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Newsfrom the Association

Democracy HasitsPrice:

A Few Minutesof Our TimeEach Year.

The Association and its President need our help and support.

Our Association hasin excess of 800 membersbut in
Toronto, on Oct 30 2002, we could not gather enough
of us to form the quorum needed for us to hold a
General Assembly. | am sure that this was a great
disappointment for our President, Dr Jean-Yves
Frappier. He had an agenda, minutes, report, and fi-
nancial statements ready to share with the member-
ship. There were important issues to be discussed.

How isit that the highly successful CAAH confer-
ence and our popular journal can be so well received
by the membership but our business meeting leaves
too many of us voting with our feet ? Isit that we
trust our President to manage our affairsand provide
the benefitswhich we so clearly enjoy (inexpensive
membership fees, web-site, journal, regional and na-
tional conferences). Isit that our association isjust
aloose network of differing cultures ( francophone,
maritime, western, anglophone Ontario) ?Isit that
our country is so big that regional interests are our
priority ?

| think we all agreethat CAAH’ swork isvalued (per-
hapstaken for granted ). However, it may betimeto
think about how best to balance membership inter-
ests/services with efficient and economical govern-
ance of thelegal entity that we are. How doesadis-
engaged membership exercise due diligence when it
comes to making decisions. Arewein need of adif-
ferent approach to membership ?

Over thelast few years the Association has struggled
financidly. Maintaining acrediblemembershiplist and
collecting dues has been achalenge. A chalengethat
would be much reduced if each of uswere better at
responding to thefirst notice of duesthat wereceive.
Perhaps paying ones dues should only betied to re-
celving thejourna and being ligiblefor reduced con-
ferenceregistration fees. Efficiency and democracy
would be better served if paying our dues were not
tied to the right to vote. Should CAAH offer dues
payers the extra option of indicating whether or not
they wish to receive services with ( or without ) vot-
ing rights ? This option might create asmaller voting
membership but it would have certain advantages
when it comesto managing regiona affairs, conduct-
ing business meetings, or satisfying our legal require-
ments. It would not disenfranchise anyone who
wishes to vote, attend business meetings etc but it
would carry agreater responsibility to participatein
CAAH'’sgovernance.

Our Association, like many othersin the adolescent
health field, movesforward infitsand starts. | believe
that the Toronto meeting’ s success was a strong mes-
sage about peoples’ interest in and energy on behalf
of our adolescents. Wejust have to find away to be
equally supportive of those who manageits affairs.

Dr. Roger S. Tonkin.
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President’ sReport 2002

The state of membership in December 2002 is as
described in the tables below.

Thisyear, 66% of our members have paid their dues.
The members of 1999 will probably not renew their
membership but many membersfrom 2000 and 2001
will renew in 2003 after several reminders. Sending
three reminders per year has proved to be rewarding
in terms of membership renewal. Our membershipis
stable as compareto last year.

We areloosing and gaining 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 was carried onin
those provinces (with National and Regional
meetings).

85% of the members are women and 15% are men;
59% of the memberswant to receivetheir journal in
French, 33% in English, while 8% want both.

49% of the members have a single membership; thus
51% arein agroup membership. Thisincludesmembers
who have aninstitutional membership (185% for up to
7 members).

22% of the members pay themselvestheir dues, 77%
having their dues paid by their institution or
organization; 1% are free members or other kind of
payment.
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Meetings

A Québec Regiona Meeting was held in Montreal
April 25th and 26t 2002. There was a French and
English program and the meeting was well attended
with 275 participants. The theme was “ adolescents,
the network, the family, the school and theteam”. It
served aso as the 2001 annual meeting, since the
meeting had to be postponed in October 2001. The
meeting was organized by the Québec section of
CAAH, and the Adolescent Division of Ste-Justine
Hospital.

The 2002 annual National Meeting was held in
Toronto October 30™ 2002. It was organized by the
Adolescent Medicine Division of the Hospita for
Sick Children. The theme was*“ Adolescence In The
New Millennium: The Agony and the Ectasy”. It was
well attended with 200 participants who ended up
very satisfied according to the evaluation.

Webste

The website has now two entrance, the old oneand a
newly designed one for skilled internauts. Many
issues of PRO-TEEN and PRO-ADO have been added
aswell as many documents and new links.

The website is visited by an average of 600-900
persons per week, of which about 130 accessthrough
the home page while other accessindirectly through
other links. There are usualy more than 5000 hits per
week on the site. The time spent on the site is
interesting sinceit is above 5 minutes on average.

Canadian Association for Adolescent Health
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1999 104 (12%)
2000 89 (11%)
2001 115 (14%)
2002 453 (56%)
2003 (registered and paid since September 2002) 53 (7%)

TOTAL 814

PRO-TEEN, PRO-ADO

Thejournd isdtill popular. Many of our new members
become membersto receive the journal. We haveto
think about the orientation of this publication.
However, publishing the Journal istime consuming
and we welcome any articlesfor publication.

Sections

The committee Section Quebec isin function since
three years, their members have devel oped their third
program for the April 2002 regional meeting. Wefind
among the members of the committee: Daniéle
Bouchard, Nurse; Ginette Ducharme, Nurse; Pierre

Chartrand, Social Worker; Yves Lambert, Family
Medicine; Judith Gaudet, Ph.D. student in
Psychology and Jean-Y ves Frappier.

In the constitution, CAAH wasto devel op sections
in each province or region. This has not been
possible and we will haveto revisit that concept.

Committess
Advocacy. The Committee has limited financial or

support resources. The activities were limited this
yedr.

Members per provinces

Québec 569 (70%)
Ontario 165 (20%)
British Columbia 37 (4%)
Nova Scotia 10 (1.2%)
Alberta 15 (2%)
Saskatchewan 6 (0.7%)
Manitoba 4 (.5%)
Newfoundland 2
New Brunswick 5 (.6%)
Y ukon 1
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Work Place (more than one choice) Type of Work (more than one choice)
CLSC 36% Clinical Intervention 66%
Private Office 10% Teaching 35%
School 30% Prevention / Promotion 59%
Public Hedth 13% Hedlth Education 41%
City Hedlth Department 0.2% Clinica Coordination 12%
Hospital 17% Group's Animétion 27%
Universty 5% Community Work 18%
Community Organization 6% Public Health 20%
Youth Centres 50 Research 10%
Children Aid Society (Y outh protection) 3% Administration 11%
Custodid Facilities 2% Documentation, library 3%
Governmenta Organizations 4% Benevolent 3%
School Board 204 Media 2%
Others 4% Street Work 2%
Program Development 15%
Others 3%
Not answered 9%
Professons of members
Nurses 33% Family Doctor 11%
Sodd Workers 13% Peediatrican 6%
Psychologst 8% Psychiatrist 1%
Teachers 2% Other medicd speddties 2%
School Counsdors 3% Librerian, Documentelist 2%
Child Life Worker, Occupationd Thergpist 4% Nutritionist 2%
Community Workers, Sret Worker 2% Adminigrator 2%
Sxdogg 1% Others %
Coordinator 5%
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Fields of Interest (more than one choice) )
Budget 2001 (audited)
Parents/adol escents Relationships 2%
. Revenues
0
Behavior Problems 61% Grants 76,910
Sexudlity, Pregnancy, Contraception 69% Membership fees 21,161
Handicap, Chronic diseases 37% TOTAL Revenues 98,071
Sexua Abuse 60% Expenses
. — Administrative support 52,691
Anorexia Nervosa, Bulimia 64% ProjectAssistant 34,904
. . . Journal 6,974
Suicide, Suicide Attempt, Depress 69% L ’
10106, Sade Attempt, Depresson ° Amortization 2,594
STD and AIDS 57% Maintenance 2,301
Dataentry 1,705
Drugs Use and Abuse 64% Office supplies 1,618
. Representation fees 342
. 0
Generd Hedth: growth, skin, ortho, sport 42% Travel charges 306
Rights, Laws 41% Interestand bank fees 281
Tax and permits 62
Adolescent Development 58% Professional fees 1,025
Learning Disorders 41% TOTAL Expenses 104,803
i ()
Vidlence 46% 11 cumulated deficit (dec 2001) 30,614
Nutrition, obesity 47%
Psychosomatic Diseases 47% Budget 2002 (not audited, approximation)
1 0,
Not Avalable 9% Revenues
Grants 109,000
Membership fees 19,990
Finances Regional meeting 2002 42,515
CAAH isstill in adifficult financial situation. TOTAL Revenues 171,505
_ Expenses
Futureactions . .
Administrative support 57,000
We have to think about the structure of the PrOJe;:ItAssmtant 41,000
organization. Decision should be taken as to the Joqm , 6,062
publication of the Journal and the development of Office, Maintenance 13,000
the website with a possible restricted entrance with Travel charges 1,500
fees. It is difficult to develop outside Québec and Professional fees 1,180
Ontario. 2002 National meeting 6,200
Regional Meeting 2002 29,600
H and productive year, GsT 4,600
py P y Reimburse (loan) 25,000
President
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Scientific Events

3rd World Congress- Child and Y outh Health 2003

May 11-14 2003, Vancouver, BC

The congress will provide you with an opportunity
to better understand what we currently know and,
more importantly, to set an agendafor the future; an
agenda that we challenge you to be involved in and
indeed take leadership in. The mgjor areas of focus
will be:

. Promoting healthy lives

. Providing quality education

. Protecting against abuse, exploitation and
violence

. Combating HIV/AIDS

The 2003 Child and Y outh Health Congresswill focus
on the Health Issues faced by children and youth
within the context of the UN Special Session on
Children. The Congress provides a setting for the
international community to define opportunities and
set prioritiesrelated to new knowledge devel opment
through research and the application of this
knowledge to the health issues of children over the
next decade.

