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EXECUTIVE SUMMARY 
 
 
During the consultation process for this report, a young parent who participated in a 
focus group said that she often heard disparaging and judgmental comments during her 
pregnancy and after her child was born.   One of the most hurtful comments she said 
she heard was “babies having babies”. 
 
The significance of this quote is reflected throughout this report.  During the consultation 
process, we heard from a diverse group of youth who told us not only about the 
challenges they face as new parents, but also of the unexpected challenges they were 
forced to deal with because of the stigma associated with being a young parent.  Youth 
said they felt that this stigma affected their interaction with service providers, 
contributing to, on some occasions, difficulties in accessing services, over involvement 
from in-care providers and exclusion from decisions that impact their health and well-
being. 
 
The objective of our consultation was to present, in their words, the opinions, 
experiences and recommendations of young parents and service providers across 
Toronto for the purposes of understanding what the sexual and reproductive health 
needs of young parents are and what issues they face in accessing health and support 
services.  
 
The need for this consultation was identified through Planned Parenthood of Toronto’s 
(PPT) Strategic Plan and Community Programming Strategy and our work with young 
parents in shelters, group homes and maternity homes.  Over the course of a year, PPT 
established a Young Parents Working Group that held five focus groups with a diverse 
group of young parents between the ages of 16 and 25 and individually interviewed 
service providers from 18 agencies and health centres across Toronto.  The information 
shared in these encounters shapes this report and highlights a number of themes that 
emerged during the consultation process. 
 
As the process began, two broad themes quickly emerged.  The first encompassed a 
number of issues that affect the daily lives of young parents.  These issues include 
stigma, economic status, personal relationships and support networks, violence and 
mental health.  These are the issues that affect young parents’ lives on a broader 
perspective, but that have also been identified by them as major barriers to accessing 
primary and sexual health services.  These issues have been presented as the first part 
of this report under the section titled Living as a Young Parent.  
 
The second theme was sexual and reproductive health information.  Within this theme, 
we sought answers to the following questions:  What do young parents know or not 
know about sex and sexual health? Where do they get their information? 
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Over 60% of youth consulted self-identified as belonging to immigrant or newcomer 
communities. It became apparent that this group of young parents also experienced 
barriers in relation to their cultural and racial identities and immigration status. A 
separate section has been included in this report that addresses the specific primary 
and sexual health needs that were identified by newcomer and immigrant youth 
including settlement issues, language barriers and social isolation. 
 
Throughout the report, recommendations by focus group participants and key 
informants have been included and wherever possible, a direct quotes from key 
informants or participants have also been used to ensure accuracy and proper 
representation. 
 
Generally, the information revealed in this report suggests that both young parents and 
service providers share common perceptions of the issues facing young parents.  They 
identified stigma as one of the most pervasive issues that affects the health of young 
parents.  They all felt lack of accurate and appropriate information and education was a 
problem.  Finally, they discussed the need for more services and programs that not only 
address sexual and reproductive health issues but that also integrate the underlying 
social determinants that affect young parents’ overall health. 
 
Young parents also discussed how their interactions with some service providers left 
them feeling isolated, unprepared and unwelcome.  For example, young parents who 
planned their pregnancy felt that they encountered negative and hostile attitudes from 
service providers who had difficulty understanding why a young woman or couple would 
choose to get pregnant. 
 
This consultation was a dynamic and valuable experience for PPT.  The stories and 
opinions shared by young parents and key informants affirms and supports PPT’s 
philosophy of service delivery and commitment to community health values.  It is our 
genuine hope that the findings presented here encourage those working with young 
parents to continue to explore and develop new programming initiatives, challenge 
stigma and help to reduce barriers for young parents seeking sexual health services. 
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1.0 PPT PHILOSOPHY OF SERVICE 
 
Planned Parenthood of Toronto (PPT) is a community based, pro-choice agency 
committed to providing accessible and inclusive services that promote healthy sexuality 
and informed decision making to the people of the City of Toronto.  For over 40 years, 
PPT has developed and delivered comprehensive programs and services that address 
the sexual and reproductive health needs of the communities that we serve.  All 
services at PPT are designed and delivered in a way that is relevant to the lives and is 
based on the experiences of the clients we serve. 
 
PPT’s volunteer-based programs, Woman2Woman and the volunteer services at the 
House Community Health Centre provide face-to-face peer education and information to 
women and youth throughout their reproductive years on sexual and reproductive health 
issues. The House also provides multi-disciplinary primary health care and promotion 
services. The Teen Sex Information Program provides anonymous and confidential 
sexual health information services to Toronto-area teens ages 13 to 16 through the 
operation of the Teen Sex InfoLine, a peer-based phone line, Spiderbytes.ca, a sexual 
health web site, E-mail and MSN Messaging.  PPT has also taken an active role in 
training teachers, health professionals and other service providers. 
 
PPT’s approach to sexual and reproductive health goes beyond common perceptions of 
sexual health being viewed as the prevention of unplanned pregnancies and sexually 
transmitted infections.  While prevention is a core component of all of our services, PPT 
approaches our work through a community health model that “views health as a state of 
complete physical, mental and social well-being and not merely the absence of disease 
or infirmity” (WHO, 1948). 
 
Within this broad and holistic context, sexual health not only involves prevention, but 
also stresses the importance of integrating the social determinants of health that impact 
individual and community into the delivery of programs and services.  These 
determinants are: 
 

• Income and social status 
• Social support networks 
• Education, employment and working conditions 
• Housing situations 
• Social and physical environments 
• Personal health practices and coping skills 
• Gender and culture 
• Perception that one can make a meaningful contribution and participate fully in 

one’s community 
• Immigration status 
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Our approach, then, to sexual health work supports the health promotion values of 
optimal health, participation, capacity building and, ultimately, social change by fostering 
healthier relationships, promoting safety and freedom from harm, reducing access 
barriers to accurate primary and sexual health information and services and working 
from a perspective that values choice over control.  
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2.0 THE CONSULTATION PROCESS 
 
2.1 Young Parents’ Working Group 
The Young Parents’ Working Group was established to conduct this consultation and 
prepare this report.  Members of the working group included staff across different 
disciplines within PPT. The members of the working group include: 
 

Lorena Murialdo Community Health Promoter 
Jay MacGillivray Community Health Promoter 
Nadjla Agahbanaei Clinical Receptionist 
Priya Rajani  Physician 
Rose Gutierrez Director of Community Programming 

 
This consultation process used a qualitative approach for the data collection.  The 
process was a descriptive inquiry that examined the experiences and views of young 
parents related to their sexual and reproductive health and their experiences as parents.  
The consultation process also provided an opportunity for service providers and young 
parents to provide programming recommendations. The two methods for consultation 
were key informant interviews and focus group interviews. The goals of the consultation 
process were:   
 

1. To gather documents on issues related to parenting and family planning. 
2. To determine the primary, sexual and reproductive health needs of young 

parents. 
3. To identify existing services and programs. 
4. To identify gaps and barriers in health services. 
5. To develop recommendations for PPT’s work with young parents and pregnant 

youth. 
 
