ONLINE
EXCLUSIVE

Anticipating the care
adolescents will need

The HEADSS approach is one way to begin discussing
key clinical and social topics and to guide further
screening or intervention.

PRACTICE
RECOMMENDATIONS

screening tool for adolescents
that asks about personal use
of alcohol and use of alcohol
by friends; this resource
offers a risk assessment with
recommendations. (C)

) Consider using the
American Academy of
Pediatrics Family Media
Plan to provide age-specific
guidelines to help parents
or caregivers establish rules
for online activities. (€)

Strength of recommendation (SOR)

Good-quality patient-oriented
evidence

Inconsistent or limited-quality
patient-oriented evidence

Consensus, usual practice,
opinion, disease-oriented
evidence, case series

) Consider using a 2-question
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dolescents are an increasingly diverse population re-
Aﬂecting changes in the racial, ethnic, and geopolitical

milieus of the United States. The World Health Organi-
zation classifies adolescence as ages 10 to 19 years.! However,
given the complexity of adolescent development physically,
behaviorally, emotionally, and socially, others propose that
adolescence may extend to age 24.*

Recognizing the specific challenges adolescents face is
key to providing comprehensive longitudinal health care.
Moreover, creating an environment of trust helps to ensure
open 2-way communication that can facilitate anticipatory
guidance.

Our review focuses on common adolescent issues, includ-
ing injury from vehicles and firearms, tobacco and substance
misuse, obesity, behavioral health, sexual health, and social
media use. We discuss current trends and recommend strate-
gies to maximize health and wellness.

Start by framing the visit

Confidentiality

Laws governing confidentiality in adolescent health care vary
by state. Be aware of the laws pertaining to your practice set-
ting. In addition, health care facilities may have their own poli-
cies regarding consent and confidentiality in adolescent care.
Discuss confidentiality with both an adolescent and the par-
ent/guardian at the initial visit. And, to help avoid potential
misunderstandings, let them know in advance what will (and
will not) be divulged.

The American Academy of Pediatrics has developed a
useful tip sheet regarding confidentiality laws (www.aap.
org/en-us/advocacy-and-policy/aap-health-initiatives/
healthy-foster-care-america/Documents/Confidentiality_
Laws.pdf). Examples of required (conditional) disclosure
include abuse and suicidal or homicidal ideations. Patients
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TABLE 1

Exceptions to maintaining confidentiality in caring for an adolescent*

Exception

Comments

Suspected abuse or neglect

appropriate authorities.

Must report suspected emotional, sexual, or physical abuse or neglect to the

Engaging in consensual sexual activities Laws vary by state.

Key considerations:

consent to the activity?

¢ Does the sexual relationship involve a family member, clergy member, or
person in a position of authority?

¢ |s the adolescent able to comprehend, make informed decisions about, or

¢ Does the relationship involve violence or coercion?

Suicidal ideation or attempt

Confidentiality must be violated to ensure the safety of the patient.

Homicidal ideation

Laws vary by state in terms of warning the potential victim(s).

Violent injuries

have a criminal cause.

Most states require reporting of gunshot wounds and stab wounds if they appear to

STls

Selected STIs must be reported to public health authorities.

Behavioral health concerns

Confidentiality must be violated in circumstances of potential harm to self or others.

Required parental notification

(eg, pregnancy termination).

Some states require parental notification for certain procedures or services

STls, sexually transmitted infections.

2 Always consult state and federal law for prevailing rules.

E2

should understand that sexually transmitted
infections (STIs) are reportable to public
health authorities and that potentially
injurious behaviors to self or others (eg,
excessive drinking prior to driving) may also
warrant disclosure (TABLE 1°).

Privacy and general visit structure

Create a safe atmosphere where adolescents
can discuss personal issues without fear of
repercussion or judgment. While parents
may prefer to be present during the visit, al-
lowing for time to visit independently with an
adolescent offers the opportunity to reinforce
issues of privacy and confidentiality. Also dis-
cuss your office policies regarding electronic
communication, phone communication, and
relaying test results.

