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News from the Association

President’s Report 2001

The state of membership in December 2001 is as
described in table below.

Thisyear, 66% of our members have paid their dues.
The members of 1999 will probably not renew their
membership but many members from 2000, probably
more than the half will renew in 2002 after several
reminders.

We are loosing members each year. Many retire or
are not working with adolescents anymore. Also,
many organizations were taking a membership for
many professionals and are renewing for one only.
There are more members in Québec and Ontario
because more promotion of CAAH wascarried onin
those provinces (with more national and regional
meetings).

84% of the members are women and 16% are men;
61% of the members want to receive their mail and
journa in French, 32% in English, while 7% want both.

47% of the members have asingle membership; thus
53% are in a group membership. This includes
memberswho have an institutional membership (185$%
for up to 7 members).

23% of themembers pay themselvestheir dues, 75%
having their dues paid by their institution or
organization; 2% are free members or other kind of
payment.

M eetings

The annual meeting, Fall 2001 in Montreal has been
cancelled. The meeting will take place the 25" and
26" of april 2002.

Web ste

We are slowly developping our web site.

1999 123 (15%)
2000 123 (15%)
2001 (registered and paid in 2001) 529 (66%)
2002 (registered and paid since September 2001) 29 (4%)
TOTAL 804

Canadian Associationfor Adolescent Health




PRO-TEEN

Journal

The journal is very popular. Many of our new
members become membersto receivethejournal. We
have to think about the orientation of this
publication. Publishing the Journal is time
consuming. However, it is encouraging to see that
some articles were submitted to the journal by
members.

Sections

The committee Section Quebec isin function since
three years; their members have developped their
third programsfor ameeting taking place during april
2002. Wefind among the members: Daniéle Bouchard,
nurse; Ginette Ducharme, nurse; Pierre Chartrand,
socia worker; YvesLambert, family medicine; Judith
gaudet, Ph.D. student in psychology and Jean-Y ves

Frappier.

Volume 10, Number 4

Committees

Advocacy

Thiscommitteeisworking with Dr. Leonard chairing
this Committee. The Committee has limited financial
or support resources. They areactivewith gun control
laws and smoking in adol escents.

Finances

The memberships from the members bring 14,000$
per year. We are still waiting to receive many funds
from contracts and work done during 2000 and 2001.
We arein deficit because of this.

Future actions

The CAAH is still in financial trouble. The
development isslower and harder then expected. The
survival depends on each member’s efforts.

Happy and productive year,

Jean-Y ves Frappier
President

Members per provinces

Québec 572 (71%)
Ontario 157 (20%)
British Columbia 30 (4%)
Nova Scotia 11 (1.3%)
Alberta 15 (2%)
Saskatchewan 6 (0.7%)
Manitoba 4 (5%)
Newfoundland 2
New Brunswick 5

Y ukon 1
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Work Place (more than one choice) Type of Work (more than one choice)
CLSC 32% Clinicd Intervention 62%
Private Office 9% Teaching 33%
School 28% Prevention / Promotion 54%
Public Hedth 12% Hedlth Education 39%
City Hedlth Department 0.2% Clinica Coordination 11%
Hospital 17% Group's Animation 25%
University 6% Community Work 17%
Community Organization 5% Public Hedlth 20%
Youth Centres 4% Research 9%
Children Aid Society (Y outh protection) 3% Administration 10%
Custodid Facilities 2% Documentation, library 3%
Governmenta Organizations 3% Benevolent 3%
School Board 2% Media 2%
Others 4% Street Work 2%
Program Development 15%
Others 3%
Not answered 9%
Professions of members
Nurses 32% Paediatrician 6%
Socia Workers 12% Gynecologist 0.12%
Psychologist ™0 Psychiatrist 0.6%
Teachers 1% Other medicd specidties 2%
School Counselors 3% Dentist 0.12%
Child Life Worker, Occupationa | Therapist 4% Librarian, Documentaist 2%
Community Workers, Street Worker 2% Nutritionist 1%
Sexologist 1% Adminigrator 2%
Coordinator 4% Research Agent 0.3%
Family Doctor 11% Others &%

Canadian Associationfor Adolescent Health
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Fields of Interest (more than one choice .
( ) Budget: Auditor Report 2000
Parents/adol escents Relationships 69%
Behavior Problems 58%
. . Revenues
Sexudlity, Pregnancy, Contraception 65% Subventions 87.253
. . Membership fees 14,306
0, y
Handicap, Chronic diseases 38% National Mesting (2000) 74,660
Sexual Abuse 57% Regional meeting 1,200
- — Regiona Meeting Ontario 10,285
Anorexia Nervosa, Bulimia 62%
Suicide, Suicide Attempt, Depression 63% TOTAL Revenues 187,704
STD and AIDS 55% Expenses
Drugs Use and Abuse 60% Administrative support 41,641
Advertising 500
Generd Hedlth: growth, skin, ortho, sport 42% Project Assistant 44518
. Dataentry 1,702
Rights, Laws 39% Taxesand permits 2
Adolescent Development 40% Journal 13494
Office supplies 4,244
Learning Disorders 46% M aintenance 2,010
- N Bank charges 316
Violence 45% Travel charges 1,026
Nutrition, obesity 45% Amortization 1,891
' Professional fees 1,025
Psychosomatic Diseases 42% National Meeting 64,404
. Regional Meeting 7,806
Not Available )
TOTAL Expensss 184,872
In bank, end of year (32,882, deficit)
r—-r——"""" " F~"~ "(~F~"(~"("~F""~F""~F" " ~F~"(~—F~"("~—~"«"~—F"~—F"~—F" ~—~("—"— (" —( — — — — — — — — ml
: Please take note... :
CAAH new e-mail address
| |
| |
| acsacaah@qglobetrotter.net |
| |
| |
| |
L - o
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Scientific Events

Together Working For and With the Adolescent

12th Quebec Regional Meeting - Montreal, April 25th and 26th 2002

The CAAH will present its 12" Quebec Regional
Meeting the 25" and 26" of April 2002in Montreal at
the Maison Notre-Dame. Thetopic of theMeetingis:
“Together Working For and Withthe Adolescent”. It
will be presented in both languages, English and
French. The objectives of the Meeting will be the
following:

Better understand some issues that
adolescent are confronted with, such asthe
clash between two cultures, parent-
adolescent relationship, chronic diseases
and motherhood.

Better understand the relationship between
the adolescent and health care workersand
educators.

Improve our intervention with adol escents
and their parents.

Themeetingwill includeasusual someguest speakers
and workshops. The guest speakersare Mounir Samy
who will present “How Can | Not Love My Child?—

The Question of Parental Ambivalence”; Jaswant
Guzder, “Adolescents Growing Up Between Two
Cultures: Conflicts, Competence and Individuation
Issues’ and Sarah Brandon, “Youth Friendly care
and services”. There will be two periods of
workshops during each day of the meeting, the
morning and the afternoon. And the last day the
general assembly of the members of the CAAH will
take place.

For more information, please contact:

ACSA — CAAH

Section de médecine de |’ adol escence
3175 Ch Ste-Catherine,

Montréal QC H3T 1C5

Tel: 514-345-9959

Fax: 514-345-4778

E-mail: acsacaah@gl obetrotter.net
www.acsa-caah.ca

Page 7
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Articles

New Y outh Health Survey Planned for Spring 2002

The McCreary Centre Society hasinitiated plansfor
athird round of its Adolescent Health Survey (AHS
[11), scheduled to begin early next year. The 2002 AHS
[11 survey of studentsin grades 7-12 will provide up
to datein-formation about the physical and emo-tional
health of BC youth. Resultsfrom the new study also
will reveal health trends since the last survey, AHS
I1, conducted in 1998. McCreary conducted the first
BC Adolescent Health Survey in 1992.

AHSusesapencil and paper questionnaireto record
students’ responses to questions on health issues
including exercise and nutrition, injuries, depression,
and risk taking activities such as smoking, and drug
and alcohol use. Other questions provide indicators
of theyouth’ ssocial supportsand connectionswith
school and family. AHSI1 showed that young people
who have a strong sense of “connectedness’ are
lesslikely to engage in risky behaviours.

The questionnaire is administered in classrooms by
public health staff and takes about an hour to
complete. A sample of students will be selected to
reflect the population of studentsfrom all regions of
the province. The survey is voluntary, and parent
and school district permission is required. About
26,000 students from 43 of the provinces 59 school
districts agreed to par-ticipate in the 1998 survey.
Project Coordinator Aileen Murphy saystheresearch
team hopes to increase the level of participation for
AHS 111 to ensure that as many school districts as
possible are included.

An Interministry committee and a broadly-based
advisory committee with representatives from the
provincial government and from youth-serving
organizationswill guidethe development of AHSIII.

Funding for the project isprovided in part by the BC
Ministry of Children and Family Development and
the Ministry of Health.

Provincial highlightsfrom AHS11 were published in
a 1999 report called Healthy Connections: Listening
to BC Y outh. McCreary also has rel eased a series of
22 regional reports based on the data, as well as
summary fact sheets and reports on a number of
special population groups and topics. (See full
publication list, page 8.) In addition, McCreary
sponsored a series of “Next Step” workshops to
present the study results and gain feedback from
young people.

AHSII reported both positive and negative aspects
of youth health in BC. The data showed that teens
are waiting longer to begin having sex, fewer girls
are experiencing sexual or physical abuse, and more
youth are using bike helmets. However, the study
indicated that cigarette smoking has not decreased
in this age group, and that many sexually-active
young people do not take action to prevent unwanted
pregnancies or sexually transmitted diseases. The
dataalso showed asignificant increase in marijuana
use. Resultsfrom the survey werewidely reported in
the media and are used extensively by government
and community servicesto plan health and education
programs for adoles-cents.

Prior to beginning administration of the survey
during the Spring 2002 school term, McCreary is
devel oping information packagesfor school districts,
parents and youth. The research group also is
reviewing items used on the AHS |l questionnaire
and considering additional questions to generate

Canadian Adololescent for Adolescent Health
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new information about youth health status and
trends.

In keeping with McCreary’s commitment to the
involvement of young people in the work of the
organization, an AHS 11l youth advisory committee
has been formed. Not only will this group of young
people provide valuable input into the AHS |11
development process but they will also develop
additional tools for involving youth in advocating
for the survey and in the dissemination of the survey
results.

