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Seven provincial mental health and addictions agencies are 
working together in a collective known as the BC Partners for 
Mental Health and Addictions Information. We represent the 
Anxiety Disorders Association of BC, British Columbia Schiz-
ophrenia Society, Canadian Mental Health Association’s 
BC Division, Centre for Addictions Research of BC, FORCE 
Society for Kids’ Mental Health Care, Jessie’s Hope Society 
(formerly ANAD) and the Mood Disorders Association of BC. 
Our reason for coming together is that we recognize that a 
number of groups need to have access to accurate, stand-
ard and timely information on mental health, mental disorders 
and addictions, including information on evidence-based 
services, supports and self-management.

Published quarterly, Visions is a nationally award-winning 
journal which provides a forum for the voices of people 
living with a mental disorder or substance use problem, 
their family and friends, and service providers in BC. 
Visions is written by and for people who have used mental 
health or addictions services (also known as consumers), 
family and friends, mental health and addictions service 
providers, providers from various other sectors, and leaders 
and decision-makers in the fi eld. It creates a place where 
many perspectives on mental health and addictions issues 
can be heard. To that end, we invite readers’ comments and 
concerns regarding the articles and opinions expressed in 
this journal.

The BC Partners are grateful to the Provincial Health Services Authority for providing fi nancial support for the production of Visions
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The opinions expressed in 
this journal are those of 
the writers and do not 
necessarily refl ect the 
views of the member 
agencies of the BC 
Partners for Mental 
Health and Addictions 
Information or any of 
their branch offi ces.
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If you have personal experience with mental health or sub-
stance use problems as a consumer of services or as a 
family member, or provide mental health or addictions serv-
ices in the public or voluntary sector, and you reside in 
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Christina is Executive Director of the Canadian Mental Health 
Association’s Mid-Island Branch. She has an MEd in Community 
Rehabilitation and Disability Studies and is working towards her 

doctorate in Policy and Practice in the Faculty of Human and 
Social Development at the University of Victoria

in this issue of Visions, and in the next one as well, the BC Partners for Mental 
Health and Addictions Information have chosen to focus on young people to 

the age of 25, in an effort to highlight not only the work being done by family 
members, teachers, counsellors, service providers, physicians and governments 
but also the experiences of youth affected by distress. 

That said, it is diffi cult to fi nd youth able or willing to write about their expe-
rience with distress or illness. (As an example, you’ll note that we have no per-
sonal stories from youth struggling with addiction). It is interesting to see that for 
some the experience of distress and its treatment have taken hold in their lives 
and lead to change while for others the experience wasn’t as positive or reward-
ing. Even so, creating space for young people to be creative and participate in 
expressing their needs and desires is a prevailing theme. 

We often seem to think that types of treatments exist in silos—making fami-
lies and youth choose between talk or drug therapy—when in reality, distress is 
likely multi-factorial: an intersection of psychological, social, biomedical, devel-
opmental and other factors. We often don’t even consider young people expert 
enough in their own experience to be part of the treatment “team.”

As always, there are issues remaining. We were unable to access stories and 
articles about how other frameworks such as gender, sexuality, class or econom-
ic biases prevalent in our society impact how our youth are conceptualized as 
distressed. This may be because there is increased urgency, in treating youth, to 
mitigate any long lasting impact that such serious distress can leave. Maybe it 
is because in order to think through distress in a different way means we have 
to evaluate our assumptions of what it means to be young in a society that both 
overvalues youth as a state of bodily perfection and undervalues youth as a state 
of experience. Does this have any impact on the numbers of youth in distress or 
does it merely change how that distress is viewed?

Barker’s article reminds us that motivation and education, from whatever 
arena it is gained, must consistently be challenged and re-evaluated in order to 
provide the best in service to young people in distress and their families. As we 
see in the very personal accounts included in this issue, there is no one way to 
respond to youth distress. It is a good lesson to learn.

editor’s message
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Youth Treatments
For mental health and substance use

Shimi Kang, MD, FRCPC

Dr. Kang is Director of the 
Provincial Youth Mental Health 
and Substance Use Program 
at BC Children’s Hospital. She 
is also a consulting psychiatrist 

to the BC Women’s 
Reproductive Mental Health 

Program and a faculty 
member at UBC, where she 

researches mental health and 
addictions services and policy

I am excited to introduce this issue of Visions, with its 
focus on youth treatments for mental health and sub-
stance use problems. I commend the editors for their 

wisdom and vision in bringing such a timely and critical 
topic forward. And I think you will be happy, in reading 
about the well-established and innovative programs that 
exist for youth, to discover how far this fi eld has come. 
Yet, some of the experiences and perspectives conveyed 
by our writers indicate that we still have a long journey 
ahead in creating an environment of care and support 
that is youth centred in every way. 

Why we should care
Youth well-being is something that affects all of us in a 
myriad of ways. Recognizing the uniqueness of youth 
as a group and providing developmentally and culturally 
appropriate supports and treatments are key to our col-
lective potential.

In my role as director of the Provincial Youth Men-
tal Health and Substance Use Program at BC Children’s 
Hospital, I come in daily contact with youth and their 
families. I am often dismayed to hear of the numerous 
failed attempts at fi nding youth-specifi c treatment, or of 
the pitfalls of applying adult management to younger 
individuals. All too often, such system issues leave the 
youth and family feeling frustrated and demoralized. At 
the same time, I am often thrilled to see the dedicated 
supports that many youth have. Whether a family mem-
ber, school counsellor, coach, family doctor or probation 
offi cer, the network of individuals who are working hard 
for the well-being of youth is extensive and tends to self-
select committed and compassionate people. This net-
work of support is essential for youth, their families and 
the community as a whole. 

The articles we have chosen represent a wide range of 
topics within the area of youth treatments. Some discuss pro-
grams or strategies that have stood the test of time; others are 
innovative and evolving daily. It is important to have both sol-
id evidence behind our treatment, and to have strategies that 
meet the rapidly shifting, highly trendy life of youth. Programs 
must be built around evidence-based practices. However, this 
does not simply mean applying existing evidence. More im-
portantly, new evidence must be created by programs through 
their own design and research. This is critical for youth treat-
ments in mental health and addictions, as there is a real need 
for fi rm scientifi c literature on youth-specifi c treatments.

The younger years
An important question to ask is, why are youth-specifi c 
treatments needed and what are the critical components 
of such treatment? The answers lie within many layers 
that span the scope of the biological, psychological, social 
and spiritual continuum of the lives of youth. The young-
er years are a time of global change in all these areas. 
Puberty and the years pre- and post-puberty are when 
the human brain, mind and body undergo profound 
growth and change. These changes affect the individual 
completely ranging from the physiologic emergence of 
psychiatric symptoms, to issues of emotional regulation 
and self esteem. Youth also experience immense behav-
ioural and social change. They are faced with numerous 
tasks, such as establishing coping mechanisms for stress 
and determining their own identity within their family, 
peer group and greater community. Youth must establish 
a fi ne balance between having the supports they need, 
yet moving forward in personal independence. It is no 
wonder that issues of stigma, privacy, stage of change, 
trauma vulnerability and recovery environment become 
pivotal for youth during these years. Perhaps it is a com-
bination of such factors that lead to fi ndings that youth 
ages 15 to 24 years are more likely to report suffering 
from mental illnesses and/or substance use disorders 
than any other age group.1

The impact of untreated mental illness or addictions 
on the developing brain, body and acquisition of impor-
tant psychosocial skills can be profound, far reaching and 
often fatal. Comprehensive, integrated treatments of a 
high standard that involve family, peers, schools and oth-
er community links are critical. Care must be ongoing and 
along a continuum, providing entry at any stage of change 
and/or presentation of problem. Providers must be com-
petent and comfortable within the culture of youth, in-
cluding issues such as ethnicity, gender, sexual orienta-
tion and socioeconomic status. Treatments are best when 
developmentally appropriate and matched to the needs 
of the individual, yet fl exible enough to serve changing 
needs by providing a diverse menu of choices.

‘Treatment’ can only occur if there is ‘engagement.’ Re-
sistance to entering a treatment system, whether it is self-
care, peer support or hospital based, is common. Approach-
es that are creative, minimally intrusive, strength based and 
that involve harm reduction may help with the challenges of 
engaging and retaining youth. 

guest editorial
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Progress is being made
In just the last few years, I have seen major progress in the 
area of youth mental health and addictions treatments 
in this province. Through the support of the Ministry of 
Health and the Provincial Health Services Authority, the 
fi rst Provincial Youth Mental Health and Substance Use 
Program was established in 2003 and is rapidly expand-
ing.2 As part of the province’s Child and Youth Mental 
Health Plan, a concurrent disorders experts group was 
established to assist in prioritizing goals for youth with 
concurrent disorders.3 There has been focused training 
on Aboriginal cultural sensitivity, cognitive-behavioural 
therapy, dialectical behaviour therapy, interpersonal 
therapy, suicide prevention and early psychosis interven-
tion. In addition, the Ministry of Health and the Ministry 
of Children and Family Development have supported 
tackling the problems of crystal methamphetamine use 
by youth, and BC is the fi rst Canadian province to de-
velop an integrated crystal meth strategy.4

I am truly inspired to see the direction we are head-
ing as a community in recognizing the unique and di-
verse needs of youth. This is evident across the sectors 
of health, child protection, forensics and corrections, 
and education. Our collective hopes are for these efforts 
to reach every community, family and individual. We 
are all intricately connected to the well-being of the next 
generation. Today’s youth are, after all, our future.

footnotes

1. Currie, J.C. (2001). Best Practice: Treatment and Rehabilitation for Youth with 
Substance Use Problems. Ottawa, ON: Health Canada, Offi ce of Canada’s 
Drug Strategy.

2. Provincial Youth Mental Health and Substance Use Program, BC’s 
Children’s Hospital: contact program coordinator Linda Barker at 
lbarker@cw.bc.ca

3. Child and Youth Mental Health Plan’s concurrent disorders experts 
table: contact Monica Armstrong at Monica.Armstrong@gov.bc.ca

4. Crystal Meth Secretariat: visit www.pssg.gov.bc.ca/crystalmeth

we want your feedback!
If you have a comment about something you’ve read in Visions that you’d like to 
share, please email us at bcpartners@heretohelp.bc.ca with ‘Visions Letter’ in the 
subject line. Or fax us at 604-688-3236. Or mail your letter to the address on page 
3. Letters should be no longer than 300 words and may be edited for length and/or 
clarity. Please include your name and city of residence. All letters are read. Your like-
lihood of being published will depend on the number of submissions we receive.

Visions Survey Highlights
Our sincere thanks to the nearly 500 people with mental illness or addiction 
and their families and the 200 mental health and addictions service providers 
who provided valuable information during our evaluation of Visions late last 
year. Through surveys and interviews, evaluation consultants Shaffer Rootman 
& Associates found that Visions had a very satisfi ed core readership. Findings 
also indicated that the readership is relatively homogeneous and tends to be 
well-educated, female and between the ages of 45-64. The evaluation results 
suggest that personal experiences are engaging to both lay and professional 
readers and are an essential factor behind Visions’ success. Visions was seen 
to be a credible provider of evidence-based mental health and addiction
information. However, there was also broad support for developing new
channels to bring this information to more diverse audiences.
 Areas for short-term improvements include lowering literacy levels, reducing 
article lengths, and continuing to build a friendly and inviting look. Future work 
will build on Visions’ strengths and examine ways to improve its reach, including 
exploring strategies for the potential repackaging of content for other audi-
ences and dissemination media.

notes

I love your “Visions Journal” magazine! I wanted to comment on a series of 
articles in the 2006 journals Vol.2 No. 7 & 8. On the topic of suicide, my church 
published an article indicating that most people attempt suicide because they 
want to manipulate and/or intimidate friends and loved ones. I challenged their 
theory because there is no one factor that can be used to defi ne why a person 
attempts suicide. Personally I attempted suicide by hanging and survived—and the 
thought of manipulation never even crossed my mind. I was in so much emotional 
pain and lacked any coping skills that the only way I thought I would escape the 
pain was to kill myself.  
 My second thought is on Page 22 of No.8 on Panhandling. If the government 
and the welfare system was really doing their job and really supporting these 
mentally ill and homeless people, we wouldn’t need panhandling or the food 
banks. Instead the government is closing down the mental institutions and dump-
ing these people to fend for themselves on the streets. Some progress has been 
made in the welfare system that people without an address can collect a cheque 
because the credit unions in town are now giving bank accounts to these people 
without an address. I myself with a mental illness have had to utilize the Salvation 
Army among other places just to survive from month to month. These people 
who gripe about panhandlers need to learn how to say “NO” and not feel of-
fended by it. Otherwise keep up the good work you guys. I look forward to the 
next issue.   —Anne Heese, Kamloops 

letters and notes
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Treatment Options
for depression in young people

E. Jane Garland, MD, FRCP(C)

Jane is Clinical Head of the 
Mood and Anxiety Disorders 
Clinic and Clinical Professor 

of Psychiatry, both at the 
University of British Columbia

Depression affects 
as many as one 
in 10 teenagers at 

any time, with one in fi ve 
developing major depres-
sion by the end of their 
teen years. Twice as many 
young women develop de-
pression as do young men. 
Risk factors include genetic 
vulnerability, anxiety disor-
ders, learning and atten-
tion problems, trauma and 
abuse, and family confl ict.

When depressive sym-
p toms are developing, it 
can be diffi cult for par-
ents to fi gure out wheth-
er the problem is a clini-
cal depression or simply a 
teen adjustment problem. 
Symptoms include ongo-
ing sadness or irritable 
mood, loss of interest in 
usual activities, social with-
drawal and physical symp-
toms such as sleep distur-
bance, changes in appetite, 
and loss of physical ener-
gy. There is a negative im-
pact on concentration, en-
ergy and motivation, and 
school functioning.

By the time clinical de-
pression is diagnosed, sec-
ondary problems of rela-
tionship confl icts have of-
ten developed. Parents and 
teachers become frustrated 
by school failure and errat-
ic attendance, and friends 
may be turned off by the 
irritable, negative mood of 
the depressed teen. Hence, 

the teen’s much-needed 
support system begins to 
crumble as a result of the 
depression.

Evaluation of depres-
sion requires a visit to the 
family physician to rule out 
physical causes of symp-
toms, and to facilitate diag-
nosis and treatment. Treat-
ment resources in this prov-
ince are provided through 
the local children’s mental 
health teams of the Minis-
try of Children and Fam-
ily Development. These 
teams provide psychiatric 
consultation and have chil-
dren’s mental health clini-
cians trained in the treat-
ment of depression. Pri-
vate psychiatrists, psychol-
ogists and trained counsel-
ling psychologists are also 
appropriate resources.

Treatment of depres-
sion must address the pri-
mary problems of physical 
and psychological symp-
toms, as well as the demor-
alizing effects on academic 
and social functioning. Ba-
sic treatment includes en-
suring adequate diet, in-
cluding essential (omega-
3) fatty acids, physical ex-
ercise, a regular routine in-
cluding sleep hygiene (con-
ditions and practices that 
promote continuous and 
effective sleep), and a prac-
tical approach to school, 
such as a reduced sched-
ule or modifi ed curricu-

lum goals while recovery 
is occurring. A support sys-
tem must be put in place 
to nurture re-socialization 
and encourage exercise 
and pleasurable activities. 
In addition, underlying is-
sues such as trauma, anxi-
ety disorder or family con-
fl ict must be addressed.

The specifi c treat-
ments for depression are 
psychotherapies and med-
ications. However, during 
the past few years some 
disappointing research 
on antidepressant effec-
tiveness has emerged. At 
present there is clear evi-
dence for improvement 
with only one medication, 
fl uoxetine (Prozac). There 
are unclear or negative re-
sults for at least fi ve other 
antidepressants.1 In addi-
tion, negative behavioural 
and emotional effects oc-
cur often enough that these 
medications now have 
warnings on the labels to 
watch for agitation, hostil-
ity and suicidal thinking in 
young people. It is not un-
derstood why medication 
responsiveness appears to 
be less consistent in young 
people than in adults.