The Congress will bring together child and youth
health leaders, scientists, health workers,
governmental and non-governmental organizations
and industries from the international community.
Participants will have the opportunity to hear more
than 170 internationally renowned speakers, building
on existing knowledge and establishing partnerships
which will form the basisfor new devel opments.
The plenary sessions, seminars and posters will be
focused on responding to four questions:

What isour current state of knowledgein relationto
science, practice and policy and what are the
strategiesfor moving forward in the next decade?

What aretheindicators that we can use at aregional,
national and international level to measure our
success over the next 10 years?

What opportunitiesexist for nationa and international
collaboration in research, application or policy to
improve the success of these strategies?

How can we engage youth to take interest in the
health issues of children and support their career
development in science, practice and policy?

Here are some of the plenary sessions that will be
available a the congress. Environment, Sexua Hedlth,
Parenting, War, Disability, Influences on
Development, Respiratory Diseases, Aboriginal
Hedth...

For moreinformation, please contact:

Child and Y outh Health 2003

c/o Venue West Conference Services
645-375 Water Stregt

Vancouver BC V6B 5C6

Td: (604) 681-5226

Fax: (604) 681-2503

Emall: congress@venuewest.com

Web: www.venuewest.com/childhealth2003

Canadian Association for Adolescent Health



Volume 11, Number 4

PRO-TEEN

NASP 2003 Annual Convention—Toronto April 8-12 2003.

NASP: National Association of School Psychologists

The NASP 2003 Annual Convention offers school
psychologists and related education and mental
health professionalsfive days at the world’ slargest
gathering of school psychologists.

Thisyear’ sprogram offers:

. More than 600 workshops, presentations, and
specia events

. Career Services Center and Job Fair

. More Advanced Professional Workshops
than in previous years

. Presentation strands on topics related to the
convention theme

. Cutting edge research and skillstraining

. Leading experts (Keynote by Elliot Aronson)

The NASP convention is agreat opportunity to:
. L earn about changesin education policy and

law that offer new challenges and
opportunities for school-based mental health

services

. Expand your ahility to serve asaresourcefor
your school/district

. Learn creative approaches to improving

outcomes for students with even the most
difficult learning, emotional, and behavioral
issues

. Stay abreast of the latest research and best
practicesin thefield

. L earn how to access additional funding for
school-based mental health services
. Build relationships with other professionals

who can be resources for information and
ideas throughout the school year

. Train with leading experts on current issues
such as culturally competent assessment,
positive behavioral supports, school safety,
and crisis prevention/response

The program is composed from featured sessions
which are specificaly relevant to the convention
theme, here are some which will be presented:

. Might the Columbine M assacre Have been
Prevented?Y ouBet Y our Life!; Elliot Aronson.

. And Words Can Hurt Forever: How to Protect
Adolescents From Bullying, Harassment, and
Emotiona Violence; James Garbarino.

. School Psychology and the Culture Wars:

Forty Y earsof Advocacy, Research, and
Practice; Irwin A. Hyman.

There is aso special sessions which are sponsored
by NASP |eadership, symposia presentations which
includes three or more papers on acommon theme
presented together. And of course workshops, they
are selected carefully to offer the best in:

. The latest trends and issuesin school
psychology.

. In-depth coverage, current research, and field
tested procedures.

. Intensive skills devel opment.

. A variety of topicsfor the many different
challenges school psychologist face.

. Hands-on learning and discovery.

. Invaluable networking opportunities.

For moreinformation:

NASP 2003 Annua Convention Questions
402-4340 East West Highway
BethesdaMD 20814

Phone 301 657-0270 ext: 216

Email: mharvey @naspweb.org

Web: www.nasponline.org/conventsions

" Page9
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Academy for Eating Disorders
2003 I nter national Conferenceon EatingDisorders

May 29-31 2003, Denver, CO.

The theme of the 2003 International Conference on . Treatment of Binge Eating Disorders
Eating Disordersis Clinical and Scientific Challenges:
The Interface Between Eating Disorders and Obesity. ConferenceActivities:
The meeting will be held a the Omni Interlocken Hotel

just outside Denver, CO, May 29-31. To make room ) Workshop ons & Paper ons

reservations, call the hotel directly at 303-438-6600 *  Poster Session and Reception & Discussion
and indicate you arewith the AED program to receive Panels
adiscounted room rate. . Specia Interest Group Meetings & Academy

Annual Business Meeting
There will be Half Day Clinical Teaching Day

Workshops, Plenary Sessions: For an up-to-date listing of audiotapesand CD’s, from
all of the AED’ s educational programs, please go to

. Body Weight Regulation the AED’ sweb Site: www.aedweb.org.

. Eating Disorders and Obesity in the Pediatric

Population For information: www.aedweb.org

. Classification of Eating Disorders

Canadian Association for Adolescent Health
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Articles

United Nations Special Session on Children:
Canadian National Plan of Action

Dear Partners:

In fulfillment of its commitment undertaken at the
United Nations Special Session on Children in May
2002, the Government of Canadawill be preparing a
National Plan of Action.

The Prime Minister has asked the Honourable Anne
McLédlan, Minister of Health and the Honourable
Jane Stewart, Minister of Human Resources
Development to accept joint responsibility for the
Nationa Plan of Action. The PrimeMinister hasalso
asked meto continue as his personal representative
to the process. Part of my roleisto ensure that we
respect our international commitmentsto children and
part of it is to communicate with as broad a
representation of Canadian society as possible,

including children and youth. Thisiswhy | amwriting
you today.

The document on which our National Plan of Action
isto bebased is“A World Fit for Children” available
on my website at www.sen.parl.gc.ca/l pearson under
“What'sNew?’. The best framework for our work is
the Convention on the Rights of the Child as
expressed by Canadain support of the UN General
Assembly resolution of November 20, 2002, on the
promotion and protection of the rights of children:

Canada firmly believes that our actions must be
guided by the Convention on the Rights of the Child.
The Convention remains THE instrument of
reference, THE essential legidative basis for the
achievement of children’ srights. The primacy of this

approach needsto be strongly reflected in our words
and actionsto improve the lives of children.

Both the Convention and “ A World Fit for Children”
strongly support the central role of parents and
familiesin safeguarding the rights of children. Both
documents also reinforce the obligation of the State
and theduty of all membersof society to help families
meet their basic needs and fulfill their responsibilities.

Asyou are aware, the federd, provincid and territorial
governmentsagreed in January 1997 towork together
to develop the National Children’s Agenda, a
comprehensive strategy to improve the well-being of
Canada's children. What emerged from public
discussions held during 1999 were goals that define
what Canadianswant for their childrenin four areas:
physical and emotional health; safety and security;
success at learning; and social engagement and
responsibility. Our Nationa Plan of Action will build
onthisinitiative.

“A World Fit for Children” was negotiated over three
years by the nations of the world and adopted by
consensus at the Special Session. It comprisesthree
parts. a) Declaration; b) Review of progress and
lessons learned; and c) Plan of Action. The Plan of
Action focuses on four main themes: i) promoting
hedlthy lives; ii) providing quality education; iii)
protecting against abuse, exploitation, and violence;
and iv) combating HIV/AIDS.

Within these themes, specific issues are identified
which will be of particular interest to many of you -

Canadian Association for Adolescent Health
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early childhood care and development, for example,
or therole of themediaor sexually exploited children.

Outside the specific areas of concern raised by the
Action Planin“A World Fit for Children” therearea
number of mechanismsthat will haveto bein placeif
the nations of the world are to be successful in
improving the situation of the world’ s children. So
the document calls for structures to protect and
promote the rights of children at the national level,
for capacity building, for research, for monitoring and
evaluation. It also underlines the importance of
partnerships in creating and implementing National
Plans of Action, particularly partnerships with and
for children. We will be consulting with as many
different categories of groups as possible.

Pleasetakethetimeto read “ A World Fit for Children”.
When you have read it and focused on your particular
areas of interest, we would invite you to imagine the
Canada and the world you would like to see in the
year 2015. With thisin mind then,

1. List your prioritiesfor action on behalf of children
either in Canada or abroad or both.
2. Indicate some strategiesfor getting there.
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3. And, from your perspective, identify emerging
issues of concern.

A reply by email or written letter (maximum 2 or 3
pages) should be sent to:

The Honourable Landon Pearson

The Senate of Canada

Room 210, East Block

Ottawa, Ontario K1A 0A4

E-mall: peard @sen.parl.gc.ca

Face to face consultations in various forms and
locations are planned for the spring leading to a
second draft which will be posted on my website for
comment in June. A final draft will be written in the
summer leading to the process of approval necessary
for it to be submitted to the United Nations in
December 2003.