A useful paradigm for organizing a visit
for routine adolescent care is to use an ex-
panded version of the HEADSS mnemonic
(TABLE 245), which includes questions about
an adolescent’s Home, Education, Activi-
ties, Drug and alcohol use, Sexual behav-
ior, Suicidality and depression, and other
topics. Other validated screening tools in-

clude RAAPS (Rapid Adolescent Prevention
Screening)®  (www.possibilitiesforchange.
com/raaps/); the Guidelines for Adolescent
Preventive Services’; and the Bright Futures
recommendations for preventive care from
the American Academy of Pediatrics.? Below,
we consider important topics addressed with
the HEADSS approach.

Injury from vehicles and firearms

Motor vehicle accidents and firearm wounds
are the 2 leading causes of adolescent injury.
In 2016, of the more than 20,000 deaths in
children and adolescents (ages 1-19 years),
20% were due to motor vehicle accidents
(4074) and 15% were a result of firearm-
related injuries (3143). Among firearm-
related deaths, 60% were homicides,
35% were suicides, and 4% were due to acci-
dental discharge.® The rate of firearm-related
deaths among American teens is 36 times
greater than that of any other developed na-
tion.’ Currently, 1 of every 3 US households
with children younger than 18 has a firearm.
Data suggest that in 43% of these households,
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the firearm is loaded and kept in an unlocked
location."

To aid anticipatory guidance, ask ado-
lescents about firearm and seat belt use,
drinking and driving, and suicidal thoughts
(TABLE 2%5). Advise them to always wear seat
belts whether driving or riding as a pas-
senger. They should never drink and drive
(or get in a car with someone who has been
drinking). Advise parents that if firearms are
present in the household, they should be
kept in a secure, locked location. Weapons
should be separated from ammunition and
safety mechanisms should be engaged on all
devices.

Tobacco and substance misuse

I Tobacco use, the leading preventable cause
of death in the United States,! is responsible
for more deaths than alcohol, motor vehicle
accidents, suicides, homicides, and HIV dis-
ease combined.”” Most tobacco-associated
mortality occurs in individuals who began
smoking before the age of 18.* Individuals
who start smoking early are also more likely
to continue smoking through adulthood.

Encouragingly, tobacco use has declined
significantly among adolescents over the past
several decades. Roughly 1 in 25 high school
seniors reports daily tobacco use.' Adoles-
cent smoking behaviors are also changing
dramatically with the increasing popularity
of electronic cigarettes (“vaping”). Currently,
more adolescents vape than smoke ciga-
rettes.”® Vaping has additional health risks
including toxic lung injury.

Multiple resources can help combat to-
bacco and nicotine use in adolescents. The
US Preventive Services Task Force recom-
mends that primary care clinicians intervene
through education or brief counselling to
prevent initiation of tobacco use in school-
aged children and adolescents.! Ask teens
about tobacco and electronic cigarette use
and encourage them to quit when use is ac-
knowledged. Other helpful office-based tools
are the “Quit Line” 800-QUIT-NOW and tex-
ting “Quit” to 47848. Smokefree teen (https://
teen.smokefree.gov/) is a website that re-
views the risks of tobacco and nicotine use
and provides age-appropriate cessation tools

N MDEDGE.COM/FAMILYMEDICINE

and tips (including a smartphone app and a
live-chat feature). Other useful information is
available in a report from the Surgeon Gen-
eral on preventing tobacco use among young
adults.'

1 Alcohol use. Three in 5 high school stu-
dents report ever having used alcohol.”® As
with tobacco, adolescent alcohol use has de-
clined over the past decade. However, binge
drinking (= 5 drinks on 1 occasion for males;
> 4 drinks on 1 occasion for females) re-
mains a common high-risk behavior among
adolescents (particularly college students).
Based on the Monitoring the Future Survey,
1 in 6 high school seniors reported binge
drinking in the past 2 weeks."* While histori-
cally more common among males, rates of
binge drinking are now basically similar be-
tween male and female adolescents.’

