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News from the Association

Acknowledgments

The onset of summer is marked by atradition. It isatime when we wish to underline the efforts of all
those who have collaborated in the Association's activities and in the production of PRO-TEEN.

We would like to thank André Malo for the impor-
tant work he does as the coordinator of our main
activities: he supervises the membership data
bank, PRO-TEEN and other publications; sees to
the logistics for conferences; manages and orga-
nizes secretarial and computer work; and coordi-
nates the work of collaborators. For the second
year now, CAAH is administering all his meetings
without external agency’s support.

Philippe Nechkov has done the layout for every
issue of PRO-TEEN, changing the publication's
look. The content of PRO-TEEN this year has be-
nefited from the quality efforts of Julia Sheel who
wrote and translated some articles. We are grate-
ful to all members of the PRO-TEEN team for their
work and dedication. We also wish to thank eve-
ryone who sent us articles, publication notices or
news from their associations, thereby contributing
to the quality and success of the final product.
The number of documents received for
publication is interestingly increasing.

Within the Association, Philippe Nechkov mana-
ged the membership data bank and registered new
members. Dany Martineau and Philippe Nechkov
also entered hundreds names of individuals, agen-
cies and institutions in the data bank, which
meant that we could announce our activities to
more and more professionals. We want to stress
the work of Joseph Badette, who helps us in pro-
gramming the data bank to give us needed lists
and statistics.

As for our web site, still embrionic, Frédéric
Douesnard Malo has work to increase the content
and improve the design.

We have been contracted by the Canadian Pedia-
tric Society, to do a study on the information net-
work on youth health issues in Canada. This stu-
dy was part of many national studies for the Na-

tional Clearinghouse for Population Health, Health
Canada, now the Canadian Health Network. We
have interviewed more than 55 organizations who
were providing health informatin on youth health
issues and our report was sent in may 1999. Julia
Sheel, Neil Désir and Y orik Janvier were very help-
full in completing this contract.

We call attention to the generous contribu-
tions of Merck Frosst, Vaccin division.
We have received a substantial contribution from
this Company for our publications and conferen-
ces. Through the support of this Company, we
are able to pursue our activities. We would liketo
mention the work of Mrs. Renée Marineau, a
strong supporter of our Association.

We would like to note the gracious contribution
of Sainte-Justine Hospital, which backs our activi-
ties.

We would also like to highlight the outstanding
work of the committees who organized CAAH
meetings and conferences.

For the 5™ National Scientific Meeting of
CAAH held in Montreal October 29-30, 1998, on
the theme of “ Eating Disorders in adolescents ",
we acknowledge the work of Dr Jean-Yves Frap-
pier and Dr. Franziska Baltzer, co-president, who
organized the event with Dr. Jean Wilkins, Dr. Da-
nielle Taddeo, Dr Eudice Goldberg, Dr. Roger Ton-
kin, Joanne Gusella PhD, Dr. Yves Lambert. The
meeting was attended by 305 participants

For the First Ontario Regional Meeting of
CAAH, held in February 20" 1998 in Toronto on
the theme * Y outh Substance Abuse treatment :
Tools of the Trade”, we acknowledge the work of
the Toronto Sick Children, Adolescent Substance
Outreach Program, with Sheryll Littleton, Jane
D’Alessandro, Dr. Karen Ledslie, Dr. Stephen R-
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vers, John Westland, Lyn Westwood. The mee-
ting was attended by over 120 participants.

The Québec section committee of CAAH organi-
zed the Eleventh Québec Regional Meeting
of CAAH, may 7, 1999, on the theme of
“adolescence et pouvoir : un bogue de I’an 2000”.
The committee is composed of : Dr. Jean-Yves
Frappier, Micheline Proteau, nurse, Ginette Du-
charme, nurse, Daniéle Bouchard, nurse, Pierre
Chartrand, social worker, Danielle Delorme, social
worker, Martin Benny and Mélanie Gagnon, PhD
students in psychology. This meeting was atten-
ded by 220 participants.

The Second Ontario Regional Meeting of
CAAH, held in Ottawa on May 14" 1999 on the
theme “ Assessment and management of Subs-
tance Use Disorders During Adolescence ”, was
organized by Dr. Suji Lenaand a scientific commit-
tee of more than 15 professionals from the Ottawa
region : Dr. Gonzalo Araujo, MD; Ginette Choui-
nard, Executive director, Walter Hempey, Program
Co-ordinator, Centre David Smith Center ; Lynda
Donaldson, Y outh Co-ordinator, Serenity Renewal
for Families ; Leo Etienne, Director of Training,

SASS| Canada ; Dr. Steven Feder, MD, Head ,

Adolescent Clinic Children's Hospital of Eastern
Ontario ; Jean Gagné, Executive Director, Maison
Fraternite Program for Adolescents ; Anita Kaiser,
Co-ordinator, Early Intervention Program, Royal

Ottawa Hospital ; Marge Lanigan, Co-ordinator,
Long Life Program, Vince Kicknosway, Healing
and Wellness Co-ordinator, Odawa Native Friend-
ship Centre ; Louise Logue, Youth Intervention
Co-ordinator, Constable Angela Macdade, Otta-
wa-Carleton Regional Police Services, Youth Ser-
vices Section ; Barbara Mcllveen, Principal, Woo-

Volume 8, Number 1 & 2

droffe High School ; Dr. Robert Milin, MD, Y outh
& Addiction Psychiatrist, Royal Ottawa Hospital ;
Clara Panarella, Addictions Assessment, Services
of Ottawa-Carleton ; Claire Purdue, Project Leader
in Substance Use Prevention, Adolescent Health
Program, Cathy Crowe, Supervisor, Reproductive
Health Program, Ottawa-Carleton Regional Health
Dept ; Isabelle Rivard, Snow Board Project Co-
ordinator, Sarah Brandon, Satellite Coordinator,
Youth Net ; Pauline Sawyer, Executive Director,
Alwood Treatment Center ; Sean W. Scott, M.A.
Psychology, Robert Smart Center ; Dr. Dan Swest,
MD, Family and Addiction Medicine ; Paul
Welsh, Executive Director, Rideauwood Addiction
& Family Services ; Dr. Jean-Yves Frappier, Presi-
dent CAAH. The meeting was attended by more
than 150 participants. It is the first meeting orga-
nized and administered entirely by CAAH out-
side Québec.

In conclusion, | am grateful to al members who
promote our activities and support us. Some of
you have been members of CAAH for many years
now and it is encouraging to see your names -
ming back as a sign of your appreciation of our
work.

Have a nice summer,

Jean-Y ves Frappier

Renewal 99

For those who receives a membership renewal form,
please fill it and send it with your contribution
as soon as possible.
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CAAH as part of aconsortium, becomes youth ffiliate

Thanks to the participations and support of orga-
nizations from across the country, the Canadian
Health Network (CHN) is growing to meet the
health information needs of Canadian consumers
and health intermediaries alike. As you may be
aware, the CHN is designed to improve access to
timely, relevant, and credible information related
to health and well-being and to strengthen health
promotion networks across Canada.

While Health Canada is taking a leadership role in
establishing CHN initialy, the ultimate goal is to
have an integrated and national health information
service that is jointly managed and sustained by
many partners.

The Canadian Health Network extend an invitation
to no-for-profit organizations interested in beco-
ming affiliates.

Critical to the development and sustainability of
CHN are partnerships with organizations across
the country. Affiliate organizations will have
content expertise in a health topic and/or target
group area, ie youth. They will play akey role in
supporting the CHN operating centres by provi-
ding expert advice and responding directly to any
consumer inquiries. They will also be responsible
for developing and supporting a network of as-
sociate organizations that provide content
specific information. In addition, affiliates will be
part of a distributed network of organizations in-
putting data to support the ongoing development
of the CHN Web site, and provide content to ope-
rating centres to respond to complex consumer
requests using fax-back, call centre and/or interac-
tive voice response (1VR) technologies.

Asyou may know, we recently heard from organi-
zations across Canada who expressed an interest
in becoming an eastern or western regional
operating centre. All operating centreswill pro-
vide the first point of contact for consumers and

hedlth intermediaries, and will work with affiliate
and associate partners to provide credible infor-
mation to Canadiansin atimely fashion.

We are seeking approximately 19 affiliate organiza-
tions/consortium to support the vision of the Ca-
nadian Health Network in the 19 different health
topic and/or target group area. The benefits to
your organization in becoming an affiliate as part
of a network of health information providers
across the country include to:

. have aleadership role in developing this new na-
tional health information initiative;

. contribute to the development of health informa-
tion networks;

. expand your scope of service and volunteer
base; and

. enhance your organization's visibility and profile.

CAAH and CHN

CAAH had already worked for the predecessor of
the CHN in the spring of 1998 to survey canadian
organizations providing health information on
youth health issues. This time, a consortium was
formed to become affiliate for the youth compo-
nent of CHN. The consortium includes TEEN NET
project —University of Toronto, department of Pu-
blic Health, Hospital for Sick Children-Adolescent
Division-Toronto, McCreary Society (Vancouver),
CAAH and la section de médecine de I’ adoles-
cence-Hopital Ste-Justine, and Kids Help Phone.

CHN has accepted our proposa as affiliate for
Y outh issues. CHN prototype Web site:

(www.canadian-heal th-network.ca)

Canadian Association for Adolescent Health
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Advocacy Committee and Advocacy |ssues

Advocacy Committee Protocol

Goadls

The Advocacy Committee of the CAAH has been
established with the following goals:

To provide a structure and support for those
members of CAAH who wish to advocate for ado-
lescents in matters of public affairs.

To have contacts with other adolescent health
oriented groups which engage in advocacy. This
will allow for joint advocacy ventures, and easy
exchange of information about advocacy issues.

To have contacts with youth advocacy groupsin
order to provide them with professional support in
advocacy matters and to allow for joint advocacy
measures.

To help provincial sections of CAAH to act as
liaisons for advocacy on public or legislative mat-
terswith their provincial or local governments.

To inform the membership of CAAH regarding
adolescent health issues which are currently
being debated in the public sphere.

Committee structure and membership

The committee will be composed of members of
CAAH, with a core committee and subcommittees.
There will be a core committee chairperson who
will be named by the Board of Directors for a 2
years mandate, renewable. Subcommittees chai-
persons will be either named by the core commit-
tee or elected by the subcommitteeitself, upon ap-
proval of the Board of Directors. Core Committee
will meet biyearly, with subcommitees meeting
more frequently.

Responsabilities of the chairperson:

It will be the responsibility of the chairperson of
the Core committee to present to the board of
CAAH issues which will be advocated as "official
CAAH positions'. These issues and the actions

being taken to support them will be presented to
the CAAH membership via PRO-TEEN items
containing education about the issue and update
on tne CAAH advocacy activities.

The chairperson will be responsible for organizing
the bi-yearly meetings, and coordinating the va-
rious advocacy issues before the committee, and
providing support for members who are engaged
in advocacy work.

The chairperson will prepare a yearly report for
PRO-TEEN summarizing the activity of the advo-
cacy committee.

Conclusion

It is hoped that the work of this committee will re-
sult in the CASH taking an even more active and
official role in matters of importance to adol escent
health at the federal, provincial and local level,
and create even closer cooperation between
CAAH and other adolescent health groups and
youth advocacy groups.

Advocacy Committee members for now

Katherine Leonard, MD, Chairperson
Jean-Y ves Frappier, MD

Betty Gerstein, MD

Miriam Kaufman, MD

Karen Leslie, MD

Advocacy Committee Request for members

We would also be interested in knowing if
any CAAH members have a special inte-
rest or expertise in the following areas:

1. The proposed tobacco legislation,
2. The Youthful Offenderes Act, and
3. The recent child pornography ruling.

These would be three potential areas of
action for the Advocacy Committee.

Canadian Association for Adolescent Health
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Advocacy Committee News. CAAH and Gun Control

Dear Dr. Jean-Y ves Frappier

We would like to take this opportunity to thank
you formally for your role in recent decision to
seek intervenor status in support of the new gun
control legidation (Bill C-68) at the Supreme Court
of Canada.

In addition to the Coalition for Gun Control, the
following municipalities and organizations have all
filed their motions for leave to intervene in sup-
port of the law at the Supreme Court: Cities of
Montreal, Toronto and Winnipeg, the Canadian
Association of Chiefs of Police, Canadian Asso-
ciation for Adolescent Health, Canadian Pediatric
Society, Alberta Council of Women's Shelters,
CAVEAT, Fondation des victimes du 6 décembre
and the Quebec Public Health Association.

Your support has meant a great deal in recent
years and we hope we can continue to count on
you in the next few months, as the Supreme Court
considers the constitutionality of the law. With
your help, we will also continue to work to ensure
that the law is fully implemented.

Yourstruly,

Wendy Cukier
Professor, Ryerson Polytechnic University

President, Coalition for Gun Control

Chantale Breton
Executive Director
Coalition for Gun Control

CAAH Represented at the Supreme Court

After the law on gun control was approved in par-
liement, the Government of Alberta contested the
law. On September 29, 1998, the Alberta Court of
Appeal voted 3-2 to uphold the new federal gun
control legislation. Not only did Chief Justice Fra-
ser find the law to be avalid exercise of the federal
government's criminal law power, she also reaffir-
med the importance of licensing and registration
to any effective gun control system because these

are: "... about the protection of public safety from
the misuse of ordinary firearms. This is to be a-
complished through a simple but compelling
concept — individual responsability and accounta-
bility for one's ordinary firearms. This is a small

price to pay for the priviledge of being alowed to
possess and use a dangerous weapon.” This was
a strong validation of our position and a credit to
our counsel, as well as to the many experts who
filed affidavit.

Not content with the Alberta Court of Appeal's
decision, the Alberta government announced that
it would appeal that judgement to Canada's High
Court. Saskatchewan, Manitoba, Ontario and the
two Territories have recently announced that they
will alsojoin thisappeal.

The gun lobby pressured these provinces consi-
derably and the facts suggest that their decision
to either challenge the law in court or refuse to im
plement it was motivated above all by these tac-
tics, not public safety. For example, the Ontario
Federation of Anglers and Hunters pressured the
Ontario PCs to intervene. It bter claimed to its
membersthat it: ... saw one of its most important
lobbying efforts pay off September 26 with the an-
nouncement that the Canadian government will
face a constitutional challenge on its new gun
control laws." The PC Party of New Brunswick d-
so attempted to present a motion asking the pro-
vincial governemnt to join the constitutional chal-
lenge against the law. While the session ended
before there was time to consider the motion, it
shows that the gun lobby and its political alies
are still quite active provincially.

Fortunately, a number of groups and municipali-
ties have been granted intervenor status in sup-
port of the law at the Supreme Court:

Represented by Clayton Ruby, of Ruby & H-
wardh Barristers:

. Coadlition for Gun Control

. Canadian Association of Chiefs of Police
. Cities of Montral, Toronto and Winnipeg

Represented by Paul Monahan, of Fasken, Camp-

Canadian Association for Adolescent Health
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bell & Godfrey:

. Canadian Paediatric Society

. Canadian Association for Adolescent
Health

.CAVEAT

. Fondation des victimes du 6 décembre contre la
violence

Represented by Paul Larochelle, of Brochet, Dus-
sault, Larochelle:

. Quebec Public Health Association.

Represented by Alex Pringle, of Pringle, Renouf,
MacDonald and Associates:

. Alberta Council of Women's Shelters

The hearing should take place sometimes in the
fall of 1999. Dr. Katherine Leonard, head of CAAH
Advocacy Committee has led this battle for
CAAH.

Gun Control is making some differences?

New firearm statistics released by Kwing Hung,
Senior Statistician for the Department of Justice of
Canada shows that progressive gun control mea-
sures over the last few decades have probably
made some difference. The overal firearm death
rateis at its lowest in thirty years (3.8 per 100,000
in 1996, compared to 5.2 in 1970) and in one short
year, there has been a decrease in firearm suicide,
from911 incidentsin 1995 to 881 in 1996. For 1995
96, hospitalizations for firearm injuries also drop-
ped to an all-time low of 881, from 1,115 the pre-
vious year. We have every reason to believe that
the new controls will ensure a continuing decline
in firearm deaths.

Kids and Guns : Two Steps Forward and
One Step Back

Our new law will go along way in reducing firearm
death among children and youth; registration,
which will ensure that firearms can be traced back
to their original owner, will help enforce safe sto-
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rage regulations. But much more needs to be
done. Canadas rate of children under 14 killed
with gunsisthe fifth highest among industrialized
countries. In some provinces, the rate of children
killed with gunsis actually higher than the combi-
ned rates of Israel and Northern Ireland.

Ontario Promoting Guns for 12 Year Olds
The Ontario government has recently lowered the
legal hunting age to 12. While Bill G-68 accommo-
dates minors' permits for 12-18 year olds in excep-
tional circumstances, the provincial government's
Apprenticeship Program will actually promote gun
use among youth. The program was a response to
pressure from the Ontario Federation of Anglers
and Hunters. In return, Toronto City Council re-
cently passed a motion calling on Ontario to res-
cind that decision. Other organizations such as
METRAC, CAVEAT and the United Church of
Canada's Toronto Conference have also expres-
sed concerns about the Ontario government's ini-
tiative. Moreover, there is no evidence that trai-
ning programs increase safety for children, parti-
cularly at ayoung age.

