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Overview

• Royal	College	basics	and	some	practical	tips
• Review:
• Adolescent	Medicine	Royal	College	Objectives
• Adolescent	Medicine	CPS	Statements
• Example	questions	(within	last	couple	decades…)
• Will	not	be	covering	Mental	Health,	Endocrinology	



Normal	development:	physical,	cognitive,	psychological,	sexual;	
emotional,	behavioural,	psychosocial	development;	
peer relationships,	parent-adolescent	relations:	MCQ
MCQ	2009:	Which	of	the	following	is	true	of	adolescence:
a.	preoccupation	with	body	image occurs	in	mid	adolescence
b.	parental	conflict	peaks	in	mid	adolescence
c.	development	of	idealistic	career	goals	in	late	adolescence
d.	abstract	thinking	develops	in	early	adolescence

MCQ	2004: What	is	true	about	adolescents?
a.	Preoccupation	with	physical	changes	in	mid	adolescence
b.	Conflicts	with	parents	peak	in	mid	adolescence
c.	Vocational	aspirations	are	realistic	in	late	adolescence



Normal	development:	physical,	cognitive,	psychological,	sexual;	
emotional,	behavioural,	psychosocial	development;	
peer relationships,	parent-adolescent	relations



MCQ

MCQ	2009:	Which	of	the	following	is	true	of	adolescence:
a.	preoccupation	with	body	image occurs	in	mid	adolescence
b.	parental	conflict	peaks	in	mid	adolescence
c.	development	of	idealistic	career	goals	in	late	adolescence
d.	abstract	thinking	develops	in	early	adolescence

MCQ	2004: What	is	true	about	adolescents?
a.	Preoccupation	with	physical	changes	in	mid	adolescence
b.	Conflicts	with	parents	peak	in	mid	adolescence
c.	Vocational	aspirations	are	realistic	in	late	adolescence



• Puberty	and	physical	growth	in	Endocrinology	section…

Normal	development:	physical,	cognitive,	psychological,	sexual;	
emotional,	behavioural,	psychosocial	development;	
peer relationships,	parent-adolescent	relations



Adolescents	and	society:	influencing	factors,	
heterogeneity,	sub-cultures
Relevant	CPS	Statements:
Sexting:	Keeping	teens	safe	and	responsible	in	a	technologically	savvy	world
Posted:	Jan	1	2010, Reaffirmed:	Feb	28	2018

Banning	children	and	youth	under	the	age	of	18	years	from	commercial	tanning	
facilities
Posted:	Feb	1	2012, Reaffirmed:	Feb	28	2018

E-cigarettes:	Are	we	renormalizing	public	smoking?	Reversing	five	decades	of	
tobacco	control	and	revitalizing	nicotine	dependency	in	children	and	youth	in	
Canada
Posted:	Mar	6	2015, Reaffirmed:	Feb	28	2018



Health	needs	and	health	problems
MCQ	2017:	Teen	female	with	type	1	diabetes	presents	with	decreasing	weight,	falling	off	the	growth	curve.	Weight	was	previously	at	
the	50th	percentile	and	now	is	below	the	10th.	Doing	well	in	school	and	gets	all	A’s	in	her	classes.	HbA1C	7.5%.	What	is	the	most	
likely	cause?
a.	Eating	disorder
b.	Diabetic	ketoacidosis
c.	Celiac	disease

MCQ	2014:	You	are	following a	16	year	old	diabetic	girl	and	notice	that	she	has	lost	a	significant	amount	of	weight	since	her	last	visit	
to	clinic.	You	suspect:
a) an	eating	disorder
b) non	compliance	with	insulin

MCQ	2008:	An	adolescent	girl	with	diabetes	for	the	last	ten	years	is	seen	in	diabetes	follow	up	clinic. Her	HbA1c	is	7.6%. She is	a	
straight	A	student. She	has	no	complaints. Her	weight	has	dropped	from	the	25th	to	the	5th	percent. What	is	the	most	likely	cause	
of	her	symptoms?
a.	Eating	disorder
b.	Celiac	disease
c.	Hypothyroidism



Health	needs	and	health	problems

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4002640/

• Rate	of	Eating	Disorders:	10%	of	adolescent	
females	aged	12-19	with	type	1	diabetes



Health	needs	and	health	problems
MCQ	2017:	Teen	female	with	type	1	diabetes	presents	with	decreasing	weight,	falling	off	the	growth	curve.	Weight	was	previously	at	
the	50th	percentile	and	now	is	below	the	10th.	Doing	well	in	school	and	gets	all	A’s	in	her	classes.	HbA1C	7.5%.	What	is	the	most	
likely	cause?
a.	Eating	disorder
b.	Diabetic	ketoacidosis
c.	Celiac	disease

MCQ	2014:	You	are	following a	16	year	old	diabetic	girl	and	notice	that	she	has	lost	a	significant	amount	of	weight	since	her	last	visit	
to	clinic.	You	suspect:
a) an	eating	disorder
b) non	compliance	with	insulin

MCQ	2008:	An	adolescent	girl	with	diabetes	for	the	last	ten	years	is	seen	in	diabetes	follow	up	clinic. Her	HbA1c	is	7.6%. She is	a	
straight	A	student. She	has	no	complaints. Her	weight	has	dropped	from	the	25th	to	the	5th	percent. What	is	the	most	likely	cause	
of	her	symptoms?
a.	Eating	disorder
b.	Celiac	disease
c.	Hypothyroidism



Normal	adolescent	behaviour



Adolescent	Intervention	Principles



Adolescent	Intervention	Principles



Laws	and	resources	in	adolescence

SAQ	2017:	According	to	Canadian	law:
a.	What	is	the	maximum	age	of	a	partner	that	a	14	year	old	girl	can	
consent	to	having	sex	with?
b.	In	what	situation	can	a	16	year	old	girl	NOT	consent	to	have	sex	with	
someone	who	is	older?	(2	points)



Laws	and	resources	in	adolescence

• Age	of	consent	laws	apply	to	all	forms	of	sexual	activity,	ranging	from	
kissing	and	fondling	to	sexual	intercourse
• All	sexual	activity	without	consent	is	a	criminal	offence,	regardless	of	age
• Age	of	consent	to	sexual	activity	is 16	years

• Exceptions:
• their	sexual	partner	is	in	position	of	trust	or	authority	towards	them,	for	example	their	
teacher	or	coach

• the	young	person	is	dependent	on	their	sexual	partner,	for	example	for	care	or	support
• the	relationship	between	the	young	person	and	their	sexual	partner	is	exploitative

• Pornography,	prostitution

• Close	in	age	exceptions
• 12/13	year	olds	can	consent	to	partner	less	than	two	years	older
• 14/15	year	old	can	consent	to	partner	less	than	five	years	older
• Cannot	be	in	position	of	trust/authority,	etc.

http://www.justice.gc.ca/eng/rp-pr/other-autre/clp/faq.html



Laws	and	resources	in	adolescence

SAQ	2017:	According	to	Canadian	law:
a. What	is	the	maximum	age	of	a	partner	that	a	14	year	old	girl	can	consent	to	having	sex	

with?
19	

b.	In	what	situation	can	a	16	year	old	girl	NOT	consent	to	have	sex	with	someone	who	is	
older?	
• their	sexual	partner	is	in	position	of	trust	or	authority	towards	them,	for	example	their	
teacher	or	coach

• the	young	person	is	dependent	on	their	sexual	partner,	for	example	for	care	or	support
• the	relationship	between	the	young	person	and	their	sexual	partner	is	exploitative

• Pornography,	prostitution



Laws	and	resources	in	adolescence

See	also	Ethics	Objective:	Recognize	the	principles	and	limits	of	patient	confidentiality	as	defined	by	
professional	practice	standards	and	the	law

• Limits	are	defined	provincially… which	means	details	are	not	testable
• AB	vs	ON

• OSCE	station:	write	and	star	the	word	confidentiality	at	the	top	of	your	sheet… it’s	so	obvious,	you	might	forget	it.

• The	duty	of	confidentiality	is	not	only	an	ethical	obligation,	but	also	a	legal	one.	However,	it	is	not	absolute	
and	is	subject	to	exceptions	in	limited	circumstances.

• The	exceptions	to	a	physician’s	obligations	to	protect	confidential	patient	information	can	arise	in	two	
distinct	contexts:
• when	doctors	are required by	law	to	disclose	the	information,	or
• when	the	doctors	are permitted by	law	to	disclose	the	information

• Duty	to	report
• Provincial	legislation

• Examples:	Child	protection,	communicable	diseases,	transportation	concerns, Order	issued	by	a	court,	firearms...

• Duty	to	warn
• Not	mandatory,	Canadian	courts	permit	physician	to warn	police	when	aware	of	the	serious,	imminent	danger	posed	by	a	

patient	to	an	identifiable	group	against	whom	the	patient	had	made	specific	threats.



Normal	adolescent gynaecology

MCQ	2018:	Girl	with	periods	from	April	2-7	and	23-30.	Menstrual	cycle	
length?
a.	7
b.	4
c.	21
d.	28



Normal	adolescent gynaecology

• Regular	cycles	(21–45	days)	are	established	by	the	third	year	after	
menarche	in	approximately	95%	of	girls
• Can	remain	abnormal	up	to	5	years
• A	menstrual	interval	greater	than	90	days	is	unusual	even	in	the	first	year	
after	menarche

• Count	from	first	day	of	period	to	first	day	of	next	period



Normal	adolescent gynaecology

MCQ	2018:	Girl	with	periods	from	April	2-7	and	23-30.	Menstrual	cycle	
length?
a.	7
b.	4
c.	21
d.	28



Transition	of	youth	with	chronic	conditions	to	
adult	care



Transition	of	youth	with	chronic	conditions	to	
adult	care



Transition	of	youth	with	chronic	conditions	to	
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Transition	of	youth	with	chronic	conditions	to	
adult	care





Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	– Approach	to	Eating	Disorders
SAQ	2017:
A	13	year	old	girl	presents	with	a	history	of	significant	weight	loss	
crossing	percentiles,	with	normal	height	and	otherwise	normal	exam.	
She	has	always	been	a	picky	eater,	but	now	her	repertoire	of	foods	that	
she	will	eat	has	decreased	even	further.	She	has	no	history	of	purging.

a) What	are	the	TWO	elements	of	history	that	would	help	to	
determine	what	kind	of	eating	disorder	this	girl	has?	(2	points)

b)	 What	is	the	differential	diagnosis	(2	points)



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	– Approach	to	Eating	Disorders







Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	– Approach	to	Eating	Disorders
Anorexia	Nervosa	DSM	5

A.	Restriction	of	energy	intake	relative	to	requirements,	leading	to a significantly	low body	weight	in	the	
context	of	age,	sex,	developmental	trajectory,	and	physical	health. Significantly	low	weight is	defined	as	a	
weight	that	is less	than	minimally	normal	or,	for	children	and	adolescents,	less	than	that	minimally	expected.

B.	Intense	fear	of	gaining	weight	or	of	becoming	fat,	or	persistent	behavior	that	interferes	with weight	gain,	
even	though at	a	significantly low	weight.

C.	Disturbance	in	the	way	in	which	one’s	body	weight	or	shape	is	experienced,	undue	influence	of	body	weight	
or	shape	on	self-evaluation,	or	persistent	lack	of	recognition	of	the	seriousness	of	the	current	low	body	
weight.
Restricting	type: During	the	last	3	months,	the	individual	has	not	engaged	in	recurrent	episodes	of	binge	eating	
or	purging	behavior	(i.e.,	self-induced	vomiting	or	the	misuse	of	laxatives,	diuretics,	or	enemas).	This	subtype	
describes	presentations	in	which	weight	loss	is	accomplished	primarily	through	dieting,	fasting,	and/or	
excessive	exercise.
Binge-eating/purging	type: During	the	last	3	months,	the	individual	has	engaged	in recurrent	episodes	of	
binge	eating	or	purging	behavior	(i.e.,	self-induced	vomiting	or	the	misuse	of	laxatives,	diuretics,	or	enemas).



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	- ARFID
MCQ	2017:	8	year	old	anxious	kid.	No	issues	with	body	image	or	fear	of	
gaining	weight.	He	has	become	more	selective	with	his	eating	and	now	
only	eats	chocolate	pudding.	His	weight	has	decreased	from	50th%ile	
to	10th%il.e.	What	is	the	diagnosis?
a.	Picky	eater
b.	Avoidant/Restrictive	food	intake	disorder
c.	Anorexia	nervosa
d.	Bulimia



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	– Approach	to	Eating	Disorders
Avoidant Restrictive	Food	Intake	Disorder	DSM	5
A.	An	eating	or	feeding	disturbance	(e.g.,	apparent	lack	of	interest	in	eating	or	food;	avoidance	based	on	the	
sensory	characteristics	of	food;	concern	about	aversive	consequences	of	eating)	as	manifested	by	persistent	
failure	to	meet	appropriate	nutritional	and/or	energy	needs associated	with one	(or	more)	of	the	following:

1.	Significant	weight	loss	(or	failure	to	achieve	expected	weight	gain	or	faltering	growth	in	children).
2.	Significant	nutritional	deficiency.
3.	Dependence	on	enteral	feeding	or	oral	nutritional	supplements.
4.	Marked	interference	with	psychosocial	functioning.

B.	The	disturbance	is	not	better	explained	by	lack	of	available	food	or	by	an	associated	culturally	sanctioned	
practice.