It should be noted that 
if a medication is given, the 
teen is likely to improve 
more than half the time, 
but not any more so than 
with a placebo (sugar pill). 
This suggests considera-

ble resilience in depressed 
adolescents. In fact, one 
community study found 
that half of the episodes of 
depression had spontane-
ously disappeared without 
specifi c treatment with-
in two months.2 However, 
there is a high recurrence 
rate of 50% to 75% within 
fi ve years.

The cases of depres-
sion that do not remit in a 
couple of months tend to 
last for six months or more, 
which has a signifi cant im-
pact on psychosocial func-
tioning. This can leave de-
velopmental ‘scars’ in the 
form of decreased self-con-
fi dence and low academic 
achievement. At present, 
medication is recommend-
ed for persistent and more 
severe depression, which 
has not responded to psy-
chological interventions, 
and cases where there is 
also a signifi cant anxie-
ty disorder. Research has 
demonstrated that anxiety 
disorders do respond more 
clearly to medication than 
depression does.1,3

Psychological treat-
ments in young people fo-
cus on changing negative 
thinking patterns and fos-
tering healthy problem-
solving and coping skills. 
Two main types are cog-
nitive-behavioural thera-
py (CBT) and interpersonal 
therapy (IPT). At present, 

related resources Ministry of Children and Family Development, Child and Youth Mental Health at 
www.mcf.gov.bc.ca/mental_health, or check the blue pages of the phone book for your local offi ce

background



footnotes

1. Cheung, A.H., Emslie, G.J. 
& Mayes, T.L. (2006). The use of 
antidepressants to treat depres-
sion in children and adolescents. 
Canadian Medical Association Journal, 
174(2), 193-200.

2. Lewinsohn, P.M., Clarke, G.N., 
Seely, J.R. et al. (July, 1994). Major 
depression in community adoles-
cents: Age at onset, episode dura-
tion and time to recurrence. Journal 
of the American Academy of Child and 
Adolescent Psychiatry, 33(6), 809-818.

3. Garland, E.J. (2004). Managing 
depression in the new reality. BC 
Medical Journal, 46(10), 516-521.

4. Bilsker, D., Gilbert, M., Wor-
ling, D. et al. (2005). Dealing with 
depression: Antidepressant skills for teens. 
Available in PDF format at 
www.mcf.gov.bc.ca/mental_
health/current_initiatives.htm

5. Palmer, M. (2004). Beyond 
the Blues: Child and Youth Depression. 
Burnaby, BC: Knowledge Network. 
Depression knowledge kit materi-
als are accessed at www.knowl-
edgenetwork.ca/takingcare/Video 
can be ordered from www.nfb.ca 
or by calling 1-800-267-7710.
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Are Antidepressants Safe to Use in Youth?
Yes they are, but…

Raymond W. Lam, MD, FRCPC

Raymond is Professor and 
Head, Division of Clinical 
Neuroscience, Department 
of Psychiatry at UBC, and 
is a member of Visions’ 
editorial board

Suicide is a tragic outcome of clinical depression 
and is a highly emotional topic. So, it is not sur-
prising that there has been so much emotion and 

confusion over recent reports that newer antidepressant 
medications like SSRIs (selective serotonin reuptake in-
hibitors),1 thought to treat depression, might actually 
cause suicidal thoughts and behaviours in young people. 
Health Canada and the United States Food and Drug 
Administration (FDA) recently issued strong warnings to 
physicians that antidepressants may be associated with 
increased suicidal ideas or behaviours in youth (children 
and teenagers).2

Are SSRIs safe to use in youth? Like many mental 
health issues, this simple question is quite complicat-
ed—but it needs to be answered scientifi cally rather than 
emotionally. It is a complicated question because suicid-
al ideas are commonly experienced in depression, but 

can vary in intensity over time. Also, 
while suicidal ideas are common, 
suicidal behaviours (attempts or 
deaths by suicide) are thankful-
ly rare compared to the number 
of people who are treated for de-
pression. Therefore, whether a treatment 
causes or worsens suicidal ideas is diffi cult to 
separate from the effects of the underlying illness. 

The Health Canada and FDA warnings were based 
on an analysis of the pediatric antidepressant clinical tri-
als submitted to the FDA and drug regulatory agencies in 
other countries (not including Canada).3 In these clinical 
trials, youth with depression agreed to be randomly as-
signed (like with a fl ip of a coin) to taking an antidepres-
sant drug or a placebo (an inactive substance, like a sug-
ar pill). Neither they nor the doctors knew which treat-

ment they were taking. 
Depressive symptoms and 
side effects were measured 
weekly, and after eight to 
12 weeks the effects of the 
drug were found by com-
paring patients taking the 
drug to those taking pla-
cebo.

In the 24 studies (in-
volving a total of about 
5000 youths), there were 
no deaths by suicide, 
and no individual study 
showed any increase in su-
icidal behaviour in those 
youths who were taking 
the antidepressant.3 How-
ever, when all the stud-
ies were combined, there 
were slightly more suicidal 
behaviours in patients tak-
ing an antidepressant com-
pared to those who took a 
placebo. The estimate was 
that for every 100 youths 
treated with a placebo, 
one might expect one to 
three of them to show sui-
cidal behaviours in the fi rst 
two months of treatment, 

mental health clinicians in 
this province are trained in 
CBT for depression and anx-
iety disorders, and more 
are being trained in IPT. 
As with medication, the re-
sponse to CBT is greater in 
anxiety than in depression. 
Some of the principles of 
CBT are incorporated into a 
new self-help guide, Dealing 
with Depression.4

Depressed teens tend 
to gravitate toward other 
depressed teens, so sup-
porting access to peers 
with a healthier outlook 
can be helpful. Howev-
er, contact with depressed 
peers in the context of a 
therapist-facilitated group 
can help teens develop 
skills for coping with de-
pression.

Treatment for depressed 
teens requires a mixed ap-
proach, including practical 
support, systematic treat-

ment and careful monitor-
ing. The high prevalence, se-
rious impact and residual ef-
fects of depression indicate 
this is a condition that fami-
lies and schools need to be 
very aware of. Beyond the 
Blues,5 a video produced by 
the Knowledge Network in 
collaboration with the Min-
istry of Children and Fam-
ily Development, also has 
an interactive website with 
helpful information for con-
cerned family members.

Families and school 
communities can be part of 
the solution for young peo-
ple suffering from depres-
sion. Relatives can make an 
effort to have more support-
ive and nonjudgemental con-
tact, encourage exercise, pro-
vide tutoring and facilitate 
healthy social activities such 
as joining a community cen-
tre, church or ethnic commu-
nity youth group.

treatment options | continued from previous page
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In one of the English studies tracking three million 
patients, there were 15 youth who died by suicide—
none of them had been treated with antidepressants.5 
Similarly, in a Danish study, drug testing was done on 
blood samples taken from almost 15,000 deaths by su-
icide over an eight-year period. In the unfortunate 52 
youths who died by suicide, none had SSRI antidepres-
sants in their blood at the time of death.9 Many other 
studies have shown that in areas where more antide-
pressants are prescribed, the suicide rate is lower.10-13

These large observational studies confi rm that anti-
depressants, in general, help to reduce suicide by treat-
ing the underlying depression. In contrast to the fi ndings 
in the combined clinical trials, they provide evidence for 
the safety of antidepressants in youth. However, these 
studies cannot tell us if there are rare cases where indi-
viduals have a bad reaction to the medication.

So, are antidepressants really safe to use in youth? 
The answer is “Yes, but…” All drugs have side effects. 
Most of these side effects are mild and do not interfere 
with functioning, but there may be rare, unpredictable 
side effects that have serious consequences (such as al-
lergic reactions to penicillin, gastrointestinal bleeding 
with aspirin, etc.). But, we need to remember that de-
pression is a serious illness that severely disrupts lives 
and that, in extreme cases, can cause death by suicide. 
For depression, as for any other medical condition, you 
need to weigh the potential benefi ts of a medication 
with any small risk of serious side effects. Your doctor 
can help with that decision.

disclosure
Dr. Lam conducts research on new medication and non-
medication treatments for depression. His research is 
funded by the Canadian Institutes of Health Research, 
other non-profi t funding agencies, and pharmaceutical 
companies. He has also received speakers’ and consult-
ing fees from several companies, including ones that 
manufacture antidepressants.

while for every 100 pa-
tients treated with an 
antidepressant, two to 
six youths would show 
suicidal behaviours.3

Unfortunately, clini-
cal trials have limitations 
that make these results 
inconclusive. For exam-
ple, patients participat-
ing in clinical trials may 
not refl ect the “typical” 
patient with depression 
being treated in doctors’ 
offi ces because there are 
so many strict rules for 
participation.4 Combin-
ing results from so many 
studies is also a problem, 
because all the studies 
had different methods, 
medications, people, lo-
cations, and so on. Be-
cause of these problems, 
the accuracy of these re-
sults is questionable.

If antidepressants re-
ally do worsen suicidal 

behaviour, other types of studies should also show the 
same results as the combined clinical trials. “Observa-
tional” studies track large numbers of people who are 
prescribed antidepressants to see whether they made a 
suicide attempt or died by suicide.

Four large observational studies of depressed youth 
treated with antidepressants were reported, two in Eng-
land and two in the United States. These studies each in-
volved tens of thousands of youth treated or not treat-
ed with antidepressants, and none found evidence for 
increased suicide behaviours with antidepressant treat-
ment.5-8 In fact, one study showed that the risk for suicide 
attempt was highest in the week before starting an anti-
depressant, with the risk falling sharply in the weeks after 
starting a medication.8

summary recommendations
  of the canadian psychiatric association 
  for using antidepressants in youth

All patients (whatever the age) beginning any 
treatment for depression should be watched 
closely for worsening of depression and 
suicidal thoughts

For youth with uncomplicated depression 
of mild to moderate severity, psychological 
treatments should be used fi rst

Antidepressants can be used if the depres-
sion is moderate to severe, if there are other 
complicating medical or psychiatric condi-
tions, or if psychological treatment is not 
helpful. Psychological treatment should be 
used along with the antidepressant treatment

If treated with an antidepressant, patients 
and families should be educated about pos-
sible common and uncommon side effects, 
including anxiety, restlessness, and increased 
thoughts of suicide

Fluoxetine (Prozac) is recommended as the 
fi rst antidepressant, unless there are medical 
reasons not to use it
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that the rate of AD/HD 

among girls 
is much closer to that of boys 
than was reported in the past
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ust over 3%—or about 
30,900—of BC’s chil-
dren and youth have 
been diagnosed with 

attention-deficit/hyperac-
tivity disorder (AD/HD). 
This makes AD/HD the 
second most commonly 
diagnosed mental disor-
der among youth, second 
only to anxiety disorders.1

It was previously be-
lieved that a signifi cant-
ly higher number of boys 
are affected by AD/HD than 
girls. In recent years, how-
ever, it has become clear 
that the rate of AD/HD
among girls is much closer 
to that of boys than was re-
ported in the past. A 2006 
Australian study offers 
some insight into why girls 
may be underdiagnosed: 
while problems with school 
and grades are common 
factors in boys who are re-
ceiving treatment for AD/
HD, the most common 
factor for girls is the pres-
ence of depression—not a 
symptom typically associ-
ated with AD/HD.2

According to the Dia-
g nostic and Statistical 
Manual for Mental Dis-

orders,3 diagnosis of AD/
HD revolves around three 
types of symptoms: inatte-
ntion, hyperactivity and 
impulsivity. Some of these 
symptoms must have been 
present before age seven.

Children affected by 
AD/HD often have trou-
ble listening when peo-
ple are speaking direct-
ly to them. They fi nd it 
hard to follow instruc-
tions or stay organized. 
Easily distracted and for-
getful, kids with AD/HD 
are often fi dgety and 
restless. Unable to pay 
attention to detail, they 
may make careless mis-
takes in their homework 
assignments. They may 
also have trouble control-
ling impulses—causing 
them to interrupt others 

antidepressants | continued from previous page
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or blurt things out at in-
appropriate times. In or-
der for an AD/HD diag-
nosis, symptoms must 
affect a child’s ability to 
function in more than 
one setting—for exam-
ple, both at home and at 
school. 

AD/HD is typically 
treated with medication, 
behavioural therapy or a 
combination of both. Med-
ications have shown to be 
the best treatment strategy 
for AD/HD, though when 
used in combination with 
behavioural techniques, 
kids may be able to take 
lower doses.4

Behaviour therapy 
works to change the way 
a child or teen acts and re-
acts. By looking at the sit-
uations that can make a 
child’s symptoms worse, 
behavioural treatments 
teach new skills to 
child ren, their parents 
and even teachers and 
friends.

Each behaviour ther -
 apy plan is tailored to a 
child’s unique needs. 
A typical plan involves 
techniques such as re-
inforcing positive be-
haviours, time outs and 
point reward systems. In 
addition, adults learn to 
create environments for 
children to help avoid 
situations that may set 
off symptoms—like qui-
et rooms free of distrac-
tion for studying.

Typically, AD/HD is 
treated with a type of 
medication known as a 
psychostimulant. Stimu-
lants affect the body by 
improving communica-
tion between cells in the 
nervous system. In es-
sence, they allow a per-
son to feel more alert 
and more able to focus 
their attention. Stimu-

lants commonly prescribed 
for the treatment of AD/
HD include Adderall, Con-
certa, Dexedrine and Rita-
lin. About three-quarters of 
children who take stimu-
lants fi nd them effective.5

Generally, stimulants 
are effective for about three 
to six hours after a dose is 
taken. Children and teens 
will often need to take 
medication at school after 
the effects of the fi rst dose 
wears off. Newer, longer-
lasting medications allow 
kids to avoid midday dos-
es—this helps to keep chil-
dren from feeling self-con-
scious at school or in pub-
lic places.

Although there are neg-
ative side effects to taking 
prescription drugs—loss of 
appetite, headaches, stom-
ach aches and troubles 
sleeping, for example—

many fi nd the benefi ts of 
medication greatly out-
weigh the costs. Children 
with AD/HD who use stim-
ulants often fi nd it easier to 
concentrate. An improved 
attention span allows kids 
to follow directions, com-
plete homework assign-
ments and perform better 
in school. When more fo-
cused and less impulsive, 
children and teens fi nd 
it easier to relate to their 
peers and get along with 
family members. Despite 
the benefi ts of medication, 
researchers say that nearly 
half of children with AD/HD 
who would benefi t from 
prescription medication 
are not being treated.6

Unable to stay fo-
cused, children affected 
by the disorder, who do 
not receive treatment of 
some kind, can fall severe-

ly behind in school. Prob-
lems with concentration 
and impulsivity can con-
tinue into adulthood, fol-
lowing the adult with AD/
HD through life, affecting 
employment and relation-
ships. Children with un-
treated AD/HD are also at 
risk for criminal behav-
iour.7 Youth can even go 
on to develop co-occur-
ring disorders, including 
depression or substance 
use disorder. Appropriate 
treatment can reduce the 
risk of developing a sub-
stance use disorder by 
50%.8

It’s important to iden-
tify and treat a child with 
AD/HD. With the proper 
support and treatment, 
kids affected by the disor-
der go on to live healthy, 
normal lives.
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ome people deeply miss their childhood or high 
school years. For me, the biggest wave of nostal-
gia arises when I think about the years I spent in 

hospitals and doctors’ offi ces. While I would never wish 
an eating disorder upon anyone, I do hope everyone has 
a chance, at least once in their lifetime, to feel as cared 
about as I did through my eating disorder journey.

I don’t remember much about my childhood before 
the time I began treatment. I was only nine years old 
when my family doctor sent me to the eating disorder 
treatment team at BC’s Ministry of Children and Fam-
ily Development. At that time I hated doctors, nurses 
and therapists and went kicking and screaming to eve-
ry appointment. I didn’t understand what the fuss was 
about—I didn’t see anything wrong with my eating hab-
its. But my mother, seeing how unhappy I was, took me 
out of treatment, against medical advice.

In the years that followed, with nobody to help me, 
my anorexia became more entrenched. I relapsed in the 
summer of grade nine and returned—reluctantly—to 
treatment through the Ministry. I still hated going to ap-
pointments, but this time my mother didn’t back down. 
Now I am extremely thankful that I was forced to contin-
ue seeing specialists in the years that followed.