Québec Project on Kids and Guns In 1999,
the Coalition will be holding conferences with ex-
perts in crime prevention and public health in the
province of Quebec to develop aprovincial strate-
gy to help reduce firearm death, injury and crime
among children and youth. This particular project
is modeled on the Coalition's Toronto initiative
Protecting Youth and Children from Guns and is
being sponsored by the Quebec Public Health De-
partment. A document should be available in the
fall 1999. We are also seeking funding to develop
similar projectsin other provinces.

Coalition For Gun Control

P.O. Box 395, Station D

Toronto, Ontario M6P 3J9

Td & Fax: (416)604-0209

E-Mail: 71417.763@compuserve.com

Canadian Association for Adolescent Health
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Sixth Annual National Meeting of CAAH

Toronto, November 5th 1999

The sixth annual national scientific meeting of
CAAH will be held in suburb Toronto, Friday No-
vember 5" 1999.

Dr. Katherine Leonard, along with colleages of the
Adolescent Clinic at North York Hospital are wor-
king on the program under the theme of “ Mental
Health and Adolescence”.

For more information : CAAH. Section de méde-
cine de I’adolescence, hopital Ste-Justine, 3175
Cote Ste-Catherine, Montréad QC H3T 1C5.
Tel (514) 345-4722. Fax (514) 345-4778. Email : ac-
sacaah@microtec.net.

Practice and Education of Health Professionals Respon-
sive to the Needs of Individuals and Communities

Moncton, June 26-29 1999

This Conference is co-sponsored by World
Health Organization and organized in conjunction
with the Francophone Summit of 1999. It is aimed
at health professionals, educators, students,
health administrators and community representati-
ves. The scientific activities will focus on practice,
education, research, management, innovation and
community based activities in relation with part-
nerships, role of professionals in adressing health
needs. There will be a core of presentation on
youth topics.

For information : Conférence Acadie-Sherbrooke,
PO box 946, Moncton NB E1C 8N8. Tel (506) 861-
6341 or 1-800-974-7070. Fax (506) 855-1646. Emall :
secretariat@confacadie-sherbrooke.org.  Web
www.confacadie-sherbrooke.org

Canadian Association for Adolescent Health
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Sexual Health Education: aliterature review on its
effectiveness at reducing unintended pregnancy and STD

infection among adol escents

LisaEvans, Med, Elijah Smith Elementary School, Whilehorse, Y ukon

Introduction

Over half of Canadian teenagers are engaging in
sexual activity. In a survey of Canadian youth,
26% of Grade 9 students, 45% of Grade students,
and 69% of college/university students reported
having engaged in sexual intercourse at least once
(King, Coles & King, 1991 ascited in Woloshyn &
Rye, 1 995). The results from a recent Ontario
study on adolescent sexual behaviour also found
that the rate of sexual intercourse increased for
both genders as age increased (Thomas et al.,
1998). The study subsequently found that the
largest annual increase of first sexual intercourse,
for both genders, occurs between the ages of 13
and 14.

In Canada, over 45 000 young women aged 15-19
years become pregnant each year (Walker &
Miller as cited in SIECCAN, 1998). Statistics also
show that the population at highest risk for devel-
oping sexually transmitted diseases are heterosex-
ual adolescents and young adults, 14-22 years old
(Macdonald, C.J. as cited in Genuis, 1993). Particu-
larly, health officials are concerned about the high
Chlamydia rate among 15-19 year olds. If left un-
treated this STD can lead to Pelvic Inflammatory
Disease and infertility (Patrick, 1997 as cited in S-
ECCAN, 1998). Also of great concernin Canadais
the significant drop in median age of HIV infec-
tion. The most recent Statistics Canada report
shows that the Y ukon has one of the highest rates
of teen pregnancy. The pregnhancy rate per 100
000 women aged 15-19 in the Yukon was over
double that of Ontario (Wadhera & Miller, 1994).
A 1995 Health Canada report showed the rate of
Chlamydia per 100 000 people to be five times
higher in the Y ukon than in Ontario (Patrick, 1997).

The problems associated with teen sexuality are
nothing new. In 1987, the Federal / Provincial/

Territorial Working Group on Adolescent Repro-
ductive Health was formed to address the serious

issues around adolescent sexual health. Some
very specific recommendations were developed
with respect to sexual health education. The most
relevant recommendations cited in the report
(Hedlth Canada, 1987) are asfollows:

OThat provincial and territorial health depart-
ments advocate more vigorously (to depart-
ments of education) mandatory sexual health
education in school curricula.

OThat it be ensured that educators recognize that
there is a specific, unique body of knowledge
pertaining to adolescent reproductive health.
This should be appropriate to specific target
groups and incorporated in: the training and
education of health service personnel, the edu-
cation of teachers and parents, educational nma-
terials which are made available to families, teen-
agers raising children, adolescents and their
peers and service personnel (p.5-6).

At the present time Canada does not have manda-
tory sexual health education in all provinces and
territories. The quality and scope of sex education
varies greatly among Canadian schools with the
extent of instruction and implementation left to the
discretion of the school board or individual
school administration. The time alotted for
"health education™ covers many topics including
nutrition, hygiene and sex education. Traditional
subjects are often given precedence over health
education and it is common for teachers to disre-
gard sex education completely because of their
own lack of comfort with the material.

Recent survey research reported by The Sex Infor-
mation and Education Council of Canada
(SIECCAN) consistently shows that Canadian
parents and students want schools to provide
sexual health education programs. Over 85% of
Canadian parents surveyed agreed with the state-
ment, "Sexual health education should be pro-
vided in the schools' (SIECCAN, 1998). The
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classroom is an ideal setting for sexuality educa-
tion, as it is a gathering place for the majority of
adolescents, more than any other sector of the
community (Fisher & Barak, 1989 as cited in
Woloshyn and Rye, 1995). Mckay and Holowary
(1997) found that 89% of the adolescents sur-
veyed felt that it wasimportant for them to receive
sexual health education. From six possible
sources, the adolescents rated the school as their
most preferred source of sexual health informa-
tion. Adolescents rated twelve topic areas as the
most important areas to be addressed. They were
as follows: preventing sexually transmitted dis-
eases, sexual assault/rape, how to get testing and
treatment for STDs, methods of birth control, con-
ception/pregnancy/birth, building good/equal e-
lationships, making good decisions about sexual-
ity and relationships, saying no to sex, parenting
skills, talking with girlfriends/ boyfriends about
sexual issues, peer pressure, and puberty. The
findings of this study have been recently repli-
cated (SIECCAN, 1998). SIECCAN strongly sup-
ports the provision and implementation of high
quality, broadly based sexual health education in
the prevention of sexually transmitted diseases
and unwanted pregnancies among young people.

Research shows that well designed programs,
which provide information, motivation, and he-
havioural skills, are effective in delaying adoles-
cents' first intercourse and increasing the proper
use of contraceptives/condoms by those who
choose to be sexually active (Brown & Eisenberg,
1995; Frost & Darroch Forrest, 1995; Kirby et at.,
1994 as cited in SIECCAN, 1998). Opponents of
sex education claim that providing young people
with broadly-based sex education will result in the
earlier onset of intercourse (Mckay, 1993). A num-
ber of studies have investigated this issue and
there has been no association found between ex-
posure to formal sex education and the earlier on-
set of sexual intercourse (McKay, 1993). Kirby et
a. (1994) concluded, from their extensive review of
sex education programs, that including discus-
sions of contraception in combination with other
topics do not hasten the onset of intercourse. Em
pirically-based evidence will be presented to sup-
port the implementation of sex education pro-
grams, more specifically what programs have
shown to be effective in changing the sexual

Volume 8, Number 1 & 2

health behaviour of teenagers. Sexual health be-
haviour refers to sexual intercourse and the use of
contraception, particularly condom usage to pre-
vent pregnancy and HIV/STDs. General conclu-
sions will be presented as well as recommenda-
tions with respect to policy formation and devel-
opment and implementation of sexual health pro-
grams for adol escents.

Effective Sexuaity Education Pro-
grams-Research Based Evidence

In 1993, the World Health Organization commis-
sioned a far-reaching review of published studies
examining the reported effects of sex education on
young people's sexual behaviour. Grunsiet & Ag-
gleton (1998) concluded from their review of forty-
seven studies that the programs that are most -
fective in reducing adolescents' high risk sexual
behaviour are those that focus on delaying sexual
intercourse as well as provide skills and informa-
tion related to contraception and condom use for
pregnancy and STD prevention. Kirby et al.
(1994), in their review of effective sexual health
education programs, remark that:

these programs are neither value-free nor moralis-
tic. They do not simply lay out the facts and the
students decide for themselves what is best, nor
do they preach that sexual intercourse before
marriage is always wrong. Instead, they empha-
size that it is a good idea for young teenagers to
delay sex and that it is important for young peo-
ple to practice effective contraception if they are
going to have sex (p. 254).

Researchers in the area of sexuality education rec-
ommend the implementation of theory driven,
broadly based, sexuality education programs.
Canada has a very detailed, empirically based set
of guidelines for sexual health education. The Ca-
nadian Guidelines for Sexual Health Education is
described by head research coordinator for SIEC-
CAN, Alexander McKay, as a comprehensive
framework for development of effective sexual
education programs. A comprehensive approach
to effective sexual health education emphasizes
the shared responsibility of the community includ-
ing parents, peers, places of worship, schools,
health care systems, governments and the media
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(Hedlth Canada, 1994). The Sexua Health Educa-
tion Guidelines were developed on the recommen-
dations of the Expert Interdisciplinary Advisory
Committee on Sexually Transmitted Diseases in
Children and Youth and the Federal/Provincial/
Territorial  Working Group on Reproductive
Health. The Guidelines were formulated around an
"educational philosophy that is inclusive, re-
spects diversity, and reflects the fundamental pre-
cepts of education in a democratic soci-
ay" (SIECCAN, 1998, p.3). The Guiddines
(Hedlth Canada, 1994) state that effective sexual
health education:

[lenhances sexual health within the context of an
individual's values, mora beliefs, religious or
ethno-cultural background, sexual orientation or
other such characteristic;

Oemphasizes the self-worth and dignity of the in-
dividual;

Oinstills sensitivity to and awareness of the im
pact of one's own behaviour on others, stress-
ing that sexual health is an interactive process
that requires respect for the self and others;

Oprovides accurate information that counters mis-
understanding and reduces discrimination based
upon race, gender, sexual orientation, religion,
ethno-cultural background or disahility;

Ois structured so that attitudinal and behavioural
changes arise out of informed individual choice
and are not imposed by an external authority .

According to the Guidelines, sexual health educa-
tion involves a combination of educational experi-
ences that will enable learnersto:

O acquire knowledge that is pertinent to specific
health issues;

O develop the motivation and personal insight
that is necessary to act on this knowledge;

O acquire the skills they may need to maintain and
enhance sexual health and avoid sexua prob-
lems;

O help create an environment that is conducive to
sexual health.

Research consistently indicates that positive sex-
ual health outcomes are most likely to occur when
the above mentioned components are integrated
into a sexua health program (Heath Canada,
1994). In addition to supplying factual informa-
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tion, effective sexual health education programs
provide people with educational experiences
which will equip them to engage in specific behav-
iours to avoid sexual problems and to enhance
their sexual health (Health Canada, 1994). An d-
fective sexua health program also takes into con-
sideration the specific needs and goals of the tar-
get population and the community. A review of
the literature reveals that there are many sexual
health programs that are available. Unfortunately,
the effect of these programs, in terms of signifi-
cant changes in sexual behaviour, has not been
empirically documented. The studies and inter-
ventions presented are the most salient of the re-
search that isavailable at thistime.

Traditional Sex Education

Traditional sex education programs lend to focus
solely on student acquisition of knowledge about
reproduction and birth control. These programs
do not involve any skill development related to
that knowledge. There is an assumption that ado-
lescents will translate the knowledge into avoid-
ance of unprotected sex (McKav, 1993).

There are some positive findings that come from a
number of studies using large random samples of
teenagers, indicating that exposure to some form
of sex education does have a positive impact on
adolescent sexual behaviour. Dawson (1986) ana-
lyzed the 1982 U.S. National Survey of Family
Growth and found that female adolescents who
received contraceptive education were more likely
to practice contraception at first intercourse than
those who did not receive formal instruction. It
was also found that the female adolescents who
received formal sex education were not more likely
to begin having intercourse than those who had
not been exposed. The data did not revea any
significant relationship between exposure to sex
education and the risk of premarital pregnancy
among sexually active teenagers. Marsigho and
Mott (1986), using a nationally representative
sample of 12 686 U.S. youth of both sexes aged
14-22, found that sexually active girls who had re-
ceived sex education were significantly more likely
to use an effective method of contraception than
sexually active girls who never had a sex educa-
tion course. Pope et a. (1985 as cited in
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Woloshyn & Rye, 1995) also found that women
who participated in educational programs tended
to use ora contraceptives more often than did
non-participating students, who were more likely
to use less effective birth control methods or no
methods.

With respect to the Sexual Health Guidelines, pro-
viding sexual health knowledge is important in
terms of raising awareness. There has been no
compelling evidence, however, that programs
based only on factual information significantly
lowers adolescent pregnancy rates and decreases
the reported cases of sexually transmitted dis-
eases.

Broadly-Based, Theory-Driven Sexu-
ality Education Programs

The following programs are based on some aspect
of social learning, social inoculation and cognitive
behavioural theories, where behaviour change is
the result of the acquisition of knowledge and the
practice of skills specifically related to that knowl-
edge. Broadly-based programs address knowl-
edge, skills as well as attitude and motivation,
specifically related to sexual health.

Safer-Sex: HIV Risk-Reduction Inter-
vention

Jemmott, Sweet, and Fong (1998) examined HIV
risk-reduction interventions for a group of high-
risk African American adolescents. Their goal was
to determine which behavioural intervention strat-
egy is most appropriate and efficacious for reduc-
ing HIV risk-associated sexual behaviour. Three
interventions were created for the study: an absti-
nence intervention which acknowledged that con-
doms can reduce risks but emphasized abstinence
to eliminate the risk of pregnancy and STDs; a
safer-sex intervention which focused on absti-
nence as the best choice but emphasized the im
portance of using condoms to reduce the risk of
pregnancy and STDs, including HIV, if partici-
pants were to have sex; a health promotion inter-
vention which focused on behaviours associated
with risk of cardiovascular disease, stroke, and
other health problems associated with African
Americans. Each intervention consisted of eight,
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one-hour modules. All three programs included
group discussions, experiential exercises and skill-
building activities. The safer-sex program, in par-
ticular, was designed to:

O increase HIV/STD knowledge and the specific
belief that using condoms could prevent preg-
nancy, STDs, and HIV;

O enhance hedonistic beliefs to allay participants
fears regarding adverse effects of condoms, on
sexual enjoyment;

O increase skills and self-efficacy regarding their
ability to use condoms, including confidence
that they could negotiate condom use with sex-
ual partners (p.1531).

The participants were 659 African American ado-
lescents recruited from sixth and seventh grade
classes from three different middle schools in
Philadelphia. The significant findings from the
study are asfollows:

DAdolescents in the safer-sex intervention were
more likely to report consistent condom use at
the 3month follow-up than were those in the
control group or the abstinence group. This d-
fect was sustained 6 and 12 months after inter-
vention.

OSdf-reported frequency of condom use was al so
significantly higher in the safer sex group than
in the control group. Adolescents in the safer
sex group reported fewer days on which they
had unprotected sex than those in the control
group reported.

0 Among sexually experienced adol escents, those
who received the safer-sex intervention re-
ported less unprotected sex than did those in
the control group or the abstinence group. This
effect was still sustained at 6 and 12-month fol-
low-up: at six-month follow-up, the abstinence
intervention did not reduce self-reported sexual
behaviour compared with other interventions.

The researchers conclude from this study that the
use of intensive theory-based, culture-sensitive
interventions designed to influence mediators of
risk behaviour, including HIV knowledge, behav-
ioural beliefs, self-efficacy, and skills, can de-
crease sexual behaviour and increase condom use.
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Our finding that the safer-sex intervention cured
unprotected sexual intercourse, whereas the absti-
nence intervention did not, suggests that if the
goal is reduction of unprotected sexual inter-
course, the safer sex strategy may hold the most
promise, particularly with those adolescents who
are aready sexually experienced. Moreover, safer-
sex interventions may have longer-lasting effects
than abstinence interventions.

With respect to the Canadian Guidelines this
safer-sex program addresses the components of
knowledge, motivation (positive attitude toward
preventative behaviour) and skill development.

