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&background
experiences
perspectives

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 field. 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 BC Mental Health and Addiction Services, an agency of the Provincial Health Services Authority, for providing financial support for the production of Visions

bc partners visions

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.
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Christina Martens

Christina is Executive Director of the Canadian Mental Health Association’s  
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it is a bit hard to get your head around what to call the numerous people that 
are really the first on the scene when a young person is having a crisis. We 
settled on ‘first responders’ because nothing else seemed appropriate.
Really we are talking here of everyone that lives in a community. As Hilary 

Clinton and, in this issue, Donna Murphy point out, it is the entire village that 
comprises the ‘first response.’ Teachers, school counsellors, and youth outreach 
workers are first responders for many youth. But if indeed the entire village is 
necessary, how do we reach those villagers that have little or no understanding 
of distress? Numerous volunteers organize, plan and deliver multitudes of so-
cial, recreational, athletic and other types of programs—how many truly know 
how to respond in a way that is helpful to young people and their families? 

Foremost, however, are parents. How much do we teach in parenting class-
es or school newsletters about what to look for when it comes to identifying 
anxiety, eating disorders, depression, mania, psychosis, substance use prob-
lems or, really, any form of distress? 

The pay off is huge, however, for doing this work right. Think of a world 
where mental illness or addiction does not devastate a life. Where the social, 
educational, vocational, and economic challenges that have come to be associ-
ated with mental illness and addiction are barely a blip in an otherwise inter-
esting life. In a recovery model we strive to help a person regain something 
that was lost: be it hope, employment, health, education, or whatever. What if 
it was never lost in the first place?

There are some truly innovative and exciting projects reported on in this 
issue. Some truly inspiring youth talk about their experience. But interestingly, 
most of the articles are by service providers in the field. There are fewer articles 
by those villagers who come into contact with our young people in the myriad 
of non-medical programs and services. 

And there is nothing in these pages that talks of what it means to the young 
person once labelled. Of what an uneducated village feels, thinks, or assumes 
the label means. Of how those thoughts, feelings or assumptions translate into 
perceptions. If the response to adults with mental health issues or addictions is 
any indication, we are making progress but still have a long way to go. 
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guest editorial

A Village of First Responders
Who are they? How can they help?  

I feel honoured to be the guest editor of this edition 
of Visions, having been a “first responder” many 
times. This may seem funny to some, as the term 

“first responder” usually refers to emergency response 
workers such as police or firefighters. I have never been 
either. However, as a teacher, a mother, a trusted aunt 
and a friend who tries to be there to support and listen, 
I have often been the initial contact for people having 
worries about themselves or their child. 

The expression “It takes a village to raise a child” 
is one that we have certainly heard many times. But as 
I think of first responders, I think of the various mem-
bers of our society who must work together to support 
children and their families as our young people journey 
from birth to adulthood. 

I was given a sad-but-interesting statistic by a col-
league last week. In the most recent national mental 
health survey, young people were found to have the 
most distress from mental health or substance abuse 
problems, yet were the least likely to seek profession-
al help.1 This information puts a great responsibility 
on all of us to be open to our young people.

First responders do exactly that. They are the coach-

Donna Murphy

 

Donna is the founder and 
the Educational Director 

of the FORCE Society 
for Kids’ Mental Health 

Care.  When her son Kelly 
became mentally ill at 16, 
she struggled to find the 
correct services for him. 

After Kelly’s suicide, Donna 
chose to work for improved 

information and services 
for other children and their 

families

es, the cub leaders and the many others who work with 
our children, providing guidance and life skills. They are 
ordinary people who form caring relationships with our 
young people and support them through their happy 
and sad times. They could be church leaders, next-door 
neighbours, grandparents, parents or friends. 

First responders can also be the prevention pro-
grams taught in our schools that give children skills to 
cope with many of the challenges they will encounter 
in life. These are the programs that help kids deal with 
esteem issues, bullying, friendships and sexuality is-
sues, as well as the FRIENDS for Life program that gives 
children the tools to cope with their worries.

Often first responders are the professionals who 
come in contact with our children as they grow. They 
can be the grade one teacher or the police who come 
in contact with a troubled youth. They can be the fire-
fighter or ambulance driver who is called for an emer-
gency in the home. 

They are the people our children trust and will go 
to for advice and counsel. They are also the people who 
will first notice when something is amiss with our chil-
dren. They are able to talk with the children, and their 

footnote

1. Statistics Canada. 
(2003, September 3). Cana-
dian Community Health Survey: 

Mental health and well-being. 
The Daily. www.statcan.

ca/Daily/English/030903/
d030903a.htm.

first responders are the people our children trust and will go to for advice and 
counsel. They are also the people who will first notice when something is amiss



Visions Journal  |  Vol. 3 No. 2  |  2006     5

letters

 

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.

What a great journal! This journal is a must for everyone in mental health and for 
every addiction leader. Visions is the most valuable resource in terms of journals 
that I’ve ever come across. Visions is not only a journal that someone just enjoys and 
reads… Once you discover Visions, you feel like ‘This is something to be part of.’

—Robert Louis, RM Social Care, Abbotsford  

I greatly enjoyed Visions: BC’s Mental Health and Addictions Journal. I work with the 
College of the Rockies in Creston, BC, teaching lifespan development and FASD. 
It is a great ‘connector’ for me to see compassionate, nonjudgmental and realistic 
articles about alcohol and its effects. Visions included articles citing current re-
search, programs and brilliantly, an article authored by a young person affected by 
Fetal Alcohol Spectrum Disorder.  This condition (FASD) is more widespread glo-
bally than is reported or talked about. I applaud you at Visions for taking us one 
step closer to ‘normalizing’ the conversation about prenatal exposure to alcohol. 

—Barbara West, College of the Rockies, Creston BC

I’ve just finished reading through your Spring 2006 journal on Alcohol and wanted 
to let you know that I enjoyed reading it as well as the previous issue which 
focused on Suicide. Very relevant issues, with a variety of perspectives. Good job, 
I’m looking forward to your summer issue! 

—Grace, Occupational Therapist, Adult Day Program
Burnaby Mental Health and Addictions Services 

parents, about what they notice. They may not always 
be in a position to be able to help, but they certainly 
can support both the child and the family as help is 
being sought.

Professional first responders need to show under-
standing and compassion for what the child and family 
is going through. They should have a basic understand-
ing of behaviour and mental health, and should be able 
to make appropriate referrals. If the first responder is 
the police or ambulance called to the home of a trou-
bled youth, an understanding of youth and family dy-
namics is necessary. 

Ultimately, we are all first responders. As such, we 
all have the responsibility to show support and compas-
sion for each other. We need to step outside of our own 
world, with our celebrations and troubles, and take the 
time to notice and listen to others around us. Each of 
us can have a powerful impact on the lives we touch, 
without even noticing it.

When I think of a first responder, I think of my son 
Kelly. Three weeks before Kelly died by suicide, he was 
sitting in the hall at school feeling very despondent. A 
school counsellor on her way to lunch noticed Kelly by 
himself and stopped to ask him if he was all right. He 
responded no, so she spent her lunch hour with him, 
and at the end of it he felt much better. Kelly died three 
weeks later, but I have always given that school coun-
sellor credit for giving me three extra weeks with my 
son. I have never met the counsellor, but I often think 
of the great impact she had on Kelly that day, and in 
turn, on my life.

It truly does take a village. I love this expression 
because it describes perfectly the small part we all play 
in caring for and supporting each other as we raise our 
families. And, as first responders all, we need to feel 
proud of the job we do as parents, grandparents, family 
members, volunteers and professionals. 

send us your story ideas

do you have an  
innovative resource,  

program or approach?

or a personal
story to share?
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background

he strongest protective factors in a young person’s 
life are school, family and friends. In fact, feeling 
connected to school and having caring relation-

ships can really make a difference in the health of a 
young person.

This was a finding of the McCreary Centre Society’s 
Adolescent Health Survey.1 The survey takes place eve-
ry five years. The most recent was in 2003, and over 
30,000 youth in BC schools took part. 

The survey results showed that most young people 
are developing positively and coping well. For exam-
ple, nine out of 10 teenagers reported good or excel-
lent health. Also, today’s youth are waiting longer to try 
drugs and alcohol, and despite all the publicity, fewer 
are using amphetamines like crystal meth and ecstasy 
compared to those surveyed in the 1990s. 

Although most youth are doing well, the survey 
also found that for some, this can be an emotionally 
difficult time. Over 16% of students reported seri-
ously thinking about suicide in the past year. Twice 
as many girls (10%) as boys (4%) said they made a 
suicide attempt. 

The McCreary Centre recently published a report look-
ing at young people in BC schools who were at high risk 
of emotional and mental health problems—those with 
difficult home lives, and those who had been abused.2 
The study found that these young people did much bet-
ter when some, or all, of the following were present: 

Feeling cared about by family 
Having someone in the family to talk to about prob-
lems or having a parent at home at key times dur-

ing the school week, such as meal 
times. 
Feeling connected to school  
Liking school and feeling safe at 
school helped those who had been 
abused or had unstable home lives. 
Having caring adults around 
Having supportive adults to talk to 
about problems was also helpful. 
Some of the people who can be 
helpful include school counsellors, 
teachers, doctors, nurses, social 
workers and youth workers. 
Having supportive friends with 
healthy attitudes 
Young people most at risk of men-
tal health and other problems were 

•

•

•

•

School, Family and Friends Matter
Improving mental health in young people

Annie Smith

Annie is Managing Director 
of the McCreary Centre 

Society, a non-profit 
organization committed to 
improving the health of BC 
youth through community-
based research, education 

and youth participation 
projects

better protected if they had friends that got upset 
if they did dangerous or risky things. In fact, the 
role of friends was even more important than that 
of family when it came to preventing problem sub-
stance use.  

The results of the Adolescent Health Survey allow us 
to develop some practical ways to impact the mental 
health of today’s youth. 

Provide safe and caring schools: 
Caring teachers and staff, along with policies and 
practices that promote safe and welcoming schools, 
are important and can create a sense of belonging. 
Promote healthy attitudes about risky behav-
iours: Schools and communities can help promote 
mental and physical health through communica-
tion, public campaigns and positive role model-
ling. Families who encourage open communication 
and are good role models can also influence the 
behaviour of young people.
Support families in parenting roles:  
Parents may need support to develop their 
parenting skills and to cope if their children have 
problems. Family-friendly employment policies 
would also allow parents to be at home when 
they need to be.
Provide opportunities to get involved: 
Opportunities to volunteer and participate in the 
community can help youth to reach long-term goals 
and improve their feelings of competence.
Create a youth-positive environment:  
Seeing all young people as having resilience and 
strengths, rather than problems and weaknesses, 
can help them to develop into successful adults.

The Youth Perspective
Young people across BC were asked for their reactions 
to the McCreary survey results3 and came up with some 
practical and dynamic ways to address the problems of 
mental health and suicide. Just a few of these ideas are 
listed below:

Separate mental health services and resources for 
boys and girls—their needs are different
Give information to parents so they can be aware of 
the emotional health of their kids, and notice any 
warning signs
Decrease the stigma of depression and other 
mental health problems by talking about them 

•

•

•

•

•

•

•

•

T



Visions Journal  |  Vol. 3 No. 2  |  2006     7

background

openly at  school and in the community
Have presentations in schools about unrealistic im-
ages in the media
Have role models and mentors for youth to build 
positive relationships and self-esteem
Identify safe places where youth can go “just to talk” 
or to receive help 

•

•

•

hen we welcome a child into 
a high-quality child care set-
ting, we also welcome the 

child’s family. In the close and car-
ing relationships we build with our 
families, we are sometimes the first 
community partners to see signs 
of distress. If a family is dealing 
with challenges—such as mental 
illness, addictions, family violence 
or abuse—trained child care pro-
viders can help the family find the 
supports they need. Sometimes a 
family arrives at a child care centre 
already receiving community serv-
ices. In that case, the child care pro-
viders must be ready to work hand-
in-hand with these services to prop-
erly support the child and family.

In one case, a single father we 
worked with in our inclusive group 
daycare centre struggled with his 
own physical and mental health 
problems as he tried to raise his 
young son. He loved his child, but 
needed help and information to fig-
ure out how to parent a very active 
toddler with developmental delays 
and emotional and behavioural 
problems. Every day, at drop-off 
or pick-up times, he and the cen-
tre staff would talk about difficul-
ties that were coming up at home 
around mealtime, bathing, bedtime, 
toilet training, behaviour, learning 
and making friends. 

Ruth Bancroft

Ruth has worked in 
inclusive group child care 
for over 30 years, with 
a focus on supporting 
children with special 
needs in regular child 
care settings. She is Head 
Teacher at Langara Child 
Development Centre 
and on the board of the 
Coalition of Child Care 
Advocates of BC

footnote

1. Ministry of Children and 
Family Development Sup-
ported Child Development: 
see www.mcf.gov.bc.ca/ 
supported_childcare.

We became partners with this 
father. We were a part of the team 
of professionals supporting him. 
This included a community health 
nurse and provincial ministry social 
worker. These professionals worked 
with him around issues such as 
his disabilities, housing needs and 
transportation, while daycare staff 
focused on providing parenting help 
and meeting the child’s needs. Soon 
we arranged for the child to receive 
speech therapy, physiotherapy and 
help for emotional and behavioural 
concerns. The Supported Child De-
velopment Program,1 which helps 
families with children who have 
special needs, was also involved. 

This example shows the impor-
tance of quality child care to vul-
nerable children and families. Child 
care nurtures and stimulates young 
children. It supports families in 
their parenting role. It can provide 
isolated families with a sense of 
community. When parents are un-
der a lot of stress, child care offers a 
much-needed break. For some fam-
ilies, the support of child care—to 
both children and parents—means 
being able to maintain the child in 
the home. Child care providers can 
support parents 
by listening, of-
fering parent-
ing suggestions, 

making referrals to community re-
sources, and connecting families to 
other families.

Child care providers are often 
the first to identify early signs of 
difficulty in a child. If children need 
extra support because of develop-
mental delays or disorders, health 
problems or emotional or behav-
ioural issues, child care staff can 
make referrals. We often connect 
families to speech and language pa-
thologists, physiotherapists, occupa-
tional therapists and mental health 
services, as well as the Supported 
Child Development Program. Child 
care staff experienced in including 
children with special needs know 
how to work in partnership with 

footnotes

1. McCreary Centre Society. (2004). Healthy youth development: Highlights 

from the 2003 Adolescent Health Survey III. Vancouver: author.

2. Saewyc, E., Chittenden, M., & Murphy, A. (2006). Building Resilience in 

Vulnerable Youth. Vancouver: McCreary Centre Society.

3. McCreary Centre Society. (2006). The Next Steps: BC Youths’ Response to 
the AHS III and Ideas for Action. Vancouver: author.

More information on youth health issues, including the latest reports and skill building  
workshops for youth, is available on the McCreary Centre website at www.mcs.bc.ca. for more info

W

Quality Child Care = Caring Family Support

child care providers are often the first to 
identify early signs of difficulty in a child
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parents and therapists to create in-
dividual plans for children and then 
to carry them out. 

If children have very complex 
needs, child care programs can 
arrange for extra staffing support 
through the Supported Child De-
velopment Program. Every time a 
new child with extra needs enters 
a child care program, the staff must 
learn the specific skills required to 
support the child. 

Child care offers children the 
security of stable, ongoing care 
and consistent routines in lives 
that may, at times, be chaotic. It 
provides children with caring and 
supportive adults they can trust. 
Children make friends with other 

children. They learn how to share, 
solve problems and get along. They 
learn how to accept differences in 
themselves and in others. The so-
cial lessons of respect, empathy 
and tolerance that happen at child 
care can last a lifetime. And while 
they are busy learning, they are 
also having fun. 