The National Institute on Alcohol Abuse
and Alcoholism has a screening and inter-
vention guide specifically for adolescents.’
A 2-question screening tool asking about
personal use of alcohol and use of alcohol by
friends is followed by a risk assessment with
recommendations to advise young patients
not to drink and to assist them with appropri-
ate intervention and follow-up (https://pubs.
niaaa.nih.gov/publications/Practitioner/
YouthGuide/YouthGuidePocket.pdf).

1 lllicit drug use. Half of adolescents re-
port using an illicit drug by their senior year
in high school.”® Marijuana is the most com-
monly used substance, and laws governing
its use are rapidly changing across the United
States. Marijuana is illegal in 10 states and
legal in 10 states (and the District of Colum-
bia). The remaining states have varying poli-
cies on the medical use of marijuana and the
decriminalization of marijuana. In addition,
cannabinoid (CBD) products are increas-
ingly available. Frequent cannabis use in
adolescence has an adverse impact on gen-
eral executive function (compared with adult
users) and learning.!” Marijuana may serve
as a gateway drug in the abuse of other sub-
stances,'® and its use should be strongly dis-
couraged in adolescents.

Ofnote, there has been a sharprise in the
illicit use of prescription drugs, particularly
opioids, creating a public health emergency
across the United States.!® In 2015, more than
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TABLE 2
Using the HEADSS mnemonic to anticipate guidance for adolescents*®

Home

Where do you live?

Who lives with you?

Do you feel safe at home?

When was the last time you changed homes?

Are there guns or other weapons at home? Where are they stored? Are they locked?

Do you have access to any weapons?

Education, electronic devices, employment, e-cigarettes

Tell me about your school.

What grade are you in?

What do you like best about your school?

What do you like least about your school?

Tell me about your friend(s).

What subjects interest you?

Do you feel safe at school?

Tell me about your grades.

How much time do you spend on your cell phone each day?
How many texts do you send in a typical day?

Do you keep your cell phone in your bedroom?

Do you have a television or a computer in your bedroom?
What do you want to do after you finish school?

Do you currently have a job? Tell me about your job.

Do you use e-cigarettes? (“Vape"?)

Activities

What do you typically do with your friends for fun?

Tell me about your best friend(s).

Do you play sports or participate in other after-school activities?
Do you drive? Do you wear a seat belt? How often?

Do you feel comfortable with your current weight?

Do you ever eat in secret? Do you use diet pills or laxatives?

Do you normally eat breakfast?

Drugs and alcohol

In the past year, on how many days have you had more than a few sips of beer, wine, or any drink containing alcohol?
If your friends drink, how many drinks do they usually drink on an occasion?

Ask “CRAFFT” questions:

Have you ever ridden in a Car driven by someone (including yourself) who was “high” or had been using alcohol or drugs?
Do you ever use alcohol or drugs to Relax, feel better about yourself, or fit in?

Do you ever use alcohol or drugs while you are Alone?

Do you Forget things you did while using alcohol or drugs?

Do your Family or Friends ever tell you that you should cut down on your drinking or drug use?

Have you ever gotten into Trouble while you were using alcohol or drugs?

CONTINUED
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TABLE 2

Using the HEADSS mnemonic to anticipate guidance for adolescents*® (cont'd)

Sexual behavior

Have you ever been attracted to anyone? Boys, girls, or both?

Have you ever had sex? Oral sex? Anal sex?
How many sexual partners have you had?

How old were you when you first had sex?

Has anyone ever touched you in a way you did not want to be touched or forced you to do something you did not want to do

sexually?

Are you dating anyone now? How old is he or she?

Do you like your boyfriend or girlfriend? Do you feel safe with him or her?

Are you in a relationship now?

Do you have sex or sexual contact with a partner or friend?

Did you use a condom with your last sexual contact?

Have you ever had a sexually transmitted infection?

Suicidality and depression

Have you ever been so sad you thought about hurting yourself?

Have you ever attempted suicide?
Do you feel sad now?

Have you ever cut yourself intentionally?

Sleep and social media

Describe your sleep habits. When do you normally go to bed? When do you normally get up?

What social media applications do you use?

Have you ever been bullied online?