C.	The	eating	disturbance	does	not	occur	exclusively	during	the	course	of	anorexia	nervosa	or	bulimia	nervosa,	
and	there	is	no	evidence	of	a	disturbance	in	the	way	in	which	one’s	body	weight	or	shape	is	experienced.

D.	The	eating	disturbance	is	not	attributable	to	a	concurrent	medical	condition	or	not	better	explained	by	
another	mental	disorder.	When	the	eating	disturbance	occurs	in	the	context	of	another	condition	or	disorder,	
the	severity	of	the	eating	disturbance	exceeds	that	routinely	associated	with	the	condition	or	disorder	and	
warrants	additional	clinical	attention.



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	- ARFID
MCQ	2017:	8	year	old	anxious	kid.	No	issues	with	body	image	or	fear	of	
gaining	weight.	He	has	become	more	selective	with	his	eating	and	now	
only	eats	chocolate	pudding.	His	weight	has	decreased	from	50th%ile	
to	10th%il.e.	What	is	the	diagnosis?
a.	Picky	eater
b.	Avoidant/Restrictive	food	intake	disorder
c.	Anorexia	nervosa
d.	Bulimia



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	– Approach	to	Eating	Disorders
SAQ	2017:
A	13	year	old	girl	presents	with	a	history	of	significant	weight	loss	crossing	percentiles,	with	normal	height	and	
otherwise	normal	exam.	She	has	always	been	a	picky	eater,	but	now	her	repertoire	of	foods	that	she	will	eat	
has	decreased	even	further.	She	has	no	history	of	purging.

a) What	are	the	TWO	elements	of	history	that	would	help	to	determine	what	kind	of	eating	disorder	this	girl	
has?	(2	points)

• Behaviors	that	interfere	with	weight	gain	or	fear	of	gaining	weight
• Body	image	concerns
• Avoidance	of	food	due	to	sensory	concern	or	aversive	consequence	of	eating	(choking,	anaphylaxis,	etc)

b) What	is	the	differential	diagnosis	(2	points)
• Anorexia	Nervosa
• Avoidant	Restrictive	Food	Intake	Disorder



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	- Approach	to	Eating	Disorders
MCQ	2016:	14	y.o.	Girl	with	new	onset	weight	loss	and	amenorrhea.	
On	exam	you	find	lanugo	hair.	What	is	the	diagnosis
a.	Addison’s	disease
b.	Hypothyroidism
c.	Turner’s
d.	Eating	disorder



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	–Medical	complications	of	eating	
disorders
MCQ	2006:	15	year	old	female	with	anorexia,	which	feature	would	be	LEAST	suggestive	of	this	diagnosis?
a.	HR	70	bpm
b.	Temperature	34.5C
c.	RR	14	bpm
d.	BP	95/65

MCQ	2006	version	2:	Girl	with	anorexia.		Which	vital	sign	is	least	likely	to	be	correct	(or	helpful?)	with	the	
diagnosis?
a.	HR	70
b.	RR	14
c.	BP	95/65
d.	T	34.5





Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	- Approach	to	Eating	Disorders
MCQ	2016:	14	y.o.	Girl	with	new	onset	weight	loss	and	amenorrhea.	
On	exam	you	find	lanugo	hair.	What	is	the	diagnosis
a.	Addison’s	disease
b.	Hypothyroidism	
c.	Turner’s	
d.	Eating	disorder



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	–Medical	complications	of	eating	
disorders
MCQ	2006:	15	year	old	female	with	anorexia,	which	feature	would	be	LEAST	suggestive	of	this	diagnosis?
a.	HR	70	bpm
b.	Temperature	34.5C
c.	RR	14	bpm
d.	BP	95/65

MCQ	2006	version	2:	Girl	with	anorexia.		Which	vital	sign	is	least	likely	to	be	correct	(or	helpful?)	with	the	
diagnosis?
a.	HR	70
b.	RR	14
c.	BP	95/65
d.	T	34.5



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	– Approach	to	Eating	Disorders
MCQ	2011:	A	15	yr old	girl	presents	with	a	6	month	history	of	8	kg	weight	
loss.	She	does	not	have	any	other	symptoms.	She	is	not	bothered	by	the	
weight	loss	and	has	no	difficulties	with	eating.	She	is	doing	well	in	school,	
participates	in	gymnastics	5	times	per	week,	is	happy	and	has	a	good	family	
life.	On	exam,	her	HR	is	70	bpm	and	her	BP	is	100/60.	Her	BMI	is	15	kg/m2.	
She	has	a	normal	physical	exam.	You	request	a	CSF	(colony	stimulating	
factor),	electrolytes,	urea,	creatinine,	ferritin	and	albumin,	and	they	are	all	
normal.	What	should	you	do	next:
a.	Request	anti-TTG	and	a	small	bowel	xray
b.	Consult	a	dietitian	and	a	psychologist
c.	Admit	for	observation
d.	Ask	her	parents	to	monitor	her	diet	and	to	reduce	her	physical	activity



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	– Approach	to	Eating	Disorders



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	– Approach	to	Eating	Disorders
MCQ	2011:	A	15	yr old	girl	presents	with	a	6	month	history	of	8	kg	weight	
loss.	She	does	not	have	any	other	symptoms.	She	is	not	bothered	by	the	
weight	loss	and	has	no	difficulties	with	eating.	She	is	doing	well	in	school,	
participates	in	gymnastics	5	times	per	week,	is	happy	and	has	a	good	family	
life.	On	exam,	her	HR	is	70	bpm	and	her	BP	is	100/60.	Her	BMI	is	15	kg/m2.	
She	has	a	normal	physical	exam.	You	request	a	CSF	(colony	stimulating	
factor),	electrolytes,	urea,	creatinine,	ferritin	and	albumin,	and	they	are	all	
normal.	What	should	you	do	next:
a.	Request	anti-TTG	and	a	small	bowel	xray
b.	Consult	a	dietitian	and	a	psychologist
c.	Admit	for	observation
d.	Ask	her	parents	to	monitor	her	diet	and	to	reduce	her	physical	activity	–
but	this	too



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	–Medical	complications	of	eating	
disorders

MCQ	2012:	Anorexic,	which	do	you	worry	most	about?
a.	Hypokalemia
b.	Metabolic	alkalosis

MCQ	2010:	Teen	with	anorexia. Most	worrisome	clinical	feature?
a.	Decrease	temperature
b.	HR	40
c.	Hypokalemia
d.	Alkalosis



• Hypokalemia with	an	increased	
serum	bicarbonate	level	may	
indicate	frequent	vomiting	or	
use	of	diuretics,	whereas	
nonanion gap	acidosis	is	
common	with	laxative	abuse.	
Caloric	restriction	alone	does	
not	usually	cause hypokalemia.
• Be	afraid	of	very	low	weight	
patients	with	purging...



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	–Medical	complications	of	eating	
disorders

MCQ	2012:	Anorexic,	which	do	you	worry	most	about?
a.	Hypokalemia
b.	Metabolic	alkalosis

MCQ	2010:	Teen	with	anorexia. Most	worrisome	clinical	feature?
a.	Decrease	temperature
b.	HR	40
c.	Hypokalemia
d.	Alkalosis



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	–Medical	complications	of	eating	
disorders

MCQ	2010: What	is	the	likely	ECG	abnormality	found	in	Anorexia	
Nervosa?
a.	prolonged	QT
b.	tachycardia
c.	prolonged	QRS



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	–Medical	complications	of	eating	
disorders
ECG	findings	of	Anorexia	Nervosa
• Typically	bradycardia. Increased	QT	dispersion	(difference	between	the	
maximum	QT	interval	and	the	minimum	QT	interval	and	reflects	
heterogeneous	ventricular	depolarization).	QTc prolongation	not	inherently	
associated	with	anorexia. Arrhythmias	secondary	to	electrolyte	
disturbances.
• From	Nelson’s:	ECG	usually	has	low	voltage,	with	nonspecific	ST	or	T	wave	
changes.	Although	prolonged	QTc has	been	reported,	prospective	studies	
have	not	found	an	increased	risk	for	this.
• Classic	teaching	is	QTc prolongation.
• Hypokalemia	- <	3	mEq/L,	and	include	ST	segment	sagging,	T	wave	
depression,	and	U	wave	elevation.



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	–Medical	complications	of	eating	
disorders

MCQ	2010: What	is	the	likely	ECG	abnormality	found	in	Anorexia	
Nervosa?
a.	prolonged	QT
b.	tachycardia
c.	prolonged	QRS



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment
MCQ	2007:	Which	of	the	following	helps	to	decrease	osteoporosis	in	
adolescents	with	anorexia	nervosa?
a.	oral	ca
b.	oral	vit d
c.	oral	estrogen
d.	increase	in	body	weight	to	within	10%	of	IBW



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment

• NEW	CPS	Statement
• Target	Goal	Weight	(TGW)	is	the	weight	
necessary	to	support	puberty,	growth	and	
development,	physical	activity	and	
psychological	and	social	functioning

• Target	Goal	Weight	=	Ideal	Body	Weight	=	
Progress	Weight

• Why	do	we	care?
• <75%	of	TGW	is	indication	for	
hospitalization	– HIGH	risk	of	refeeding	
syndrome

• <80%	likely	SSRIs	won’t	work
• Rate	of	gain	1-2	kg	per	week	inpatient,	1-2	
kg	per	MONTH	outpatient	

• Bone	health	consequences	won’t	improve	
unless	near	target	goal	weight.	



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment
MCQ	2007:	Which	of	the	following	helps	to	decrease	osteoporosis	in	
adolescents	with	anorexia	nervosa?
a.	oral	ca
b.	oral	vit d
c.	oral	estrogen
d.	increase	in	body	weight	to	within	10%	of	IBW



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment

TGW	based	on	prior	
growth	(weight,	
height	and	BMI	
percentiles)

TGW	based	on	
weight	at	same	
percentile	as	height	
percentile

TGW	based	on	
median	BMI	(mBMI)	
for	age

TGW	based	on	
menstrual	threshold	
+	2	kg

How-to Look	at	previous	
growth	chart	->	
track	to	where	they	
SHOULD be	

Match	up	weight	to	
height	%ile

Find 50%ile	BMI	on	
growth	chart

BMI	x	Height	(in	m)	
x	Height	(in	m)

Add	2	kg	to	weight
they	last	had	a	
REGULAR	period	at

Pros Most	accurate	if	
history	of	normal	
height/weight

Takes body	type	into	
account

Easy	to do Takes	physiologic	
function	into	
account

Cons Need access	to	
growth	charts!

Not	useful	if	
overweight	
previously

Height	can	be	
impacted	by	low	
weight	state	
chronically

Crude	estimate	only Premenstrual girls,	
boys	excluded

Many	people	forget



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment
SAQ	(I	made	up):	You	are	in	ED	seeing	a	16	year	old	patient	with	likely	
Anorexia	Nervosa.	Her	current	weight:	39.6	kg.	Height:	163	cm.	Her	
physical	exam	is	normal	and	her	orthostatic	vitals	are	also	within	
normal	limits.

You	do	not	have	access	to	any	growth	records.	She	is	with	her	Dad	and	
he	doesn’t	remember	what	weight	she	was	when	she	lost	her	period.

Calculate	a	target	goal	weight	(1):



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment
SAQ	(I	made	up):	You	are	in	ED	seeing	a	
16	year	old	patient	with	likely	Anorexia	
Nervosa.	Her	current	weight:	39.6	kg.	
Height:	163	cm.	Her	physical	exam	is	
normal	and	her	orthostatic	vitals	are	
also	within	normal	limits.

You	do	not	have	access	to	any	growth	
records.	She	is	with	her	Dad	and	he	
doesn’t	remember	what	weight	she	was	
when	she	lost	her	period.

Calculate	a	target	goal	weight	(1):

• 50%ile	BMI	for	16	year	old	female	=	
20.5	kg/m2

• 20.5	kg/m2 x	1.63	m	x	1.63	m	=	54.5	
kg
• 39.6kg/54.5	kg	=	73%



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment
Current	weight:	39.6	kg.	Height:	163	cm

Mom	showed	up!	She	remembers	she	lost	her	period	around	95	lbs but	
can’t	be	sure.	Calculate	a	target	goal	weight	based	on	this	information	
(1).



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment
Current	weight:	39.6	kg.	Height:	163	cm

Mom	showed	up!	She	remembers	she	lost	her	period	around	95	lbs but	
can’t	be	sure.	Calculate	a	target	goal	weight	based	on	this	information	
(1).

95	lbs /	2.2	=	43.2kg	

43.2	kg	+	2	kg	=	45.2	kg

39.6	kg	/	45.2kg	=	87.6%



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment
Current	weight:	39.6	kg.	Height:	163	cm

Her	pediatrician	happens	to	be	working	in	emerg,	and	pulls	up	her	
growth	chart	remotely.	What	would	her	target	goal	weight	be	based	on	
this	new	information?





Based	on	
previous	growth	
~25%ile	=	48.6	kg



Based	on	
previous	growth	
~25%ile	=	48.6	kg

%	Target	Weight	=	Current	
Weight	/	Target	Goal	Weight

=	39.6kg/48.6kg	=	81.5%



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment
What	is	the	ideal	method	of	measuring	target	goal	weight	in	this	case?	
(1)	

What	setting	should	her	initial	management	take	place	in?	(1)	



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment
What	is	the	ideal	method	of	measuring	target	goal	weight	in	this	case?	
(1)	

Using	previous	growth	charts.