Reducing the Risk: Building Skills to
Prevent Pregnancy, STDs and HIV

The Reducing the Risk program is based upon
several interrelated theories: social learning the-
ory, socia inoculation theory and cognitive-
behavioral theory. The educational basis for the
program asserts that learning follows from action.
The students are required to actively participatein
role-play situations that simulate those that they
are likely to confront outside the classroom
(Barth, 1993). Kirby (as cited in Barth 1993) e-
plainsthat:

the curriculum is designed to enhance skills to
resist unprotected sex by modeling those skills
and then providing opportunities for practice. It
emphasizes explicit norms against unprotected
sex by continually reinforcing the message that
youth should avoid unprotected intercourse, that
the best way to do thisisto abstain from sex, and
that if youth do not abstain from sex, they should
use contraceptives to guard against pregnancy
and against sexually transmitted disease (STD)
especially the human immunodeficiency virus
(HIV).

The curriculum is divided into 16 one-hour les-
sons. The teachers who implement the program
must attend a 3-day training session focusing pri-
marily on role-playing and other class activities.

Kirby et al. (1991) conducted a quasi-experimental,
rigorous evaluation of the Reducing the Risk cur-
riculum. Important methodological components
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were employed including alarge sample size, good
comparison groups, and long-term follow-up. The
program was implemented at 13 California high
schools; 758 students were assigned to treatment
and control groups. The students were surveyed
before their exposure to the curriculum, immedi-
ately afterwards, six months later, and 18 months
later. The treatment group received the curriculum
while the control group received a more traditional
sex education course of the same length. Kirby (as
cited in Barth, 1993) presents the following signifi-
cant findings from the 1991 study:

OAmong all youth the curriculum significantly in-
creased knowledge and the students retained
this greater knowledge for at least 18 months.
Though the curriculum did not seem to diminish
the perceived proportions of students their age
who had never had sex, it did apparently prevent
those perceptions from becoming worse over
time.

OThe curriculum increased parent/child communi-
cation about abstinence and contraception.

OAmong students who had not initiated inter-
course prior to the pretest the curriculum signifi-
cantly reduced the onset of intercourse at 18
months-the proportional reduction was 24 per-
cent.

OAmong those relatively few students who did
initiate intercourse after the curriculum was im-
plemented, larger percentages of the program
group than of the comparison group used con-
traceptives. This effect was still significant at
the 18-month follow-up.

OAnN analysis of measures of unprotected inter-
course (derived from both abstinence and use of
contraceptives) revealed that the curriculum sig-
nificantly reduced unprotected intercourse
among all students who had not initiated inter-
course prior at pretest. The estimated proportion
reduction was approximately 40 percent.

These effects extended across a variety of sub-
groups including different ethnic groups, both
sexes, and lower-risk youth. The curriculum was
particularly effective for lower-risk and female stu-
dents.

The combination of findings indicated that the
curriculum delayed the onset of intercourse, but
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did not significantly affect the frequency of sexual
intercourse or the use of birth control among
those students who had initiated intercourse prior
to program participation. This suggests that
whenever possible the curriculum should be im
plemented in schools before most youth initiate
intercourse. It appears that it may actually be eas-
ier to delay the onset of intercourse than to in-
crease contraceptive practice (Kirby et al, 1994).

The data from this study suggest that the theo-
retical approach and the design of activities as
found in the Reducing the Risk program is more
effective at producing the desired behavioural
changes than are more traditional approaches
(Kirby ascited in Barth 1993). The knowledge, mo-
tivation and skills components of the Canadian
Sexual Health Guidelines are incorporated into this
program. The researchers caution, however, that
the Reducing the Risk curriculum is not atotal so-
lution to the problems of unprotected intercourse;
many youthsin the treatment

group failed to abstain or to use contraceptives
(Kirby et a., 1994). More comprehensive pro-
grams that involve the school, parents and the
community are required. The Reducing the
Risk curriculum could be an effective compo
nent of a more comprehensive program (Kirby
ascited in B&ih, 1993).

Skills for Healthy Relationships

The largest study ever undertaken in Canada
on the long-range outcome of a school-based
sexuality program was developed by the $-
cia Program Education Group a Queen's
University, Kingston Ontario (Francoeur,
1997). The program, Skills for Healthy Rela-
tionships, was developed by the Socid Pro-
gram Education Group in response to the
need for AIDS and other STD prevention
programs and the need to educate adoles
cents about AIDS and other STDs. The im-
petus for the development of the program
came from the findings of the Canada Y outh
and AIDS Study (King, et a., 1988) which
revealed that, although adolescents are rela-
tively knowledgeable about AIDS and other
STDs, they ill take many risks that result in
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their contracting and transmitting HIV and
other STDs (Socia Program Evauation
Group, 1994). The main objectives of the pro-
gram are that students will:

Ogain AIDS and STD-related knowledge;

Oact as postive role models for risk reduc-
tion behaviours in promoting hedth-
enhancing peer group norms;

[J develop positive attitudes toward STD pre-
vention and AIDSrelated issues;

- develop the skills (interpersond, cognitive,
self-management and practical) necessary
to maintain an HIV/AIDS/STD-free life-
style and to gpply those sKills in rea-life
Situations where appropriate;

O develop the motivational supports for risk
reduction (e.g., self-efficacy, positive rela-
tionships, support from parents and peers);

[Jdevelop compassion and support for people
with HIV and AIDS;

Odevelop an understanding and non-
discriminatory attitudes towards people of
different sexua orientations (p.5).

This curriculum designed for grade nine stu-
dents (age 13-14) was developed using the
Guiddines for Sexuality Education in Canada
and thus encompasses all components:
knowledge, attitude and skill development. An
additiona component was added, motivationa
support, which focuses on sdf-efficacy, par-
ents and peers. The 15 hour program fea-
tures cooperative learning (smal groups),
parent(guardian involvement (six interactive
activities), active learning (role playing, be-
havioural rehearsal), peer leaders (in smal
groups, modeling skills), video instruction,
journaling and development of a persona ec-
tion plan (assertiveness god) (Francoeur,
1997). The skill component is a mgjor feature
of the program.

The evauation study involved 2000 grade
nine students in four provinces. The students
were divided into trestment group and com-
parison group. The comparison group re-
ceived their schools regular grade nine
AIDS/STD program. Outcome measures
were obtained just after the students comple-
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tion of the program, one year late and two
years later. Wanen and King (1994 as cited
in Francoeur, 1997) report that two years
later, students who took the program stated
that the program affected them in a number
of ways. These include: more comfort talking
about persona rights with a partner (72 per-
cent), talking about condoms (67 percent),
ability to refuse or negotiate something they
don't want to do (58 percent), more asser-
tive (53 percent), and aways use condoms
with a partner (61 percent). Compared to the
comparison group, participants at the two
year follow-up:

Owere more likely to have gained compas-
sion toward people with MDS;

O had more positive attitudes toward homo-
sexuality;

[J showed greater knowledge of HIV/AIDS;

Owere more likely to express the intent to
communicate with partners about @ndom
use;

Owere no more likely to have the intent to
use condoms (this was initialy high in both
groups);

Owere no more likely to report "adways' s
ing a condom (about 41 percent of both
treatment and comparison groups said they
aways did so;

[ about half reported using a condom the last
time they had intercourse); and

[ femaes were more likely to declare that
they would respond assertively if they were
pressured unwillingly to have sex (p.243).

It was not surprising that, in the period from
grade nine to grade eleven, the proportion of
students who had experienced intercourse in-
creased for both sexes in both the treatment
and comparison groups (Francoeur, 1997).
The percentage of both sexes who said they
had ever had intercourse was dightly lower in
the treatment group. For males in the treatment
group, 42 percent versus 51 percent in the com
parison group. For females, 46 percent in the treat-
ment group versus 49 percent in the comparison
group. In both the treatment group and the com
parison group, the most likely to have unpro-
tected sex where those who took risks in the areas
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of acohol consumption, use of marijuana, and
skipping school (Warren & King, 1994 as cited in
Francoeur, 1997). This observation highlights the
influence that social and relationship factors have
on behaviour which in turn are difficult to change
through school-based interventions alone. The
researchers emphasize the importance of having a
program that fits the specific needs of the popula-
tion, particularly when considering high-risk
youth.

Multi-Dimensional Programs

Multi-dimensional programs are broadly-based
and theory driven. The added dimension is that
they incorporate resources and services within
the community as part of the program.

Vincent, Clearie and Schluchter (1987 as cited in
Christopher, 1995) report on a comprehensive pro-
gram that was implemented in arural, low income,
undereducated community. The community had a
high percentage of African-Americans in compari-
son to other racial groups. The goals of the pro-
gram were to convince adolescents to postpone
sexual activity as a positive and preferred choice
and promote the usage of effective contraception
among those youth who were sexually active. The
intervention took place on a community and
school level. Advisory groups were established
which to help connect agencies within the com-
munity. Education and training courses were d-
fered to al members of the community including
parents. Teachers were given the opportunity to
attend graduate level courses free of charge.

A comprehensive program was implemented, from
kindergarten through grade twelve. The initial
eval uation on the program consisted of comparing
pregnancy rates for two years prior to the inter-
vention with rates 3 years post-intervention. The
target community was compared with three other
similar rural communities where the intervention
program had not been implemented. Estimated
pregnancy rates in the target community dropped
significantly in the first year of the program
(60.6% to 37.3%). Comparison communities expefi-
enced significant increases during the same pe-
riod of time. A second evauation, using siX
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matching comparison communities revealed simi-
lar dramatic results.

Christopher (1995) suggests that certain network
and/or community processes, which had not been
apart of the formal evaluation process, "may have
a positive effect on getting teens to comply with
abstinence and contraceptive messages (p.387)."
The program effects (decrease in pregnancy rate)
did disappear, however, after five years. The
evaluators noted that a program nurse who was
dispensing contraceptives to participating youth
was forced to leave due to negative publicity and
subsequent state legislation. It was also noted
that the teachers who had initially received gradu-
ate level training had left the school prior to the
pregnancy rate increase.

Zabin et al. (1988 as cited in Christopher, 1995)
also reported on the success of a multi-
dimensional program, which resulted in significant
reductions in pregnancy rates of their target
population. This program implementation was
conducted in an urban, lower class, predominately
black community. The program was designed to
emphasize abstinence but to also provide informa-
tion about effective contraception to those who
did choose to be sexually active. The participating
adol escents were provided with an in-school pro-
gram consisting of classroom presentations, dis-
cussion groups, individual counselling, and an
after-school clinic which provided free educa-
tional intervention, medical examinations, counsd-
ling and contraceptives. A three-year follow-up
revealed that the adolescents that had partici-
pated in the program delayed first intercourse,
started using effective contraception earlier in
their sexual activity, and most significantly, e-
duced their pregnancy rate by 30% in comparison
to the control group, which experienced a 57% in-
crease.

Safer Choices. A Multi-dimensiona
School-Based HIV/STD and Preg
nancy Prevention Program for Ado-
lescents

The Safer Choices program focuses on reducing
the number of students engaging in unprotected
sexua intercourse. It does this by reducing the
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number of students who begin or have sexual in-
tercourse during high school years, and by n-
creasing condom use among those students who
do have sex (Carol Kirby. Parcel, Basen-Enquist,
Rugg & Weil, 1996).

Secondary purposes of the program include e-
ducing the number of students who have multiple
sex partners or use injectable drugs, and increas-
ing the number of students who seek HIV/STD
counselling, testing and consultation.

Safer Choices uses a multi-dimensional approach
that addresses change at the student, school and
community level. The conceptual bases for the
program include social cognitive theory, social in-
fluence theories and school/change improvement
models. This school/change improvement model
was a unique aspect of the Safer Choices program
in that it addressed the influence of the school en-
vironment on student behaviour. A School Health
Promotion Council, consisting of parents, teach-
ers, administrators, other staff, students and mem-
ber of local community agencies, was formed at
each intervention school.

The Safer Choices curriculum consists of separate
10-lesson series for grades nine and ten students.
The grade 10 program builds on and reinforces the
grade nine lessons. The program is based on the
program, Reducing the Risk, which was described
earlier in this report. Consistent with social cogni-
tive theory and social influence models, the les-
sons focus on attitudes and beliefs, social skills
(particularly refusal and negotiation skills), func-
tional knowledge, social and media influences,
peer norms, and parent-child communication. A
systematic approach to skill development is util-
ized. This includes clear explanations of skills to
be learned, opportunity for skill practice and posi-
tive as well as corrective feedback. The skills are
specific to sexually responsible behaviour i.e. re-
fusal skills to avoid sexual intercourse or to not
engage in unprotected intercourse.

Classroom teachers trained by project staff imple-
ment the curriculum. Teachers also receive on-
site technical assistance and coaching. The cur-
riculum also uses students as facilitators for -
lected activities. These students are given an al-
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ditional three hours of training and are asked to
model skills and assist with small group activities.

Thereisalso a parent education component which
is designed to help parents provide accurate infor-
mation to their children, and to reinforce the norm
that youth should avoid unprotected intercourse.
There are a number of additional activities which
focus on adult/teen communication about sexual-
ity, including Council-sponsored information
nights.

A very important aspect to the Safer Choices pro-
gram is the school-community linkage. The stu-
dents learn about resources available in the com-
munity. Homework assignments encourage them
to find out about community organizations and
local youth services where they can go for more
information.

Safer Choices was evaluated in 20 schoolsin Cali-
fornia and Texas. In each location, the schools
were randomly assigned to the intervention cur-
riculum (Safer Choices) or the comparison condi-
tion (a standard knowledge-based curriculum).
Nearly 4000 grade nine students were evaluated
for 30 months. Periodic interviews were con-
ducted. Results showed that students attending
schools where Safer Choices had been imple-
mented were more likely to avoid behaviour that
would put them at risk than students attending
schools where the standard knowledge-based cur-
riculum had been implemented (SHOP Talk, 1998).
In addition, sexually active students reported:
O fewer acts of unprotected intercourse;
O increased usage of HIV and pregnancy preven-
tion methods;
O significant gainsin HIV knowledge, parent com-
munication, and attitudes;
O self-efficacy related to protecting themselves
against HIV/STD infection.

The Safer Choices curriculum seems to encom:
pass all aspects of the Canadian Sexual Health
Education Guidelines and can be considered a
truly comprehensive program. This program was
presented at the June, 1998, World AIDS Confer-
encein Geneva, Switzerland.

School and Community-Based Clinics
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Clinic-based programs provide health services,
which could include dispensing of contraceptives,
sexua health information, medical exams and/or
counselling.

Kirby et al. (1991) evaluated the impact of six
school-based clinics located on six high school

campuses in different parts of the United States.
The clinics provided a wide range of health care
services appropriate for adolescents. Two of the
clinicsreferred for contraceptives, one clinic wrote
prescriptions that could be filled at a nearby

Planned Parenthood clinic and three clinics dis-
pensed contraceptives in the school clinics. The
education programs that each clinic provided var-
ied from siteto site. Theresults of the study were
mixed. At one clinic, which targeted high-risk
youths, pregnancy prevention was emphasized
and oral contraceptives were dispensed. There
was a significantly greater use of oral contracep-
tives among females at the clinic site than among
females in the comparison school. There was no
difference, however, in condom use. At two other
sites which dispensed both condoms and oral

contraceptives but did not have a strong educa-
tional component, no significant differences were
found between the clinic and comparison schools
in use of condoms by male students or use of oral
contraception by female students . At the site that
prescribed contraceptives and had a strong edu-
cational component, male students reported
higher rates of condom use and female students
reported higher rates of contraceptive wse than
did their counterparts at the comparison school. It
must be noted that these results applied to stu-
dents who had been sexually active prior to the
set-up of the clinics. Though the results of Kirby's
study appeared promising for school-based clin-
ics, a examination using 5 years of pre-clinic data
and 6 years of post-clinic data revealed a weak

link between school-based clinics and a decrease
in live birth rates among teenagers (Christopher,

1995). Pregnancy rates (the sum of live births,

therapeutic abortions and miscarriages/stillbirths)
were not considered in this study.

Franklin, Grant et a. (1997) conducted a meta-
analysis of the effectiveness of prevention pro-
grams for adolescent pregnancy. Their findings
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indicated that community-based programs i.e.
health services provided off school grounds and
which provided contraceptive knowledge and
contraceptive distribution, were more effective
with respect to pregnancy outcome measures than
were other sex-education programs. Note that so-
cia-cognitive and learning-based approaches to
sex education were not included in the analysis.
The analysis also concluded that contraceptive
programs seem to work best with older adoles-
cents (aged 15-19) who were aready sexualy a-
tive. The researchers stress the importance of de-
veloping age-phased, developmentally based, sex
education programs. More research is needed in
thisarea

Abstinence Only Programs

Abstinence programs typically focus on the im-
portance of abstinence from sexual intercourse
until marriage. They do not provide students with
the opportunity to learn the necessary information
and skills to reduce the risks of sexual activity if
they do choose to have intercourse.