4000 young people, ages 15 to 24, died from a
drug-related overdose (> 50% of these attrib-
utable to opioids).?’ Adolescents with a histo-
ry of substance abuse and behavioral illness
are at particular risk. Many adolescents who
misuse opioids and other prescription drugs
obtain them from friends and relatives.*

The Substance Abuse and Mental Health
Services Administration (SAMHSA) recom-
mends universal screening of adolescents for
substance abuse. This screening should be
accompanied by a brief intervention to pre-
vent, mitigate, or eliminate substance use, or
a referral to appropriate treatment sources.
This process of screening, brief intervention,
and referral to treatment (SBIRT) is recom-
mended as part of routine health care.??

Obesity and physical activity

The percentage of overweight and obese

N MDEDGE.COM/FAMILYMEDICINE

adolescents in the United States has more
than tripled over the past 40 years,* and 1 in
5 US adolescents is obese.” Obese teens are
at higher risk for multiple chronic diseases,
including type 2 diabetes, sleep apnea, and
heart disease.* They are also more likely to be
bullied and to have poor self-esteem.” Only
1 in 5 American high school students en-
gages in 60 or more minutes of moderate-to-
vigorous physical activity on 5 or more days
per week.?

Regular physical activity is, of course,
beneficial for cardiorespiratory fitness, bone
health, weight control, and improved indices
of behavioral health.”* Adolescents who are
physically active consistently demonstrate bet-
ter school attendance and grades.'” Higher lev-
els of physical fitness are also associated with
improved overall cognitive performance.?*

I General recommendations. The De-
partment of Health and Human Services
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recommends that adolescents get at least
60 minutes of mostly moderate physical ac-
tivity every day.?® Encourage adolescents to
engage in vigorous physical activity (heavy
breathing, sweating) at least 3 days a week.
As part of their physical activity patterns,
adolescents should also engage in muscle-
strengthening and bone-strengthening ac-
tivities on at least 3 days per week.

Behavioral health
Asyoungpeople develop their sense of person-
al identity, they also strive for independence. It
can be difficult, at times, to differentiate nor-
mal adolescent rebellion from true mental ill-
ness. An estimated 17% to 19% of adolescents
meet criteria for mental illness, and about
7% have a severe psychiatric disorder.*” Only
one-third of adolescents with mental illness
receive any mental health services.?®

I Depression. The 1-year incidence of
major depression in adolescents is 3% to 4%,
and the lifetime prevalence of depressive
symptoms is 25% in all high school students.*
Risk factors include ethnic minority status,
poor self-esteem, poor health, recent personal
crisis, insomnia, and alcohol/substance abuse.
Depression in adolescent girls is correlated
with becoming sexually active at a younger
age, failure to use contraception, having an
STI, and suicide attempts. Depressed boys are
more likely to have unprotected intercourse
and participate in physical fights.* Depressed
teens have a 2- to 3-fold greater risk for behav-
ioral disorders, anxiety, and attention-deficit/
hyperactivity disorder (ADHD).*

I Suicide. Among individuals 15 to
29 years of age, suicide is the second lead-
ing cause of death globally, with an annual
incidence of 11 to 15 per 100,000.3' Suicide
attempts are 10 to 20 times more common
than completed suicide.** Males are more
likely than females to die by suicide,* and
boys with a history of attempted suicide have
a 30-fold increased risk of subsequent suc-
cessful suicide.*® Hanging, drug poisoning,
and firearms (particularly for males) are the
most common means of suicide in adoles-
cents. More than half of adolescents dying by
suicide have coexisting depression.!