2.2 Focus Groups 
The priority of the focus groups was to include the voices of marginalized youth 
communities between the ages of 16 and 25. In order to be as inclusive as possible, 
focus groups were conducted in a range of youth-serving organizations, group homes, 
shelters and maternity homes. The focus groups were conducted at the following 
locations: 
 

1. Jessie’s Centre for Teenage Parents (Mothers) 
2. Jessie’s Centre for Teenage Parents (Fathers) 
3. Shout Community Health Center 
4. Robertson House Residence 
5. Humewood House Association 

 
The majority of focus group participants were young mothers.  A smaller sampling of 
young fathers was also included.  Each focus group consisted of 8-15 participants, 
facilitated by different members of the working group.  Five focus groups were 
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conducted in total.  The purpose of the focus group interviews was to gather information 
from the participants about their personal feelings, ideas, desires, opinions, 
expectations and challenges they faced before, during and after pregnancy, including 
parenting and related sexual and reproductive health issues 
 
2.3 Key Informant Interviews 
The key informant interviews were conducted with representatives from a wide range of 
agencies, organizations and shelters that work with youth communities and young 
parents in the field of sexual and reproductive health.  The key informants were asked 
to discuss their views about the needs of young parents as they pertain to sexual and 
reproductive health, the barriers in accessing information and services, suggestions 
about possible solutions to improve programming and services for young parents.  
There were a total of 18 key informant interviews.  Members of the working group relied 
on existing partnerships with youth-involved agencies for the selection of key 
informants.  The working group worked closely with agencies that belonged to a city-
wide network, ‘Young Parents No Fixed Address,’ whose primary mandate is to work 
with young parents who are marginalized by homelessness and unstable housing 
situations. 
 
The key informant interviews were conducted with a representative from the following 
agencies: 
 

1. Supporting Our Youth, a Program of Sherbourne Health Center 
2. The 519 Church Street Community Center 
3. David Kelly, LGBT Parenting Network 
4. Humewood House Association 
5. Native Child and Family Services of Toronto 
6. Beatrice House 
7. Regent Park Community Health Center 
8. Jessie’s Center for Teenage Parents 
9. The Stop Community Food Bank, Davenport Perth Community Health Center 
10. Robertson House, Toronto Community and Neighborhood Services, Hostel 

Services 
11. St. Michael’s Hospital, Community Outreach Program 
12. Parenting with Disability Network 
13. Canadian Hearing Society, Connect Counseling Program 
14. Catholic Children’s Aid Society 
15. Toronto Public Health, Sexual Health 
16. Toronto Public Health, Young Parent’s no Fixed Address 
17. Shout Community Health Center 
18. Birkdale Community Center 
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2.4 Participant Profiles (self-identified) 
Total male participants - 12 
  
 Young Fathers  

Characteristics Profile Results % 
Age 16-19 

20-25 
33% 
67% 

Race Black 
White 
Latin 

47% 
33% 
20% 

Immigration Status Canadian Citizen 
Landed 
No Answer 

66% 
9% 
25% 

Disability Yes  
No  

0% 
100% 

In Relationship Yes 
No 

0% 
100% 

School Yes-Full Time 
No 
No Answer 

8% 
66% 
26% 

Employment Status Part Time 
Full Time 
Not Working 

8% 
50% 
42% 

 
 
 
Total Female Participants: 44 
 
 Young Mothers  
 Profile Results % 
Age 16-19 

20-25 
Other 

43% 
50% 
7% 

Race Black 
White 
Latin 
Aboriginal 
Afghan 
South Asian 

57% 
32% 
0% 
7% 
2% 
2% 

Immigration Status Canadian Citizen 
Landed 
Aboriginal 
Refugee 
No Answer 

52% 
18% 
2% 
2% 
26% 
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Disability Yes 
No 
No Answer 

9% 
68% 
23% 

In Relationship Yes 
No 
No Answer 

39% 
45% 
16% 

School Yes-Full Time 
No  
No Answer 

41% 
55% 
4% 

Employment Status Part Time 
Full Time 
Not Working 
No Answer 

0% 
7% 
77% 
16% 

 
 
2.5 Limitations 
PPT decided to focus this inquiry on a specific youth community. The priority for this 
process was to include marginalized youth who may already be experiencing unstable 
emotional, economic, and social conditions.  This process did not include youth with 
disabilities or queer parents.  PPT’s previous work with SexAbility, a program 
partnership between PPT and the Anne Johnston Health Station, highlighted the 
complex nature of the sexual and reproductive health needs of youth with disabilities 
and the importance of ongoing research and programming in this area.  Similarly this 
report did not examine the issues that affect queer young parents.  Key informants 
working with this community reported that although queer parents experience some of 
the same barriers as heterosexual parents, there are several other concerns that are 
specific to this group that need to be addressed. Due to limited resources we were 
unable to fully explore the issues related to these two communities.  
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3.0 LIFE AS A YOUNG PARENT 
 
This section of the report focuses on the experiences of young, marginalized parents.  
Focus group participants were asked to share their prenatal, birth and postnatal 
experiences within health care systems.  The following issues were repeatedly 
discussed by the participants:  
 
3.1 Stigma 
For the most part, society largely functions under the ’unwritten rule’ that sex and sexual 
health are personal matters that should not be discussed.  This ‘rule’ places restrictions 
on an individual’s ability to seek information and ask questions.  It also serves as a 
social barrier for those who, consciously or not, challenge it by bringing issues of sex 
and sexuality into the public sphere.  Young parents pose such a challenge.  Broad 
assumptions are made about young parents: they must be single parents, they have 
short term or sporadic relationships, they probably have had many sexual partners, they 
will make inadequate parents and they are uneducated and irresponsible.  One young 
woman in a focus group said she hated the expression “babies having babies” because 
it made her feel bad.  These assumptions lead to stigma and this stigma is clearly felt by 
young parents.   
 
This stigma has placed the focus of sexual and reproductive health education on 
whether or not young people are having sex.  There is very little emphasis on the quality 
of young people’s relationships, sexual pleasure, communication and negotiation skills, 
and achieving a more equitable balance of responsibility within those relationships.  
Often, because of this stigma, intimate relationships between young people are seen as 
a concern because they may lead to intercourse.  Furthermore, there is still a widely 
held belief that discussing birth control with youth may actually promote sexual activity 
(Darroche, E. J., Frost, J. J., Singh, S., & Study Team, 2001). 
 
Within health care settings, this stigma has created barriers for young, marginalized 
parents who expressed that they felt constantly scrutinized by adults in positions of 
authority.   
 
One young father related his and his partner’s story in which their nurse was changed at 
the last minute without the parents being informed.  Reflecting on their interactions with 
their physicians, most focus group participants felt discouraged at not being able to 
develop a trustworthy, comfortable and confidential relationship with their physician.  
Some participants sensed a reluctance to discuss sexual health issues and their 
appointment times were usually too short, which left little or no time to engage in 
discussions around sexual health concerns.   
 
 
 
 
 



 
One focus group participant shared her experience with one doctor: 
 
 
Some young women also told stories of being “practically harassed” by service 
providers.  Many young parents mentioned that they: 
 
    
 
 
 
 
 

“My baby’s heart beat kept skipping beat.  My doctor says he can’t do anything 
for him.  Was totally rude.  I asked if he could send me to ultra sound to see 
what is wrong.  He said, `Don’t ask.  I’ll think about it and call you.’ ”  
   
Quote:   Focus Group Participant “Needed people to respect our space, not breathe down our back. Sometimes 
it’s too much.” 