In grade 11 I was referred to the BC Children’s Hos-
pital (BCCH) eating disorders ward. With all its brightly 
coloured artwork and smiling suns on the walls, it made 
me feel safe and comfortable. For the fi rst time in my life 
I felt at home. In the hospital there were people I could 
talk to and open myself up to without the fear of being 
judged or not taken seriously. In my own home I always 
had to be ‘happy.’ It felt as if I didn’t have the right to be 
sad or angry, because there was always someone in the 
world who was worse off than me.

In the intensive day-treatment Capella Program, I 
was surrounded by other girls who knew what I was go-
ing through and by staff who did their best to under-
stand. Through individual therapy, group therapy, meal 
time, cooking group and trips outside the hospital, the 
support I received was amazing. Ironically, unlike out-
side in the real world, while inside the hospital I never 
felt ‘crazy.’ I could express how I felt—good or bad—and 
it was accepted.

I remained in the day treatment and intensive out-
patient programs at BCCH by choice even after I became 

medically stable. The truth is that by this time I had 
come to fear that I didn’t know how to function without 
the consistency of weekly appointments. My therapist 
knew how hard it was for me to leave, so I was allowed 
to continue as an outpatient at BCCH until I turned 20.

When I reached the appointed age and walked out 
through those sliding doors for the last time, it was an 
emotional event. If you have spent more than half your 
life seeing therapists and doctors, when their services 
are removed it takes some adjustment. It has been a 
very diffi cult and lonely time. In these past two years 
since leaving BCCH, I have been trying to maintain a 
healthy lifestyle, but I have to tread carefully. There is a 
very thin line between sickness and health, and it’s all 
too easy to be sucked into the other side. I’ve not had a 
major relapse since leaving the BCCH program, so some 
would say that I’m “recovered.” But, though I no longer 
look like a skeleton, every day is still a struggle.

A common stereotype 
is that people with ano-
rexia are looking for atten-
tion. In my case, I wanted 
nothing more than to dis-
appear. Instead, the oppo-
site ended up happening. I 
came across so many peo-
ple who showed me they 
cared at a time when I re-
ally needed to feel cared 
for. I am touched by the 
number of people who left 
an impression on my heart. 
When I don’t feel motivat-
ed enough to keep fi ghting 
for myself, I remember all 
the people who fought for 
me. I don’t want to let them 
down. I wrote this goodbye 
card to my therapist:

S

related resourcesBC Children’s Hospital Capella Program: www.bcchildrens.ca/Services/ChildYouthMentalHlth/ProgramsAndServices/
Under Programs & Services, choose Eating Disorder Program 
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South Asian youths 
facing issues of addic-
tion have more than 

the usual barriers between 
them and the treatment 
they require. The South 
Asian culture is a shared-
shame based culture: that 
is, the shame of an indi-
vidual often becomes the 
shame of the family or 
the extended family. This 
issue of collective shame 
prevents South Asian youth 
from accessing legitimate 
support for dealing with 
their addictions.

I have had the oppor-
tunity to work with at-
risk South Asian youth 
throughout the Lower 
Mainland for the better 
part of 10 years; specifi -
cally, in the Downtown 
Eastside of Vancouver and 
in Surrey. For many years, 
I was the only street youth 
outreach worker of South 
Asian descent working 
with this growing popula-

tion of street-active young 
people. The majority of 
the youths I have worked 
with have been male, al-
though I have supported 
some females as well.

When I began to en-
counter street-active South 
Asian youths, I found they 
were different than the ‘tra-
ditional’ street youths I had 
previously worked with. 
South Asian youngsters do 
not always face issues of 
poverty, abuse or parental 
addiction at home, as do 
so many youth with addic-
tion or mental health issues. 
Rather, these South Asian 
youths are often just bored 
and looking for something 
to do.

Cultural issues come 
into play as I assist these 
South Asian youths to 

seek support and treat-
ment for their addictions. 
They are often unwilling 
to enter treatment for fear 
of their community fi nd-
ing out. This would bring 
shame to the youth and 
his or her family. Treat-
ment for severe addic-
tions can involve a long-
term stay in a residen-
tial, psychiatric or detox 
facility; an extended ab-
sence would be diffi cult 
to explain to relatives, 
friends and the commu-
nity at large. Parents of 
these addicted youth are 
also in a quandary. They 
desperately wish to sup-
port their child, but don’t 
know how to tell others 
that their child is using 
illicit drugs. This would 
shatter the image of their 
‘perfect’ family.

I know of instances 
where the parents found 
it easier to send their 
youngster to stay with im-
mediate family in anoth-

“I know that I need to stand alone now. Knowing that 
you believe I can makes it seem not so scary. I will honour 
all the work we’ve done by not letting this goodbye trip me 
up; by moving on and forward and living everything that 
life is. I hope I’ve made you proud.”

I don’t know why I got sick or why I still struggle with 
eating healthfully and maintaining my weight, but fi nding 

that answer is no longer my focus. I am content with who 
I am today. Rather than focusing on my past, I am try-
ing to look to the future. I’ve already made the mistake of 
not seeing how much treatment meant to me until it was 
gone. I don’t want to make that mistake again in any oth-
er part of my life. I want to enjoy life in the present. This 
time around, I want to truly be in the moment.

er city, or even in India, 
rather than send them 
into treatment. This ‘solu-
tion’—of sending a child 
away, with a seemingly 
legitimate excuse—has 
been easier for parents 
to explain and have ac-
cepted, than explaining 
that their child is in a de-
tox, treatment or recov-
ery program. The parents 
also hope that extend-
ed stays away from the 
youth’s immediate social 
circle may temporarily al-
ter his or her pattern of 
substance use. But, it will 
not address the larger is-
sue of their addiction.

Too often parents do 
not understand the issues 
behind their child’s addic-
tion and don’t realize their 
child may require the sup-
port of medical profession-
als and trained alcohol and 
drug counsellors. Sending 
a child and his/her prob-
lems away ensures that the 
family name does not be-
come blighted, but it does 
little to address the serious 
issue their child is facing.

We South Asians 
need to place a greater 
emphasis on support and 
recovery of our youths 
who are trying to manage 
their addictions, than we 
do on family image and 
reputation. Only when 
we disregard the fear of 
shame will we be able to 
support our youths in the 
manner they deserve.

these
 south asian 

youths are often just bored 
and looking for something to do
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Did I need an attitude adjustment!
Shifting to youth concurrent disorders: A professional story
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Eight months ago I made a job change after work-
ing for 20 years as a psychiatric social worker 
in both adult and child psychiatry inpatient and 

outpatient settings. For the last 11 of these years I was 
based in an outpatient psychiatry department in a 
large urban children’s hospital, running a crisis clinic. 
I made clinical decisions every day as part of my job 
and felt confi dent about my range of knowledge of 
childhood and adolescent psychiatric disorders. This 
article refl ects some of the surprising discoveries I’ve 
made in my new job, and how my previous clinical 
beliefs about youth drug and alcohol use and mental 
health have been challenged.

In my current position as coordinator of the Pro-
vincial Youth Mental Health and Substance Use Pro-
gram at BC Children’s Hospital, I have been develop-
ing, with my colleagues, a youth concurrent disorders 
program—that is, a program that serves youth who 
have both a mental illness and an addiction prob-
lem. The Provincial Health Services Authority recent-
ly granted ongoing funding to expand the program’s 
clinical services, as it had been operating for the last 
two years with only one staff member.

One of my fi rst tasks was to get myself up to speed 
on assessing substance use in youth. No problem! I 
thought. I would just learn the substance use assess-
ment questions and tack them on to my mental health 
questions. I quickly became aware, however, that de-
spite my years of experience, I didn’t really know what 
a concurrent disorder was in the youth population. Did 
it mean the problem with drug use came fi rst and then 
the mental health problem started? Or, was it the oth-
er way around? Did it matter which came fi rst? Things 
were beginning to look more complicated than just 
adding a few questions. Moreover, I didn’t know what I 
was supposed to do with the drug and alcohol informa-
tion once I got it. I was fi rmly in the grips of the dread-
ed “I didn’t know what I didn’t know” feeling.

Eleven years ago I had been responsible for de-
veloping the referral criteria for the crisis clinic. With 
the blessings of my psychiatric colleagues, I had stat-
ed clearly in the criteria that referred adolescents 
with active substance use were in the “we will not see 
them” category.

When youth did come through my former “men-
tal health only” door, I would ask them if they used 
any drugs, expecting a typical response like, “Yeah, 

ferring these youth on 
to addiction services and telling them to come back 
and see us when they had been “clean” for at least 
three months. Invariably, this would be the last time 
we saw them.

Why was this? Was this a service delivery issue? 
Was this a clinical issue? Had I inadvertently been giv-
ing the message that you could only get help from us 
for one problem, not two? Or that mental health prob-
lems and drug use problems were two separate is-
sues and needed two kinds of specialists who weren’t, 
most likely, going to speak to each other?

When I have attended conferences and workshops, 
they have been focused either on mental health or on 
addiction; I have attended just one conference with a 
specifi c concurrent disorders focus. It became clear to 
me that mental health and addictions clinicians spoke 

I smoke a little pot and sorta get drunk on the week-
ends.” I would then rapidly move on to ask more about 
their mental health problems; my comfort zone was 
only in doing a mental health/psychiatric assessment.

If they told me they were using a lot of drugs and/
or alcohol daily, I’d begin to doubt that I could be very 
helpful. I would immediately start thinking about re-
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Margaret Little

Margaret is a UBC 
graduate in Art History. She 
has also studied computer 

information systems 
and website design, and 
has worked for the BC 

government for 12 years. 
She enjoys aquafi t, weight 

training, reading, writing and 
walking her dog

In 2003, at the age of 22, 
Amrik* had just gradu-
ated from a US univer-

sity with a Computer En-
gineering degree. He was 
a normal, well-adjusted 
young graduate with no 
prior mental health prob-
lems. But after only three 
months at his fi rst job, as 
a university Java program 
developer, he was unable to 
concentrate on his work or 
remember much of his pro-
gramming skills.

“I had memory blackouts 
where I couldn’t recall who I 
was and what I was doing,” 
says Amrik. “This period in 
my life is a blur to me now. I 
knew something was wrong, 
but I didn’t know what.” 

When Amrik came 
home from work one day, 
he was unusually tired. 
Suddenly, he had what he 
would later learn was an 
epileptic seizure. He had 
a memory blackout so he 
didn’t know what hap-
pened at this time. Dur-
ing this seizure he bit his 
tongue. He was taken to 
the hospital by his par-
ents, who, luckily, were 
present during this epi-
sode. At the hospital he 
was treated for the sei-
zure by a general prac-
titioner, but the GP re-
ferred him to a psychia-
trist, whom Amrik saw 
the same day. The psy-
chiatrist diagnosed him 

as schizophrenic because 
of his chaotic thought pat-
terns. Amrik remembers 
telling the psychiatrist 
about a professor he’d 
had, who he thought was 
“out to get him.”

“I truly believed this 
professor was plotting 
against me,” he says. “The 
professor was out to get 
me because I was evil and 
would harm others.” Now 
Amrik knows that he was 
living in another reality. 

“I had suicidal thou-
ghts during this period of 
time, but I didn’t actively 
try to commit suicide,” re-
members Amrik. “When I 
was diagnosed as a schiz-
ophrenic, I don’t remem-

ber being scared or sur-
prised—just a blank.” 
There is a hole in his mem-
ory around the onset of the 
illness.

The psychiatrist pre-
scribed Amrik the anti-
psychotic drug Risperdal. 
With the medication his 
thoughts became more 
coherent and reasonable 
and he began to feel nor-
mal. The main side effect 
from Risperdal was drow-
siness; luckily, the drowsi-
ness only occurred in the 
morning before 9:00 a.m. 
During the daytime he was 
alert, with no side effects. 
He did not suffer from de-
pression. Amrik continued 
with the medication for 

two different languages. There were also differences in 
assessment and treatment approaches, beliefs about 
change, and so on. It was also clear that we, though 
separate groups of health care professionals, were see-
ing the same clients.

Was the lack of a common language part of why it 
was hard to communicate with each other about our 
clients? Or was it deeper than that? Was there a lev-
el of discomfort with each other that was grounded 
in not wanting to feel exposed about what we didn’t 
know about each other’s area? And if we did discover 
that we were unfamiliar with something from the oth-
er’s territory, then what? If I wanted to get more famil-
iar with issues regarding youth drug and alcohol use, 
would I be welcomed as a colleague, or would I be 
treated as an “outsider”? If I felt this way, what must 
the clients feel like? 

Posing these questions to myself made me come to 
terms with the fact that I was, in some ways, a product 
of the mental health/psychiatric system training. Even 
though I had been working in psychiatry for almost 
20 years, I had no more than a basic introduction to 
substance abuse, its treatment or addiction medicine. 
I had never worked, or been offered an opportunity 

to work, alongside an addiction medicine physician 
or an addiction treatment clinician, so never gained a 
good understanding of how they worked, thought or 
conceptualized the issues facing their clients.

Service delivery to youth has traditionally been 
provided via referral to either mental health or addic-
tion services, depending on who is doing the refer-
ring and what they thought the problem might be. The 
type of assessment and treatment these young people 
would receive depended on which “door” they went 
through. This system has not only led to fragment-
ed service, but has also kept professionals separated 
from each other in terms of facilitating respectful un-
derstanding, acceptance and knowledge exchange.

As I move ahead in my new position, I hope to soften 
some of the professional barriers between youth mental 
health practitioners and addiction clinicians. I am now very 
aware of the clinical reality that if a substance problem 
exists in a youth, there is a good chance there is a mental 
health issue that needs to be explored in a comprehensive 
assessment. From a  personal perspective, challenging 
my belief system about youth substance use has been a 
learning opportunity that I didn’t often connect to myself. 
It is sometimes healthy to be just a little bit humbled.

* pseudonym

attitude adjustment | continued from page 13
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My Life
From one extremity 
to the other

Michelle Dean

Michelle describes herself 
as driven, kind and 
easygoing. She’s coping well 
with her eating disorder, 
is working and will be 
attending college in the fall 
of 2006

three or four months, but 
was not able to continue 
his programming work at 
the university. It took sev-
eral months for his mental 
condition to stabilize and 
his thoughts to completely 
return to normal.

Living in the United 
States with a mental illness 
had a downside, however. 
Amrik found his medica-
tions very costly, because 
he was not a US citizen. But 
since he had no US med-
ical coverage, it cost him 
$800 to $1000 a month for 
his medication.

Fortunately, Amrik’s 
mother and father were 
emotionally supportive. 
His parents understood, 
through talking to the 
psychiatrist, that Amrik’s 
mental disorder was bio-
chemical and was man-
ageable with proper treat-
ment. “But my diagnosis 
was kept very quiet in the 
family. Only my mother 
and father knew about it,” 
Amrik says.

The family, after much 
discussion, decided to 
move to Canada where 
Amrik’s medication would 
be cheaper. Amrik had dual 
citizenship from Canada 
and India, and had lived in 
Canada for nine years be-
fore the family moved to 
the US so he could attend 
college there. As a Cana-

dian citizen, Amrik’s pre-
scription drugs would be 
covered under the Canadi-
an health care system.

Here in Canada, Amrik 
was accepted to work on a 
master’s degree in Compu-
ter Engineering. 

Since schizophrenia 
is a life-long disease and 
there is no immediate cure 
for it, Amrik has to take his 
medication daily. Some-
times, he has mild relaps-
es. To help cope with re-
lapses, Amrik has been a 
patient at a psychiatric day 
centre. He is taking cogni-
tive-behavioural therapy 
(CBT) and has found it to 
be useful. Although most 
often used in connection 
with mood and anxiety dis-
orders, CBT can also help 
those with schizophrenia.

“The thought restruc-
turing has really helped 
my thinking patterns, and 
I’ve become functional in 
my daily life using the pills 
and the cognitive thera-
py,” says Amrik. He has 
CBT sessions once a week 
for one to two hours. CBT 
also helps him manage his 
school work and helps him 
set goals. 