It has been suggested that abstinence-only sex
education programs are the solution to teen preg-
nancy and STD infection. There are a number of
studies that evaluate the effectiveness of absti-
nence programs. These programs tend not to dis-
cuss contraception or they briefly discuss failure
of contraceptives to provide complete protection
against pregnancy (Kirby et al., 1994). "Success
Express' and "Project Taking Charge" are two
such programs. Concerns have been raised about
programs that rely exclusively on a premarital a-
stinence approach (Scott & Roosa, 1990). Though
positive short-term outcomes have been reported,
most of the effects involve changes in attitude
and not in behaviours, and these effects were
found to deteriorate over time (Olsen et a, 1984 as
cited in Scott & Roosa, 1990). These programs are
inherently insensitive in that they ignore students
who have already experienced sexual intercourse
or who were possibly victims of rape or incest
(Scott & Roosa, 1990). The Sex and Information
Council of the United States (SIECUS) report
(1993) which examined 11 abstinence-only based
curricula, found the following strategies common
to all of the programs:
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(Scare tactics are used as the major strategy for
encouraging premarital abstinence from sexual
behaviour;

Oinformation about contraception methods is of-
ten omitted;

Oif the availability of contraception is mentioned,
failure rates are emphasized and often over-
stated; students are required to look exclusively
at the negative consequences of sexual behav-
iour;

Oopportunities are not provided for students to
explore their own values about premarital sexual
behaviour; medical misinformation about abor-
tion, STDs, HIV/ AIDS and sexual response is
prevalent;

Osexist biasis evident in descriptions of anatomy/
physiology, sexual response, and sexual behav-
iour;

Osexual orientation is not discussed or homosexu-
ality isdescribed as an unhealthy "choice";

Opeople with disabilities are entirely omitted or
areillustrated as non-sexual;

Oracist and classist comments exist within the
texts and stereotypes about various communi-
ties are underscored;

Oreligious bias influences the curricula and only
one viewpoint on sexual behaviour is discussed;

Oa limited number of family structures are in-
cluded and non-traditional families are depicted
astroubled (p.2).

Kirby et a. (1994) report that there is inadequate
evidence to determine the effectiveness of school-
based abstinence programs on delaying inter-
course or affecting other sexual or contraceptive
behaviours. The U.S. Office of Population Affairs,
Office of Adolescent Pregnancy Programs, has
supported many research projects to eval uate ab-
stinence programs (Jorgenson et al., 1993). The
results have been far from encouraging
(particularly those assessing changes in adoles-
cent sexual behaviour). After more than a decade
of evaluation, there islittle evidence of their effec-
tivenessin the scientific literature.

Recommendations

1. Inthe short term, it isimportant that sex educa-
tion be provided to all adolescents attending
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school in the Yukon. It is not realistic to expect
that a comprehensive sexual education program
will be implemented in the near future. There
should be support, however, to keep the existing
programs up and running i.e. public health nurses
and the Health Promotion Unit in the schools. B«
isting curricula such as Skillsfor Healthy Relation-
ships, Reducing the Risk, and Safer Choices,
should also be considered for use as guidelines to
develop programs that will meet the needs of ado-
lescents in the Yukon. It would also be advised
that community awareness programs, targeting
adol escents, continue to be developed and imple-
mented.

2. Health professionals should consider the feasi-
bility of ateen clinic which provides sexual health
education and related health care.

3. From a proactive standpoint, creation of sexual
health education policy specifically for the Y ukon
Territory is necessary. Students need to be pro-
vided with comprehensive, age-appropriate, sex-
ual health education. The Yukon should initiate a
process to develop such a policy, beginning with
an assessment of the needs and wants of the com+
munity with respect to sexual health education. A
commitment must be made to the full process, in-
cluding policy development, curriculum creation,
and curriculum implementation.

4. It isimperative that well-trained, informed indi-
viduals, implement and instruct sexual health edu-
cation programs. Training programs should be
provided for individuals wishing to instruct sexual
health education programs.

5. At this point in time there have been no stud-
ies that have included the Canadian North. There
should be some serious consideration into provid-
ing funds and conducting research in this unique
region of Canada. The Y ukon and the Northwest
Territories have the highest teen pregnancy rates
and greatest rates of Chlamydiain Canada. These
stati stics deserve some attention.
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A Perspective On Abstinence

Barbara Hestrin, B.C.'s Women'’ s Hospital and Health Centre

and Planned Parenthood Federation of Canada

The 1996 decision by the Surrey School Board to
ban Planned Parenthood programs and materials
from Surrey classrooms demonstrates the degree
to which sexual health education remains contro-
versial. Many educators and health care providers
are distressed by this devel opment, while a propo-
nent of the Surrey School Board decision declared
that "if young people were taught abstinence
they would not need to know about condoms and
such”.

The flaws in this reasoning are obvious, conside-
ring that sexual health issues were ranked third in
importance as health issues (behind emotional
health and drug use) by youth who participated in
The McCreary Centre Society's Next Step semi-
nars. The sexual health issues identified by the
600 participants included: unsafe sexual practices,
the spread of STDs and AIDS; unintended pre-
gnancy; lack of access to condoms and birth
control; lack of confidential services; and alack of
appropriate or effective sexual health education.
The youth outlined several recommendations a-
med at improving the sexual health of youth. One
of these isto provide more in-depth, explicit infor-
mation within the context of health education in
schools.

The perennial controversies and issues connected
with the provision of sexua health education are
similar to those associated with other domains of
human sexuality (for example, sexua preference,
birth control, and abortion). With regard to
"abstinence", professionals and parents generally
agree that the obvious advantage of abstinenceis
that it avoids problematic consequences, but na-
ny also recognize that developmental, social,
cultural and personal factors strongly influence
the timing of a person's sexual "debut" and capa-
city to abstain.

Issues and Concerns Regarding Absti-
nence Only Education

| Thereisno universally accepted definition of
abstinence. The Concise Oxford Dictionary
refers to abstinence as "refraining... from
pleasure, in the sense of continence or fas-
ting..." With regard to sexual behaviour it is
generally understood to mean "no inter-
course ", but opinions vary about whether
any other sexual behaviours are allowed. For
the purpose of this discussion, abstinence
will refer to the avoidance of sexua inter-
course (and because of the acknowledged

Canadian Association for Adolescent Health



PRO-TEEN

risks, anal intercourse).

In classroom and family discussionsthereisa
strong need for a balanced approach that re-
cognizes and validates the significant num-
bers of students who are abstinent, whether
by choice or by circumstance, while provi-
ding crucial health-preserving information in
a non-judgemental manner.

A focus on promoting abstinence aone
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would not meet the short-term nor the long-
term needs of youth. Most people ultimately
begin to have sexua experiences, including
intercourse, and for many, school programs
offer a once-in-a-lifetime opportunity for a-
cess to thisimportant aspect of health educa-
tion.

A program focused on abstinence education
alone would be as ineffective as would be a

SEXUALITY DECISION-MAKING TREE

Preamble: Brainstorming activities. Reasonswhy people have intercourse
Reasons why people do not have intercourse

INTERCOURSE
6 ES

No

\

Y

Y

l

'

USE BIRTH
CONTROL

Discussion of
Methods:
-Withdrawal
-Fertiltity Predic-
tion

-lUD

Barrier Methods:;
-Contraceptive
Foam

-Condoms
-Diaphragm
-Cervical Cap
-Sponge/Led’s
Shield

Hormona M e-
thods:

-Oral Contracepti-
Ves

-Injection
(Depo-provera)
Implant (Norplant)

Post-coital
(morning after pill)

Sterilization

NO BIRTH
CONTROL

(80% chance of
pregnancy within a
year)

OPTIONS

Carry the pregnan-
cy

Keep the baby
-single parenthood
-marriage
-common-law
relationship

Relinquish the ba-
by

-adoption:
Open/closed
-foster care

Termination of pre-
gnancy (abortion)

USE CONDOM

Discussion of pro-
per use

NO CONDOM
USE

Risk of STDs such
as:

Chlamydia (most
common STD)
Gonorrhea
Herpes
Condylomata
(genital warts)

OPTIONS

Total abstinence:
Avoid sexually sti-
mulating experien-
ces;

Concentrate on
other meaningful
and mutual enjoya-
ble activities

Negotiate mutually
acceptable limits or
boundariesfor:
-Necking

-Petting

-Mutual or solitary
masturbation

Enjoy the freedom
from having to
make all those
other big decisions
until you are ready
and able!
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one hour discussion about various birth
control methods if it occurs outside the
context of comprehensive health education.

Another Approach to Sexual Health
Education

A guided discussion of the sexual decision-
making continuum is one approach to sexual
health education that acknowledges the wide
range of sexually-related values and behavioursin
a typical classroom setting (See Sexua Decision
Making Tree). It offers an opportunity for stu-
dents to discuss choices and consequences in a
theoretical and non-judgemental manner.

As a preamble to the guided discussion, an explo-
ration of various factors that influence sexual de-
cision-making will place the discussion in a reali-
ty-based context, will promote insight into human
sexual behaviours, and will offer opportunities for
correcting misinformation.
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Summary

The "forbidden territory” cachet attached to the
concept of abstinence may, in fact, be counter-
productive, and the developmental need to ke-
come autonomous and self-actualizing is unlikely
to be met in an "abstinence only" approach to
sexual health education. Programs that meet deve-
lopmental needs respect the right of youth to own
and manage their own sexuality; offer complete
and explicit information regarding growth and de-
velopment, reproduction, sexual health promotion,
decision-making, and communication skills;, en-
courage access to medical and social support sys-
tems that are respectful of the needs of youth;
and encourage youth to participate in planning
these programs and services.

Adapted from Healthier Youth, vol 7 no 1
1996, McCreary centre Society

Sexual Health Education

From Canadian Guidelines for Sexua Heath Education

Research consistently indicates that positive
sexual health outcomes are most likely to occur
when sexual health education effectively integra-
tes knowledge, motivation, skill-building opportu-
nities and environmental supports for sexual
health. Effective sexual health education involves
a combination of educational exp eriences that will
enable:

Acquisition of knowledge

. Information relevant to personal sexual health

. Understanding of individual and cultural diffe-
rencesin beliefs about sexual health

. Information about ways to achieve/maintain
sexual health

Development of motivation/personal
ingght

. Acceptance of one's own sexuality

. Development of positive attitudes toward sexual
heal th-promoting behaviour

. Critical consciousness raising about sexual
health issues

Development of skills that support
sexua health

. Ability to formulate age-appropriate sexua
health goals

. Ability to carry out sexual health-promoting be-
haviours to reach those goals

. Ability to evaluate and modify one's sexual
health plan as necessary

Creation of environment conducive to
sexua headth

. Developing personal awareness of environmen-
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tal influences on sexual health

. Acquiring skills needed to identify and influence
the social practices/policies/structures that affect
sexual health

To obtain a copy of Canadian Guidelines for
Sexual Health Education, contact : Division of
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STD Control, Bureau of communicable Disease
Epidemiology, LCDC, Health Canada, Ottawa, On-
tario K1A OL2

Td: (613) 957-1342  Fax: (613) 957-0381

Adapted from Healthier Youth, vol 7 no 1
1996, McCreary centre Society

Support for Sexual Health Education

Kathy Cassels, Directorate of Agenciesfor School Health (DASH)

Some recent opposition to sexual health education
for students comes at a time when national stu-
dies continue to report significant numbers of stu-
dents having sexual intercourse without taking
necessary precautions against pregnancy and di-
sease. It doesn't take much understanding to rea-
lize that young people do not begin their sexual
acrivity with a deliberate plan to experience the
negative health consequences associated with
their decision.

What could be preventing young people from ta-
king greater precautions? Researchers have told
us that adults and youth do not openly ackno-
wledge and discuss their emerging sexuality.
Conseguently, youth often make risky sexual deci-
sions without consultation with their parents,
health professionals or trusted adults.

At a Directorate of Agencies for School Health
(DASH) "Living School Health Conference", 48
students participated in a youth plenary session
titled "Where the Rubber Meets the Road". The
students' message to teachers, parents, counsd-
lors, administrators, health professionals and all
others was that youth needs must be priorities for
everyone involved in health promotion for chil-
dren and youth. Students want and need to be in-
volved in helping each other make healthy choi-
ces about all aspects of life.

Healthy decisions about sex must represent a ba-
lance of the needs of self, significant other, socie-
tal expectations, and knowledge. Therefore, rather
than limiting student access to sexual health edu-
cation, local School Boards, Boards of Health, and
Socia Service agencies, in consultation with pa-

rents and youth, should:

0 develop comprehensive and explicit policies
on sexual health which are based on research
findings;

0 support implementation of a comprehensive
health education curriculum;

0 ensure that accessible sexual information, as
well as referral and counselling services, be
readily available to adolescents;

0 promote aclimate free of harassment;

0 involve students and familiesin the process.
Enlisting Parents’ Support

The probability of these actions meeting with suc-
cess will depend on a community's ability to enlist
the support of the mgjority of parents who quietly
support sexual health education for their children.
The following are strategies to enlist the support
of parents.

Show Respect for Parents Beliefs. Parents
beliefs permeate a young person's whole life and
constitute a powerful frame of support. Do not cri-
ticize parentsbeliefs. It is best to listen respectful-
ly to parents and try positive approaches.

Understand Parents’ backgrounds We live
in apluralistic society with diverse beliefs and va-
lues. Remember, every parent will be unique and
different.
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Take Issus to a Personal level. Remind pa-
rents that sexual curiosity and sexual experimenta-
tion are part of the growing process. Help parents
remember their own childhood, such as where and
when they received sexual information. Isit reaso-
nable to expect today's youth to be any different?

Share experiences. Relate common situations
parents experience with their own children and sex
education topics. Thiswill provide an opportunity
for everyone to relate, laugh together, and not feel
attacked.

Increase Awareness of the Benefits. Help
parents become aware of the benefits of a compre-
hensive health education program which included
sex education. Sexual Health education not only
helps children and youth but it helps pocket-
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books, too. A recent study done by the Centers
for Disease Control in the United States has exa-
mined the cost-benefit ratio of an effective school-
based sex education program. They first verified
that the program had a positive effect on sexual
behaviours. The savingsin health care costs were
then calculated. A conservative estimate was that
for every dollar invested in sex eduation, thereisa
savings of $5.69 (US) in related health care costs.

Kathy Cassels, 537 Carnavon Street, New West-
mingter, B.C. Canada V3L 1C2, Td: (604) 521-5122
Fax: (604) 525-0878

Adapted from Healthier Youth, vol 7 no 1
1996, McCreary centre Society

Sexual Abuse of Adolescents with Chronic Conditions

Adolescent Medicine Committee, Canadian Paediatric Society (CPS)

Paediatrics & Child Health 1997;2(3):212-3

Contrary to the popular belief that young people
with disabilities and serious chronic illnesses are
protected from abuse and exploitation, there is
evidence that this group of adolescentsis, in fact,
at an increased risk for sexua abuse. In a British
Columbia survey of 16,000 high school students,

for example, 38% of those with chronic conditions
reported being sexually abused or assaulted, com+
pared with 17% of those without.! For purposes of
analysis, individuals were defined as having a
chronic condition if they met one of three criteria
defined themselves as disabled, missed significant
amounts of school for health care, or had a high
degree of contact with the health care system.

While this statement addresses the issue of sexual
abuse, it appears this population is also at an in-
creased risk for both physical and emotional
abuse.

Factors which increase risk of abuse

Some adol escents with chronic conditions are par-
ticularly vulnerable to abuse as a result of cogni-
tive, sensory, or communicative problems. All too
frequently, they may find themselves in situations

where they are dependent on the unsupervised
care of othersin schools, institutions or at home.
Societal values and the care systems which exist
for these young people may, in addition to their
disease or disability-specific characteristics, fur-
ther increase the risk for abuse.

Societal Factors

Chronically ill and disabled individuals often have
little control over decisions directly affecting
them, particularly regarding health care and edu-
cation. This lack of power means both the poten-
tial victim and the abuser see persons with chro-
nic conditions as externally controlled, and as
such, helpless to stop abuse or mistreatment.
With disempowerment comes a lack of voice, are-
luctance on the part of individuals and institu-
tions to hear what abused adolescents have to
say.

For many ill and disabled people, the social isola-
tion caused by institutionalization, hospitalization,
"specialty" education and/or overprotection can
push them to the fringes of society, where they
are vulnerable to predators, often with little
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chance of detection. In many cultures, people with
visible disabilities are viewed negatively, creating
feelings of unease, pity and contempt, with non-
disabled individuals perceiving themselves to be
superior. For young people, growing up with a di-
sability or illness can instill feelings of being fla-
wed or bad, causing them to believe that mistreat-
ment or abuse is deserved and so should not be
resisted or reported.

Educational Factors

Lack of education also plays a significant role in
abuse of this population. All too frequently,
youth with chronic conditions receive less formal
sexual health education than their peers, primarily
as they are considered asexual or unable to wn-
derstand sexuality. Recurrent absences from
health education classes, because of frequent
hospitalizations and appointments, may also &-
count for this lack of sexual health instruction. In
many instances, the availability of appropriate
educational materialsisalso limited.

Health Care System Factors

For young people with chronic conditions, tolera-
ting and expecting a low level of privacy and a
high degree of physical intrusion is away of life.
At times, they may have been forcibly restrained
when resisting frequent physical examinations or
attention to bodily needs, and therefore have lear-
ned not to struggle or protest. Increased exposure
to procedures involving sedation or anaesthesia
may potentially increase the risk of abuse. If pro-
cedures are performed in demeaning or insensitive
ways, children may feel they should tolerate the
abuse.

