
ABSTRACT
Background
Too many abused and neglected children are being
overlooked by GPs and other professionals who are in
contact with the families. Some suggestions for a
definition of ‘a child in need’ have been given, but the
functionality of these definitions has not been tested in
general practice.

Aim
To describe the problems presented by GPs as cases
with children in need during supervision, and from here
to suggest an empirically-based definition of a child in
need in general practice.

Design of study
A mixed-method evaluation design was used.

Setting
Twenty-one GPs, in Denmark, participated in
supervision groups concerning cases with children in
need in general practice.

Method
The data were analysed via field notes and video
recordings; case categorisation into sex, ethnicity, and
developmental stages; thematically using the GPs’ own
descriptions; and a theoretically supported style.

Results
Analysis of the data led to the suggested definition of a
case concerning ‘a child in need’ in general practice as
one that directly or indirectly involves problems with a
specific child, an as-yet unborn child, or one or both
parents of a family currently or potentially threatening
the wellbeing of the family or the child.

Conclusion
Based on this analysis, one suggestion as to why
some abused and neglected children are overlooked in
general practice is that GPs often have to navigate in
difficult indirect consultations, where there is a high risk
of losing the overview.

Keywords
children; education, medical, postgraduate;
physician–patient relationship; primary health care;
professional education.

INTRODUCTION
It is often wondered why child abuse is not
discovered earlier by doctors or other professionals
who are in contact with the families in which the
abuse is occurring.
Do the professionals fail to spot these children and

their families because other children’s cases are
more obvious or severe, which perhaps distracts the
professionals’ attention away from some abused
children? Or do the signs of abuse and neglect lie
outside most GPs’ professional understanding of ‘a
child in need’ case? Are the existing definitions not
operational in a clinical context like general practice?
The definition of ‘a child in need’ varies across
disciplines, countries, and even regions. In line with
other earlier offered definitions,1 the UK government
defines children in need as:

‘... those whose vulnerability is such that they are
unlikely to reach or maintain a satisfactory level
of health or development, or their health and
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development will be significantly impaired,
without the provision of services.’2

There is an extensive theory-based literature that
focuses on children in need.3 It is known that GPs’
attention is awakened when they experience a child
or family behaving ‘abnormally’ in the surgery,4 but
empirically-based descriptions of the kind of
problems children and families present to
professionals like GPs are scarce.4

To explore how children in need are identified by
GPs, and why abused children are sometimes
overlooked, it is important to understand the variety
of all children’s cases that professionals find
problematic or puzzling in their everyday clinical
practice.
In Denmark, GPs have regular contact with all

children from the age of 5 weeks to 5 years, as part
of a public preventive healthcare programme (GPV).5

It is widely recognised that some families need a
level of care that goes beyond the GPV. These
families often bring the problems to the attention of
the GPs directly, or indirectly via other problematic
issues.4 However, even though GPs may be the first
professionals to spot signs of possible child
maltreatment,3 there is no empirically-based
definition of ‘a child in need’. It seems crucial that
such a definition is provided in order to understand
future GP training needs for the improvement of child
health care in general practice.

METHOD
To support GPs’ professional development in working
with these children and their families, a practice-based
project was set up in Denmark from 2005 to 2007. It
was designed and led by clinically experienced GP
project managers with the intention of educating other
GPs within this area. The aim of the project was to
prevent the neglect of children through early and
competent action in general practice and to
strengthen the professional identity of the participating
GPs in children’s cases.
Two experienced researchers were hired to study,

document, and evaluate the project. This process is
described in detail elsewhere (C Tulinius and B Hølge-
Hazelton, unpublished data, 2009).
The main intervention was participation of GPs in

supervision groups, which focused on cases involving
children from the GPs’ clinical practices. Group
supervision was chosen because it is a well-known
method of organising peer groups among GPs in
Denmark.6 The methodology, the frequency of
meetings, and the selection of participants and
supervisors was inspired by the existing organisation
of continuing professional development (CPD) in
Danish general practice.

Twenty-one GPs, all educated and practising in
Denmark, were invited to participate in three
supervision groups over a 2-year period. Each group
consisted of seven GPs, a typical number for Danish
supervision groups. The participants represented
three different geographical areas: urban, provincial,
and rural; both sexes; and a range of ages, practice
organisations, and clinical experiences as GPs. The
selection was done through local GP tutors using the
local networks of GPs to choose colleagues from their
geographical area. The groups met eight to 10 times
per year for 2–3 hours with their supervisor. The
meetings were organised with a focus on cases from
the GPs’ surgeries that involved children.
The supervision in the project was inspired by

methods already known from CPD groups in Danish
general practice. It can be described as a
collaborative conversation,7 where the participants
attempted to create clarity and understanding of a
social interaction as it took place among professionals
in a given context. This interpretation of supervision,
according to Schilling, is comprehensible for the
concrete supervision healthcare professionals draw
upon, regardless of the theoretical background of the
supervision.8 In the concrete project, the supervisors
were pragmatically recruited and had different
backgrounds and experience as supervisors; two of
the supervisors were GPs and one was a child
psychologist.