Like families, child care pro-
grams also need support. When 
child care programs have strong, 
well-trained staff, and when they 
are properly funded and connected 
in their communities, they fit natu-
rally into a range of services that 
can work together to support the 
families who need them. But the 
reality is that child care does not 

have enough public funding and 
support. It is a fragmented and 
fragile system. There is not enough 
high quality, affordable child care 
for all the families who need it. It is 
enormously stressful for families to 
run into poor quality, lack of space, 
long wait-lists and high fees when 
they are looking for child care.

We fail our most vulnerable 
families when we do not consist-
ently provide a service that brings 
so many benefits. For all children 
and families, we must press for a 
universal, high quality, publicly 
funded, accessible and affordable 
child care system. 

Historically, the police perspective has been 
focused on law enforcement: containment 
through the use of authority and physical force 

as the primary objective, with arrest and criminal 
charges following. Things have changed.

In response to social trends, police organizations 
these days focus more on community policing—with 
crime prevention, foot and bicycle patrols, and com-
munity education forming a major part of their role 
in the community—rather than just crime fighting. 
At the same time, a trend toward integrating peo-
ple with mental illness into the community has led 
to a dramatic increase in their interactions with po-
lice—hence the term sometimes applied to police: 
“psychiatrists in blue.”

Many police agencies have developed models of 
effective response to people with mental illness, espe-
cially in crisis situations. Basic education on recogniz-
ing symptoms and knowing the best way to respond 
form the core of most programs. This is a very posi-
tive step, and one that most police value for allowing 
them to provide better service and protection to the 
community.

Unfortunately, this response information does not 
address issues that may come up among those in that 

stage of life known as “adolescence.”
Adolescence can be hard—both for teens and for 

those around them. Puberty and adolescence are hor-
monal and emotional roller coasters. This is compli-
cated by elements of rebellion, risk-taking behaviour, 
poor judgment and mood swings, including anger, 
euphoria and depression. It was recently discovered 
that these elements are partly due to a spurt of brain 
development in the frontal lobes occurring at puberty 
and continuing through the early twenties. The frontal 
lobes—responsible for functions like self-control, judg-
ment, emotional regulation and organization—grow 
and become refined during this period, developing into 
the mature brain at about 25 years.1

If hormones and normal brain development were 
all there is to it, it would be relatively simple to man-
age. But there’s more. Adolescence is also when most 
mental disorders—including depression, bipolar disor-
der and schizophrenia—surface for the first time. Tell-
ing the difference between ‘normal’ teen behaviour and 
mental illness, including fetal alcohol spectrum disorder, 
is difficult. The behaviours may look the same. Risky 
behaviour (like car racing, sexual promiscuity, alcohol 
and drug abuse or extreme physical activity), feelings 
of invincibility, moodiness, aggression, withdrawal, poor  

Police (and others) Facing Adolescence
‘Normal’? Mental illness? Can be hard to tell . . .

Camia Weaver

Camia is Provincial 
Coordinator of the 

Canadian Mental Health 
Association BC Division’s 
ongoing Mental Health 

and Police Project to 
improve police and 
emergency service 

response to persons with 
mental illness. After almost 

20 years as a practising 
lawyer, she is actively 

committed to facilitating 
community empowerment 

and restorative practices

quality child care | continued from previous page

for more info  For more information, visit the Coalition of Child Care Advocates of BC at www.cccabc.bc.ca
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impulse control, defiance and excitability, for example, 
all fall within the normal range of teenage behaviour—
and are also symptomatic of mental illnesses. 

Why is it important to discern between normal teen 
behaviour and signs of mental illness? Because mental 
illness should not be punished or criminalized. More  
importantly, early diagnosis and treatment of mental 
illness dramatically improves the chance for recovery.

Properly discovering and responding to youth 
mental illness can seem like an impossible task. The 
stigma of mental illness—especially in the emotional 
and social vulnerability of adolescence—can cause 
a youth to desperately conceal or deny symptoms, 
choosing the criminal label and consequences over the 
label of “mental illness.” To a teen, this label means 
social death, teasing, bullying and rejection—the last 
thing any kid needs. 

The most important tool for effectively addressing 
youth mental illness is knowledge. Awareness of the rate 
of mental illness among youth and its effect on behav-
iour is essential. For example, four out of five runaway 
youth suffer from depression, and suicide is the third 
leading cause of death for 15- to 24-year-olds. BC statis-
tics indicate that more than 140,000 of the 580,000 chil-
dren and youth in BC over the age of six are estimated 
to have mental disorders that impair functioning.2 Most 
of these are teens, since mental illnesses become symp-
tomatic during adolescence. At the same time, 3,000 
youth were in custody—and again, it is reasonable to 

conclude that many of these youth 
have some form of mental illness.

Not making assumptions about 
the reasons for adolescent behav-
iour is a necessity—not just for po-
lice, but also for parents, teachers, 
school counsellors, youth correc-
tions staff, and other professionals 
who interact with troubled teens 
daily. Many adults are still inclined 
to label difficult youth. They may 
feel that young people need punish-
ment to deter further bad behaviour. 
Suspension from school and incar-
ceration in youth detention centres 
are all too common. 

Patience, an open mind and the drive to make 
many efforts to discover underlying issues are also nec-
essary. It is not always appropriate to just give youth 
the chance and incentive to correct behaviour. If the 
behaviour is a symptom of mental illness, youth will 
not be able to correct it through willpower alone.

Finally, increasing public awareness of mental ill-
ness—especially among youth—is an important step. 
If we can all recognize that mental illness is just that—
an illness—the stigma fades and it is easier for youth to 
seek and get help at an early stage. 

Bridge Over Troubled Waters
Meeting the needs of youth with concurrent disorders

Erin Toews

Erin is a communications 
specialist with BC  
Children’s Hospital

It is not an unfamiliar 
story: a 16-year-old stu-
dent who had previously 

been doing well in school 
is now struggling. Once 
friendly and open with her 
family, she has become 
withdrawn. She has been 
staying away from home, 
preferring to spend time 
alone or with friends. Her 

parents, already frustrated 
with her slipping grades, 
are outraged when they 
find a marijuana cigarette 
in her coat pocket. They 
consider this another ex-
ample of her increasingly 
bad behaviour. They are 
angry and disappointed, 
and their relationship with 
their daughter deteriorates. 

But at the crux of this 
story is a missing piece of 
information—this young 
woman has been experi-
encing a serious episode 
of depression for most of 
the year. She is self-medi-
cating with marijuana and 
alcohol, which has result-
ed in spiralling drug use 
and depression. 

related resources Resources for parents on how to respond to youth in crisis with mental health needs can be found  
on the Parent/Professional Advocacy League website at www.ppal.net

footnotes

1. Wallis, C. & Dell, K. 
(2004, May 10). What makes 
teens tick? Time, 163(19).

2. Ministry of Children and 
Family Development. (n.d.). 
2003/04 Annual Service 
Plan Report. Victoria, BC: 
author.

Telling the difference between ‘normal’ teen behaviour and mental illness,
           is   d i f f i c u l t
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Bridging the divide be-
tween mental health and 
addictions is the role of 
addictions psychiatry, an 
increasing subspecialty in 
the field of mental health.

Help for youth with 
concurrent disorders
BC Children’s Hospital 
and BC Mental Health 
and Addiction Services, 
agencies of the Provincial 
Health Services Authority, 
have a program to assist 
children and youth fac-
ing concurrent disorders 
(the combination of men-
tal health issues and sub-
stance use). It is estimated 
that about half of individu-
als facing either mental 
health or substance use is-
sues, actually have both.1 
This is especially true of 
youth. 

Dr. Shimi Kang is di-
rector of the Provincial 
Youth Mental Health and 
Substance Use Program. 
She started the clinic three 
years ago after growing 
tired of watching some 
patients fall between the 
cracks in traditional treat-
ment. Initially, the clinic 
did one patient assess-
ment per week. In Oc-
tober 2005 the program 
received additional fund-
ing from the Provincial 
Health Services Authority 
and is now operating as a 
full-time clinic based at BC 
Children’s. 

Often mental health 
treatment services are 
not prepared to treat in-
dividuals for substance 
use, and addiction treat-
ment facilities are often 
not equipped to address 
the specific needs of those 
with mental illness. 

“None of that mat-
ters at 3 am when you are 
working in the emergen-
cy department and have 
someone in front of you 
who desperately needs 
help,” explains Dr. Kang. 
“Most programs don’t 
look at addictions and 
mental health in an inte-
grated way—even though 
we know that most often 
the two are strongly cor-
related and affect each 
other’s presentation, treat-
ment and prognosis. I saw 
these issues coming up 
again and again. Mental 
illness and substance use 
touch so many families, it 
would be difficult to find 
someone who hasn’t had 
their life directly or indi-
rectly affected by one or 
the other.” 

Problematic substance 
use by youth is a very 
real problem in BC 
Recent research evidence 
and surveys of drug use by 
high school students indi-
cate that nicotine, alcohol 
and marijuana are still 
the main drugs of choice. 
However, the use of ecsta-
sy and crystal meth is on 
the rise, ranging from ex-
perimental to more chron-
ic patterns of use.2 

For youth with men-
tal health issues, even ex-
perimental use of alcohol 
and drugs can create or 
exacerbate symptoms. 
For example, the use of 
methamphetamines in-
creases the risk of psycho-
sis. Youth with disordered 
eating can worsen their 
disorder through stimulant 
use. Those with anxiety 
problems may find the in-
toxicating effects of alco-

hol and/or marijuana leads 
them to escalating and 
eventually dangerous use.

“Studies and clinical 
practice demonstrate that 
youth experiencing higher 
levels of distress will turn 
to more potent drugs, thus 
putting the youth with un-
treated mental health issues 
at risk,” says Dr. Kang.

Many youth use sub-
stances, but some are at in-
creased risk of concurrent 
disorders. Those with men-
tal illness, learning disabili-
ties or street involvement 
are at increased risk, along 
with gay and lesbian youth. 
Compared to those with ei-
ther condition alone, youth 
with concurrent disorders 
face potentially serious 
negative outcomes, such 
as homelessness, hospitali-
zation, trauma, prison or 
suicide. 

First responders face a 
complex situation
Identifying and treating 
children and youth with 
mental health problems 
becomes much more 
challenging when they are 
also using  substances. A 
distinct change in temper-
ament and behaviour is 
often the first sign. Other 
warning signals include 

To find a youth addictions team in your area, check the Mental Health and Addiction Services listings in the  
“Health Authorities” section of your telephone book blue pages or call 1-800-661-2121 related resources
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irritability, sleep distur-
bance, lack of interest in 
school or other activities, 
and finding drug para-
phernalia—such as bottles, 
pills, needles and pipes—
among a youth’s personal 
items. These signs are usu-
ally flagged by a teacher, 
friend or parent.

Beginning substance 
use may be the result of 
peer pressure or an ado-
lescent desire to explore 
boundaries. After time 
and depending on un-
derlying reasons, this use 
may become misuse and 
may be causing the young 
person harm—however, 

they may still not neces-
sarily be self-treating a 
mental health issue. Be-
yond understanding the 
symptoms, it is important 
for first responders such 
as parents or teachers to 
appreciate the complexi-
ties at hand when trying 
to determine the severity 
of the issue.

The first step for the 
first responder is to talk to 
the youth in an open and 
nonjudgmental manner. 
The first responder may 
suggest that the youth 
see their family doctor or 
contact a youth addiction 
team through community 
health centres. This is 
the first step required in 
order to get an appoint-
ment with the Provincial 
Youth Mental Health and 
Substance Use Program. 
Given the natural state of 

denial and resistance to 
treatment that sometimes 
occurs with addictions, 
the first responder may 
need to contact the doctor 
or youth addiction team 
themselves to discuss an 
appointment and referral 
for the youth. 

Complex conditions need 
an integrated approach
These are complex con-
ditions that cross over 
biological, psychological 
and social issues. Effec-
tive treatment requires an 
integrated approach. The 
program at BC Children’s 
works with the entire care 

continuum—psychologist, 
psychiatrist, nurse clini-
cian, nurse practitioner, 
social worker—and con-
sults with teachers, men-
tal health and addiction 
counsellors, youth care 
workers, street nurses, 
probation officers and the 
family. The program treats 
youth up to age 24.

The program aims 
to disseminate as much 
knowledge as possible. 
During the past year it has 
conducted 12 workshops 
with a variety of profes-
sionals, including youth 
forensics workers, mental 
health and addiction cli-
nicians, nurses, teachers 
and social workers. 

Dr. Kang’s advice for 
helping professionals is 
to communicate that peo-
ple do get better, but they 
must be prepared for a 

rocky road ahead. These 
are challenging cases, 
and even if a youth is well 
motivated, there can be 
multiple relapses for both 
substance use and mental 
illness.

“You need to engage 
youth as much as possible. 
This often requires small 
steps. My goal in the first 
appointment is often to 
see the person return for 
a second appointment. 
These can be difficult cases 
to treat, but it is so worth-
while to see a youth turn 
their life around or recon-
nect with their family and 
friends,” says Dr. Kang. 

She suggests that any time 
one condition has been 
identified, the other be 
asked about in an open, 
non-judgmental way. 

There are no silver 
bullets when dealing with 
concurrent disorders and 
treatment—the cases are 
much too individualized 
for a blanket solution. 
However, if first respond-
ers know about symp-
toms and resources, and 
if they understand the 
continuum between use, 
misuse and self-medica-
tion, they will better be 
able to deal with these 
issues. The program at 
Children’s Hospital will 
be holding special infor-
mation nights for par-
ents, who so often find 
themselves in the role of 
first responder. 

For more information about the Provincial Youth Mental Health and Substance Use Program, call 604-875-2010 to be directed to clinic staff. for more info

footnotes
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s parents, we all seem destined to come to 
grips with the role drugs and alcohol may play 
in our teens’ lives. Most of us will experience 
one of three scenarios:

Anticipation… Your son or daughter is entering sen-
ior high school, or is coming of an age where their 
territory and social groups are expanding. It is likely 
they are going to come into contact with drugs or 
alcohol. They need more information so they can 
make well-informed choices.
Suspecting… Your teen has a new group of friends 
who are making your radar go off. They are moodier 
and more distant. Your teen’s school performance 
is slipping. You’re hearing fragments of suspicious 
conversations.
Knowing… Your teen has openly admitted using drugs, 
or you’ve otherwise confirmed that they are using.

Parents who suspect or know will probably be filled 
with questions like, What should we do? or How should 
we do it?

While some parents end up dragging their teen—
willingly or otherwise—to the nearest counselling of-
fice, the fact is that the majority of parents try to deal 
with the issue within the family. This is an undertaking 
that can be filled with stress and conflict.

Understanding and following some simple strate-
gic guidelines, however, will help parents send needed 
messages in a way that their teen can benefit from.

How do you move from confusion to a clearer un-
derstanding of what is going on and how to respond to  

•

•

•

Responding to Teen Drug and Alcohol Use
A guide for parents

Robb McGirr

Robb is a retired police 
officer who now works 
as a school-based drug 
and alcohol prevention 
counsellor for Alouette 
Addictions Services in 
Maple Ridge. For 16 

years he has presented 
drug prevention and early 

intervention workshops 
throughout BC. Robb has 

also developed prevention 
resources for parents, teens 

and teachers

it? Simply put, you need to stop and take the time to do 
what is often referred to as a “risk assessment.” Gath-
ering information before you react will help reduce the 
conflict that would likely arise from premature conver-
sations with your teen.