His CBT work is also 
supported by progressive 
muscle relaxation, deep 
breathing, relaxation, med-
i tation and yoga. Exercise 
is recommended for day 

centre participants. Amrik 
goes to the gym and works 
on cardio and weight 
equipment to keep his fi t-
ness level up. He also likes 
sports, especially tennis.

Amrik’s life is rea-
sonably fulfi lling, but still 
not yet well rounded. He 
didn’t have many hobbies 
during his student days, 
as he concentrated solely 
on his studies. He is now 
attempting to round out 
his life socially. He has a 
number of casual friends, 
but no close ones. He says 
he has good interaction 
with members in the day 
program and occasionally 
goes out with some of the 
male members to movies 
or similar activities. 

Amrik is coping very 
well at present. He has 
one year left to com-
plete for his master’s de-
gree. When asked what 
advice he would give to 
others who have a sim-
ilar problem, he said 
they should try CBT and 
take medication. This 
helped him and should 
help others. He added 
that there is no cure for 
schizophrenia, but the 
disease can be managed 
with proper care.

And says Amrik, “Even 
if your schooling is inter-
rupted by mental illness, 
with proper treatment, 
young adults can still ful-
fi ll their dreams and po-
tential.” 

How did ‘it’ happen?
Food, at times, has been my ‘friend’ and confi dant 
(over-eating). Other times it has been my arch-enemy, 
out to ruin my life (anorexia). I don’t think I’ve ever ex-
perienced normal eating on my own—only with my fi rst 
hospital ‘visit’ back in grade eight. 

I was physically, mentally and sexually abused as a 
young child. I numbed my pain away by binge eating. This 
led to weight gain and ridicule, which lead to more binge-
ing, weight gain and ridicule—a vicious cycle indeed.

When I was just shy of 12 years old, I got up to 150 
pounds. The harassment was unbearable. So, after fi nding 

This period in my life is a 
blur to me now. 
I knew something was wrong, 
but I didn’t know what.
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a Weight Watchers book in my home, I told my mom I 
was going on a diet. My mom was completely against it, 
but I did it anyway.

The more weight I lost, the more people loved and 
accepted me. The compliments came one after another: 
“You’re truly a beautiful girl under there!” or “Oh, wow, 
you’re actually gorgeous now!” So guess what folks? I 
kept on with it. And things got progressively worse.

Over the next year, I lost 60 pounds. I’d corner my 
mother in the kitchen and lecture her on what she was 
putting in our bodies and how much it appalled me. 
Someone suggested to her that I might have an eating 
disorder and recommended that she get me a referral to 
BC Children’s Hospital. In October 2001 I was assessed 
as having what was blatantly obvious—anorexia.

I started as an outpatient at BC Children’s, but by 
Christmas I was an inpatient. But because I was forced 
to go into treatment, I chose not to get much out of it.

When I got out of the hospital, I hit a new all-time 
low. I needed to gain weight and picked up bad eating 
habits—fi gured I may as well enjoy myself. I ballooned 
up a good 90 pounds during grades nine and 10, reach-
ing as high as 200 pounds. 

Eventually the overweight got to me, however, and 
I began making “better choices” again. By the summer 
of 2004, I had lost about 30 pounds. That was the sum-
mer I met my current boyfriend, who had come out to 
the coast from Winnipeg; we had a mutual friend. I felt 
incredibly fat and disgusting standing next to him. I told 
myself that the next time I saw him I had to be size x—
and thus began another battle with bingeing. I’d get to 
my desired weight, then would set myself a goal for the 
next time I saw him. Once again it was achieved—but 

it was never good enough. My boyfriend never put pres-
sure on me to be thin. This was all self-induced.

Things continued to snowball. I wanted to see if I 
could get sick again. I had forgotten how physically and 
mentally agonizing anorexia is, and I welcomed it back 
into my life with open arms. I lost 45 to 50 pounds—
excluding the healthy-start weight loss—by not eating, 
purging and exercising four to six hours a day.

So here I am, in the spring of 2006, back as a patient 
in BCCH’s eating disorder program for youth. I’ve been 
on the inpatient ward for fi ve weeks and on weekdays I 
am part of the day program.

In treatment: realizations . . .
This is my second shot at healing, and this time it was 
my own initiative. Every day was the same tedious rou-
tine, and when I looked into my future, I saw nothing 
for me. I just wanted to be dead and that petrifi ed me. 
Also, contrary to many anorexics, who feel as though 
they’re in complete control, I felt incredibly out of con-
trol. No matter how much I wanted to stop, I couldn’t. 
My relationships were deteriorating—I didn’t want 
to be alone with myself, let alone have other people 
around getting impacted by what I was or wasn’t feel-
ing. And, physically, I felt atrocious. I didn’t have any 
energy, yet still gave 110% when it came to working 
out for hours on end. I’d look in the mirror and see a 
yellow, dark-eyed, bald-spotted, bruised-up person that 
was supposed to be me. I couldn’t stomach it. I knew I 
was far from being healthy.

I’m confi dent when I say the program is working 
for me. Yeah, sure, I do go home on weekend passes 
and muck up here and there, but it’s not intentional. The 
way I see it is, I worked hard to get where I am—it was 
my lifestyle for so long—that it will understandably be a 
long journey to get well. I’m not resisting the groups and 
other people like I did my fi rst time around.

My days here in BCCH are structured. We eat three 
meals and three snacks, and attend various support 
groups. These include a nutrition group, in which we se-
lect our menus for the upcoming week and discuss diet 
myths and other facts to help us make wise eating choic-
es. A few hours of schooling are also incorporated into 
each day, as the majority of us still need to complete our 
studies—I’d lost a lot of my grade 12 year.

DBT (dialectical behaviour therapy) is one of the more 
helpful groups. It helps us control our thoughts and not let 
them overpower us and run our lives. We typically start 
with a mindful exercise, in which we sit completely re-
laxed while listening to soothing music and become aware 
of our feelings. Most patients have trouble expressing feel-
ings, and some are unable to distinguish between different 
emotions. This group helps us get an idea of what we’re 
feeling and how to properly assert ourselves.

My eating disorder is a way of shielding myself from the real world
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What Works?
Family therapy for adolescents with anorexia nervosa

Ronald S. Manley, 
PhD, RPsych

Pat Roles, MSW, BCATR

Ron is Clinical Director 
of the Eating Disorders 
Program at BC Children’s 
Hospital, and Clinical 
Assistant Professor in the 
Department of Psychiatry 
at UBC

Pat is Social Worker and 
a family therapist in the 
Eating Disorders Program 
at BC Children’s Hospital, 
and is Clinical Coordinator 
in the BCCH Social Work 
department

I’ve learned a lot about myself. My eating disor-
der is a way of shielding myself from the real world. 
The thought of fi nishing grade 12 and getting to a new 
point in life was horrifying and daunting. It still is. Part 
of me thought that if I was sick I wouldn’t have to deal 
with things—I could just spend my days in treatment 
facilities or in my own world at home. But I’ve learned 
that’s no longer what I want out of life. Life is too short. 
In two years I want to be able to travel to different parts 
of the world, and in fi ve years I want to be fi nishing 
university, and in 10 years I want to be started on my 
chosen career path. I don’t want to be asking myself 
in 10 years, what have I done with myself?, only to re-
alize I haven’t done or achieved anything because I’ve 
been sick.

A good state of mind and good health will ena-
ble me to hold down a job to make money so that my 
dreams can become reality. Previously, working out 
was a priority and every other eating disorder habit 
took precedence over my job, so I quit working. I want 

to be able to think clearly so I can do well in my univer-
sity courses. Since I’ve been working on things, all my 
relationships have benefi ted. 

I’ve been able to pinpoint some things that I’ve felt 
out of control with. For example, I can’t control my long 
distance relationship and I can’t control the fact that 
I’m going to have to face the real world in a month’s 
time. But now I’m more willing to accept the fact that I 
just need to go with the fl ow of life. The thought of that, 
though still a bit frightening, is exhilarating.

So here I am today, writing a little blip of only a 
few of my struggles in the comfort of a treatment fa-
cility. It’s been just over a month now and things are 
changing. I’ve realized I’m a great person with many 
wonderful assets to offer to people, the community 
and the world. Anorexia will only hinder my goals and 
passions. I will beat anorexia. And I assure you that 
I will achieve every goal I set for myself. This illness 
robs you of a quality life, the type of life I so desper-
ately want to live.

Anorexia nervosa is 
a devastating ill-
ness that affects 

around 0.3% of young 
women (or about one in 
every 200 girls).1 Boys are 
affected as well. Suffer-
ers of this illness have a 
strong fear of becoming 
fat and may even believe 
they are fat when they are 
actually underweight. This 
distortion of body image is 
real for them. Individuals 
with anorexia nervosa try 
to keep a low body weight 
through restricting food, 
over-exercising or through 
purging food after eating 
(making themselves vom-
it, or using laxatives).

This illness most of-
ten develops during the 
early to mid teens, a time 

of life which brings great 
change. Changes include 
physical, social and emo-
tional growth and devel-
opment, shifts in peer re-
lationships, emerging sex-
uality, greater independ-
ence from family, a move 
to high school or leav-
ing school at graduation. 
Overwhelmed by these 
demands, some children 
with risk factors, such as 
low self-esteem, may de-
velop an eating disorder 
as a way of attempting to 
cope with these pressures 
and changes. The illness is 
a way of communicating 
to others that something 
is not working for them in 
their life.

Treatment requires a 
team approach, which can 

include doctors, psycholo-
gists, social workers, nurs-
es and nutritionists. Treat-
ment approaches have 
changed greatly over the 
years. There used to be a 
reliance on behavioural 
approaches, such as a re-
ward system where the in-
dividual earned privileges 
for weight gained. Now, ef-
forts are directed more to-
ward working on motiva-
tion to recover and self-re-
sponsibility for recovery.

Why family therapy?
These young people live in 
the context of their family. 
The family, therefore, can 
be an important resource 
in supporting the young 
person in their diffi cult 
process of gaining weight 

my life | continued from previous page
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and becoming psychologi-
cally healthy.

Family therapy is the 
process of a therapist 
meeting with a patient 
and family members to 
help the family work to-
gether to solve the prob-
lem, since anorexia af-
fects the whole family. 
This may include counsel-
ling with parents alone.

Family therapy is not 
aimed at the family as the 
cause for an eating dis-
order. Parents often feel 
blamed and do much 
soul-searching about what 
they did or did not do that 
may have resulted in the 
eating disorder. Some-
times parents’ fears over-
whelm them, interfering 
with their ability to sup-
port their child effective-
ly. It is important to enlist 
family members, in a non-
blaming way, to work to-
gether with the treatment 
team so they can under-
stand how to support their 
daughter or son through 
the process of recovery. 
Family members also 
need to look after them-
selves during this often 
lengthy recovery process.

Maudsley approach?
Research in the family 
therapy fi eld has provided 
very encouraging results 
in answering the question: 
how can we best support 
an adolescent with ano-
rexia nervosa in getting 
better? Some such early 
research took place at the 
Maudsley Hospital in Lon-
don, England.2,3,4 

Adolescents have been 
found to do better with 
family therapy than with 
individual therapy.5 In the 
Maudsley approach, fami-
ly members are supported 
to work directly with their 
daughter or son in encour-

aging them to eat, rather 
than being encouraged to 
“back off” from actively 
trying to get their child to 
eat. Control over eating is 
not returned solely to the 
adolescent until she/he has 
achieved a healthy weight. 
Only then does the thera-
py directly address issues 
less closely related to the 
eating behaviour itself.2

One review reported 
that, of patients who were 
assessed fi ve years follow-
ing treatment, three quar-
ters were found to have a 
good outcome.2

The same review re-
ports on another study that 
compared two types of 
family therapy: 1) involv-
ing the child in the fami-
ly therapy, and 2) involv-
ing only the parents. The 
fi ndings showed no differ-
ence in the outcome.2 This 
result suggests that work-
ing with the parents alone 
is as important as involv-
ing the child in the proc-
ess. It is essential that par-
ents be able to work with 
one another and be con-
sistent in their approach 
to their child, even if the 
parents are separated or 
divorced.

What’s new in 
family therapy?
The family-based treat-
ment for anorexia devel-
oped at the Maudsley Hos-
pital has been developed 
into a manual for thera-
pists.2,3,6,7 This is impor-

tant, because it means the 
treatment has been stand-
ardized and so allows re-
searchers to study it more 
carefully. Standardization 
also means the therapy 
can be adopted in a vari-
ety of treatment centres, 
since the manual outlines 
how the treatment should 
proceed.2 

More recently, a type 
of therapy called multi-
ple-family day treatment 
has emerged as part of 
the Maudsley approach.2,4 

This type of family thera-
py is conducted with sev-
eral families at one time, 
and views the family as 
an important resource in 
helping their adolescent 
to regain weight. Families 
meet together over sever-
al days, as opposed to the 
more traditional once-a-
week family therapy ap-
proach. They hear about 
and share stories, discover 
more about their own re-
sources and focus on so-
lutions. These are experi-
ences that empower fami-
lies.2,4 Improvements with 
this approach have been 
reported in a number of 
areas, such as gaining 
weight and binge eating 
and purging less. It is par-
ticularly noteworthy that 
the drop-out rate has been 
low. Both patients and par-
ents have provided good 
feedback about this treat-
ment.2

A proposal has recent-
ly been made to consider 

the multiple-family thera-
py situation as a “commu-
nity of concern”8 and to 
enhance this therapy with 
practices taken from nar-
rative therapy. Narrative 
therapy9 is an approach 
that helps people rede-
fi ne their relationship to 
the problem through “re-
storying” (the client con-
structs a new, empowering 
and preferred story about 
themselves and their life). 
An example of incorpo-
rating a narrative therapy 
strategy would be to ex-
pand the traditional family 
therapy format by having 
parents who have already 
gone through treatment 
be consultants to families 
who are in treatment.8

Where are we now?
At this time we can say 
more clearly, although not 
conclusively, that family 
therapy is the “treatment 
of choice” for children and 
younger adolescents with 
a short duration of ano-
rexia.2,3,7 While we also 
need to study other treat-
ments for comparison 
with the results of family 
therapy,3 it is clear that we 
need to welcome family 
members as part of the 
overall treatment team for 
youth with anorexia ner-
vosa. For an illness that is 
so devastating to patients 
and their families, the fa-
vourable outcomes of this 
treatment approach are 
welcome news indeed.
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Between Two Cultures
Family therapy for Chinese Canadians

Dan Zhang, MD, MSc, PhD

Dan practised medicine in 
China before immigrating 
to Canada, where she 
obtained a doctorate in 
counselling psychology from 
the University of British 
Columbia. In addition 
to her counselling at 
Vancouver Community 
College and teaching at 
Kwantlen University College, 
she volunteers with the 
Canadian Mental Health 
Association, Vancouver-
Burnaby Branch

The process of immigration requires learning to 
live in a culture different from one’s native cul-
ture. This process involves a large number of life 

changes and lowered well-being over a period of time. 
People often experience changes both individually and 
in their families—and family is very important in Chi-
nese culture. Normal family confl icts and confusion are 
likely to be made worse. Issues such as cultural value 
differences and family structure changes are the major 
source of problems people in immigrant families may 
need help with.

Competing demands on Chinese youth
In North American culture, new family structures and 
practices have been emerging, and traditional values and 
assumptions have often been called into question. As a re-
sult, there aren’t clear guidelines to help immigrant fami-
lies as they experiment with different ways of relating and 
adapting to a new—and changing—social world. 

During cultural transition, children often experience 
increased demands on them. Placed in a strange culture 
about which they had no choice, children are overwhelmed 
by the numerous obstacles confronting them. They are 
constantly reminded by their parents that the parents in-
vest their future in their children. The children are expect-
ed to do well in an English-speaking school, even though 
they cannot speak English at the beginning.

When Chinese children enter the Canadian school 
system, they learn new social values that confl ict with 
those of their parental culture. When the children be-
come skillful in the English language, they also learn to 
accept and assimilate the culture and values that come 
with the English language. The children’s assimilation 
into Western culture then makes them strangers in their 
own homes. Their newly learned assertiveness and free-
dom of choice and speech create increased confl ict and 
physical and emotional distance between them and their 
parents. Should children disobey the parents—especial-
ly the father, who is the disciplinarian in the family—the 
parents will feel threatened and may demand more re-
spect and deference from the children.