Individual Factors

Added to these external factors are limitations im-
posed by the adolescent's particular condition. A
chronically ill youth with generalized weakness,
for example, may have difficulty fighting off an a-
tacker. Someone afflicted with mobility problems
may be unable to escape such an attack. Other li-
mitations, such as speech and language diffi-
culties, may interfere with the ability to call for
help, verbally resist the abuser, or report the
abuse. Youth, especialy those with limited intel-
lectual abilities, may be manipulated into
"consenting" to sexual acts.
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Recognition of abuse

Parents, caregivers, and health care workers
should maintain a high level of suspicion regar-
ding sexual abuse against this population. R-
tients who present with STDs, vaginal or anal
trauma, unexplained UTls, and who do not report
consensual sexual activity, must be questioned
about sexual abuse, using the patient's preferred
method of communication (e.g., ASL or Bliss).
Other less specific indicators frequently associa-
ted with abuse are: unexplained fear of physical or
gynecologic examination; avoidance of specific
caregivers or caregiving situations; self-mutilating
behaviours, sleep disturbances; encopresis;
sexualized behaviour; sex experimentation with
age-inappropriate partners; sexually abusive be-
haviour toward others; eating disorders; running
away; and somatic complaints with no organic
cause.

Disclosure

To facilitate and ease the process of disclosure,
questioning of patients should be conducted ac-
cording to their preferred method of communica-
tion. The medical community should be aware of
current concerns with regard to false allegations
that have been made through "facilitated commu-
nication.” The formal process of disclosure must
conform to legal and reporting standards. In ins-
tances where the patient has a communication di-
sorder, it may be difficult to find an interpreter
skilled both in interpretation and sexual abuse is-
sues. In communities where there are no such
qualified individuals, physicians should promote
the creation of educational programsto train them.
Also important is identifying individuals to whom
children and youth with chronic conditions can
turn for help if they are abused.

Prevention
Institutional

Physicians should advocate for institutional poli-

cies, including:

0 thorough screening and monitoring of em
ployees and volunteers;

) chaperoning of physical examinations and pro-
cedures;

[ supervision of outings;

[ patient privacy; and
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[ investigation and reporting of allegations of
sexual abuse.

In addition, parents should be advised to inquire
about these institutional policies and to conduct
their own intensive screening when hiring private
caregivers. Those working with teenswith chronic
conditions should also understand the full range
of normal sexual activity (including masturbation)
for this age group, and should respect the privacy
requirements of adolescents.

A review of the available material makes it clear
that proper training of licensing officers in issues
of sexual abuse is essential. Physicians can be in-
volved in the development of resources for this
training.

Educational

Adolescents with chronic conditions, parents,
and caregivers place high priority on accessto ap-
propriate information about sexuality. This inclu-
des information specific to different developmen-
tal levels and disabilities with regard to personal
rights, safer sex, and sexual abuse, and could also
include a component on assertiveness training
and self-defense. Physicians could have a list of
resources available for parents on recognizing
their children's own expression of sexuality and on
their vulnerability to abuse.

Physicians
Respect for privacy during physical examinations

is imperative. Physicians have an excellent oppor-
tunity to demonstrate this respect by draping pa-
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tients and allowing them to stop the examination if
they feel uncomfortable. Attending physicians
should also model sensitive, iespectful physical
examination techniques to trainees. In addition,
physicians should encourage adolescents with
chronic conditionsto take amore activerolein de-
cision-making by helping them feel less depen-
dent and more powerful in determining their own
care. To achieve this, a happy balance between
cooperation and normal demands for autonomy
needs to be encouraged. Excessive reliance on re-
wards and punishments is not wise, as it may un-
dermine patients' ability to recognize and resist
abuse.

Conclusion

Paediatricians are in an ideal position to play a si-
gnificant role in preventing sexual abuse of chil-
dren and youth with disabilities. Over the years,
they establish long-term relationships with the fa-
milies of children and youth with chronic condi-
tions. It is imperative, therefore, that paediatri-
cians, as part of their mandate to educate and ad-
vocate for the welfare and well-being of children
and youth, assume the responsibility to start early
in providing anticipatory guidance regarding
sexuality, empowerment and abuse.
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Kick Butt for Two

Mothers who smoke and children who are ex-
posed to smoking and ETS (Environmental To-
bacco Smoke) are at risk of developing multiple
health problems. Pregnant adolescents have the
highest relative risk of giving birth to a low birth
weight infant. The Teachable Moment (1992), an
Ontario wide study developed by St. Mary's
Home, revealed that 56% of maternity home cli-
ents smoked during pregnancy and only 19% quit

smoking while pregnant. These findings indicated
a much higher prevalence of smoking in this &
ready high risk population as compared to smok-
ing rates of the general public.

Kick Butt for Two, which began in 1995, is a
program for young single parents and pregnant
teens. It was developed by the Y oung/Single Par-
ent Support Network and funded by Health Can-
ada. It is now managed by Brighter Futures for-
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Children of Y oung Single Parents, a project of the
Network.

Kick Butt for Two alows program participants
to make an informed choice of goals. abstinence
or moderation. The program assists clients to de-
velop effective, alternate stress reduction and
coping strategies to prevent relapses. By learning
and implementing new behaviours, coping skills
and cognitive restructuring, clients gain problem-
solving skills and positive self-images. New cop-
ing skills emphasize self-care and non-destructive
methods of achieving personal goals. Program
participants play an active role in the program de-
velopment, delivery and eval uation.

The Kick Butt for Two program has four goals:

smoking prevention
smoking reduction
smoking cessation
protection of non-smokers.

R

These four goals have been operationalized into
five objectives:

[l encourage the client population to quit or e
duce smoking

[ improve the coping skills of clients

[ provide on-going support and follow-up

[ protect the health and rights of non-smokers
(including fetuses, infants and children)

[ increase the knowledge of clients about dan-
gers of smoking for themselves and their chil-
dren.

The core sessions of the program are:

[ Introduction and orientation - getting to know
each other and designing the rest of the ses-
sions.

[ Preparing to reduce or quit

[ Reduceor Quit Day

[ Coping with quitting
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| Preparing for post-group temptations.

The guiding philosophy of the program supports
the concept that success is not measured by quit-
ting alone. Success can be attained by reducing,
having a smoke-free home, protecting children
from second hand smoke, changing smoking be-
haviour or quitting smoking. The incorporation of
this philosophy into each session avoids setting
up participants for failure. They know up front
what is meant by “success’ and are therefore pro-
vided with multiple opportunities to achieve suc-
cess.

Kick Butt for Two has demonstrated positive
changes in both smoking behaviours and atti-
tudes of clients and staff. The program has -
duced the number of pregnant and parenting ado-
lescents who smoke as well as the number of chil-
dren exposed to ETS. It fillsavoid in smoking ces-
sation programs designed for teens by targeting
at risk pregnant and parenting teens with very few
resources. Developing a program specifically for
pregnant adolescents and young/single parents
allows for focus on specific issues relevant to this
client group.

A Kick Butt for Two Facilitator’ s Guide has been
developed and is available to others who wish to
deliver the program. It includes a sample Public
Service Announcement. It is available in either
French or English, at the cost of $35 (plus $5 for
shipping and handling).

Kick Butt for Two/
c/o Brighter Futures for Children of Young Sin-

gle Parents

659 Church Street

OttavaON K1K 3K1

Telephone: (613) 749-4584

Fax: (613) 749-7018

E-mail: brighterfutures@travel-net.com
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Anger/Stress: The H.E.L.P. Toolbox

(Healthy Emotions, Loving Parents)

In 1994, the Y oung/Single Parent Support Network
identified the need to address the issues of anger
and stress and how they affected the lives of
young/single parent families. The development of
an anger management program was incorporated
into the workplan of the Health Canada CAPC
(PACE, Santé Canada) project, Brighter Futures
for Children of Young Single Parents, and an 8
week program was developed and piloted in 1995.

After two years of piloting the new program, an
update was initiated. The program needed to in-
corporate more time for participants to practice
new skills being learned, and include sessions re-
lated to coping and self-esteem. Lengthy waiting
lists confirmed the popularity of the program. Pro-
gram participants recommended unanimously that
the program be longer than 8 weeks.

Funds were applied for and received from Health
Canada's Population Health Fund for this initia-
tive. The Young/Single Parent Support Network
and its Brighter Futures project established an In-
tersectoral Advisory Committee with representa-
tives from Health, Education and Social Services
to oversee the professional development of the
program. This committee was unique as it
brought together representatives from a variety of
local agencies to work together and finalize the
manual and workbook. These agencies included
the Ottawa-Carleton Health Department, commu-
nity health centre representatives, Rideau High
School, Algonquin College, the Children’s Hospi-
tal of Eastern Ontario, Probation Services, the
Children’s Aid Society and several others. Two
participants of the Brighter Futures project were
key members of the committee.

The Anger/Stress H.E.L.P. Toolbox program
provides participants with some of the tools and
skills for coping with everyday stresses. It is
carefully designed to build awareness and to rein-
force positive attitudes and behaviors in key a-
eas:

0 Anger
0 Sdf-Confidence

0 Coping
O Parenting
O Stress

The program is organized into a series of five
modules (one for each area), with each module
consisting of four 2 hour sessions. Participants
are able to choose which of the modules they
want to complete. As each module is only 4
weeks long, the waiting list for new participants
should not exceed 3 weeks. The emphasis of the
Anger/Stress H.E.L.P. Toolbox is on educa-
tion and prevention.

The program is designed to be led by an experi-
enced facilitator — ideally someone who has had
formal training in facilitating groups. However,
the kit also contains useful hformation for the
less-experienced facilitator who is prepared to take
on the challenge by “learning on the job”.

The Anger/Stress H.E.L.P. Toolbox program
was originally developed for young single parents
but can be adapted to suit the needs of a variety
of groups. It can be offered in various settings,
from the more traditional classroom to a living
room setting in a drop-in centre or group home.
Little special equipment is required. The Facilita-
tor's Planning Guide at the beginning of each
session provides alist of any equipment and sup-
pliesthat will be needed.

The manual consists of three segments:

O TheIntroduction, which includes an overview
of the program and of basic facilitation skills;

O The Facilitator’s Guide, which includes a list
of necessary materials for each session, as well
as tips and red flags for managing difficult
situations; and,

O The Participant’'s Workbook which alows
group members to have a record of their work
for each module. This section is easy to pho-
tocopy.

The manual is available at a cost of $100.00 (plus
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$5.00 for shipping and handling).

As part of the introduction to the manual, a one
day facilitator training workshop has been devel-
oped and was piloted in June 1998 at two Eastern
Zone CAPC sites for front line staff and commu-
nity partners. Brighter Futures hopes to offer fu-
ture training workshops to interested sites. A
French version of the program has also been pro-
duced.

For more information on Anger/Stress: The H.
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E.L_P. Toolbox, please contact:

Brighter Futures for Children of Y oung Single Par-
ents

659 Church Street

Ottawa, Ontario K4A 1V2

Telephone: (613) 749-4584
Fax Number (613) 749-7018
E-mail:  brighterfutures@travel-net.com

Emergency Contraception

Adolescent Medicine Committee, Canadian Paediatric Society (CPS)

Paediatrics & Child Health 1998;3(5):359-361

Emergency contraception has been in use in
North America for over two decades. Often refer-
red to as the morning-after pill, emergency contra-
ception is an effective way to prevent pregnancy
after unprotected intercourse. Despite this, many
teenaged girls are not aware of its existence or do
not know how to obtain it. The term morning-after
pill should be avoided because this name implies
that it can only be used the next day. Y oung wo-
men may not present for emergency contraception
because they think it istoo late.

Because neither method of emergency contracep-
tion in use will work if implantation has aready
occurred, these methods are not to be considered
as abortifacients.

Emergency Oral Contraception

The most commonly used method is called the
Y uzpe method (1) and uses combined high dose
estrogen-progestin pills. It is postulated that hor-
monal emergency contraception works by preven-
ting implantation of a fertilized ovum through
changes in the endometrium (2), delaying ovula-
tion or interfering with corpus luteum function (3).
Studies indicate that hormonal emergency contra-
ception isvery effective (4). Without intervention,
eight women in 100 will become pregnant after a
single act of unprotected intercourse during the
middle two weeks of the menstrual cycle. With
emergency contraception, about two women in

100 will become pregnant.
Who can use emergency contraception?

Y oung women who have attained menarche and
have had consensual or nonconsensual unprotec-
ted sexual intercourse can be given emergency
contraception (Table 1). Adolescents can take
emergency contraception if they have no history
of stroke, estrogen-sensitive tumour or thrombo-
phlebitis, active liver disease or untreated hyper-
tension. If estrogens are contraindicated (a rare
event in adolescents), progestion-only pills can
also be considered. A copper-coated intrauterine
contraceptive device (IUCD) is a highly effective
method of emergency contraception that can be
used within 120 h of intercourse. However, it is
not usually available in paediatricians’ offices or
emergency rooms. If it is felt that an IUCD is the
only option, prophylactic antibiotic coverage for
both gonorrhea and chlamydia should be conside-
red. The IUCD can be removed during or after the
next period.

When to take emergency contraception?

Emergency contraception can be used at any time
during the menstrual cycle. Most research is ba-
sed on emergency contraception used within 72 h
of intercourse, but it has been suggested that
emergency contraception might be effective for up
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to five days (5). If a young woman presents after
three days, emergency contraception can be tried
up to 120 h after intercourse, as long as the young
woman is informed that it might be less effective.
It has been shown that the timing of the initia
dose (within the first three days) is not essential

(©).

How to prescribe emergency contracep-
tion?

Paediatricians, family physicians and others who
care for teens should consider having emergency
contraceptive pills (ECP) available in the office
(Table 2). Some teens will have difficulty getting a
prescription filled, and may not be able to manage
a visit to both the physician’s office and the
drugstore.

The most commonly used emergency contracep-
tion regimen is two norgestrel-ethinyl estradiol
(Ovra, Wyeth Ayerst) tablets given with 50 mg
dimenhydrinate initially; the entire dose is repea-
ted 12 h later. The timing of the second doseisim-
portant. For practical reasons, the first pills can be
delayed so that both doses are given during the
teen’s normal waking hours. If the second set is
missed, the entire course must be repeated.

If norgestrel-ethinyl estradiol is not available, four
lower dose oral contraceptive pills, such as nor-
gestimate-ethinyl  estradiol (Cyclen, Janssen-
Ortho or TriCyclen, Janssen-Ortho [darker blue
pills only]) or levonorgesterel-ethinyl estradiol
(Triphasil, Wyeth-Ayerst [yellow pills only]) per
dose, can be used instead. However, these have
not been evaluated in clinical trials.

Short and long term effects

Nausea and vomiting are frequent side effects
when ECPs are given without antiemetics. To in-
crease the efficacy of the antiemetic, it can be gi-
ven 1 h before the hormones. Giving the antieme-
tic after nausea occursis not helpful. Adolescents
who vomit more than 1 h after taking a dose do
not need to retake those pills because absorption
has occurred, and the nausea and/or vomiting are
likely to be a result of treatment. Breast tender-
ness, headaches and dizziness are less common
side effects of ECP.

Physicians should reassure adolescents that their
next period may be either early or delayed, but will
probably occur within 21 days of treatment.
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Given that no teratogenic risk has been found
with pregnancies that occur while women are ta-
king high dose birth control pills, it is unlikely that
thereis an increased risk of birth defectsin babies
born to young women who have taken emergency
contraception during pregnancy. Pregnancies that
occur do not need to be terminated because emer-
gency contraception was used.

For adolescents taking medications that induce
liver enzymes, the dose should be increased to
three Ovral, taken twice.

Liver Inducing drugs. Carbamazepine, Phenytoin,
Barbiturates, Isoniazid, Rifampin, Metronidazole,
Tetracycline, Benzodiazepines.

Clinical Practice points
History and physical

Adolescents may come specifically for emergency
contraception, or indication for emergency contra-
ception may be discovered during routine history
taking. In either case, the date and nature of the
last menstrual period should be €elicited, as well as
when she has had intercourse since that period.
She should also be asked about her history of
contraceptive use and history of contraindica-
tionsto oral contraceptives.

Physical examination should include determina-
tion of blood pressure. Pelvic examination is indi-
cated if the last menstrual period was unusual and
the physician suspects that the patient is pre-
gnhant, has concerns about sexually transmitted
diseases or if an IUD will be inserted. If a pelvic
examination is performed, specimens should be
taken for chlamydia and gonorrhea cultures.

Discussion with the teen

After determining whether emergency contracep-
tion isindicated, explain the method to the adol es-
cent and the possibility of failure of the method.
Explain that the next period might be early, on time
or late. Discuss her options should she become
pregnant. Explain that if sheis goingto haveinter-
course before her next period, she should use a
barrier method with a spermicide. If the patient is
taking emergency contraception because she has
missed birth control pills, she can start anew pack
of pills the Sunday after she takes emergency
contraception.
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Because emergency contraception is not 100% «-
fective, follow-up is important. Teens should be
advised to return for a pregnancy test if their next
period is more than one week late or if the next pe-
riod is unusua in any way. They should also re-
turn if they have heavy bleeding or pain. An g-
pointment can be scheduled for one week after the
next expected menstrual period. This appointment
is an opportune time for counselling around the
teen’s choices about her sexual activity, contra-
ception, sexually transmitted diseases and safer
sex. The adolescent can be praised for coming in
for emergency contraception, and a suggestion
made that she consider another method of preven-
ting pregnancy. If she chooses oral contracepti-
ves, pills and condoms can be given to her with
instructions.