Risk assessment
Two primary pieces of information you may want to 
gather are your teen’s level of use and what drug or 
drugs they are taking. Triggers for use is another impor-
tant piece of information.

Escalating levels of use
Curiosity: A healthy state—and one that invites you 
to help provide accurate information on drugs and 
alcohol. Listen to your teen’s opinions and help them 
search out the answers to their questions.
Experimental use: First- or second-time use to satisfy 
their curiosity or to find out if using the drug helps 
them in a social setting.
Recreational use: Using drugs or alcohol, mostly on 
weekends, and almost always in a social setting.
Coping tool: Drug use has escalated beyond recrea-
tional use. Some typical signs are use at or during 
school, or when alone.
Dependence/Addiction: Drugs or alcohol are now a 
part of your teen’s daily life. Social groups and ac-
tivities are almost completely associated with drug-
related activity. 

“Hard-core” vs. “soft-core” drugs
While I think these terms are overly simplistic, they 
do provide a framework for understanding about the 
drugs of choice for teens.

Early intervention with teens beginning to use 
“hard-core” drugs such as cocaine, methamphetamine, 
ecstasy and heroin, for example, is far more challeng-
ing than for so-called “soft-core” drugs such as alcohol, 
marijuana and ‘magic’ mushrooms. The time frame for 
effective early intervention with hard core drugs can 
be measured in weeks, as opposed to perhaps months 
with the softer drugs. Also, the escalating levels of use 
don’t really apply to harder drugs, because the poten-

•

•

•

•

•

A

Two primary pieces of information you may want 
to gather are your teen’s level of use 
and what drug or drugs they are taking.
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Marijuana use by 
youth is far from 
a new phenom-

enon. Many adults likely 
recall their own experi-
ences with marijuana as 
teenagers; some may 
still use marijuana today. 
Because of their experi-
ences, adults may have a 
tendency to brush aside 
the issue, or to accept it as 
a rite of passage.

How is marijuana use 
different for youth today? 
More youth in British Co-
lumbia are now using mar-
ijuana than two decades 
ago. Based on the Cana-
dian Community Health 
Survey, marijuana use by 
Canadians ages 15 years 

Marijuana Use by Youth
When is it a problem?

Barbara Moffat, MSN, RN 

Barbara is Project Director 
of TRACE (Teens Report 
on Adolescent Cannabis 
Experiences), a project of 
the Nursing and Health 
Behaviour Research Unit 
in the School of Nursing at 
the University of BC

Joy L. Johnson, PhD, RN

Joy is BC Site Director of 
the Centre for Addictions 
Research. She is also 
Professor and Associate 
Director of Graduate 
Programs and Research in 
the School of Nursing at 
the University of BC

tial for addiction develops so quickly, and the potential 
for serious harm from even single use is so high. 

Triggers
“Triggers” are not the things that make your teen use, 
but rather the circumstances in which they are more 
likely to use. People, places, days of the week, times 
of the day, state of mind or even special events—these 
can all be triggers.

The most common trigger that parents first iden-
tify is people—a group or crowd that your teen is now 
hanging out with. Other common triggers for teens are 
boredom, social stress and particular hangout loca-
tions. Understanding your teen’s unique triggers helps 
to forecast high-risk moments for your teen and to pro-
vide alternatives for them.

Don’t make assumptions about what your teen’s trig-
gers are. It will require close scrutiny and lots of conversa-
tions with your teen, their friends, teachers and others in 
their lives to get a sense of what their triggers may be.

Risk assessment to response
Doing a risk assessment helps you focus your energies 
and respond in an appropriate manner. Your response 
will probably fall into one of three categories:

Education/Prevention: For dealing with curiosity, ex-
perimentation and perhaps even recreational use of 
so-called soft drugs
Early intervention: To help your teen make some 
modest changes before their use becomes more 
problematic
Treatment/Rehabilitation: To address serious prob-
lematic use, consider resources outside the family

This evaluation process will give parents a clearer per-
spective on what their teen needs to hear in order to 
make better choices. More importantly, it can reduce 
the fear and anxiety that all parents feel as their teens 
begin to make lifestyle choices beyond their parents’ 
control. 

•

•

•

and older almost doubled 
between 1989 and 2002.1 
The highest rate of mari-
juana use in the country 
is in BC, with use most 
prevalent among youth. 
Moreover, youth are start-
ing to use marijuana at a 
younger age.2 Our recent 
research on tobacco use 
among teens in BC sug-
gests that young people 
in BC are now more likely 
to be recent users of mari-
juana than recent users of 
tobacco.3 Higher rates of 
frequent use have been 
noted among boys than 
among girls.4

British Columbia holds 
a reputation for having 
high quality “BC Bud” that 
is inexpensive and readily 

available at school, accord-
ing to many youth. Some 
marijuana grown in this 
province contains record 
levels of delta-9-tetrahy-
drocannabinol (THC).5 

Although most teens 
in BC report they are rec-
reational marijuana smok-
ers, some say they use 
marijuana frequently. Our 
survey of BC youth shows 
there is a subpopulation 
of teens using marijuana 
at least five times a day.3 
Youth refer to this pat-
tern as “wake and bake,” 
and they apply the terms 
“stoner,” “chronic” and 
“lifer” to themselves and 
others who use marijuana 
often. There is now strong 
evidence that a subset of 

marijuana users develop 
dependency.6

What do teens say about 
frequent use of marijuana?
The TRACE (Teens Report 
on Adolescent Cannabis 
Experiences) project is a 
research study in which 
teens are being asked to 
reflect on their experi-
ences with frequent mari-
juana use. The insights are 
revealing. They tell us they 
use marijuana because:

“It gets me going” 
For some teens, marijua-
na use is a strategy to help 
them function with day-
to-day activities. These 
teens report smoking pot 
as soon as they wake up in 

Robb McGirr has produced a film documentary called Rewind: A film about choices for use in school-based prevention.  
He has also developed and published Teen Drug Trends, a parent guide, and Thru Your Own Eyes, a youth self-assessment  
guide called—both available free of charge through Alouette Addictions Services. Visit www.alouetteaddictions.org.

related resources
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the morning so they can 
get out of bed and get to 
school. As a result, some 
link their use of marijua-
na use with “staying in 
school.”

“It keeps me cool” 
Many teens report they 
use pot to relieve stress 
and to help cope with 
life’s frustrations, such as 
challenges at school and 
difficulties at home. These 
teens say that using mari-
juana allows them to relax 
and calm down. 

“It makes me feel better”
Marijuana use is some-
times credited as a way to 
improve mood and forget 
“bad things.” Some teens 
living with depression be-
lieve that marijuana use 
is preferred to prescrip-
tion medication, and they 
suggest that nothing else 
has worked. These youth 
also note they can control 
the amount they use, and 
know when they have had 
“enough.” 

“It helps me focus” 
Some teens link their mar-
ijuana use to improved 
concentration with cer-
tain school activities, such 
as task-oriented subjects 
such as math. They report 
that using marijuana helps 
them “function” their best 
and complete their school 
work. In the case of teens 
living with attention defi-
cit/hyperactivity disorder, 
there is some belief that 
marijuana is more effec-
tive than medications like 
Ritalin.

“It lets me fall asleep” 
Marijuana use is a tool 
that some teens use to fall 
asleep. Some teens de-
scribe their “busy minds” 
at night and believe that 
marijuana allows them to 
close their eyes and “stop 
thinking” at the end of the 
day. According to some, 
marijuana is better than 
taking sleeping pills. 

“It lets me be me” 
A number of teens attribute 
their frequent marijuana 
use with being able to get 
in touch with their feelings. 
Thus, they claim that mari-
juana allows them to be 
more open and intimate 
in their discussions with 
friends. Some youth equate 
using marijuana with  
being a “nicer” person.         

As noted, teens use mari-
juana to manage the diffi-
culties in their lives. Often, 
youth smoke marijuana 
because they feel there are 
no other options. However, 
frequent use can affect 
teenagers’ school perform-
ance and their relationships 
with family members.7 Ear-
lier and greater involve-
ment with marijuana has 
also been associated with 
increased risk of poor men-
tal health.8 Frequent use is 
a concern for some youth; 
they acknowledge the dif-
ficulties they have cutting 
back or quitting. Frequent 
use may well be a sign of 
other distress in their lives.

Connecting with teens 
who use marijuana often
To begin, we need to open 
a dialogue with teens about 
marijuana use. It is vital 
that we continue to learn 
from youth about their 
experiences with, and rea-
sons for using, marijuana. 
Parents, educators, coun-
sellors and health care pro-
viders need to talk to teens 
about the role marijuana 
is playing in their lives. 
This conversation must 
be informed by accurate 
information and educa-
tional materials. It is time 
to create opportunities to 
expand this dialogue about 
marijuana use among, and 
with, youth today. 
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“Earlier and greater involvement with marijuana has also 
been associated with increased risk of poor mental health”
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Social work is a profession that operates from the 
belief that people experience life as individuals that 
are in relationship with the world around them. 

When social workers come into contact with youth and 
their families, they respond to the needs of the youth 
and family individually and look at the systems of sup-
port that surround them. Social workers recognize 
that providing supports to young people when needs 
arise—including mental health concerns—can either 
prevent a crisis or support a youth through a crisis.

When young people, their families or community 
members become concerned about the mental health 
and well-being of a youth, it is critical that they trust 
their instincts and reach out for information and sup-
port. It is not only when child protection concerns arise 
that a social worker can be of benefit. It is not only in 
times of crisis that a social worker can respond and as-
sist. When youth and their families need information, 
support services and assistance connecting with rel-
evant community resources, a social worker will con-
nect them with the resources they need.

Social workers focus on strengthening the system 
a young person lives within. A youth’s system of sup-

Social Work
Strengthening Systems Youth Live Within

Autumn Jenkinson, BSW

Autumn is a social worker 
on a Youth Team within 
the Ministry of Children 
and Family Development, 
and a registered member 
of the BC Association of 
Social Workers

Deneen Jensen, BA, BSW

Deneen is a mental 
health support worker for 
Child and Youth Mental 
Health,  Abbotsford 
Ministry of Children and 
Family Development. She 
previously worked for 
the Maples Adolescent 
Treatment Centre in 
Burnaby

ports could include their school, family, peers, church, 
youth worker, mental health clinician and a variety of 
other service providers. Social workers build respectful 
relationships with the youth and their families in the 
interest of developing plans and goals that meet that 
youth’s unique needs. From a social work perspective, 
building an effective “care team” that includes mean-
ingful people for that youth and their family ensures 
that they get the support they need. Meeting regularly 
as a team allows all individuals involved with a fam-
ily to come together and brainstorm what needs to be 
done, what is working and what needs to change. 

Social workers can provide assistance in exploring 
resources that may be available for a youth experienc-
ing mental health concerns—including, but not limited 
to, anxiety, depression, trauma, suicidal tendencies, 
substance misuse, psychosis and the variety of other 
mental health experiences that can arise during ado-
lescence.

When social workers suspect a mental health con-
cern, one of the supports they may refer the child to 
is Child and Youth Mental Health (CYMH), a service 
of the provincial Ministry of Children and Family De-
velopment. Child and Youth Mental Health operates 
similarly to social workers in many areas. One role a 
CYMH clinician can play is that of a case manager in the 
child’s life. As such, the clinician can help orchestrate 
and work as part of a larger team of professionals and 
lay people supporting—or struggling to support—the 
child who has a mental health concern. While a men-
tal health clinician directly assesses and treats mental 
health conditions, unlike the social worker, the over-
lap between the two roles is considerable. Both work 
with the family. A multitude of research in children’s 
healthy development indicates the importance of edu-
cating and supporting caregivers to provide “best” care 
for a child with mental health issues. Mental health cli-
nicians also frequently refer their clients to community 
resources as part of a belief that the child is healthiest 
when supported by the larger systems around them. 

Children, youth and/or their caregivers and oth-
er supportive people in their lives can reach out for 
support in a variety of ways if they suspect a mental 
health concern. The first contact with a social worker 
or mental health worker could occur through a variety 
of “gates” (see sidebar). It is important that the youth, 
or someone concerned about him or her, knock on and 
enter one of these gates. 

Any concern or doubt about the health and welfare 
of a child or youth is worth mentioning. A broad 
spectrum of people who work with children are 
trained to have some familiarity with mental health 
issues and can provide direction to the right care. 
Some of these people include:

Physicians
Hospital staff
School personnel
Early childhood educators/Day care providers
Youth workers
Recreation workers
Clergy members
Police
Emergency services
Children’s helplines
Crisis/Suicide hotlines
BC Nurse Line

























“gates” to social work or 
mental health clinician support
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Tara’s Story

T en years ago, when I was 
just 15 years old, I began 
having very strange ex-

periences. I started to hear 
murmuring and whisper-
ing in places where these 
sounds were very unlikely. I 
would hear them while rid-
ing the bus, walking outside 
and sometimes in a quiet 
classroom. I really didn’t 
know what was going on, 
but I didn’t think anything 
of it at the time.

Then one night, out of 
nowhere, I heard screaming. 
I had been on a date with a 
boy I knew fairly well. We had 
gone to a hockey game and 
then went back to his house to 
watch a movie. After the mov-
ie, I went to catch the bus, but 
it didn’t come. I had to find 
my way back to my date’s 
house, which was in an unfa-
miliar area of town. I became 
extremely anxious. I remem-
ber the dark sky, the bright 
snow and the biting January 
wind. But what I remember 
most about that night were 
the screams I heard coming 
from the wooded area as I 
passed. The screams were 
awful—like many people be-
ing tortured all at once; like in 
a movie scene from hell. 

I looked around, trying 
to find an explanation for 
the sounds I was hearing. I 
checked to see if any houses 
had windows open, hoping 
someone was playing a trick 

Journey to Recovery From First-Episode Psychosis
don’t wait. get help early.

Tara and Terry-Lee 
Marttinen

The Marttinens live in 
Northern Ontario and 

are the mother-daughter 
force behind the early 

intervention website  
www.gethelpearly.ca.  

A new version of the site, 
developed in partnership 
with the Ontario Working 

Group on Early Intervention 
in Psychosis,  

launched this fall

on me—the doors and win-
dows of the houses around 
me were all closed. I did find 
my way back to my date’s 
house and called my mom to 
pick me up. But there was no 
explanation for what I heard.

The voices weren’t the 
only new thing I experienced 
early on during my first epi-
sode of psychosis. I began 
to isolate myself from fam-
ily and friends, staying in my 
room a lot, eating my meals 
there and staying up all hours 
of the night. I felt my friends 
didn’t like me, and I thought 
some of them were using 
and abusing my friendship. I 
felt profoundly alone.

I often thought about 
telling people about the 
things that were happening 
to me, but for some reason, 
I couldn’t bring myself to 
do it. I didn’t know how to 
begin talking about what I 
was going through. I was 16 
when I finally told my mom. 
Telling her wasn’t something 
I had planned—but one sun-
ny afternoon I was sitting on 
our living room couch and 
noticed a pamphlet about 
narcolepsy on the coffee 
table. Being curious, I read 
the pamphlet and noticed 
that one of the symptoms 
described in it was audi-
tory hallucinations. I used 
that as an opportunity to tell 
my mom what I was going 
through.

Terry’s Story
Tara told me, in May 1997, 
about the strange noises she 
was hearing. Her father had 
taken his own life after a long 
battle with schizophrenia 
several years earlier, so when 
she told me she was “hearing 
things,” I immediately looked 
for help from a specialist.