   
Quote:   Focus Group Participant 
 

One woman expressed frustration with the home visits: 
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“They kept calling and coming and showing up, getting on my nerves.” 
 
Quote:   Focus Group Participant 
nother participant noted that the increased level of involvement from some service 
roviders made them feel: 
“Like we can’t be trusted to do a good job.” 
       

Quote:  Focus Group Participant 
oung parents’ stories reveal that their experiences can be characterized by both 
xtremes of care provision. In most circumstances, focus group participants felt their 

ssues were ignored or not taken seriously by health care providers.   

he result of this kind of treatment is that young parents try to avoid any interaction with 
ervice providers.  It is common for them to miss and to rarely schedule regular check 
ps. 

he stigma that young parents feel was also a concern of many key informants who 
oted that the fear of being judged and criticized by health care professionals was a 
ignificant barrier that young parents consistently encountered.  One key informant 
poke about several instances in which a health care provider was blatantly 
isrespectful.  For example:  asking a series of intrusive, personal questions to a young 
ouple in a packed waiting room; homeless and under-housed clients kept waiting 
onger to be seen; not recognizing a young parent’s chosen family; and a lack of 
nderstanding that food security and shelter take precedence over health. 

ey informants stated that some doctors often do not make a point of explicitly 
nforming youth that services are completely confidential and that their parents would 
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not be contacted.  However, not all clinical experiences were negative.  One participant 
recounted receiving excellent service from a midwife and others spoke highly of nurse 
practitioners and nurses who provided breastfeeding information and support. 
 
The belief that young people are unable to make informed decisions about their sexual 
and reproductive health and well-being is an unfounded notion.  Acceptance that part of 
a young persons’ development includes the development of their sexual identity, can be 
a way of supporting youth in facing complex circumstances effectively.  Long-term 
studies on resilience have shown that despite difficult life situations and vulnerabilities 
experienced by youth, they possess the resources and abilities to face these life 
challenges with success, if provided with a supportive and flexible environment 
(Federal/Provincial/Territorial Advisory Committee on Population Health, 2000). 
 
 
3.2 Economic Status 
According to Statistics Canada, the poverty rate of young families with children 
increased by 56% between 1981 and 2001.  In 2001, 38.1% of all young families with 
children in Toronto lived in poverty, up from 33.5% in 1991 (Family Service Association 
of Toronto & Community Social Planning Council, 2004)  
 
It was common to hear young parents say that lack of money was one of the biggest 
problems.  In one focus group only 1 of the 15 young mothers had enough money to 
purchase a stroller.  When focus group members were asked if they didn’t have to pay 
for TTC what they would do with the extra money, several participants called out:   
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“Groceries”, “ Clothes” , “RRSP’s”,  “College savings”, “Would buy better 
stuff”, “Upgrade stroller” , “better housing” 

   
Quote:   Focus Group Participants 
 
   

one of the participants in one focus group could afford a car seat.  Another young 
oman commented that she couldn’t afford birth control pills.  They also emphasized 

hat not having money was “hardest” when they became parents and financial demands 
ncreased.  One woman said, 

“I often go without my needs to be able to provide needs of my baby.” 
          
Quote:   Focus Group Participant 

he also added that she misses appointments if she cannot afford to go.   

ne woman recalls: 
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“[Having no money] made me cry a lot.  Worried about money, clothes,
pampers.  I was living at a maternity home.” 

         
Quote:  Focus Group Participant 



Young fathers expressed that being the sole income earner added additional anxiety as 
they tried to cope with the pressures of balancing work and family responsibilities.  
Some fathers identified that they needed more resources in order to find jobs. 
 
Most key informants named poverty as an issue that is intertwined with all other social 
determinants of health.  As one key informant stressed: 
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“Poverty affects young parents and poverty means they have to move a lot.  
This means they are often unable to maintain the same caregiver; this leads to
fragmented care, and unmet needs, with no time for trust to be established.”  

         
Quote:  Key Informant 
igh mobility can create additional personal upheaval and can contribute to increased 
inancial constraints. Most of the young parents interviewed grew up in low-income 
amilies. After discussions with five focus groups it became apparent that the cycle of 
isk factors often repeats itself in the next generation.   

.3 Relationship with Parents 
everal young women described the nature of their relationship with their parents as a 
ource of stress and one based on fear with little or no support   According to one focus 
roup participant, there was always something to worry about and that their family  
nvironment did not lend itself to any kind of open discussion, least of all around 
exuality.  Some said there was no relationship.  In fact, several young mothers were 
ompletely cut off from the family structure when they disclosed their pregnancy. One 
oung mother mentioned that she would never seek advice from her mother because 
he herself had had a baby at 16 years of age.  Fearing the consequences, several 
omen hid their pregnancies from their mother until it became obvious.  One young 
oman recalled the disclosure of her pregnancy to her mother: 
“I called my mother after I was already showing.  My mom wanted nothing to 
do with it.  She said that she did not send me to Canada to get pregnant.  I 
didn’t care.  I was already on my own in Canada.” 

 
Quote:  Focus Group Participant  
ey informants indicated that for the majority, the relationship with their parents was 
ften dysfunctional. There was general consensus among key informants that many 
oung parents themselves grew up in situations fraught with tension and uncertainty 
ecause their parents struggled with trying to make ends meet.  One key informant 
eported that many of the women she worked with came from single parent families. 

14
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3.4 Relationship with Partners 
Most of the young parents described their relationships with their partners as extremely 
strained. 
 
Young fathers felt they did not know how to manage all the new responsibilities related 
to parenting. One father commented that no one had taught him how to multi-task.  
Other participants commented that they did not realize the change in lifestyle would be 
so huge and so fast.  Finally, many young fathers commented that the only thing that 
now mattered to their partner was the baby. 
 
Conversely, young women stated that their priority was the health of the baby and 
everything else was secondary.  Young women spoke of not only feeling unprepared to 
deal with the multitude of changes in their lives but also feeling too stressed out and 
exhausted to do anything about it, especially the young women whose partners left 
them.  At the same time, young women in the focus groups also said that having their 
partners around did not necessarily alleviate their stress and fatigue.  Shifting priorities 
in order to adjust to new expectations, additional responsibilities and changing their 
behaviours in order to be parents were all challenges that young women spoke about.  
 
What constitutes a healthy relationship for some women was staying with their partner 
even in situations of abuse.    One key informant stated that the majority of women they 
serve have experienced repeated sexual abuse and that it is common to see that same 
pattern emerging in young parents’ relationships.   
 
3.5 Violence 
Within the focus groups, young women were reluctant to discuss issues of partner 
abuse and violence, but acknowledged that it was a concern.  Some young women 
disclosed being called names but did not identify any of their experiences as abuse or 
violence.  A few remember their mothers being abused by partners or boyfriends.  One 
woman felt that it was more important that the baby have a connection with the father 
even if there was a threat of violence to her. 
  