Sincerdly,

Senator Landon Pearson
Advisor on Children’' s Rightsto
TheMinister of Foreign Affairs

United Nations Special Session on Children:

A World Fit for Us

We want aworld fit for children, because a world fit
for us is a world fit for everyone. We are not the
sources of problems; we are the resources that are
needed to solve them. We are not expenses, we are
investments. We are not just young people; we are
people and citizens of thisworld. Until others accept
their responsibility to us, wewill fight for our rights.
We have the will, the knowledge, the sensitivity and
the dedication. We promise that as adults we will
defend children’s rights with the same passion that
we have now as children. We promise to treat each
other with dignity and respect. We promise to be
open and sengitive to our differences. We are children
of theworld, and despite our different backgrounds,
we share a common reality. We are united by our

struggle to make the world a better placefor all. You
call usthe future, but we are also the present.

AWorld Fit for Us,May 8, 2002

Gatheredin New Y ork on May 5-7, 2002, nearly 400
young people took part in the Children’ s Forum that
preceded the United Nations General Assembly
Specia Session on Children. Two young delegatesto
the Children’s Forum were chosen by their peersto
ddiver the powerful statement, AWorld Fitfor Us, to
world leaders. On May 8", GabridaAzurduy Arrieta,
13, from Bolivia, and Audrey Cheynut, 17, from

Canadian Association for Adolescent Health
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Monaco, were thefirst children ever to address the
UN General Assembly on asubstantiveissue.

Between May 7-10, 2002, some 64 heads of state and
governments (including two queens, one king and
other royalty), 250 parliamentariansfrom 79 countries,
700 NGOsfrom 119 countries, and 250 children who
were part of the official delegations from 132
countries, came together to chart a course for the
future well-being of children, including
adolescents. At the opening ceremony, Secretary-
General Kofi Annan addressed his remarks directly
to the children and youth of the world.

The Canadian delegation was led by Deputy Prime
Minister John Manley and comprised: Minister for
International Cooperation Susan Whelan; Senator
Landon Pearson, Persona Representative of the Prime
Minister to the UN Specia Session on Children; other
Members of Parliament, representatives of UNICEF
Canada and the Canadian Coalition for the Rights of
Children; and fiveyoung personsfrom across Canada
accompanied by a representative from Save the
Children Canada.

The General Assembly defined two objectivesfor the
Specia Session:

1. A review of the achievements in the
implementation of the Declaration and Plan of Action
adopted at the 1990 World Summit for Children

2. A renewed commitment and apledgefor action
for children in the next decade

A record 193 countries have now signed or ratified
the Convention including the USA which has signed
but has given no indication that it will ratify soon.

Three Official Roundtables

Three Special Session Roundtable discussionswere
held on the theme, “ Renewad of commitment and future
action for children in the next decade”.

Canada participated at the second roundtable, co-
chaired by Presidents Tarja Halonen of Finland and
Vincente Fox of Mexico. One of Canada sfiveyouth
delegates, Candis Clarke (Saskatoon), spoke about
child and youth participation. More than fifty
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gpeakerstook part in the meeting, including anumber
of other child delegates speaking with their country
representatives. To encourage frank and uninhibited
dialogue, the General Assembly decidedto closethe
roundtables to the mediaand general public.

TheFinal Negotiations

Canadian negotiators worked diligently to secure
rights-based language within the outcome document,
A World Fit for Children, during the second and
third preparatory committee meetings and a number
of intersessionals. In the end, Canadian priority
issues for children were incorporated into the
document concerning “indigenous children and
children belonging to minorities’; “children with
disabilities and children with specia needs’; “play,
sport, recreation, artistic and cultural expression”;
and the inclusion of “neglect” in the definition of
child abuse. However, Canada registered
dissatisfaction with the debate on sexual and
reproductive health in a statement, Canada’s
Explanation of Position.

A large portion of the outcome document had aready
been agreed to by September 2001 beforethe Specia
Session was postponed by the events of 9/11.
Therefore, the final negotiations focused on certain
controversial issues. Important language with respect
to the Convention on the Rights of the Child,
adolescent reproductive rights, development
assistance, humanitarian aid, child labour and the
environment was either dropped or weakened during
the final negotiations. On the other hand, the
European Union managed to get areference to the
abolition of the death penalty for crimes committed
by children (para. 44.8). Most of thetext, however, is
positive, forward-looking and useful.

Thelast paragraphs of the outcome document were
negotiated in the final hours by five groups
consisting of the European Union, the SDC (Some
Developing Countries), the Like-Minded group (12
devel oped governments, including Canada), the Rio
Group (19 Latin American governments) and the USA.

After 24 months of intense negotiations, the UN

Genera Assembly Specid Sessonon Childrenfinally
adopted A World Fit for Children, by consensus.

Canadian Association for Adolescent Health
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TheOutcome Document

...aworld in which all girls and boys can enjoy
childhood — a time of play and learning, in which
they are loved, respected and cherished, their rights
are promoted and protected, without discrimination
of any kind, where their safety and well-being are
paramount, and where they can develop in health,
peace and dignity.

Endorsement of A World Fit for Children commits
heads of state and governmentsto achieving a set of
targetsfor children by 2010. The outcome document
includes a declaration, a review of progress and
lessons learned and a detailed plan of action. The
Plan of Action addresses four major areas: 1)
promoting healthy lives; 2) providing quality
education; 3) protecting against abuse, exploitation
and violence; and 4) combating HIV/AIDS. It outlines
how to create aworld fit for children through specific
godls, strategies and actions; mobilizing resources;
and follow-up actions and assessment. These goals
and actionsarelinked to the achievement of the 2015
Millennium Devel opment Goals.

Overall, there are 21 specific targetsfor child health,
education and protection over the next decade.

Goals, Strategiesand Action

According to thereport of the UN Secretary-General,
We the Children: “The cost of realizing universa
access to health, education and water and sanitation
was estimated by the United Nations and the World
Bank to be, in 1995 prices, an additiona $70-$80 hillion
per year —easily affordable.”

1. Promoting Headlthy Lives (only those related to
adol escents shown her)

Reduction in the maternal mortality ratio by at least
one third, in pursuit of the goal of reducing it by
three quarters by 2015.

Reduction in the proportion of households without
accessto hygienic sanitation facilities and affordable
and safe drinking water by at least onethird.

Development and implementation of national health
policies and programmes for adolescents, including

Volume 11, Number 4

goals and indicators, to promote their physical and
mental health.

Access through the primary health-care system to
reproductive health for all individuals of appropriate
ages as soon as possible and no later than 2015.

2. Providing Quality Education (only thoserelated to
adol escents shown her)

Eliminate gender disparitiesin primary and secondary
education by 2005; and achieve gender equality in
education by 2015, with afocus on ensuring girls’ full
and equal access to and achievement in basic
education of good quality.

Improve all aspects of the quality of education so
that children and young people achieve recognized
and measurable learning outcomes especialy in
numeracy, literacy and essential life kills.

Ensure that the learning needs of all young people
are met through access to appropriate learning and
life skills programmes.

Achieve a 50 percent improvement in levels of adult
literacy by 2015, especially for women.

3. Protecting Against Abuse, Exploitation & Violence

Protect children from all forms of abuse, neglect,
exploitation and violence.

Protect children from theimpact of armed conflict and
ensure compliance with international humanitarian
and human rights law.

Protect children from all forms of sexual exploitation
including paedophilia, trafficking and abduction.

Improve the plight of millions of children who live
under especially difficult circumstances.

4. Combating HIV/AIDS

By 2003, establish time-bound national targets to
achieve theinternationally agreed global prevention
god to reduce by 2005 HIV preval ence among young
men and women aged 15 to 24 in the most affected
countries by 25 percent and by 25 percent globally by
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2010, and intensify efforts to achieve these targets
as well as to challenge gender stereotypes and
attitudes and gender inequalitiesin relation to HIV/
AIDS, encouraging the active involvement of men
and boys.

By 2005, reduce the proportion of infants infected
with HIV by 20 percent, and by 50 percent by 2010:
by ensuring that 80 percent of pregnant women
accessing antenatal care have information,
counselling and other HIV prevention services
available to them; by increasing the availahility of
and providing access for HIV-infected women and
babies to effective treatment to reduce mother-to-
child transmission of HIV, aswell asthrough effective
interventions of HIV-infected women, including
voluntary and confidential counselling and testing,
accessto treatment, especialy anti-retroviral therapy
and, where appropriate, breast milk substitutes and
the provision of a continuum of care.

Canada’sContribution at the Special Session

We have before us the largest and youngest
generation the world has ever known with children
representing over one-third of the world’s
population. No less than the survival of this planet
— the peace and prosperity in which we all seek to
live — depends on the extent of the protection and
respect we accord our children. Of all the issues
which we face as a global community, thereis none
more universal than this; none more fundamental;
and none more urgent. Speech by DPM John
Manley, May 9, 2002

Canada is committed to ‘youth participation’ and
acknowledgesthe ‘ meaningful involvement of youth’
asan approach to devel oping responsible citizenship.
At the 1990 World Summit for Children, the“right to
participation” was not addressed. At the beginning
of the Special Session process, Canadaidentified as
apriority the “meaningful participation of children
and youth in the preparatory process, both
nationally and internationally, as well as during the
Specia Session”. Canadawasthe ONLY country to
include young persons on their official delegation to
the First Substantive Session of the Preparatory
Committee. And youth were included on all
subsequent Canadian del egations to the preparatory
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committee meetings. During the Specia Session, 132
countriesincluded youth on their official delegations;
children and youth were everywhere throughout the
Session, chairing meetings, questioning their leaders,
sharing their experiences and views, making a real
difference.