Characteristics associated with suicidal

behaviors in adolescents include impulsiv-
ity, poor problem-solving skills, and dichot-
omous thinking.*® There may be a genetic
component as well. In 1 of 5 teenage suicides,
a precipitating life event such as the break-up
of a relationship, cyber-bullying, or peer re-
jection is felt to contribute.*

1 ADHD. The prevalence of ADHD is
7% to 9% in US school-aged children.*® Boys
more commonly exhibit hyperactive be-
haviors, while girls have more inattention.
Hyperactivity often diminishes in teens, but
inattention and impulsivity persist. Sequelae
of ADHD include high-risk sexual behav-
iors, motor vehicle accidents, incarceration,
and substance abuse.?* Poor self-esteem,
suicidal ideation, smoking, and obesity are
also increased.*® ADHD often persists into
adulthood, with implications for social rela-
tionships and job performance.®

1 Eating disorders. The distribution of
eating disorders is now known to increas-
ingly include more minorities and males, the
latter representing 5% to 10% of cases.*® Eat-
ing disorders show a strong genetic tendency
and appear to be accelerated by puberty. The
most common eating disorder (diagnosed in
0.8%-14% of teens) is eating disorder not oth-
erwise specified (NOS).*> Anorexia nervosa
is diagnosed in 0.5% of adolescent girls, and
bulimia nervosa in 1% to 2%—particularly
among athletes and performers.*® Unantici-
pated loss of weight, amenorrhea, excessive
concern about weight, and deceleration in
height/weight curves are potential indicators
of an eating disorder. When identified, eat-
ing disorders are best managed by a trusted
family physician, acting as a coordinator of a
multidisciplinary team.

Sexual health

Girls begin to menstruate at an average age
of 12, and it takes about 4 years for them to
reach reproductive maturity.*® Puberty has
been documented to start at younger ages
over the past 30 years, likely due to an in-
crease in average body mass index and a
decrease in levels of physical activity.*” Girls
with early maturation are often insecure and
self-conscious, with higher levels of psycho-
logical distress.*® In boys, the average age for
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spermarche (first ejaculation) is 13.* Boys
who mature early tend to be taller, be more
confident, and express a good body image.*
Those who have early puberty are more likely
to be sexually active or participate in high-
risk behaviors.*!

Pregnancy and contraception

Over the past several decades, more US teens
have been abstaining from sexual intercourse
or have been using effective forms of birth
control, particularly condoms and long-
acting reversible contraceptives (LARCs).*
Teenage birth rates in girls ages 15 to 19 have
declined significantly since the 1980s.** De-
spite this, the teenage birth rate in the United
States remains higher than in other industri-
alized nations, and most teen pregnancies
are unintended.” Disparities in teenage birth
rates also persist across racial and socioeco-
nomic lines.”

There are numerous interventions to
reduce teen pregnancy, including sex edu-
cation, contraceptive counseling, the use
of mobile apps that track a user’s monthly
fertility cycle or issue reminders to take oral
contraceptives,” and the liberal distribution
of contraceptives and condoms. The Contra-
ceptive CHOICE Project shows that providing
free (or low-cost) LARCs influences young
women to choose these as their preferred
contraceptive method.*® Other programs
specifically empower girls to convince part-
ners to use condoms and to resist unwanted
sexual advances or intimate partner violence.

Adolescents prefer to have their health
care providers address the topic of sexual
health. Teens are more likely to share infor-
mation with providers if asked directly about
sexual behaviors.*” TABLE 2*5 offers tips for
anticipatory guidance and potential ways to
frame questions with adolescents in this con-
text. State laws vary with regard to the ability
of minors to seek contraception, pregnancy
testing, or care/screening for STIs without
parental consent. Contraceptive counseling
combined with effective screening decrease
the incidence of STIs and pelvic inflamma-
tory disease for sexually active teens.*

Sexually transmitted infections
Young adolescents often have a limited ability

N MDEDGE.COM/FAMILYMEDICINE

to imagine consequences related to specific
actions. In general, there is also an increased
desire to engage in experimental behaviors
as an expression of developing autonomy,
which may expose them to STIs. About half
of all STIs contracted in the United States
occur in individuals 15 to 24 years of age.”
Girls are at particular risk for the sequelae of
these infections, including cervical dyspla-
sia and infertility. Many teens erroneously
believe that sexual activities other than in-
tercourse decrease their risk of contracting
an STIL.%®

1 Human papillomavirus (HPV) infection
is the most common STI in adolescence.’! In
most cases, HPV is transient and asymptom-
atic. Oncogenic strains may cause cervical
cancer or cancers of the anogenital or oro-
pharyngeal systems. Due to viral latency, it
is not recommended to perform HPV typing
in men or in women younger than 30 years of
age; however, Pap tests are recommended ev-
ery 3 years for women ages 21 to 29. Primary
care providers are pivotal in the public health
struggle to prevent HPV infection.