The children’s rapid acculturation (i.e., shifting 
to the values of the new culture), however—including 
greater profi ciency in the English language—can cause 
role reversal in the family. Because of their skill in Eng-
lish, the son or daughter may be asked to translate or 
speak for the family in situations and relationships out-
side the family. This status, newly acquired by children, 

may cause them to have less re-
spect for their parents, who re-
main traditional, rigid and less 
educated in English.

Chinese youths thus tend to 
experience anguish due to the di-
lemma of competing demands: 
1) cultural role expectations at 
home, and 2) survival in the larg-
er society. This involves not only 
confl icting pressures from oth-
er people, but personal confl icts 
within the individual Chinese youth, who is oriented to 
both sets of norms. 

Some suggestions for cultural 
sensitivity in family therapy
The wide acceptance of the family-centred approach to 
problem solving has generated many treatment theories 
and models. In working with Chinese Canadian families, 
Chinese cultural and family traditions must be consid-
ered. The following suggestions may be useful:

Use of symbols. Symbols—words, objects, actions, 
gestures, images and sequences of interaction—can 
represent a client’s way of communication , personal 
metaphors, culture and life stories in a familiar and 
comfortable manner. Instead of asking Chinese cli-
ents to directly express themselves in feelings or com-
ments, symbols can be used as an indirect way of 
having clients present personal needs and meanings, 
as well as emotions. Asking Chinese clients to bring 
their favourite pictures to the session, for example, 
can change the focus from the person to the objects.
Re-labelling. By using a concept the client is famil-
iar with—for example, their own way of labelling a 
problem or issue—therapists can not only help cli-
ents understand their diffi culties, but also alleviate 
the anxiety about exploring their problems in a ther-
apeutic situation. 
Applying Chinese traditional medicine theory. 
This is highly recommended for working on de-
pression with Chinese clients. Feelings are often 
not directly expressed by Chinese clients. Accord-
ing to the theories of Chinese traditional medi-
cine, physical symptoms are very much related to 
one’s emotional well-being. Thus, descriptions of 
physical symptoms such as headache, sleeping dif-
ficulties or eating problems are easily used by 

•

•

•

continued on page 21
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Play Therapy
A way to help children who are experiencing problems

Kathy Eugster
Barbara Tredger

Kathy is a Board Member 
of the BC Association for 
Play Therapy and a child 

and family therapist in 
private practice and with 

Family Services of the 
North Shore

Barbara is President of 
the BC Association for 

Play Therapy and a child 
and family therapist in 

private practice and with 
Family Services of Greater 

Vancouver

When parents and 
other adults are 
worried about 

a child’s behaviour, they 
usually want to seek help 
for that child. One of the 
best ways to help children 
is through an approach 
known as play therapy.

Play therapy is a treat-
ment approach specifi cal-
ly developed to help chil-
dren between the ages of 
three and 12. A play ther-
apist is trained to help a 
child who is struggling 
with problems to explore 
and resolve these prob-
lems through the use of 
play.

Children express 
themselves much better 
by playing than by talking. 
In play therapy, children 
are provided with special-
ly chosen toys and play 
materials with which they 
can play out what they 
have diffi culty saying with 
words. Children will play 
using their imaginations 
in ways that are re-
lated to events 
that have 
happened 
in their 

lives. For example, a child 
who has been in a car ac-
cident may play by crash-
ing toy cars together over 
and over. A child who has 
seen his parents fi ghting 
may use puppets to act 
out these confl icts seen at 
home.

In play therapy, chil-
dren do not have to talk 
about their problems to 
feel better. Play therapy 
allows children to distance 
themselves from feelings 
and memories that would 
normally be too diffi cult 
for them to talk about di-
rectly. When children play 
with toys in ways that are 
similar to diffi cult situa-
tions that have happened 
in their lives, the associat-
ed upsetting feelings and 
memories begin to fade.

In play therapy, chil-
dren will play in ways that 
help them make sense 
of a confusing world. 
Through play, children can 
get a better understand-
ing of what has happened 

in their lives. By playing 
out a scene where a 
child toy gets hurt 
and then gets help 
from a toy doctor, 

the child may be-
gin to un-

derstand that getting hurt 
was not his or her fault. 
In addition, the child will 
gain a sense of hopeful-
ness and realize that help 
can be available after a 
hurtful incident.

During play, creative 
thoughts are encouraged 
and children can fi nd so-
lutions to their problems. 
For example, a child may 
play out different end-
ings to a particular make-
believe story, fi nding one 
particular ending that 
feels good. This is similar 
to what an adult does by 
talking to someone about 
different ways to solve a 
particular problem.

In play therapy, a child 
can also pretend to be dif-
ferent characters. This 
gives him or her an idea 
of what it feels like to be 
in another person’s shoes. 
Again, this is like an adult 
talking with someone and 
then understanding things 
from different points of 
view. This ability to expe-
rience and understand dif-
ferent perspectives helps a 
child to develop a sense of 
empathy toward others.

Children will often feel 
more in control of their 
lives and more self-confi -
dent after being involved 
in play therapy. The net 
result is that problem be-
haviours will frequently 
decrease or disappear al-
together.

Play therapists have 
recently been evaluating 
research that has been 

conducted over the past 
50 years on the effective-
ness of play therapy. They 
have found that play ther-
apy is an effective treat-
ment for children expe-
riencing a wide variety 
of social, emotional and 
behavioural problems. It 
is also an excellent way 
to help children recov-
er and heal from stress-
ful or traumatic experi-
ences.1 Play therapy has 
been used for multiple 
mental health concerns, 
such as anger manage-
ment, grief and loss, di-
vorce and trauma.2,3 Play 
therapy has also been 
used successfully to treat 
anxiety, depression, AD/
HD, pervasive develop-
mental disorders, aca-
demic and social devel-
opmental issues, physi-
cal and learning disabil-
ities, and conduct disor-
ders.4 Play therapy can 
also be used successfully 
in conjunction with med-
ication.5

Play therapy is dif-
ferent than regular play 
and to be effective re-
quires the presence of a 
trained therapist. In Brit-
ish Columbia, the BC As-
sociation for Play Therapy 
(BCAPT) supports mental 
health professionals who 
are interested in obtain-
ing training in the fi eld of 
play therapy. BCAPT has 
been active since 1993 in 
advocating for the emo-
tional well-being of chil-
dren through advancing 
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Music Therapy
Helping youth fi nd their voice
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clients in discussion of their issues and problems. 
Counselling will be more acceptable and effective 
if it can assist clients to talk about the symptoms 
of their excessive anger, worry and thinking. In 
terms of practice, questions like: “What happened 
to you?” Or “What did you do?” is preferable to 
“How do you feel?” The focus should be on help-
ing Chinese clients express their distress in a way 
that they can maintain “face” by not talking about 
their emotions. 
Involving family members. Traditional customs also 
infl uence Chinese clients who have diffi culty opening 
up to an “outsider.” Most Chinese clients are very much 
concerned about not making direct statements to oth-
ers, and worry about “losing face” for themselves and 
their families. Therefore, they are very careful about 
what and how to say things to a “stranger.” Family 
members whose English is more advanced can also 
help some clients overcome possible language and 
cultural barriers. 
Respect clients: Avoid stereotyping. If you not sure, 
ask. Interpretation out of context and beyond the facts 
is inevitably limited, offensive and harmful, whatever 
the intent. The therapist needs to understand clients 
within the clients’ cultural context, to avoid general-
izing beyond what is known, and to keep an open 
attitude without stereotypical assumptions regarding 
their clients and other people.

•

•

and promoting the pro-
fessional practice of play 
therapy. BCAPT conducts 
educational and profes-
sional meetings and con-
ferences, collaborates 
with other professional 
organizations, and pro-
vides support to profes-
sionals and students in 
the fi eld of play therapy. 
BCAPT has had close ties 
over the years with the 
California-based Asso-
ciation for Play Therapy 
(APT), which was found-
ed in 1982 and grants the 
credentials of Registered 
Play Therapist and Reg-
istered Play Therapist-Su-
pervisor to those mental 
health professionals who 
meet their requirements.

Music therapy is an allied health profession; 
that is, practitioners have formal training and 
credentials from professional associations. 

Music therapists use music in various ways to help 
clients—including youth with many different needs—
make changes in their lives. We develop treatment pro-
grams based on the unique needs of our clients. Music 
therapy can stand alone as a form of treatment, or may 
complement other therapies. This article will discuss 
how music therapy helps youth who are dealing with 
mental health and addictions issues.

Music is a highly valued part of life for most young 
people, and for this reason we fi nd little resistance to 
music therapy treatment on the part of youth.1 Work-
ing through music allows us to draw on the creative 
strengths of our clients—strengths that might other-
wise not be developed.2 Music can be used in creating a 

supportive space where youth feel safe.3 We help youth 
understand how music can assist them as they make 
changes in their lives. One youth may learn to cope 
with her anger through playing drums. Another youth 
may tell his story of recovery through writing a song.

Goals and tools
Music therapy is used with youth who have mental health 
issues including conduct disorder, attachment disorder 
and depression.4,5,6 Music therapists may see youth in 
schools,5 hospitals7 or within residential program set-
tings.4 Common issues for youth in mental health treat-
ment include self-expression and self-esteem, depres-
sion, aggression, socialization and coping with stress.8 
Some of the tools used in music therapy are improvi-
sation (improv), drumming, song writing, song choice, 
listening and analyzing the words to songs.2,9
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For more information 
on rhythm-based music 
therapy, phone Beth at 
778-995-5735 or visit 

www.bethclark.ca.

For Youth Living with Loss, 
contact the North Shore 

Palliative Care Family 
Bereavement Program 

at 604-988-3131, 
extension 4701.

For more information on 
I’m Dangerous With Sound, 

phone Noele at 
604-879-3964 or visit 

www.noelebird.ca.
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Music therapists who 
serve youth with addic-
tions work toward goals 
that are similar to those 
for youth with mental ill-
ness. Focus is placed on 
self-awareness and ex-
pression, coping skills, 
communication and val-
ues. Through writing song 
lyrics, relaxation, perform-
ing music and improv, 
youth build trust, express 
feelings, improve self-es-
teem and learn to create 
healthy alternatives to a 
drug-use lifestyle.1,10-12

Drumming with juvenile offenders
This program for youth in a correctional facility uses 
rhythm-based music therapy. Youth explore drumming 
improv, song creation and playing music from many 
cultures. Sessions provide ways to express anger and 
other emotions. Youth develop musical, leadership, 
communication and coping skills, as well as greater 
self-awareness.

Youth Living with Loss
This creative-arts based support program, which is 
offered within the North Shore Palliative Care Family 
Bereavement Program, is designed for youth who are 
dealing with the death of a family member or friend. 
These youth are at risk for substance use, school fail-
ure and mental health issues. The program helps youth 
build a support system with peers and adult mentors. 
The approach comes from the belief that youth who 
are grieving are in need of acceptance, understanding 
and connection.

Youth strengthen coping skills and explore ways to 
share their stories through music improv, relaxation, 
writing songs, journalling and visual art. Through these 
healing processes, youth are able to deal with feelings 
of guilt, anger and isolation. They can access this pro-
gram for as long as they feel it is needed.

I’m Dangerous with Sound
This is a music performance project for high-risk youth. 
It is aimed at providing a creative and healthy alterna-
tive to a drug lifestyle, through the discovery of the cre-
ative self in music improv. It is based on the idea that 
one of the most helpful things in the recovery process 
is reducing harmful activities and offering alternatives.

The project is built on the talents and strengths 
of group members. Youth explore poetry, movement, 
theatre, song writing, drumming, and music improv to 
create an original public performance. Through an ex-
perience that involves creativity, self-expression, and 
peer support, participants develop social skills, team-
work, leadership skills, and self-confi dence. Youth in 
the project fi nish with a feeling of belonging and a 
sense of accomplishment.

Walking with youth on their journeys
Music therapy has long been used in treating people 
who have mental health issues. Now there is an in-
creasing focus on ways to meet the needs of high-risk 
youth. We believe in creating opportunities for change 
and ‘walking’ with youth as they discover their own an-
swers. Music therapy can help young people fi nd their 
voice in the midst of the challenges they face.
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will be available to them 
for life. Sometimes medi-
cines, such as fl uoxetine 
(Prozac) can be helpful in 
treating adolescents with 
severe or long-lasting de-
pressions. Medicine and 
psychotherapy together 
are best in these more 
complicated cases.2

Among the large 
number of therapies avail-
able for adolescents, two 
short-term therapies are 
scientifi cally proven. Cogni-
tive-behavioural therapy (CBT) 
looks at how a person’s 
thoughts, beliefs and be-
haviour act together to cre-
ate a depression and it en-
courages the young person 
to change these patterns in 
order to get well. There is a 
helpful online book based 
on this approach called 
Dealing with Depression.3 
CBT is available through-
out BC.

Interpersonal thera-
py for adolescents (IPT-A) 
is based on interperson-
al therapy (IPT) for adults, 
which has been further de-
veloped by Drs. Klerman 
and Weissman at Columbia 
University.4,5 Over a period 
of 12 to 15 weeks, teens 
examine their feelings and 
behaviours towards others 
and learn skills to improve 
the depression. They be-
come more aware of how 
everyday things that hap-
pen in their lives affect 
their moods. As well as 
feeling better, they feel 

more powerful through 
applying these new skills 
to address problems that 
come up. Parents are in-
volved along the way. BC 
Children’s Hospital and 
the Ministry of Children 
and Family Development 
are committed to provid-
ing youth in this province 
access to this other effec-
tive and helpful treatment 
for depression. 

Using IPT-A, Sam and 
his therapist reviewed the 
important relationships in 
his life to see if there were 
any things he could change 
to improve the depression. 
Together they learned that 
he did not like talking 
about his feelings, leading 
to depression and isola-
tion. He had been unhap-
py with his girlfriend, but 
he didn’t talk about these 
feelings. This led him to 
feel irritable and, before 
he knew it, he impulsive-
ly broke up with her. Al-
though he knew the rela-
tionship needed to end, 
he had regrets about the 
way he broke up with her. 
This led to guilty feelings. 
He had trouble letting go 
as he struggled with these 
mixed feelings.

Next, Sam and his 
therapist came up with a 
plan to help him feel bet-
ter. Sam learned a new 
way to talk about his feel-
ings that wasn’t so scary 
and that didn’t leave him 
feeling overwhelmed. He 
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No Worries
How interpersonalHow interpersonal therapy 
can help depressed adolescents

fifteen-year-old Sam 
was upset and irritable. 
He broke up with his 

girlfriend on a whim and 
was having trouble fi nd-
ing his way again. Fighting 
shattered his good reputa-
tion as a team player on 
the soccer fi eld. His grades 
dropped. He couldn’t sleep 
and lost weight. He just 
didn’t feel like himself any 
more. To make matters 
worse, he had lost many 
old friends during the time 
he was with his girlfriend. 
Rather than reaching out, 
he withdrew into loneli-
ness and despair.

Depression—a great 
challenge at any time of 
life—can feel like too much 
for an adolescent to bear. 
Although fi nding a name 
for the near-constant sad-
ness or bad moods may 
bring relief to parents, 
friends and the young per-
son him or herself, there 
is often confusion about 
what to do next.

First, it is good to get 
some information about 
depression. It is most im-

portant to know 
that depression is 
a treatable illness. 
Depression is 
common among 
youth, affecting 
5% to 8% of ado-
lescents.1 It is best 
to get help rather 
than tough it out 
alone.  Many ad-
olescents experi-

ence suici dal ideas during 
depressive episodes. These 
ideas need urgent and spe-
cial attention.

There are things that 
adolescents and their fam-
ilies can do to help heal de-
pression. To begin with, 
teens should make sure 
they are getting enough 
regular sleep, healthy food 
and exercise. Omega-3-fatty 
acids, taken in pill form at 
1000 mg daily or by eat-
ing fi sh such as salmon, 
can also help. Changes in 
the school program, such 
as reducing course load or 
stopping extracurricular 
activities, may be needed, 
but it is best to keep going 
to school regularly. Parents 
may need to lower their 
expectations, staying fi rm 
but loving.