Micronutrient Programmes. Canada announced a
contribution to the Global Alliance for Improved
Nutrition (GAIN), an international partnership that
hel ps save lives and improve health, productivity and
cognitive function by eliminating micronutrient
deficiencies.

War-Affected Children in Colombia. During the
Specia Session, Canada announced a contribution
up to $3.5 million over three yearsto help Colombian
children and youth displaced by violence build peace
intheir country.

Workshop on Discrimination and Disadvantage. The
Government of Canada, in cooperation with
sponsored a Special Event on Children,
Discrimination and Disadvantage. Senator Landon
Pearson was invited to give the opening and closing
addresses. The panel was chaired by Zuhy Saheed,
Canadian Association for Community Living. One of
the Canadian youth delegates, Myron Wolfchild, also
took part. The purpose of the workshop entitled
“Preventing Discrimination Against Children and
Ensuring Inclusion of All Children” wasto:

. Create an international forum for dialogue on
discrimination and disadvantage for children,
inlight of the Convention on the Rights of the
Child and inaway that integrates perspectives
on disability, gender and ethno-racia
diversity;

. Outline key issues of discrimination and
disadvantage, from these perspectives;

. Point towards elements of acommon global
agendato address these issues.

Unofficial Discussion Papers. Five thematic papers
were prepared by the Office of the Honourable Landon
Pearson to further discussion around areas of concern
with regard to the UN Convention on the Right of the
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Child. Please note that these discussion papers are
arenot official Government of Canadapolicy.

1 Child Rights and the Family: What isthe
Controversy? What does the Convention on
the Rights of the Child Say?

2 What does the “best interests of the child”
mean?

3 Reflectionson “Rights’ and “Well-Being”
from the Perspective of Child Devel opment

4 What does the * evolving capacities of the
child mean?

5 A Rights-Based Approach

Millennium Development Goals

By 2015, dl 189 United Nations Member States have
pledged to:

1. Eradicate extreme poverty and hunger

Reduce by half the proportion of people living on
less than a dollar a day;

Reduce by half the proportion of people who suffer
from hunger

2. Achieve universal primary education
Ensurethat all boysand girls complete a full course
of primary schooling.

3. Promote gender equality and empower women
Eliminate gender disparity in primary and
secondary education preferably by 2005, and at
least at all levels by 2015.

4. Reduce child mortality
Reduce by two thirds the mortality rate among
children under five.

5. Improve maternal health
Reduce by three quarters the maternal mortality ra-
tio.

6. Combat HIV/AIDS, malaria and other diseases
Halt and begin to rever se the spread of HIV/AIDS,

Halt and begin to reverse the incidence of malaria
and other major diseases.
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7. Ensureenvironmental sustainability

Integrate the principles of sustainabl e devel opment
into country policies; reverse loss of environmental
resour ces,

Reduce by half the proportion of people without sus-
tainable access to safe drinking water;

Achieve significant improvement in lives of at |east
100 million slum dwellers by 2020.

8. Develop aglobal partnership for development
Develop further an open trading and financial sys-
temthat isrule-based, predictable and non-discrimi-
natory. Includes a commitment to good governance,
devel opment and poverty reduction —nationally and
internationally;

Addressthe least devel oped countries’ special needs.
Thisincludes tariff- and quota-free access for their
exports; enhanced debt relief for heavily indebted poor
countries; cancellation of official bilateral countries
committed to poverty reduction;

Address the specia needs of landlocked and small
idand developing States;

Ded comprehensively with developing countries debt
problems through national and international meas-
uresto make debt sustainablein the long term;

In cooperation with the devel oping countries, develop
decent and productive work for youth;

In cooperation with pharmaceutical companies, pro-
vide accessto affordable essential drugsin develop-
ing countries;

I'n cooper ation with the private sector, make avail-
ablethebenefits of new technologies—especially
infor mation and communicationstechnologies.

For moreinformation and the complete list of
documentssee; at www.sen.parl.ge.ca/lpear son
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Pediatricians Knowledge, Per ceptions, and Attitudes
towar dsProviding Health Carefor Lesbian, Gay, and

Bisexual Adolescents

Suji M. Lena MBBS, MRCP, FRCPC; Tannis Wiebe BSc, MD; Sara Ingram BSc, M Sc;

Mona Jabbour MD, FRCPC*

Background: Pediatricians are often thefirst health-
care contacts for gay, lesbian, and bisexual
adolescents who are developing their sexual
orientation.

Objective: This study investigated pediatricians
attitudes and practices towards gay, leshian, and
bisexual adolescents.

Method: We sent anonymous self-administered
guestionnairesto 112 pediatriciansin the Ottawaarea.

Results: Of thosewho responded, 36 per cent reported
hav-ing treated lesbian, gay, or bisexual patients, and
70 per cent reported not addressing theissue of sexua
orientation. Reservations in discussing sexual
orientation were due to fears of offending patients,
and a lack of knowledge regarding their needs.
Furthermore, 59 per cent of these pediatricianswere
unfamiliar with community resources for homosexua
youths, and 78 per cent reported wanting more
information with regards to the care of this
population.

Conclusion: Many pediatricians experience
difficultiesin discussing issues of sexual orientation,
and generally feel inadequately prepared to address
issues pertaining to the health-care needs of these
adolescents. While certain issues remain
controversial, the overall attitude of pediatricians
towards homosexually oriented patients is positive
inthat they areinterested in becoming more aware of
issues of homosexual orientation, to better servethis
population.

Introduction

Similar to heterosexual adolescents, many
homosexually oriented adolescentsfirst discover their
sexuality during adolescence.(1) Pediatriciansarein
apostionto bethefirst to interact with agay, lesbian,
or bisexual youth regarding issues of sexua and
general health. Thus, pediatricians who care for
teenagers should understand the medical and
psychosocial issues facing homosexually oriented
youth.

In coming to terms with their sexual identity,
homosexually oriented youths are at a high risk for
developing problems that include socia isolation,
chemical dependency, depression, suicide, sexually
transmitted diseases (STDs), running away, and
prostitution.(2,3) By identifying the needs of these
adolescents, appropriate preventive or supportive
measures can be implemented.

While there is growing awareness among
pediatricians of aneed to address these issues, gaps
exist in the knowledge about the health-care needs
of homosexua youth in Canada. One survey (5)
indicated that pediatric residency programs provide
insufficient training to deal with adolescents
psychosocial and sexual health needs. Thus,
pediatricians display varying levels of comfort in
addressing these issues, which may result in
insufficient health care.

Although there have been several American studies
investigating the care of homosexual youth from a
medical perspective,(4) research in Canada has been
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limited. Dueto differencesin demographics and the
health-care system, it is difficult to generalize
American findings to Canadian populations. Thus,
this investigation was conducted to gain more
information on pediatricians’ attitudes and practices
with regard to the health care of gay, lesbian, and
bisexual youth in Ottawa.

M ethods

The names of pediatriciansin the Ottawa areawere
se-lected from continuing medical education
department files. Included with the questionnaire were
a letter explaining the purpose of the survey, and a
return envel ope. Pediatricians were informed that all
mail-back responses would remain anonymous and
confidential. To increase the response rate, asecond
mailing was sent eight weeks after thefirst.

The questionnaire used (4) had been formulated with
theaid of two leshian, gay, and bisexual focusgroups
in Washington, D.C. It identifies issues of primary
importanceto pe diatricians, such as knowledge about
mental health issues and gay health issues, awareness
of insensitive practices including assumptions of
heterosexuality and human immunodeficiency virus
(HIV) status, and confidentidity.

Written permission was obtained to use and modify
East and El Rayess's questionnaire. Modifications
wererelated to differencesin health-care systemsand
demographics. Furthermore, an adolescent was
defined as “ayouth between the ages of 12 and 19
years of age.” The questionnaire was revised and
retested by four practising pediatricians with
experiencein adolescent health. Additiona pretesting
was conducted on seven medica students and family
practice residents. Adjustments were then made to
help clarify the questions. Thefinal survey included
guestions on demographics, practice patterns,
attitudes, style of assessment of sexual orientation,
awareness of health-care concerns of leshian, gay,
and bisexual adolescents, barriers to delivery of
services, current knowledge of available servicesto
homosexua youth in the community, and interest in
further training in thisarea.
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Due to the extensive pretesting of East and El
Rayess's questionnaire, pilot testing was deemed
unnecessary, regardless of the differences in
Canadian demographics. Permission was granted to
conduct this study by the chairman of the ethics
review board of the Children’s Hospital of Eastern
Ontario Research Ingtitute.

Data were coded for each question, and basic
descriptive statistics were computed. Reported
percentageswere cal culated from thetotal number of
responses for each respective question.

Results

We sent questionnaires to 112 pediatricians in the
Ottawaarea; 61 (55 per cent) responded. Threewere
returned with unknown addresses, and two
specidists declined to complete the questionnaire,
asthey deemed it ingpplicableto their practice (Table
D.