Universal immunization of all children
older than 11 years of age against HPV is
strongly advised as part of routine well-child
care. Emphasize the proven role of HPV
vaccination in preventing cervical®® and
oropharyngeal® cancers. And be prepared
to address concerns raised by parents in the
context of vaccine safety and the initiation
of sexual behaviors (www.cdc.gov/hpv/hcp/
answering-questions.html).

I Chlamydia is the second most com-
mon STI in the United States, usually occur-
ring in individuals younger than 24.>* The
CDC estimates that more than 3 million new
chlamydial infections occur yearly. These
infections are often asymptomatic, particu-
larly in females, but may cause urethritis,
cervicitis, epididymitis, proctitis, or pelvic
inflammatory disease. Indolent chlamydial
infection is the leading cause of tubal infer-
tility in women.>* Routine annual screening
for chlamydia is recommended for all sexu-
ally active females < 25 years (and for older
women with specific risks).*®> Annual screen-
ing is also recommended for men who have
sex with men (MSM).%

Chlamydial infection may be diagnosed
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with first-catch urine sampling (men or
women), urethral swab (men), endocervi-
cal swab (women), or self-collected vaginal
swab. Nucleic acid amplification testing is the
most sensitive test that is widely available.*
First-line treatment includes either azithro-
mycin (1 g orally, single dose) or doxycycline
(100 mg orally, twice daily for 7 days).%

1 Gonorrhea. In 2018, there were more
than 500,000 annual cases of gonorrhea,
with the majority occurring in those between
15 and 24 years of age.”” Gonorrhea may in-
crease rates of HIV infection transmission up
to 5-fold.>” As more adolescents practice oral
sex, cases of pharyngeal gonorrhea (and oro-
pharyngeal HPV) have increased. Symptoms
of urethritis occur more frequently in men.
Screening is recommended for all sexually
active women younger than 25.° Important-
ly, the organism Neisseria gonorrhoeae has
developed significant antibiotic resistance
over the past decade. The CDC currently
recommends dual therapy for the treatment
of gonorrhea using 250 mg of intramuscular
ceftriaxone and 1 g of oral azithromycin.*

1 Syphilis. Rates of syphilis are increas-
ing among individuals ages 15 to 24.%! Screen-
ing is particularly recommended for MSM
and individuals infected with HIV. Benza-
thine penicillin G, 50,000 U/kg IM, remains
the treatment of choice.*®

1 HIV. Globally, HIV impacts young peo-
ple disproportionately. HIV infection also
facilitates infection with other STIs. In the
United States, the highest burden of HIV in-
fection is borne by young MSM, with preva-
lence among those 18 to 24 years old varying
between 26% to 30% (black) and 3% to 5.5%
(non-Hispanic white).”® The use of emtric-
itabine/tenofovir disoproxil fumarate for
pre-exposure prophylaxis (PrEP) has recently
been approved for the prevention of HIV.
PrEP reduces risk by up to 92% for MSM and
transgender women.*

Sexual identity

One in 10 high school students self-identifies
as “nonheterosexual,” and 1 in 15 reports
same-sex sexual contact.*® The term LGBTQ+
includes the communities of lesbian, gay,
bisexual, transgender, transsexual, queer,
questioning, intersex, and asexual individu-

als. Developing a safe sense of sexual identity
is fundamental to adolescent psychological
development, and many adolescents struggle
to develop a positive sexual identity. Sui-
cide rates and self-harm behaviors among
LGBTQ+ adolescents can be 4 times higher
than among their heterosexual peers.*®® Rates
of mood disorders, substance abuse, and
high-risk sexual behaviors are also increased
in the LGBTQ+ population.®!