The next thing to con-
sider is where to get help 
for the depressed mood. 
The fi rst choice for a young 
person with mild to mod-
erate, clear-cut depres-
sion is counselling. By go-
ing to therapy, young peo-
ple learn a set of skills that 
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practised this in his coun-
selling sessions and at 
home. He remembered 
how good he used to feel 
when he would call his 
friends to go out, and he 
started making those calls 
again. He prepared for 
what he would say when 
they asked him why he 
hadn’t been around re-
cently. He dealt with his 
feelings about the ending 
of his romantic relation-
ship, and eventually he 
felt able to move on. He 
practised what he would 
say the next time he saw 
his former girlfriend at 
school.

Within eight weeks, 
Sam was feeling much 
better. By 10 weeks, his 
depression was complete-
ly gone. He was pleased to 
have made these changes 
in his life using interper-
sonal therapy since he had 
wanted to get better with-
out using medications. 
Sam spent the last thera-

py sessions reviewing his 
depression symptoms so 
he could seek help more 
quickly if they came back. 
He had learned how impor-
tant it was for him to stay 
connected to his friends. 
He felt clearer about what 
he wanted in his friend-
ships and romantic rela-
tionships. In the next re-
lationship, he was sure he 
wouldn’t let himself get so 
isolated from his friends. 
Sam had good and bad 
days like normal teens, 
but he was no longer de-
pressed. He was educat-
ed about depression and 
knew a lot more about his 
strengths and weaknesses 
as a person.

This is the goal of interper-
sonal therapy for depressed 
adolescents. As well as feel-
ing relief from the depres-
sion, young people can feel 
good about their new skills, 
improved self-understanding 
and better relationships in the 
world around them.
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The need
It has been estimated that 
3.5% of children and ado-
lescents, or about 35,000 
British Columbia youth, 
suffer from depression in 
any given year.1 This rate 
increases signifi cantly 
during adolescence, par-

ticularly for girls. It is even higher if we include those 
youth with ‘low mood’ or who have depression in addi-
tion to family, social or school diffi culties, or who have 
depression along with another physical or psychiatric 
disorder. The lifetime burden of depression is huge for 
the affected individuals, their families and society at 
large. Episodes of depression repeat for many people 
and, for some, may be a chronic disease.

So, there is a strong argument for providing ear-
ly, accessible and effective assessment and treatment 
for depressed youth. There are two types of treatments 
that have proven to be helpful for such teens: medi-

cation and psychological 
treatments (cognitive-be-
havioural therapy and/or 
interpersonal therapy). 
Medications have been 
the primary treatment to 
date, but concerns have 
recently been raised about 
their safety and side ef-
fects. Psychological treat-
ments do not have these 

safety issues, but are not easily available within the 
public health care system for most teens.

In response to this situation, the Child and Youth 
Mental Health Branch, Ministry of Children and Fam-
ily Development, looked for innovative ways of im-
proving access to care for depressed youth. One ap-
proach that has been very useful in providing care for 
a number of concerns, including mental health disor-
ders, is called self care. 
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The creation of Dealing with Depression was ac-
companied by a set of recommendations to ensure that 
the guide would be accessible and useful for as many 
youth, their families and concerned adults as possible. 
These recommendations included:

providing free electronic and print copies
distributing to mental health, education and other 
governmental agencies concerned with children
forming partnerships with professional, private sec-
tor and public sector organizations to help promote 
the guide
translating the guide into different languages
transcribing the guide into a ‘talking book’ for youth 
who have diffi culties with reading
publicizing the guide at appropriate public and pro-
fessional conferences and media events
developing brief workshops for parents and profes-
sionals on how best to introduce the guide to youth, 
and how to support them appropriately as they go 
through it

Dealing with Depression is unique, but is nevertheless 
only one component in a broad response to the chal-
lenge of addressing the mental health needs of chil-
dren, teens and families. It was produced because of 
the efforts and support of government and profession-
als, but came alive because of the honest input from 
those involved—youth and families. We hope that this 
effort will reach those who need it, and 
help them to build and sustain their psy-
chological health and well-being.

•
•

•

•
•

•

•
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Taking aim with self care
A self-care approach means providing consumers with 
information, about the management of their particular 
health condition, that is:

based on the best available evidence on effective 
assessment and treatment strategies
timely, so it can be available to individuals who are 
at risk for, or in the early stages of, a mental 
disorder
accessible to everyone, especially those who may 
not use conventional health services
complementary to, or supportive of, other psycho-
logical or medical interventions
available for free, or at low cost, in multiple ways, 
including print and on the Web

Fortunately, such a program existed for depressed 
adults: the Antidepressant Skills Workbook.2 We used 
this as a framework and developed a guide for teens 
based on up-to-date scientifi c literature about what is 
most useful for helping depressed youth. The challenge 
was to adapt this format for youth, recognizing that 
child and youth mental health needs, issues and expec-
tations are unique.

We wanted to make sure that the content, exam-
ples, illustrations, format and style were appropriate. 
We recognized that we were not the best judges of that, 
so went to those who are: teenagers. We held a series 
of meetings with both depressed and non-depressed 
youth, gave them draft copies of a guide, and asked 
them about its clarity, appearance and usefulness. 
We also met with parents, school counsellors, mental 
health practitioners, physicians and other concerned 
adults to get their input, as we recognized that they 
would be important in supporting youth to access and 
use the guide.

Antidepressant skills for teens
The result of this process is Dealing with Depression: 
Antidepressant Skills for Teens.3 It provides useful in-
formation and skills about managing mood for teen-
agers between ages 13 and 17. It is not intended to di-
agnose depression or to be a substitute for medical or 
psychological mental health treatment, but may com-
plement such care when it is required. It is probably 
most appropriate for youth experiencing low mood or 
mild depression.

Dealing with Depression talks about the difference 
between depression and feeling sad and provides a 
model of depression that emphasizes the relationship 
between thoughts, feelings, emotions, actions and our 
physical state. Three core skills are then described: real-
istic thinking, problem solving and goal setting. These 
are accompanied by worksheets and brief stories about 
teens effectively using the skills. Finally, the guide pro-
vides suggestions to enhance motivation to change, 
manage lifestyle issues and deal with possible relapse.

•

•

•

•

•

Print copies of Dealing with Depression 
can be obtained from the 

Child and Youth Mental Health Branch, 
Ministry of Children and Family Development, 

by calling 250-387-9749, 
or e-mailing MCF.ChildYouthMentalHealth@gov.bc.ca. 

The guide is also available for download 
in French and English—including a ‘writable’ 

version that allows users to complete the 
exercises on their computer—at the 

Centre for Applied Research in Mental Health and 
Addictions website at www.carmha.ca
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Youth PsychiatricYouth Psychiatric Inpatient Services Inpatient Services
“Kind of like an umbrella”“Kind of like an umbrella”

Judy Y. Smith

Judy is a freelance writer 
living in Vancouver

The bad news is, this 
summer Abbotsford 
was dubbed Cana-

da’s theft capital.1 The good 
news: a new adolescent 
psychiatric unit is under 
construction in this BC city, 
and medical experts say one 
will likely help the other.

“Kids with mental 
health problems who don’t 
get proper treatment are 
much more likely as adults 
to have problems with sub-
stance abuse, being unem-
ployable, dropping out of 
school and becoming de-
linquent,” says Dr. Derry-
ck Smith, head of the De-
partment of Psychiatry and 
medical director of mental 
health programs at BC Chil-
dren’s Hospital, and head 

of the Division of Child and 
Adolescent Psychiatry at 
UBC.

Roughly 150,000 chil-
dren and youth in BC ex-
perience signifi cant distress 
that affects their function-
ing at home, school, with 
peers or in the communi-
ty, according to government 
statistics.2 These distresses 
cover a wide range: anxie-
ty, conduct, attention-defi cit 
and depressive disorders; 
obsessive-compulsive and 
eating disorders; schizo-
phrenia and psychosis. And 
while treating ill children 
and youth before they act 
out is important, treating 
them differently than adults 
is critical.

Tanis Evans, unit team 
leader of Kelowna’s two-
year-old adolescent psychi-
atric unit, says youth with 
serious mental health is-
sues do better in a space 
developed specifi cally for 
them. And even with the 
best resources, these ill-
nesses—especially in their 
acute phase—are hard to 
diagnose unless the pa-
tient is viewed 24 hours a 
day over a period of time. 
“Unless you’re very accu-
rate in your diagnosis,” says 
Evans, “you’re not going to 
have a treatment plan that 
matches what the youth re-
quires.” 

Before the unit opened 
in Kelowna, the problem 
of teen suicide, including 
a high profi le case involv-

ing a promising young local 
hockey player, became im-
possible to ignore in the re-
gion. But Evans is proud to 
say there have been no sui-
cides since. “We get positive 
feedback from families; kids 
leave here feeling positive; 
families feel empowered. 
They still have a young per-
son with severe problems, 
but hopefully with some 
strategies and direction.”

Evans worked at Sur-
rey Memorial Hospital in 
the ‘bad old days’ when 
sick teens were housed in 
the adult psychiatric ward. 
It was during that time that 
Surrey mom Donna Mur-
phy had her suicidal son 
Kelly admitted—not real-
izing their problems would 
be far from over.

“Just as I was wheeling 
him there, an older woman 
in a very zombie-like state 
walked out of her room. Kel-
ly became very frightened,” 
says Murphy. “Older people 
are just really sick. And they 
[the adolescents] get on 
the older peoples’ nerves. I 
mean, they’re kids. They’re 
bouncing all over the place 
and they drink all the milk 
and they make too much 
noise and it’s very scary for 
the adults. So it’s much bet-
ter for them to be in units 
for adolescents.” 

Kelly spent two months 
in the adult psychiatric 
unit—a terrifying experi-
ence for him and his family. 
After his release, he vowed 

never to go back. With-
out community services to 
rely upon—and still feeling 
hopeless—Kelly took his 
own life at age 18. 

“He was in the hospital 
for so long, and if he’d had 
people trained to work with 
youth, I think it could have 
been different. I will never 
know,” Murphy refl ects.

Murphy’s anger and 
pain motivated her to fi ght 
for a Surrey adolescent psy-
chiatric unit. She was on its 
planning committee. Her 
own experience, plus ex-
tensive research, led her 
to believe shorter hospital 
stays, as a way to stabilize 
the kids, are better. “If they 
stay too long they can either 
become more depressed or 
institutionalized.” 

Frank Fung, Fraser 
Health’s director of mental 
health and addictions serv-
ices for Abbotsford, Mission 
and Chilliwack, agrees. 

“Hospital is kind of 
like an umbrella. You don’t 
walk around every day with 
an umbrella—well, unless 
you’re Michael Jackson,” 
says Fung. “You use it when 
it rains, and it keeps you 
dry—and you use the same 
principle in looking at in-
patient service: when you 
need it, you use it, and then 
when it quits raining, you 
close it up. I like to use the 
same approach [for youth 
mental health delivery]. 
We’re going to use the Sur-
rey model, except a shorter 

changes in behaviour, such as an active child 
becoming withdrawn
changes in feelings, such as becoming 
worried, guilty, anxious or angry
changes in thoughts, like lowering self-esteem, 
self-blame or even suicidal thoughts
diffi culty coping with day-to-day life
lack of sleep or appetite, or low energy
intense fear of becoming fat
odd or repetitive movements, such as 
spinning or hand-fl apping
unusual ways of speaking or a private 
language

Any of these symptoms can morph into self-
medication by abusing drugs and alcohol, or can 
escalate into hurting others by violence, thefts and 
vandalism. 

some mental illness 
precursors in youth

�

alternatives and 
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Dialectical Behaviour Therapy 
For youth who self-harm
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length of stay, maybe two 
weeks.” Abbotsford’s new 
hospital, to be completed 
in 2008, will include a six-
bed adolescent psychiatric 
unit—the fi rst in the Fras-
er Valley. Fung is currently 
fi ne-tuning program con-
tent, talking to his counter-
parts in Surrey, and consult-
ing with the grass roots on 
how the program should be 
integrated with community 
services.

“It is complex, because 
it’s new to our area. We 
haven’t had an adolescent 
psychiatric unit in our exist-
ing hospital, so this is new 
territory for us. The unit 
must also be supported by 
community services, and 
must work with the fami-
lies—that’s most important. 
Abbotsford’s hospital is al-
ready integrated with the 
community, but with the 
new unit, the link will be 
even stronger.” 

Adolescent unit lead-
ers seek to give children 
and youth more coping and 
emotional skills and ensure 
they are plugged into exist-
ing community supports. 
Evans says her unit’s credo 
is that “children will do well 
if they can.” After all, a hos-
pital stay may be short—
but it can affect the rest of 
a child’s life.

eenagers who self-harm deliberately injure or hurt 
themselves, often in an attempt to cope with over-
whelming emotional pain. Examples of self-harm 
include self-hitting, cutting, scratching, burning 

and poisoning. Self-harm usually starts during puberty 
and adolescence, with a high number of incidents occur-
ring between ages 16 and 24.1,2 Self-harm can be done 
with or without the intent to die; however, regardless of 
intent, self-harm carries the risk of suicide. If left untreat-
ed, self-harming behaviour can become more extreme 
and carry on into adulthood.

Dialectical behaviour therapy (DBT) is a pioneering 
approach to treating self-harm.3 DBT addresses the un-
derlying causes of adolescent self-harm, including diffi -
cult family interactions and diffi culties controlling emo-
tions. Adolescent DBT, as developed by Alec Miller and 
colleagues, uses dialectic (testing thoughts and beliefs 
through discussion) and behavioural strategies in an in-
tensive 16-week treatment program.4 DBT provides in-
dividual therapy, family skills training and phone con-
sultation for the client, and team consultation for the 
therapist.

Philosophical perspective
The theory behind DBT is based on dialectical philoso-
phy, which emphasizes the joining of opposites. DBT 
is considered dialectical because it blends seemingly 
opposing therapeutic styles. The DBT therapist takes 
a dialectical approach by strategically balancing such 
goals as:

Pushing clients to change versus accepting clients 
exactly as they are in the moment
Being warm and supportive versus being more irrev-
erent (being matter-of-fact or deadpan when the cli-
ent presents problem behaviours)
Challenging dysfunctional behaviour versus being 
validating, which includes 
focusing on the aspects of 
the clients’ feelings and in-
tentions that make sense 
(e.g., the desire to fi nd relief 
from emotional pain)

DBT is also dialectical insofar 
as the therapist aims to help 
youth and family members 
replace extreme viewpoints, 
which can cause family confl ict 

•

•

•

T
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A Year “Down Under” 
ORYGEN Youth Health

Steve Mathias
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at BC Children’s Hospital 

and the Maples Adolescent 
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and emotional distress, with more balanced perspec-
tives that take into account all family members’ views 
and feelings.

DBT is behavioural because it draws on the strat-
egies of cognitive-behavioural therapy. Cognitive-be-
havioural strategies include helping youth and fam-
ily members analyze the triggers and consequences 
of their problems and learn new ways to think about 
problems and their solutions. 

Primary treatment targets
In DBT, there are four primary treatment targets, which 
are approached in a specifi c order:

Life-threatening behaviours are targeted. These in-
clude suicidal thinking, suicidal threats, active self-
harm, and triggers of self-harm. One trigger is invali-
dation, which can include critical comments from 
others, or other people discounting the youth’s per-
spectives and feelings
Behaviours that interfere with therapy are targeted; 
for example, missing therapy sessions and other fac-
tors that make it diffi cult for the adolescent or family 
member to get to treatment
Behaviours that interfere with the quality of life are 
targeted. For instance, clients are assisted in reduc-
ing behaviours that create depression, social isolation 
and poor communication among family members
Clients’ behavioural skills are targeted. For this tar-
get, a therapist evaluates clients’ coping skills, and 
teaches new skills to aid progress in therapy

Secondary treatment targets
There are many treatment targets that do not fall eas-
ily within the primary treatment targets addressed in 
DBT. These secondary targets can be thought of as 
tensions within individuals, and between family mem-
bers. These tensions can escalate as people take op-
posing sides, or fall into all-or-nothing thinking. These 
opposite perspectives create actual feelings of tension 
within the teenager and the family, and trigger some of 
the primary problems, including ‘acting out’ behaviour 
that is targeted in DBT.