However, when the discussion focussed on broader experiences with violence, young 
parents had a lot to say.  Most young parents have had first hand experiences with 
different forms of violence.  In one focus group, 90% of young women had histories of 
violence, some of which are unresolved.  One key informant spoke of the tremendous 
social and emotional impact that being a childhood sexual abuse survivor can have on 
adult relationships.  The triggers often surface when one becomes a parent.  Women 
with histories of abuse have significantly higher levels of anxiety and depression.  These 
women are also more likely to use substances like alcohol, tobacco and other 
recreational drugs and are less likely to eat well (Best Start, 2002). There is also a 
connection between violence and rapid repeat pregnancy.  The majority of key 
informants all agreed that young women posses little awareness and ability to recognize 
power dynamics, consent issues and exploitation in a relationship as well as abuse, 
specifically emotional and psychological. There is also little or no knowledge of sexual 



rights and how to exercise those rights in an effective way. This can be seen in a young 
woman’s inability to negotiate condom use for fear of being left by her partner or being 
accused of infidelity.  As one key informant said: 
 
 
 
 
 
 
 
 

“The power dynamic of the street culture is that the man decides if a condom is
to be used.”  

         
Quote:  Key Informant 
 

This was also demonstrated by women in two different focus groups who indicated that 
their priority is for the family to remain together for the sake of the child even if this 
means living in constant fear of abuse.  Women identified that there is no alternative as 
leaving a partner can lead to increased social and economic instability, threats to 
personal safety and increased barriers to health care services.   Another key informant 
expressed the importance of early intervention, as partner abuse tends to intensify 
during pregnancy.  
 
One key informant felt that it was a challenge to integrate discussions around violence 
in the current programming because women are mostly interested in their immediate 
needs which are:  wanting to know all about their baby, their pregnancy and how to take 
care of their baby. 
 
3.6 Relationship with In-Care Environment  
A significant issue raised by a number of young parents was their tenuous relationship 
with social workers at in-care environments.  In one focus group, 8 out of the 14 
participants were at one time involved with in-care services.  Focus group participants 
recalled:  
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“A social worker came into my room and asked me if I wanted to give my baby 
up for adoption, I guess because I was young.”  
 
“I was told I had to be in the shelter to keep my baby even though I had a place 
to live.”     
 
Quotes:  Focus Group Participants  
 chief complaint among young parents was the fact that social workers often paid them 
isits without any warning. 

ome young parents commented that social workers were helpful when it came to 
roviding services around food, money, information and resources. 
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Both key informants and focus group participants consistently discussed the negative 
interaction that young parents had with in-care services.  According to one key 
informant, for young parents these negative experiences translate into feeling 
intimidated by authority and create fear of the health care system.  Another key 
informant spoke about the discrimination that young parents encounter from most child 
welfare organizations based on perceived class, appearance, gender identity and /or 
sexual orientation.   
 
3.7 Support Networks 
Both key informants and focus group participants agreed that many young parents had 
little or no support networks available to them.  One focus group participant felt that for 
her, what was most important and least available was:  
 
 
 
 

  

“People to talk to, who know what it is like.”   
   
Quote:   Focus Group Participant  

One young woman added: 
 
 
 
 
 
 

“If you have no support, you feel like you are not doing a good job.” 
 
Quote:   Focus Group Participant 
 

 
One participant stated that if it had not been for the agency that helped her through her 
pregnancy and well into the baby’s first few months, she would have been completely 
alone.  This young woman’s partner left her when he found out she was pregnant and 
she did not have any friends with children.   One woman spoke to the group about her 
girlfriend who was having a party and wanted her to sleepover and commented: 
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“Friends who do not have kids don’t understand what it’s like, so are not 
helpful.” 
 
Quote:   Focus Group Participant 
 
 

any key informants discussed the lack of social support networks in the lives of these 
oung parents.  Negative experiences with parents, detachment from the school 
ystem, traumatic experiences with domestic abuse and peer pressure to conform to 
ertain behaviours or adopt certain practices, leaves young parents feeling isolated and 
isconnected from daily interactions with the outside world.   

17



One key informant described what she experienced in the community her agency works 
with: 
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“Many young women never leave their apartment; they mostly stay at home
with boyfriends who come and go…most are abusive relationships.” 
 
Quote:  Key Informant 
.8 Self-Esteem and Mental Health  
hile focus group members did not specifically name self-esteem, some of the 

articipants discussed how they felt self-conscious and lacked control over many 
spects of their lives.  Key informants stated that, in their experience, young women 
ho feel they have little control tend to exhibit low self-esteem, lack confidence and 
ave a negative body image.  Key informants also emphasized that these issues can be 
reater if the pregnancy was unplanned or a result of sexual coercion.  One key 

nformant reiterated that a lot needed to be done around young women and body image.  
he remembers one young woman who said she: 
“Was too fat,” and that “her breasts were only sexual and for her boyfriend” 
and felt that ‘it was disgusting to breastfeed in public.’ ”    

 
Quote:  Focus Group Participant 
ccording to one key informant, mental health issues are often overlooked in this 
opulation because more immediate and pressing concerns such as housing and 
inancial needs are the priority.  Although the rate of some mental illnesses among 
outh is high (e.g. depression, anxiety, eating disorders), the number of youth accessing 
ervices is low (Federal/Provincial/Territorial Advisory Committee on Population Health, 
000). Many youth cite fear of ridicule and harassment from peers and stigmatization as 
easons for not seeking mental health services.  Language and cultural barriers and the 
ack of free services also pose obstacles to accessing service.  
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4.0 IMMIGRANT AND NEWCOMER YOUTH 
Key informants agreed that young immigrant parents not only face the pressures of 
being young parents, but also experience additional settlement issues including mental 
health, language and racism. 
 
4.1 Mental Health 
According to one key informant, immigrants coming from war torn countries and those 
who are victims of torture or political persecution, often experience loss, displacement, 
trauma and other psychological issues.  Struggling with mental health issues is 
therefore not uncommon for immigrants, refugees and newcomers according to key 
informants.  The same key informant expressed that this kind of circumstance 
compromises coping capabilities and makes it difficult to focus on issues such as 
bonding with a child and creating a positive home environment for a child.   
 
4.2 Language 
Another common theme identified was language as a barrier. Key informants stated that 
newcomers whose first language is not English, find the health care system confusing 
and difficult. One key informant stated that finding information in different languages that 
is tailored to young parents is a constant challenge.  This situation not only impedes 
helpful interactions with service providers but may also account for discriminatory 
treatment by providers, misunderstood care instructions and therefore refusal of service 
and uninformed consent.  With all the demands of raising a family with few resources 
and a lack of familiar community supports in a new country, little time and energy is left 
to learn a new language.  
 
4.3 Racism and Culture 
According to one key informant, challenging a clinician or someone in a position of 
authority is unlikely as newcomers may fear deportation, may be unaware of their rights 
and abide by the belief that “doctor knows best”.  Given this situation, many young 
immigrant families feel isolated from the broader community.  Key informants also 
identified that while many newcomers arrive with high levels of education, few 
employers and professional bodies recognize internationally obtained credentials, skills 
or experience.  Newcomers find themselves in poorly paid jobs with no health benefits.   
For young immigrant parents, these issues are amplified by discrimination and racism. 
 