What	setting	should	her	initial	management	take	place	in?	(1)	

Outpatient	setting	(normal	vitals,	best	%target	goal	weight	>75%)



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment
MCQ	2003:	An	adolescent	is	in	the	ED	who	is	65%	of	her	ideal	body	
weight. HR	40,	T35.8,	BP	90/P. You	should:
a.	Bolus
b.	Quickly	increase	feeds
c.	Slow	refeeding
d.	Feed	1500-2000	kJ/d



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment

• Refeeding	hypophosphatemia	(and	
refeeding	syndrome)	is	correlated	
with	the	degree	of	malnutrition	on	
admission	rather	than	the	initial	
calories	prescribed	in	hospitalized	
adolescents	with	AN	
• Research	supports	initiating	higher	
caloric	prescription	with	close	medical	
monitoring	
• Weight	gain	of	1-2	kg/week	
normalizes	cardio- vascular	instability	
• Most	patients	can	be	managed	on	an	
outpatient	basis

Position	Paper	of	the	Society	for	Adolescent	Health	and	Medicine:	Medical	
Management	of	Restrictive	Eating	Disorders	in	Adolescents	and	Young	Adults	
The	Society	for	Adolescent	Health	and	Medicine	



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment
MCQ	2003:	An	adolescent	is	in	the	ED	who	is	65%	of	her	ideal	body	
weight. HR	40,	T35.8,	BP	90/P. You	should:
a.	Bolus
b.	Quickly	increase	feeds
c.	Slow	refeeding	– Answer	in	the	past
d.	Feed	1500-2000	kJ/d	– Current	most	correct	answer.	Would	start	
with	lower	end	for	someone	<70%	PW	(~30kcal/day).	



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Anorexia	Nervosa	Treatment



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	– Bulimia	Nervosa
SAQ	2016: List	4	diagnostic	criteria	for	Bulimia	Nervosa.



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	– Bulimia	Nervosa
Bulimia	Nervosa	DSM	5

A.	Recurrent	episodes	of	binge	eating.	An	episode	of	binge	eating	is	characterized	by	both	of	the	following:
1.	Eating,	in	a	discrete	period	of	time	(e.g., within	any	2-hour	period),	an	amount	of	food	that	is	definitely	
larger	than	what	most	individuals	would	eat	in	a	similar	period	of	time	under	similar	circumstances.
2.	A	sense	of	lack	of	control	over	eating	during	the	episode	(e.g.,	a	feeling	that	one	cannot	stop	eating	or	
control	what	or	how	much	one	is	eating).

B.	Recurrent	inappropriate	compensatory	behaviors	in	order	to	prevent	weight	gain,	such	as	self-induced	
vomiting;	misuse	of	laxatives,	diuretics,	or	other	medications;	fasting;	or	excessive	exercise.

C.	The	binge	eating	and	inappropriate	compensatory	behaviors	both	occur,	on	average,	at	least	once a	week	for	
3	months.

D.	Self-evaluation	is	unduly	influenced	by	body	shape	and	weight.

E.	The	disturbance	does	not	occur	exclusively	during	episodes	of	anorexia	nervosa.



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Female	Athlete	Triad
• low	energy	availability,	menstrual	dysfunction,	and	reduced	BMD	in	
female	athletes
• caloric	intake	is	insufficient	for	energy	expenditure	->	hypothalamic	
amenorrhea	(primary	or	secondary)	->	low	estrogen	state

• Every	female	athlete	with	amenorrhea	should	have	a	complete	
history	and	physical	examination	to	evaluate	for	an	underlying	eating	
disorder	and	to	rule	out	other	treatable	causes	of	amenorrhea
• Treatment:	increase	caloric	intake,	calcium	and	vitamin	D	
supplementation,	restricting	the	intensity	of	training	(if	necessary),	
and	monitoring	for	resumption	of	menses

Source:	Neinstein’s



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	- Obesity
MCQ	2015:	BMI	where	a	Pediatrician	should	intervene	for	the	risk	of	
obesity:
a.	75%
b.	85%
c.	97%
d.	99.9%



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity:	Binge	Eating	Disorder
Binge	Eating	Disorder	DSM	5

A.	Recurrent	episodes	of	binge	eating.	An	episode	of	binge	eating	is	characterized	by both	of	the	following:
1.	Eating,	in	a	discrete	period	of	time	(e.g.,	within	any	2-hour	period),	an	amount	of	food	that	is	definitely	
larger	than	what	most	people	would	eat	in	a	similar	period	of	time	under	similar	circumstances.
2.	A	sense	of	lack	of	control	over	eating	during	the	episode	(e.g.,	a	feeling	that	one	cannot	stop	eating	or	
control	what	or	how	much	one	is	eating).

B.	The	binge-eating	episodes	are	associated	with	three	(or	more)	of	the	following:
1.	Eating	much	more	rapidly	than	normal.
2.	Eating	until	feeling	uncomfortably	full.
3.	Eating	large	amounts	of	food	when	not	feeling	physically	hungry.
4.	Eating	alone	because	of feeling	embarrassed	by	how	much	one	is	eating.
5.	Feeling	disgusted	with	oneself,	depressed,	or	very	guilty	afterward.

C.	Marked	distress	regarding	binge	eating	is	present.

D.	The	binge	eating	occurs,	on	average,	at	least	once	a	week	for	3	months.

E. The	binge	eating	is	not	associated	with	the	recurrent	use	of	inappropriate	compensatory	behavior	as	in	
bulimia	nervosa	and	does	not	occur	exclusively	during	the	course	of	bulimia	nervosa	or	anorexia	nervosa.



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	- Obesity



Eating	disorders:	anorexia	nervosa,	bulimia,	
obesity	- Obesity
MCQ	2015:	BMI	where	a	Pediatrician	should	intervene	for	the	risk	of	
obesity:
a.	75%
b.	85%
c.	97%
d.	99.9%



Behavioural problems:	risk	taking,	
delinquency
MCQ	2017:	16	year	old	boy	with	history	of	ADHD	on	Vyvanse.	His	
mother	notes	him	becoming	more	withdrawn	and	secretive	over	the	
past	year,	wanting	to	spend	all	his	time	in	his	room	and	away	from	
friends	and	family,	on	his	computer.	She	has	also	noted	money	missing	
from	her	purse	and	strange	charges	on	her	credit	card	from	an	
unknown	source.	What	should	you	do?
a.	Increase	his	medication	dosage
b.	Assess	him	for	gambling	problems
c.	Add	a	mood	stabilizer
d.	Reassure



Behavioural problems:	risk	taking,	
delinquency



Behavioural problems:	risk	taking,	
delinquency
MCQ	2017:	16	year	old	boy	with	history	of	ADHD	on	Vyvanse.	His	
mother	notes	him	becoming	more	withdrawn	and	secretive	over	the	
past	year,	wanting	to	spend	all	his	time	in	his	room	and	away	from	
friends	and	family,	on	his	computer.	She	has	also	noted	money	missing	
from	her	purse	and	strange	charges	on	her	credit	card	from	an	
unknown	source.	What	should	you	do?
a.	Increase	his	medication	dosage
b.	Assess	him	for	gambling	problems
c.	Add	a	mood	stabilizer
d.	Reassure



Behavioural problems:	risk	taking,	
delinquency

• Recommendations	for	the	clinician
• Counsel	families	- firearms	should	not	be	
present,	if	they	are	should	be	locked,	
unloaded,	stored	separate	from	ammunition

• Ask	routinely	about	presence	of	firearm	in	the	
home

• ***Screen	as	part	of safety	assessment	for	
concern	re:	suicide

• Inform	parents	that	non-powder	firearms	are	
dangerous weapons

• When	assessing	children	with injuries	caused	
by	non-powder	firearms,	be	aware	that	
pellets	can	cause	significant	internal	injury

• If	concern	re:	Intimate	partner	violence,	
screen	for	firearms



Behavioural problems:	risk	taking,	
delinquency



Gynecological	problems	and	disorders	of	
menstruation	– Gynecomastia	(closest	fit?)
Gynecomastia
MCQ	2015:	Male	teen	who	is	football	player.	Has	gynecomastia,	
hepatitis,	and	jaundice.	Most	likely	taking:
a.	Anabolic	steroids
b.	Growth	hormone
c.	Creatine
…?



Gynecological	problems	and	disorders	of	
menstruation	– Gynecomastia	(closest	fit?)



Gynecological	problems	and	disorders	of	
menstruation	– Gynecomastia	(closest	fit?)
Gynecomastia
MCQ	2015:	Male	teen	who	is	football	player.	Has	gynecomastia,	
hepatitis,	and	jaundice.	Most	likely	taking:
a.	Anabolic	steroids
b.	Growth	hormone
c.	Creatine
…?



Gynecological	problems	and	disorders	of	
menstruation	- Amenorrhea



Gynecological	problems	and	disorders	of	
menstruation	– Abnormal	Bleeding
MCQ	2016:	13	year	old	female	who	had	menarche	at	11. Presents	with	
menomethorrhagia,	Hgb 84. Most	likely	cause?
a.	Von	Willebrands
b.	Increased	Progesterone
c.	Decreased	Estrogen
d.	Prolonged	endometrial	buildup

MCQ	2005:	13	y.o with	menometrorrhagia for	6	months. Menarche	at	11	
y.o. Bleeding	x	3	weeks. What	is	the	most	likely	cause?
a.	Decreased	estrogen
b.	Increased	progesterone
c.	VWF	deficiency



Gynecological	problems	and	disorders	of	
menstruation	– Abnormal	Bleeding
MCQ	2016:	13	year	old	female	who	had	menarche	at	11. Presents	with	menomethorrhagia,	Hgb 84. Most	likely	cause?

a.	Von	Willebrands

b.	Increased	Progesterone

c.	Decreased	Estrogen

d.	Prolonged	endometrial	buildup

MCQ	2005:	13	y.o with	menometrorrhagia for	6	months. Menarche	at	11	y.o. Bleeding	x	3	weeks. What	is	the	most	likely	cause?

a.	Decreased	estrogen

b.	Increased	progesterone

c.	VWF	deficiency

Disagreement	about	this	one… Gyne and	Adolescent	Med	thought	Von	Willebrands.	Hematology	disagrees	as	not	typical	presentation	
for	VW.	From	UpToDate:	“We	consider	the	possibility	of	a	bleeding	disorder	(coagulation	factor	deficiency	or	inherited	or	acquired	
platelet	disorder)	in	adolescents	who	present	with	first	menses	with	extremely	heavy	flow,	bleeding	requiring	blood	transfusion	or	
hospitalization,	and	patients	with	refractory	excessive	menstrual	bleeding	and	concomitant	anemia.”



Gynecological	problems	and	disorders	of	
menstruation	- Oligomenorrhea
SAQ	2018:	16	yrs old	obese	and	with	oligomenorrhea (menses	every	4-
5	months). She	has	acne	and	hirsutism.	You	suspect	PCO.
What	are	3	investigations	to	CONFIRM	your	diagnosis?

What	are	3	hormonal	pharmacotherapy	management	for	her	menses?

What	are	2	long	term	complications	of	her	symptoms?



Gynecological	problems	and	disorders	of	
menstruation	- Oligomenorrhea

MCQ	2018:	Teenage	girl	with	irregular	periods,	hirsuitism,	severe	acne. Height	and	
weight	both	at	50th	%ile.	Screening	test?
a)	OGTT
b)	Dexamethasone	suppression	test

MCQ	2018:	teenage	girl	with	hirsuitism,	pustular	acne,	and	irregular	
periods. Weight	at	the	97th	percentile. What	test	would	“help	with	diagnosis”??
a)	Dexamethasone	suppression	test
b)	OGTT
c)	Lipid	profile
d)	Something	else



Gynecological	problems	and	disorders	of	
menstruation	- PCOS
• Many	features	of	PCOS	in	adults	
are	NORMAL	features	of	
adolescent	development	– i.e.	
ovarian	follicles,	anovulatory
cycles	early	in	menses
• Sometimes	best	to	provide	a	
provisional	diagnosis,	and	revisit	
in	a	few	years

• Clinical	implications
• Infertility
• Dysfunctional	bleeding
• Endometrial	carcinoma
• Obesity
• T2DM
• Dyslipidemia
• Hypertension
• Cardiovascular	disease

Witchel - The	Diagnosis	of	Polycystic	Ovary	Syndrome	during	Adolescence	
Rosenfiled - The	Diagnosis	of	Polycystic	Ovary	Syndrome	in	Adolescents



PCOS	Diagnostic	Criteria

Abnormal	uterine	
bleeding	pattern

a. Abnormal	for	age	or	gynecologic	age
b. Persistent	symptoms	for	one	to	two	years

Postmenarcheal year	one: Average	cycle	
length	>90	days	(fewer	than	four	periods per	
year).
Postmenarcheal year	two: Average	cycle	
length	>60	days	(fewer	than	six	periods per	
year).
Postmenarcheal years	three	to	five: Average	
cycle	length	>45	days	(fewer	than	eight	
periods	per	year).
Postmenarcheal year	six	and	after: Average	
cycle	length	>38	to	40	days	(fewer	than	nine	
periods	per	year).
Lack	of	menarche	by	15	years	of	age	or	by	
three	years	after	the	onset	of	breast	
development.*
Bleeding	more	frequently	than	every	21	days	
or	is	heavy	or	prolonged (lasts	more	than	
seven	days	or	soaks	more	than	one	pad	or	
tampon	every	one	to	two	hours).