PRO-TEEN

McCreary Centre Society
401 North Esmond Avenue
Burnaby, BCV5C 14

Tel: (604) 291-1996

Fax: (604) 291-7308

e-mail: mccreary@mcs.bc.ca
www.mcs.bc.ca

Y ACshops. Workshopsby Youth for Youth

Y ACshops are for-youth-by-youth work-shops
designed to promote youth volunteerism. They were
developed, written and tested by members of
Mc-Creary’s Youth Advisory Council (YAC), with
funding from the Involve BC pro-gram. Y ACshops
include:

So YouWannaYAC...

Introduction to L eadership

Taking Leadership to the Next Level
Team Building

Communication

Crestivity & YOU!

Whether you're a first time facilitator or seasoned
pro, YACshops are easy to use. Included in each
manual are instructions on preparing for the
workshop; a step by step guide to facilitating the
workshop; and all of the handouts and overheads
required in the workshop.

Included in the Y ACshop manual is an “appendix”
full of icebreaker activities that can be used at any
time during theworkshop to keep participantsactive
and interacting with each other.

Through small and large group dis-cussions and
interactive activities, participants will be given the
opportunity to develop the knowledge and skills
required to become more successful youth
volunteers. Each Y ACshop builds on the capacity of
young peopl eto network and participatein their own
communities. This in turn helps them develop a
stronger commitment to the community and improves
both peer accountability and intergenerational
relationships.

McCreary Centre Society
401 North Esmond Avenue
Burnaby, BC V5C 14

Td: (604) 291-1996

Fax: (604) 291-7308

e-mail: mecreary@mcs.bc.ca
www.mcs.bc.ca
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B.C. Youth Health Consortium

The BC Consortium for Y outh Health was launched
earlier thisyear, creating a promising new format for
research and action on adol escent health issues. The
Consortium membership includes about two dozen
individuals representing the province’'s four
universities, the provincial ministries of Health and
Children & Family Development, plusthe Children’s
Commission, the Provincial Medical Health Officer,
and The McCreary Centre Society. Roger Tonkin,
Chair of theBoard of McCreary, servesasthegroup’s
Chair.

Key objectives of the Consortium include;

encouraging multi-sector, multi-disciplinary
(academic/professional/government/
community) collabora-tion on youth health
issues

advancing research and sharing of
knowledge about youth health
enhancing education and training
opportunitiesfor professionalsworking with
youth

providing guidance for the devel opment of
sound government policy and programs
relating to youth

devel oping and eval uating model sfor health
promation and health service delivery for
adolescents

fostering support for the participation of
young peoplein youth issues

The new Consortium plans to pro vide a means of
coordinating interests and efforts related to youth
health.

Bringing together individuals from a variety of
perspectives is intended to promote new
opportunities for research, improved professional
training, and more effective policiesand servicesfor
adolescents. The consortium will fill a critical gap
between academic study and servicedelivery. It also
will position BC institutions to take advantage of
new funding opportunities, to influence future
developments and to emerge as a national leader in
youth health.

Theconsortium’ swork issupported by contributions
from Children’s Hospital Foundation, Ministry of
Children & Family Development, Canadian Institute
for Health Research, Canadian Rural Partnership,
Youth in Society Project, and inkind support from
University of Victoria, The McCreary Centre Society,
and Simon Fraser University.

The Consortium has established four initial areas of
focus: research, training, innovation, and youth
participation. This November, the Consortium is
convening an invitational forum on youth health in
BC to discuss these focus areas and plan for future
development. Titled “Youth on the Agenda,” the
forum will be attended by about 100 people from
across the province. The forum is designed to help
the group set priorities and establish an action plan
for ensuring a proper place for youth in policy,
legislation and service delivery.

McCreary Centre Society
401 North Esmond Avenue
Burnaby, BC V5C 14

Tel: (604) 291-1996

Fax: (604) 291-7308

e-mail: mccreary@mcs.bc.ca
www.mcs.bc.ca
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Study Offersinsight On Youth In Custody

On an average day, about 300 young people are
residentsin BC’ snineyouth custody centres. These
youth have been convicted of acrime and sentenced
to aperiod of timein acustody centreto compensate
for their actions and to receive services that may
contribute to their rehabilitation. A new McCreary
report, Time Out: A Profile of BC Y outh in Custody,
provides a closer look at the physical and emotional
health of these young people, as well as offering
information about the youths' perceptions of lifein
the custody centre.

The 243 youth who participated in the study answered
awide-ranging se-ries of questionsabout their health,
their livesinside and outsidethe custody centre, their
problems and concerns, and their expectations for
the future. Results of the research show that this
group of young peopleisat very high risk for health
and emotional problems. Many of the young people
in custody centres have experienced violence or
abuse, and most are lonely and disconnected from
their families. Many are dealing with the
consequences of early exposureto drugsand alcohol,
and many have considered suicide. Most have had
more than one encounter with the justice system prior
to their confinement in the custody centre.

Highlights of the study include the findings that
youth in BC custody centres are much more likely
than othersin the same age group to:

- have parents with a history of substance use and
criminal involvement
- have limited family or social supports

- have a serious health problem, including attention
deficit disorder, learning disabilities, depression or
Fetal Alcohol Syndrome

Y oung people in custody centres share many
characteristics with street youth. In fact, the study
showed that many youth in custody centres have
lived on the street at some time.

The report does express some optimism that youth
who spend time in custody centres will move on to
happier and more productive lives. Despite their
difficult circumstances, most of the youth who
contributed to the study say that they foresee a
personal futurethat includes education, jobs, family
and ahome of their own.

The study wasdone at the request of the Ministry of
Children & Family Development (formely theMinistry
for Children and Families), which has responsibility
for youth custody centresin the province.

McCreary Centre Society
401 North Esmond Avenue
Burnaby, BC V5C 14

Td: (604) 291-1996

Fax: (604) 291-7308

e-mail: mccreary@mcs.bc.ca
www.mcs.bc.ca
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Early intervention with an adolescent twist

Roger STonkin MD FRCPC, Cabriolaldand, British Columbia

Early intervention strategies are among the core
prin-ciples of disease prevention and health
promotion. The application of these principlesduring
the childhood years has long been a priority for
paediatricians. |n recent years, the advocates of early
childhood development have made a strong case for
theimportance of early interventions. Thisemphasis
on early intervention is reflected in the National
Children’sAgenda(1). However, thereisconcern that
thisnew emphasismay be pursued at the ex-pense of
early intervention strategiesthat are of valuein other
phases of the life cycle, in particular during
adoles-cence (2-5). Both Steinhauer (4) and Henggeler
et a (3) provide excellent, evidence-based examples
of how interventions in later childhood and early
adolescence can have significant benefits in later
adolescence.

It isrecognized that the main risksto life and future
health during adolescence are primarily due to
behav-iour (6-8). It isalso recognized that strategies
to promote healthy lifestyles among Canadian
adol escentshave met with limited success (9-11). The
purpose of the present paper isto focus on the period
of early adolescence, and to proposethat it presents
important challenges and early intervention
opportunities. These opportunities may provide
paediatricians and other physicianswith achanceto
haveapositiveinfluence on developmental outcomes.

Early Adolescence

Early adolescence begins with the onset of puberty
and extendsinto the early teen years. Because of the
variability of the age of onset of puberty among
Cana-dian adolescents, it may extend from grades 6
through 9. Itisaphasethat is characterized by rapid
physical changes, emotional lability, strong peer
group connections, concrete thinking and
experimentation with various lifestyle fads. It isalso
a period when connectedness to family and school
declines, and resistance to adult authority appears

torise. Conflict with family and school, and with the
self arecommonly experienced by early adol escents.
The early adolescent years prompted G Stanley Hall
(12) to characterize adolescence as aperiod of storm
and stress. Certainly, it is atime when many adults
who arefaced with arecal citrant adolescent are prone
tothrow up their handsinfrustrationand say “1 give
up!”. However, Offer and Offer (13) and others (14)
have challenged this stereotypical view of early
adolescents and espouse the view that not all
adolescents experience “storm and stress’. Some
adolescents are in a state of constant tumult, while
others experience surges of tumultuous be-haviour
that are followed by periods of quiescence (13,14)
Still, other adolescents sail calmly through
adolescence and experience it as a continuous,
tumult-free devel opmen-tal phase. Indeed, asshown
inTablel, itispossibleto match thediffering coping
styles (as described by Offer and Offer [ 13]) with
the three phases of adolescence and create a nine-
cell matrix that reflects more appropriately the
heterogeneity of the adolescent population. This
matrix provides a framework that clinicians can use
to understand the particular adolescent who they
are dealing with; by matching the adolescent’s
coping style and/or phasewith clinical appraisal, they
canformulate early intervention strategiesthat have
a better chance of success (15).

Strategic I nterventions

To be effective, interventions must be timely,
develop-mentally appropriate and have measurable
outcomes. They may require a different style (and
message) and delivery vehicle during early
adolescence than in later adolescence. For example,
peer-based, in-school antismoking campaigns may
be most effective in the elementary school years,
whereas quit smoking strategies delivered in the
physician’ s counselling room may have asignificant
impact on smokersinthemidtolate adolescent years.
Interventions may be universal (applied to all early
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adolescents) or targeted to specific individuals or
groups. For example, immunization against hepatitis
B, asexually transmitted disease, may be provided to
high risk street youth or to all grade 6 students. The
former strategy has been found to have significant
compliance problems, whereas the latter assures
better levels of ‘herd’ immunity. Finally, physicians
have long recognized theimportant opportunity that
presentsitself during “critical’ momentsin the office
or emergency room. A well timed, short message at
the opportune moment often falls on receptive ears
and provesto be amajor contribution to life change.

Not all interventionswill prevent diseaseor injury, or
promote safe adolescent life styles. This failure is
not because physicians' interventions are wrong;
rather, when talking to adol escents about the risks of
being invo-lved in accidents tomorrow, or
experiencing cancer or strokeinlater life, adol escents
are more likely to believe that “it won’t happen to
me”. Despite high profile media messages and in-
class programs, far too many adolescents use
tobacco, fail to exercise and consume high fat, low
fibre foods (16,17). At least a partial explanation of
the apparent inability of health promotion messages
to affect this age group is related to the early
adolescent’s cognitive stage (unable to reason
abstractly) and the psychology of personal fable (I
know better than to let that happen to me). In
addition, that which adults see as problems,
adolescents see as solutions to their higher priority
concerns (eg, weight control or socialization needs).