Of those who responded, 37 per cent (n=21) reported
seeing between 40 to 100 adolescents, and 63 per
cent (n=36) reported seeing <40 adolescents per
month. Half of the respondents reported that their
training in adolescent medicine was sufficient for their
practice needs.

Three percent (n=2) of pediatricians reported taking
apatient’ ssexual history from adolescents under 12
years of age; 40 percent (n=24) between the ages of
1210 13; 23 per cent (n=14) between the ages of 14
and 15; 10 per cent (n=6) between 16 and 17; and 23
percent (n=14) reported not taking their patients
sexual history. When asked whether sexual
orientation was included in the history, 70 percent
(n=40) reported that it was not considered, whereas
the remainder reported asking about orientation
depending on the patient’s age (between 12 to 17
years of age). Of respondents, 34 percent (n=20)
reported not engaging in safe sex counselling,
whereas the remainder reported counselling patients
between the ages of 12to 17.

Two percent (n=2) reported using a questionnaireto
approach patients on the issue of sexual orientation,
16 percent (n=12) used nonverbal cues, 28 percent
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(21) responded to patients’ questionsand comments,
24 percent (n=18) asked directly, and 30 per cent (n=23)
reported not addressing the i ssue. Respondents used
more than one method to approach the issue.
Reservations about discussing sexua orientation
were dueto alack of knowledge about the needs of
homosexual patients (44 percent, n=22) and the fear
of offending patients (44 percent, n=22). Two per cent
(n=1) reported that it is the parent’s job to discuss
such issues, 24 percent (n=11) reported that it may
offend the parent, 12 percent (n=5) reported time
constraints, and 32 percent (n=16) reported not
knowing how to ask the question. While four percent
(n=2) of pediatricians reported not attending to any
lesbian, gay, or bisexual patients, and 36 percent
(n=21) reported seeing homosexually oriented
patients, 60 percent (n=33) reported not knowing their
patients’ sexual orientation. Of the pediatricianswho
have had patients disclose their homosexuality, 67
per cent (n=16) reported that they always make anote
in the patient’s chart, 21 percent (n=5) only note it
down sometimes, and 12 percent (n=3) reported never
noting it down.

All respondents reported that they would never
notify the parent if an adolescent reported that he or
she was attracted to a person of the same sex. Inthe
event of circum stances that may pose risk to the
patient, however, such ashaving amuch older partner,
45 per cent (n=23) of pediatricianswould notify the
parents.

When asked about familiarity with community
re-sources for homosexually oriented youth, 59 per
cent (n=34) reported being unfamiliar, 38 per cent (n=
22) were somewhat familiar, and three per cent (n=2)
werevery fa-miliar. Furthermore, when tested on their
familiarity with Ottawacommunity resourcesfor gay,
lesbian, and bisexual youth, 60 per cent (n=36) of
respondents could not recognize any of the services
in amultiple-choice selection.

With regardsto the care of lesbian, gay, and bisexua
youth, 14 percent (n=7) of pediatriciansthought that
they were knowledgeable, 78 percent (n=43) wanted
moreinformation, and 49 percent (n=24) wanted further
training. Of pediatricians, 48 percent (n=24) reported
never receiving any formal training about lesbian,
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gay, and bisexua hedlth issueswhile at medical school
or during residency. Thisholdstrue for pediatricians
trained before the mid-1980s.

The responses of most pediatricians indicated a
positive attitude towards homosexuality. This was

determined by asking questions presenting

stereotypes that are often en countered with

homosexuality. Participants were asked true or false
questions (Table 2), and were asked about thede-gree

to which they agreed with certain statements (Table

3.

Discussion

Adolescence, particularly between the ages of 14 to
16 years, is a period when self identity and sexua
orientation develop.(8) Adolescents who are
homosexually oriented may undergo stress due to
misconceptions about gay, lesbian, and bisexua
individuals. Homosexud youth are two to threetimes
more likely to attempt suicide than their heterosexual
peers.(9, 10) Furthermore, thisgroup accountsfor up
to 30 percent of completed suicides among young
adults. Because pediatricians are in a position to be
thefirst to interact with these adol escents regarding
sexual activity, practitioners must be cognizant of the
issues and resources, and be able to openly discuss
sexuality issueswith their patients.

Standards of care require that all pediatricianswho

treat adolescents should be able to elicit a
comprehensive sexual history. This study indicates

that sexual history may not be recorded, and that

sexua orientation isinfrequently addressed in doctor-

patient interviews.

The discussion of sexua orientation with adolescents
isadifficult task.(6,7) Despitethis, pediatriciansin
this investigation agreed that discussing
homosexuality with adolescentsis appropriate, asit
could be thefirst step towards preventing associated
medical problems. While almost a third of the
respondents reported experience with adolescents
disclosing their sexual orientation to them, responses
indicate that they probably would have been poorly
equipped to deal with these situations.
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Pediatricians should be able to direct adolescents to
other community services that may provide
information and support. Responses in this study,
however, show an inade quate awareness of the
resources available. Such findings highlight the
urgent need to make al pediatricians comfortable
enough, both in communication and background
knowledge, to maximize the benefits of interaction
with adolescent patients. These issues should be
addressed through continuing education programs.
The need and desire for more information was
expressed by most respondentsto this study. Those
who did not feel the need for more information were
generally subspecialists, or pediatricians treat-ing
younger patients.

Pediatricians considered issues of confidentiality to
be paramount, and would never disclose information
about patients to parents, unless extreme
circumstances warranted immediate intervention.
When seeing adolescent patients, physicians may
need to emphasize the confidentiality of the doctor-
patient relationship. Once trust is gained, open
dis-cussionson sexual orientation may surface. This
inturn may prevent the devel opment of maladaptive
coping strategies.

Thisinvestigation does have several limitations, for
example, the use of asdlf-report questionnaire. Also,
since not all pediatricians completed the
guestionnaire, the findings must be interpreted with
caution due to potential response bias. Further
exploration is needed to be able to generalize these
results. A future study should include other provinces.
Theinformation collected in this study, however, isa
useful starting point to illuminate important issuesin
the care of homosexual adolescentsin Canada.

Conclusion

This study reveals that the discussion of sexual
orien-tation is rare among pediatricians in Ottawa.
Pediatricians further report a lack of knowledge
regarding available community resources targeted
for gay, leshian, and bisexua youth. These issues
should be addressed in continuing education
programsto help prevent associated health problems,
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such as suicidal behavior, psychological
mal adjustment, and STDs, asthe pediatriciansin this
study indicate adesire to learn more about the needs
of their homosexual patients.
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Tablel
Frequencies and Percentages of Demographic Features
Demographic features N (per cent)
Male 31 (51)
Gender
Female 30 (49)
25 to 35 6 (10)
36 to 45 23 (38)
Age
46 to 55 17 (28)
56+ 14 (23)
Caucasian 52 (86)
Ethnicity Asian 7 (12)
Other 1(2)
Academic 34 (56)
Practice setting Private clinic 26 (43)
Public clinic 1(1)
Medical school Canada 49 (82)
training Abroad 11 (18)
1960 to 1969 8 (21)
Year of graduation 1970 to 1979 12 (32)
1980 to 1989 14 (37)
>1990 4 (11)
Table 2
Frequency (Percentage) of True or False Statements on Homosexuality
Statement True n (per cent) False n (per cent)
ngual activity is a poor indication of whether a person is gay, lesbian, or 51 (88) 7 (12)
bisexual.
The mean age of self-identification for gays, lesbians, and bisexuals is 19 to 23. 17 (31) 38 (69)
One of three gay and bisexual youths attempt suicide. 39 (72) 15 (28)
Compared with the general adolescent population, gay and bisexual male youths
have higher rates of HIV infection. 44 (75) 15 (25)
One should assume that all gay and lesbian adolescents are HIV positive until 16 (28) 41 (72)
proven otherwise.
Most lesbian, gay, and bisexual teens trust their doctors with regards to 9 (17) 45 (83)
confidentiality.
Many lesbian, gay, and bisexual teens see few circumstances when a doctor
) . ) 51 (88) 7 (12)
needs to know their sexual orientation.
It is important to_know and a_dolescent s sexual orientation and sexual practices 45 (78) 13 (22)
before contraceptive counselling.
Lesbian adoelscents are at greater risk of contracting STDs than heterosexual
female adolescents. 6 (11) 50 (89)
Few self-identified lesbian women report having had sex with men. 17 (32) 36 (68)
Current recommendations for Pap smear screening are the same for lesbian and 45 (85) 8 (15)
heterosexual women.
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Table 3
Frequency (Percentage) of Agreement to Statements on Homosexuality
Statement Strongly agree Agree Neutral Disagree Strongly disagree
1 18 (31) 15 (25) | 14 (24) 5 (8) 7 (12)
2 0 (0) 1(2) 7 (12) 16 (27) 35 (39)
3 0 (0 2 (3) 12 (20) 13 (22) 32 (54)
4 18 (31) 31 (53) 6 (10) 3 (5) 1(2)
5 44 (75) 11 (19) 2 (3) 0 (0) 2 (3)
6 39 (67) 13 (22) 6 (10) 0 (0) 1(2)
7 0 (0) 3 (5) 5 (8) 15 (25) 36 (61)
8 4 (7) 12 (20) 8 (14) 15 (25) 20 (34)
9 25 (42) 22 (37) 9 (15) 2 (3) 1(2)
10 2 (3) 1(2) 8 (14) 9 (15) 39 (66)
11 32 (54) 16 (27) 9 (15) 2 (3) 0 (0)
12 0 (0) 0 (0) 11 (19) 15 (25) 33 (56)
13 28 (48) 15 (26) | 11 (19) 1(2) 3 (5)
14 12 (20) 10 (17) | 23 (39) 5 (8) 9 (15)
15 4 (7) 6 (10) 17 (29) 17 (29) 15 (25)
16 20 (35) 21 (36) | 10 (17) 3 (5) 4 (7)
1. 1 would be benefical to society to recognize homosexuality as normal.
2. Homosexuals should not be allowed to work with children.
3. Homosexuality is immoral.
4. Homosexuals are mistreated in our society.
5. Homosexuals should have equal opportunity in employment.
6. Homosexuals should be allowed to openly serve in employment.
7. Homosexuality is a mental disorder.
8. Homosexuality endangers the institution of the family.
9. Homosexuals should be accepted completely in our society.
10. Homosexuals should be barred from the teaching profession.
11. There should be no law against homosexual sex.
12. 1 avoid homosexuals whenever possible.
13. | would feel comfortable treating female homosexual patients.
14. Homosexuals should be allowed to marry.
15. Homosexuals should not be allowed to adopt children.
16. | would feel comfortable treating male homosexual patients.
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Background: Pediatric residents must have clinical
exposure and specific training to meet the health-
care needs of gay, leshian, and bisexual adolescents.
Homosexually oriented youths have medical and
psychosocia needs that these future pediatricians
must fulfil.