Evidence	of	
hyperandrogenism

a. Persistent	testosterone	elevation	above	adult	norms	in	a	
reliable	reference	laboratory	is	the	best	evidence

b. Moderate-severe	hirsutism	is	clinical	evidence	of	
hyperandrogenism

c. Moderate-severe	inflammatory	acne	vulgaris	is	an	
indication	to	test	for	hyperandrogenemia

Must be	persistent	(do	not	use	single	value)
*Ferriman-Gallwey	score

Exclusion	of	other	causes Nonclassic congenital	adrenal	hyperplasia	(NCCAH),	Cushing's	
syndrome,	prolactin	excess,	thyroid	dysfunction,	and	acromegaly



Gynecological	problems	and	disorders	of	
menstruation	- PCOS
• Investigations	for	diagnosis

• Persistent	elevation	of	serum	total	and/or	free	testosterone	
levels

• LH:	FSH	(2:1-3:1)
• Low	LH	suggests	a	hypogonadotropic	disorder	of	neuroendocrine	

origin,	whereas	high	FSH	suggests	primary	ovarian	failure	
• Not	diagnostic	but	helpful

• Dexamethasone	androgen-suppression	test	- permits	a	positive	
diagnosis	of	the	characteristic	ovarian	and	adrenal	dysfunction	
of	polycystic	ovary	syndrome	(PCOS)	and	will	elucidate	rare	
disorders	that	mimic	PCOS

• Investigations	for	mimics
• Beta	HCG
• U/S	- ovarian	imaging	can	be	deferred	during	the	diagnostic	

evaluation	for	PCOS	(remember	this	is	a	transvaginal	study),	
only	reason	would	be	to	rule	out	a	virilizing ovarian	tumor	if	
suspected

• 17-OHP	(r/o	non	classical	CAH)
• DHEAS	- primarily	to	screen	for	an	adrenal	tumor
• Prolactin

• Investigations	for	complications
• Insulin	resistance

• Insulin	resistance	and	hyperinsulinemia	should	not	be	utilized	as	
diagnostic	criteria	

• Insulin	resistance	and	hyperinsulinemia	can	be	considered	as	
indications	to	investigate	and	treat	potential	comorbidities

• Insulin	resistance	out	of	proportion	to	that	conferred	by	obesity	
• Monitoring	weight,	height
• Metabolic	syndrome	monitoring

• glucose	abnormalities,	central	(android)	obesity,	hypertension,	and	
dyslipidemia	

Witchel - The	Diagnosis	of	Polycystic	Ovary	Syndrome	during	Adolescence	
Rosenfiled - The	Diagnosis	of	Polycystic	Ovary	Syndrome	in	Adolescents



Gynecological	problems	and	disorders	of	
menstruation	- PCOS
• Management

• Guided	by	what	adolescent	cares	about!
• Hirsutism

• Shaving,	waxing,	bleaching	laser	therapy,	
electrolysis

• Vaniqa
• Acne	– same	as	regular	acne	management
• Periods

• Risk	of	endometrial	hyperplasia	associated	
with	endometrial	cancer,	anemia	from	
dysfunctional	bleeding

• Combination	OCP
• Estrogen

• Inhibit	HPO	axis,	reduces	ovarian	
androgen	production,	increase	SHBG	
levels

• Progestin
• Inhibit	proliferation

• Normalize	androgen	levels

• Cutaneous	hyperandrogenism
• Medical	options

• Combination	OCPS
• Anti	androgens

• Inhibit	binding	or	androgen
• Lifestyle	changes	for	all	patients

• Nutrition,	exercise
• No	pop,	no	juice,	no	caloric	beverages
• Exercise	helps	with	hypertension	and	insulin	

resistance
• Frequent	follow	up

• Metformin	for	impaired	glucose	tolerance
• Insulin	sensitizer

• Inhibits	hepatic	glucose	output
• Can	suppress	appetite	and	enhance	weight	

loss



Gynecological	problems	and	disorders	of	
menstruation	- Oligomenorrhea
SAQ	2018:	16	yrs old	obese	and	with	oligomenorrhea (menses	every	4-5	months). She	has	acne	and	hirsutism.	You	suspect	PCO.
What	are	3	investigations	to	CONFIRM	your	diagnosis?

Free	testosterone

Dexamethasone	suppression	test
17-OHP

What	are	3	hormonal	pharmacotherapy	management	for	her	menses?

Combined	hormonal	contraception

Progestin-only	pill

Anti-androgens	(?)

What	are	2	long	term	complications	of	her	symptoms?
Endometrial	carcinoma

Infertility



Gynecological	problems	and	disorders	of	
menstruation	- Oligomenorrhea

MCQ	2018:	Teenage	girl	with	irregular	periods,	hirsuitism,	severe	acne. Height	and	
weight	both	at	50th	%ile.	Screening	test?
a)	OGTT
b)	Dexamethasone	suppression	test

MCQ	2018:	teenage	girl	with	hirsuitism,	pustular	acne,	and	irregular	
periods. Weight	at	the	97th	percentile. What	test	would	“help	with	diagnosis”??
a)	Dexamethasone	suppression	test
b)	OGTT
c)	Lipid	profile
d)	Something	else



Gynecological	problems	and	disorders	of	
menstruation	- Dysmenorrhea
MCQ	2006:	Most	common	cause	of	missing	school	for	a	female	teen?
a.	Dysmenorrhea
b.	Migraine
c.	Asthma



Gynecological	problems	and	disorders	of	
menstruation	- Dysmenorrhea
MCQ	2006:	Most	common	cause	of	missing	school	for	a	female	teen?
a.	Dysmenorrhea
b.	Migraine
c.	Asthma



Gynecological	problems	and	disorders	of	
menstruation	– Special	Populations
MCQ	2010:	Kid	with	Down	syndrome. Menses	are	troublesome. Mgt?
a.	OCP	X	84	days
b.	Progesterone	Pill
c.	IUD	with	Progesterone
d.	Lupron



Gynecological	problems	and	disorders	of	
menstruation	– Special	Populations
MCQ	2010:	Kid	with	Down	syndrome. Menses	are	troublesome. Mgt?
a.	OCP	X	84	days	- reasonable	option	depending	on	compliance,	however	
greater	risk	of	breakthrough	bleeding
b.	Progesterone	Pill	- not	very	effective	for	cycle	control,	or	anything
c.	IUD	with	Progesterone	- no	cycle	control	but	50%	have	no	menses,	rest	
have	a	reduction.	Possibly	would	require	sedation.
d.	Lupron	- potential	impact	on	bone	density	(so	would	be	time	limited	~2	
years),	price

Do	not	initiate	menstrual	suppression	in	women	with	developmental	
disability	until	onset	of	menses



Gynecological	problems	and	disorders	of	
menstruation	– Breast	Changes
MCQ	2015: 17	year	old	female	present	with	a	small	firm	lump	in	her	breast.	
What	is	the	MOST	likely	cause
a.	Fibrocystic	changes
b.	Fibroadenoma

MCQ	2012: Girl	w	breast	lump?

MCQ	2011: Teenager	(girl)	with	isolated	breast	lump. Most	common	cause?
a.	Fibroadenoma
b.	Fibrocystic	change



Gynecological	problems	and	disorders	of	
menstruation	– Breast	Changes

• Fibroadenoma as	per	Nelson’s	most	common	mass	in	teen	breast.

• Initial	breast	development	at	the	onset	of	thelarche can	asymmetric	and	mistaken	
for	a	mass

• Most	common:	fibroadenoma
• Average	size	2-3cm
• 10-25%	have	multiple	lesions
• Physical	exam	usually	diagnostic: well	circumscribed,	rubbery,	mobile,	and	not	

tender.
• Ultrasound	if	needed
• Can	develop	because	of	the	local	response	to	estrogen	stimulation	and	can	enlarge	

in	the	menstrual	cycle
• Also	may	cause	discomfort	before	menses

• Can	manage	expectantly

• Cysts
• Vary	in	size	over	menstrual	cycle
• Examine	a	few	weeks	after	to	see	if	still	present	- consider	U/S,	needle	aspiration
• May	be	painful	before	menses,	and	improve	during	menstruation
• Fibrotic	tissue,	in	the	upper	outer	quadrants	of	the	breast

• Malignant	masses
• Extremely	rare	primary	breast	cancer
• Secondary	cancer	in	previous	radiation	or	first	manifestation	of	ALL
• Most	common	finding	is	a	hard,	irregular	mass
• Risk	factors:	Personal	hx of	cancer,	exposure	to	radiation	therapy



Gynecological	problems	and	disorders	of	
menstruation	– Breast	Changes
MCQ	2015: 17	year	old	female	present	with	a	small	firm	lump	in	her	breast.	
What	is	the	MOST	likely	cause
a.	Fibrocystic	changes
b.	Fibroadenoma

MCQ	2012: Girl	w	breast	lump?

MCQ	2011: Teenager	(girl)	with	isolated	breast	lump. Most	common	cause?
a.	Fibroadenoma
b.	Fibrocystic	change



Pregnancy	issues,	contraception,	sexually	
transmitted	infections
• Adolescent	Pregnancy
• Contraception
• Emergency	Contraception
• HPV
• Other	STIs



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Adolescent	Pregnancy



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
MCQ	2018:	15	y.o.	F	approaches	you	to	start	contraception. Which	of	
the	following	methods	do	you	advise	her	is	the	most	effective?
a)	Transdermal	patch
b)	Progesterone	containing	IUD
c)	Combined	OCP
d)	Progestin	only	pill



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
MCQ	2018:	15	y.o.	F	approaches	you	to	start	contraception. Which	of	
the	following	methods	do	you	advise	her	is	the	most	effective?
a)	Transdermal	patch
b)	Progesterone	containing	IUD
c)	Combined	OCP
d)	Progestin	only	pill



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
MCQ	2014: A	16	year	old	girl	comes	to	you	for	contraception	– which	of	
the	following	would	make	you	choose	a	progestin	only	option?
a)	Smoking	½	pack	per	day	cigarettes
b)	Hypercoagulable	state



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
MCQ	2003:	Which	is	an	absolute	contraindication	to	birth	control	pill:
a.	Family	history	of	stroke
b.	DM
c.	Hypertension
d.	Migraine
e.	Liver	disease



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
MCQ	2005:	When	can	you	give	contraception	after	an	abortion?
a.	Immediately
b.	2	weeks	later
c.	1	month	later



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
• Medical	eligibility	for	
contraception
• WHO
• CDC
• There’s	an	app	for	that!

• **Must	know	absolute	
contraindications
• Realistically	need	to	weigh	
risk/benefits







Absolute	Contraindications	to	Estrogen Containing	
Contraceptives	(Category	4)
Current	breast cancer
Breastfeeding	women	<	6	weeks	postpartum	 or	
nonbreastfeeding <6	weeks	with other	risk	factors	for	VTE

VTE	(Past and	not	on	anticoagulant,	past	and	high	risk	for	
recurrent,	acute	DVT/PE,	Major	surgery	with	prolonged	
immobilization)

Active liver	disease	(Liver	tumor,	hepatitis,	severe	cirrhosis)

Migraine	with	neurologic	symptoms	(includes	aura)
Ischemic	heart	disease

Complicated	solid organ	transplant

Stroke

Antiphospholipid	antibodies	positive	or	unknown	(lupus)

HTN	>160sBP >100dBP,	or	vascular	disease

Complicated	valvular heart	disease

Thrombogenic mutations



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
MCQ	2014: A	16	year	old	girl	comes	to	you	for	contraception	– which	of	
the	following	would	make	you	choose	a	progestin	only	option?
a)	Smoking	½	pack	per	day	cigarettes	– smoking	only	a	relative	
contraindication	if	age	>35	
b)	Hypercoagulable	state



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
MCQ	2003:	Which	is	an	absolute	contraindication	to	birth	control	pill:
a.	Family	history	of	stroke
b.	DM
c.	Hypertension	– only	if	>160/100
d.	Migraine	– only	if	neurologic	symptoms
e.	Liver	disease	– best	answer	in	this	case



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
MCQ	2005:	When	can	you	give	contraception	after	an	abortion?
a.	Immediately	– only	contraindication	to	any	contraception	is	IUS	
immediately	after	SEPTIC	abortion
b.	2	weeks	later
c.	1	month	later



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
MCQ	2013: Teen	girl	has	Acne,	sexually	active. Want	to	choose	birth	
control	to	help	improve	acne.
a)	Depo
b)	Combined	OCP
c)	Progestin	only	pill
d)	Barrier



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
MCQ	2013: Teen	girl	has	Acne,	sexually	active. Want	to	choose	birth	
control	to	help	improve	acne.
a)	Depo
b)	Combined	OCP
c)	Progestin	only	pill
d)	Barrier



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
MCQ	2009:	Teenage	girl	with	severe	acne	thinking	about	starting	
systemic	isotretinoin. What	is	the	most	important	topic	to	discuss.
a. Need	to	monitor	CBC	and	liver	enzymes
b. Need	to	monitor	triglycerides
c. Need	for	strict	birth	control



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- Contraception
MCQ	2009:	Teenage	girl	with	severe	acne	thinking	about	starting	
systemic	isotretinoin. What	is	the	most	important	topic	to	discuss.
a. Need	to	monitor	CBC	and	liver	enzymes
b. Need	to	monitor	triglycerides
c. Need	for	strict	birth	control- double	birth	control!	