Theoretical frame of reference of the project
The theoretical frame of reference of the project was
the work of psychologist Carr.9 This model was
introduced to the participating GPs as a suggestion
for a framework for analysing cases involving children
and families in the GPs’ surgeries.
Carr’s focus is psychological problems that occur

during the first 18 years of life, a life span divided into
three developmental stages or domains: early
childhood, middle childhood, and adolescence.
However, the development of children is seen as
primarily a social process, where the family is the
central social context for this development.9

Problems related to infancy and early childhood
(0–6 years) are described as sleep problems,

How this fits in
GPs are often in the forefront of public debates regarding children in need
overlooked by healthcare professionals. Based on this empirical study it is
suggested that one explanation for this could be that ‘children in need’
sometimes must be discovered by GPs in indirect consultations without the
child being present. On the basis of this study, a new definition of what a ‘child
in need’ is in general practice has been defined.
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toileting problems, learning and communication
difficulties, autism, and pervasive developmental
disorders. Problems related to middle childhood
(6–12 years) are described as behavioural
problems, attention and overactivity problems, fear
and anxiety problems, repetition problems, and
somatic problems. Problems related to
adolescence are described as drug abuse, mood
problems, anorexia, bulimia nervosa, and
schizophrenia.
Child abuse (physical abuse, emotional abuse,

neglect, and sexual abuse) and adjustment to major
life transitions are described individually and can be
seen in all developmental stages. Carr has
developed a model for systematising the factors that
can be related to the problems. This model consists
of four factors called ‘the four Ps’: predisposing
factors; perpetuating factors; protective factors and
provocative factors. The development of
psychological problems may be conceptualised as
arising from risk factors that predispose children to
developing psychological problems, precipitating
factors that trigger the onset or marked
exacerbation of psychological difficulties,
maintaining factors that perpetuate psychological
problems once they have developed, and protective
factors that prevent further deterioration and have
implications for prognosis and response to
treatment.9

Research design
To assure methodological pluralism and to attain
accountability for the educational quality,10 a mixed-
method evaluation design,11,12 was chosen. This
included observation and video recordings of the
sessions;13,14 individual qualitative interviews with six
participants before the intervention began, midterm,
and after it ended;15 focus group interviews with each
group;16 and written evaluation questionnaires,
continuous ePortfolios, and process evaluation
forms, giving a wide range of data (Table 1). The
analysis was inspired by Giorgi’s phenomenological
method of analysis.17 All data were used, but this
article mainly focuses on analysis of the data
obtained during participant observation and the
video recordings of the supervision sessions from
May 2005 to May 2007. Denzin identified four basic
types of triangulation:18

1. data triangulation that involves time, space, and
persons;

2. investigator triangulation that involves more than
one researcher;

3. theory triangulation that involves using more than
one theoretical scheme in the interpretation of the
data; and

4.methodological triangulation that involves using
more than one method to gather data.

In this case the analysis consisted of four steps
representing all four basic types of triangulation using
the combined expertise of the two researchers.
Hence, the final interpretations are outcomes of an
interactive and collaborative process.

1. The researchers went through all video recordings of
the presented cases taking notes while observing
them.13,14 Then these notes were compared to the
field notes taken during supervision settings. Finally,
these two sets of notes were combined into new
research notes.

2. All cases were sorted by sex, ethnicity, and the
developmental stages or ‘domains’, which,
according to Carr, are the periods in children’s lives
where different problems usually emerge.9

3. The individual cases were categorised according to
Carr’s description of problems in each domain.
However, even though many cases took their point
of departure in this framework, almost half of the
cases took their point of departure in a problem
related to the parent(s).

4. As it became clear that the GPs themselves did
not refer to the theoretical framework, and several
of the cases had to be placed in a fourth category,
it was decided to use the GPs’ own description
and categorisations as a new framework to

Method Description

Participant observation All sessions except one were observed and video
recorded in two of the three groups (province and
rural), and all sessions except three were observed in
the urban group. The data are equivalent to 80 hours
of video recording and field notes.

Individual interviews Two GPs from each group were interviewed three
times; before the intervention began, midterm, and
after it ended. The data are equivalent to 600 pages
of interview transcriptions.