Objective: This study investigated the knowledge
and attitudes of pediatric residents in the
management of gay, lesbian, and bisexual youth and
related health-careissues.

Method: Twenty-nine pediatric residents at the
University of Ottawa were sent a survey
guestionnaire.

Results: Many respondents indicated that they
experience difficultiesin discussing issues of sexua
orientation, and feel inadequately prepared to
address the health-care needs of homosexual youth.
Furthermore, respondents showed alack of awareness
regarding resources available to gay, lesbian, and
bisexua youth in the community.

Conclusion: While knowledgeislimited, residents

atti-tudes towards homosexual youth are generally
positive. Also, most respondentsindicated aninterest
in continuing education, and in gaining more
information to better serve their homosexually

oriented adolescent patients.

Introduction

Many gay and leshian youthsfirst become aware of
their sexuality during adolescence.(1) These
adolescents face potential problems such as social
isolation, violence perpetrated by homophobic

individuals, chemical dependency, depression,
suicide, sexudly transmitted diseases, running away,
and prostitution.(2,3) Many of these problems
develop from societal misconceptions about
homosexuality, and the resulting fear of disclosing
one ssexua orientation. Because pediatriciansarein
a position to be the first to discuss sexuality with
patients, these health-care providers should be
knowledgeable and supportive regarding patients
sexua orientation. Training in this area has been
minimal in past programs.(5) Asfuture pediatricians,
residents can play a paramount role in the
development of these youths. Consequently,
residents should be instructed to assess sexual
orientation, to be cognizant of the stages of
homosexua orientation devel opment, and to provide
appropriate anticipatory guidance and supportive
counsealling.(1)

A few residency training programs invite guest
speakers from homosexual and bisexual populations
to lecture and conduct workshops. This providesan
opportunity for group discussion, role playing, and
the clarification of myths and stereotypes concerning
homosexuality. Open discussions can also help
residents overcome covert homophobic attitudes,
and develop agender-neutral language.

While homosexuality was removed as apsychiatric
illness from the DSM in 1973, misconceptions still
prevail. Despite new convictions about
homosexuality as a natural sexual orientation,
homosexually oriented youths are still referred for
psychoanalysis and psychotherapy to rid them of
“notions” that they are homosexual.(4) With
adequate training and increased sensitivity, these
practiceswill de-cline.
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Homosexual adolescents must be assessed for
psychiatric disorders, as should all adolescents if
necessary. They must then be referred appropriately
for therapeutic intervention.(5) Because
homosexually oriented adolescents may face
additional stressors, they should be referred to
psychiatrists, psychologists, and other professionals
who are not only sensitive to and supportive of the
special needs of adolescents, but who are also aware
of the stages of homosexual development. Such
caregivers should be identified before youths and
their families are referred for supportive care. The
gay and lesbian communities of all regionsin Canada
have directories and Web sites that list community
resources and information. It is uncertain, however,
whether these resources are made known to residents.

This investigation explores the knowledge,
perceptions, and attitudes of pediatric residents
regarding the health-care needs of gay, leshian, and
bisexua youthsin Ot-tawa.

M ethods

All pediatric resdentsfrom the July 1999 to June 2000
academic year (n=29) at the University of Ottawa
received the questionnaire during an academic half-
day session. Included with the questionnaire was a
letter explaining the purpose of the survey, and a
return envelope to mail back the survey anonymoudly.
Therewas a second distribution of surveysat ahalf-
day session approximately four weeks after thefirst,
toincrease the responserate.

We used a questionnaire developed by East and El
Rayess (6) that was modified to suit the Ottawa
pediatric residency program. Written permission for
the use of the questionnaire in this study was
obtained from Dr. East.

The questionnaire was pre-tested on family practice
residents. As with the original East and El Rayess
guestionnaire, the survey items included
demographics; awareness of health-care needs;
barriers to care; and concerns of leshian, gay, and
bisexual adolescents. In addition, methods of
addressing these concerns and interest in further
training wereinvestigated.
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Data were coded for each question, and basic
descriptive statistics were computed. Reported
percentages for each question were calculated from
the total number of responses for each respective
guestion.

Results

Of the 29 questionnaires that were handed out, 19 (66
per cent) were completed and returned (Table 1).

Of those who responded, 74 per cent (n=14) had
compl eted an adolescent medicinerotation. Overall,
37 per cent (n=7) reported adequate exposure to
adolescent patients, and 63 per cent (n=12) reported
inadequate exposure. Of the respondents who had
compl eted arotation specific to adolescent medicine,
43 per cent (n=6) reported that their exposure was
adequate. Of participants, 63 per cent (n=12) have
had gynecological examinations as part of their
training.

The age at which residents routinely start taking
patients’ sexua historiesranged from 12 yearsto 17
yearsof age: 16 per cent (n=3) reported beginning at
an age younger than 12; 32 per cent (n=6) reported
taking a sexua history between the ages of 12 and
13; 47 per cent (n=9) reported beginning between the
agesof 14 and 15 years; and five per cent (n=1) reported
starting between the ages of 16 and 17. While all
respondents reported taking patients’ sexual history,
26 per cent (n=5) would not conduct abstinence
counselling, and five per cent (n=1) would not
conduct safer sex counselling.

When asked whether they would include questions
about sexua orientation in taking sexua histories, 37
per cent (n=7) of respondents reported that they
would exclude it. With regards to how the issue of
sexual orientation is approached, 53 per cent (n=10)
reported that they asked directly, five per cent (n=1)
reported the use of a written questionnaire, 16 per
cent (n=3) reported responding to nonverbal cues,
and 37 per cent (n=7) reported that they responded
to patients’ questions or comments. Many
respondents had reservations about approaching the
issue of sexual orientation (Table 2).
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When asked whether alesbian, gay, or bisexua patient

has ever disclosed their sexual orientation, 3 7 per

cent (n=7) reported yes, of whom 14 per cent (n=1)

reported not noting it down in the patient’ s file. Of

therespondents, 21 per cent (n=4) reported that they

had an adolescent patient who was questioning

sexuality, and who discussed the matter with a
resident. Overal, 63 per cent (n=12) reported treating

ahomosexualy oriented patient.

All respondents reported that they would never
notify an adolescent’s parent if the adolescent had
reported he or she were attracted to a person of the
same sex. Inthe event of extreme circumstances, such
asasignificantly older part-ner, 42 per cent (n=8) of
pediatric residents would notify the parents.

Formal training regarding issues of sexua orientation
occurred in medical school vialectures or workshops
for 52.6 per cent (n=10) of the respondents, while 42
per cent (n=8) had no specific educationinthisarea.
Of the respondents, 32 per cent (n=6) reported that
they had received either alecture or other form of
teaching on the topic of health care needs of
homosexual youth.

When asked about familiarity with community
resources for lesbian, gay, and bisexual youths, 58
per cent (n=11) reported being unfamiliar, and 42 per
cent (n=8) reported being somewhat familiar with such
resources. In a multiple-choice question, however,
only 21 per cent (n=4) could recognizethat the Pink
Triangle, P-Flag (parentsfor lesbian and gays), The
Jewish Leshian Group and Gay Asians, and Friends
in the Capital were al resources avail-able in the
Ottawaregion.

While 68 per cent (n=13) of respondentsfelt that they
were not knowledgeable in the area of leshian, gay
and bisexual youth health issues, 89 per cent (n=17)
reported a de sire for moreinformation, and 89 per
cent (n=17) reported adesirefor further trainingin
thisarea.

Overdl, theresponsesindicated that general attitudes
toward homosexudaity were positive (Tables 3, 4).