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Emergency	Contraception
• There	used	to	be	a	CPS	
Statement	for	emergency	
contraception	but	it	was	++	out	
of	date
• Important	concept,	frequently	
tested



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Emergency	Contraception
SAQ	2018:	Teenager	girl,	16	yr old	had	a	consensual	intercourse	and	
see	you	in	your	office	on	day	3.

When	is	the	time	frame	you	can	give	her	hormonal	contraception	that	
is	very	effective?

She’s	interested	in	copper	IUD,	when’s	the	latest	time	you	can	insert	it?
What	are	2	management	option	for	her?



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Emergency	Contraception
MCQ	2012:	15y	girl	is	requesting	emergency	contraception	at	60h	after	
having	had	unprotected	intercourse	with	her	boyfriend.	What	is	the	
best	course	of	action?
a. Refer	for	insertion	of	a	copper	IUD
b. Yuzpe method
c. Plan	B
d. She	is	too	late	for	EC



Pregnancy	issues,	contraception,	sexually	transmitted	infections	– Emergency	Contraception

Method Info Efficacy Pros Cons

Yuzpe Combined high	dose	
OCP

Ethinyl Estradiol	50mcg	
/	Norgestrel 250mg

Least	effective

Failure	rates	2.0-3.5%

Better	than	nothing - accessibility 2	doses:	1st	dose	(2	tablets	PO)	,	then	2nd	
dose	(another	2	tabs)	12	hrs later	– timing	is	
important

Frequent	N/V

Plan	B Progestin	only	–
levonorgestrel 0.75mg

Suppresses	LH	surge

95%	effective	within	24	
hours,	85%	at	48	
hours,	58%	within	72	
hours…

Can	use	up	to	120	
hours

No	Rx	needed

Single	dose**

Efficacy	may	be	reduced	in	women	of	higher	
body	weight

Among	women	with	a	BMI	of	>30	(or	80kg),	
failure	rate	higher	- offer	copper	T	or	Ella

Ella Ulipristal acetate	30mg

Can diminish	LH	surge	
after	already	starting**

Failure	rate 1.3% Equally	effective	throughout all	5	
days

The	most	effective	form	of	hormonal
emergency	contraception

Higher	weight	limit	(less	effective	
BMI	>35)

Progesterone interferes	with	it,	and	it	
interferes	with	progesterone	=	no	OCP/depo	
for	duration	of	use

Rx	only

Copper	
IUS

Copper	T IUD Efficacy	close	to	99%	 The	most	effective	form	of	
emergency	contraception**

Requires	insertion

Need	pregnancy	test,	endocervical collections	
for	gonorrhea	and	chlamydia	at	time of	
insertion,	+/- prophylactic	abx for	
gonorrhea/chlamydia



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Emergency	Contraception
SAQ	2018:	Teenager	girl,	16	yr old	had	a	consensual	intercourse	and	see	you	in	your	office	
on	day	3.

When	is	the	time	frame	you	can	give	her	hormonal contraception	that	is	very	effective?
5	days

She’s	interested	in	copper	IUD,	when’s	the	latest	time	you	can	insert	it?
7	days

What	are	2	management	option	for	her?
Provide	Ella
Insert	Copper	IUS



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Emergency	Contraception
MCQ	2012:	15y	girl	is	requesting	emergency	contraception	at	60h	after	
having	had	unprotected	intercourse	with	her	boyfriend.	What	is	the	
best	course	of	action?
a. Refer	for	insertion	of	a	copper	IUD	– most	effective… BUT	will	
she	follow	through?
b. Yuzpe method
c. Plan	B
d. She	is	too	late	for	EC



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Emergency	Contraception
MCQ	2011: A	15	yr girl	come	50	hours	after	having	broken	condom	
during	sexual	relation.	What	do	you	need	to	do	before	giving	her	the	
emergency	contraception
a.	Pap	test
b.	Physical	examination
c.	Gonorrhoea and	Chlamydia	screen
d.	Nothing



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Emergency	Contraception
MCQ	2006:	Teen	gets	emergency	contraception.	You	tell	her	she’ll	get	
nausea	and:
a.	If	she	gets	bleeding	in	2-3	days,	there’s	no	chance	she	could	be	
pregnant
b.	She’ll	get	bleeding	in	2	weeks	and	she	needs	to	have	a	repeat	preg
test
c.	She’ll	get	bleeding	in	3	weeks	and	I	forget	the	details	but	only	b)	had	
“you	must	have	another	pregnancy	test”	in	the	answer



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Emergency	Contraception
MCQ	2013:	Girl	vomited	90	mins	after	plan	B,	what	do	you	do
a)	Give	Yuzpe
b)	Give	plan	B	again	in	12	hours
c)	Give	another	dose	now
d)	Reassure



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Emergency	Contraception
• There	are	NO	absolute	contraindications	to	the	use	of	emergency	
hormonal	contraception	except	known	pregnancy,	and	this	is	only	
because	it	is	ineffective…
• Complete	a	pregnancy	test	if	they	do	not	experience	normal	
menstrual	bleeding	by	21	days	following	EC	treatment	or	by	28	days	if	
an	oral	contraceptive	was	started	after	taking	hormonal	EC	
• Repeat	dose	if	vomit	<	1	hour



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Emergency	Contraception
MCQ	2011: A	15	yr girl	come	50	hours	after	having	broken	condom	
during	sexual	relation.	What	do	you	need	to	do	before	giving	her	the	
emergency	contraception
a.	Pap	test
b.	Physical	examination
c.	Gonorrhoea and	Chlamydia	screen
d.	Nothing



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Emergency	Contraception
MCQ	2006:	Teen	gets	emergency	contraception.	You	tell	her	she’ll	get	
nausea	and:
a.	If	she	gets	bleeding	in	2-3	days,	there’s	no	chance	she	could	be	
pregnant
b.	She’ll	get	bleeding	in	2	weeks	and	she	needs	to	have	a	repeat	preg
test… follow	up	is	an	important	aspect	of	emergency	contraception
c.	She’ll	get	bleeding	in	3	weeks	and	I	forget	the	details	but	only	b)	had	
“you	must	have	another	pregnancy	test”	in	the	answer



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Emergency	Contraception
MCQ	2013:	Girl	vomited	90	mins	after	plan	B,	what	do	you	do
a)	Give	Yuzpe
b)	Give	plan	B	again	in	12	hours
c)	Give	another	dose	now
d)	Reassure



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- HPV
SAQ	2016:	
a. List	4	clinical	entities	that	the	HPV	vaccine	prevents.	

b.	Some	children	can	get	2	injections	instead	of	3.	What	group	of	
children	does	this	apply	to?



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- HPV



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- HPV
• HPV	lifetime	incidence	without	vaccine	>70%
• Newest:	Gardasil	9,	the	nonavalent vaccine	
against	HPV	types	6,	11,	16,	18,	31,	33,	45,	52	
and	58

• HPV-9	vaccine	should	be	administered	
routinely	to	all	children	at	9	to	13	years	of	age
• Two	doses	6	months	apart

• 15	years	+	- catch	up	program
• 3	doses
• If	immunized	with	HPV-2	or	-4	can	repeat	full	

course
• Immunocompromised	children	and	children	
infected	with	HIV	should	get	three	doses	of	
HPV	vaccine

• Vertical	transmission	‘juvenile-onset	recurrent	
respiratory	papillomatosis’

• Asymptomatic
• Warts

• HPV	6,	11	cause	90%	genital	warts
• Malignancies

• HPV	is	necessary	for	the	development	of	cervical	
cancer

• vaginal	cancers
• penile	and	anal	cancers
• vulvar	cancers



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- HPV
SAQ	2016:	
a. List	4	clinical	entities	that	the	HPV	vaccine	prevents.	

• Warts
• HPV	6,	11	cause	90%	genital	warts

• Malignancies
• HPV	is	necessary	for	the	development	of	cervical	cancer
• vaginal	cancers
• penile	and	anal	cancers
• vulvar	cancers

b.	Some	children	can	get	2	injections	instead	of	3.	What	group	of	children	does	this	apply	to?	

Out	of	date	now.	Most	children	SHOULD	only	get	2	doses.	Answer	would	be	children	9-14	years	old.



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- HPV
MCQ	2017:	At	what	age	should	screening	begin	with	PAP	smear?
a.	21	years
b.	18	years
c.	After	sexual	intercourse

MCQ	2016: A	15	year	old	healthy	girl	in	your	practice	tells	you	that	she	plans	to	
become	sexually	active	soon.	When	does	she	need	her	first	pelvic	exam	and	pap	
smear?
a.	Now
b.	Before	she	starts	OCPs,	then	every	1-2	years
c.	21	years	of	age
c.	In	3	years	then	every	1-2	years



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- HPV

• SOGC:	Age	21+
• Unclear	role	of	incorporating	HPV	
testing

• NOT	REQUIRED	FOR	
CONTRACEPTION



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	- HPV
MCQ	2017:	At	what	age	should	screening	begin	with	PAP	smear?
a.	21	years
b.	18	years
c.	After	sexual	intercourse

MCQ	2016: A	15	year	old	healthy	girl	in	your	practice	tells	you	that	she	plans	to	
become	sexually	active	soon.	When	does	she	need	her	first	pelvic	exam	and	pap	
smear?
a.	Now
b.	Before	she	starts	OCPs,	then	every	1-2	years
c.	21	years	of	age
d.	In	3	years	then	every	1-2	years



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Genital	lesions
SAQ	2016:	14	year	old	adolescent	female	presents	with	genital	
pain. She	also	has	occasional	headaches,	but	does	not	have	any	other	
symptoms.	On	examination,	she	has	two	0.5	cm	lesions	at	her	inner	
labia	minora. Besides	HSV,	what	are	four	other	possible	causes?



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Genital	lesions
Condition Clinical	Clues Test

HSV Vesicle	rupture	to	form	shallow	ulcer
First-time	infections	may	cause	constitutional	symptoms	and	lymphadenopathy Swab	lesion/vesicle	fluid	- PCR

Treponema	pallidum	(syphilis)
Ulcer	with	well-demarcated	indurated	borders	and	a	clean	base	(chancre)
Painless*
Usually	single

RPR
VRDL

Haemophilus	ducreyi	(chancroid)

Unindurated and	undermined	borders	and	a	purulent	base
Painful
Multiple
Unilateral	or	bilateral	painful	adenopathy	in	>50%
Inguinal	bubo	formation	and	rupture	may	occur
History	of	contact	with	high	risk	individual	(sex-traffic)

Culture

Behcet	disease

Similar	in	appearance	to	the	oral	aphthae	and	are	usually	painful
Scar	formation	is	frequent
Urethritis	unusual
Recurrent	aphthous ulcerations	along	with	characteristic	systemic	manifestations (ocular	disease,	
especially	hypopyon,	panuveitis,	or	retinal	vasculitis;	neurologic	disease	including	characteristic	
central	nervous	system	parenchymal	findings;	vascular	disease,	particularly	pulmonary	artery	
aneurysms,	Budd-Chiari	syndrome,	and	cerebral	venous	thrombosis;	and	patients	with	pathergy
manifestations)

No pathognomonic	laboratory	
tests	in	Behçet syndrome

Crohn	disease Extraintestinal	manifestation
Swelling,	pain,	edema,	erythema,	and	ulceration

Scope!

Acute	genital	ulcers	due	to	EBV

Unrelated	to	sexual	activity
Viral	illness	preceding,	fever	and	malaise
0.5-2.5	cm	lesions,	bilateral,	symmetric,	painful,	necrotic
Inguinal	lymphadenopathy

EBV	titres

Aphthous ulcers
Mycoplasma	pneumoniae,	viral	upper	respiratory	infection	(parvovirus,	influenza,	paramyxovirus)	
or	gastroenteritis	(salmonella),	toxoplasmosis, Streptococcus,	mumps,	cytomegalovirus,	and	
Lyme	disease



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Genital	lesions
SAQ	2016:	14	year	old	adolescent	female	presents	with	genital	
pain. She	also	has	occasional	headaches,	but	does	not	have	any	other	
symptoms.	On	examination,	she	has	two	0.5	cm	lesions	at	her	inner	
labia	minora. Besides	HSV,	what	are	four	other	possible	causes?