One dominant theme that emerged from all key informants was the lack of culturally 
competent health care providers. Key informants reported that on many occasions 
health care providers were unaware of different cultural practices around attachment 
and bonding, cultural views toward sexuality and birth control, food and nutrition and a 
wide range of parenting styles.  Giving information to young immigrant parents based on 
the western notion of what good parenting entails can make young parents feel 
inadequate and question one’s parenting skills. Key informants raised the issue that 
when discussing sexual and reproductive health issues, many immigrant women do not 



feel comfortable with some of the ways in which information is delivered, particularly 
group settings and workshop style situations. Key informants stated that for some 
immigrant women this kind of structure was not conducive to disclosure or in depth 
discussions about sexual health concerns.  Another key informant expressed frustration 
when she spoke about family home visitors.  While they speak a whole range of 
languages and dialects, few are trained in the field of sexual and reproductive health 
and due to cultural and religious beliefs; many do not feel comfortable discussing sexual 
health issues.   
 
4.4 Documentation 
One persistent theme that arose in both key informant and focus group interviews was 
documentation. Some participants did not have health coverage due to their status.  
Others spoke of facing many obstacles when trying to obtain a health card such as not 
being familiar with the health care system and a general fear of dealing with government 
services and health care providers. Focus group participants spoke at length about their 
experiences: 
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“I took a while to see a doctor.  My health card was expired and I didn’t know 
how to renew it.  I would have gone sooner if I had known how to renew card.”
       
Quote:   Focus Group Participant 
ometimes service providers can interpret this as an example that indicates 
rresponsibility or lack of motivation to get things done.  But most young women say that 
hey do not have the necessary information to know what is available to them and what 
hey are eligible for.  Another woman remarked: 

 

 

“Payments are ridiculous, too expensive.  I live in a shelter.  There is no way I
can pay.  No OHIP and no way to get money.” 
 
“Fried. Sick.  Had infection.  Not landed.  Can’t go to doctor.  Was afraid that I
would have to pay.” 
 
“I had no OHIP.  Went to midwife who helped me with forms.” 
         
Quotes:  Focus Group Participants  
  
here were also situations in which some hospitals did not give babies a health card.  In 
ome instances, the impact of not having appropriate documentation can lead to 
ompromised care and in some cases it can be quite devastating: 
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“My child was taken away because I did not have documents, and because I 
did not have documents, I could not get prenatal care.  My mother would not let 
me have my documents.”   
 
Quote:  Focus Group Participant 

 
 
This issue has many dimensions that constrain young parents’ ability to access quality 
health care and services.  Many key informants reported that non status-immigrants 
encounter even more barriers and difficulties.  With linguistic barriers, little or no 
knowledge of the health care system and without health coverage, immigrant families 
must rely on community supports such as community health centres which have limited 
resources to serve non-insured clients. Along with CHC’s, a whole host of community 
agencies and community workers are fundamental as they engage in extensive 
advocacy work on behalf of the families. 
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5.0 HEALTH INFORMATION AND YOUNG PARENTS 
 
The second major theme identified by focus group participants and key informant 
interviews was the lack of accessible information and education that young parents 
have access to about a wide range of sexual and reproductive health issues.  
 
5.1 Anatomy and Fertility Awareness 
The discussions among focus group members indicated that there was a gap in the 
information they knew about their bodies and reproductive system.  Key informants 
expressed an urgent need for education regarding basic anatomy, physiology, body 
function and fertility awareness.   
 
5.2 Birth Control 
The most common method of birth control used by young women in the focus groups 
was the birth control pill. When focus group members were asked about birth control, a 
number of issues emerged.  The most dominant was the lack of accurate and consistent 
information.  Many young women made their birth control choices based on common 
myths and erroneous information.  Reflecting on why she did not use birth control, one 
young woman stated: 
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“[I] heard the pill could mess you up, get bad acne, short temper and you get 
fat.”      
          
Quote:   Focus Group Participant 
hen asked about condom use, the majority of responses from the participants 
ndicated that they only used condoms sometimes. In addition, young women also 
xpressed frustration about the perception by their partners/boyfriends that birth control 
as their sole responsibility but also acknowledged that discussing condom use with 

heir male partner was difficult.  
 

ey informants stressed the importance of young men’s roles in birth control decisions 
nd broader sexual and reproductive health issues.  Although recently there has been 
ome programming and resources aimed at young fathers, including PPT’s Young 
en’s Consultation Report (April 2005), most sexual and reproductive health education 
nd programming has been designed to focus on women and their concerns. The 
xclusion of young men from sexual and reproductive programming reinforces this 
erception.  Many key informants highlighted the need for more programs and services 

hat address young men’s sexual health needs in a context that is relevant to their 
xperiences. 
 
owever, the participants in the young men’s focus group took issue with this 
erception.  The young men in this group, who were part of a young father’s support 
roup that meets regularly, took an active interest in their partner’s pregnancy, 
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participated in the birth and are fully involved in parenting.  Many fathers commented 
that having a baby encouraged them “to get their act together.”  At the same time, the 
young fathers acknowledged that they knew very little about their own or their partner’s 
sexual health and found it difficult to communicate openly with partners about sexuality.  
Although the fathers in this focus group spoke highly of their support group, they all felt 
that most sexual health services they had encountered were geared towards women’s 
needs.  They also felt labelled by service providers as irresponsible, immature and 
careless. 
 
Key informants felt that accurate, unbiased information and education about birth 
control options was essential.  Many stated that youth rely on their peers, commercials, 
and the media for their birth control information.  Many women make decisions based 
on misconceptions about birth control. 
 
In addition, key informants pointed out that while some women may know about birth 
control, not all are given birth control.  In one focus group, in the early post-partum 
period, most women were given limited information about birth control and only 50% 
received it.  
 
5.3 Planned Pregnancies 
Some young parents spoke about consciously making the decision to get pregnant and 
raise children while other parents, although they were not actively trying to get pregnant,  
were also not activity trying to prevent it.  Although the pregnancy may have been a 
surprise to many, it was not considered an accident.   One young father commented:  
 
 
 
 
 
 

“I didn’t think we planned it.  I just said I’d be there if a baby came.  It wasn’t a 
surprise.” 
 
Quote:  Focus Group Participants  

 
One focus group participant revealed that the reason she and her boyfriend wanted to 
have a baby was because they felt it would be the only legitimate way that their parents 
and family would allow them to remain together. Regardless of the motive, when a 
young woman gets pregnant there is a tendency from service providers to assume that 
it is unplanned.  The idea of planned pregnancy may come as a surprise to many.  
Whether young couples are consciously or unconsciously choosing to parent, the notion 
of preparing for pregnancy and planning for parenting does not seem to be a 
consideration.  Discussion with key informants about the priorities of their work revealed 
that the majority of their work is focused on prevention and on addressing the multiple 
challenges young parents face once they become pregnant   Few proactive efforts are 
made to equip young women and men with the information, resources and support to 
make informed choices.  Key informants did not discuss the occurrence of planned 
pregnancies. 
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5.4 Sexually Transmitted Infections (STIs) 
Despite the increasing rates of sexually transmitted infections among young people in 
Toronto, there was little discussion and concern about STIs in the focus groups. One 
participant did state that although she had STI checks, she had no idea what she was 
being tested for.   
 