Indeed, there is growing recognition of the need to
pro-moteresilience in adolescence not just as away
of enabling risk avoidance, but as a vehicle for
promoting the hardiness necessary to face life’'s
traumas successfully (4,18). A consequence of this
type of thinking has been the shift in policy focus
away from considering adolescents (especially early
adolescents) as problems towards a more positive
view of adolescenceasatimeto experience‘initiative’
(19). Thus, early intervention in early adolescence
needs to be based on an understanding of what itis
that adol escentsaretrying to solvewhen they engage
in arisky behaviour, and a determination of how to
convert the problem into an opportunity to promote
individual growth and development.

PRO-TEEN

The Physician’srole

Thetraditional role

Physicians can advocate for proven prevention
techniques. The most common reason why
adolescents seek medical care is injury. Whenever
an adolescent is seen, physicians can use the
occasion to offer atargeted i nter-vention to promote
proper use of safety belts; helmetswhenonabicycle,
motorcycle or snowboard; protective eye gear and
facemasksinthevarioushall sports(hockey, squash,
baseball, etc); and safety harnesses when climbing.
Universal strategies, such as for immunization, can
be applied if, for example, the adolescent patient’s
immunization status is monitored and physicians
ensure that recommended schedules are being
followed. The American Medical Association’s
Guidelines for Adolescent Preventive Services
(GAPS) (20) providesinformation on arange of office-
based prevention strategiesfor adol escent patients.

Supplementary activities

Guidelines for Adolescent Preventive Services
(GAPS) (20) also recommends that traditional visits
are opportunitiesfor physiciansto address other less
commonly applied health promotion strategies. For
example, with the sexually active adolescent, this
includes condom use, birth control, knowledge of
emergency contraception, or whereto go for helpto
deal with an aggressive or coercive partner. The
adolescent who is beginning to smoke may already
be experiencing pressureto use al cohol or experiment
with other drugs, while the body builder or ballet
dancer may be under pressureto use unhealthy diets
or nonprescription performance enhancers. When
these and other sensitive issues arise in the course
of caring for early adolescents, the physician is
obligated to respect the adol escent patient’ s privacy
and rights to consent and confidentiality. This can
be accomplished, without undermining the parental
role, by clearly communicating the boundaries of
confidentiality to both the parents and the
adol escent.

When asked, early adolescents usually indicate that
they wish that their physician would talk to them
more about things that are of concern to them (21).

Canadian Associationfor Adolescent Health
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One way to get started is by scheduling avisit with
sufficient time to undertake a home, education,
activities, drugs, sex and suicide (HEADSS)
examination (Table 2). The HEADSS schema for a
screening interview of adolescents was developed
by the adolescent group at the Children’ sHospital in
LosAngeles, Californiaand hassinceproventobea
popular tool that is used by adolescent health
clinicians. This type of semidirected counselling
session can provideimportant cluesto thewhat, why
and wherefore of an early adolescent’ s behaviour.

Expanded role

Another way for physicianstointerveneduring early
adolescence is by developing an understanding of
the special vulnerabilitiesthat aparticular adolescent
may face. For example, the tumultuous adolescent
may be in constant conflict with family and school,
whereasthe adol escent with continuous, tumult-free
behaviour may face more subtle stress and conflict.
The former may manifest itself as delinquency or
school failure, whereas the latter may present as
anorexia nervosa. An understanding of the unique
coping style of an adolescent and his or her family
can help guide the physician's prescription when
interventions seem in order. Hel ping adol escents to
define clear but flexible boundariesworksbest inthe
tumultuous group, whereas stress reduction and
redirection of emphasis may help prevent an eating
disorder.

Other less obvious opportunitiesfor intervention may
present themselvesin the examination room. Thishas
always been an important moment in the patient-
physician interaction. Depending on the
circumstances, it may beatimeto ask questionsabout
bodily concerns. After the examination, itisatimeto
explain the physical findings and explore any special
vulnerabilities such as sexual orientation and abuse,
and concerns that adol escents may not be aware of
their need to voice. For example, adolescents with
chronic diseases and those who look ol der than their
age are at greater risk for sexual abuse, substance
abuse and suicidal ideation (22,23). These patients
are particu-larly in need of a thorough HEADSS
assessment during their early adolescent years.

Volume 10, Number 4

Late recognition of a problem by physicians is an
often quoted criticism of parents and adolescents.
Adolescents think that physicians already know
everything about them or assume that telling
physicians about a problem will get them introuble.
Therefore, physicianscannot wait for their adol escent
patientsto tell them things. Physiciansneedtolearn
to ask the right questions and to listen carefully to
the answers. Physicians can develop their
interviewing or ‘asking skills, and be able to
understand the answers and how they comparewith
community norms for early adolescent behaviours
(Table 3). Knowing these features and being able to
identify patientswhose behavior isnot compara-ble
with that of peersisauseful early recognition tool.
Jessor (24) has noted that problem drinking
behaviour is more frequent in the presence of low
academic expectations, low religiosity and poor
relations with parents. A history of earlier age of
onset of problem drinking, cigarette use or first
sexual intercourse is strongly associated with
subsequent engagement in multiplerisky behaviours
(15). Adolescents with low connectednessto family
and school are at higher risk for serious sub-stance
abuse, high risk sexual activity and violence (23).

Supportive role

There are adolescents who are at risk because of
circumstancesbeyond their control. They areinneed
of more individualized interventions and, where
possible, the opportunity to connect, in acontinuous
way, to anonfamily, caring adult (which may or may
not be their personal physician). These are
adolescents with chronic physical and emotional
conditions, abused adolescents, adolescents who
have issues of sexual orientation, some Aboriginal
adolescents, early school leavers, etc (22,25, 26).
Theseare groupsof patientswho enter adolescence
with ahistory that will affect their normal adol escent
growth and devel opment, and may put them off track.
Finding ways of connecting withthemisan essential
elementinany early intervention and can be the most
rewarding of professional experi-ences.

Adolescents with recognized chronic conditions,
such as renal disease, diabetes or cystic fibrosis,
and those who have recovered from neonatal
disorders or cancer often enter adulthood
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inadequately prepared. Often, they have become
dependent on the paediatric model of care, and rely
on parents to take responsibility for their life and
health care. The process of transition of care and
per-sonal responsibility needs to be introduced to
them in early adolescence (27).

Specidized role

Another group of early adolescents to consider are
thosewho are at extremely high risk. They areon the
streets and may be homeless, in the justice or foster
care systems, or not in school. They drift through
their early adolescence and move towards the often
deadly environment of the streets of theinner cities.
Once there, they consume vast amounts of time,
energy and resources. Often, they are beyond the
reach of services and have sad, short lives. But they
are not alwaysbeyond hope and benefit greatly from
humane servicesde-livered through multidisciplinary
modelsof dternative care (3,4,11,27,28). However, the
best possible early intervention is to recognize that
they are at risk before they leave their small towns
and cities (29). Upstream care is most likely to work
best and be more cost effec-tive.

Conclusions

Early adolescence provides arange of opportunities
for physiciansto play aroleininterventionsthat are
in-tended to prevent disease and injury, and to
optimize health in the later adolescent and adult
years. Thisfact hasrecently been highlighted in the
federal document The Opportunity of Adolescence:
The Health Sector Contribution (30). The strategies
outlined in the present paper arein keeping with the
best principlesof health care, but their implementation
requires a shift in priorities and program funding.
Establishing mechanisms for enhancing practitioner
skills, enabling more time for adolescent-physician
interaction, having a willingness to work in
col-laborative, interdisciplinary models of care,
promoting an expansion of biopsychosocial research
on early adol escence, and funding of research needed
to support evidence-based practice are but afew of
the challenges physicians should agree to face.
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Table 1: Heterogenety of the adolescent population of British

Columbia
Stage of adolescence

Ealy Midde Late
Coping style
Congtant gtate of tumult 10% 10% 7%
Surges of tumult behaviour 16% 16% 10%
Continuous, tumult-free behaviour 11% 11% 9%
Approximate age group (years) 12to 14 15to0 17 18t0 19
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Table 2: The psychosocia adolescent history based on home, education, activities, drugs, sex and
suicide (HEADSS)

H = Home Who lives there, how do they relate, what are the conflicts, recent losses or stresses

E = Education What grade, enjoyment, accomplishments, attendance, plans for future

Peer relations, best friends and dating experiences, in and out of school involvement, job, vocational

A= AdIVIEs | e interests, hobbies, skills
D = Drugs Legz_;ll and nonlggal, parental awareness, type, frequency of use, setting where used, age of onset,
relaion to emotional state
S = Sex Orientation, age of first experience, safe sex practices, negative experiences, number of partners
S = Suicide Mood, ppoor school performanf:e, Wi.thdrawd from friends and family, previous attempts, thoughts
about suicide, close contact with suicide or death
Table 3: Risky behaviours of nonsmokers versus regular smokers
Nonsmoker (%) | Regular smoker (%)
Skips school 17% 65%
CIi)rri]\sluernf p\f{\i/;(]) have ever driven after acohol 16% 65%
Rode with a drinking driver in past month 12% 51%
Considered suicide 9% 29%
Attempted suicide 3% 17%
Physicd fightsin pagt year 23% 47%
Binge drank in past month (of user) 23% 76%
Ever used acohol 41% 99%
Alcohol users who used acohol 100 days or 506 38%
morein life
Ever used marijuana 14% 94%
r'\r/lgei,-j Iunall’:?e users who used marijuana 40 times or 14% 5706
Used harder drugs 14% 72%
Ever had sexua intercourse 9% 67%
First had sex at age 14 years or younger 37% 53%
First tried dcohol at age 14 years or younger 2% 90%
First tried marijuana at age 14 years or younger 61% 86%
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Child and Adolescent Bipolar Disorder

LaurenceY Katz MD FRCP, William P Fleisher MD FRCP

LY Katz, WP Fleisher.