Mycoplasma
Crohn’s	
Behcet’s
Syphilis



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– G	+	C
MCQ	2017:	A	15	year	old	otherwise	healthy	female	is	sexually	active	
and	comes	in	for	a	annual	health	check.	According	to	the	Greig health	
record,	which	of	the	following	should	she	get:
a.	Chlamydia,	gonorrhea	testing
b.	Chlamydia,	gonorrhea	and	HIV	testing
c.	Chlamydia,	gonorrhea,	HIV	testing	and	Pap	smear



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– G	+	C



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– G	+	C
MCQ	2017:	A	15	year	old	otherwise	healthy	female	is	sexually	active	
and	comes	in	for	a	annual	health	check.	According	to	the	Greig health	
record,	which	of	the	following	should	she	get:
a.	Chlamydia,	gonorrhea	testing
b.	Chlamydia,	gonorrhea	and	HIV	testing	(in	Alberta	I	would	also	
suggest	syphilis…)
c.	Chlamydia,	gonorrhea,	HIV	testing	and	Pap	smear



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– G	+	C
MCQ	2016: A	15	year-old	female	presents	to	you	after	her	17	year-old	
male	partner	was	treated	for	gonorrhea.	What	do	you	need	to	do	
before	you	provide	her	with	antibiotic	treatment:
a.	Provide	right	away
b.	Call	CAS
c.	Call	parents	for	consent
d.	Call	CAS	and	call	the	parents	for	consent



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– G	+	C
MCQ	2016: A	15	year-old	female	presents	to	you	after	her	17	year-old	
male	partner	was	treated	for	gonorrhea.	What	do	you	need	to	do	
before	you	provide	her	with	antibiotic	treatment:
a.	Provide	right	away	– close	in	age	exception.	
b.	Call	CAS
c.	Call	parents	for	consent
d.	Call	CAS	and	call	the	parents	for	consent



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– G	+	C
MCQ	2005:	What	is	the	most	common	presentation	of	Chlamydia	in	a	
postpubertal adolescent?	
a.	Cervicitis
b.	asymptomatic
c.	PID
d.	vaginitis



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– G	+	C



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– G	+	C
MCQ	2005:	What	is	the	most	common	presentation	of	Chlamydia	in	a	
postpubertal adolescent?	
a.	Cervicitis
b.	asymptomatic
c.	PID
d.	vaginitis



Pregnancy	issues,	contraception,	sexually	
transmitted	infections
MCQ	2009: Teen	with	chlamydial	urethritis. You	are	writing	his	
prescription	when	he	asks	you	when	should	he	become	sexually	active	
again? You	tell	him:
a.	in	7	days
b.	after	treatment
c.	after	his	partner	receives	treatment
d.	until	retested	and	found	to	be	negative



Chlamydia Gonorrhea

Asymptomatic NAAT	first	catch	urine NAAT	first	catch	urine
Pharyngeal/rectal	samples	(institution	
specific	whether	culture	or	NAAT)

Test	of	Cure NAAT	3-4	weeks	after	Tx
Prepubertal
Uncertain compliance
Alternative	treatment
Likely	re-exposure
Pregnancy

Culture 3-4	days	
Prepubertal
Second-line	or	alternative	treatment	is	used
Antimicrobial	resistance	is	suspected
High	re-exposure	risks	
Pregnancy
Previous	treatment	has	failed
Pharyngeal	infection	signs	or	symptoms	
persist	following	treatment

Counselling Abstain	from	sexual	intercourse	for	7	days	after	single-dose	therapy	or	until	
completion	of	a	7-day	regimen	and	resolution	of	symptoms	if	present.	

To	minimize	risk	for	reinfection,	patients	also	should	be	instructed	to	abstain	from	
sexual	intercourse	until	all	of	their	sex	partners	are	treated



Pregnancy	issues,	contraception,	sexually	
transmitted	infections
MCQ	2009: Teen	with	chlamydial	urethritis. You	are	writing	his	prescription	
when	he	asks	you	when	should	he	become	sexually	active	again? You	tell	
him:
a.	in	7	days	–Missing	partner	component
b.	after	treatment	– Plus	7	days,	plus	partner	treatment
c.	after	his	partner	receives	treatment	– Also	need	to	wait	7	days
d.	until	retested	and	found	to	be	negative	- Chlamydia	no	test	of	cure	needed

None	of	the	above



Pregnancy	issues,	contraception,	sexually	
transmitted	infections
MCQ	2007:	A	female	adolescent	is	diagnosed	with	gonorrhea	on	
cervical	culture.	What	is	the	best	treatment?
a.	Clarithromycin	and	Cefixime
b.	Cipro	and	azithro
c.	Ceftriaxone
d.	Cipro



Pregnancy	issues,	contraception,	sexually	
transmitted	infections



Need	double	coverage	for	super	gonorrhea



Pregnancy	issues,	contraception,	sexually	
transmitted	infections
MCQ	2007:	A	female	adolescent	is	diagnosed	with	gonorrhea	on	
cervical	culture.	What	is	the	best	treatment?
a.	Clarithromycin	and	Cefixime
b.	Cipro	and	azithro
c.	Ceftriaxone
d.	Cipro

None	of	the	above.	Need	to	treat	with	two	agents	for	gonorrhea	for	
concerns	of	resistance.	Other	regimes	listed	don’t	make	sense.	



Pregnancy	issues,	contraception,	sexually	
transmitted	infections
MCQ	2018:	15yo	M	with	fever	x	24	hours,	one	sided	scrotal	pain	and	
swelling,	with	dysuria	and	pyuria.	Urinalysis	shows	WBC- best	
management?
a)	Refer	to	urology
b)	Treat	him	with	antibiotics
c)	Treat	him	and	sexual	partners	with	antibiotics



Pregnancy	issues,	contraception,	sexually	
transmitted	infections
MCQ	2004: You	are	seeing	a	teenage	girl	whom	you	suspect	has	
PID. What	would	exclude	PID?
a.	Negative	pregnancy	test
b.	Negative	screen	for	GC
c.	Negative	screen	for	Chlamydia
d.	Absence	of	white	cells	in	cervical	discharge	(cervical	wet	mount	
negative	for	WBC’s)
e.	Positive	pregnancy	test



Pregnancy	issues,	contraception,	sexually	
transmitted	infections	– Complications	of	STIs
Epidydimitis
• acute	onset	of	unilateral	testicular	pain	and	swelling	often	with	

tenderness	of	the	epididymis	and	vas	deferens	and	occasionally	with	
erythema	and	edema	of	the	overlying	skin

• In	sexually	transmitted	epididymitis,	symptoms	of	urethritis	or	a	
urethral	discharge	may	be	present

• Testicular	torsion	should	be	considered	in	all	cases,	as	it	is	a	surgical	
emergency

• Evaluation	for	epididymitis	should	include	the	following:
• Urethral	swab	for	Gram	stain.
• Collection	of	specimens	for	identification	of	N.	gonorrhoeae	and	C.	

trachomatis	(intraurethral exudate	or	urine	according	to	available	
laboratory	techniques.)

• Microscopy	and	culture	of	mid-stream	urine.

PID
• PID	is	a	polymicrobial infection	with	multiple	microbial	etiologies.

• Negative	laboratory	results	do	not	rule	out	a	diagnosis	of	PID.

• A	normal	ultrasound	study	does	not	rule	out	a	diagnosis	of	PID.

• Complications:	Tubal	factor	infertility,	ectopic	pregnancy,	chronic	pelvic	
pain,	perihepatitis,	tubo-ovarian	abscess

Canadian	Guidelines	on	Sexually	Transmitted	Infections



Pregnancy	issues,	contraception,	sexually	
transmitted	infections
MCQ	2018:	15yo	M	with	fever	x	24	hours,	one	sided	scrotal	pain	and	
swelling,	with	dysuria	and	pyuria.	Urinalysis	shows	WBC- best	
management?
a)	Refer	to	urology
b)	Treat	him	with	antibiotics
c)	Treat	him	and	sexual	partners	with	antibiotics



Pregnancy	issues,	contraception,	sexually	
transmitted	infections
MCQ	2004: You	are	seeing	a	teenage	girl	whom	you	suspect	has	
PID. What	would	exclude	PID?
a.	Negative	pregnancy	test
b.	Negative	screen	for	GC
c.	Negative	screen	for	Chlamydia
d.	Absence	of	white	cells	in	cervical	discharge	(cervical	wet	mount	
negative	for	WBC’s)
e.	Positive	pregnancy	test



Pregnancy	issues,	contraception,	sexually	
transmitted	infections
MCQ	2006:	13	year	old	girl	presents	with	2	year	history	of	white	vaginal	discharge,	sometimes	itchy	
and	uncomfortable.	Onset	of	menarche	at	age	12.5	yo. Not	sexually	active.	What	is	likely	diagnosis?
a.	Physiological	leucorrhea
b.	Candida	vaginitis
c.	Chlamydia	cervicitis
d.	Gardneralla vaginitis

MCQ	2004:	A	13	year	old	girl	complains	of	18	months	of	intermittent	milky	white	vaginal	
discharge. It	occasionally	causes	irritation	and	itch. Menarche	began	at	age	12.5	years. This	is	most	
consistent	with:
a.	Physiologic	leukorrhea
b.	Candida	vaginitis
c.	chlamydia
d.	gardnerella



Pregnancy	issues,	contraception,	sexually	
transmitted	infections
MCQ	2006:	13	year	old	girl	presents	with	2	year	history	of	white	vaginal	discharge,	sometimes	itchy	
and	uncomfortable.	Onset	of	menarche	at	age	12.5	yo. Not	sexually	active.	What	is	likely	diagnosis?
a.	Physiological	leucorrhea
b.	Candida	vaginitis
c.	Chlamydia	cervicitis
d.	Gardneralla vaginitis

MCQ	2004:	A	13	year	old	girl	complains	of	18	months	of	intermittent	milky	white	vaginal	
discharge. It	occasionally	causes	irritation	and	itch. Menarche	began	at	age	12.5	years. This	is	most	
consistent	with:
a.	Physiologic	leukorrhea
b.	Candida	vaginitis
c.	chlamydia
d.	gardnerella



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse
• Nicotine
• Cannabis
• Caffeine
• Alcohol



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse
MCQ	2007:	Parents	of	a	15y	boy	suspect	he	is	using	drugs.	They	ask	you	
to	obtain	a	urine	sample	and	“add	this	test	on”	after	the	sample	is	
collected.	What	to	do	you	do?
a.	Refer	the	boy	to	psychology
b.	Ask	social	work	consult
c.	Do	as	the	parents	ask
d.	Ask	to	speak	with	the	boy



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse
MCQ	2007:	Parents	of	a	15y	boy	suspect	he	is	using	drugs.	They	ask	you	
to	obtain	a	urine	sample	and	“add	this	test	on”	after	the	sample	is	
collected.	What	to	do	you	do?
a.	Refer	the	boy	to	psychology
b.	Ask	social	work	consult
c.	Do	as	the	parents	ask
d.	Ask	to	speak	with	the	boy



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse
MCQ	2015:	Kid	with	Hx substance	abuse.	Needs	medication	for	ADHD.	Whis is	BEST	
option?
a.	Vyvanse
b.	Methylphenidate	IR
c.	Guanfacine
d.	Ritalin	SR

MCQ	2015: Boy	with	new	diagnose	of	ADHD	and	use	drugs.	What	ADHD	meds	to	
describe?
a.	Vyvanse
b.	Amphetamine	slow	release	(Ritalin)
c.	Dextroamphetamine



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse
MCQ	2005:	What	is	associated	most	with	adolescents	and	illicit	drug	
use?
a.	treated	ADHD
b.	decreased	school	performance



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse
MCQ	2015:	Kid	with	Hx substance	abuse.	Needs	medication	for	ADHD.	Whis is	BEST	
option?
a.	Vyvanse
b.	Methylphenidate	IR
c.	Guanfacine
d.	Ritalin	SR

MCQ	2015: Boy	with	new	diagnose	of	ADHD	and	use	drugs.	What	ADHD	meds	to	
describe?
a.	Vyvanse
b.	Amphetamine	slow	release	(Ritalin)
c.	Dextroamphetamine



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse
MCQ	2005:	What	is	associated	most	with	adolescents	and	illicit	drug	
use?
a.	treated	ADHD
b.	decreased	school	performance



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Nicotine



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Nicotine



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Nicotine
MCQ	2017:	Adolescent	girl	with	bulimia	who	smokes	1.5	packs/day	
wants	to	quit,	and	is	interested	in	nicotine	replacement.	Which	of	the	
following	is	a	contraindication?
a.	There	is	no	contraindication
b.	That	she	still	smokes	a	few	cigarettes	once	in	a	while
c. That	she	is	<18	years	old
d.	Her	eating	disorder



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Nicotine
MCQ	2017:	17	year	old	male	with	history	of	enthesis related	JIA	comes	
to	your	office.	Just	had	a	new	baby	girl	with	his	girlfriend	and	would	like	
to	quit	smoking	for	her	sake.	What	puts	him	MOST	at	risk	of	not	being	
able	to	quit
a.	Chronic	illness
b.	Male	gender
c.	Older	adolescent
d.	Parenthood



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Nicotine



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Nicotine





Notes	About	Smoking	Cessation	Medication	
Options
• Nicotine	replacement	therapy

• 1	cigarette	=	1	mg	nicotine
• Use	patch	q24h	as	a	base	dose	(7mg,	14mg,	21mg),	add	PRN	gum	(chew	and	park	technique),	lozenge	or	spray

• Contraindications
• Serious	arrhythmias
• Unstable	angina
• Hemodynamically	unstable
• Serious	ortho #

• Varenicline (Champix)
• Contraindications:	Known	history	of	hypersensitivity	or	severe	skin	reactions	to	varenicline.