The LGBTQ+ community often seeks
health care advice and affirmation from
primary care providers. Resources to
enhance this care are available at www.
lgbthealtheducation.org.

Social media

Adolescents today have more media ex-
posure than any prior generation, with
smartphone and computer use increasing
exponentially. Most (95%) teens have access
to a smartphone,® 45% describe themselves
as constantly connected to the Internet, and
14% feel that social media is “addictive.”®
Most manage their social media portfolio on
multiple sites. Patterns of adolescents' online
activities show that boys prefer online gam-
ing, while girls tend to spend more time on
social networking.®

Whether extensive media use is psy-
chologically beneficial or deleterious has
been widely debated. Increased time online
correlates with decreased levels of physi-
cal activity.®® And sleep disturbances have
been associated with excessive screen time
and the presence of mobile devices in the
bedroom.* The use of social media prior to
bedtime also has an adverse impact on aca-
demic performance—particularly for girls.
This adverse impact on academics persists
after correcting for daytime sleepiness, body
mass index, and number of hours spent on
homework.*

Due to growing concerns about the risks
of social media in children and adolescents,
the American Academy of Pediatrics
has developed the Family Media Plan
(www.healthychildren.org/English/media/
Pages/default.aspx). Some specific questions
that providers may ask are outlined in
TABLE 3.5 The Family Media Plan can provide
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TABLE 3

Ask adolescents about online activities,
and provide parents with these tips*

Adolescents

What devices do you use to access the Internet or social media? When do you go on the Internet?

Where are your Internet devices located?

Are there sites or apps you feel you should not visit or use, even if not at home?

How can you use social media responsibly?

What access restrictions do you think would be fair in the use of your computer/phone?

Regarding sexting, ask yourself ...

¢ |s this something | would do or say if | were face-to-face with that person?

¢ Would | be okay with this photo being posted in my school’s hallway?

¢ Would | want anyone to ask me for the same photo?

Parents

Choose default settings on phones/computers that restrict app downloads.

e Apple devices: settings > general > restrictions > disable “installing apps” or scroll down to “allowed content” > apps >

choose your filters

¢ Android devices: menu > content filtering > choose your filters

Establish the expectation that apps should only be downloaded after consultation with you or another trusted adult.

Be aware that apps can be accessed on other Internet-enabled devices (eg, laptops, tablets, watches).

Become a friend/follower of your child’s social media accounts.

Link your email to the app store account to ensure you are notified when an app is downloaded.

Establish clear rules on things that should never be shared publicly (eg, home address, personal phone numbers).

age-specific guidelines to assist parents or
caregivers in answering these questions.

I Cyber-bullying. One in 3 adolescents
(primarily female) has been a victim of cy-
ber-bullying.% Sadly, 1in 5 teens hasreceived
some form of electronic sexual solicitation.®
The likelihood of unsolicited stranger con-
tact correlates with teens’ online habits
and the amount of information disclosed.
Predictors include female sex, visiting chat
rooms, posting photos, and disclosing per-
sonal information. Restricting computer use
to an area with parental supervision or in-
stalling monitoring programs does not seem
to exert any protective influence on cyber-
bullying or unsolicited stranger contact.®
While 63% of cyber-bullying victims feel up-
set, embarrassed, or stressed by these con-
tacts,% few events are actually reported. To
address this, some states have adopted laws
adding cyber-bullying to school disciplinary
codes.

N MDEDGE.COM/FAMILYMEDICINE

Negative health impacts associated with
cyber-bullying include anxiety, sadness, and
greater difficulty in concentrating on school
work.% Victims of bullying are more likely to
have school disciplinary actions and depres-
sion and to be truant or to carry weapons to
school.®® Cyber-bullying is uniquely destruc-
tive due to its ubiquitous presence. A sense
of relative anonymity online may encourage
perpetrators to act more cruelly, with less
concern for punishment.

Young people are also more likely to
share passwords as a sign of friendship. This
may result in others assuming their identity
online. Adolescents rarely disclose bullying
to parents or other adults, fearing restriction
of Internet access, and many of them think
that adults may downplay the seriousness of
the events.® JFP
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