Until relatively recently, the concept of diagnosing
bipolar affectivedisorder in children and adol escents
wascontroversia. Theprevailing wisdomintheearly
part of this century was that prepubertal onset of
manic depression did not occur (1). Furthermore,
according to some psychoanalytic theories,
depression was not possiblein children because of a
lack of the devel op-ment of necessary psychological
structures. Over the past 20 years, there has been a
significant shift toward recognizing the existence of
bipolar disorder in children and adolescents. Since
1980, the Diagnostic and Statistical Manual of Mental
Disorders, Third Edition: DSM-I11, (2), the Diagnostic
and Statistical Manual of Mental Disorders, Third
Edition, Revised: DSM-I1I1-R (3), and the Diagnostic
and Statistical Manual of Mental Disorders, Fourth
Edition: DSM-1V (4) have applied adult criteria to
diagnose maniain children, with some modifications
to take into account differences in developmental
stages (5). Despite the recognition of the existence
of bipolar disorder in this age group, difficulty in
clearly delineating the clinical characteristics of the
presentation of this illness in paediatric patients
relative to adult patients continues (6).

There also exists a debate about the relationship
be-tween attention deficit/hyperactivity disorder
(ADHD) and bipolar disorder in the paediatric
population (7). This debate reflects the difficulty in
distinguishing bipolar disor-der from other
psychiatric disorders. Bipolar disorder has been
reported to be underdiagnosed and misdiagnosed
(8). These diagnostic difficulties are of clinical
sig-nificance because it is critically important to
diagnosethisdisorder asearly as possibleto prevent
theclinical sequelaethat occur with untreated bipolar
disorder (9). The recognition of the deficiency in
clinical knowledgein diagnosing bipolar disorder has
prompted the initiation of research to delineate the
epidemiology of this illness, its phenomenology in

paediatric patients, clinical course and the outcome
of various treatment modalities.

Epidemiology

To date, no comprehensive epidemiological study
had been conducted to determine the preval ence of
paediatric bipolar disorder. Prepubertal onset of
mania as defined by DSM-IV (4) is estimated to be
rare. If severity and duration criteriaare not required
for diagnosis, lifetime prevalence estimates rise
significantly (10). Thus, when reading the literature,
it is important to notice that DSM-II1-Revised (3)
removed the duration criteria, and, consequently,
prevalence estimates using these criteria are
substantially higher than those using either DSM-
I11 (2) or DSM-IV (4). The studies that have been
conducted, taken together with information gathered
from other sources, suggest that the rate of paediatric
bipolar disorder is on therise (6).

The types of studies that have been reported
essen-tialy consist of retrospectivereporting or local,
commu-nity-based surveys. Lishetal (11) conducted
aretrospec-tive survey of adult patientswith bipolar
disorder and asked them to report at what age their
symptoms began. Fifty-nine per cent of these adults
reported that they had the onset of their symptoms
in childhood or adolescence. In alocal, community-
based school survey of adolescents aged 14 to 18
years, Lewinsohn et a (12) found acombined lifetime
prevalence rate of approximately 0.8% for bipolar
typesl and 1, with 85% of these adol escents having
had bipolar type Il. For the patients with bipolar
disorder, initial episodes of illness were generally
reported to be depression (11), with arelatively high
rate of patients (approximately 30%) ‘switching’ to
maniaduring the episode (13,14). In comparison, the
lifetime prevalence of adult bipolar disorder
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(including both types| and 11) isapproximately 1.4%
of the general population.

Premorbid Characteritics

Thereappear to be neurodevel opmental antecedents
to paediatric bipolar disorder. Sigurdsson et al (15)
found that patients with bipolar disorder (compared
with those with depression alone) are more likely to
have experienced delayed language, social or motor
development. Aswell, patientswith paediatric bipolar
disorder often have initial manifestations of ADHD
and/or conduct disorder (16-18). However, studies
have found that, in general, over 90% of patients
with paediatric bipolar disorder have normal
intelligence quotients (13,16).

Clinical Characteristics

The diagnosis of child and adolescent bipolar
disorder is complex, and there is substantial
uncertainty and disagreement among child and
adolescent psychiatrists as to what constitutes its
diagnostic criteria (6,7). This diagnostic uncertainty
is especially true for patients with pre-pubertal
symptomatology. Thereare many factorsto consider
inidentifying symptomsand making adiagnosis. The
importance of an accurate diagnosis is profound
given the consequences of either making a falsely
positive diagnosis or missing the diagnosis. An
incorrect diagnosis of bipolar disorder can lead to
the long term use of medications for which the long-
lasting effects on the central nervous system are
unknown. However, the lack of treatment of
individuals with bipolar disorder may sub-stantially
worsen their prognosis (9).

One of the major reasons for difficulties in clearly
delineating the clinical characteristics of paediatric
bipolar disorder isthat the symptoms of the disorder
may manifest themselvesdifferently according to the
developmen-tal stage of the patient. DSM-1V (4)
identifies two types of bipolar disorders. Type |
involves patients who have had at |east one manic
(Table 1) or mixed episode. A mixed episode occurs
when a patient meets criteriaover aone-week period
for both a manic episode and a major depressive
episode(Tablel). Typell involvespatientswho have
had at | east one epi sode of major depression and one
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episode of hypomania, but no manic or mixed
episodes. Thecriteriafor hypomaniaarethesameas
for mania; the difference in diagnosis depends on
the duration and severity of the episode. In a
hypomanic episode, symptoms must have been
present for at least four days (as opposed to seven
days for mania) and be a significant change of
functioning from the baseline of the patient.
However, the episode does not lead to marked
deterioration in functioning, a need for
hospitalization or psychotic symptoms; if it does, a
manic episodeis diagnosed. For abipolar diagnosis
to be made, the manic symptoms must not be dueto
the direct effects of a substance or to a general
medical condition (4).

Children and adol escents with bipolar disorder tend
to present with what is considered to be atypical
features in adults. Mixed features; rapid (more than
four episodes per year), ultrarapid (episodes lasting
a few days to a few weeks) or ultradian (variation
occurring within a 24 h period) cycling; psychotic
features; high rates of comorbidity, especially with
disruptive behaviour disorders; and significant
psychosocial impairment are common (5).

Geller et al (19), in the first controlled
phenomenological study of paediatric bipolar
disorder, reported on symptom differences between
patients with paediatric bipolar disorder and those
with ADHD. Patientswith bipolar disorder (age seven
to 16 years) had symptoms of grandiosity, elated
mood, daredevil acts, a flight of ideas, racing
thoughts, hypersexuality, adecreased need for sleep,
increased goal-directed activity, increased
produc-tivity, irritable mood and accel erated speech
at statistically significantly greater rates than
matched patients with ADHD. There were no
significant differences in the symptoms of being
hyperenergetic or distractible. Thus, the
symptomatology of paediatric bipolar disorder did
not differ substantially from adult bipolar symptoms.
However, the paediatric bipolar patients tended to
present with a chronic, nonepisodic manic episode
(average duration three years) that featured very
rapid mood swings multiple times per day (ultradian
cycling 75%), and 60% of the patientshad psychotic
symptoms. The study combined pre- and
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postpubertal patients because there were a limited
number of differences between the two groups.

In considering the symptomatology of paediatric
bipolar disorder, it is critical to recognize that the
symptoms manifest in developmentally appropriate
ways. In fact, certain authors have proposed that
bipolar disorder presents differently in prepubertal
and postpubertal patients. It hasbeen proposed that
adolescent onset bipolar disorder more closely
resembles adult onset bipolar disorder. However, as
described above, in the only controlled
phenomenological study of paediatric bipolar
disorder, there were no significant differencesin the
clinical presentations between the two age groups.
Nevertheless, although the symptoms are the same,
they manifest differently at different ages. For example,
grandiose delusions in a child may manifest as
continual harassment of teachers about how to teach
the classor intentionally failing tests because of the
firm belief that the material was taught incorrectly
(6). Another exampleisthe six-year-old child who is
restrained by a 99 kg policeman and firmly believes
that when the policeman ‘letsgo’, heisgoing to “kick
his a- - . Alternatively, an adolescent may express
grandiose delusions such as the fixed belief that he
is the star of the football team, even though he did
not make the starting line-up. Furthermore,
hypersexuality isexpressed according to the cognitive
knowledge of the child. It is the preoccupation with
sexuality and not the knowledge level that is
characteristic of bipolar disorder.

Differential Diagnosisand Comor bidiy

The differential diagnosis of maniais both extensive
and complex, consisting of both psychiatric and
nonpsychiatric medical conditions. Nonpsychiatric
medical con-ditions that can present in a similar
manner includethefollowing: neurological disorders,
such as brain tumours and central nervous system
infections (including humanimmunodeficiency virus),
multiple sclerosis, temporal |obe seizuresand Kleine-
Levin syndrome; systemic conditions such as
hyperthyroidism, uremia, Wilson’s disease and
porphyria; prescribed medicationsthat |ead to bipolar
symptoms, including antidepressant agents,
sympathomimetics, bromocriptine, stimulants and
steroids; and the abuse of substances, including
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amphetamines, cocaine, phencyclidine, inhalantsand
3,4-methylenedioxymethamphetamine (Ecstasy) (1).
Consequently, patients presenting with manic
symptoms should have a thorough physical
examination, including a neurological examination.
Decisions regarding further laboratory and
neuroimaging examinations should be made based
ontheclinical findings of the psychiatric, paediatric
and neurological examinations (1).

The psychiatric differential diagnosis of manic
symptomsvaries according to the age of the patient.
Inchildren, itisparticularly important to ensurethat
the child is not avictim of sexual abuse (6). Thisis
particularly true if hypersexuality is a part of the
clinical presentation. Aswell, languagedisordersand
disruptivebehaviour disorders(ADHD, oppositional -
defiant disorder, conduct disorder) are part of the
differential diagnosis. Asdescribed above, Geller et
a’s study (19) has begun to delineate the hallmark
symptomatol ogy of paediatric bipolar disorder such
that distinction between these diagnostic entities
should, hopefully, become clearer. The presence of a
family history of bipolar disorder in the immediate
family isacritical part of considering the diagnosis
of prepubertal onset bipolar disorder, and without it,
the clinician should be extremely cautious.