PRO-TEEN

Discussion

This study identified the training needs essential for
improving the skills, comfort level, and awareness of
pediatric residents with regards to the health-care
needs of homosexual youth. All pediatric residents
who treat adolescents should be able to €licit a
comprehensive sexual history, including questions
about sexual orientation. Unfortunately, 37 per cent
of respondents did not think it necessary to ask at
any age about sexual orientation. This may be
attributed to reservations in asking what may be
perceived as a persona question. In addition, the
age of self awareness of sexual orientation was
identified by 21 per cent of residents to be in the
range of 19 to 25 years, when the established ageis
14 to 16 years. Thiserror may lead aresident to miss
the opportunity to address the devel opmental needs
of younger homosexual adolescents. (10)

To help homosexually oriented adolescent patients,
pediatric residents should not only feel comfortable
in thelr manner of communication, but must aso attain
background knowledge regarding resources. This
investigation demonstrated a poor awareness of
community resources available for gay, lesbian, and
bisexual youths. Pediatric residents must be better
educated about the available resourcesto help direct
their adolescent patientsto social supports.

Pediatric residency programs need toinform residents
about the high risk of suicide attempts in gay and
lesbian youth. Research indicates that one in three
homosexual and bisexual youth attempt suicide each
year. (7,8) While many pediatric residents are aware
of this statistic, itsimplications must be highlighted
inclinical practice. Indeed, increased awarenessis
necessary to identify possible psychological
problems or maladjusted behaviours in these
adolescents, and to help reduce the risk of suicidal
behaviour.(9)

Pediatric residents considered issues of
confidentiality to be paramount, and would never
disclose patientsinformation to parents, unless under
extreme circumstances warranting immediate
intervention. (11) Furthermore, respondentsindicated
the need for moreinformation about sexua orientation
and available services.
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Conclusion

The pediatric residents’ responses revealed that the
discussion of sexua orientation is difficult for many.
Residents also reported alack of knowledge, and a
lack of confidencein the ability to approach the topic
of gay and leshian health issues, and to direct the
adol escent to the appropriate resources.(12) These
issues must be addressed in training to hel p prevent
and manage associated health problems among this
youth population. Most importantly, however, the
pediatric residents surveyed indicated a desire to
learn more and to better understand the needs of
their homosexual patients.
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. Second 3 (16)
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training Abroad 0 (0) It may offend pargnts 6 (32)
It may oofend patients 6 (32)
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Table 3
Frequency (Percentage) of True or False Statements on Homosexuality

Statement True n (per cent) False n (per cent)
Sexual activity is a poor indication of sexual orientation. 19 (100) 0 (0)
The mean age of self-identification for gay and bisexual males 19 to 23. 5 (26) 14 (74)
One of three gay and bisexual youths attempt suicide. 17 (89) 2 (11)
Compared with the general adolescent population, gay and bisexual male youths 10 (56) 8 (44)
have higher rates of HIV infection.
One should assume that all gay and lesbian adolescents are HIV positive until 0 (0) 18 (100)
proven otherwise.
Most leshian, gay, and bisexual teens trust their doctors's confidentiality. 5 (26) 14 (74)
Many lesbian, gay, and bisexual teens see few circumstances when a doctor

) . . 18 (95) 1 (5)
needs to know their sexual orientation.
It is important to know and adolescent's sexual orientation and sexual practices

. ) 2 (11) 17 (89)
before contraceptive counselling.
Leshian adoelscents are at greater risk of contracting STDs than heterosexual 0 (0) 19 (100)
female adolescents.
Few self-identified lesbian women report having had sex with men. 14 (74) 5 (26)
Current recommendations for Pap smear screening are the same for leshian and 0 (0) 19 (100)
heterosexual women.

Table 4

Frequency (Percentage) of Agreement to Statements on Homosexuality

Statement Strongly agree Agree Neutral Disagree
1 11 (58) 5 (26) 1 (5) 1 (5)
2 0 (0) 0 (0) 0 (0) 5 (26)
3 0 (0 0 (0) 0 (0) 8 (42)
4 8 (42) 10 (53) 1 (5) 0 (0)
5 16 (84) 3 (16) 0 (0) 0 (0)
6 15 (79) 4 (21) 0 (0) 0 (0)
7 0 (0) 0 (0) 1 (5) 8 (42)
8 0 (0) 1 (5) 1 (5) 10 (53)
9 11 (58) 6 (32) 2 (11) 0 (0)
10 0 (0) 0 (0) 0 (0) 5 (26)
11 11 (58) 7 (37) 0 (0) 0 (0)
12 0 (0) 0 (0) 0 (0) 6 (32)
13 10 (53) 8 (42) 1 (5) 0 (0)
14 8 (42) 6 (32) 5 (26) 0 (0)
15 0 (0) 2 (11) 5 (26) 3 (16)
16 10 (53) 9 (47) 0 (0) 0 (0)

Strongly disagree
1(5)
14 (74)
11 (58)
0 (0)
0 (0)
0 (0)
10 (53)
7 (37)
0 (0)
14 (74)
1(5)
13 (68)
0 (0)
0 (0)
9 (47)
0 (0)

1. 1 would be benefical to society to recognize homosexuality as normal.
2. Homosexuals should not be allowed to work with children.
3. Homosexuality is immoral.

4. Homosexuals are mistreated in our society.
5. Homosexuals should have equal opportunity in employment.
6. Homosexuals should be allowed to openly serve in employment.
7. Homosexuality is a mental disorder.
8. Homosexuality endangers the institution of the family.

9. Homosexuals should be accepted completely in our society.
10. Homosexuals should be barred from the teaching profession.
11. There should be no law against homosexual sex.

12. | avoid homosexuals whenever possible.
13. | would feel comfortable treating female homosexual patients.
14. Homosexuals should be allowed to marry.
15. Homosexuals should not be allowed to adopt children.

16. | would feel comfortable treating male homosexual patients.
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Canadian Health Networ k

and

Y outh Gambling

What is the Canadian Health Network?

CHN is a national, non-profit, bilingual web-based
health information service. CHN'’s god is to help
Canadians find the information they’ re looking for
on how to stay healthy and prevent disease. CHN
doesthisthrough a unique collaboration - one of the
most dynamic and comprehensive networks
anywhere in the world. This network of health
information providers includes Health Canada and
national and provincial/territorial non-profit
organizations, as well as universities, hospitals,
libraries and community organizations.

CHN’s mission is to support Canadians in making
informed choices about their health, by providing
access to multiple sources of credible and practical
e-hedlth information.

Its vision is to become “Your preferred choice in
Canada for helpful, e-health information you can
trust.”

CHN’scorevauesare;

To maintain health information asa public
good

To not recreate existing health information
To present quality, credible, and practical
information from multiple perspectives

To be socialy-inclusive and respectful of
diversity

To exemplify ethicsand integrity

CHN offers.
Linksto morethan 12,000 English and French

Canadian web-based resources that pass a
rigorous quality assurance processto ensure
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that theinformation istimely, accurate, and
relevant.

In-depth information on 26 key health topics
and population groups, with resources on
how to stay healthy and prevent disease and
injury.

High-quality national health information, and
regional resources from Canada s provinces,
territoriesand local communities.
Information on societal health issues such as
violence prevention, environmental health
and workplace safety.

Monthly feature articles on current health
issues, special guest columnists, and ‘ behind
thenews' information and analysis.

CHN isnon-commercia and assures complete
privacy and confidentiality.

CHN offers many search choicesto exploreitslarge
collection of Canadian health resources in either
English or French.

CHN helps users take a critical look at other health
web sites, with tools to assess their accuracy,
timeliness, relevance and possible bias.

Another checklist aimsto show Canadian consumers
and health intermediarieswhat to ook for in ahealth-
promoting Web site.

CHN'’s Advisory Board reflects the diversity that
makes CHN anetwork of hedlth information networks.
Members of the Advisory Board come from both
within and outside government, and represent abroad
cross-section of Canadiansin termsof age, language,
gender, cultural background, occupation, and
geography. The Advisory Board helps to guide the
growth and evolution of the network by making
recommendations to the Deputy Minister of Health
on future strategic directions.
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The CHN address is www. Canadian-health-
network.ca

TheY outh Section of theCHN website

Youth is a vita period for developing skills and a
sense of self that will influence future directionsin

health, life, work, and relationships. Y outh isdefined

as anyone between the age of 12 and 24.

Once connected to the CHN website, one can click
on Youth in the list of 8 groups offered (children,
men, women, seniors, ec.). The Y outh section of CHN
is designed to meet the health information needs of
youth, their parents and adults who work with youth.

A Youth Affiliate consortium is responsible for
developing this section of the CHN website: The
consortium is composed of: TeenNet, University of
Toronto; The Canadian Association for Adolescent
Health and la section de médecine de I’ adolescence
del’hdpital Ste-Justine, Montréal; KidsHelp Phone;
McCreary Center Society, Vancouver; the Adolescent
Division of the Toronto Sick Children Hospital.

The Y outh Section offers 706 resources in English:
some are documents describing a problem or the
solution to a problem, some are giving access to
website of interest, some are giving tips on the
prevention of certain health condition. Y ou will find
an FAQ zone with answers to questions on dating,
suicide, relationships and others. In the guided search
zone, the surfer can access the 706 resources or
choose from alist of 19 topics and thus access the
related resources. sexudity, active living, heathy
eating, substance use, violence, injury prevention,
STD, workplace, relationships, mental health and
others. Thereisalso akeyword search and aquick
search. By clicking on the quick search, the surfer
can choosefrom alist of interesting topicsand access
therelated resources: youth and sexudity, youth and
suicide, youth and stress, etc.