Focus group interviews Three focus group interviews, one in each of the
groups by the end of the project. Equivalent to
approximately 100 pages of interview transcription.

Email-based structured Evaluation questions related to the project aim and
questions evaluation from the individual expectations; conducted midterm and
all participants after the project ended.

ePortfolio Developed for this project but with structure and user
facilities identical to the Danish GP specialty training
ePortfolio. Included 185 registered cases with
children, with 550 log entries of varied length,
equivalent to 165 pages.

Written questionnaire Evaluation form including five questions regarding
in paper format learning processes were filled out by the participating

GPs after each supervision session or workshop/
lecture. In total, 245 schedules were received.

Table 1. Data produced in the project.
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thematically analyse the cases.19 The cases in the
fourth category were described as:

• insecurity related to the parental role, such as
finding a balance between work and family life;
•mutual expectations of the new roles as parents;
• difficulties in interpreting signs from the child;
• parental problems related to divorce, such as
lonely, poor, or battered single mothers, or
unconstructive communication between mother
and father;
• parent(s) with a psychiatric problem, such as
those with current or past psychiatric diagnoses;
• parents’ abuse problems, such as those with
current or past psychiatric diagnosis;
• parents’ abuse problems, such as alcohol,
medicine or food abuse;
• doctors’ concern/potential case: such as fragile
parents with previous history of neglect, loss of
own parents, torture, prostitution or abuse, social
isolation, unemployment; or
• heavily overweight parents.

RESULTS
In total, 70 cases were brought forward by the GPs in
the three supervision groups. The cases were
categorised demographically according to age,
domains, sex, and ethnicity (Table 2). However,
several of the cases primarily focused on parents in
various problematic life circumstances with possible
consequences for the family or even for an unborn
child. A fourth category was therefore added to
include these cases. These kinds of social and
psychiatric problems in the family were presented in
all supervision groups, but dominantly in the group of
GPs from the rural area, where the unemployment
rate was high and incomes were low.
Even though quite different cases were brought up

in all of the three groups, the age and sex profile
among the children across the three groups of GPs
presented the same pattern. Cases concerning
children or families with ethnic backgrounds other
than white Danish were between 16% and 25% of the
total number. The total percentage of immigrants in
the Danish population is 6.3%, and among these

4.1% of the total population were from non-western
countries.12

By using the words and concepts of the GPs in the
analysis, the descriptions of the most urgent problem
in the different age and sex groups showed that the
GPs seldom described specific problems of specific
children. They primarily described problems
concerning the parental roles, such as behavioural
problems and problems related to events like death,
divorce, war, and torture:

• Case 1: since her divorce, the mother of two
teenagers has started drinking a little. The father
does not want contact with his children. The GP
can see that the whole family feels terrible and the
GP is frustrated because there is nothing relevant
to refer them to.

• Case 2: a mother with preschool child; the problem
is access to the father, whom the mother describes
as a psychopath. The mother wants to go into
hiding with the child and consults the GP.

• Case 3: a toddler spoils things in the GP’s office
and the parents are completely passive. The GP is
irritated by the child but does not want to expose
the parents.

The main concerns raised by GPs in the
supervision groups were problems related to parental
dysfunction, neglect, suspicion of physical abuse,
somatisation of healthy children, overprotecting a
chronically ill child, mentally ill parents, and alcohol
and drug abuse and violence among parents:

• Case 4: a concerned neighbour of an alcoholic
divorced mother of two children calls the GP. The
GP knows the mother but not the children.

• Case 5: both parents of an infant child are former
drug users. The boy is thriving but the doctor is
concerned about his future.

• Case 6: both parents of an infant child are mentally
ill. The GP is concerned about their parental roles.

Thus, many of the cases can be described as a
form of ‘indirect consultation’ for children, occurring
when the GPs become aware of a patient’s

British Journal of General Practice, January 2010 e7

Categories Urban (18 cases) Suburban (24 cases) Rural (28 cases)

Early childhood 4 boys 1 girls 3 boys 1 girl 1 boys 2 girls

Middle childhood 3 boys 1 girls 2 boys 4 girls 1 boys 3 girls

Adolescence 0 boys 3 girls 1 boy 5 girls 5 boys 3 girls

Unborn/parents/other 6 8 13

Other ethnic background than Danish 3 6 5

Table 2. The presented cases in each of the supervision groups, described by age,
sex, and ethnicity, and the four analysis categories.
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problematic family circumstances. Several cases
even described potential problems for an unborn
child:

• Case 7: a young pregnant women with a violent
boyfriend; the doctor is concerned about the
woman’s capability for motherhood.
During the analysis of the words and concepts of

the GPs, three things became clear:

1. It was characteristic for all supervision groups that
almost half of all the presented cases were brought
up in the supervision because of the doctor’s
anticipation of a potential problem or worry for the
child/family, and not because the parents
themselves presented the topic to the GP as a
problem.