In adolescence, with the exception of language
disor-ders, the differential diagnosis includes
disorders that are present in childhood, but
schizophrenia and substance abuse become more
prevalent. Substance abuse is an important part of
the differential diagnosis but is also frequently
comorbid (20).

Wilens et al (20) found that approximately 40% of
patients with adol escent onset bipolar disorder had
a comorbid substance use disorder and that their
risk for substance abuse was 8.8 times greater than
those with childhood onset bipolar disorder. In
contrast, conduct disorder appears to be more
common in bipolar children than in bipolar
adolescents (22% versus 18%, respectively) (21).
Finally, multiple comorbid anxiety condi-tions are
morefrequent in prepubertal bipolar childrenthanin
bipolar adol escents (33% versus 12%, respectively)
(2.
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Courseand prognosis

To date, there are no systematic follow-up data on
pre-school or prepubertal school-aged children with
bipolar disorder (5). Strober et a (9), in afive-year,
prospective, naturalistic follow-up study of 54
adol escentswith bipolar disorder who were admitted
to an inpatient service, found that 96% recovered
from that episode of the illness sometime during the
study. Patients with depressive presentations took
significantly longer to recover from the episodethan
those with manic symptoms only. How-ever, 44% of
those who recovered during the study experienced a
relapse of a mgjor affective disorder during the five
yearsof thestudy, and 21% had two episodes. Suicide
attempts of sufficient severity as to require medical
attention occurred in 20% of participants.
Interestingly, among study participants(9), substance
use disorders were relatively uncommon (9%) in
contrast with the studies mentioned above (19,20).

Treatment

A multimodal treatment plan that combines
pharmacological treatments with psychosocial
treatmentsisrequired (1). The psychosocial treatment
consists of psychotherapeutic interventions to
addressthe psychological aspectsof bipolar disorder
that confound devel opment and biol ogical treatment,
and intervention to addressthe social and culturally
relevant consequences of bipolar disorder. Thismay
include the psychoeducation of family and school
personnel inthe pertinent i ssues surrounding bipolar
disorder, and in particular, addressing the disorder’s
symptoms and course, treatment options, and
potential impact on peer and family functioning.
Relapse prevention discussions on the importance
of medication compliance and early recognition of
symptomsare al so an important part of thisaspect of
treatment (1,22). Thegoal of theseinterventionsisto
ameliorate symptoms and prevent relapse, whileal so
reducing long term morbidity, and promoting normal
growth and development (1).

Before initiating pharmacotherapy for the treatment
of bipolar disorder, it is necessary to ensure that an
adequate premedication work-up hasbeen performed.
This includes obtaining informed consent, and
addressing therational e for treatment, aswell asthe
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potential risks and benefits of the treatment (1).
Furthermore, before initiating medications and after
a thorough psychiatric examination, a physical
examination that includes any clinically indicated
laboratory studies to provide baseline assessments
for monitoring specific medicationsiswarranted (1).

The discussion of pharmacotherapy below focuses
on thetreatment of mania, and readersarereferred to
Flei-sher and Katz (pages 444 to 448 of the present
issue) for adiscussion of thetreatment of depression.
The selection of medications should be based on
evidence of efficacy (eg, the Geller et a trial [23, see
below] and data from controlled treatment trials of
adultswith bipolar disorder), the phase of theillness
(see below), the presence of confounding
presentations (eg, rapid cycling, psychotic
symptoms), the agent’s side effect spectrum, the
patient’s history of medication response, and the
preferences of the patient and family (1). The paucity
of controlled trials of medications for child and
adolescent bipolar disorder placesthe clinicianin a
very difficult position because extrapolation from
adult datais not necessarily valid (eg, children and
adolescents with major depressive disorder do not
necessarily respond to the same antidepressants as
adults).

The treatment of bipolar disorder consists of acute
symptom stabilization, maintenance treatment and
prophylactictreatment. Acute symptom stabilization
for manic symptoms varies, depending on whether
psychotic features are a part of the presentation. If
psychotic symptoms are present, then antipsychotic
medications are frequently a part of the initial
medication regimen. Thisregimenisbased onstudies
from the adult literature and juvenile chart reviews
(24,25). Other medications that can be considered
include anxiolytics (eg, the benzodi-azepines), and
some authors have reported the use of stimulantsto
address symptoms of ADHD that may be present.
The use of stimulants in the treatment of bipolar
disorder remainsahighly contentiousissue because
the diagnosis of ADHD in the presence of bipolar
disorder is confounded by collinearity, and, at the
present time, there are no controlled outcome studies
on the use of stimulantsin the presence of bipolar
disorder.
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Although medications, such as antipsychotics,
stimulants and anxiolytics, may be a part of acute
symptom sta-bilization (24,25), mood stabilizers are
the mainstays of treatment of paediatric bipolar
disorder (26). This is especially true with regard to
maintenance and prophylactictreatment. Although a
rapidly growing number of medicationsare available,
three mood stabilizers are commonly prescribed.
Lithium, valproic acid and carbamazepine have the
most experience supporting their use. Gabapen-tin,
lamotrigine and topiramate are on the market, and
casereportsare beginning to appear. Currently, Geller
and colleagues’ study (23) on the use of lithium in
adoles-cents with bipolar disorder and secondary
substance de-pendency isthe only controlled study.
Geller and colleagues (23) found lithium to be
efficaciousin reducing substance use (P=0.028) and
in improving the overall level of functioning, as
assessed on aglobal assessment of functioning scale
(P=0.046). This response occurred in 46% of the
treated adolescents. Aside from the study by Geller
and colleagues (23), there is a paucity of data
ex-amining the efficacy of lithium in early onset
bipolar dis-order (1,5,27).

There are no placebo controlled trials of
anticonvulsant medications for the treatment of
bipolar disorder. The use of valproic acid and
carbamazepine is supported by the adult literature;
case reports and small series sup-port their use in
paediatric bipolar disorder. With regard to valproic
acid, a number of worrying side effects war-rant
caution in prescribing this medication for bipolar
disorder. In addition to concerns regarding
hepatotoxic-ity and teratogenicity, recent reports
suggest a possible association of valproic acid with
polycystic ovarian disease and other endocrinol ogical
abnormalitiesin femal eswith seizure disorders (28,29).
All of the mood stabilizing medications carry a
significant risk with regard to adverse effects, the
potential for toxicity and a significant risk of
overdose. A thorough review of the casereportsand
small seriesdatathat inform the psychopharmacol ogy
of paedi-atric bipolar disorder isbeyond the scope of
this review, and the reader is referred elsewhere for
more detailed re-views (1,6,23,26,27,30).
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Conclusion

Paediatric bipolar disorder is increasingly being
recognized as a major health problem that is
associated with substantial morbidity and mortality.
The evaluation and management of thisdisorder are
multimodal. The early recognition and appropriate
management of patients and their families will,
hopefully, help to reduce the complications of this
chronic disorder. Thereisadesperate need for further
researchin amost all aspectsof thisdisorder because
there is a paucity of controlled data available for
review.
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Table 1: Criteria for mania and mgor depresson in the Diagnostic and Satistical Manual of

Mental Disorders, Fourth Edition: DSM-1V (4)

Manic episode

Major depressive episode

More than a one-week period of an devated, irritable or
expansve mood that represents a significant change in the
patient's basdine mental status accompanied by at least
three of the following symptome:

- inflated sdlf-esteem or grandiosity

- decreased need for deep

- pressured speech

- racing thoughts or a flight of ideas

- increased goal-directed activity

- excessive involvement in pleasurable activities that have
a high potentia for painful consequences

- digractibility

More than a two-week period characterized by a
depressad or irritable mood, or diminished interest or
loss of pleasure in mogt activities accompanied by a
leadt four of the following:

- fedings of worthlessness or inappropriate guilt

- deep disturbance (increased or decreased)

- fdtigue or loss of energy

- decreased concentration

- gppetite or weight disturbances

- psychomotor agitation or retardation

- suicidd idestion or thoughts of desth
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I ntroduction

Contraceptive use during adol escent and young adult
years remains a challenge in Canada. According to
cross-sectional studies (Table 1),1-5 there is no
indication that contraceptive usein these age groups
hasbeen increasing. The Canadian Fertility Study of
1995 reports that condom use has increased since
1984, while oral contraceptive (OC) use has
significantly decreased.5 In the Canadian
Contraceptive Study of 1998, only 68 percent of
unmarried, sexually active 18- to 24-year-old women
report consistent contraceptive use over the past six
months prior to the survey.3

In the late 1990s, with increasing numbers of teen
pregnancy in Quebec, a qualita-tive research study
on pregnancy and contraception in adolescentswas
planned, using the approach of social representation*.
The aim of this study was to understand the social
representati ons of teen pregnancy anditsprevention,
both from the point of view of teens and of
professionals working with youth (physicians,
nurses, social workers, teachers). Resultson attitudes
towards contraceptive methods are presented.

*Theterm “social representation” can be defined as
astructured mental (cognitive, evaluative, affective,
and symbolic) content about socially relevant
phenomena, which takes the form of images or
metaphors, and which is consciously shared with
other members of asocial group.7

M ethods

The study took place in the region of Quebec City
between October 1997 and March 1998. Ten focus
groups were done with adolescent girls, eight with
adolescent boys, and 13 with health care and school
professionals. A standard interview was used and
administered by trained interviewers. Specific
questions on contraceptive methods were asked.
Focus groups lasted approximately two hours and
were video- and audiotaped. Tapesweretranscribed
and content analysis was done through repeated
readings. The research protocol was accepted by
the ethics committee of Le Centre Hospitalier
Universitaire de Québec and funded by Le Consell
Québécois sur la Recherche Sociale. Consent forms
were signed by all participants.

Results

The description of the study populationis presented
in Table 2.

“In your experience, what are the most frequent
contraceptive methods used by adol escents?”

According to the adolescents: the condom and the
OC are the methods used most frequently by
adolescents. The condom is the most popular
becauseitiswidely advertised and much infor-mation
isreceived about it in schools.

According to the professionals: the condom is the
most popular method followed by the OC. Some
adolescents use both, while some use no
contraception at all.
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“What are the advantages and disadvantages of the
differ-ent contraceptive methods?’