As an example, we present aresource that one can
find in the quick search under Y outh and Gambling.

PRO-TEEN

The new gambling environment

Today’ syouth arethefirst generation to grow up in
an environment of legalized gambling in Canada.
Government-owned gambling outlets such as
casinos, slot machines, and video lottery terminals
expanded dramatically during the 1990’'s. The
expansion of legalized gambling has continued into
the 21st century. Governments see gambling as an
excellent source of new revenues, without taxation.
Asthe number of gambling venuesincreases, so do
the number of gambling-associated problems. Weare
just starting to come to terms with how this new
gambling environment is impacting on the lives of
youth.

Y outh problem gambling a growing concern

Approximately 70% of Canadian youth engage in

some form of gambling. Gambling is not always a
negative activity for youth if it isdonefor recreationa
purposes and if it isdone within limits. It iswhen it

turnsinto problem and pathologica forms of gambling
that thereis concern. What is of concern in recent
yearsisthe high and steady rate of problem gambling
among youth. These rates are higher than the rates
of adults. Recent research shows that 4.8% of

adolescent gamblers are categorized as pathol ogical,

and 14.6% are categorized as problem gamblers.

According to McGill University’ sinternational Centre
for Y outh Gambling and High-Risk Behaviours:

More males gamblethan females;

Therate of problem gamblersamong youthis
two to four timesthat of adults;

Gambling problems among youth are
associated with poor coping skills;

Y outh with serious gambling problems are at
agreater risk for thoughts of suicide and
suicide attempts; and

The shift from social to problem gamblingis
more rapid for youth.

Gambling takes on many guisesin termsof both legal
forms (publicly regulated) and illegal forms. Y outh do
not typically have access to most legal forms of
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gambling because of age restrictions or because they
do not have the credit cards required to participatein
online forms of gambling. Nonetheless there is
increasing evidencethat not only are underage minors
participating in these activities, but also that they
are doing so with other adult family members.

Why youth gamble

Y outh do not gamble only with money. Y outh aso
gamble with other items that they deem of value,
which could include running shoes, CDs, Discmans,
etc. Aswell, youth do not gamblefor financia rewards
alone, they also do it for awhole range of reasons,
including the ‘rush’ of it and the self-esteem of
proving they can be ‘winners'.

Youth gamble for enjoyment, to win money,
excitement, to make friends, and for relaxation.
According to recent research, youth problem
gamblersaremorelikely to gambleto escape problems,
unhappiness or loneliness than social or recreational
youth gamblers. Certain risk factors such as
substance abuse, juvenile delinquency and problems
at school also have been associated with problem
gambling among youth.

Signsand symptomsof problem gambling

Gambling problems among youth can have an impact
on families and communities. Y outh gambling
problems can be associated with substance abuse,
depression, suicide and crime. They can cause
relationship difficulties and problems at school. Some
signs of gambling problemsinclude:

Spending large amounts of time gambling,
Placing larger and more frequent bets,
“Chasing” losses,

Emoationa highsand lows,

Gambling over other activities,

Growing debts, and

Preoccupation with gambling.

Lack of awareness among health professionals,
teachers, and the general public, aswell asalack of
screening tools, has led to an under-appreciation of
the problem of youth gambling.
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Keepingit safe

Y outh gambling is an emerging public health issue.
We are only at the beginning stages of recognizing
its importance, impact and relationship to other
mental health issues and addictive behaviours.

At the University of Toronto, the TeenNet project,
based in the Department of Public Health Sciences,
has focused its research on using technology for
health promotion with youth. The newest TeenNet
website, www.Y outhBet.net, was launched in May
2002. This website addresses youth gambling
problems from a prevention, harm reduction and
hedlth promotion perspective. The goa isto promote
informed, balanced attitudes and behaviours about
youth gambling; prevent youth gambling related
problems, and to protect vulnerable and at-risk youth.

The health promotion approach addresses both the
positive and the negative dimensions associated with
youth gambling. Y outh can learn competenciesin the
areas of numeracy, literacy, and decision-making, as
well as coping strategies for disappointment, loss
and winning. Thereisan opportunity to promote self-
efficacy and informed choice around leisure and
lifestyle decisions and health behaviours.

The Youth Bet website features a neighbourhood
scene representing the areas where gambling occurs
in the lives of youth. Environments featured on the
steinclude aschoolyard, aback aley, acorner store,
acasino, alibrary, and acommunity centre. The site
includes games on money management, time
management, and decision making skills; gambling
assessment tools; a risk perception tool; and
information on odds, randomness and probability.
Thereisarange of information on the siteincluding
signs of gambling problems, definitions of gambling,
stories about winning and losing, information on the
gambling industry, information on Internet gambling,
and links to other gambling organizations. Help
resources arelocated in each area, including linksto
telephone help lines and links to the gambling bulletin
board where they can talk to other youth about
gambling and related issues.
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Publications

M edico-L egal Reporter

The publication: A monthly review of the most recent
legal decisions with implications for Medical
Professionals, Licensing/Disciplinary Bodies,
Medical Institutions, Professional Associations,
Government, Faculties of Medicine and Nursing,
Unions, Insurersand their Legal Council.

The Online Research Service: A free servicewhich
alows subscribersto search by topic or with asearch
engine and find, review and print articles published
in previous volumes.

For moreinformation:

Hedlth Law Infosource

Box 72038, RPO Glenmore Landing
Cagary, AlbertaT2V 5H9
www.edlawcanada.com

Sexually Transmitted Diseases Treatment Guidelines2002

These guidelines for the treatment of patients who
have sexually transmitted diseases (STDs) were
developed by the Centers for Disease Control and
Prevention (CDC) after consultation with a group of
professionalsknowledgeablein thefield of STDswho
met in Atlanta on September 26-28, 2000. The
information in thisreport updates the 1998 Guidelines
for Treatment of Sexually Transmitted Diseases
(MMWR 1998;47[No. RR-1]). Included in these
updated guidelines are new alternative regimens for
scabies, bacterial vaginosis, early syphilis, and
granuloma inguinale; an expanded section on the
diagnosis of genital herpes (including type-specific
serologic tests); new recommendationsfor treatment
of recurrent genital herpes among persons infected

with human immunodeficiency virus (HIV); arevised
approach to the management of victims of sexual
assault; expanded regimens for the treatment of
urethral meatal warts; and inclusion of hepatitis C
asasexudly transmitted infection. In addition, these
guidelines emphasi ze education and counseling for
personsinfected with human papillomavirus, clarify
the diagnostic evaluation of congenital syphilis, and
present information regarding the emergence of
quinolone-resistant Neisseria gonorrhoeae and
implications for treatment. Recommendations also
are provided for vaccine-preventable STDs,
including hepatitis A and hepatitis B.

You can get a copy of the guidelines at the CDC
website: www.cdc.gov/ST D/treatment/default.htm
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Sexuality and Disability Webliography

The Wellness and Disability Initiative of the British
Columbia Codlition of People with Disabilities is
pleased to announce the publication of itsfirst web-
based bibliography “Sexuality and Disability
Webliography”.

Availablein both HTML and a 50 page PDF format,
the webliography may be found at http://
www.bccpd.be.calwdi/sex& dis.html.

This extensive listing of resources available on the
internet includes curricula, articles, books,
newsletters, magazines, videos, audiotapes,
websites, discussion forums, organizations,
programs, practitioners and researchers worldwide.
Specidized topicsinclude 16 types of disability, and
resources on children and youth, women, gay and
lesbian, and sexual abuse assault.

SAMHSA

The Substance Abuse and Mental Health Services
Administration (SAMHSA), in its continuing efforts
to promote better mental health for all Americans,
has responded to these mental health concerns and
created a set of fact sheets especially for families
coping with criss. Thesefact sheetsare now available
to the public in print and on SAMHSA'’s Nationd
Mental Health Information Center Web site.

Simple Strategiesfor Families Coping with Crisisand
Uncertainty, at www.mental health.samhsa.gov/
publications/all pubs/NMH02-0137/default.asp,
provides practical coping strategiesfor families.

Age-specific Interventions at Home for Childrenin
Trauma: From Preschool to Adolescence, at
www.mental health.samhsa.gov/publications/a | pubs/
NMH02-0138/default.asp, suggests age-appropriate
activitiesto help children share recovery feelings and
experience at home.

The Long-term Impact of a Traumatic Event: What
to Expect in Your personal, Family, Work, and
Financia Life a www.mental health.samhsa.gov/
publicationsg/allpubs/NMH02-0139/default.asp, cites
examples of personal uncertainties, family
relationship changes, work disruptions, and financia
worriesthat may contribute to the long-term impact
of traumatic event.

Anniversary Reactions to a Traumatic Event: The
Recovery Process Continues, at
www.mental health.samhsa.gov/publications/
alpubs/NMH02-0140/def ault.asp, describes common
anniversary reactions among victims of traumatic
events and their rolein the recovery process.

Printed versions of these fact sheets can be obtained
by contacting the National Mental Hedlth Information
Center at

Phone: 1-800-789-2647

Fax: 301-984-8796

Emall: ken@menta health.org