Summary

Emergency contraception is an effective way to
prevent a pregnancy from occurring following un-
protected intercourse. Paediatricians and family
physicians should have oral emergency contra-
ception available in the office to give to teens at
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risk of unwanted pregnancy.
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TABLE 1: Unprotected intercourse and its equivalents

Totally unprotected intercourse

Ejaculation onto genitals

Coitus interruptus

Condom breakage

Intrauterine contraceptive device expulsion or midcycle removal

Spermicide alone at midcycle

More than three missed pills or pills started more than two days late

Missed minipill within 48 h

Sexual assault (not on oral contraceptive pill)

Condom alone or spermacide alone plus recent teratogen exposure

TABLE 2: Emergency contraception pills kit contents

Two envel opes contai ning two norgestrel-ethinyl estradiol (Ovral, Wyeth Ayerst) and one antiemetic

each can be marked with time to take

Information sheet

Number to cal if concerns

Appointment card for follow-up
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Advice for Adolescents and Caregivers

Emergency contraception

You can become pregnant if you have unprotec-
ted intercourse even just once! Maybe you tried
to protect yourself but the condom broke. Perhaps
you were taking birth control pills but missed two
or more of them, or you usually get a birth control
shot every three months but missed your last

shot. Or you thought that if your boyfriend didn't
gjaculate inside you, you couldn't get pregnant.

Possibly in the heat of the moment, you just didn't
think about birth control. Maybe you were sexual-
ly assaulted.

If you have had sex in the past few days, it isn't
too late to prevent a pregnancy using emergency
contraception. Although sometimes called the
morning after pill, emergency contraception can
be used up to three days after intercourse (even
up to five days after).

What are emergency contraceptive pills?

Emergency contraceptive pills (ECP) are high dose
birth control pills. They aren't 100% effective, but
they do reduce greatly the chance of getting pre-
gnant

What if | am already pregnant?

Emergency contraception will not make your pre-
gnhancy go away. It is not an abortion pill. Howe-
ver, if you find out after you have taken it that
you are pregnant, don't worry. Many women have
taken estrogen and progestrone (the hormones in
ECPs) in early pregnancy without harm to the fe-
tus.

What are the side effects of emergency
contraception?

The most common side effects of ECPs are nausea
and vomiting. A pill to lessen the symptomsis gi-
ven with the ECPs, called gravol. If you throw up
within an hour of taking the first dose of ECPs,
you need to repeat it. Some women will have sore
breasts for a few days, and others have com
plained about headaches. These problems are

much less common.
How do | take it?

You will be given three pills (two are emergency
contraception, one is antinausea, gravol) to take
immediately, and three pills to take 12 hrs later. If
you will be unable to take them in 12 hrs, you can
delay your first dose so that you can take the se-
cond dose 12 hrs later. For instance, if it is 10
o'clock at night, and at 10 tomorrow morning you
will bein class, you can wait until midnight to take
the first pills and take the next ones at lunchtime.
The second dose of pillsisvery important.

0 Do not drive or drink any alcohol for the
next 24 hrs after the second set of pills. The medi-
cation that you take to prevent nausea may make
you feel drowsy.

0 Do not take any extra birth control pills.
They will not decrease your chance of getting pre-
gnant and will likely increase nausea and vormi-
ting.

When will | get my period?

Some women get their period a few days after ta-
king emergency contraception. Others have it
when they are expecting their next period or even
a bit later. If you haven't started a period within
three weeks of taking the ECPs, you should have
apregnancy test.

How long will emergency contraception
protect me?

Do not count on emergency contraception to pro-
tect you if you have unprotected intercourse
again. Y ou should use condoms and spermicide if
you are going to have intercourse. Tak to your
doctor about starting a reliable form of birth
control.

Why not just use emergency contracep-
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tion each time | have sex?

Emergency contraception is not as good at pre-
venting pregnancy as other methods of birth
control such as hirth control pills taken regularly
or birth control shots. In addition, you should be
using condoms to prevent sexually transmitted
diseaseslike AIDS.

Where can | find more information?
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Your paediatrician, family doctor or loca public
health department will have more information
about this. On the Internet, you can try:
Www.opr.princeton.edu/ec/

This information should not be used as a substi-
tute for the medical care and advice of your physi-
cian. There may be variations in treatment that
your physician may recommend based on indivi-
dual facts and circurrstances.

Depo Provera: A Contraceptive Alternative

For Adolescents

Adapted from: Charbonneau L. MD, FRCPC, Baltzer F. MD, Quiros E. MD,FRCSC.
Depo Provera A Contraceptive Alternative For Adolescents.

The Canadian Consensus Conference on Contraception. Journal SOGC 1998, Bérubé J.
L e depo-provera : une alternative intéressante. Le Médecin du Québec, mai 1998.

Depo-provera : clinical tips

Depomedroxyprogesterone acetate (DMPA) is an
injectable progestin that has been used as a
contraceptive throughout the world in the last 30
to 35 years. Political, cultural and scientific rea-
sons prevented its widespread use in North Ame-
rica until it was approved by the American Food
and Drug Administration in 1992. In Canada, in
1997, the Health Protection Branch has approved
depo-provera as a first choice contraceptive -
tion. Recent reviews in the United States have
shown that for many years, physicians have
considered DMPA as a preferred method for cer-
tain populations, notably in young women with
severe mental or physical deficiencies. The Socie-
ty of Obstetric and Gynecology of Canada has re-
commended it in a policy statement in 1993 and
has included depo-provera in its Canadian
Consensus Conference on Contraception in 1998.

Depo-provera work by suppressing ovulation. It
aso renders cervical mucus impermeable to sperm
and induces endometrial atrophy. It isinjected in
the deltoid or gluteal muscle. The dosage for im-
mediate contraceptive efficacy is 150 mg and it is

given on the first five days of the menstrual cycle
or of the post partum (no adverse effect on lacta-
tion) or immediately following an abortion. Max-
mum contraceptive effect is achieved within 24
hours. It isrepeated every 11 to 13 weeks, prefera-
bly every 12 weeks.

The action of DMPA is reversible but there is a
variability in return of ovulation. At six months
after last injection, 50% of women will have retur-
ned to regular menses; 90% at two years. DMPA
offers contraceptive protection of 99.7 percent
when given at 12 week intervals. An injection cost
between 32-45%. Once a dose is drawn from a ne-
wly opened multidose bottle, the rest of the bottle
has to be used within 9-12 months.

According to the SOGC policy statement, there is
no indication that women taking DMPA have hig-
her risks of thrombosis and a history of thromb o-
phlebitis or thromboembolism is not a contraindi-
cationto DMPA.

Indications of DMPA:
0 When pregnancy is absolutely contraindica-

ted (risks for mother or fetus)
[ When estrogens are contraindicated or not

Canadian Association for Adolescent Health




PRO-TEEN

tolerated

01 After giving birth and nursing

[ Women over 35, who smoke

[ Women taking medication that interacts re-
gatively with oral contraceptives
(e.g. phenytoin)
Women who may benefit from amenorrhea
(e.g. endometriosis, severe dysmenorrhea,
menorragia)
Failure and compliance problems with other
methods
Women with accompanied migraine heada-
ches

[ Women with epilepsy

[ Women with sickle cell disease

Contraindications to DMPA

[ Known or suspected pregnancy

01 Undiagnosed vaginal bleeding

[ Known or suspected breast cancer (no proof
of danger)
Active thrombophlebitis, thromboembolism
or past history of thromboembolism, or cere-
bral vascular disease (indicated in CPS, but
SOGC does not suggest so)

[ Activeliver disease

[ Known hypersensitivity to the product or
one of its componants.

Non contraceptive benefits of DMPA:

1 reduces anemiaby decreasing blood |oss

1 reduce dysmenorrhea and premenstrual syn-
drome

[ reduce pelvic inflamatory disease

[ may increase volume and duration of lacta-
tion in post-partum

[J  decreasesovarian and endometrial cancer

\ improves sickle cell anemia by inhibiting n-
travascular sickling and increasing survival of
red blood cells

[l decreasesrisk of ectopic pregnancy

1 reduces pelvic inflammatory disease and can-
didal vaginitis
is effective in relieving symptoms of endome-
triosis
may reduce seizure frequency in epileptic wo-
men

Side effects of depo-provera
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| Amenorrhea after oneyear (50%)
I lrregular bleeding

I Weight gain : 2.5 kg after ayear
I Weight loss (20%)

| Headaches (17%)

I Mood changes (11%)
| Decreaseintestinal motility (11%)

| Hypoestrogenism: dyspareunia, etc (8%)

I Nausea (3%)

I Acne(1%)

| 4-7% of Bone density reduction (not signifi-
cant-reversible)

Counselling and follow-up

The adolescents being prescribed depo-provera
should receive information on al the side effects.
A pregnancy test could be considered before the
first injection.

Treatment of irreqular bleeding

The mgjor side effect of depo-proverais irregular
bleeding. If thisisthe case:

Reassure the adol escent

Check the hemoglobin if important bleeding
Look for STD

Decrease the interval between injection from
12 weeks down to 8 weeks

I Increase the dose to 175, 200 or 225 mg

Also, high dose of Non Steroids Anti-infalmatory
can be prescribed (motrin 800 mg T.1.D. for 5 days
or 400 mg Q.I.D. for 714 days); they decrease
bleeding by 40%. Estrogens can be prescribed :
premarin 0.625 to 1.25 mg for 7-21 days.

M anagement of missed appointments

It can happen that the adolescent will miss her go-
pointment for injection. The injection is good up
to 13 weeks. If the adolescent shows up after 14
weeks and had protected intercourse since the 14"
week, depo provera can be administered. She
should wait 7 days for contraceptive efficacy and
a pregnancy test could be done 3 weeks | ater.

If the adolescent shows up after 14 weeks and
hashad unprotected intercourse since the 14"
wwek, a pregnancy test is performed, offer post-
coital contraception if indicated, wait 14 days, per-
form a second pregnancy test, if negative, admi-
nister depo-provera; after 3 weeks, another pre-
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gnancy test could be performed if fear of pregnan-
cy persist.
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Depo-provera:
A Research in Adolescents

Charbonneau L. MD, FRCPC, Baltzer F.
MD, Quiros E. MD, FRCSC.

Contraception in the adolescent population is
considered an important public health issue. The
options for preventing pregnancy are not well sui-
ted to all adolescents and as health care workers
who face pregnant adolescents in our daily prac-
tice, we are prepared to consider any method that
may improve compliance. In 1981, Fraser had
dready described the advantages of DMPA that
could make it an appealing choice for teenagers,
such as long action following a single injection,
simple to administer, independent of coitus, free-
dom from “fear of forgetting ”, which may occur
with the pill, no estrogen side effects or complica-
tions, highly effective contraception and amenorr-
heathat may be a health benefit.

In most reviews of experience with DMPA and the
implant Norplant in teenagers, the authors do not
evade questions on the ethical acceptability of

these methods and acknowledge the fact that time
and experience will provide more answers. Howe-
ver, the safety and effectiveness of DMPA are
well-known and we believe that there are, here and
now, teenagers to protect and any number of pre-
gnancies that are prevented or delayed becomes a
good enough reason to offer a long term
“passive” contraceptive.

Material and Method

The Adolescent Program of the Montreal Childre-
n's Hospital and La Clinique des Jeunes Saint-
Denis, a community based youth clinic in Mon-
treal, offer contraceptive services to teenagers. A
consultation for birth control includes a complete
history, physical examination, screening for
sexually transmitted disease, counseling on sexu a-
lity and contraception. The counseling provided
by a registered nurse or a physician gives back-
ground education in the current contraceptive me-

thods, their effectiveness, routes of administra-
tion, side effects and cost. The teenager is also
assessed as to her lifestyle her place in the family
and her ability to take charge of her life and
health. Confidentiality is respected when required
by the adolescent and most of the time samples of
birth control pills provided by the pharmaceutical
companies are given in order to increase chances
of compliance. DMPA injection is provided by
both institutions and given free. The nurses are
available for further information and advice on the
phone during the clinics' working hours and will
see adolescents who present without an appoint-
ment for concerns about birth control.

Both clinics aso provide first trimester abortion
services to adolescents who are patients of the
clinics or referrals from other adolescent services,
private physicians and school based nurses.

Table 1:
Profile of patients given DMPA N
151
. Mean age at first 16.7 years
injection
. Parity (GPA) GO: 48 (~%)
Gl: 63 (41%)
(P1: 15; A1:48)

G2-4: 40 (26%)

From 1993 until February 1996, one hundred and
fifty-one female adolescents ages 14 to 19 were
prescribed DMPA (Table 1). Only nine of them
were given the injection because of mental retar-
dation. The rest chose DMPA mainly after giving
birth, going through an abortion or when com
plianceto oral contraception was a problem (Table
2).

Table 2:

Reasons to choose DMPA

(more than one possible): N:180

. Pregnancy 93 (50%)

. Non compliance to contraceptive
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Method 61 (30%)
. Side effectsto oral
contraception (OC) 19 (10%)
. Handicapped 9 (5%)
. Confidentiality 6

. Absolute contraindicationtoOC 1
Results

A review of thefiles of the 151 patients who opted
for DMPA from 1992 to February 1996 shows that
61 (40%) were till using the method; we must
point out however that with our growing expe-
rience, we have used it more often in the last year
so that many had received only one or two injec-
tions by the time this review was completed. The-
refore, in our study, a very small number of pa-
tients have taken up to six (6) injections and the
average number of injectionsis 2.6.

Table 3.

Reasons for discontinuing DMPA
(more than one possible) N
105

. Irregular bleeding 28 (27%)

. Weight gain 15(14%)

. Other side effects* 13 (12%)

. Did not need contraception 12 (11%)

* These included small numbers of headaches, de-
pression, nausea, acne.

Table 3 lists the main reasons given by the ado-
lescents to discontinue DMPA. It is important to
note taht 37 (35%) simply did not show up for go-
pointment. Other reasons include: desire for pre-
gnancy, fear of the product and being closely wat-
ched by the parents who would be likely to ques-
tion the irregular bleeding pattern or the amenorr-
hea. Table 4 list the side effects on the first 47
adol escents on depo-proverain our series.

Table 4 :

Side effects in adolescents on DMPA
N= 47

. Spotting 12 (32%)

. Amenorrhea 6 (16%)

. Menorrhagia 6 (16%)

. Continuous bleeding 3(8%)

. Headaches 3(8%)

. Weight gain 3(8%)
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In 47 files, information was available as to the ado-
lescents' satisfaction with the method. Thirty-two
(32) claimed they were satisfied, citing the ease of
use of DMPA as the main reason. However, this
did not significantly correlate with compliance.

Discussion

This review has allowed us to illustrate two major
drawbacks to the use of DMPA: the failure to re-
cognize the product as an available method for all
women and the choice of patients to whom it is
now prescribed. DMPA is not yet a well-known
and widely used contraceptive method in Canada
and it cannot be offered as a first choice for birth
control. Therefore, many family planning clinics
and physicians in private practice are not familiar
with it and do not venture to recommend it. Some
of our patients have had problems finding a clinic
who will agree to provide the injections along with
the required information and counseling.

DMPA has side effects that influence a woman's
daily lile, her sex life and many of her beliefs and
fears. She may have been told that any irregular
bleeding can be a sign of cancer, that no bleeding
at all means pregnancy or an accumulation of poi-
sonous material inside the body. Intercourse
when bleeding is considered by many women and
men as unhygienic, uncomfortable or prohibited
by religion. Adolescents are especially vulnerable
to these disturbances.

Therefore, health care providers have to be fami-
liar with these aspects of the method and they
must feel comfortable in addressing these issues
with a woman. Handing out written information
and being available for repeated counseling are
important ways of insuring compliance.

In our review, irregular bleeding was responsible
for the 50 percent discontinuation rate and possi-
bly more since we have no information on 35 per-
cent of our adolescents who did not show up for
subsequent injections. This compares with Siquei-
ras review of 194 adolescents where 44 percent
were still taking the injections after one year and
25 percent after two years. Their major reason for
discontinuing the method was also irregular blee-
ding. In Harel's study of 35 patients who stopped
the method, 60 percent cited irregular bleeding as
thefirst reason.
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Disruption of the menstrual pattern, both the irre-
gular bleeding and the amenorrhea usually obser-
ved in about half of the patients within the first
year of use proved to be our main problem with
such a young population. Most of them would
not be compliant to relieving bleeding with adding
acycle of birth control pills, conjugated estrogen
(1.25mg X 14 days) or an estrogen patch to alle-
viate the symptoms. Those who reached amenorr-
hea rapidly tended to be more satisfied. Even
though al girls were repeatedly informed of these
side effects and the relative kenign aspect of
them, most had trouble coming to terms with this,
especialy since DMPA isstill thought by many to
be experimental or illegal.