According to the adol escentsthe condom isthe most
accessibleform of contraception. It isnot necessary
to see a physician to obtain it. It is affordable, and
many teens interviewed knew how to get free
condoms. Girls reported that it is easier to use than
other contraceptive methods; it is easy to hide and
to carry. Adolescent boysand girls are reassured by
the double function of condoms: protection against
both sexually transmitted diseases (STDs) and
pregnancy. They think itismoreeffectivein protecting
against STDs than against pregnancy. They are
happy with the fact that there are several types and
brands of condoms. However, although girls think
that condoms offer good protection, they are
conscious of potential accidents: some believe they
should use OCs combined with the condom to avoid
pregnancy. Girls and boys are aware of the risk of
tearing and slipping of condoms and some mentioned
therisk of allergy to latex. Girls think that the major
problem with the condom is that one assumes the
partner has a condom. If no condom is available at
the time of intercourse, girls believe that it becomes
very difficult to refrain from sex. They fedl it isthe
boys' responsibility to have condomsavailable. Boys
dislike this responsibility. Boys also mention that
condoms reduce sensation, and may affect the
spontaneity of intercourse.

Theoral contraceptivepill (“thepill”) isawell-known
contraceptive method, easy to obtain and
inexpensive. However, one disadvantageisthe need
to take it regularly, every day. Although simple to
use, girlsmust find waysto remember totakeit. They
know of some positive side effects, such as more
regular menstrual cycles and lessening of
dysmenorrhea, and unanimously recognize its high
contraceptive efficacy. Some add that the actual pills
are better than those their mothers were taking.
Adolescent girlsparticularly disliketo seeaphysician
to get it and having to undergo a gynaecological
exam. Most adolescents know that the pill does not
protect against STDs. Girls mention that it is a
chemical; it can cause negative side effects like
headaches, nausea, weight gain, loss of body shape,
risk of cancer, and that abreak after five years of use
might be necessary. Boys are also convinced that
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the pill can cause negative effects on girls such as
weight gainor loss, infertility, and mood swings. Some
girls believe it can become difficult to take the pill
when their parents disagree. Reluctantly, some
adolescents mention (with a certain degree of
humour) that only abstinenceis 100 percent effective!

According to the professionals: the condom is easy
for adolescents to use because it is available
everywhere, without prescription. Some think that
adolescents are now more at ease when buying
condoms because of public campaigning, and
because they are affordable. Others, however, think
that con-doms might be too expensive or that
adol escents might be ashamed of buying them. Some
of these professionals give free condoms to
adolescents. It is noted that certain young people
do not know how to use condoms, and that some
adolescent girls dislike condoms because of lack of
sensation. Professionals mentioned that it is often
difficult for agirl to ask her partner towear acondom,
and, if noneisavailable, that they may not use one.

Professionals feel the pill is not easy to obtain it
because of the need for amedical consultation. Many
professionals have conflicting information about
reimbursement for the pill by insurance agencies.
Professionals are aware of the way adolescents
perceive the pill, some being more conscious of
positive and some of negative side effects. They have
an important responsibility towards adolescents to
give adequate scientific information and support
about pill use. Itisdifficult for girlstointegrateregular
pill useintotheir busy lifestyles, especially for those
whose parents are not awarethat they areusing it or
who are against it. Professionals encourage
adolescent girlstoinformtheir parentsabout pill use,
particularly to receivefinancial support whenbuying
the pill. According to professionals, the pill is often
used by girls who perceive themselves to be in a
stable relationship. Apart from depot
medroxyprogesterone acetate, other contraceptive
methods seem to young peopleto be either unknown
or outdated. The professional opinion is that
emergency contraception use is increasing, while
absti-nence appearsincompatiblewith today’ ssexual
life.
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“Do you think that you must change contraceptive
methods according to the kind of relationship you
arein (regular or occasional partner)?’

According to theadol escents: contraceptive method
use changeswith thetypeof relationship they arein.
Girlsand boys say that they always use acondom at
the beginning of arelationship. They say thisisalso
true if they have occasional partners. In this latter
case, thepill isconsidered too expensive and therisk
of STDstoo high not to use condoms. Adolescents
who fear human immunodeficiency virus (HIV)
infection (symbol of death and suffering), or who put
more emphasis on STD/HIV prevention than on
pregnancy prevention, are also more prone to use
condoms. Some boys declare that they prefer to use
con-doms all the time, because it offers a dual
protection. Those who do not see the importance of
using condomsexplain that they feel STDsarerareat
their age, that they know their partner or that they
have confidence in their partner. When in a stable
rela-tionship, girls and boys think condoms are not
necessary, and that the pill combined with STD
screening is the best way to handle the situation.
However, a stable relationship is not a well-defined
concept, and may be defined asarelationship lasting
from afew weeksto ayear. Girlsexplain that astable
relationship implies confidence in the partner and
mutual faithfulness. However, some doubt that a
faithful relationship during adolescence is possible,
and thus use condoms all the time.

According to the professional s adol escent boysand
girlsdo not really adjust their contraceptive methods
to their relationship. Professionals think that
adolescents do not practice regular contraception
because of their perception of personal
invulnera-bility at thistimeintheir lives. Professionals
think that adolescents do not understand the
difference between contraception and STD
protection. They believe that adolescents use
condoms at the beginning of arelationship or with
occasional partners, but that condom use is very
quickly abandoned. Professionals believe that
adol escents consider along-term relationship being
one that lasts over one month, while professionals
consider along-term relationship as onelasting much
longer.
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“According to you, is contraception a girl’s
business?”

According to the adolescents. girls answer
spontaneously that contraceptionisanissuefor both
girlsand boys. But when theinterviewer asksthem if
itappliesin“rea” life, girlsmention that, most of the
time, they are the ones in charge. Several of them
admit that they prefer to have control over
contraception. Others find it unfair. Boys also
spontaneously answer that contraception isnot only
agirl’sbusiness. Boys say that girlsare responsible
for pill use and boys for condom use. Some boys,
however, prefer to take charge of contraception. Some
mention that they can be fooled by a girl who does
not take her pill regularly.

According to the professionals. contraception is a
girl’s business, because pregnancy is also a girl’s
business. Several professionalsthink thatitisbetter
managed in this way, while others regret that the
contraceptive information given in schools targets
most-ly girls. They expressthe need that adol escent
boysbemoreinformed and involvedin contraceptive
matters. They admit that there have been some
positive changes in boys’ attitudes towards
contraceptive responsibility, although some
profes-sionals feel that boys are more preoccupied
with protection against STDs. Some professionals
feel that girls are not assertive enough with their
partners when it comes to contraceptive use.

Discussion

As expected, the adolescents and professionalsin
our study reported that the most frequently used
contraceptive methods were the condom and the pill.
Other contraceptive methodswere merely mentioned.
This confirmed the results of the Canadian
Contraceptive Study,3 in which a low level of
familiarity and minimal rates of use were reported
with contraceptive methods other than the condom
and the pill.

Adolescent boysand girls seemed fairly well informed
on thetwo major methods of contraception they use.
However, barriersto condom use and misinformation
and mispercep-tions about the pill persisted. This
was confirmed by the professionals. As many
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suggest, 349 both counselling and public and school
health education have serious deficiencies. First,
unless an individual is capable of accepting the fact
that he or she is a sexual being with sexual feelings
and needs, sexual and reproductive behavioursaimed
at preserving health areunlike-ly to teke place.$ Health
professionals have an important role to play in
assessing sexual health during clinical consultations
with adolescents, as well as promoting sexual self-
concept in sex-education programs. Moreover, when
professionals provide contraceptive counselling,
they have the opportunity not only to describe
different contraceptive methods, but also to dispel
negative attitudes towards contraceptive methods.
This is achieved by emphasizing any non-
contraceptive benefits, by reinforcing assertiveness
of the adolescent, by developing his or her
negotiating and communication skills, by identifying
barriers to regular use, and by facilitating daily
compliance.

Our study shows that contraceptive use and
protection against STD/HIV varies according to the
type of relationship an adol escent has. Condom use
seems to be confined to recent relationships or
relationships with multiple partners, while pill use
occurs when the relationship is defined as stable.
Among heterosexual adolescents, itisthusclear that
dual protection is still a very unclear concept, and
that “stable relationship” has a very unsta-ble
definition. Some have suggested that interventions
for STD/HIV prevention may be improved by
addressing the characteristics of a relationship,
particularly the length of a dating relationship.’®
Although this may be useful on an individual basis,
it is important to develop general behavioural
guidelines. From our study and others on
contraceptive effectiveness, we suggest that simple
slogans could be developed on these particular
issues, such as “Double or quits!”: use dual
protection (condom and pill, or condom and long-
acting contraceptives) or do not engage in sexual
intercourse. A stablerelationship doesnot last three
hours, three days, or threeweeks ... It sat |east three
months!’: use condoms for at least three months
before having screening tests. Check the results of
your screening tests before stopping condom use.
“Prefer quality to quantity’: with fewer sexual partners,
there are fewer STDs.
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Finally, our study shows that adolescent boys are
willing to take contraceptive responsibility. The
message that contraception isboth boys' and girls’
business, although not new, is still avery important
message. In view of the perception by health and
school professionals that adolescent boys are
concerned with preventive behaviours for
reproductive health, some new strategies could be
developed and tried. For example, when adolescent
boys were confronted in roleplaying with the
possibility that, if an unplanned pregnancy occurs,
paternity could be identified and that they would
have to support the child’s education, they reacted
very intensely andintended to devel op contraceptive
behaviours. Involving adolescent boys in
reproductive health pre-ventive behaviours is still
an areato develop.

I'n conclusion, counselling teens about contraception
and STD/HIV protection remains an extraordinary
challenge. Listening to teens gives us clues to
reinvent our approaches and answer their needs in
better ways.
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Table 1. Percentage Distribution of Women Age 15 to 17 years and 18 to 24 years, by

current Contraceptive Practice, According to survey and year

Status 15-17 years | 15-17 years| 15-17 years | 18-24 years| 18-24 years
Study group CC? 1994 CCS_ 1995 CCS_1998 CFS_ 1984 CF? 1995
(n = 165) (n =124) (n=91) (n=091) (n = 600)
Rill 32 23 21 43,7 38,0
Condom 29 25 10 4.6 12,6
IUD 3,5 0,8
Diaphragm 0,4 0,0
Foam 4 1 0,2 0,4
Rhytm 2 1 1,0 0,3
Withdrawal 5 2 3 0,9 0,2
Other 0,5 0,9
Sterilization 1 2,6 3,6
pomarten | | s [ e | ows | e

* The proportion of sexually active women is not known in these studies except for CCS 1998 (64%).