I heard about the Pre-
vention and Early Interven-
tion Program for Psychoses 
(PEPP) in London, Ontario, 
from an uncle who lived 
there, and I called the clinic 
straight away. My boyfriend 
Steve, Tara and I drove 800 
kilometres within a week 
of that phone call to access 
the PEPP early intervention 
services. Until my daughter 
moved to London in 2001 
to attend the University of 
Western Ontario, our fam-
ily travelled there from Sault 
Ste. Marie twice a year.

Because the program was 
so far away, we didn’t have 
access to all the resources 

We found that it was possible to manage brain disease 
that wasn’t out of control—like Tara’s father’s had been.

contribute  
your art, poetry  
and stories to  
gethelpearly.ca

young people from 
across Canada who 
are recovering from 
their first episode of 
psychosis are invited 
to send in their art, 
poetry and personal 
stories. Parents, 
partners, siblings 
and friends are also 
invited to e-mail their 
stories for online 
posting. Submissions 
are welcome at  
goldencrumb@ 
gmail.com
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Annie: It took me a long time to understand that 
Scott was struggling with getting by.
I had moved to Edmonton to attend university, and 
he was working in British Columbia. When the place 
where he was working closed, he moved into a shel-
ter—and began spending more time on the street. 

Finally I got him to come to Edmonton. Scott was 
angry and threatening. Even though I knew he wouldn’t 
hurt me, I became exhausted from my emotional reac-
tions. After a few months I realized that our relation-
ship was getting worse, and I made him leave. 

Once Scott was gone, I realized that the things he 
had said to me were not rational. I had taken a course 
in abnormal psychology and began to understand that 
his problems were not just emotional—he must have a 
mental illness. I was leery of the mental health system 
in Alberta because I had heard stories of enforced steri-
lization of mentally ill patients. Also, I had no medical 
coverage so couldn’t get help there.

I tried to get help for Scott back in BC. This was the 
most frustrating time, because all the people I talked to 
long distance—at the shelter, or social workers—said 
he would have to agree to get help. And he wouldn’t do 
that. The only other way they could intervene was if he 
did something to hurt himself or someone else. 

Scott: I was afraid of what I would say if I talked to a 
doctor. Any time I feel manipulated, I get hostile about 
it because I realize that totalitarianism is a true evil. 

at PEPP. To make up for any 
losses, I learned everything I 
could about psychosis from 
the Internet. Our entire fam-
ily applied what I learned 
online to navigate Tara’s 
recovery. Together, we pri-
oritized responsibilities to 
help keep stress in check. 
Tara and I began doing arts 
and crafts, we signed up for 
fitness classes, and we got 
involved in early interven-
tion volunteer projects as a 
means of support. We found 
that it was possible to man-
age brain disease that wasn’t 
out of control—like Tara’s fa-

ther’s had been.
Nine years after her di-

agnosis, my daughter has 
finished university and is set 
to pursue a career in early 
psychosis intervention. She 
is currently teaching over-
seas, where she’ll spend a 
year before settling into the 
mental health care field.

Before Tara headed over-
seas, she and I worked on an 
early intervention youth and 
family website with the help 
of other first-episode psycho-
sis youth and families. We 
hope www.gethelpearly.ca will 
be a place where young peo-

ple experiencing their first 
episodes of psychosis—and 
their loved ones—can share 
their personal triumphs.

Tara and I understand 
first-hand that youth and fam-
ilies who have experienced 
early intervention them-
selves can be a great source 
of knowledge, comfort and  
support. 

A Conversation Between a Mother and Son
Annie and Scott*

*pseudonym 

Annie has a PhD in 
Education from the 
University of British 
Columbia. She is also a 
theatre maker and has 
employed people with 
mental illnesses in her 
theatre company

Scott was diagnosed with 
paranoid schizophrenia in 
1996, at the age of 24. He 
has been living successfully 
on his own for five years

Annie: When I finished my degree, I moved back to 
the coast, determined to come to terms with what 
was troubling my son. 
This time, when he came to stay with me, I sought help 
from the local mental health centre. I had come to be-
lieve that Scott had been living with a mental disor-
der—probably schizophrenia—for about three years. 
He was often terrified that people were after him, but 
refused to go to the hospital for help. He was struggling 
to survive and I felt powerless to help him.

A mental health worker told me that if I wanted to 
have my son committed for assessment and treatment, 
I would have to swear an affidavit before a judge that 
he was a danger to himself or others. But Scott is not a 
violent person and is not a danger to himself or anyone 
else, so I despaired of ever getting help for him. And no 
one in my family would support me in going through 
the steps to have Scott committed—we were all afraid 
of the system, having had the experience of giving up 
our rights to get welfare when we couldn’t find work, or 
having been abused by the police. 

Finally, Scott did a couple of things I thought a 
judge might accept as dangerous. He left a pot on the 
stove and it melted. Then he filled a lantern with fuel 
and the fuel caught fire, burning the front porch. The 
judge accepted my affidavit and arranged for the RCMP 
to pick Scott up the next day.

I will never forget how I felt that day when the po-
lice came. They were kind and respectful—but Scott 
looked so confused and lost. 

psychosissucks.ca
hopevancouver.com
reachoutpsychosis.com
psychosissupport.com









bc psychosis websites

•• •
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Scott: My sense of betrayal has softened over time. 
I didn’t know until recently that it was my mother that 
sentenced me to eternal hell. 

Annie: When I think of all that Scott’s gone through 
since that day, I still feel that I’ve betrayed him. 
At the same time, I am so thankful he is alive. He is 
not struggling on the street; he has his own apartment 
and friends. He is still under certification, however, and 
hates being injected with his medication every two 
weeks. His medications have negative effects and no 
one knows what the long-term effects are. 

Scott: The doctor represents totalitarianism in my life. 
I’m afraid of her, how she manipulates my mind to get 
what she wants, which is another pay cheque out of me. 

Annie: I live with a mix of fear, guilt, hope and 
thankfulness that Scott is alive and that we have a 
loving relationship. 
Writing about this and sharing it with Scott has been 
important, because we need to talk about what has 
happened to us. We need to respect each other’s jour-
ney even though we see things differently. 

Scott: The conspiracy between the drug 
companies, the media and government, who are 
colluding to bring about the destabilization of the 
family unit through fear mongering, is truly despicable 
and should be undone immediately. 

They keep me certified so that I have to continue 
taking their drugs. There are many viable alternatives 
to drug ‘therapy,’ like better diet and vitamin therapy. 

started self-injuring 
nine years ago, when I 
was 21. When I couldn’t 

focus on my university 
coursework, self-injuring 
helped me concentrate 
and continue studying.

Self-injuring became 
an outlet for painful feel-
ings. At times, I felt like 
I had fallen into a void 
that held only the present 
unbearable moment. I 
couldn’t remember what it 
felt like to be cared about 
or to feel calm—though I 
often looked calm on the 
outside, despite my inner 
turmoil. I had no words to 
explain what was bother-
ing me. Having a physical 
injury was a way of telling 
other people that I was 
hurting.

Medical Staff and Self-Injury  
           LM

          LM is a mental 
health consumer 

recovering from borderline 
personality disorder and 

post-traumatic stress 
disorder. She is currently 
pursuing her psychology 
degree at Simon Fraser 

University and volunteers 
with Vancouver Coastal 

Health

When I self-injured, 
I floated away from my-
self. This disconnection al-
lowed me to injure my own 
body. After I self-injured, I 
still felt bad—but in a less 
intense way. The physical 
pain distracted me from 
my emotional pain. The 
need to get medical treat-
ment was something con-
crete to focus on. 

Because I have re-
ceived effective therapy 
and have learned other 
coping skills, I now self-
injure less often and less 
severely. However, coping 
without self-injury is an 
ongoing struggle.

I have had some dif-
ficult experiences receiv-
ing medical treatment for 
my self-inflicted injuries. 

A doctor at the emergency 
room told me that the oth-
er patients were there for 
reasons that weren’t their 
fault, but I was there be-
cause it was my own fault. 
He said that he would treat 
all the other patients in 
the treatment area first—I 
would have to wait until he 
was finished. He was very 
rough in cleaning my inju-
ry, causing more physical 
pain. I felt unsafe being 
treated by this doctor, so I 
left the hospital and found 
treatment elsewhere.

A doctor at a burn 
clinic told the medical stu-
dents he was supervising 
that I was “obviously a 
very bitter young woman.” 
Another doctor at the burn 
clinic ordered me to not 

self-injure again. When I 
came back with a new in-
jury, he got angry with me 
for not following his order. 
At times, I was given infe-
rior medical treatment—I 
think that, because I had 
so many scars, doctors 
reckoned that it no longer 
mattered how well my in-
juries healed.

I believe that the doc-
tors’ unhelpful responses 
came from their lack of 
understanding about self-
injury. Unfortunately, their 
responses hurt me deeply, 
which ultimately contrib-
uted to more self-injury—
and increased my fear 
and shame when seeking 
medical treatment.

Not all my experi-
ences with medical staff 

i

Self-injury refers to causing minor or moderate injuries to one’s own body. Common methods are cutting, 
burning, scratching or hitting oneself. Sometimes it is also called self-harm or self-mutilation.1 
Self-injury is not a suicide attempt. It is a way of surviving by reducing emotional pain.2
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irst I feel nauseous; then 
I think I’m going to throw 
up. That’s usually what 
triggers my anxiety at-

tack. I get so worried that 
I will throw up. Then I feel 
hot and dizzy and get a re-
ally bad stomach ache. I 
feel like I need to escape; 
like I’m trapped in this 
closed room.

I began to leave school 
between classes so often 
that my friends started 

Michelle Anderson

Michelle is 15 years old 
and started feeling worried 
when she was 10.  At 10, 
she took the FRIENDS for 
Life program in Maple 
Ridge. She currently lives in 
North Vancouver and enjoys 
cooking and swimming

have been negative. My 
family doctor has been a 
consistent source of sup-
port. If I need treatment 
for an injury now, I usually 
visit a walk-in clinic where 
the doctors treat me with 
respect. It was helpful for 
me when one of them 
encouraged me to come 
and talk to her before self-
injuring. Clearly, the way 
medical staff treat people 
who self-injure can either 
help or hinder the recov-
ery process.

Self-Injury—
Unhelpful Responses

Telling the person to 
stop self-injuring. Peo-
ple need to learn other 
ways to cope before 
they are ready to stop.3

Calling self-injury (or the 
person) manipulative or 
attention-seeking. 
Trying to deter the per-
son from self-injuring 
again by making the 
medical treatment ex-
perience as bad as pos-
sible. Doing this may 

•

•

•

cause him or her to 
feel angry or ashamed. 
These feelings can con-
tribute to more self-
injury and to avoiding 
medical treatment in 
the future.4

Forcing a person to re-
move his or her clothes 
when it isn’t necessary for 
medical reasons. Many 
people who self-injure are 
survivors of sexual abuse 
and find it traumatic be-
ing forced to undress.
Punishing the person by 
giving stitches without 
anesthetic or treating 
his or her injuries in a 
way that causes unnec-
essary pain.5

Helpful Responses
Educating yourself about 
self-injury.

Understanding that even 
if the person looks calm 
or capable, he or she 
may be feeling quite up-
set inside.6

Acknowledging the per-
son’s distress, even if you 
don’t understand why he 

•

•

•

•

or she is distressed.
Offering the same qual-
ity of medical treatment 
for self-inflicted injuries 
as for accidental injuries. 
Interacting with the 
person respectfully and 
avoiding judgments. 
Being aware of your 
emotions when deal-
ing with self-injury 
(fear, anger and shock) 
and not communicat-
ing them to the person 
who self-injures. Find-
ing support for yourself 
if you need it.5 

•

•

•

footnotes

1. Sutton, J. (2005, May 11). Terminology: Establishing the most appropriate term 
to describe the act of hurting oneself. siari.co.uk/self-injury_terminology.htm.

2. Martinson, D. (1998). Self-injury: A quick guide to the basics.  
selfharm.net/guide.html.

3 Jeffrey, D. & Warm, A. (2002). A study of service providers’  
understanding of self-harm. Journal of Mental Health, 11(3), 295-303.

4. Martinson, D. (1998). Emergency-room personnel and self-injury.  
selfharm.net/erworker.html.

5. Martinson, D. (1998-2001). Bill of rights for people who self-harm.  
selfharm.net/brights.html.

6. Bristol Crisis Service for Women. (1997). Helpful responses to 
self-injury. [Brochure]. www.users.zetnet.co.uk/BCSW/pdfleafs/
Helpful%20responses.pdf.

FRIENDS—has been a friend
wondering what was going 
on. They thought I was a 
faker, and that I was miss-
ing way too much school. 
They would confront me 
the next day and ask, 
“Why did you leave?” or, 
“Why did you go home?” 
I’d tell them it was be-
cause I wasn’t feeling well. 
I could tell by their expres-
sions they thought I was ly-
ing. And then I would wor-
ry about how much work 

I missed or if the teachers 
were not going to be nice 
to me anymore.

I can usually only con-
trol my anxiety attacks at 
home or when I’m with 
my parents. They happen 
almost anywhere, except 
at home.

I always think there 
is something wrong with 
me. I have gone to doctors 
about my stomach and 
they basically throw pills at 

for more info For information on the Australian program FRIENDS for Life visit www.friendsinfo.net, and for FRIENDS in Canada, www.friendsinfo.net/ca.htm. 

f
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me for my stomach, which 
don’t help at all. 

One of my biggest 
fears is public speaking. 
Any class I go to, I’m scared 
that they will ask me to 
read something aloud—or 
to do those group projects 
where you have to present 
in front of the class. I have 
a huge social anxiety, too. I 
get so nervous thinking my 
face will go red when I’m 
talking to someone that 
it usually does. This is af-

that were making me feel 
anxious about things.

What I remember 
most about the FRIENDS 
program is the “I” in 
FRIENDS: Inner thoughts.1 
It’s the strategy that I use 
the most. I make my mind 
think about putting all 
my worries in boxes—the 
more layers of boxes, the 
better—so the worries 
won’t escape. Then I put 
all those boxes in one very 
strong metal box and put 

chances are your worries 
will go away. 

Another strategy is 
the breathing methods 
that are explained in the 
“R” of FRIENDS: Relax and 
feel good.1 I try to control 
my breathing by breath-
ing slowly and taking deep 
breaths. At the same time, 
I start to think something 
different, like, “What am 
I really worrying about? 
Is it really worth it to get 
all nervous? I always sur-
vive these anxiety attacks, 
don’t I? So is it really worth 
worrying about?” And then 
I tell myself that the stom-
ach aches always go away 
and that I’ll be okay in a 
few minutes.

If I hadn’t learned 
these strategies, I would 
never have been able to get 
through my attacks. And 
sometimes, my anxiety 
gets too big to be able to use 
the strategies that I learned 
in the FRIENDS program. 
But for most of my worries, 
FRIENDS has really helped 
me know what I can do, so 
I don’t feel so awful. 

friends | cont’d from previous page 

omic books and 
health are not words 
you normally hear in 

the same sentence.
In fact, some people 

may think comic books are 
an unhealthy pastime. But 
the Healthy Aboriginal Net-
work (HAN) thinks they have 
the potential to save lives.

With that belief, and a 
lot of hard work, HAN pub-

Aboriginal Superhero
Saving lives one comic book at a time

Shirley Muir

Principal, The Media 
Bank, Selkirk, Manitoba, 

themediabank@shaw.ca

lished a 48-page comic book 
this spring on the topic of 
youth suicide prevention.

“It was apparent to us 
that youth had put up a lot 
of barriers to discussing sui-
cide prevention. We needed 
a resource that they not only 
found non-threatening but 
actually went out of their way 
to find and enjoy. We needed 
to create an ice breaker,” says 

Sean Muir, founder and Exec-
utive Director of the Healthy 
Aboriginal Network.