Secondary treatment targets include family mem-
bers’ behaviours such as:

Swinging between extreme strictness and extreme 
permissiveness

1.

2.

3.

4.

•

Labelling normal teen behaviours as unhealthy, while 
not responding adequately to unhealthy behaviours 
Wavering between encouraging adolescent depend-
ence versus forcing independence

When addressing secondary targets, one goal of a DBT 
therapist is to help teenagers and family members be-
come more dialectical in their thinking. That is, thera-
pists help family members avoid opposite and defen-
sive positions, by helping them to consider what is well-
founded in their own and in other family members’ 
perspectives. By doing this, a therapist can help family 
members to support and value each other, thereby re-
ducing out-of-control emotions within the adolescent 
and within their family.

Treatment structure
Components of weekly treatment include the follow-
ing:

Weekly individual therapy: The teens attend this 
session alone or accompanied by family. The pur-
pose of individual therapy is to develop skills and 
motivation in both youth and parents.
Weekly family skills training: Teens and their fam-
ily members meet in groups to learn a range of skills, 
including emotion regulation, mindfulness skills, 
interpersonal effectiveness, and distress tolerance. 
They also learn a dialectical approach to life, which 
involves learning to see the different sides of a prob-
lem with nonjudgemental awareness. This is referred 
to in DBT as “walking the middle path.”
Telephone contact: Teens and parents can access 
their individual therapists to request real-time, on-
the-spot skills coaching.
Weekly consultation team meetings: Therapists ob-
tain training and supervision to support successful 
treatment.

Stages of treatment
DBT is delivered in four stages:

Stage one lasts for 16 weeks and focuses on achiev-
ing control over self-harming behaviour
Stage two focuses on reducing post-traumatic stress
Stage three focuses on increasing self-respect
Stage four focuses on increasing a client’s capacities 
to experience joy

•

•

•

•

•

•

1.

2.
3.
4.

In 2005, as a fourth-year 
psychiatry resident, I was 
given the opportunity of 
a lifetime: with the sup-
port of UBC’s Department 
of Psychiatry, I travelled 
“down under” to Mel-
bourne, Australia. There, 
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I worked for one year at 
ORYGEN Youth Health in 
the Substance Use Re-
search Recovery Focused 
(SURRF) program.

ORYGEN Youth Health 
is a service provided to 
the northwestern and 
western suburbs of Mel-
bourne. Servicing a region 
of over 800,000 people, 
ORYGEN grew from its ear-
ly beginnings as the Early 
Psychosis Prevention and 
Intervention Centre (EP-
PIC), founded by world re-
nowned psychiatrist Dr. 
Patrick McGorry. Today, 
ORYGEN has over 300 cli-
nicians and researchers 
working with youth, 15 to 
24 years of age, in all ar-
eas of mental health. The 
ORYGEN inpatient unit and 
a multitude of clinical pro-
grams are located at three 
sites in Melbourne.

The 24-bed inpatient 
unit is available for those 
young people needing a 
brief hospital stay due to con-
cern for their safety. ORYGEN 
prides itself in using low dos-
es of medications and using 
a hands-off approach, mini-
mizing the use of restraints 
and seclusion in what is of-
ten the youth’s fi rst contact 
with mental health.

The numerous clini-
cal programs address the 
common mental health 
problems of youth: psy-
chotic, mood, anxie-
ty, substance use, eating 
and personality disorders. 
The care model is that of 
case management, where 
a therapist is assigned a 
caseload ranging from 20 
to 35 people. Therapists 
see the youths regularly, 
helping them attend voca-
tional programs, schools 

and various groups. The 
therapists provide sup-
portive therapy to the 
youth and, whenever pos-
sible, their parents, while 
serving as a link to medi-
cal staff. ICM, or Intense 
Case Management, is a 
group of energetic, highly 
committed workers who 
support the treatment of 
challenging youth, either 
because of the severity 
of their illness or because 
of social factors such as 
drug use and homeless-
ness. The Youth Access 
Team (YAT) is available 24 
hours a day, taking phone 
calls and doing home vis-
its to youth in crisis. YAT is 
also responsible for all in-
take assessments and acts 
as the referral point for all 
the other clinics.

The SURRF (Substance 
Use Research Recovery Fo-
cused) program was estab-
lished in 2003 under the 
leadership of Dr. Dan Lub-
man and is funded most-
ly through research grants. 
In my brief time with SUR-
RF, I was involved in several 
research projects. I worked 
with various drug and alco-
hol agencies, educating staff 
on mental illness issues and 
consulting on youth who 
had both addictions and 
mental illness. I also worked 
with the ORYGEN inpatient 
unit and several of the clin-
ical programs to increase 
staff awareness about the 
impact of substance use on 
mental illness. I trained staff 
on how to assess for sub-
stance use as well as on the 
use of motivational inter-
viewing techniques.

Some of my most 
satisfying work came as 
a case manager within 

SURRF, as part 
of an ongoing 
study of youth 
suffering with 
both depression 
and substance 
use disorders. 
To them, I was 
“Doctor Steve 
from Canada”—
somewhere be-
tween a celeb-
rity and a circus 
act! My interac-
tions with new 
patients began with them 
guessing, based on my ac-
cent, where I was from—
they usually guessed 
Ireland or the United 
States!—followed by a 
conversation about Cana-
da or my travels in Austral-
ia. My trump card, espe-
cially with the young men 
who often didn’t want to 
talk, was my interest in 
the Western Bulldogs, an 
Australian Rules Football 
team, perennial under-
dog and local fan favour-
ite. Most of my patients ei-
ther “barracked” (cheered 
loudly) for the Bulldogs or 
had a soft spot for them. 
Being able to talk “footy” 
was incredibly useful in 
establishing rapport.

Attempting to simul-
taneously address sub-
stance use and mood 
symptoms is a challenge, 
since one often triggers or 
perpetuates the other. The 
youth cutting back on his 
marijuana use often sees 
his irritability increase. 
Or, attempts to improve 
mood may include drink-
ing more alcohol. The pi-
lot project involved the de-
sign of a treatment manu-
al, combining motivation-
al interviewing techniques 

to address substance use, 
with cognitive-behaviour-
al therapy (CBT) to address 
mood and anxiety issues. 
Therapy was focused on 
current stresses and was 
very much patient-centred 
and -directed.

I discovered that CBT 
was benefi cial for many of 
the youths who had grown 
up with neglect, low self-
esteem or low self-worth. 
Learning how to correct 
their negative thoughts, or 
how to challenge their au-
tomatic assumptions that 
the world was unsafe or 
that their future was with-
out hope, was new and 
exciting. While change oc-
curred gradually and over 
several months, it was re-
warding when my patients 
stopped seeing the world 
around them as a frighten-
ing place.

I cherish my year 
working with the ‘Aus-
sie’ youth of Melbourne. I 
made friendships that will 
last a lifetime and I am in-
debted to UBC, the Univer-
sity of Melbourne, ORY-
GEN Youth Health and Dr. 
Dan Lubman for providing 
me with this memorable 
and valuable opportunity. 
“Go Doggies!”

ORYGEN Health Centre: www.orygen.org.au related resources
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Feelings
Remember to relax
I can do it
Explore solutions and 
coping step plans
Now reward yourself! 
You’ve done your best!
Don’t forget to practise
Smile. Stay calm

•
•
•
•

•

•
•
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he FRIENDS for Life 
program, developed 
in Australia, is a 
world-leading early 

intervention and preven-
tion program. Evidence 
shows that FRIENDS for Life 
reduces the risk of anxiety 
disorders and builds resil-
ience (emotional strength) 
in children. The research 
shows that up to 80% of 
children showing signs of 
anxiety no longer display 
those signs for up to six 
years after completing 
the FRIENDS program. For 
children who are not anx-
ious, research shows that 
FRIENDS signifi cantly in-
creases their level of self-
esteem while reducing 
their feelings of worry and 
depression.1

Anxiety is the most 
prevalent of all mental 

year. The Ministry of Chil-
dren and Family Develop-
ment (MCFD), in coopera-
tion with the Ministry of 
Education, is now moving 
FRIENDS into its third year 
of implementation. To 
date, over 45 school dis-
tricts and many independ-
ent and private schools 
are involved—exposing 
over 47,000 BC children 
to the program.

FRIENDS is based on 
a cognitive-behavioural 
model, which addresses 
cognitive (mind), physio-
logical (body) and learn-
ing (behaviour) processes 
that contribute to anxiety 
and depression. FRIENDS 
helps children to identi-
fy the thoughts they have 
about themselves and 
others, and teaches them 
how to talk positively 
to themselves (mind). 
FRIENDS also address-
es the physical reactions 
our bodies experience 
when we are feeling wor-
ried, nervous or afraid, 
by teaching children 
how to respond to body 
clues through awareness 
and relaxation activities 
(body). Finally, FRIENDS 
teaches children new 
skills (behaviour) such as 
problem-solving, reward-
ing self and facing fears.

FRIENDS has been de-
signed for use in class-
rooms. Teachers guide 
students through a 10-
week series of activities, 
including home-based as-
signments, designed to 

disorders in children and 
youth, affecting nearly 7% 
of children in BC. This is 
approximately 65,000 chil-
dren. Anxiety disorders are 
often diffi cult to detect and 
if left untreated may de-
velop over years into adult 
anxiety disorders or, in 
many cases, depression.

The good news is that 
the FRIENDS program is 
being offered to grades 
four and fi ve students 
throughout the province, 
in support of the Child 
and Youth Mental Health 
Plan for British Columbia.2 
It was introduced as a pi-
lot project in seven school 
districts in the spring of 
2004. Based on the suc-
cess of this pilot project, 
FRIENDS was launched 
throughout the province 
in the 2004/2005 school 

help them manage their 
feelings and teach them 
how to cope with worry 
and diffi cult situations. At 
the end of the program 
the children can keep 
their FRIENDS workbook 
for future reference. They 
are reminded of the skills 
they have learned through 
the acronym “FRIENDS,” 
which stands for:

All children experi-
ence anxiety and worries 
as part of their normal de-
velopment. What we also 
know is that some chil-
dren cope with diffi cult sit-
uations in more effective 
ways than others. This is 
why the program is being 
implemented to all grade 
four and fi ve students—
so all children can bene-
fi t from the important life 
skills taught in FRIENDS.

Of equal importance is 
that parents and caregivers 
are also included. MCFD 
contracted the FORCE Soci-
ety for Kids’ Mental Health 
to introduce the parent por-
tion of the program into 
school districts throughout 
BC. The FRIENDS parent 
training program was of-
fered at 15 locations in 

T

»
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Christie McRae

Christie is a mental health 
worker and has been a 
part of Moving Beyond for 
two years. She is currently 
working on a documentary 
about youth and mental 
illness intended to improve 
education and reduce the 
stigma surrounding mental 
health issues

MDA’s Moving Beyond 
Support Group for  Young 
Adults (17 to 29 years)
Monday evenings, 
6 p.m. to 8 p.m. 
Light refreshments served
Contact Johannes at 
604-873-0103 or e-mail 
mdabc@telus.net 
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MDA’s Moving Beyond Support Group
Relax, share and grow

the 2005/2006 school year, and will be offered at anoth-
er 15 locations in 2006/2007. This component serves as 
both a networking and a learning opportunity for parents 
whose children are receiving the FRIENDS program. Not 
only do parents become aware of the tools and life skills 

that their children are learning through FRIENDS, but the 
parents also learn how best to support their children in 
using these skills at home. Parents learn how to recognize 
and respond to signs of anxiety not only in their children, 
but also within themselves.

Moving Beyond, a support group of the Mood 
Disorders Association of BC, has been going 
strong for two years now. Members of the 

group have similar life experiences, and our shared 
mental health concerns allow us to support each other 
in times of confusion. Together, we discover new ways 
to appreciate life and move beyond all-too-familiar chal-
lenges. You don’t need a mental health diagnosis to take 
part. The only condition is that you be a young adult 
between the ages of 17 and 29. 

A word from the facilitator . . . 
Being a group facilitator for Moving Beyond has been 
very rewarding. Moving from being a participant to grad-
ually taking on more responsibility in the facilitation role 
has been a very empowering experience. 

Growing together
Each of us is on our own pathway to recovery, but we 
share the common bond of experiencing or suspecting 
what is known as a psychiatric experience. With our 
peers, we transition through different stages of recovery 
together.

Having fun
What I enjoy most when attending the group is how 
easy it is to laugh and be in the present moment for the 
two hours I’m there. Whether the group is involved in 
some kind of activity or just socializing, everyone has a 
part to play.

Learning to become aware
Learning is another important aspect encouraged by 
Moving Beyond. We learn through sharing our ex-
periences—sharing what worked well for us when 
we were in circumstances similar to that of another 
group member.

Sharing our experiences
We do rounds, each of us telling our stories about how 
the previous week has been for us. This is a time to listen 
and a time to be heard. To have our stories heard is to 
speak our truth. Our experiences aren’t denied, and our 
symptoms become familiar—they are experiences com-
mon to those in the group. 

Building community
Many members are dedicated to coming to Moving Be-
yond week after week. We are “The Regulars.” Seeing 
these familiar faces creates such a sense of community. 
And there are others who drop in to see what Moving 
Beyond is all about. So come check us out; see what it’s 
all about. We would be happy to have you as part of our 
community—as a “Regular.” 

FRIENDS for life | continued from previous page

Together, we discover new ways to appreciate life Together, we discover new ways to appreciate life 
and and move beyondmove beyond all-too-familiar challenges all-too-familiar challenges
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footnote

1. The other four SFYV 
pilot sites and host 

agencies are: Canadian 
Mental Health Association, 

North and West Vancou-
ver branch, in the lower 
mainland; Kitimat Child 
Development Centre in 
northern BC; Canadian 

Mental Health Association, 
Cowichan Valley branch, 
in Duncan on Vancouver 

Island; and Maple Ridge/
Pitt Meadows Commu-

nity Services Society in the 
Fraser Valley.
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Strengthening Families and Youth Voices
Building bridges

Melissa Bax

Melissa is Youth Programs 
and Public Education 

Coordinator, as well as the 
local Strengthening Families 

and Youth Voices Project 
Coordinator, for Canadian 
Mental Health Association 

for the Kootenays, in 
Cranbrook

caregivers used to fi ght about their parenting styles; 
now they talk about it. And they are parenting dif-
ferently because of the opportunity to have a place 
where it is safe to talk about the struggles and chal-
lenges.”

Leslie, who is also a member of our parent focus 
group and a regular attendee at SPOCK, made the fol-
lowing comment: “Just to know that I can pick up the 
phone and talk about how I am feeling, and to know 
that Liza or other parents understand what I’m going 
through is unbelievably reassuring.”

Our project would not be complete without talk-
ing about the amazing work that our youth group has 
done in the last year. Every week, four to fi ve or more 
youth get together at a local coffee shop to support 
each other and talk about mental illness issues. These 
youth have promoted themselves by developing a 
brochure. They have ideas about putting together an 
“art-fest,” which would display some of their very per-
sonal artwork, poetry and other artistic work that ex-
presses their struggles and successes in dealing with 
mental health issues.

The youth who attend the group would have not 
come together if it hadn’t been for the hard work of 
outreach workers and project assistants Julie Luhowy 
and Amber Cuthill. Julie and Amber meet regularly 
with the youth to support them in various aspects of 
their lives that are beyond the scope of the project. 
They also assist in achieving the youth group’s goals 
and objectives. Our youth have worked through is-
sues of bullying, stereotyping, stigmatization, rejec-
tion and isolation. They have found common ground 
in talking about their issues in a youth-friendly, safe 
environment.

This project started with the intent to build bridges be-
tween professional mental health resources and parents, 
youth and community. I believe we will attain our goal of 
parents and youth having more input into their treatment 
decisions. The dedicated work of all the people involved 
has made this project special. Because of the common-
ality of the parents’ and youths’ stories, the friendships, 
relationships and peer support networks that have devel-
oped will continue to grow long after my rewarding work 
as project coordinator ends in March of 2007.