2. Very few cases concerned children whom the GP
had actually been in recent direct contact with, or
seen. Instead the child came into focus via the
encounter with the parents.

3. The core of the child cases discussed was very
much the same across the three groups, with the
exception of cases within the added fourth
category. Those kinds of child cases were more
frequently presented in the group from the rural
area.

These three conclusions made it possible to divide
the cases into two categories:

• cases concerning a specific problem for a specific
child; and

• cases concerning problematic family issues with
or without the presence or involvement of a
specific child.

Each of these categories was a case emerging
because of either parents’ or doctors’ concern.
The four steps of analysis of the presented cases

led to a suggestion for the definition of what a case
with ‘a child in need’ is in general practice:

‘A “child in need” in general practice is a case
that directly or indirectly involves problems with
a specific child, an as-yet unborn child, or one or
both parents of a family, currently or potentially
threatening the wellbeing of the family or the
child.’

This means that many of the cases concerning
children in need in general practice are found in
indirect consultations of the child concerned —
indirect in the sense that the child is not present, or
the case is identified via other factors not directly
involving the child.

DISCUSSION
Summary of main findings
The GPs were not observed working with the project’s
theoretical frame of reference, and they appeared to
not find it helpful under the given conditions.
Many of the cases brought up in the supervision

sessions were complex, in the sense that they
involved more than one problem in the family, and it
was necessary to add a category to include parental
problems, and problems in contemporary families, as
well as problems with psychiatry, violence, and
abuse in the family. One of the challenges seems to
be that the cases took their point of departure in the
parent, whereas the focus of the theory is the child.
This is supported by previous findings that

vulnerability occurs in childhood when several
problematic factors are present at the same time,
and that it is this accumulation that should be
addressed because it puts a strain on the child.22,23

By analysing the words and concepts used by the
GPs, it became clear that across all cases and
categories, the main concerns presented by the
parents did not involve children directly, but rather
issues of dealing with parenthood and life events.
Based on the analysis, it is suggested that ‘cases

involving children in need’ should be defined for
general practice. This definition will differ from other
definitions, in that such cases are often ‘indirect’: the
child in need may not be present at the GP’s
consultation; indeed, the primary cause for the
consultation itself may not even be the child.

Strengths and limitations of the study
The project design gave the possibility of authenticity
in the professional development and the results are
based on different kinds of triangulated data.18,23,24

The structure of the project enabled discussions
regarding the cases the GPs had spotted, but by
definition they could not discuss the ones they
missed. Moreover, cases were presented as
retrospective reconstructions seen from the GPs’
subjective points of view.
The cases can be perceived as not reflecting the

most common situations, but rather the difficult
exceptions as opposed to the cases that were less
challenging to the GPs’ professionalism.
The participants could all be described as white

and as doctors representing the middle class. This is
likely to have influenced the choice of cases
presented,25,26 and could probably also have
influenced the kind of information and concerns the
patients chose to share with their GPs.

Comparison with existing literature
In earlier studies, there has been a lack of empirically-
based descriptions of the kinds of problems children
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and families present to professionals like GPs.4 This
study has generated an empirically-based definition
reflecting the everyday in general practice, leading to
the suggested definition of what constitutes a case
with ‘a child in need’ in general practice.
The GPs’ focus in the description of the ‘case’ were

circumstances for a possible future problem, rather
than the explanation of an existing child problem. This
underlines the general practice preventive perspective
as opposed to the focus on the aetiological or
pathological explanation of an existing child problem.
The number of cases involving children and/or

parents with other ethnic backgrounds than white
Danish was relatively high. Bearing in mind the
existing knowledge about social capital as an
important determinant of children’s health,27 this
result could be due to the general condition that
ethnic minority populations are marginalised
compared to the rest of the population.20

The GPs did not use the introduced theoretical
framework. In other Nordic studies, a lack of theoretical
knowledge has been described as an obstacle to GPs’
opportunity for acting professionally.4,29 An alternative
interpretation could be the lack of relevance and lack of
transferability of knowledge produced in other medical
specialties or disciplines to the complex reality of
clinical general practice.

Implications for future research
It is extremely important to draw attention to the
finding that many of the children’s cases in fact did
not originate from children’s problems but from
problems among adults with children. If Carr’s
theoretical framework is to be used in general
practice it needs further development.
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