By July 2006, 34,000 
copies of Darkness Calls had 
been sold and distributed 
across Canada. A large part 
of its success lies in the story 
and illustrations that Steve 
Sanderson had created. But 
HAN has also done an amaz-
ing job of self publishing 

C

footnote

1. The acrostic expansion 
of “FRIENDS” as used 

for children of Michelle’s 
age (10 at the time) was 

changed in 2004. Currently, 
“I” stands for: I can do it! 
I can try my best! And “R” 

stands for: Remember to 
relax. Have quiet time.

fecting my life, and I can’t 
stand it. It’s making me 
depressed and unhappy all 
the time.

Because I have felt this 
way for a long time—and 
sometimes it’s really bad—
my mom had a therapist 
do the FRIENDS for Life 
program with me in 2000, 
when I was in grade four.1 
This was so I could learn 
how to control the thoughts 

tons of locks on this box. 
I see it flying way across to 
the other side of the world 
and landing at the bottom 
of the ocean, where the 
worries can’t escape or 
come back to me. By the 
time I finish imagining all 
of that, my worries are 
gone. I think the best way 
of taking worries away is to 
think about something else 
for a long period of time—

“I think the best way of taking worries away is to think about something  
else for a long period of time—chances are your worries will go away. ”
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and marketing the comic 
direct to Aboriginal, suicide 
prevention, literacy, health 
and education groups across 
Canada. HAN’s mandate is 
the non-profit promotion of 
Aboriginal health, literacy 
and wellness.

It’s also HAN’s dream 
that tens of thousands of 
youth will read and open 
their minds to discussing sui-
cide prevention wherever the 
comic is discovered.

“Government spends 
millions of dollars a year on 
brochures and booklets on 
health and social informa-
tion. How much of that is 
actually being read by the 
target audience? I would ar-
gue very little of it. Our com-
ics are designed to engage 
youth, to create literacy on 
suicide prevention for every-
one, not just visual learners 
and those that have difficul-
ty reading,” says Muir.

Muir goes on to say “I 
remember how growing up, 
I used to read comic books 
with a buddy. But he always 

used to finish his much faster 
than mine. So I asked him 
one day, ‘How do you read 
so fast?’ He replied, ‘I don’t 
read everything. I just look 
at the pictures and get the 
jist of what’s going on.’ I re-
member that kid. He had a 
very difficult time reading in 
class. It occurred to me that 
comic books could be a ter-
rific teaching tool for visual 
learners.”

HAN started to explore 
the possibility of creating 
a suicide prevention com-
ic book. Muir was lucky 
enough to find a funder in 
the BC Ministry of Health’s 

Aboriginal Health depart-
ment. So all he had to do 
was find a story.

Enter First Nations car-
toonist Steven Sanderson, 
born and raised in Saskatch-
ewan but currently living in 
Vancouver. Sanderson has a 
powerful gift for storytelling. 
Muir remembers: “The first 
day we met, he told me the 
story of he and his cousin 
who, growing up on a re-
serve, had struggled with vi-
sions of killing themselves. It 
was powerful story that left 
me riveted to my seat.’

In the end, this became 
the story line for Darkness 
Calls, which Steven wrote 
and illustrated.

The opening scene of the 
comic book has a teenager, 
Kyle, sitting in a classroom. 
Kyle feels socially isolated 
and has difficulty at school. 
His teacher, classmates and 
parents bully him. His only 
escape is his art and car-
tooning.

One day, Kyle finds 
life just too overwhelming 

and considers killing him-
self. Just as the thoughts of 
suicide seem to be winning 
him over, an elder enters 
his life. Around the kitchen 
table, over a cup of tea, the 
elder teaches Kyle about the 
old ways of Wesakecak and 
Wihtiko. 

This storyline was de-
veloped into a manuscript. 
But getting youth and health 
professionals to read a nine-
page, single-spaced story 
was not as easy as Muir had 
hoped. “No one wanted to 
make the time to read it. 
So we decided to create 
the storyboard and import 

the pencil drawings into a 
movie editing program and 
have Steve tell the story in 
his own words. Then we had 
no problem previewing the 
story in front of youth focus 
groups and health profes-
sionals for authentic charac-
ters and language.”

Armed with feedback, 
Muir went about making 
changes to the original story. 
All in all, the process took 
nearly nine months to com-
plete.

HAN’s initial print run 
sold out. But Darkness Calls 
will go into its second print 
run in November of 2006. 
HAN sells comics every 
day. And everyone seems 
to agree: comic books are 
healthy.

HAN has funding to cre-
ate three more comic books 
this year on diabetes, stay-
ing in school and women’s 
sexual health. 

for more info
For more information contact Sean Muir, Executive  
Director of the Healthy Aboriginal Network at  
sean@thehealthyaboriginal.net

It was apparent to us that youth had put up a lot of barriers to discussing suicide prevention.
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The Child and Youth Resiliency Team (CYRT) at the 
Cowichan Valley branch of the Canadian Mental 
Health Association is a small group of child and 

youth care workers working ‘outside the box.’ 
Tasked with the mission of providing outreach to 

youth in the community, they have developed sever-
al youth programs. The programs work hand-in-hand 
with each other, and aim at all—rather than just “at-
risk”—young people. These features enable the CYRT 
to connect with youth who would not otherwise access 
mental health or other social services. 

Two main outreach programs have been developed: 
the school enhancement program, and the U-Fix-It Bike-
Works/Youth Craft Shop. Both programs hope to fos-
ter youth’s positive assets,1 including relationships with 
adults, good friends and contribution to the community.

The school enhancement program
The school enhancement program places CYRT members 
in two local middle schools and one elementary school. 
Rather than arrive at these schools with a set agenda, 
each school’s unique needs and character determine the 
form and content of programming or connection. 

The main goal of the school enhancement program 
is developing positive relationships with youth in the 
community, thereby helping to enrich the school envi-
ronment. At the same time, the program provides school 
staff with a skilled mental health worker for consultation 
and referral purposes. At the elementary school, this 
has resulted in a lunchtime games and crafts program. 
At the middle school level, involvement leans toward 
youth experiencing behaviour problems at school. Team 
members encourage youth to pursue positive creative 
activities. They guide conversations on issues such as 
sexual health and drug use. They also strive to increase 
students’ self-esteem, attendance and achievement—all 
while working to build a positive school environment.

The U-Fix-It BikeWorks / Youth Craft Shop
The U-Fix-It BikeWorks program came into being in 
July 2005. In November 2005 the Youth Craft Shop was 
added. Both shops are based on the simple idea that 
creative and productive activities are vital to the health 
and well-being of youth.

The program provides space and materials—and 
builds connections with the young people involved. 
Managing issues of power and trust are crucial in devel-
oping relationships that are enriching—and not restric-

Spokes, Needles and Anti-Therapy
Child and Youth Resiliency Team

Dave Ehle, Karen Larsen, 
Glenn Neilson,  
Karin Stotzer

Dave, Karen, Glenn and 
Karin are members of the 
Child and Youth Resiliency 

Team at the Canadian 
Mental Health Association 

in the Cowichan Valley. Dave 
is a family therapist and 
coordinator of the CYRT. 

Karen, Glenn and Karin are 
child and youth counsellors

tive—to young people. In many cases, the relationships 
that emerge are among the youth’s first supportive 
connections with an adult. By providing the chance for 
adult helpers to participate in teaching bike and craft-
ing skills, both shops support the development of posi-
tive connections with adults outside of the family.

Neither BikeWorks nor the Craft Shop are present-
ed as mental health or other social service programs—
rather, both appear as local businesses appealing to 
youth. The shops serve the community by recycling 
used bikes and craft materials. And participants learn 
a variety of new skills. Specific tasks are chosen for a 
given youth based on age, interest and skill level.

The ultimate goal of this program is to engage these 
young people in teaching skills to their peers. This proc-
ess supports the growth and display of competency and 
mutual support, which results in an increased sense of 
self-esteem and belonging. 

Throughout the program, an additional focus is 
placed upon giving to the community. For example, prior 
to creating a quilt of their own, participants at the Craft 
Shop create receiving blankets for the hospital maternity 
ward and cat blankets for use at the SPCA while learning 
basic quilting skills. At BikeWorks, participants help sen-
iors and the homeless maintain their bikes.

Helping youth gain access to mental health services
Within the context of the wider child and youth mental 
health system, the CYRT programs can be seen as both out-
reach and prevention. At both the shops and school, team 
members have contact with a number of youth, some of 
whom have some form of mental health concern.

Team members have the opportunity to develop re-
lationships with these young people and their families. 
This relationship can be a means of gaining access to 
the official intake process for mental health services, and 
as a support for the youth during intake and while on 
the wait-list. Alternately, youth who are receiving mental 
health support are steered back into the BikeWorks and 
Youth Craft Shop as a means of additional support. Simi-
larly, the school system and other community agencies 
use the shops to the advantage of their clients.

Overall, the programs run by the CYRT staff make 
a valuable contribution to the community in the Cow-
ichan Valley by building on youth’s strengths, providing 
access to healthy and creative activities, and helping 
youth gain access to traditional mental health and oth-
er community services. 

footnote

1. For more information 
on the Search Institute’s 40 
Developmental Assets visit 

www.search-institute.org.
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My first experiences 
living with mental 
illness occurred in 

my late teen years—but nei-
ther myself nor my family 
and friends recognized what 
was actually going on.

By the time I was 17, I 
would spend months with an 
unlimited amount of energy 
and countless creative ideas, 
which often meant I slept 
very little. Eventually I would 
become agitated and irritable 
with my family and friends.

Alternatively, I also expe-
rienced many severe depres-
sions as a young woman. I 
would find myself unable to 
cope with school, friends or 
family obligations. At times 
I could barely leave my bed-
room—my anxiety was so se-
vere that I simply found it eas-
ier to stay isolated and keep 
activities to a minimum. 

I was unable to compre-
hend that what I was expe-
riencing was mania, depres-

sion and anxiety. I turned to 
self-medicating with alcohol 
and marijuana in an attempt 
to manage my extreme 
mood shifts. In 1988, just be-
fore my 19th birthday, I was 
hospitalized for the first time, 
on the psychiatric ward in a 
hospital in northern BC.

Many, many years went 
by before I was accurately 
diagnosed and could suc-
cessfully manage my mental 
illness. In fact, it wasn’t until 

March of 2003 that I was di-
agnosed with bipolar disor-
der and panic disorder.

After being diagnosed 
with bipolar disorder and 
experiencing the devastat-
ing consequences of an 
acute-but-unrecognized and 
untreated episode of mania 
and psychosis, I lost a lot. 
Not only did I lose my con-
tract with Health Canada, 
my apartment and my abil-
ity to care for my then 12-
year-old daughter for nine 
long months, but I also lost 
my ability to believe in my-
self—to believe that my life 
was ever going to get back on 
track and that I would regain 
my well-being over time.

Thankfully, my family, 
friends and medical advi-
sors did not give up hope. I 
leaned on the people around 
me until I was able to slowly 
and very painfully regain 
confidence in myself and 
the person I was—despite 

the psychiatric labels, which 
took me a long time to come 
to terms with. 

Over the past two years, I 
have worked very hard at my 
recovery process. I have been 
able to stabilize my moods 
and enjoy and fully participate 
in my life—including working 
as a facilitator with the Van-
couver-Burnaby branch of 
the Canadian Mental Health 
Association (CMHA). 

In 2003 I spent a lot of 

Shannon Ryan, MA

Shannon lives in Vancouver 
with her 15-year-old daughter. 
She has a master’s degree in 
Social Anthropology focusing on 
population health and the social 
determinants of health

My Path to ‘Mental Illness First Aid’
From young adult with mental illness to facilitator

my time walking through my 
neighbourhood in Vancouver. 
One day I came upon the 
Vancouver-Burnaby branch 
of CMHA on West Broadway, 
where I was greeted in such 
a warm and friendly man-
ner that at first I wanted to 
turn around and run. But 
instead, I decided to stay 
and look through the amaz-
ing collection of books, vid-
eos and other publications in 
the resource room. Over the 
next few weeks, I continued 
to stop by CMHA to browse. 
I devoured the literature on 
bipolar disorder, anxiety dis-
orders and psychosis.

Then, after accessing 
some of CMHA’s services, I 
was encouraged to apply for 
training on a new and excit-
ing course called Mental Ill-
ness First Aid (MIFA). I have 
been facilitating the two-day 
MIFA course over the past 
two years for government, 
private, education, commu-

Instead of Airway, Breathing and Circulation, however, the ABC in Mental Illness First Aid stands for 
Acknowledge changes, Be proactive and Check-in and follow-up. 
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nity, health care and not-for-
profit organizations all over 
the Lower Mainland. 

The course is designed to 
give the general public a bet-
ter understanding of mental 
illnesses and the basic skills 
and knowledge to effectively 
respond to individuals who 
are experiencing mental dis-
tress in our communities. We 
teach first responder skills 
that increase confidence in 
recognizing the signs and 
symptoms of mental illness. 
Participants learn to respond 
in a compassionate, safe and 
supportive way, and to refer 
individuals to the appropri-
ate resources in their com-
munities.

MIFA follows a physi-
cal first aid model, with its 
“ABC” approach. Instead of 
Airway, Breathing and Cir-

culation, however, the ABC 
in Mental Illness First Aid 
stands for Acknowledge 
changes, Be proactive and 
Check-in and follow-up. 

The Mental Illness First 
Aid course will soon have a 
youth-specific version that 
will help parents, teachers, 
friends and mentors working 
with youth. Recovery is faster 
and more complete when in-
tervention happens early on 
in the illness. Looking back, I 
know that when I started to 
experience depression and 
anxiety as a young woman, 
my family, my friends and I 
didn’t know what was going 
on. None of us knew then 
how to effectively manage 
the situation. When young 
people have struggles with 
their mental health, it is im-
portant to be able to provide 

them with the information, 
support and interventions 
that will help them recover. 

Although my recovery is 
ongoing, I have an amazingly 
full and rich life. I wouldn’t 
change the past: sharing my 
personal experience of living 
with and effectively manag-
ing mental illness means that 
other individuals can learn 
from my experience. They, in 
turn, will be able to appropri-
ately respond to others expe-
riencing an acute or chronic 
mental illness. In sharing my 
journey, I have been able to 
show course participants that 
anyone can experience men-
tal illness—and, with the right 
support from family, friends, 
colleagues and medical pro-
fessionals, most people will 
recover fully. 

Meth An innovative addiction prevention project

Vancouver’s Headlines Theatre is producing an 
innovative touring production about addiction 
called Meth. The play will be created at the Van-

couver Aboriginal Friendship Centre in November of 
2006. It will be performed at the Japanese Hall from 
November 29 to December 10. The production will 
then tour up to 28 communities around British Colum-
bia during January and February of 2007. Everywhere 
the play is performed on the tour, it will be supported 
by teams of counsellors.

The project is designed to stimulate community 
dialogue that seeks grassroots solutions to addiction 
issues. As requested by many of the community mem-
bers with whom we have consulted, addiction will be 
dealt with as a health issue—not a justice issue.

Meth will be created and performed by youth and 
adults who have struggled with crystal methampheta-
mine addiction. Over the course of a six-day Theatre 
for Living workshop, participants take part in games 
and exercises that help them explore issues at a deep 
level. They then create plays. These plays are the basis 
for the single play developed for performance.