Dr. Louise Charbonneau is a microbiologist practi-
sing in adolescent medicine at La Clinique des
Jeunes Saint-Denisin Montreal.

CL SC des Faubourgs
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Clinique des Jeunes Saint-Denis

1250 Sanguinet, Montreal, Quebec, H2X 3E7.
Tel. (514) 844 9333

Fax. (514) 847 0728

Dr. Franziska Baltzer is a pediatrician. She is the
director of the Adolescent Medicine and Gyneco-
logy Program at the Montreal Children's Hospital,
and Dr. Elsa QuirosCalinoiu is obstetrician- gyne-
cologist in the same program.

Montreal Children's Hospital

the Adolescent Medicine

and Gynecology Program

1040 Atwater, Montreal, Quebec, H3Z 1X3
Td. (514) 934-4481

Fax. (514) 934-4319

Innovations in Mental Health Promotion:

Y outh Net/Réseau Ado

lan G Manion PhD CPsych, Simon Davidson MB BCh FRCPC, Christina Norris MA, Sarah Brandon
MA, Department of Psychiatry, Children's Hospital of Eastern Ontario; Department of Psychiatry and
School of Psychology, University of Ottawa, Ottawa, Ontario

Canadian youth are at a disturbingly high risk for
mental illness and mental health problems (1). Fur-
thermore, research has reveal ed that death by sui-
cide remains the second most common Kkiller of
youth in Canada. and that adolescents are the
only age group where the rate of suicide is on the
rise. It appears that, depending on the methods
used. about one of five Canadian children or ado-
lescents has a significant mental health problem or
psychiatric disorder (2). The Canadian Youth
Mental Health and illness Survey (3) showed that
main-stream Canadian youth have significant con-
cernsregarding their own mental health, that they
are largely dissatisfied with existing mental health
services. and that they are most willing and com+
fortable to interact among themselves around
such issues.

The above findings were the impetus for the de-
velopment of a regional (Eastern Ontario and
Western Québec) youth mental health promotion
and mental illness prevention program. Y outh Net/
Réseau Ado (YN/RA). YN/RA is a bilingua pro-

gram run by youth, for youth. that strives to pro-
mote awareness and increase communication
among Yyouth regarding mental health and illness
issues, as well as to empower youth to develop
connections with a safety net of 'youth4riendly'
professionals. Through focus groups, run by
young (aged 18 to 25 years old) trained facilita-
tors, YN/RA provides aforum for open discussion
of mental health and illness. Its goals are to des-
tigmatize mental illness while promoting good
mental health; to facilitate the early identification
of mental health concerns and connection to serv-
ices, and to respect what youth are saying to
make present mental health services more youth

appropriate.

Y N/RA has been developed as an innovative way
of combining both macroscopic and microscopic
approaches to mental health intervention with
youth. At amacroscopic level, youth are connect-
ing with youth to discuss mental health and ill-
ness openly. YN/RA also encourages young peo-
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ple to create their own mental health promotion
and mental illness prevention initiatives. Such Ini-
tiatives might include youth-focused support
groups concerning depression, self-esteem or re-
lationship issues, a mental health board game;
question and answer boxes; or newsletters (ie,
YOUTH FAX. FAX ADO). YN/RA is available to
assist with the implementation of such youth-
generated programs and offers training to inter-
ested youth. YN/RA also supports the translation
of traditional and formal mental health and illness
information into youth-friendly language or 'youth
speak'.

At a microscopic level, YN/RA links adolescents
in the most acute need with professionals and
more traditional mental health services through a
youth-friendly and community-based program.
These efforts include screening and identification
of youth in focus groups who may be at risk of
suicidal behaviour, with strict adherence to a cri-
sis protocol when such situations arise. By show-
ing respect for and being attentive to the youth
perspective, YN/RA has gained the trust of youth.
This enables YN/RA to serve as the bridge to as-
sist youth with making that first step of reaching
out to more formal supports when necessary. An
overall objective of the program is to demystify
mental health and illness for youth while educat-
ing professionals about the flexibility and sensi-
tivity required to serve all youth better. Both the
macroscopic and microscopic components of Y N/
RA are supported by an infrastructure of mental
health professionals.

Friends, parents and teachers are usually the first
to recognize that an adolescent may be having
significant problems (see Table 1 for warning
signs of mental illness or suicide).

YN/RA continues to offer focus groups through-
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out Eastern Ontario and Western Quebec. Y outh
have provided very positive feedback on the YN/
RA philosophy and programs. More formalized
evaluation of the impact of this program at both
an individual and a community level is being de-
veloped. As well. plans to replicate the YN/RA
model through satellites in 10 different communi-
ties across Canada are underway. We truly be-
lieve that, as stated so well in The Health of Can-
ada's Children: A CICH Profile: "It is our respon-
sibility to work with youth to find ways to main-
tain, enhance and improve their health (including
mental health). Not only do our approaches have
to move with the times and the changing society,
but also with the attitudes and perceived needs of
and by our youth (1)."

YN/RA seeks to provide the opportunity for
youth to voice their concerns and to respect the
role that youth will play in the evolution of mental
health services.
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TABLE 1: Warning signs for mental illness or suicide

Behavioural signals

Excessive use of alcohol and/or drugs

[ |

school, thefts, vandalism, etc

Frequent outburat of anger and rage
Unusual neglect of personal appearance

Sdf-mutilation

Oo0o0ooooao

Physical/psychological symptoms

Marked personality change

Oo0o0ooooao

been made
Verbal signals
ers

0 Verbal or written threats

[ Marked deterioration in school performance or increase in absenteei sm

Marked changes in sleeping and/or eating habits
Consistent aggressive or nonaggressive violations of rights of others: opposition to authority, skipping

Withdrawal from friends, family and regular activities Poor appetite, difficulty sleeping
Uncharacteristic delinquent, thrill seeking or promiscuous behaviour

Occurrence of previous suicidal gestures or attempts

Planning for death; making final arrangements; giving away favourite possessions

Many physical complaints Iheadaches, stomach aches)

Depression shown by continued, prolonged negative mood and attitude or thoughts of death
Low energy level, poor concentration, complaints of boredom

L oss of enjoyment in what used to be favourite activities

Intense fear of becoming obese with no relationship to actual body weight

Sudden cheerfulness after prolonged depression may be a manifestation of relief because a decision has

[ Comments about feeling rotten inside, wanting to end things, and soon no longer being a problem for oth-

0 Nihilistic comments such as"life is meaningless", ."filled with misery", "what's the use of it al?"

ok

very subtle signs before their suicidal behaviour.
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Suicidal Behaviour in Y outh: Risk and Protective Factors

lan Manion PhD C Psych, Simon Davidson MB BCh FRCPC

Suicide is the second leading cause of mortality
among Canadian youth, surpassed only by acci-
dental death. All who work with youth must know
therisk factors, warning signals, and possible pre-
cipitating events or stressors that can contribute
to suicidal thoughts and/or gestures. Paediatri-
cians, family doctors and adolescent health spe-
cialists are in a position to screen for risk of sui-
cide in the same way that they might assess other
types of health concerns or risk behaviours. The

Table below outlines some key issues that anyone
working with youth should notice to increase the
likelihood of identifying a youth at risk and to de-
crease the risk of suicidal behaviour. These guide-
lines have been developed from a review of the
clinical literature on youth suicide and the author-
s clinical experience working with youth, and
have been adapted by the Y outh Net/Re'seau Ado
Program, a mental health promotion program run
for and by youth, which regularly screens for sui-
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cidal risk as part of its communitybased activities
with youth.

A vital element in looking for risk factors and war-
ning signals is identifying a significant change in
ayouth's behaviour from a baseline state. It isim
portant to note that a minority of youth who &-
tempt and commit suicide show no apparent signs
of risk. It is equally important for professionals to
increase their familiarity with protective factors
and ways to decrease the risk of suicidal beha-
viour. Such factors have also been included in the
table. A person working with youth needs to be
aware that his or her willingness to discuss this
issue with youth in an open and supportive man-
ner actually increases the individual's sense of

connectedness and starts to decrease the risk of

suicidal behaviour.

1. Risk Factors for Y outh Suicide
A. Youth factors

Poor physical health and disabilities (eg, chronic
illness)

Poor mental heath (depressive disorders, subs-
tance abuse, conduct disorders)

Deterioration in school performance

Prior suicidal behaviour
Physical/emotional/sexual abuse

Life stress (eg, relationship break-up)
Risk-taking behaviours (eg, running away, subs-
tance use)

B. Psychological factors

Cognitive distortions and hopel essness
Impulsivity

Lack of assertiveness

Poor affect modulation

Poor interpersonal problem-solving skills

C. Family factors

Transient lifestyle

Family disintegration (hostile separation or di-
vorce, family violence)

Family history of psychiatric illness (including
suicidal behaviour)

Parental unemployment (low socioeconomic sta-
tus)

Perceived or real lack of family support

D. Environmental factors

Contagion/imitation (direct exposure; indirect ex-
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posure -fiction |Werther effect], nonfiction)
Alienation (any minority groups, gays and les-
bians)

Rural (isolated) residence

Accessto firearms

2_Warning Signas

A. Behavioural indicators

Loss of interest in former activities (withdrawal
from social contact)

Difficulty in concentrating, problems with judge-
ment and memory

Dramatic shift in quality of school work and aca-
demic performance

Feelings of sadness, emptiness and hopel essness,
often expressed in written assignments

Sleep disturbances

Strong and overt expressions of anger and rage
Excessive use of drugs and/or alcohol
Promiscuous behaviour

Uncharacteristic delinquent, thrill-seeking beha-
viour

B. Verbal or nonverbal symbolic communi-
cation

Occurrence of previous suicidal gestures or at-
tempts Statements revealing adesireto die or a
preoccupation with death

Nihilistic comments. life is meaningless, filled with
misery, what'sthe use of it all?

Verbal or written threats

Self-mutilation

Planning for death, making final arrangements, gi-
ving away

favourite possessions

Sudden cheerfulness after prolonged depression
may be a manifestation of relief because a deci-
sion has been made

3. Precipitating Events

Break-up with boy- or girlfriend

Conflicts and increased arguments with parents
and/or siblings

Loss of aclosefriend

School-related difficulties- conflicts with tea-
chers, classmates

Difficultieswith the law

Change in parents' financial status
Seriousillness or injury in family member

Any perceived or actual 1oss (friendships, Status,
reputation)
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4._Protective Factors for Suicide

Ethical and religious motivations

Aspirations, hopes, plans for the future

Access to and connection with support networks
Good mental health

PRO-TEEN

5. Suicidal Impulses Decreases by
Increasing hope

Increasing problemtsolving skills

Increasing communication

Increasing ability to tolerate psychic pain
(adolescent and family)

Increasing connectedness

Increasing sense of belonging

P.E.P : Peers Empowering Peers

The P.E.P. (Peers Empowering Peers) program
evolved from a pilot program named Y .A.P. (Y outh
Assisting Peers) that was run at Lester B. Pearson
High School, Aldershot High School and Q.E.
Park High School in Burlington and Oakville, On-
tario. The pilot was run between December 1997
and March 1998. The program was written by Ray
Pidzamecky, M.SW., Co-Director of Lifecycle
Counselling/Parent Watch and Susan Kozbor,
Substance Abuse Nurse for the Region of Halton
Health Department.

The focus of the Y.A.P. program was as follows :

-To dispel myths held by younger students re:
substance abuse and the broader social culture
among older adoledsents.

-To give youth information coupled with harm re-
duction messages that don't necessarily require
abstinence from drug use.

-To address any issues that grade 9 students are
faced with.

A number of things quickly became apparent as
the pilot program continued:

-A mgjority of grade 9 students stated that they
had been exposed enough to the drug issue and
in some cases drugs prior to entering grade 9.
-Some students felt that aurrent drug prevention
programs had little to do with students'choices of
whether to use drugs or not.

-Grade 9 girls appeared to have been more
"adultified" than boys in both presentation and
appearance.

-The topic of eating disorders was a significant
issue for the girls.

-Grade 9's were more eager to want to discuss is-
sues surrounding dating, sex, gender attitudes,
parents, relationships.

-The issue of harassment and discrimination were
important topics.

The decision to have senior students (grades 12
to O.A.C.) inservice grade 9'swasin fact an emp o-
wering tool that allowed a number of grade 9 stu-
dents to express their fears and concerns in ways
that they were never able to before. The grade 9's
overwhelmingly expressed the following opi-
nions:

-They liked having senior students inservice
them.

-They wanted more sessions and follow-up.

-They wanted co-ed classes to follow.

-The forum helped to make them feel more comfor-
table and more willing to speak.

-Other grades should be inserviced by seniors.
-Students felt more comfortable around seniors
and felt that they were more approachable.

As aresult of the comments and topics generated
by the grade 9's and current Addiction Research
Foundation Statistics, we believe that drug pre-
vention programs have not, for the most part,

been successful. Asaresult of drugs now being a
significant part of our youth's culture, we believe
that the focus should be both on abstinence and
harm reduction.

It would appear that students find peer mentors to
be a more effective medium than adult educators
with regard to current social issues. The issue of
drugs was not the most important topic of discus-
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sion for the grade 9 students. Rather, drugs are
only one part of the larger culture that students
find themselves dealing with. Therefore, we have
taken the next step an created the P.E.P. program.
The P.E.P. program is an attempt to offer the broa-
dest base of discussion pertaining to youth -
sues.

P.E.P. (Peers Empowering Peers) : A
Senior Led Peer Education Program

Target: Grade 9 students
Objectives:

-To dispel myths held by younger students.

-To give youth information coupled with absti-
nence and harm reduction messages.

-To encourage discussion around the issues of

harassment, discrimination, intimidation abuse
and violence.

-To address any issues that grade 9 students
struggle to cope with/understand/deal with.

-To help foster a sense of community between se-
nior and junior students.

-Impact is a meaningful way as to reduce the risks
of death and harm to our youth whether that be
through intentional or accidental actions

Strategy:

To achieve the above objectives by utilizing se-
nior students to communicate information, share
opinions and respond to questions from grade 9
students under the supervision of social workers.

Selection of Peer Leaders/Educators:

Criteria: Cross reprensentation of grade 12 to
OAC students who have familiarity and/or com:
fort in discussing selected issues. The students
are perceived as "social" leaders and respected by
their peers. A minimum of 3 senior boys and 3 se-
nior girls per grade 9 class.

Process: School Social Worker, in conjunction
with Heads of Student Services, Physical Educa-
tion and interested teachers will select potential
seniors

Student Leader Training

The School Social Workers to meet with selected

Volume 8, Number 1 & 2

students for one class of training.
Implementation

-Grade 9 classes to be divided by class period and
gender.

-Each gender will separately meet with both the
male and female senior students to be completed
within on week.

-Next, each student will be in one mixed class com
bining male and female grade 9's so that they can
receive an inservice dealing with harassment and
discrimination, conducted by the Regional Police
Service High School Liaison Officers.

-At the end of the week all grade 9 students will
be brought into an assembly for one class period.
Their respective period teachers, along with any
others who are available and the police will aso
bein attendance.

Class Outline for grade 9's
Introduction:

Ray Pidzamecky M.S.W. & Penny Smith M.S.W.
Ground rules: sensitive issues, speak for yourself
only, don't name names, ask questions for your-
self, seniors will not respond to personal ques-
tions unless they choose to do so, attendance ta-
ken by teacher at the start of the class, then tea-
cher will leave. Although we cannot guarantee
confidentiality, you are encouraged to not men-
tion anyone's name outside the class. Everyoneis
permitted an opinion.

Seniors Introduce Themselves :
Name and grade

Break Up Into Three Smaller Groups To
Discuss Topics:

Break students into small groups to discuss 7 to-
pic areas. Each student will be encouraged to
write one question on a piece of paper with le-
gards to the 7 topics. Questions will be read out
loud to seniors by social worker.

Senior girls inservice gr. 9 girls (discussion from
female perspective). Senior boys inservice gr. 9
boys (discussion from male perespective). Senior
girlsinservice gr. 9 boys (discussion from female
perspective). Senior boys inservice gr. 9 girls
(discussion from male perspective)
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Top 7 Topics To Discuss With Grade 9's (Write
on blackboard before class breaks into three small
groups)

-Drugs/ acohol

-Intimidation / violence / harassment

-Fitingin/ friends

-Rumours

-Parties/ dances

-Parents/ teachers

-Body image / sexuality

Compile List of Issues

Back into large group. Large Group Discussion
(Social Worker reads questions from pieces of pa-
per). Question and answer interaction. If grade 9's
are slow to begin, senior students start off discus-
sion.

Regional Police Service High School Liai-
son Officer Inservice On Harassment/
Discrimination

All of the grade 9 students will receive an insa-
vice for one period on harassment/discrimination.
This topic is of particular importance because of
the incidents of date rape, assault, and harass-
ment that occurs amongst our young people to-
day. This portion of P.E.P. is a concerted effort to
help grade 9's empower themselves and reduce
levels of risk and harm.