• Reports	of	increased	rates	of	depressed	mood,	agitation,	changes	in	behaviour,	suicidal	thoughts	and	behaviour exist	with	use	
of	varenicline

• Bupropion	(Zyban)
• Contraindications

• History	of	seizure	disorder
• Bulimia	nervosa	(increased	risk	of	seizure)… FDA	extended	that	data	to	AN too
• Reports	of	increased	rates	of	depressed	mood,	agitation,	changes	in	behaviour,	suicidal	thoughts	and	behaviour while	using	

Bupropion	SR	exist	



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Nicotine
MCQ	2017:	Adolescent	girl	with	bulimia	who	smokes	1.5	packs/day	
wants	to	quit,	and	is	interested	in	nicotine	replacement.	Which	of	the	
following	is	a	contraindication?
a. There	is	no	contraindication	
b. b.	That	she	still	smokes	a	few	cigarettes	once	in	a	while
c. That	she	is	<18	years	old
d.	Her	eating	disorder	- Bulimia	is	a	red	herring,	it	is	a	contraindication	
for	bupropion



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Nicotine
MCQ	2017:	17	year	old	male	with	history	of	enthesis related	JIA	comes	
to	your	office.	Just	had	a	new	baby	girl	with	his	girlfriend	and	would	like	
to	quit	smoking	for	her	sake.	What	puts	him	MOST	at	risk	of	not	being	
able	to	quit
a.	Chronic	illness
b.	Male	gender
c.	Older	adolescent
d.	Parenthood



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Nicotine
MCQ	2016:	You	are	seeing	an	adolescent	male	with	a	history	of	asthma.	He	is	
complaining	of	worsening	asthma	symptoms	despite	compliance	with	his	
inhalers.	He	admits	that	his	group	of	friends	has	recently	starting	vaping	and	
dripping.	You	advise:
a)	Advise	him	not	to	be	around	his	friends	when	they	are	dripping
b)	advise	him	there	is	no	harm	in	the	use	of	e-cigarette	products
c)	Advise	him	to	not	be	around	his	friends	when	they	are	using	e-cigarette	
products
d)	Advise	him	not	be	around	his	friends	when	they	use	e-cigarette	products	
with	nicotine
e)	He	should	tell	his	friends	to	stop	vaping



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Nicotine

• A	practice	known	as	‘dripping’,	in	which	users	trickle	drops	of	a	nicotine-containing	fluid	directly	onto	
the	heating	element,	is	associated	with	tank	systems.	While	generating	a	more	potent	vapour,	the	
intense	heat	alters	the	chemical	composition	of	e-liquids,	creating	new	compounds.	Changes	in	
chemical	structure	affect	the	liquid	nicotine,	filler	ingredients	and	any	flavouring(s)	that	are	present.	
The	stronger	the	battery,	the	higher	the	temperature,	making	chemical	reactions	more	complete

• One	significant	potential	danger	of	large	boluses	of	nicotine,	as	generated	by	tank	technology,	is	their	
potential	for	acute	cardiac	events.	A	hypercoagulable	state	may	be	produced,	which	can,	in	turn,	
promote	thrombosis

• Aside	from	nicotine,	e-cigarette	aerosols	may	also	contain	propylene	glycol	and	glycerol/glycerin	as	
filler	materials,	flavourings and	other	chemical	compounds.	Aerosolized	propylene	glycol	and	glycerol	
are	known	to	produce	mouth	and	throat	irritation,	and	dry	cough;	chronic	exposure	in	any	form	is	
discouraged	by	the	chemical	industry

• Exposure	to	fine	particulates	in	the	aerosol	generated	by	e-smoking	may	impair	respiratory	function	in	
users	and	bystanders.	E-cigarettes	produce	copious	amounts	of	fine	particles,	at	times	in	excess	of	
conventional	cigarette	levels. Young	people	could	be	particularly	vulnerable	to	particulate	affects,	
which	may	cause	or	worsen	pre-existing	breathing	problems	such	as	asthma	and	bronchitis

• e-liquids	used	in	these	devices	are	not	required	by	law	to	meet	Canadian	standards	for	labelling	or	
nicotine	content

• significant	potential	danger	of	large	boluses	of	nicotine,	as	generated	by	tank	technology,	is	their	
potential	for	acute	cardiac	events.	A	hypercoagulable	state	may	be	produced,	which	can,	in	turn,	
promote	thrombosis

• Exposure	to	fine	particulates	in	the	aerosol	generated	by	e-smoking	may	impair	respiratory	function	in	
users	and	bystanders.

• Educate	young	patients	and	their	families	on	the	risks	and	hazards	of	e-cigarette	use	and	exposure.

• Make	counselling	on	e-devices	a	segue	into	broader	discussion	of	tobacco	use	and	smoking	cessation.



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Nicotine
MCQ	2016:	You	are	seeing	an	adolescent	male	with	a	history	of	asthma.	He	is	complaining	
of	worsening	asthma	symptoms	despite	compliance	with	his	inhalers.	He	admits	that	his	
group	of	friends	has	recently	starting	vaping	and	dripping.	You	advise:
a)	Advise	him	not	to	be	around	his	friends	when	they	are	dripping
b)	advise	him	there	is	no	harm	in	the	use	of	e-cigarette	products
c)	Advise	him	to	not	be	around	his	friends	when	they	are	using	e-cigarette	products

“Exposure	to	fine	particulates	in	the	aerosol	generated	by	e-smoking	may	impair	
respiratory	function	in	users	and	bystanders.	E-cigarettes	produce	copious	amounts	of	fine	
particles,	at	times	in	excess	of	conventional	cigarette	levels. Young	people	could	be	
particularly	vulnerable	to	particulate	affects,	which	may	cause	or	worsen	pre-existing	
breathing	problems	such	as	asthma	and	bronchitis”
d)	Advise	him	not	be	around	his	friends	when	they	use	e-cigarette	products	with	nicotine
e)	He	should	tell	his	friends	to	stop	vaping



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
• CPS	is	super	obsessed	with	
cannabis
• Good	candidate	for	
MCQ/SAQ/OSCE	station



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
MCQ	2017:	What	is	the	most	common	side	effect	of	marijuana?
a.	Increased	insulin	secretion
b.	Gynecomastia

MCQ	2016:	What	to	tell	an	adolescent	about	marijuana	side	effects:
a.	gynecomastia
b.	testicular	atrophy
c.	Insulin	stimulation



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
SAQ	2018:	Adolescent	female	comes	and	asks	you	about	the	use	of	
medical	marijuana.	What	are	3	long-term	negative	consequences	of	
recreational	or	medical	marijuana?



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
• Consequences	as	per	CPS
• Short	term
• Impairment	of	short	term	
memory,	complex	mental	tasks,	
attention,	judgment,	reaction	
times,	motor	skills.
• Doubled	the	risk	of	being	in	a	
motor	vehicle	accident
• Psychosis	(transient)

• Studies	from	1970’s	say	
gynecomastia	(especially	if	using	
>4x	per	week)

• Long	term
• Structural	brain	changes:	lower	
brain	volumes,	different	folding	
patterns	and	thinning	of	the	
cortex,	less	neural	connectivity	
and	lower	white	matter	integrity
• Use	of	other	substances
• Relationship	with	mood	disorders
• Psychotic	disorder
• Association	with	lower	
educational	attainment
• Cognitive	changes	(?)



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
MCQ	2017:	What	is	the	most	common	side	effect	of	marijuana?
a.	Increased	insulin	secretion
b.	Gynecomastia	(not	actually,	but	ok)

MCQ	2016:	What	to	tell	an	adolescent	about	marijuana	side	effects:
a.	gynecomastia
b.	testicular	atrophy
c.	Insulin	stimulation



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
SAQ	2018:	Adolescent	female	comes	and	asks	you	about	the	use	of	
medical	marijuana.	What	are	3	long-term	negative	consequences	of	
recreational	or	medical	marijuana?

• Structural	brain	changes:	lower	brain	volumes,	different	folding	patterns	
and	thinning	of	the	cortex,	less	neural	connectivity	and	lower	white	matter	
integrity
• Use	of	other	substances
• Relationship	with	mood	disorders
• Psychotic	disorder
• Association	with	lower	educational	attainment
• Cognitive	changes	(?)



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
Cannabis	Intoxication

A.	Recent	use	of	cannabis.

B.	Clinically	significant	problematic	behavioral	or	
psychological	changes	(e.g.,	impaired	motor	coordination,	
euphoria,	anxiety,	sensation	of	slowed	time,	impaired	
judgment,	social	withdrawal)	that	developed	during,	or	
shortly	after,	cannabis	use.

C.	Two	(or	more)	of	the	following	signs	or	symptoms	
developing	within	2	hours	of	cannabis	use:

a. Conjunctival	injection.
b.	Increased	appetite.
c.	Dry	mouth.
d.	Tachycardia.

D.	The	signs	or	symptoms	are	not	attributable	to	another	
medical	condition	and	are	not	better	explained	by	another	
mental	disorder,	including	intoxication	with	another	
substance.

• DDx:
• cannabis-induced	anxiety	disorder
• substance/medication-induced	
psychotic	disorder
• hallucinations	in	the	absence	of	
intact	reality	testing

• Hallucinogens	in	low	doses
• Phencyclidine

• more	likely	to	cause	ataxia	and	
aggressive	behavior



Cannabis	Use	Disorder

A.	A	problematic	pattern	of	cannabis	use	leading	to	clinically	significant	impairment	or	distress,	as	manifested	by	at	least	two of	the	following,	occurring	within	a	12-
month	period:

Cannabis	is	often	taken	in	larger	amounts	or	over	a	longer	period	than	was	intended.

There	is	a	persistent	desire	or	unsuccessful	efforts	to	cut	down	or	control	cannabis	use.

A	great	deal	of	time	is	spent	in	activities	necessary	to	obtain	cannabis,	use	cannabis,	or	recover	from	its	effects.

Craving,	or	a	strong	desire	or	urge	to	use	cannabis.

Recurrent	cannabis	use	resulting	in	a	failure	to	fulfill	major	role	obligations	at	work,	school,	or	home.

Continued	cannabis	use	despite	having	persistent	or	recurrent	social	or	interpersonal	problems	caused	or	exacerbated	by	the	effects	of	cannabis.

Important	social,	occupational,	or	recreational	activities	are	given	up	or	reduced	because	of	cannabis	use.

Recurrent	cannabis	use	in	situations	in	which	it	is	physically	hazardous.

Cannabis	use	is	continued	despite	knowledge	of	having	a	persistent	or	recurrent	physical	or	psychological	problem	that	is	likely to	have	been	caused	or	exacerbated	by	
cannabis.

Tolerance,	as	defined	by	either	of	the	following:
a)	A	need	for	markedly	increased	amounts	of	cannabis	to	achieve	intoxication	or	desired	effect.
b)	Markedly	diminished	effect	with	continued	use	of	the	same	amount	of	cannabis.

Withdrawal,	as	manifested	by	either	of	the	following:
a)	The	characteristic	withdrawal	syndrome	for	cannabis	(refer	to	Criteria	A	and	B	of	the	criteria	set	for	cannabis	withdrawal,	pp.	517–518).
b)	Cannabis	(or	a	closely	related	substance)	is	taken	to	relieve	or	avoid	withdrawal	symptoms.



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
MCQ	2018:	Heavy	pot	user	is	incarcerated.	Withdrawal	symptoms?
a)	none
b)	distorted	thinking/perceptions
c)	palpitations
d)	abdominal	pain



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
Cannabis Withdrawal

A. Cessation	of	cannabis	use	that	has	been	heavy	and	prolonged	(i.e.,	usually	daily	or	almost	daily	use	over	a	
period	of	at	least	a	few	months).

B.	Three	(or	more)	of	the	following	signs	and	symptoms	develop	within	approximately	1	week	after	Criterion	A:
• Irritability,	anger,	or	aggression.
• Nervousness	or	anxiety.
• Sleep	difficulty	(e.g.,	insomnia,	disturbing	dreams).
• Decreased	appetite	or	weight	loss.
• Restlessness.
• Depressed	mood.
• At	least	one	of	the	following	physical	symptoms	causing	significant	discomfort:	abdominal	pain,	

shakiness/tremors,	sweating,	fever,	chills,	or	headache.
C.	The	signs	or	symptoms	in	Criterion	B	cause	clinically	significant	distress	or	impairment	in	social,	
occupational,	or	other	important	areas	of	functioning.

D.	The	signs	or	symptoms	are	not	attributable	to	another	medical	condition	and	are	not	better	explained	by	
another	mental	disorder,	including	intoxication	or	withdrawal	from	another	substance.



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
MCQ	2018:	Heavy	pot	user	is	incarcerated.	Withdrawal	symptoms?
a)	none
b)	distorted	thinking/perceptions
c)	palpitations
d)	abdominal	pain	– our	substance	use	group	felt	this	was	the	best	
answer,	VERY	common	in	the	group	admitted	to	the	concurrent	youth	
disorder	unit



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
MCQ	2013: Teen	who	is	having	cyclic	vomiting	and	relief	only	by	hot	
shower.	Cause?
a)	Chronic	marijuana	use



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
MCQ	2013: Teen	who	is	having	
cyclic	vomiting	and	relief	only	by	
hot	shower.	Cause?
a)	Chronic	marijuana	use

• Cannabis	hyperemesis	
syndrome:	abdominal	pain,	
vomiting,	or	nausea	that	is	
typically	relieved	by	hot	showers
• Treatment:	cessation	of	cannabis	
products	(may	take	x	2	weeks	+),	
IV	fluids,	ondansetron,	benzos,	
topical	capsaicin



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
MCQ	2009:	Teenage	boy	admits	to	smoking	marijuana	with	friends.	
What	to	recommend?
a.	warn	about	effects	of	drug	use	and	discuss	ways	to	reduce	risk
b.	don’t	hang	out	with	those	friends



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Cannabis
MCQ	2009:	Teenage	boy	admits	to	smoking	marijuana	with	friends.	
What	to	recommend?
a.	warn	about	effects	of	drug	use	and	discuss	ways	to	reduce	risk
b.	don’t	hang	out	with	those	friends



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Caffeine
MCQ	2013:	A	teenager	tells	you	he	enjoys	drinking	energy	drinks. You	
advise	him	against	this	because	of	the	dangerous	levels	of:
a)	Ginseng
b)	Sodium	Chloride
c)	Guarana
d)	Vitamin	B	Complex



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Caffeine
• My	answer:
• CPSP	(Canadian	paediatric surveillance	program)	highlights
• http://www.cpsp.cps.ca/uploads/publications/Highlights-energy-drinks.pdf
• Energy	drinks

• Main	ingredients:
• Caffeine
• Guarana	(“herbal	caffeine”)

• Each	gram	of	guarana	can	contain	40-80mg	of	caffeine	(link)
• It	is	natural	product	– thus,	the	amount	of	caffeine	in	guarana	is	NOT	identified	on	can/bottle

• In	2006,	>30%	of	teens	reported	using	energy	drinks
• GH	surge	during	puberty	à slower	metabolism	of	caffeine	à potentially	increased	effect	and	
complications

• Adverse	effects	of	caffeine:	headache,	restlessness,	nervousness,	insomnia,	nausea,	vomiting,	
seizures,	cardiac	arrhythmia,	hypertension,	hallucinations,	delirium	and	even	death.