Meth will be audience interactive, in the form of fo-
rum theatre. Forum theatre provides an opportunity for 
creative, community-based discussion. The story of the 
play builds to a crisis and stops, offering no solutions. 
The play is performed once, all the way through, so the 
audience can see the situation and the problems that 
arise. The play is then run again, with audience mem-
bers able to “freeze” the action at any point where they 
see a character engaged in a struggle. An audience mem-
ber yells “stop,” comes into the playing area, replaces 
the struggling character and tries out a new idea. This is 
called an “intervention.” The process is fun, profound, 
entertaining and full of surprises—and learning.

The Meth project has the potential to be very power-
ful in the community because the process digs under-
neath symptoms to get at root causes. It will explore 
family and relationships and the tiny moments in our 
lives that lead us to addictive behaviour. Because it is 
theatre, it does this at a symbolic, metaphoric level—the 
level at which humans articulate thought and feeling, 
which lead to action. 

for more info The Mental Illness First Aid course is currently offered in 10 communities across BC by the Canadian Mental Health Association.  
For more information, visit www.mifa.ca, or call the Vancouver-Burnaby Branch at 604-872-4902, or e-mail mifa@cmhavb.bc.ca

David Diamond,  
DLitt (Hon)

David is Artistic and 
Managing Director, and 

Joker, at Headlines Theatre  
in Vancouver

For more information on 
the Meth project, go to 

www.headlinestheatre.com 
or call 604-871-0508.
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Honoured to be a 
Trainer

A school-based anxiety 
prevention program

Jonaire Bowyer-Smyth

Jonaire has been a 
behaviour specialist in the 
Surrey School District for 
the last 13 years. She also 
has a private practice as 
a family therapist, and is a 
trainer for the FRIENDS for 
Life program

FRIENDS is being taught in 
grade four and five classes 
across British Columbia. In 
the largest school district 
in the province, Surrey, I 
am amazed at the effort to 
make this prevention pro-
gram a success—from the 
leaders in Student Support 
Services, to the principals 
of elementary schools who 
encouraged teachers to at-
tend the day of training. 
I am also amazed at the 
energy and commitment 
of the teachers, counsel-
lors, child care workers, 
special education assist-
ants and mental health 
therapists who have been 
trained. There is a drive to 
understand anxiety and a 
willingness to bring about 
change—by offering the 
FRIENDS for Life program. 

All of us worry, but 
worrying becomes a prob-
lem when the worries over-
come healthy experiences 
and interfere with life. The 
first step in making change 
happen is an understand-
ing of worries—and then 
doing something to make 
these worries easier to 
manage for the children 
who face them.

As a behaviour special-
ist and in private practice I 
noticed that many children 
were having difficulty cop-
ing with their worries. This 
was reflected in their behav-
iours—avoiding, making ex-
cuses, blaming and not tak-
ing risks. As I gained more 
insight into anxiety, I began 
to wonder if interventions 
were too focused on chang-
ing behaviours, rather than 
figuring out what the behav-
iours represented. Hence, 
FRIENDS for Life began a 
journey of personal philo-
sophical change.

Last fall, through my 
association with FORCE 
Society for Kids Mental 
Health, I was invited to 
become a district trainer 
for FRIENDS. I felt blessed 
to take this journey along 
the universal-prevention 
trail—far preferable to see-
ing children individually in 
private practice, with the 
stigma and expense for 
them and their families.

The challenge was to 
get the program out to all 
grade four and five teachers 
in our district. Fortunately, 
my excitement spilled over 
to Student Support Servic-
es. With very little convinc-
ing, I was on the way to get-
ting the message out, with 
a memo to all elementary 
principals and grade four 
and five teachers.

The first workshop 
was scheduled for Octo-
ber 14, 2005. Interest in 
attending was high. Prin-
cipals were finding ways 
to get teachers there even 
though there was no fund-
ing. Teachers who shared 

classes were coming on 
their own time. Wow! 

Teacher job action in 
October 2005 stopped the 
process, but it did not stop 
the interest. Once the strike 
was over, we scheduled an-
other workshop. Since then, 
there have been more op-
portunities to train teachers. 
It is their response and the 
support from Student Sup-
port Services that continue 
to drive my commitment. 
More importantly, my com-
mitment is driven by the 
children who learn the skills 
and techniques that address 
the experience of anxiety.

Over 66 elementary 
schools in the Surrey 
School District have at 
least one or more teachers 
trained to run the FRIENDS 
for Life program. My goal 
for the upcoming school 
year is to have training 
available that enhances 
those numbers and reach-
es all elementary schools 
in the district. We will also 
be one of the districts sup-
ported by the FORCE Soci-
ety for Kids’ Mental Health 
to offer a training compo-
nent for parents.

Research confirms that 
universal intervention is the 
most practical and effective 
way to teach and promote 
resiliency for all children. 
The FRIENDS for Life pro-
gram, when used by teach-
ers, can effectively return a 
majority of clinically anx-
ious children to a normal 
range without the use of 
other interventions, such as 
specialists. I’m honoured to 
be a trainer for this invalu-
able program. 

FRIENDS for Life is an Australian-developed, world-leading, school-based prevention program that assists children and youth in  
developing life skills to effectively cope with anxiety. It addresses the mind, the body and the behaviour that results from both.
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Team Izzat is a youth-targeted program driven by 
the volunteer efforts of 22 police officers serving 
in the Lower Mainland with the Royal Canadian 

Mounted Police (RCMP) and the Vancouver Police De-
partment. Fifteen university students also volunteer 
with the team.

The police officers who are members of Team Izzat 
serve as role models. As mentors, they help guide kids 
along a positive path based on respect and they rein-
force the value of “being on the good side of the law.”

Team Izzat members connect with young people in 
non-threatening ways. Many of the outreach efforts are 
focused around sports and other social activities that al-
low adults to bond with young people. 

Team Izzat is about building respect, sending posi-
tive messages to impressionable young people, and 
influencing them in their decision making to help pre-
vent crime and personal tragedy. 

History of Team Izzat 
Team Izzat was formed in January 2004 by me and mem-
bers of the RCMP. The team was an informal response to 
the increase of violence and crime among South Asian 
youth. The individual RCMP members committed their 
volunteer time to changing the negative portrayal and 
stigma associated with South Asian youth and their con-

nection with crime. 
Team Izzat target-

ed elementary schools 
with high ratios of 
South Asian students. 
They reached out to 
temples, mosques 
and other community 
centres. They focused 
on engaging youth in 
positive activities, and 
supporting commu-
nity projects that pay 
tribute to youth or en-
hance youth services.

Who Does Team 
Izzat Work With?
Team Izzat volunteers 
aspire to project an 
intelligent, compas-
sionate, proud-yet-

What is Team Izzat?
Police as mentors

Jet Sunner, Sgt

Jet is a police officer 
with the RCMP in North 

Vancouver. He has 14 
years of service throughout 

the Lower Mainland. Jet 
has participated in many 

initiatives aimed at reducing 
violence against women 

and children. He founded 
Team Izzat in 2004

humble image of South Asians. Through their focus on 
young South Asians, they foster pride in their culture 
and reinforce positive images.

Encouraged by the success of the program, the 
Team Izzat volunteers expanded their efforts. Reach-
ing beyond just the South Asian community, volun-
teers now work with youth from all backgrounds. They 
counter negative stereotyping, build self-esteem, and 
involve youth in constructive activities—reinforcing ac-
ceptable behaviour and promoting citizenship. 

Annual Youth Engagement Work Plan
Mentoring Program: Bi-weekly, drop-in mentoring on 
site at schools or community centres in the Lower 
Mainland connects a Team Izzat volunteer with young 
people to assist with homework, participate in social 
activities and provide general guidance. This program 
began at Cambie Community Centre in Richmond 
this year, in partnership with Richmond Youth Serv-
ices. It continues every second Thursday, targeting 
youth ages 12 to 19. Team Izzat plans to expand the 
program to other cities in the Lower Mainland.
Common Ground Day: This escorted civic tour of places 
to worship exposed young people to community di-
versity. In January 2005 Team Izzat facilitated this 
first tour with 180 grade eight students in Richmond. 
They hope to make the tour an annual event.
Three-on-Three Youth Basketball Tournament: Team Izzat 
successfully completed their third annual Three-on-
Three Basketball Tournament for boys and girls ages 
12 to 16. Twenty-one teams entered this free tourna-
ment hosted at McNair Secondary in Richmond on 
July 8, 2006. 
Youth Leadership Awards Dinner: The first event was held 
in August 2005 to recognize Richmond high school 
graduates for their leadership and positive achieve-
ments at school, home and within the community. 
Three hundred youth and their parents attended. Ten 
grads were presented with bursaries of $500 each. 

Looking ahead
Team Izzat is planning a North American youth forum 
for university students ages 19 to 35 in May 2007. This 
forum will deal with global issues selected by the stu-
dents. Team Izzat hopes to bring some fantastic speak-
ers to this event. 

•

•

•

•
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‘Co-ed’ Parent Group
Strengthening family responders

Björn Ratjen, PhD

Björn has provided 
individual, child and family 
counselling in private 
practice for many years. 
He specializes in recovery 
from trauma, has created 
psychological first aid 
courses for emergency 
responders, teaches peer 
support and is president 
of the Cowichan Men’s 
Resource Centre

Gabriele Ratjen

Gabriele has been a 
clinical counsellor for 17 
years. Through the Child 
and Youth Mental Health 
team of the Canadian 
Mental Health Association, 
Cowichan Valley branch, 
she provides therapy to 
young people struggling 
with eating disorders. 
Gabriele has been local 
coordinator for the CMHA 
Strengthening Family and 
Youth Voices project

As a therapist with the Cana-
dian Mental Health Asso-
ciation’s Cowichan Valley 

Branch, Gabriele works with young 
people who struggle with eating dis-
orders. She is often approached by 
parents interested in meeting with 
other parents. Early this year, in re-
sponse, she contacted mothers and 
fathers who had already accom-
panied a child through the healing 
process. Three parents stepped 
forward. One couple and another 
mother were willing to share their 
thoughts and experiences with oth-
er parents actively confronting the 
challenge of a young family mem-
ber struggling with food, weight 
and body shape issues. 

With its emphasis on parent-to-
parent support, the initiative fit the 
mandate of the Strengthening Youth 
and Family Voices pilot project, 
which Gabriele coordinated at the 
Cowichan Valley branch of CMHA.1 
Under the umbrella of this program, 
space, refreshments and adminis-
trative support were provided. 

Mental health issues affect the 
whole family. This truism was ad-
dressed by involving both parents 
whenever possible. To support hear-
ing and appreciating both male and 
female voices within the family, 
Gabriele invited Björn, also a thera-
pist, to co-facilitate the group. Pro-
viding the framework for this group 
as a couple highlighted the impor-
tance of mothers and fathers by 
emphasizing and respecting the dif-
ferent roles within a family. Gabriele 
and Björn are also parents of young 
adults, which strengthened the em-
phasis on parent-to-parent support.

Gabriele was the main therapist 
for many of the families and there-
fore was able to act as a resource for 
general questions regarding eating 

disorders. Since the young people 
were concerned their parents would 
talk about them, it was agreed that 
specific details of the affected youth 
would not be discussed and that 
things would be kept confidential.

Björn became the main facilita-
tor and was particularly able to con-
nect with the men in the group. Each 
meeting began with sitting in a circle 
and “checking-in” with our thoughts 
and feelings. The first round was just 
about listening and being heard. In 
another round, concerns, announce-
ments or questions would be raised, 
helping to shape our agenda. A 
dominant topic for the evening eas-
ily emerged. Each meeting closed 
with “checking-out”—for sharing in-
sights, pondering thoughts, formu-
lating intentions, expressing wishes 
and giving compliments. The group 
quickly became an open space for 
heartfelt sharing. 

There were many insights
All family members have an im-
portant role, including the siblings 
of a young person. There is a nor-
mal developmental stage of sepa-
ration between teenagers and par-
ents, which siblings share.
There is a fine balance between 
confidentiality and secrecy with-
in a family. If no one talks about 
the condition, then there is se-
crecy and some denial. Siblings 
are often affected by secrecy. 
They generally know something 
is going on, but if no one talks to 
them, they may feel very alone. 
Confidentiality maintains respect 
for personal issues and keeps dis-
cussion of the problem within the 
family or therapeutic circle.
Both parents may feel abandoned 
by the other. Fathers shared how 
they felt left out—the line of com-

•

•

•

munication would often be from 
daughter to mother and mother to 
father—so they often stayed in the 
background. When men stay in the 
background, women sometimes 
interpret this as abandonment and 
think they have to do it all.
Mothers and fathers may react dif-
ferently to situations. For example, 
fathers tend to look for a clear path 
towards a goal, whereas mothers 
are more likely to worry or to long 
for emotional affirmation. When 
they are struggling, men tend to 
withdraw, whereas women often 
seek relationship and conversa-
tion to process things. This may 
send different messages to the 
young person and can lead to ten-
sions within the family. 
Parents must give themselves per-
mission to “step out” of being in 
charge of the eating disorder. It is 
the young person who has to take 
charge of the condition; parents can 
only assist. Dads found it harder to 
step back; they want to ‘fix it.’
Eating disorders are not just a fe-
male thing. Men or boys can also 
be affected by eating disorders or 
body image issues. And fathers 
need to realize the importance of 
their role in the healing process.
When women heard their hus-
bands’ sharing and the responses 
by the other men, things shifted 
from being a personal difficulty be-
tween them, to being viewed more 
objectively as a partner’s action in 
the context of gender roles, societal 
expectations and different coping 
mechanisms.

Benefits for all
The group showed how a challenging 
personal experience can be turned 
into an asset for helping others who 

•

•

•

•

continued on page 29

footnote

1. For more information 
on the Strengthening Youth 
and Family Voices program 
of the Canadian Mental 
Health Association, BC 
Division, visit cmha.bc.ca/
advocacy.
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I met Dan Offord only 
a few times before he 
died in 2004. In 2003 

I was hired to build public 
awareness for the small—
but respected—research 
centre that would later 
bear his name. 

The Offord Centre for 
Child Studies began life in 
the early 1980s, and Dan 
Offord was one of its found-
ers. It was known then as 
the Canadian Centre for 
Studies of Children at Risk. 
But its aim was the same—
to study the factors that put 
children at risk of mental 
health problems and find 
ways to improve their lives 
and opportunities. 

Dan—a researcher, 
clinician and scientist—

Quality Info on Kids’ Mental Health 
New website takes a community approach 

Sherry Cecil

Sherry is an independent 
communications consultant 

specializing in health and 
children’s issues

was responsible for the 
landmark study that gave 
us the disturbing news, 
still true today, that one in 
five children has a mental 
health problem.1 It was a 
watershed moment in chil-
dren’s mental health and 
it cemented Dan’s reputa-
tion as a giant in the field 
of child development.

It was no surprise, 
then, as I travelled the 
country singing the praises 
of the Offord Centre and 
its dedicated team of re-
searchers, to find people 
who knew Dan and ad-
mired his work. What was 
surprising is that it was not 
Dan’s work as a scientist 
that left its greatest mark 
on those who met him, but 

rather, the impact he made 
as a mentor, a friend—and 
a human being.

You see, Dan was not 
a passionate advocate for 
children because he was a 
child psychiatrist. He was 
just passionate about chil-
dren, period. As an adult, 
he returned every summer 
to the camp for disadvan-
taged children where he 
had worked as a teenag-
er—not because it might 
be helpful to his research, 
but because he believed 
that the right supports 
delivered at any time in 
a child’s development by 
anyone can make a differ-
ence to their future.

Dan Offord’s philoso-
phy continues to guide the 

work of the centre, now 
headed by Peter Szatmari, 
a child psychiatrist and 
specialist in autism.

