day or two to think about it, and reflect

on the options you have just explained to her re-

garding the future of this pregnancy. Before you in-

vite her mother back in, you check that Sarah is

not so distressed as to have suicidal ideas. You then

explain to Sarah that you cannot lie to her mother

but that you can prepare with her “how much” to

tell her. Since you do need to exclude a urinary

tract infection, and to confirm the pregnancy you

agree with Sarah that you will tell her mother that

Sarah’s symptoms may be due to an infection but

that tests need to be done before treatment can be

installed. Before the consultation ends, you re-

member to ask Sarah for her mobile phone num-

ber so that you may call her (or send an SMS) if

the results show she needs to come back sooner

than for her next appointment in three days.

By offering confidential consultation time to teenage

patients, family doctors can uncover the real health

issues and offer the appropriate management. The

doctor should also try to help teenagers in their re-

lationship to their parents and assist them in dis-

closure of the true situation to them. 

In many countries, teenagers have the legal right to

consult and consent to treatment on their own [2, 3].

Yet, often, concerns about confidentiality are at the

top of young people’s list of barriers in accessing

health services [2, 4]. As family doctors, we have an

important role to play in responding to young peo-

ple’s health needs by providing adolescent-friendly

services, ie, services that are accessible, affordable

and developmentally appropriate [5]. Offering con-

fidentiality is a priority step in responding to the

needs of adolescents who come into our practices.
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