Table 2: Description of the study population

Characteristics

Adolescents

Health care and
school professionals

n =150 n =90

Female 62% 77%
Mean age (yrs) 16.2 39.3
Relligious affiliation (yes) 82% 80%
Religious practice (yes) 22% 29%
Low socioeconomic background 59% 48%
High socioeconomic background 14% 32%
Sexually active (yes) 71% N/A
Type of professional N/A

- physician or nurse 55%
- social worker 28%
- teacher 17%
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Reproduced from:Journal SOGC Volume 23, number
4 April 2001, 329-333.
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Teen Pregnancy and Substance Use

Diane Francoeur, MD, Hopital Ste-Justine, Université de Montréal, Montréal QC

M ethods

A Medline search was done for French and English
articles dating from 1995 to the present, using the
terms “adolescent sexuality,” “pregnancy,”
“substance abuse,” and “contraceptive use.”
Searches were extended earlier than 1995 as needed
to assure a good representation of the issue and a
good methodology. Abstracts were reviewed and
articles selected.

Predictors of use of tobacco, alcohol and
illicit drugsin adolescents

Estimated rates of substance use among pregnant
adolescents, including tobacco, alcohol, and illicit
drugs, range from 11 percent to as high as 52
percent,(1) similar to the rates of usein nonpregnant
female adolescents. Cigarettes and alcohol are the
most common substances used.(2) Substance useis
highly correlated with use by family and friends(3)
andismorecommoninwhiteadolescent girlsthanin
other ethnic groups.(4) The mean age at which
adolescents first try cigarettes is before their 13th
birthday.(2)

Inthe 1998 study by Teagleand Brindis,(2) 49 percent
of pregnant adolescents reported the use of at |east
one substance during their pregnancy, and 80 percent
had experience with at |east one substancein the six
months prior to pregnancy. The mean age for
progression of substance use follows the pattern
observed in previous research,(5) beginning with
cigarette smoking (mean age 12.4 years), progressing
to alcohol consumption (mean age 13.8 years), to
marijuana (mean age 14.3 years), and finally to other
drugs (mean age 15.2 years).

Fortunately, the majority of subjects (approximately
64%) inthe study by Teagleand Brindisdiscontinued
substance useduring thefirst trimester of pregnancy.

Family and siblings were reported to be substance
abusers in one-third of the group. Alcohol and
tobacco use was more common in parents, whereas
marijuanaand other drugswere more commonly used
by siblings and the father of the baby.(2)

The prevalence of smoking in adolescent girls was

20 percent, 2 comparable to most other studies.(6,7)

Caucasian females have the highest prevalence of

tobacco use among adol escent subgroups. Minority

groups tend to use less and initiate later than white
youths.5 Adolescent girlsreport that they smoke to

limit weight gain, to have smaller babiesand an easier
delivery, and to decrease their anxiety. There is a
strong correlation between age at first intercourse
and the level of cigarette smoking.5 Factors

associ ated with cigarette smoking during pregnancy

were multiparity, unmarried status, alcohol use, and

parental smoking.

The estimated rate of alcohol use within the teen
population varies from 20 to 60 percent.(8) Most
studies show a rate of approximately 20 percent
during pregnancy. Alcohol useismorecommonwithin
the Caucasian popul ation.(8)

Inthe Teagle and Brindis study, therate of marijuana
use in the first trimester was less than the
prepregnancy rate (14 and 20 percent respectively).(2)
No ethnic differences were found in marijuana use.
Alcohol and marijuana use was more common in
unwanted pregnancies, in older adolescents, and in
multiparas.2 Unfortunately, most of thisinformation
comes from self-reported analysis and is subject to
reporting bias. Pregnant adolescentsworry that they
will bejudged by theinterviewer and that their babies
will be taken from them, and thus may be inaccurate
in their reporting.

The Y outh Risk Behavior Survey ,(9) 1995 survey of
Amer-ican students from grades nine to 12,
demonstrated that therates, frequency, and amounts

Canadian Associationfor Adolescent Health




PRO-TEEN

of useof illicit substances, especially cocaine, heroin,
and opiates, had fallen slightly over the preceding
decade. Alcohol and marijuana use remained stable,
while the use of cigarettesincreased slightly.

Pregnancy as an opportunity for
intervention

The prenatal care setting represents a unique
opportunity for education regarding prevention of
substance abuse with highest-risk adolescents, or
intervention with teens already substance users,
especially helping adolescents realize the
consequences of substance abuse in pregnancy.
Many of these pregnant teens drop out of school,
thereby foregoing one of the only institutions that
focuses primarily on positiveintervention related to
the adol escent. For these pregnant teens, the prenatal
clinic may be their only opportunity to discuss
behavioural change. Theimportance of the child the
pregnant teen has chosen to carry affords a greater
incentive to make positive lifetime changes dur-ing
pregnancy, perhapsagreater opportunity than at any
other time of her life.

Sexual abuse is acommon antecedent of adolescent
pregnancy, with up to 66 percent of teens reporting
histories of abuse.(10) Child abuse, both physical
and emotional, seems to be a risk factor for early
pregnancy. This is probably related to high-risk
behaviours that may lead to unplanned pregnancy,
such as early onset of sexual activity, prostitution,
substance abuse, and multiple partner
relationships.(10) These adol escents engagein more
relationships that are violent, and they have the
highest rates of sexual victimization after the age of
16 years, including both sexual assault and reports
of rape.(11) They may have an increased desire to
conceivein order to have something positive happen
to them.(11)

Gilchrist et a. (12) examined the use of drugs among
adoles-cent mothers up to 18 months postpartum.

They observed that use of all substances decreased
substantially during pregnancy, but increased
steadily inthe 18 monthsafter delivery. Thisincrease
in use was associated with depression, stress, and a
per-ceived need for social support.(12) Itisimperative
that those who provide carefor these young women
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are aware of both this possibility and the possible
association with sexual abuse.

Screening for drug abuseand intervention
strategies

Even if drug useis suspected, it is not always easy
to obtain the information needed to confirm this
suspicion. Horrigan et al. (13) demonstrated, in both
adult and teen populations, that a psy-chological
questionnaire on substance abuse is probably far
more specific than a urine screening test. Screening
tests were able to identify only 15 percent of the 57
percent who self-reported use of a substance. This
may be in part because drugs are mostly detectable
inurineonly for ashort time, approximately four days,
although cannabis may be detectablefor two to four
weeks. Alcohol can only be detected with a blood
sample. (13)

Little has been published on interventions to stop
the use of substances during pregnancy. The most
popular model is probably the Minnesota Model,
based on the 12 steps of Alco holics Anonymous.
(14) The program relies on group support, self-help,
and professional staff to help parents deal with
asso-ciated drug abuse and law problems and
emphasizesthe importance of going back to school.

The therapeutic community is based on an adult
treatment approach that views alcohol and drugs as
deviant, and abuse asrepresentative of adisorder of
the whole person. (15) This approach is based on
group tasks and responsihilities, includ-ing one-on-
one counselling.

Thethird major treatment approach for teensisfamily
therapy, where difficult family relationships are
revised and families are given assistance to review
thelimitsand responsi-bilities of theindividuals.(16)

Finally, cognitive therapy focuses on maladaptive
thoughts and behaviours.(17)

Thegoalsof al treatment approaches areto increase
stress-management behaviour, establish adrug-free
environment, increase academic performance, and
emphasize that drugsare not the solution to problems.
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To achieve these goal s requires true commitment on
the part of care providers. The ideal is for al teens
not to use substances during pregnancy. Fortunately,
most do not.
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The Rights of the Adolescent: The Mature Minor

Victoria J. Davis, MD, Roxanne Mykitiuk, BA, LLB,LLM
Department of Obstetrics and Gynecology, Univer sity of Toronto, The Hospital for Sick
Children, Toronto ON, Osgoode Hall Law School, York Universty, Toronto ON

I ntroduction

Ignorance and misconceptions about adolescent
sexuality prevail among adults and ado-lescents
themselves. Thus, it is often the role and obligation
of adolescent health care providers to dispel myths
and to educate their patients about responsible and
safer sexual behaviour to ensure sexual health. In
additionto providing education, health care providers
may also be required to diagnose and treat the
reproductive health conditions of minor patientsand
to facilitate health prevention measures, including
contraception and testing for sexually transmitted
diseases. Teens who do not want their parents to
know about their sexual behaviour may consult a
health care provider for reproductive or sexual health
care services and treatment without parental
knowledge or consent. This may present legal and
ethical dilemmasfor health care providers who need
to ensure a legally valid consent is given for any
medical treatment or pro-cedure and who may wonder
whether an adol escent bel ow the age of legal majority
is able to provide this consent.

While for many purposes the age of majority or a
statutor-ily defined age determines when an
individual may legally participatein certain activities,
thereisno legally defined agefor consent to medical
treatment. Common law recognizes that adol escents
under the legal age of majority who are sufficient-ly
mature (the mature minor) may have the capacity to
con-sent to health care services with the same
independence as adults. (1,2) To determine if an
adolescent is capable of consent, the health care
provider must decide if the adolescent is able to
understand and appreciate the nature and
consequences of the proposed medical procedure.(3)
Maturity is demonstrated when a minor has the

intellectual capacity to understand critical information
about prospective medical treatment, and thevision
to make a responsible decision about her medical
care. The key element, therefore, is the minor’'s
competence and capacity to understand and decide,
not chronological age.