“As scientists, we know 
a lot about what helps kids 
grow up healthy, because 
we’ve studied it in depth,” 
says Dr. Szatmari. “Where 
we so often fail is in shar-
ing that information with 
parents and others in the 
community who can use 
it to improve outcomes for 
kids.”

Sharing that informa-
tion has never been more 
important. Five out of six 
children who have a men-

tal health problem will nev-
er see a mental health pro-
fessional.1 Those who do 
are often diagnosed quite 
late, when treatment is less 
likely to be successful.

The Offord Centre 
prints information pam-
phlets for parents. These 
are available to libraries, 
public health nurses, fam-
ily doctors, teachers and 
other groups that deal di-
rectly with families. 

But many parents 
turn to the Internet for 
help and are often over-
whelmed by the quantity 
of information—much of 
it conflicting. They end up 
confused, frustrated and 
no better informed than 
when they started.

The Offord Centre de-
cided it was time for some-
thing better. It created the 
Centre of Knowledge on 
Healthy Child Develop-
ment—www.knowledge.
offordcentre.com.

Launched earlier this 
year, the website gives 
parents, teachers and oth-
ers clear, honest, practical 
information on all kinds 
of child and youth mental 
health problems. Visitors to 
the site will find out how to 
identify, prevent and treat 
behaviour problems, anxi-
ety, depression, learning 
problems and more. They 
can read plain-language 
summaries of the latest 
research from around the 
world. They’ll learn what’s 
normal—and what’s not—
at every stage of develop-
ment, and what works—

footnote

1. Offord, D.R., Boyle, 
M.H., Szatmari, P. et al. 

(1987). Ontario Child 
Health Study. II. Six-month 
prevalence of disorder and 
rates of service utilization. 

Archives of General  
Psychiatry, 44(9):832-836.

sharing that information has never been more important. 5 out of 6 children who 
have mental health problem will never see a mental health professional

www.knowledge.o f fo rdcen t re. com
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are in the middle of a similar strug-
gle. Parents who had already gone 
through the whole process with 
their child provided understanding 
and a kind of roadmap, enabling 
parents who were going through 
the initial stages to identify where 
they were in the process. 

The willingness of the expe-
rienced parents to revisit painful 
memories of feeling at a loss or 
overwhelmed was appreciated. 
Their presence and sharing vali-
dated the issues the other parents 
were facing, and spread hope and 
encouragement to everyone. Newer 
parents gained confidence and said 
they felt compelled to “try [new] 
things out.”

The experienced parents also 
benefited. All had consulted with 
their daughters and sons before 
and after meetings. They noted that 
revisiting and reflecting on the past 
provided an opportunity to appre-
ciate the growth within their own 
families and to “still learn to see 
things that I couldn’t see before.”  

The group stopped meeting 
when summer arrived; however, it 
is likely a similar group will be es-
tablished again. If you are interested 
in participating in the group, or for 
information on setting up a similar 
group, contact Gabriele at CMHA  
Cowichan Valley, 250–746–5521. 

strengthening family responders |  
continued from page 27

and what doesn’t—to im-
prove kids’ mental health. 
All information is based 
on the latest scientific evi-
dence and reviewed by ex-
perts in the field. 

The website has won 
praise from parents and 
professionals alike. Par-
ents get information previ-
ously denied to them, and 

professionals have easy 
access to published stud-
ies they don’t have time to 
research themselves.

“Dan Offord believed 
that every person has a 
role to play in helping kids 
grow and thrive.  That’s 
what this website is all 
about—empowering par-
ents, teachers and others 

who care about kids by 
giving them direct access 
to knowledge they’ve nev-
er had before, that isn’t 
available anywhere else, 
and that is backed by the 
very best science,” says 
Dr. Szatmari.

“With this knowledge, 
families and communi-
ties will be better able to 

help children and youth 
who are having problems, 
and to create the kind of 
climate that will support 
and encourage children at 
every stage of their devel-
opment.”

Better knowledge, bet-
ter choices, better futures 
for kids—Dan Offord 
would be proud. 

continued on page 36

So a Youth Enters the 
Door—Now What?
Approaches at Victoria’s Youth Clinic 

t eenaged youth who use drugs are more at risk for unprotected sex, 
violence, injuries, overdose and death.1 Intervention methods to aid 
youth in recovering from addiction are thus in demand.

Many youth in Victoria live on the street and use drugs as part of their 
daily lifestyle. Their access to health care is poor, because their age dis-
qualifies them from several services. For example, there are only five youth 
detox beds to service all of Vancouver Island, and beds for youth over 19 
are not available to stimulant users. This is a concern, since stimulants are 
the most common kind of drug requiring detoxification for youth.

Several services do exist, however; I volunteered with a drop-in service 
over the last year as part of a project for the Cool Aid Community Health 
Centre. I observed doctors at the Victoria Youth Clinic and was struck by 
their approach once the youth makes first contact. They combine the Five 
Stages of Change model and motivational interviewing to build under-
standing between the care provider and patient, and to assess and treat a 
patient at the same time. When applying some of these skills as a medical 
student, I was again impressed by the clarity and trust with which young 
patients and I could talk about the addiction issues in their lives.

Five Stages of Change model
Prochaska and DiClemente found that people who recover from addiction 
move through five stages of change.2 These five stages of change are:

Precontemplation: a person denies having an addiction problem
Contemplation: a person considers that he or she may have an addiction
Preparation: the person starts to cut down on addictive behaviour
Action: the person actively abstains from the addictive substance
Maintenance: a state of abstinence is actively maintained

The Five Stages of Change model is a powerful tool, because once a stage 
of change is recognized, certain methods can be used to help a person 
change. These methods are specific for each different stage. For example, 
educating a client about the risks of his or her addiction using statistics 
and scientific facts is useful in beginning stages, but is counterproductive 
in later stages, where action rather than information gathering is needed.

•
•
•
•
•

Maia Love

Maia is a medical student 
in the Island Medical 
Program in Victoria. She 
worked with Victoria’s Cool 
Aid Community Health 
Centre as part of the 
Doctor, Patient and Society 
course at UBC, and has 
also volunteered in the 
Downtown Eastside in 
Vancouver

footnotes

visit www.heretohelp.bc.ca/
publications/visions for 
Maia’s complete footnotes 
or contact us by phone, fax 
or email (see page 3)
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quick glance at the number and variety of distress 
lines and other services available across BC shows 
there are a lot of crisis services available for youth 

who need support—everything from drop-in centres to 
crisis lines. But the challenge for support and wellness 
groups, as with every other sector focused on youth, is 
to remain relevant and keep up with changing youth 
trends and demands.

This issue confronted the Crisis Intervention and 
Suicide Prevention Centre of BC a few years ago. De-
spite successfully running a distress line that has served 
people of all ages and all communities for a number of 
decades, we began to notice that the number of youth 
callers was dropping off. Drastically.

We knew the problems youth are facing weren’t 
just going away. And it’s not like youth don’t have ac-
cess to phones—anyone who walks past a high school 
or university can see cell phones in the hands of youth 
of all ages and backgrounds. So why weren’t they call-
ing any more?

We consulted youth through focus groups to try to 
find the answer. They told us overwhelmingly that they 
wanted crisis support services available online. They 
pointed out that more and more youth are spending 

more time on the Internet and are using it as a first 
point of contact for information gathering and commu-
nication. To provide services that youth would actually 
use, they said, we’d have to adapt to their new way of 
communicating.

That’s when the Crisis Centre decided to create its 
web-based hotline for youth in distress: YouthInBC.com.

Admittedly, there are other types of youth-oriented 
support services on the Internet: webpages listing re-
sources, sites offering open forums with group discus-
sions, and services offering help via e-mail.

But what makes YouthInBC.com different is its live 
chat function. This service allows youth on our site to 
get confidential, nonjudgmental help one-on-one from 
our trained volunteers in real time. It’s the only service 
of its kind in Canada.

Changing With the Times
Online youth crisis services in real time

Robin Shantz

Robin is Communications 
Coordinator at the Crisis 
Intervention and Suicide 
Prevention Centre of BC

Sites that offer help on an e-mail basis, by their 
nature, are delayed in reaching the person in need. 
But experience has shown that people in distress who 
reach out for help need to receive it right away.

Open discussion forums can make it difficult to 
control content and a youth might not feel safe dis-
cussing their problems in front of a group. YouthInBC.
com provides the safety and immediacy of a telephone 
distress line using the technology of today.

Youth are using the site’s chat function to get sup-
port for a whole range of issues. For example:

One youth wanted to know how to distance himself 
from friends who call him stupid all the time.
Another was on for nearly an hour, saying she’d 
been in a bad mood for no reason and was feeling 
the urge to take drugs and cut herself. She said she 
was suicidal most of the time and feared she was 
manic depressive.
Another was looking for help for her brother who had 
made a suicide attempt in the past. She was afraid 
her brother was going to kill himself that night.

•

•

•

Our data indicates youth like these are coming to 
the service in greater numbers. When YouthInBC.com 
was launched in 2004, there were about 40 chats per 
month. That number has increased to more than 100 
chats per month.

On top of that, youth are also sending e-mails re-
questing help during the hours of the day when the 
chat function is inactive.

And we’ve also noticed youth calls to our distress 
phone line have increased since YouthInBC.com began. 
This indicates to our staff that through the Internet chan-
nel provided by YouthInBC.com, young people are be-
coming comfortable with crisis services and are more 
willing to use other options like telephone distress lines.

Beyond the usage numbers and positive feedback 
from other agencies, we also know the website is 

A

But what makes YouthInBC.com different is its live chat 
function. This service allows youth on our site to get confidential, 
nonjudgmental help one-on-one from our trained volunteers in real 
time. It’s the only service of its kind in Canada.
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www.mindyourmind.ca
www.kidshelpphone.ca
www.cyberisle.org
www.griponlife.ca
www.zoot2.com
www.facetheissue.com 
www.there4me.com
www.talktofrank.com
www.beyondblue.org.au/ybblue
www.checkyourself.com
www.lifebytes.gov.uk
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sworking because of the response we’ve been getting 
from youth themselves. On average, YouthInBC.com 
receives one to two “thank-you” chats or e-mails every 
month from youth who have come to the service for 
support. We’re also regularly contacted by youth want-
ing to know if they can help with our service.

But running a live, web-based hotline also has its 
challenges. We know we need to increase our capacity 
to conduct more chats, because youth are being turned 
away due to limited resources. That means we need to 
add more volunteers and terminals to open more chats. 
We also are working on expanding the service from its 
current eight hours a day to 24. The Crisis Centre is also 
exploring the idea of making the YouthInBC.com software 
available to other crisis lines and support agencies to offer 
their own online services in their unique communities.

Another challenge is for volunteers to adapt to facili-
tating help by typing instead of talking over the phone. 
Some volunteers are initially concerned they won’t be 
able to read the youth’s tone from words on a screen. But 
they quickly learn to understand a chatter’s tone through 
the choice of words and the presentation of the text.

It is this ability of the volunteers to adapt to the 
changing realities of technology that best illustrates 
what the web-based hotline YouthInBC.com is about. 
It’s about seeing our way past the perceived obstacles 
of a new technology and realizing we have an oppor-
tunity to enhance the way we offer help. Evolving our 
methods of support to keep pace with the type of com-
munication used by youth allows us to remain not only 
relevant to them, but accessible when they need us—
now and into the future. 

John’s story
“I developed severe obsessive-
compulsive disorder (OCD) soon 
after we came to Canada. My fam-
ily and I have kept this a secret be-
cause of our fears. What does hav-
ing OCD mean for my career and 
relationships? What will happen to 
me? For a long time, I suffered in 
silence.” 

Many young people can iden-
tify with John,* a former Youth 
Net facilitator. They  understand 
the fear, loneliness—and, often, 
the silence that comes with strug-
gling with a mental illness. An es-
timated 20% of Canadians will be 
affected by a mental illness in their 
lifetimes.1 

What is Youth Net?
Youth Net is a mental health pro-
gram designed to address the 
mental health needs of young 
people. It aims at removing the 
stigma of mental illness and mak-
ing professional help more youth 
friendly. Youth Net facilitators who 
have personal experience dealing 
with mental illness deliver 90-
minute sessions to groups in high 
schools. 

The Youth Net model was es-
tablished in Ottawa in 1994. It arose 
from a Canadian Psychiatric Asso-
ciation study involving youth dis-
cussion groups. The study showed 
that these young people were more 
willing to talk to peers about their 

stresses than they were to profes-
sionals. Young people often don’t 
feel comfortable communicating 
with authority figures about their 
mental health. They feel awkward 
and don’t think adults will under-
stand them. Youth Net facilitators 
are able to connect with youth on 
a personal level. The facilitators are 
university/college students in their 
early twenties who can relate to 
experiences that young people are 
dealing with.

The purpose of the Youth 
Net program is threefold: educa-
tion, prevention and follow-up. 
The “older youth leading younger 
youth” focus group model creates 
a supportive climate for young 
people to access help for mental 
health concerns.

Ending the silent struggle
Youth Net provides students with 
an open forum to discuss and de-
bunk myths surrounding mental 
illness. These myths may be pre-
venting them and their peers from 
asking for professional help. Young 
people have the opportunity to 
learn more about mental health, 
discuss their stressors and find 
out about the youth-friendly help 

The Youth Net Model
Gemma Fletcher and 
Sophia Khan

Gemma and Sophia 
are Youth Net program 
coordinators working out 
of the Canadian Mental 
Health Association, Delta 
Branch

* pseudonym

footnote

1. Health Canada. (2002). 
A Report on Mental Illnesses in 
Canada. Ottawa, ON: Author.
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available in their community. 
Some youth may be struggling 

with a dormant mental illness 
that becomes active as a result 
of stress. Often, these youth are 
unaware that they are experienc-
ing symptoms of mental illness 
and continue to struggle without 
professional intervention. Others 
have been living with mental ill-
ness and are currently receiving 
professional support. The program 
tries to catch those students who 
are going without help and strug-
gling in silence. 

To help with follow-up, Youth 
Net screens for suicidality, using 
a self-report screening form. The 
screening form is a tool that is 
completed by students and viewed 
by Youth Net facilitators halfway 
through presentations. The screen-
ing form allows facilitators to iden-
tify and follow-up with any young 
person showing signs of a mental 
health problem. The Youth Net ex-
perience in classrooms has shown 
that at-risk youth don’t always 
show typical suicidal risks or signs. 

Monitoring youth disclosure during 
discussion groups, together with 
assessing the screening forms, al-
lows facilitators to identify youth 
who are struggling with their men-
tal health. If needed, the facilitator 
will link the youth with profession-
al help in the community. 

Positive impact
John describes his involvement 
with Youth Net as a facilitator as 
being an important part of his 
recovery. “I have received tre-
mendous emotional support from 

other facilitators who were around 
my age group. I got a chance to 
hear other stories. I got a chance 
to work toward reducing stigma 
associated with mental illnesses. 
All this helped me vastly.”

Through education, preven-
tion and follow-up, Youth Net helps 
young people reach their fullest 
potential. As John says, “I have to 
live my life to the fullest. And now, 
thanks to Youth Net and other pro-
grams, I know that if I can over-
come OCD, I can overcome any-
thing.” 