The Strengthening Families and Youth Voices 
(SFYV) project is an exciting two-year initiative 
in our community, hosted by the Canadian Men-

tal Health Association for the Kootenays. Cranbrook is 
one of fi ve sites across the province1 that has spent 
the past year networking and supporting parents and 
youth who have been, or are currently, involved with 
formal mental health services. The overall goal of our 
project is to increase the voice of parents and youth 
in their treatment and support planning. More im-
portantly, the project’s intent is to bring parents and 
youth together in groups to provide peer support.

We are into the second year of the project and I 
am happy to announce that we have successfully built 
support networks within a parent group and a youth 
group. This wouldn’t have been possible without tre-
mendous dedication by members of both groups—
and, in particular, Liza, who is a parent of a child with 
a mental illness.

Liza has an unbelievable passion for the area of 
mental health. From the moment she fi rst became in-
volved with the project, Liza believed that the parents 
of our community needed a support group. Entirely on 
her own, she developed and promoted the Supporting 
Parents of Challenging Kids (SPOCK) group. Every two 
to three weeks, Liza, along with her husband Kevin, 
provide a safe place for these parents to come together 
to talk about their parenting successes and struggles. In 
June, Liza reported that approximately 11 parents regu-
larly attend the meetings; three of them are male.

SPOCK has seen some amazing outcomes. At our 
last parent focus meeting, Liza noted: “Couples and 

regional programs
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YPPP
The Youth Parenting and Pregnancy ProgramThe Youth Parenting and Pregnancy Program

Dimithra Hippola

Dimithra is a primary 
care and Youth Parenting 
and Pregnancy Program 
physician at Evergreen 
Community Health Centre 
in Vancouver

nity Health Centre in East 
Vancouver every Thursday 
afternoon.

YPPP Services include:
complete prenatal, 
post natal and 24-hour 
emergency care
prenatal, parenting and 
life skills education
pregnancy outreach 
pro vided by Healthiest 
Babies Possible1

social work, nutrition 
counselling, and youth-
focused psychological 
and drug and alcohol 
counselling
breastfeeding support
doula services (a doula 
is a person who sup-
ports a woman during 
labour and in childbirth)

•

•

•

•

•
•

the Youth Pregnancy 
and Parenting Pro-
gram (YPPP) was de-

veloped to fi ll a gap that 
was identifi ed in the care 
and special needs of preg-
nant and parenting teens. 
While care has been avail-
able, it has been patchy 
and irregular, with preg-
nant youth having to at-
tend several programs at 
various locations around 
the city in order to access 
needed services.

YPPP is a youth-cen-
tred model designed for 
young Vancouver mothers 
22 years old or younger 
(age range 12 to 22) and 
their families. It operates 
out of Evergreen Commu-

transportation vouchers 
to attend the program 
and medical appoint-
ments
a hot meal program 
and an opportunity to 
meet other pregnant 
and parenting youth
translation services in 
many languages
First Nations support
peer mentorship 
program
fathers’ support group
computer resource 
room
fun activities/crafts/
scrap book making

A multidisciplinary team 
provides care to youth, 
including two family phy-
sicians, a nurse-coordina-
tor, the Healthiest Babies 
Possible staff (including 
dietitians and outreach 
support workers), a First 
Nations advocate, a youth 
clinic counsellor, an ad-
dictions counsellor, youth/
family support workers 
(through Westcoast Family 
Resources), and a doula 
coordinator. Other support 
services include access to 
an obstetrician and to a BC 

•

•

•

•
•

•
•

•

Women’s Hospital social 
worker. Volunteer doulas 
attend labour and births 
with the participants.

The program has con-
tributed to improved ac-
cess by its participants to 
medical care, nutrition and 
lifestyle counselling, youth 
psychological counselling, 
addictions counselling and 
postpartum and parenting 
groups. Some early indica-
tions of the program’s suc-
cess are:

healthy infant birth 
weights
high breastfeeding 
rates
high participation rate 
of mothers
involvement of fathers 
(in both the program, 
and in the parenting 
process)
higher confi dence in 
parenting as shown 
through a self-assess-
ment survey
high return rate of 
mothers to school
increased connection 
to community support 
programs
participant volunteering 
and mentoring

•

•

•

•

•

•

•

•

footnotes

1. Healthiest Babies Pos-
sible is a prenatal outreach 
program of Vancouver 
Coastal Health, which 
supports women living in 
Richmond and Vancouver 
to have healthy pregnancies 
and improved lifestyles, 
with a focus on nutrition. 

YPPPYPPP has created an environment where 

youthyouth feel comfortablefeel comfortable seeing health care providers
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Book Review:
Worry Taming for Teens

For more information on 
the Youth Pregnancy and 

Parenting Program, call 
the Evergreen Community 

Health Centre at 604-
872-2511, or visit www.
vch.ca/community/Docs/

Community_Health_
Evergreen_Brochure.pdf
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Mailis Valenius

Mailis is a freelance 
researcher and writer. In 

2005 Mailis completed a 
Gastown Vocational Services 

work practicum at the 
Canadian Mental Health 
Association in Vancouver

ed pregnant youth to connect 
with their community.

The program has in-
creased awareness—in oth-
er care providers such as 
nurses, physicians, doulas 
and social workers, as well 
as the youths themselves—
of the needs of pregnant 
and parenting youth (be-
yond their health needs). 
The program is actively 
working with other commu-
nity groups to address the 
broader social, economic 
and education needs.

and about what other people think of them. In addi-
tion, teens think about the environment, global eco-
nomics, jobs, health and family problems. While some 
worry helps to motivate them to be active in solving 
these problems, too much worry is a waste of energy—
and can become a problem.

The authors provide a number of tools for “wor-
ry taming,” including time management (scheduling), 
overcoming procrastination (delaying or putting some-
thing off), mental imagery (thought-stopping and “wor-
ry trapping”), relaxation, changing self-talk and chal-
lenging perfectionism (a belief that one must be per-
fect). In addition, the manual talks about friendships 
and groups, sleep, “fuelling up” (eating healthily), men-
tal rehearsal (imagining handling a situation calmly), 
laughter and exercise. Drs. Garland and Clark stress 
that while medication may be recommended in some 
cases, it should always be combined with anxiety cop-
ing strategies.

One of the tools listed above is mental imagery. 
An example of this is using your imagination to create 
a place, such as a drawer or a box with a lock, to put 
your worries into for safekeeping. This is “worry trap-
ping.” You can choose a convenient “worry time” to 
take your worries out of the box and look at them more 
carefully—and think about ways of resolving them. You 
might talk them over with someone else. The authors 

YPPP has created an environ-
ment where youth feel com-
fortable seeing health care 
providers. Youth come back 
routinely, build trust, and say 
that they see the program as 
being positive and non-judge-
mental. Flexibility and quick 
access to the needs of clients 
seems to be central to the 
program’s success. In order 
to sustain the involvement 
of mother and baby over the 
long term, a fathers group has 
started and a mentorship pro-
gram has helped more isolat-

ww orry Taming for Teens is a manual written for 
teenagers to help them cope with anxiety in 

their everyday lives. It provides tools that can empower 
teens to reduce anxiety and take charge of their lives.

The manual is written in a creative and interest-
ing manner that is sure to hold the attention of teens. 
Cartoon-type illustrations help break up and highlight 
notable points in the text. The book includes a wealth 
of anxiety coping strategies for teens, as well as useful 
pointers to help parents maintain a calmer family life, 
and the workbook style allows teens to add their own 
anxiety coping strategies. One caution: the information 
on medication, however, may be dated now and should 
be discussed with a doctor.

Anxieties, or “worry dragons,” are defi ned in the 
manual as worries, thoughts and scared feelings that 
follow you, frighten you and will not go away. Some 
worries only surface once in a while, such as when you 
have a test or have to talk in front of class. Sometimes, 
people worry constantly. And some worries and anxie-
ties are normal and are necessary to stay safe and out 
of trouble. For example, a little anxiety can ensure you 
get your homework done. However, too much worrying 
is not good for you.

Teenagers worry about things like school, mak-
ing friends, romantic relationships and doing well in 
sports. They worry about their physical appearance 

By E. Jane Garland and Sandra L. Clark; Vicki Earle (Illustrator). Vancouver, BC: Children’s & Women’s Health Centre of BC, 2002. 96 pp. Review by Malis Valenius

YPPP | continued from previous page

E. Jane Garland, 
MD, FRCP (C), and 

Sandra L. Clark, 
PhD, RPsych, wrote 
this manual while 

working at the 
Mood and Anxiety 
Disorders Clinic of 

the Department 
of Psychiatry at BC 
Children’s Hospital 

in Vancouver.
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also suggest picking a particular time to worry—not 
more than 15 to 20 minutes at a time. They suggest 
“thought-stopping” if worries come outside of an estab-
lished worry time.

Thought-stopping is an effective tool used in many 
areas of mental illness and addiction. It involves the 
interruption of invasive thoughts by visually imagining 
a stop sign, or imagining the act of putting your wor-
ries into a box. In such situations, distract yourself by 
doing fun things or fi nishing other tasks. Worries can 
be like a tape recorder—playing over and over again. 
To deal with your worries, you can imagine pressing 
the “off” button of the tape recorder. You can then im-
agine switching the tape on and off, to take control of 
your worries.

With more advanced tools, such as self-talk, you 
can master your worries by listening closely to what 
they say and then challenging them. Again, you can set 
aside special worry time to listen to your worries rath-
er than allowing them to interfere with the rest of your 
life. To carry the tape recorder analogy one step further, 
the authors mention “changing the tapes” by changing 
self-talk from negative to positive.

After you have mastered the techniques of worry tam-
ing, you will have “tame thoughts,” “friendly daydreams” 
and “a mind full of creative ideas.” Then you can use your 
talent for creative imagination to work on real problems, 
such as writing an essay or doing a project for school.

I have used some of the tools outlined in the man-
ual over the years and know they work if applied dil-
igently. I have used self-talk to change negative self-
talk to positive self-talk, time management at work, re-
laxation (and yoga), spending time with friends, sleep-
ing well, healthy eating, laughter and regular exercise. I 
have also successfully used mental rehearsal when I’ve 
had to do public speaking or presentations. 

The success of the manual will be determined by 
the comments from teens who have used the anxie-
ty coping strategies discussed. Sometimes results do 
not happen overnight, but they come gradually over 
time with the right attitude and proper motivation to 
effect change.

Other books in the 
“Taming Worry Dragons” 

series published by the 
Children’s & Women’s 

Health Centre of BC

The Kid’s Guide to Taming 
Worry Dragons, by Sandra 

L. Clark and E. Jane Gar-
land (2004). An illustrated, 
pocket-sized overview of 

worrying. Similar to, but a 
much more condensed ver-

sion of, the manual 
for teens.

Taming Worry Dragons: A 
Manual for Children, Par-

ents, and Other Coaches,
by E. Jane Garland and 
Sandra L. Clark (2000). 

Anxiety coping strategies 
for kids eight to 12 years 
old, with tips for parents 

and other coaches. Can be 
adapted for younger and 

older children.

Taming Worry Dragons: 
Classroom Manual (Group 
Facilitator): A Psychoedu-

cational Group Program for 
the Prevention of Anxiety,

by Sandra L. Clark, E. Jane 
Garland and Christina Short 

(2004). An eight-week, 
classroom-based program 

for children ages eight to 12 
on how to cope with anxi-

ety, though can be adapted 
for both younger and older 

children. For use with The 
Kid’s Guide to Taming 

Worry Dragons.

Facilitator’s Manual: Cop-
ing Skills for Children with 

Anxieties (Learning How 
To Tame Worry Dragons),

by Sandra L. Clark (2000). 
An eight-week session pro-
gram for teaching children 
anxiety coping skills, to be 

used with Taming Worry 
Dragons: A Manual for 

Kids, Parents and Other 
Coaches. 

Visit www.cw.bc.ca
and click on Bookstore

related
 

resources
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this list is not 
comprehensive 

and does not imply 
endorsement of 

resources

don’t forget all the 
resources listed at 
the end of Visions 

articles as well
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Support Organizations
Anxiety Disorders Association of BC: anxietybc.com
BC Schizophrenia Society: www.bcss.org
Canadian Mental Health Association, BC: cmha.bc.ca
Centre for Addictions Research of BC: carbc.uvic.ca
FORCE Society for Kids’ Mental Health Care: 
www.bckidsmentalhealth.org
Jessie’s Hope Society for Promoting Positive Body 
Image (formerly ANAD): www.jessieshope.org
Mood Disorders Association of BC: www.mdabc.net

Treatment Providers
To fi nd a family doctor in BC: www.cpsbc.ca
BC Ministry of Children and Family Development, Child/ 
Youth Mental Health: www.mcf.gov.bc.ca/mental_health
BC Children’s Hospital, Child and Youth Mental Health: 
www.bcchildrens.ca/Services/ChildYouthMentalHlth
BC Psychological Association: www.psychologists.bc.ca
BC Association of Clinical Counsellors: bc-counsellors.org
BC Association for Play Therapy: www.vcn.bc.ca/bcapt
Music Therapy Association of BC: www.mtabc.com
BC Art Therapy association: www.bcarttherapy.com

Youth Research
UBC’s Children Mental Health Policy Research 
Program: www.childmentalhealth.ubc.ca
McCreary Centre Society: www.mcs.bc.ca
Canadian Association for Adolescent Health: 
www.acsa-caah.ca
Offord Centre for Child Studies, Ontario: 
www.knowledge.offordcentre.com
Center for the Advancement of Children’s Mental Health, 
Columbia University: www.kidsmentalhealth.org
Research and Training Center on Family Support and 
Children’s Mental Health, Portland State University: 
www.rtc.pdx.edu
Association for Child and Adolescent Mental Health, 
UK: wwww.acamh.org.uk

Youth-oriented websites:
Youth in BC: www.youthinbc.com
Psychosis Sucks: www.psychosissucks.ca
Kids’ help phone: 1-800-668-6868 or kidshelpphone.ca
Centre for Suicide Prevention: www.suicideinfo.ca

•
•
•
•
•

•

•

•
•

•

•
•
•
•
•

•

•
•

•

•

•

•

•
•
•
•

Youth Suicide Prevention: www.youthsuicide.ca
Mind your Mind: www.mindyourmind.ca
Canadian Health Network: go to www.canadian-health-
network.ca and click on Children or Youth
Face the Issue: www.facetheissue.com
It’s All Right (stories and blogs of youth characters 
affected by mental illness): www.itsallright.org
Young and Healthy: www.youngandhealthy.ca and 
click on the Body, Mind and Soul icon.
Alberta’s Youth and Substance Use site: zoot2.com
Talk to Frank (Youth and Substance Use): 
www.talktofrank.com
Check Yourself (Teens and Drugs/Alcohol): 
www.checkyourself.com

Publications
What are Child and Youth Mental Health Services? 
www.mcf.gov.bc.ca/mental_health/publications.htm
Getting help for children with mental health concerns 
& Child and Youth Mental Health Services tip sheets: 
www.heretohelp.bc.ca/articles
Grip (teen mental health magazine): www.griponlife.ca
Dealing with Depression: Antidepressant skills for 
teens: www.carmha.ca/publications
Guidelines for Adolescent Depression in Primary Care. 
www.kidsmentalhealth.org/GLAD-PC.html
Garland, E.J. & Clark, S.L. (2000). Taming Worry Drag-
ons & Clark, S.L. (2000). Tools for Taming and Trapping 
Worry Dragons: Children’s Workbook and the accom-
panying facilitator’s manual
Carr, A. (2001). What works with children and adoles-
cents? A critical review of psychological interventions with 
children, adolescents and their families. Taylor & Francis.

Documentaries
Produced by the Knowledge Network for the BC Ministry 
of Children and Family Development. Available from the 
National Film Board of Canada at www.nfb.ca

Beyond the Blues: Child and Youth Depression
Fighting Their Fears: Child and Youth Anxiety
Map of Mind Fields: Managing Adolescent Psychosis
Struggle for Control: Child/Youth Behaviour Disorders
Taking care: Child and youth mental health [web tools] 
www.knowledgenetwork.ca/takingcare

•
•
•

•
•

•

•
•

•

•
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•

•
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