Many key informants felt that health care providers tended to focus so much on 
preventing pregnancy that there was little or no mention of protection against STI’s.  
Conversations around birth control rarely included discussion about STI prevention. 
 
5.5 Lack of Parenting Education 
Although many focus group participants indicated that they did receive some form of 
parenting education, the majority felt that the information they received was not useful to 
them once they arrived at home with the baby.  One woman recalls not knowing 
whether she was supposed to hold him all the time, let him cry or feed him.  Many 
young women spoke about not knowing what to do when the baby got sick.  One 
woman relied on a telephone support service, but said that some of the parenting 
advice she was given was completely unrealistic given the elevated stress and 
insecurity she felt.  One woman did indicate that she knew what to do when she got 
home because she had stayed at a maternity home for 10 months before the baby was 
born and learned from the other women. 
 
In the young men’s focus group, few of the participants had attended prenatal classes 
and felt that they were unprepared to go into the delivery room.  The young fathers 
stated that they lacked the practical knowledge they needed for the arrival of the baby.  
One father added that he had not received any formal education about parenting 
through any community programs, only through educational programs on television. 
 
Key informants identified that young parents will not access services that are unfamiliar, 
do not reflect their issues or interests or do not have the concrete supports they need 
including TTC tickets, food, money and childcare.   Key informants also felt that prenatal 
education is not as inclusive of the range of cultural customs practiced throughout 
pregnancy and birth.  They also noted that information about contraception is not 
effectively integrated into prenatal programs.   
 
Most key informants agreed that attendance at prenatal classes is a strong predictor of 
a healthy pregnancy and positive birth outcomes.  However, they noted that few women 
actually attended prenatal classes or started late into their pregnancy.  They also noted 
that personal circumstances may pre-empt women from attending prenatal care, such 
as: 
 

• Belief that they already know about pregnancy and birth 
• Concealing pregnancy because fear of judgment 



• Difficulty scheduling an appointment 
• Domestic violence 
• Exhaustion and fatigue 
• Fear of health care providers   
• Feeling sick 
• Financial restrictions 
• Isolation 
• Lack of support 
• Language and cultural barriers 
• Literacy 
• Living in substandard housing 
• Location of health facility, unfamiliar with area 
• No childcare provision 
• No transportation 
• Stress and Depression 
• Uncomfortable in health facility settings 
• Using drugs and alcohol 
 

As one focus group participant remarked: 
 
 
 
 
 
 

 

 

 

“I got pregnant the first time I had sex, I didn’t tell anyone for 5 months.  I just
kept doing track and exercises.  Then I got care…” 

        
Quote:  Focus Group Participant  
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6.0 WHERE YOUNG PARENTS GET THEIR INFORMATION 
 
6.1 Family and Peers 
Although many focus group participants spoke about being afraid to ask questions for 
fear of being judged or fear that information will not be kept confidential, they all agreed 
that their friends were their primary source of information around sexual and 
reproductive health issues.  In general, focus group participants did not discuss sexual 
health matters with family members.  Many youth simply stated that they did not want to 
approach their parents or other family members for any sexual health information 
because then they would know that they were sexually active.  The majority of young 
parents talked about a ‘tight knit peer group’ and that they would first go to their peers to 
discuss any sexual and reproductive health issue.  Some focus group participants 
reported that they didn’t trust anyone else and felt that only friends could be counted on 
for unconditional support. 

  
Key informants agreed that the majority of youth rely on their immediate peer group for 
sexual health advice.  However, they also expressed that youth are receiving 
inaccurate, unbalanced information from equally misinformed peers.  Key informants 
noted that women often present with various misconceptions about various birth control 
methods, abortion information and general sexual health information.  One key 
informant recalls an instance with a young woman who was told by her peer that she 
would not be able to become pregnant again if she had an abortion. 
 
6.2 School System  
Schools and educational institutions have the potential to reach a diverse and large 
group of youth. However, it was strongly felt by both key informants and focus group 
members that receiving sexual health information at school is not the preferred avenue.  
Although most young parents expressed a desire to continue their education, they felt 
that being a parent made it difficult to attend classes.  In one focus group, one woman 
said:  “The hardest thing is getting ready in the morning and being at school on time.  
Classes need to start later and we need schools with daycare.”    
      
Focus group participants also discussed how the information they receive in school is 
not relevant to the kinds of sexual health concerns they have.  Participants who 
received sexual and reproductive health education described it as “boring” and quite 
removed from the reality of their sexual experiences.  They felt that what they were 
taught was left to the discretion of the teacher and depended on how he/she felt about a 
certain topic.  They also felt that some teachers seemed uncomfortable and/or others 
were judgmental.   
 
Key informants discussed different issues when asked to comment on sexual health in 
the school system.  According to one key informant, some young parents may not 
attend school full time and therefore may not benefit from the sexual health information 
provided by the school.  Furthermore, several key informants expressed concern about 
the declining resources allotted for sexual and reproductive education and the decrease 



in health care providers within the school system.  Key informants also mentioned that 
sex education is often ineffective because the goals, approaches and content is not 
appropriate to the age, experience, and cultural background of the students.  According 
to one report, sexual health teachers are often not knowledgeable in various areas of 
sexual health and tend to teach using limited curriculum strategies (Department of 
Community Health and Epidemiology & Amherst Association for Healthy Adolescent 
Sexuality, 1999).  The report also noted that professional development opportunities in 
this area were limited and may cause some teachers to back away from addressing 
more complex and challenging issues. 
 
6.3 Lack of Education of Health Care Providers 
Throughout their pregnancy and as young parents, youth may have numerous 
encounters with a wide range of health care providers.  Many focus group participants 
felt that sexual and reproductive health issues were rarely addressed by health care 
providers.  Providers tend to focus on health during pregnancy, nutrition, and post-natal 
health of mother and well baby checks.  Often there is no time for discussion and sexual 
health issues are not seen as a priority for health care providers.   
 
There was consensus among key informants that there is a pronounced lack of health 
care providers who have accurate and correct information about sexual and 
reproductive health issues.  As one key informant commented: 
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“We worry about healthy sexuality education for youth but professionals lack 
consistent appropriate information.  Service providers often don’t have a clue 
about human sexuality and give inappropriate information.” 
 
Quote:  Key Informant 
ey informants also stressed that some health care providers do not have the 
nowledge and understanding of the economic and social reality that young parents 
ace.  There was also an indication that clinical and non-clinical staff are not properly 
rained to work with young parents and to respect and validate their needs.  In fact, one 
ey informant arranged to have professional development focusing on sexual and 
eproductive health issues at her own expense.  Most organizations must rely on public 
ealth for training.  Although the information is useful, this format does not allow for 
ontinuity in training. This may lead to gaps in knowledge of current practices and new 
nd emergent trends in the field of sexual and reproductive health.  Given this situation, 

he potential to utilize health care providers as an effective way to acquire sexual and 
eproductive health information remains untapped. 
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CONCLUSION 
 
The objective of this consultation was to better understand what the specific sexual and 
reproductive health needs of young parents are and what barriers they face in 
accessing health and support services to meet their needs.  Through speaking directly 
with young parents and service providers, we learned this and much, much more. 
 