Grade 9 Assembly

Welcome and Review of P.E.P.. Social
Worker

Yes/No Warm-up Activity:

-Introduction to activity: Social Worker

-Activity: Senior led

-Read statement and ask students to respond yes
or no by raising hands. (E.g. raise your hand if
you have seen drugs on school property)
-Summary: Senior led

-All of you are unique but yet most of you share
the same issues/concerns.

-Senior students and adults also share some of
your issues/concerns.

Police officers interviewed on their impressions of
grade 9's and their issues
Social Worker to interview officers
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Personal stories and perspectives on k-
sues:

At least four senior students to speak (2 from
each gender). Also have one female student read
"Death of an innocent".

Gender statement activity:

-Introduction by social worker

-Activity: Senior led

-Read statements made by gr. 9 males about gr. 9
girlsand gr. 9 girls about gr. 9 males withregards
to their perspective of the opposite sex's issues.

Grade 9's asked which sex they think made the sta-
tement by a show of hands

Panel discussion with senior students:

Social worker to interview senior students
Request for feedback from grade 9's, seniors and
teachers at assembly.

Wrap up & thank you. Social Workers.

Comments of students

| liked the idea that we got the chance to talk to
the OAC, 11, 12's about problems that they might
have gone through. I'm glad because they are
from our school as well and know about the stuff
that goes around and it's easier because they can
give us advice about the situation. I'm also glad
because they have us some helpful advice, be-
cause we have alot in common with them because
some of them might be our friends or because
they related more to the "students" than the tea-
chersand it's more helpful.

| felt it was really helpful in some ways, it was fun,
it wasn't really serious like taking notes and stuff,
but yet it was. It was a good idea to have students
talk to students because they understand more
because sometimes older people don't realize that
kids our age are actually going through some se-
rious issues. They think we are so innocent when
we are not. It helped us, as grade 9's to get to
know older students. | think it was a good idea to
talk about these issues. It would be agood ideato
do this next year for the new grade 9's.

| thought the seniors coming in to talk to us this
year for health was areally good idea. | was thin-
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king before class "why do we have to learn about
drugs again?' But | found it very informative, and
| think they should do this every year for the gr.
9's. One thing | think we should have done, is mix
the girls & boys class and have the senior girls
and boys come talk to us together. | really had fun
talking to these people and | think the gr. 9's might
have made afew new friends.
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Peers Empowering Peers

Lifecycle Counselling

1011 Upper Middle Rd east, suite 1415
Oakville, Ontario L6H 579

Telephone : (905) 319-9026

FAX : (905) 319-9022

e-mail : lifecycle@sympatico.ca

Parent Watch

A Free Community Based Model For Parent Support

Parent Watch is a support and information forum
where parents and helping professionals can meet
in a positive skill development/problem solving
process that will create "lived" solutions for fami-
ly conflitcs. Through this process of empower-
ment, Parent Watch can provide parents with a
persistent feeling of confidence in dealing with
their children and the difficulties that occur in
adolescence.

Rationale for Parent Watch

The teen years can be a time of stress for teens,
their families and friends and the community at
large. As they enter adolescence, our children are
inundated with new pressures and new decisions.
Many are confused by peer pressure, the de-
mands of school, careers, the future -even adverti-
Zing- at atime when they are least likely to turn to
adults for answers. Drugs and alcohol continue to
be a provocative debilitating el ement and are now
considered to be a normal part of the adolescent
experience. There is evolving an entrenched lack
of hope and opportunity for 15-19 year olds. This
can influence their ability to delay gratification,
plan their lives and sustain their progress toward
adulthood. Cutbacks have left dangerous gaps in
treatment and support services for adolescents
and their families thereby exacerbating the pro-
blem while further diminishing hope.

However, despite these negative pressures and
lack of service, the prevalence of problems among
teens may be as much an indication of their pa-
rents just not knowing what to do rather, than a
sign that the world is falling apart, or that we are
all at the hands of "drug-crazed, adolescent psy-

chopaths". Many parents don't know how to res-
pond effectively to their teenagers. The majority
of parents who struggle with these issues are
good parents who have become so child focused
that they have lost control of their own homes.
There are some that would want us to believe that
behind every delinquent youth is an abusive and
uncaring parent. Thisisin fact amyth. In their de-
termination to be caring parents they may doubt
the value of their experience, compromise their va-
lues and rationalize unacceptable situations or be-
haviours. We do agree that the males of this s-
ciety must take more responsability for their chil-
dren through direct and positive participation in
their child'slife.

Parent Watch provides an effective, systematic
and economical community-based program that
assists families in overcoming conflict. The grea-
test reason for Parent Watch is to remind parents
that they are the adults and that they do have the
skills to protect themselves, their children and
their homes.

Parents are often amazed at the information net-
works their children have developed, networks
that allow kids to provide each other with support,
information, places to sleep, news about possible
confrontation with other kids or authorities and
more. Parent Watch assists parents in creating
their own information networks to allow them to
provide each other with support strategies, ©-
ping skills and understanding. In Parent Watch,
parents reach out to each other with problems and
solutions, in a supportive setting with professio-
nal guidance. Once parents learn how to identify
and cope with crises and unacceptable beha-

Canadian Association for Adolescent Health



PRO-TEEN

viours they can begin to regain control of their
homes and their lives.

Evolution: How Parent Waich Started

Ray Pidzamecky MSW, a high school social wor-
ker in Oakville Ontario, created Parent Watch. Af-
ter responding to a call from a frantic young boy,
Pidzamecky enlisted the help of Officer Mike Mi-
chalski of the Halton Regional Police Service, to
help get the boy out of a gang that he had been a
member of. Once they had done this, Pidzamecky
and Michalski spent time with the youth to talk
things over and to discuss possible sources of
help. For Pidzamecki, this incident crystallized the
importance of parents and professionals working
together to help solve the problems affecting
teens and families today. Pidzamecky realized that
parents needed to be made aware of the issues &-
fecting teens. More importantly, they needed help
in learning new ways to respond to the crisis that
affects their families. The impetus for the Parent
Watch formula came from Pidzamechy's concern
for the adolescents and parents with whom he
worked, his understanding of the power of the
group process, the need for on-going support for
parents and his personal commitment to using the
expertise of the people on the front lines, such as
the police, social workers and of course, other pa-
rents, to solve problems.

Parent Watch was launched in May 1993 in the
basement of arestaurant in Oakville Ontario when
Pidzamecky met with Officer Michalski and several
interested parents. The meetings occurred once a
month in the evening. As parents came together
they found they had common questions but what
they needed was information as well as support.
A social worker and police officer could provide
the information they needed. Once regular mee-
tings were established, parents realized that they
could benefit from a place to go to talk to other
parents. Many felt that there were abundant sup-
ports available when their children were young
but non-existent when their children became tee-
nagers and the parents had more questions than
ever.

In 1996, Pidzamecky invited fellow high school so-
cial worker Penny Smith MSW, CSW, to co-lead
the ever-growing number of Parent Watch groups
and help formalize and develop the Parent Watch
program.
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Injust over five years, Parent Watch has emerged
as a creative and effective grass roots organiza-
tion. Its members have initiated several communi-
ty forums, establishing recommendations and par-
ticipating in carrying them out. Parent Watch has
emerged as a de facto standard in parent support
groups. But it's essential to remember that the
greatest contributors to the success of Parent
Watch have been the parents who have attended
diligently, courageously told their stories and
made fundamental changes in their lives and
those of their children.

Why Parent Waich?
How Does It Work?

Thefirst step in problem solving isidentifying the
problem. In a complex system like a family this re-
quires shutting down the noise and confusion
and guilt without shutting out support and infor-
mation. Adolescents can suffer multiple problems
ranging from poor attendance at school or failing
grades to drug use, even criminal charges. Teens
can lapse into depression or appear out of control.
Teens in trouble or out-of control kids embarrass
and frustrate parents who, in turn, become isola-
ted in their frustration. A hostage situation can
evolve with parents under the control of their kids
and giving into their demands. Extensive damage
can occur in the home. Parents often feel they
have nowhere to turn and may feel rebuffed by
other parents who don't have, or deny having, si-
milar problems. Parents can find themselves and
their children in crisis with long waits for conun-
selling or too distrustful to submit to a process
they feel will judge their parenting skills and their
children. Adults aswell can suffer depression and
a child may have to be forcibly removed from the
home. At best, the balance of power shifts away
from the adults and onto the adol escent.

Parent Watch helps parents regain control by
providing a structured, non-judgmental forum
where they can depend on and use the back up
and support of other parents. The Parent Watch
facilitators, including a police officer, attend and
lead every meeting to help parents learn how and
when to use community agencies to assist themin
maintaining control. Parent Watch provides a ba-
lance between supportive, well-intentioned pa-
rents who have the same or similar problems and
the accurate information provided by professio-
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nals. Progress can then occur as the balance of
power shifts away from the kids and back to the
parents.

Perhaps a quote from the media sums up Parent
Watch best: "Most of all, Parent Watch helpsturn
anomymous suburbia into an old fashioned vil-
lage in which adults know kids by name and by
sights-and, here's the rub, the kids know that the
adults know them" (Burlington Spectator, April 3,
1996).

The Role of Parent Watch Facilitators

The group facilitators are there to keep the focus
on you, your issues and your work. Their job isto
facilitate, make your learning and information sha-
ring easier and more productive, and encourage
you to ask questions and to discuss issues as a
group. Although the facilitators will provide some
direction and advise at times, they are not there to
lead. They will also provide you with access to
other professionals' services and sources of infor-
mation that you request or need. The facilitators
goal isto help you and other parents work toward
solutions and to make sure that you get from Pa-
rent Watch what it was created to provide: effec-
tive solutions for your family.

Confidentiity

Parent Watch groups have a specific format and
clear "rules" for the sharing o highly sensitive
material. Parents will only share what may be their
worst nightmare in a supportive atmosphere that
is grounded in mutual trust. Confidentiality must
be assured to protect the family's privacy and in
extreme cases, its' safety. While rules and guideli-
nes cannot guarantee confidentiality, the impor-
tance to all concerned must be reinforced at the
beginning of each Parent Watch meeting. Parents,
interested others and media representatives must
make every effort to avoid revealing any identi-
fying information outside of a Parent Watch mee-
ting.

Past accomplishments:
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-Wdll-attended parent group for 5 years.
-Significant reduction in loitering and vandalism in
Bronte due in part to Parent Watch strategies
such as "walk abouts" and the "pumpkin patrol”.
Facilitated the first "Citizens On Patrol" group in
Ontario with the assistance of the Halton Regional
Police Service.

-Organized comprehensive support for school
board professional student services personnel du-
ring board cutbacks.

-Parent Watch Co-Director Ray Pidzamecky, Offi-
cer Michael Michalski of the Halton Regional Po-
lice Service and an adolescent from the communi-
ty appeared on Terence Young's (M.P.P.) cablenet
show to provide information on substance abuse
use among youth in Halton and to respond to
"phonein” requests for information.

-Regional forum held on drug use among adoles-
cents and a regional presentation co-sponsored
with the Halton police and health department on
"brush parties".

-Report on "Recormmendations for Responding To
Halton Y outh Drug Abuse"s produced and disse-
minated throughout the Halton Region.

-Hosted the prevention package "Never Be A Vic-
tim" (developed by Officer Jim Byrne And Sony
Wonder) in Oakville, Burlington and Georgetown.
-Co-sponsored and co-hosted "Y outh Assisting
Parents' forum in Burlington. A 10 member senior
student panel that informed parents of the issues
grades 9's are dealing with today.

-Presentors at the Halton "Victim-less' Communi-
ty Poalicing Conference 98.

Parent watch

Life Cycle Counselling

1011 Upper Middle Rd east, suite 1415
Oakville, Ontario L6H 579

Telephone : (905) 319-9026

FAX : (905) 319-9022

e-mail : parent.watch@sympatico.ca
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Publications
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Books from Family Planning Association of England

& Strides: A practical guide to sex edu-
cation with young men
By Simon Blake and Joanna L axton

The workbook offers clear advice and practical

tips for working with 14 to 25 years olds in youth
and community settings and schools. You'll find
also advice on preparing and supporting your

work; over 30 participatory activities suitable for a
variety of settings; tips how to put up a group
and keep it going; backup notes and phocopiable
handouts. Price: £15.99

& 4 Boys: A below-the-belt guide

A colourful illustrated booklet for 13 to 16 year
olds gives reassuring and factual answers to the
questions commonly asked by teenage boys.
Price: £10.00 for 50 copies

& Let’s hear it For the Boys! Supporting
Sex and Relationships Education for
Boys and Young Men

Clear and accessible advice for those wishing to
develop a gender perspective to their work in
schools, health and youth and community set-
tings. Price: £12.50

& Man’s World : A Game for Young
Men

Board game designed to help young men (14
years plus) talk about their feelings, gain knowi-
edge and examine attitudes to being male. Price:
£15.00

Cheque or credit card order should be made pay-
able to: Family Planning Association

For orders up to £19.99 add £2.50 p&p And sent
to:

Sales Department, Family Planning Association
2-12 Pentonville Road

London N1 9FP England

For enquiries about orders and other FPA publi-

Exceptional Parents

1999 Resource guide- Special issue

A magazine for parenting children or young adults
with disability or special healthcare needs. In this
issue you'll find adirectories of national organisa-
tions, associations, products and services includ-
ing Canadian resources. This year, there is a -
lection of informative Web site addresses. In addi-
tion, thereis a special section on accessible theme
and amusement parks. Price: $12.00

Web site: www.eparent.com
1999 Library. Thisissue of the Exceptional Par-

ent Library is offering books, videos and CD’s. All
the titles selected are intended to bring to the lec-

turer some of the most relevant information avail-
able in the area such as autism, cerebral palsy,
learning disahilities, attention deficit/hyperactivity
disorder, down syndrome, dyslexia, cancer and
more. Its cover, its price and a short abstract pres-
ent each book. Included in is adiscount coupon.

All orders are shipped within 48 hours.
For more information:

*  Exceptional Parent

Dept. EP9902, P.O. Box 1807
Englewood Cliffs NJ07632-1207

(  1-800-535-1910

e 92010 947-9376

E-mail: epilibrary@aol.com
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STARs (State of the Art Reviews) — Adolescent Medicine

g 1997 Issue

Lesbian and Gay Y outh: Care And Coun-
selling

By Caitlin Ryan, MSW, AV SW and Donna Futter-
man, MD

The first comprehensive guide for medical care
and counselling of leshian, gay and bisexual ado-
lescents. It offers a review of the latest research,
practice wisdom and state-of-the-art knowledge
for providing medical care and counselling, but
also a step-by-step medical interview, protocols
for medical, mental health and HIV-related care
and HIV counselling and testing. Although les-
bian and gay youth have special needs related to
invisibility, lack of support and coping with
stigma, their care and counselling should be pro-
vided in the context of care for all adolescents.
The guide divides in three parts: experience and
needs; primary care and prevention; HIV-AIDS.
175 pages —illustrated.

qg 1998 Series
Rheumatologic Problems in Adolescents
By George Comerci, MD and Jane Schaler, MD

Adolescent Psychiatric and Behavioural
Disorders

By Stanford B. Friedman, MD and David De
Maso,

MD

g 1999 Series

Prevention Issues in Adolescent Health
Care

By Martin Fisher, MD LindaJuszczal, MS, MPH,
CPNP and Lorranin Klerman, DrPH

Haematology/Oncology in Adolescence
By Neil Grossman, MD and Stuart Winter, MD

Each book is 150-250 pages and contains numer-
ousillustrations and tables. Price: $33 (U.S.) -
$36 (outside U.S.)

Send ordersto:
Hanley & Belfus, Inc. Medical Publishers
210 South 13" Street
Philadel phia, PA 19107
( 1-800-962-1892
(215) 790-9330
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Reminder

Advocacy Committee and Advocacy Issues

Advocacy Committee Request for members

We would adso be interested in knowing if any CAAH members have a specid interest or
expertisein the following aress

1. The proposed tobacco legidation,
2. TheYouthful Offenderes Act, and
3. Therecent child pornogragphy ruling.

Sixth Annual National Meeting of CAAH
Toronto, November 1999

The sixth annud nationd scientific meeting of CAAH will be held in suburb Toronto,Friday
November 5 1999,

Dr. Katherine Leonard, ong with colleages of the Adolescent Clinic a North York Hos-
pital are working on the program under the theme of “ Mental Hedlth and Adolescence ™.

If you wish any information on these subjects, please contact:

CAAH

Section de médecine de I’ adolescence, hopital Ste-Judtine,
3175 Cote Ste-Catherine,

Montréal QC H3T 1C5.

Tel (514) 345-4722.

Fax (514) 345-4778.

E-mall : acsacaah@microtec.net.
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Renew your membership as soon as possible.
The CAAH need your financial support.

This publication is made possible through a
6 M ERCK FROSS—I— grant from Merck Frosst Vaccine Division

Vaccine Division

Legal Deposit,
National Library of Canada ISSN 1201-5474