• Withdrawal	symptoms



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Caffeine
• MCQ	2013:	A	teenager	tells	you	he	enjoys	drinking	energy	drinks. You	
advise	him	against	this	because	of	the	dangerous	levels	of:
• a)	Ginseng
• b)	Sodium	Chloride
• c)	Guarana
• d)	Vitamin	B	Complex



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Alcohol
MCQ	2013:	14	year	old	girl	hanging	at	party	with	friends	then	becomes	
dizzy	then	not	responsive.	Pupils	equal	and	reactive,	normal	reflexes,	
normal	vital	signs,	temp	35.6?	glucose	2.1. Metabolic	acidosis.	Likely	
cause?
a)	ethanol



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Alcohol
MCQ	2006:	What	would	you	be	most	concerned	about	in	an	adolescent	
and	alcohol	abuse?
a.	Poor	school	performance
b.	High	risk	behaviour while	drinking
c.	Depression
d.	Liver	disease



Alcohol,	drug,	tobacco	and	other	substance	
use	and	abuse	- Alcohol
MCQ	2006:	What	would	you	be	most	concerned	about	in	an	adolescent	
and	alcohol	abuse?
a.	Poor	school	performance
b.	High	risk	behaviour while	drinking
c.	Depression
d.	Liver	disease



Chronic	diseases	and	compliance	to	
therapeutic	regimen
• THRxEADS history
• Strategies	to	foster	adherence:

• Education	(update	knowledge,	check	
understanding)

• Relationship	(see	teen	alone,	model	
problem	solving,	involve	teen	in	
decision	making,	avoid	fear	based	
tactics)

• Medication	(individualize	regimen,	
simplify,	cueable time,	consider	
formulation,	discuss	side	effects)

• Memory	(anticipatory	guidance	to	
walk	teen	through	problem	areas,	cue	
medication	to	daily	activity,	
watch/phone	alarm,	self	monitoring	
with	chart/phone)

• Family	(encourage	involvement	
without	nagging,	discuss	$	concerns,	
promote	non-medical	time	together,	
advocate	for	teen	with	overprotective	
parents)

• Psychiatric	(high	index	of	suspicion	for	
eating	disorder,	early	diagnosis/tx
mood/anxiety	disorders,	be	aware	of	
possible	psychiatric	complications	of	
medications)

• Peer/mentor	(mentorship	training,	
involvement	of	friends)



Sexuality:	male	/	female	issues,	sexual	
orientation
• Sexual	orientation
• Gender	care	(not	technically	sexual	orientation…)



Sexuality:	male	/	female	issues,	sexual	
orientation
SAQ	2018: 15y	male	discloses	that	he	is	gay.	What	are	5	medical,	social	
or	psychological	conditions	that	homosexual	teens	are	at	increased	risk	
for	(5)?



Sexuality:	male	/	female	issues,	sexual	
orientation
MCQ	2010: Teenager	presents	to	ED	with	suicide	attempt.	greatest	risk	
for	attempting	suicide	again	in	a	week
a.	recent	relationship	breakup
b.	homosexuality



Sexuality:	male	/	female	issues,	sexual	
orientation

• Risks:
• 1⁄2	are	verbally/physically	assaulted	in	
school

• 2-4x	more	likely	to	be	threatened	with	a	
weapon	at	school

• 2-7x	more	risk	of	suicide
• Higher	risk	of	school	drop	out
• Kicked	out	from	home,	street	involved
• More	likely	to	start	using	
cigarettes/alcohol/drugs	at	earlier	age

• Higher	risk	of	‘club	drugs’	use
• Increased	risk	of	STI

• Swab	for	gonorrhea	(urethra/urine,	pharynx,	
anus),	swab	for	chlamydia urethra/urine),	
VDRL,	HIV,	Stool	culture	and	O+P

• More	likely	to	have	nonconsensual	
intercourse



Sexuality:	male	/	female	issues,	sexual	
orientation
SAQ	2018: 15y	male	discloses	that	he	is	gay.	What	are	5	medical,	social	or	
psychological	conditions	that	homosexual	teens	are	at	increased	risk	for	(5)?

• 1⁄2	are	verbally/physically	assaulted	in	school
• 2-4x	more	likely	to	be	threatened	with	a	weapon	at	school
• 2-7x	more	risk	of	suicide
• Higher	risk	of	school	drop	out
• Kicked	out	from	home,	street	involved
• More	likely	to	start	using	cigarettes/alcohol/drugs	at	earlier	age
• Higher	risk	of	‘club	drugs’	use
• Increased	risk	of	STI

• Swab	for	gonorrhea	(urethra/urine,	pharynx,	anus),	swab	for	chlamydia urethra/urine),	
VDRL,	HIV,	Stool	culture	and	O+P

• More	likely	to	have	nonconsensual	intercourse



Sexuality:	male	/	female	issues,	sexual	
orientation
MCQ	2010: Teenager	presents	to	ED	with	suicide	attempt.	greatest	risk	
for	attempting	suicide	again	in	a	week
a.	recent	relationship	breakup
b.	Homosexuality

But	this	question	is	terrible… There	is	a	more	recent	CPS	statement	
about	suicide



Sexuality:	male	/	female	issues,	sexual	
orientation	– Gender	Diversity	Care
MCQ	2017:	15	year	old	girl	who	has	undergone	puberty,	with	a	normal	
exam,	who	is	in	your	office	and	shares	that	she	feels	that	she	has	
always	identified	more	as	a	boy.	She	is	is	very	distressed	by	her	breast	
growth	and	menstruation.	Most	appropriate	plan:
a.	Listen	attentively	and	referral	for	gender	dysphoria
b.	LH,	FSH,	estrogen	levels
c.	Listen	attentively	and	reassure	that	this	is	part	of	normal	
development



Sexuality:	male	/	female	issues,	sexual	
orientation	– Gender	Diversity	Care
MCQ	2018: You’re	seeing	an	adolescent	transgender	female	patient.	
What	anticipatory	guidance	should	be	discussed?
a.	Sperm	banking
b.	Eventual	pap	testing
c.	Breast	self-exam
d.	Oocyte	preservation



Sexuality:	male	/	female	issues,	sexual	
orientation	– Gender	Diversity	Care

• 1.2%	to	4.1%	of	adolescents	
reporting	a	gender	identity	
different	from	that	assigned	at	
birth	
• In	2010,	47%	of	trans	youth	in	
Ontario	had	thought	about	suicide	
and	19%	had	attempted	suicide	in	
the	preceding	year	(Scanlon,	
Travers,	Coleman,	Bauer,	&	Boyce,	
2010)
• Gender	Dysphoria	is	a	diagnosis,	
gender	variance	is	not
• We	do	not	use	the	term	Gender	
Identity	Disorder	anymore



Sexuality:	male	/	female	issues,	sexual	
orientation	– Gender	Diversity	Care



Sexuality:	male	/	female	issues,	sexual	
orientation	– Gender	Diversity	Care
• Affirming	approach	- name,	
pronouns	of	choice,	de-
stigmatize	gender	variance,	
privacy
• Support	family	to	support	youth	
– improved	rates	of	depression,	
suicidal	ideation,	suicide	
attempts



Sexuality:	male	/	female	issues,	sexual	
orientation	– Gender	Diversity	Care
• Display	trans-friendly	and	queer-friendly	markers	in	your	clinic/office	
• Provide	access	to	non-gendered	bathrooms
• Have	non-gendered	intake	forms,	ask	about	parent	1/2	instead	of	mother/father
• Have	staff	ask	about	preferred	name/pronoun	for	everyone
• Introductions	“Hi,	my	name	is	Dr.	X,	my	pronouns	are	she/her.	What	can	I	call	you?"
• Reinforce	confidentiality	– who	knows	(i.e.	should	the	referring	doctor	know?	Which	pronouns	
should	you	use	around	parents?)

• Use	non-gendered	language	in	history	taking	(i.e.	pregnant	person,	partner)
• Take	a	patient’s	lead	when	discussing	anatomy	(some	people	prefer	front-hole,	chest	tissue,	etc)
• Include	question	about	gender	identity	in	HEADS	history
• Don’t	ask	medically	unnecessary	questions,	try	to	explain	reason	for	a	sensitive	question
• Do	your	best!	Apologize	and	move	on	if	you	make	a	mistake



Mental	Health Screen	for	depression,	anxiety,	suicidal	ideation,	eating	disorders,	substance	use	disorders

Fertility	
Preservation

Oocyte	preservation	for	transmen
Sperm	banking	for	transwomen
• Cost	may	be	a	barrier
• Biggest	“regret”	of	many	trans	adults
• Oocyte	preservation	is	a	invasive	process	(daily	intravaginal	U/S...)

Bone	health Calcium	(dietary	+supplements	if	needed)	and	vitamin	D
Weight	bearing	activity
Consider	BMD	if	on	lupron without	hormone	replacement	for	prolonged	period	(usually	up	to	2	years	ok)

Sexual	health STIs	- swab	appropriate	parts…
Cervical	cancer	screening	for	patients	with	a	cervix	as	per	guideline	for	cis	women
Contraception	based	on	sexual	practices- technically	lupron/testosterone	are	NOT	contraceptive

Health	maintenance BP,	height,	weight,	physical	exam	(+/- SMR	staging…	if	done	puberty	based	on	history,	who	cares?	But	for	younger	patients	it	helps	with	triage)
Annual	preventive	care	visits
Immunizations
Yearly	bloodwork	for	maintenance	based	on	hormone	replacement	(CBC,	liver	enzymes,	lipids	reasonable)

Social	Transition Name	change
Gender	marker	change	(may	require	letter	from	physician)
Binding,	tucking	- discuss	safety
Hair	removal
Voice	training

Medical	Transition Puberty	suppression
• Male	or	female	bodied

• GnRH	agonists	(lupron)
• Male	bodied

• Anti-androgens	(spironolactone,	cyproterone)
• Female	bodied

• Menstrual	suppression
Cross	sex	hormones
Gender	affirming	surgeries WPATH,	Sherbourne and	clinical	experience



Sexuality:	male	/	female	issues,	sexual	
orientation	– Gender	Diversity	Care
MCQ	2017:	15	year	old	girl	who	has	undergone	puberty,	with	a	normal	
exam,	who	is	in	your	office	and	shares	that	she	feels	that	she	has	
always	identified	more	as	a	boy.	She	is	is	very	distressed	by	her	breast	
growth	and	menstruation.	Most	appropriate	plan:
a.	Listen	attentively	and	referral	for	gender	dysphoria
b.	LH,	FSH,	estrogen	levels
c.	Listen	attentively	and	reassure	that	this	is	part	of	normal	
development



Sexuality:	male	/	female	issues,	sexual	
orientation	– Gender	Diversity	Care
MCQ	2018: You’re	seeing	an	adolescent	transgender	female	patient.	
What	anticipatory	guidance	should	be	discussed?
Affirmative	approach	means	we	will	take	person’s	lead	with	gender,	
pronouns.	Transgender	female	assumes	male-assigned.	
a.	Sperm	banking
b.	Eventual	pap	testing
c.	Breast	self-exam
d.	Oocyte	preservation



Sexuality:	male	/	female	issues,	sexual	
orientation	– Gender	Diversity	Care
• Suggested	resources	(not	for	Royal	College	but	for	life):
• World	Professional	Association	for	Transgender	Care	Standards	of	Care
• Sherbourne Health	Guidelines	and	Protocols	for	Trans	Care



Fatigue



Nutrition:	Health	implications	of	restricted	diets,	
fad	diets,	diets	determined	by	custom	or	
socioeconomic	situation
MCQ	2017:	12	year	old	embarking	upon	a	vegan	diet.	Which	of	the	following	is	the	BEST	advice	to	
give?
a.	Take	VB12	supplements
b.	Take	Zinc	supplements
c.	Take	VitD supplements
d.	See	a	dietician

MCQ	2016: .	12	year-old	teen	presents	to	your	office	and	tells	you	she	would	like	to	begin	a	vegan	
diet.	What	is	the	best	advice	you	can	give	her	today:
a.	Vitamin	B12
b.	Iron
c.	Consult	a	dietitician or	nutritionist
d. Calcium	supplements



Nutrition:	Health	implications	of	restricted	diets,	
fad	diets,	diets	determined	by	custom	or	
socioeconomic	situation