We learned that stigma is one of the most pervasive issues facing young parents.  
Preconceived notions and assumptions about their lives create difficulties for young 
parents to access appropriate services and negotiate health care systems.  Even for 
youth who gain access, they may again face stigma in the form of the values, beliefs 
and services provided by the institutions and the workers they meet with.   Systemically, 
this stigma also limits the choices that young parents are given about the type of 
services they receive and generally makes them feel like they have no say or control 
over what happens to them. 
 
We learned that a major concern for young parents is money.  For many young parents, 
meeting basic needs such as food, childcare, housing, transportation, medication and 
school-related costs is an ongoing struggle.  Many young parents said that it was 
difficult, if not impossible, to focus on their own needs.  For many, it meant that they 
couldn’t afford the cost of going to a medical appointment (transportation, child care or 
taking time off from work) and couldn’t afford the cost of medications. 
 
We learned that young parents consider their personal relationships and support 
networks extremely important, but also find that they can be a source of conflict and 
hard to maintain.  For young parents, communication with their partners, especially after 
the baby was born, was stressful and difficult.  With regards to family members, some 
young parents felt that this relationship was a great source of support and 
understanding, while other youth spoke about fearing the reactions of or disappointing 
family members with news of their pregnancy.  In terms of friends and other support 
networks, most youth felt that it was difficult for their friends without children to 
understand and relate to their issues. Other youth simply no longer had time to maintain 
friendships or seek out other forms of support including groups and programs.     
 
We learned that dealing with issues of violence and abuse were common among young 
parents, however, there is also a fear and/or reluctance to discuss partner abuse.  For 
many young women, maintaining a family for the child’s sake became the priority even if 
this meant living with an abusive partner.  Given this situation, the many young women 
who disclosed violence in their lives fetl that they have little or no ability to exert control 
in their day-to-day lives and continue living in violent circumstances.   
 
We learned that self-esteem and mental health issues, especially issues around body 
image for young mothers, are often overlooked or not addressed because of more 
immediate health and parenting concerns.  As well, many youth discussed the stigma 
that exists around mental health issues as a main reason why they would not seek 
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mental health services.  For immigrant and newcomer youth, mental health issues rated 
as a high concern, however, they also reported language, cultural barriers and access 
to health care as significant barriers. 
 
We learned that young parents identified a lack of accurate and appropriate sexual 
health information as a major barrier.  Ranging from anatomy and fertility awareness to 
STI prevention, most young parents felt that their knowledge of health issues was not 
adequate.  While some young parents did receive some form of education at school or 
through pre-natal classes, they generally felt the information was either presented in a 
judgemental, boring way or did not meet them at the point they were at in regards to 
their sex lives.  Many youth relied on their peers for information but acknowledged that 
the information they received was not always accurate.  For immigrant and newcomer 
youth, a main barrier to finding information was the limited availability of resources in 
other languages.  
 
We learned that young parents and service providers believe that programs designed to 
meet the sexual and reproductive health needs of young parents must also address and 
accommodate the social, economic and environmental realities that young parents 
experience.  While both focus group participants and service providers acknowledged 
that young parents’ sexual health needs were somewhat different from their childless 
peers, it was more strongly expressed that there was an urgent need to promote overall 
health and well-being among young people.  Young parents are concerned about their 
sexual health, however, there are more pressing life issues that take priority.  According 
to key informants, programs that focus on sexual health must view it not in isolation, but 
from a more holistic perspective of overall health and well being,       
 
As a pro-choice, health promotion agency, PPT operates from a philosophy that views 
health from a broad and holistic perspective that encompasses the social determinants 
of health and embraces and promotes choice over control.  We believe it is necessary 
to create and deliver sexual health programs that connect the social, economic and 
environmental conditions experienced by young parents.   The information presented in 
this report will provide a framework for future programming initiatives at PPT. 
 
 
 
 
 
 
 
 
 
 
 
 
 



 30

ACKNOWLEDGEMENTS 
 
Planned Parenthood of Toronto (PPT) wishes to acknowledge the following individuals 
who wrote this report: 
 
Lorena Murialdo 
Rose Gutierrez 
 
PPT would also like to acknowledge the collaborative participation of the members of 
the Young Parents’ Working Group who conducted key informant interviews, facilitated 
focus groups and helped in the preparation of this report: 
 
Nadjla Agahbanaei 
Rose Gutierrez 
Jay McGillivray 
Priya Rajani 
 
The efforts and analysis of the following PPT staff in reviewing this report were greatly 
appreciated: 
 
Michele Chai 
Beverly Essue 
Susan Flynn 
Sarah Hobbs 
Lesley Lustig 
Shalini Narine 
Jamie Slater 
 
 PPT would like to acknowledge the contribution of Young Parents No Fixed Address 
(YPNFA), a network of agencies and organizations dedicated to building strong 
community partnerships to address the issues for young, street-involved/homeless 
pregnant and parenting youth and their children. Youth participation was paid by the 
YPNFA, a project funded by Ontario Works Incentive Funds Projects. 
 
Most of all we are grateful to the key informants and young women and men who took 
the time to share with us their stories and experiences about their sexual and 
reproductive health needs.  We have made every effort to fairly and accurately 
represent their views. They gave us useful insight that will help to inform future sexual 
and reproductive health programming and service initiatives for young parents.   
 
 
 
 
 
 



 31

References  
 

Bell, S., Wise, L., Cooper-Doyle, S., Norsigian, J.  (1998).  Our Bodies, Ourselves for the New Century:  
Excerpt from Chapter 13, Birth Control, Boston women’s Collective.  Boston 
 
Berkowitz, B.  (2004).  Conducting Focus Groups, Community Tool Box, Kansas, USA. 
http://ctb.ku.edu/tools/en/section_1018.htmT
  
Best Start:  Ontario’s Maternal, Newborn and Early Child Development Resource Centre.  Reducing the 
Impact:  Working with Pregnant Women who Live in Difficult Life Situations.  Ontario Prevention Clearing 
House, Ontario Ministry of Health and Long-Term Care. 
 
Darroche, E. J., Frost, J. J., Singh, S., & Study Team.  (2001). Teenage Sexual and Reproductive 
Behaviour in Developed Countries:  Can Progress Be Made.   Occasional Report # 3, The Alan 
Guttmacher Institute, UNFPA, New York and Washington. 
 
Department of Community Health and Epidemiology & Amherst Association for Healthy Adolescent 
Sexuality. (1999).  Developing Understanding From Young Women’s Experiences in Obtaining Sexual 
Health Services and Education in a Nova Scotia Community:  Lessons for Educators, Physicians and 
Pharmacies, Maritime Centre of Excellence in Women’s Health, Nova Scotia 
 
Family Service Association of Toronto & Community Social Planning Council. (2004).  Community Voices:  
Young Parents in Toronto Speak Out About Work, Community Services and Family Life, A Report of the 
Prospects for Young Families in Toronto Project, United Way of Greater Toronto, The Atkinson Charitable 
Foundation.  Toronto 
 
Family Service Association of Toronto & Community Social Planning Council. (2004).  Falling Fortunes:  A 
Report on the Status of Young Families in Toronto, United Way of Greater Toronto, The Atkinson 
Charitable Foundation, Toronto. 
 