Be honest and direct
Actively listen to what they have to say, and describe what kind 
of changes you have been seeing in them lately, without sounding 
judgmental 
Assure them that they can get help and that they are not alone 
Offer to accompany them to appointments
Don’t make assumptions or try to simplify their problems
Help them identify healthy coping strategies and create a safety 
plan for times when they are acutely struggling 









supporting young people  
with a mental illness: tips

If you would like more information about Youth Net, please contact youthnetdelta@dccnet.com or phone 604-943-1878.for more info

Healthy Attitudes
Youth body image and self-esteem prevention program

arly intervention of 
disordered eating 
behaviours during 
the teen years is 

crucial. Eating disorders 
are associated with seri-
ous health risks, includ-
ing death and impaired 
psychosocial adjustment.1 

And young people who 
diet are seven times more 
likely to develop an eating 
disorder.2

The Healthy Attitudes 
Program (HAP) is a free, 
community-based eating 
disorder prevention pro-

gram serving Vancouver and 
Richmond. The program 
is staffed by a team made 
up of a community health 
nurse, physician, dietitian 
and clinical counsellor. 

KC’s story
KC’s story is typical of cli-
ent participation in the 
program. KC, a 15-year-
old 10th grade student, 
was referred to HAP by 
her school counsellor. Her 
friends had talked to the 
counsellor after noticing 
that KC was losing weight 

and not eating lunch with 
them any more. KC admit-
ted to always being on a 
diet and expressed a de-
sire to be thinner, even 
though her weight was 
within the healthy range. 

The counsellor sug-
gested to KC that she call 
the HAP team to see if 
they could help with her 
concerns around how 
she viewed her body and 
how she felt about herself. 
KC’s friends felt like they 
had done the right thing 
by contacting the school 

counsellor to get help for 
her. They wanted KC to 
feel like her old self again 
and were willing to support 
her in any way they could.

After some convinc-
ing from the school coun-
sellor, KC called HAP and 
spoke to the intake nurse. 
After asking KC a few 
questions about her eating 
habits and how she felt 
about herself, the nurse 
set up an appointment for 
a face-to-face visit to fully 
assess KC’s situation.

Sarah Thorsteinson, RN, BN

Sarah is a community 
health nurse and member 

of the Healthy Attitudes 
Program team, which serves 

Vancouver and Richmond 
youth ages 12 to 24

e

continued on page 34
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One Community, Our Future
Sto:lo Youth

Brenda Wallace

Brenda is a Youth Prevention 
Worker with Sto:lo 
Nation Health Services in 
Chilliwack

i
n May 2006, the Sto:lo Nation Health Services re-
ceived a grant through the provincial government 
Crystal Meth Program. It was proposed that the 

funding be used to create a youth drop-in centre for 
aboriginal youth between the ages of 12 and 19 who 
live on and off reserves.

A youth drop-in centre has been a desire for many 
Sto:lo youth and their families for years. As an abo-
riginal youth myself, I yearned for a place that I could 
find positive role models in a safe, comfortable envi-
ronment. The creation of a youth centre is an exciting 
and inspiring enterprise.

a relationship with other 
youth and our staff mem-
bers, especially one of our 
peer counsellors. He regu-
larly attends the events 
and activities at the centre. 
I have noticed a big differ-
ence in his attitude and de-
meanour since he began 
attending.

There are other youth 
who come to the centre 

A steering committee was created to plan for the suc-
cess of the youth centre. Many counsellors, youth workers 
and others were involved with the planning of the cen-
tre. A list of potential services and programs for the youth 
centre was made, as well as items that would be required 
for the centre. A portable building near the health services 
building was leased to be the official youth centre. 

The core planning of the youth centre was conduct-
ed throughout the month of June. Staff was hired for 
the summer: a project leader and two peer counsellors. 
The project leader and I planned and organized for the 
official opening of the centre—which took place in the 
first week of July. 

StY:LES Youth Drop-in Centre became the official 
name. StY:LES stands for Sto:lo youth, leadership, em-
powerment and support—everything we hope youth 
will find when they come to the centre. 

Events and activities were created for different 
days of the week. Educational, recreational and cultural 
activities were integrated into the schedule of events. 
Some days have drop-in hours, when youth can social-
ize with other youth and the staff. 

Positive relationships are being made at the drop-
in centre. I introduced one male youth to StY:LES in July. 
The youth’s mother had been concerned about his ad-
diction to ecstasy and had requested assistance from the 
health services addiction team. The youth also wanted 
help recovering from his addiction. He is a very intelli-
gent young man. He realized he had a problem—and it 
was getting worse. The youth centre has proved to be a 
useful tool to intervene with his addiction. He has built 

regularly. They are younger teens who appear to be 
seeking guidance and support from positive role mod-
els, and looking for a safe and comfortable place to just 
hang out. They don’t have problems with drugs or al-
cohol. The youth centre is an inviting place for them to 
go to, and it’s introducing them to fun things to do. This 
helps prevent them from trying drugs and alcohol or 
other unhealthy activities that boredom or peer pres-
sure can sometimes lead to. 

Every Thursday a field trip is held, or the peer 
counsellors give presentations upon request to edu-
cate youth. Each community has particular topics of 
concern they would like presented and discussed with 
their youth, although the majority of requests are for 
crystal meth, marijuana and alcohol. The presentation 
topics include information about drugs, alcohol, suicide 
prevention and life skills. 

StY:LES is vital to the Sto:lo Nation community for 
the sustainability of our youth in general, as well as for 
intervention and prevention with youth at risk of abus-
ing drugs and alcohol. 

This initial grant by the province’s crystal meth 
initiative only funded the youth centre for the summer 
months. This created great concern for the youth, com-
munities and staff, because continuation of the centre 
is felt to be crucial for our young people.

Recently, a follow-up proposal was submitted to 
the Crystal Meth Program in the hopes of keeping the 
doors to the youth centre open. I am very pleased to 
announce that funds have been granted and the youth 
centre will remain open throughout the fall—and, hope-

StY:LES is vital to the Sto:lo Nation community for the sustainability of our youth in general, as well as 
for intervention and prevention with youth at risk of abusing drugs and alcohol. 
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he Early Psychosis Interven-
tion (EPI) Program in the 
Fraser South region (White 

Rock, Delta, Surrey, Langley) serves 
young people ages 13 to 35 with 
early psychosis, and their families. 
The program bridges youth and 
adult mental health services, and 
links community with hospital. We 
are a community-based program 
with clinical services that include 
single-entry intake (one phone 

Fraser South
Early Psychosis Intervention Program

In the one-hour face-
to-face intake interview, 
the nurse and KC dis-
cussed KC’s recent weight 
loss and her body image.

KC’s weight was still in 
the healthy range, but she 
had lost weight on a low-
carb diet. She was now 
counting calories to limit 
the amount she ate and 
was avoiding certain foods 
that were higher in fat and 
carbohydrates. She was 
also exercising more. 

Most of KC’s thoughts 

were about food and she 
felt guilty about eating. 
KC wasn’t happy with 
her current weight and 
wanted to be lighter. She 
found it hard to relate to 
her friends, because they 
seemed to be able to eat 
chips and pop and choco-
late bars without worrying 
about the consequences. 
As a result, she spent less 
time with her old friends.

KC was starting to 
spend more time with her 
new boyfriend and his 
friends. She really wanted 
to fit in with his more pop-
ular group of friends—and 
she thought the best way 
to fit in was to be thin. 

The intake nurse lis-
tened to KC’s story and 
recommended that she be 
included in the program. 
The nurse explained to 
KC that she would see the 
doctor from the HAP team 
for a thorough medical 
exam. KC was also asked 
to inform her family doc-

tor that she was participat-
ing in HAP.

KC’s next appoint-
ment was with the HAP 
counsellor. The counsellor 
was concerned that KC 
showed signs of anxiety 
and depression along with 
an unhealthy body image 
and a desire to be thin. 
The counsellor offered 
to see KC for help with 
these issues once a week. 
KC agreed to attend, and 
wanted to see the HAP die-
titian for help with healthy 
meal planning.

After three months of 
regular attendance at HAP, 
KC decided she was feel-
ing well enough to stop 
coming to the program 
for awhile. She was fol-
lowing her healthy eating 
plan and was feeling good 
about her body shape for 
the first time in years. She 
was still in the healthy 
weight range. KC was see-
ing more of her old friends 
who had helped connect 

her to the Healthy Atti-
tudes Program. She re-
alized that her friends 
truly cared about her, and 
that was why they had 
reached out to get her 
help. KC was grateful that 
the school counsellor was 
able to connect her with 
HAP and that her friends 
were so supportive.

KC was sure that her 
problems would’ve be-
come a lot worse if she 
hadn’t connected with 
HAP. The team congratu-
lated her on her progress 
and invited her to return to 
the program at any time. 

footnotes

1. Herzog, D.B., Greenwood, 
D.N., Dorer, D.J. et al. (2000). 
Mortality in eating disorders: A de-
scriptive study. International Journal 
of Eating Disorders, 28(1), 20-26.

2. Patton, G.C., Selzer, R., 
Coffey, C. et al. (1999). Onset 
of adolescent eating disorders: 
Population based cohort study 
over 3 years. British Medical Journal, 
318(7186), 765-768.

Most people in the EPI Program 
are between 15 and 25. Many as-
pects of our programming are 
geared toward youth. Our clinical 
services include specific groups 
for adolescents and young adults. 
A strong peer support advisory is 
made up of young people in the 
program, and they sponsor most 
of our peer recreational activities. 
These range from soccer, hockey 
and hiking to musical jam sessions. 

number to call); assessment, treat-
ment and case management; 
group intervention; family inter-
vention; and vocational rehabilita-
tion services. We provide commu-
nity education through workshops. 
We raise public awareness through 
the media, public transit, schools 
and other places frequented by 
young people. Research and evalu-
ation are also important elements 
of our program.

Karen Tee, PhD, RPsych

Karen is the Program 
Coordinator for the Fraser 

South Early Psychosis 
Intervention Program

T

For more information about the Healthy  
Attitudes Program, call 604-321-6151.for more info

healthy attitudes | continued from page 32
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EPI program’s newest poster campaign

for more info Fraser South EPI is at 604-538-4278 or www.psychosissucks.ca

The Psychosis Sucks campaign 
was extended across BC through 
commercial media and poster dis-
tribution. Even other provinces took 
an interest in the campaign and 
requested posters. While the cam-
paign had four images, the one fea-
turing the red-haired girl was most 
widely seen: on transit shelters, 
the backs of buses, on commercial 
vans and trucks, and in local com-
munity and youth newspapers. The 
result was a broad product recog-
nition that came to be associated 
with early psychosis intervention.

Building on the momentum of 
the Psychosis Sucks campaign, a sec-
ond message was designed to reach 
young people whose lives are affect-
ed by psychosis. The new campaign 

title is How Are You Coping? The 
goals are to improve understanding 
of psychosis and awareness of the 
EPI Program. To achieve these goals, 
the message informs people about 
risk factors, presents symptoms 
in a way that makes an emo-
tional connection, and provides 
clear information about finding 
help. This campaign is being 
delivered through commercial 
advertising in restaurants, bars, 
educational institutions and 
Chilliwack Bruins hockey pro-
motions, as well as poster dis-
tribution to schools, physicians 
and various health and com-
munity service agencies.

The team at Fraser South 
EPI hopes that this campaign 
will help shorten the time that 
psychosis is left untreated, in-
crease the likelihood of early 
intervention, and directly bat-
tle stigma.

It was one very unique 
story from a recovering client 
that became the basis for the 
How Are You Coping? mes-
sage. He described psychosis 
as his brain’s way of coping 

Last year at EPI’s annual confer-
ence, several youth presented an 
art project that was received with 
great acclaim. 

Families are also an integral 
part of our program. In addition 
to family support and crisis inter-
vention, counselling and therapy 
provided by clinicians, we offer 
educational groups for families and 
monthly support groups. 

Educating young people about 
psychosis is key to EPI’s work. 
Early 2003 saw the launch of the 
Psychosis Sucks public awareness 
campaign, which promoted our pro-
gram and website. The website was 
designed to be accessible to youth 
and their families. If you click on 
www.psychosissucks.ca, you will 
see information about psychosis, 
what causes it, treatment for psy-
chosis, street drugs and psychosis, 
and more. There are downloadable 
information handouts, which are 
also available in Punjabi, Hindi and 
Chinese. The website also has stories 
from young people in our program, 
and links to websites developed by 
youth and family members.

with overload. This simple concept 
spoke volumes. He was absolutely 
right—his brain took a break from 
reality when the right combination 
of genetics and environmental stres-
sors triggered the onset of psycho-
sis. “Coping” is a great way to de-
scribe such a complicated process, 
and is much easier to accept than a 
word like “psychosis.” It somehow 
makes this disorder seem less like a 
disability and more like something 
that could happen to anyone ask-
ing too much of their brain. “Cop-
ing” is something we can all relate 
to. “Coping” is completely normal, 
and if asked the question—how are 
you coping?—most people will be 
able to come up with an answer.

There is no doubt that for most 

people whose lives are affected by 
it, psychosis ‘sucks.’ What levels the 
playing field between mental illness 
and mental health is simply how 
well you cope with it. 

He described psychosis as the brain’s way of coping with overload
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Motivational interviewing
Motivational interviewing is a technique developed 
by Rollnick and Miller, and is based on the stages of 
change.3 The technique of motivational interviewing 
has two important aspects: the use of empathy, and a 
focus on client strengths, rather than weaknesses. The 
term empathy means that one person can understand 
another person’s feelings or problems. To promote 
empathy, a counsellor tries to understand an addiction 
from the client’s point of view. Together, the client and 
counsellor look at the needs that are met by the addic-
tion, and the conflicts that are created by the addic-
tion. The counsellor then invites the client to use his 
or her personal values to decide how to resolve these 
conflicts. A client is asked:

How much does he or she want to change?
How much does he or she believe in a personal abil-
ity to change?
What strengths does he or she inherently possess 
that can support the process of change?

By talking with the client about their strengths, the 
counsellor reinforces that client’s confidence in his or 
her ability to change. Personal strengths are often over-
looked in older approaches to addictions counselling.

Evidence for motivational intervention
Combining motivational interviewing and the Five 
Stages of Change model can be referred to as “moti-
vational intervention.” Motivational intervention has 
been proven to help teenage youth reduce substance 
use in several research studies:

Youth reduced their ongoing use of alcohol, canna-
bis and cigarettes.4 Greater decreases were seen in 
heavier users, high-risk youth and those with less 
motivation to change.4,5

Youth with risky drinking behaviour became more 
open to reducing their drinking, and moved more 
quickly through the action stage.6

Five studies finding that youth reduced substance use 

•
•

•

•

•

•

in response to the intervention also shared two as-
pects: they used one-on-one sessions and feedback to 
determine how the youth’s substance use compared 
to the norm. The feedback consists of comparing the 
addictive behaviour of the client to age-relevant statis-
tics and to normal use of the substance.7

Also, 29 studies on motivational intervention were 
looked at carefully. In 73% of the studies, people were 
found to have made dramatic, positive changes in their 
health. The studies that involved youth with substance 
abuse problems were included in this 73%.8

Motivational intervention is gaining a large body 
of supportive research, especially when used for brief 
interventions with teenaged youth. It is exciting to see 
these techniques being used in the clinical setting, be-
cause they support the independence that needs to de-
velop in adolescence. 

for young people in distress
BC Helpline for Children

310-1234 (no area code needed)

Crisis Intervention & Suicide Prevention Centre of BC
1-800-SUICIDE (24/7 crisis support, no busy signal)
Real-time chat at www.YouthInBC.com

Kids Help Phone (24-hour counselling for ages 5 to 20)
1-800-668-6868

for parents and others
FORCE Society for Kids’ Mental Health

1-800-661-2121 (press 2, 3, 1) or 604-878-3400 

BC Mental Health Information Line
1-800-661-2121 or 604-669-7600
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