While adolescents may be ablelegally to consent to
med-ical treatment and many have the decision-
making capacities of an adult, (45) determining
whether a particular individual has the capacity to
consent needsto be assessed on anindividual basis.
If the health careprovider isunsurewhether the minor
has the requisite capacity, acolleague, bioethicist or
psychiatrist could be called upon for a second
opinion. Courts have recognized that the decisional
capacity of aminor will vary with the gravity of the
decision and the degree of understanding and
appreciation of the consequences of treatment and
its alternatives. Thus the same individual may have
the requisite capacity to consent to some medical
services, but not others where the decision making
processismore complex or the conse-quences more
serious. Moreover, while one adolescent may be
decisionally capable of consenting to a particular
medical ser-vice, another adolescent of the same age
may not be. In the context of reproductive health,
courts have held that a 15-year-old had the capacity
to consent to be fitted with an intrauterine devices
and that a pregnant 16-year-old could give a valid
consent to have atherapeutic abortion.(7)

Wherethereisdisagreement between amature minor
and her parent about a medical procedure or
treatment, the wishes of the adolescent should
prevail, asthe minor is capable of consenting to her
own treatment. Therefore, the parent of a mature
minor cannot veto the decision of amature minor to
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have an abortion or to bring a pregnancy to term
against the parent’ swill; choicein thismatter belongs
with the mature minor.(8) As a general practice,
however, the health care provider should discusswith
the patient, and document, the importance of
involving parentsin health decisions, aswell asthe
poten-tial negative consequences of sexual activity
and all of the options available (including
abstinence).

Wherethe adol escent is capabl e of making adecision
and understanding its consequences, that adol escent
should have equivalent to adult accessto all aspects
of available reproductive health care. For example,
while adolescents are less likely than adults to seek
servicesfor infertility, thereare some culturesinwhich
early marriage and childbirth are the norm.
Conseguently, physicians may refer a mature minor
for fertil-ity services when pregnancy is not
forthcoming. Under law, a married minor is usually
treated as having attained majority status; however,
fertility services cannot ethically be denied if the
unmarried adolescent is found capable and they are
required medical services for that individual. Laws
also tend to accept that an adol escent bel ow the age
of 18 attains mgjority status on becoming a mother:
this facilitates the younger mother in making health
caredecisionsfor her child. It would be contradictory
for themother to be ableto make health care decisions
for her child and not for herself.

In Ontario, statutory law provides that a person is
capable, with respect to healthtreatment, if the person
is both able to understand the information that is
relevant to making a decision about the treatment
and able to appreciate the reasonably foreseeable
consequences of adecision or lack of adecision.(8)
The Health Care ConsentAct makes no reference to
an“ageof consent,” followingin principlethe“mature
minor” rulethat one’ slegal right to make health care
decisions depends on one' s decision-making ability
rather than one’s age. In some provinces, such as
New Brunswick, British Columbia, and Quebec,
legislation specifies an age at which an individual
may give autonomous consent.(9) These provisions
extend the presumption of capacity to consent
enjoyed by adults to minors. Even where |legislation
sets a minimum age for consent to pro-cedures
performed in hospitals, as is the case in Ontario, it
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has been argued that these provisions do not affect
the general law of consent to medical treatment, but
rather relateto therelationship between the hospital
and health care provider and set a bureaucratic
requirement to document evidence of consent (3)
Therefore, if amature minor who isunder theminimum
age specified in the statute consentsto treatment in
a hospital in the absence of parental consent (a
therapeutic abortion for example), the consent will
be valid vis-a-vis the treating physician and the
hospital.

In the case of adolescents who are incapable of
making their own health care decisions, parents or
legal guardians generally have the legal authority
and responsibility to act as surrogate deci-sion-
makers. The surrogate decision-maker is obliged to
make treatment decisionsin the best interest of the
patient. If parental consent was given for medical
treatment to an incapable minor who opposed and
resisted the proposed treatment, it is possible to
contest the parental decision to determine whether
parental consent can be imposed in light of the
minor’s opposition to the treatment. In addition,
health care providers who believe that asurrogate’s
decisionsarenot in the best interest of the child can
appeal to provincial child welfare authorities.(10)

The requirement that health care providers maintain
patient confidentiality derives from the Hippocratic
oath, and is a legal obligation. Unless assured of
confidentiality, sexually active adolescents may
forego counselling and contraception, thereby risking
pregnancy, sexually transmitted diseases (STDs), and
their sequelae. In order to maintain a therapeu-tic
bond and ongoing care, the minor must trust the
health care provider. Confidentiality is essential. A
mature minor is entitled to the same level of medical
confidentiality as any other patient. There are,
however, certain exceptions to absolute
confidentiality. These are: the duty to warn third
parties of immi-nent and serious danger (such as a
positive HIV test); the disclosure of childbirth when
necessary to protect the interests of the newborn
child; disclosurewhen an adol escent requests health
services because of sexual or other exploitation or
abuse, against which parents may provide
protection;(11, 12) and the statutory duty to report
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suspected cases of child abuse, including sexual
abuse, to achild protection agency.

An additional issue arises when the adolescent is
not capa-ble of making decisions about medical
treatment, but does not want parentsto know about
the request for medical services.

Some argue that a health professional who does not
dis-closeto parentsmay be acting inthe best interest
of the patient. Others are of the view that afailureto
disclose, especially where the information is
important to the welfare of the child, could be
regarded as usurping the parent’ srole as substitute
decision-maker to determinewhat mattersarerel evant
to the health care of the minor. Canadian courtshave
not determined whether adecisionally incapable minor
can bind a health care provider to non-disclosure
vis-a-vis parents.(3)

Health care providers need to be aware that it is a
criminal offencefor apersontoinvolveachild under
theage of 14 inany kind of sexual activity evenif the
child consentsto the activ-ity. The Criminal Code of
Canada provides a defence where the victim is at
least 12 years of age and under 14 and the accused
personisat least 12 yearsof ageand under 16, isless
than two yearsolder thanthevictim, andisneitherin
a position of trust or authority towards the victim
nor isapersonwithwhomthevictimisinadependent
relationship. This information may be relevant to a
health care worker providing contraceptive advice or
sex education to a patient who is or is planning on
engaging in sexual activity with aconsenting partner,
whose consent is vitiated by the operation of the
Crimina Code.

In conclusion, health care providers need to respect,
empow-er, and promote well-being in their patients,
especially adoles-cents in the area of reproductive
health care. The promotion of well-being includes
education in all aspects of sexuality, so that negative
sequel ae can be reduced or avoided altogether, thus
ensuring theright to reproductive health. A failureto
discuss sexuality and sexual health means that
adol escents often do not acquiretheinformation and
skills they need to prevent unin-tended pregnancy
and sexually transmitted di sease, and the con-sequent
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psychological impacts of these conditions. In
addition to their direct involvement with adol escent
patients, health careworkers can also work with their
local provincial governments to support and adopt
policies and programs that respect, pro-tect, and
guarantee reproductive rights, including those of
minors. Thismay requirethe creation of appropriate
legislative, administrative, and budgetary measures
to realize reproductive rights. However, if
established, we can expect to see a decline in
unintended pregnancy and STDs, and anincreasein
the num-ber of youths who are empowered to deal
more knowledgeably with their sexuality.
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Trust for the Study of Adolescence

www.tsa.uk.com

This new site, established by the Trust for the Study of
Adolescence (TSA), will be of interest to researchers,
journalists, students and all those who work with young
people, including those in health, socia services, family
centres, youth and voluntary organizations, education and
prison and youth justice services.

The site will contain full details of:

Why TSA was founded and what its aims are;
Current research projects;

The youth, citizenship and social change ESRC
Research Programme;

Research networks;

Publications and resources available from TSA;
Press rel eases, describing new grant awards and
research progress;

Details on TSA’'s latest professional
development initiatives;

The Pdlvic Health Centre
At the Women's Health MattersWeb site

The Women’s Health Matters Web site at Sunnybrook
and Women' s College Health Sciences Centreis pleased to
announce the launch of a new resource focusing on pelvic
health. Created in conjunction with women’ s health experts
at the Pelvic Health Centre provides information about:

Cervical Dysplasia

Chronic Pelvic Pain
Endometriosis

Fibroids

Interstitial Cystitis

Ovarian Cysts

Polycystic Ovarian Syndrome
Pelvic Inflammatory Disease

Details on TSA’'s latest professional
development initiatives;

Details of upcoming events and conferences,
Linksto other useful web-sites and forums that
deals with young people.

Childnet International
www.childnet-int.org

Children International isanon-profit making organization
based in London. Childnet works around the world to
promote children’ sinterest in understanding and using the
internet, promoting media awareness and spreading good
practice to those who guide children. Childnet hasworked
with anumber of other agenciesto produce publicity and
awarenessresources, which explain how theinternet works
and help people understand some of theissuesit presents.

Pelvic Prolapse
Urinary Incontinence
Vulvodynia

The site is intend as a resource for all women and their
health care providers who are interested in reliable and
trusted health information. Please visit Women's Health
Matters at: www.womenshealthmatters.ca

For more information contact

Sheryl Mitchell, Director,

Women's College Health Sciences Centre
(416) 813-4752
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Together Working For and With the Adolescent

12th Quebec Regional Meeting

The CAAH will present its 12™" Quebec Regional Meeting the 25" and 26% of April 2002 in
Montreal at the Maison Notre-Dame. The topic of the Meeting is: “Together Working For
and With the Adolescent”. It will be presented in both languages, English and French. The
objectives of the Meeting will be the following:

Better understand some issues that adolescent are confronted with, such as the
clash between two cultures, parent-adolescent relationship, chronic diseases and
motherhood.

Better understand the relationship between the adolescent and health care workers
and educators.

Improve our intervention with adolescents and their parents.

The meeting will include as usual some guest speakers and workshops. The guest speakers
are Mounir Samy who will present “How Can | Not Love My Child? — The Question of Parental
Ambivalence”; Jaswant Guzder, “Adolescents Growing Up Between Two Cultures: Conflicts,
Competence and Individuation Issues” and Sarah Brandon, “Youth Friendly care and services”.
There will be two periods of workshops during each day of the meeting, the morning and
the afternoon. And the last day the general assembly of the members of the CAAH will take

place.

For more information, please contact:

ACSA — CAAH Section de médecine de I'adolescence
3175 Ch Ste-Catherine, Montréal QC H3T 1C5
Tel: 514-345-9959 Fax: 514-345-4778
E-mail: acsacaah@globetrotter.net - www.acsa-caah.ca