Federal/Provincial/Territorial Advisory Committee on Population Health.   (2000).  The Opportunity of 
Adolescence:  The Health Sector Contribution, Minister of Public Works and Government Services 
Canada, N(o):  H39-548/2000E 
 
Jensen, K., & Otoo-Oyortey, N.  (2002).  Gender-Based Violence:  An Impediment to Sexual and 
Reproductive Health, a Report for the Global Advocacy division of IPPF.  London, United Kingdom 
http://www.comminit.com/materials/materials/materials-714.html   
 
Langille, D. B.   (2000).  Adolescent Sexual Health Services and Education:  Options for Nova Scotia, 
Maritime Centre of Excellence for Women’s Health, Policy Discussion Series Paper No.8, Nova Scotia 
   
Ma, Stephanie, J.  (2004).  Just Listen to Me:  Youth Voices on Violence, Ontario Youth Roundtable 
Discussions on Violence, Office of Child and Family Service Advocacy and Voices for Children, 
Government of Ontario, Ontario. 
 
Nadeau, J.,  (2004).  Adding it Up:  The Benefits of Investing in Sexual and Reproductive Health Care, 
The Alan Guttmacher Institute, UNFPA, New York and Washington. 
 
Ndong, I., & Finger, W.R.  (1998).  Male Responsibility for Reproductive Health, Network:  Vol. 18, # 3, 
Family Health International.  USA. 
 
Olmstead, M.  Promoting Healthy Body Image:  A Guide for Program Planners, Report Prepared by Carla 
Rice for Best Start:  Ontario’s Maternal, Newborn and Early Child Development Resource Centre, 
Community Action for Healthy Babies, c/o OPC.  Toronto. 

http://ctb.ku.edu/tools/en/section_1018.htm
http://www.comminit.com/materials/materials/materials-714.html


 32

 
Page, L..  (1998).  Just Loosen Up and Keep Talking, Nova Scotia Roundtable on Youth Sexual Health, 
Planned Parenthood Nova Scotia, Public Health and Health Promotion Nova Scotia Department of 
Health, Nova Scotia. 
 
Planned Parenthood of Toronto.  (2002).  Women’s Needs Assessment Project, Women’s Needs 
Assessment Committee.  Toronto 
 
Planned Parenthood of Toronto.  (2005) Young Men’s Health Consultation Report.  Young Parents 
Working Group.  Toronto. 
 
The Report from Consultations on a Framework for Sexual and Reproductive Health.  (1999).  Health 
Canada, Her Majesty the Queen in right of Canada, represented by the Minister of Public Works and 
Government Services Canada.  Cat.  # H39-434/1998E.ISBN 0-662-267-52-4.  Ottawa. 
 
Senderowitz.  (1997).  Making Reproductive Health Services Youth Friendly, YouthNet, Family Health 
International, USA. 
http://www.fhi.org/en/Youth/YouthNet/Publications/FOCUS/InFOCUS/makingYFS.htm
 
Wiebe, R. & Keirstead, P.  (2004).  Surviving On Hope is not Enough:  Women’s Health, Poverty, Justice 
and Income Support in Manitoba, The Prairie Women’s Health Centre of Excellence, Winnipeg, Manitoba. 
 
Wilkinson, R. & Marmot, M. (1998).  The Solid Facts:  Social Determinants of Health.  World Health 
Organization.  Geneva 
 
World Health Organization. (1948). WHO Definition of Health.  WHO: New York. 
 
YouthLens on Reproductive Health and HIV/AIDS.  (2004).  Expanding Contraceptive Options and 
Access for Youth:  YouthNet, Family Health International, US Agency for International Development. 
http://www.fhi.org/en/Youth/YouthNet/Publications/YouthLens+English.htm
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.fhi.org/en/Youth/YouthNet/Publications/FOCUS/InFOCUS/makingYFS.htm
http://www.fhi.org/en/Youth/YouthNet/Publications/YouthLens+English.htm


      
APPENDICES    
 
Appendix A                                                                           
 

Terms of Reference 
PPT Mission Statement: 
Planned Parenthood of Toronto is a community-based, pro-choice agency committed to 
the principles of equity and to providing accessible and inclusive services which 
promote healthy sexuality and informed decision making to the people of the City of 
Toronto. 
 
Goals of the Working Group: 
1) To gather documents on issues related to parenting and family planning 
2) To determine the primary, sexual and reproductive health needs of young               
     parents 
3) To identify existing services and programs 
4) To identify gaps and barriers in health services 
5) To develop recommendations for PPT’s work with young parents and pregnant youth 
 
Target Population:  
Young parents ages 13-25 from diverse backgrounds including race, culture, 
orientation, ability, class etc. 
 
Structure: 
The Young Parent’s working group includes staff from multiple disciplines at the House. 
It consists of the following individuals. 
 
Jay MacGillivray Community Health Promoter 
Lorena Murialdo  Community Health Promoter 
Nadjla Agahbanaei Clinical Receptionist 
Rose Gutierrez Director of Community Programming 
Priya Rajani Physician 
  
Functions: 
Meetings will take place during designated program meeting times.  The Working Group 
will summarize documents on issues for this target population.  The working group will 
define the focus of the consultation. The Key Informant Interviews will be conducted 
with various agencies and individuals from across the City.  Focus groups will be 
conducted with the target population.  The results from the interviews and focus groups 
will be analyzed in the report. 
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Appendix B 

 
Young Parent’s Sexual Health Consultation 

Key Informant Interview 
 
Name of Organization:  
     
Contact Information: 
 
Interview done with: 
 
Title: 
 
Date of Interview:                                            Interview done by: 

 
Goals of the Young Parent’s Sexual health Consultation 
1. To gather documents on issues related to parenting and family planning. 
2. To determine the primary, sexual and reproductive health needs of young 

parents. 
3. To identify existing services and programs. 
4. To identify gaps and barriers in health services. 
5. To develop recommendations for PPT’s work with young parents and pregnant 

youth. 
 
 
1. What is your agency’s mandate relative to young parents?  
 
2.       Describe the community of young parents and pregnant youth that you serve? 

(Age range, community) 
 
3.        What would you identify as the sexual and reproductive health needs of young 

parents and pregnant youth? 
 
4. Does your agency provide specific and current sexual and reproductive health 

care training or awareness for staff or clients? 
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5.        Can you identify any issues accessing sexual and reproductive health services 

unique to young parents of colour, immigrant and newcomer young parents, 
homeless and under-housed parents, queer, transgendered and transsexual 
young parents or young parents with disabilities? 

 
6.       Do you know of any gaps in, or barriers to, accessing sexual and reproductive 

health that your clients have encountered? 
 
7.        What type of sexual health programming is needed for this community? 
 
8.       Do you currently refer clients to any sexual health programs (clinical and health 

promotion)?  What made it successful? OR, Why didn’t it work?  
  
9.    If PPT were to offer sexual and reproductive health programming for young 

parents and pregnant youth, what would you suggest as program priorities?  
 
  
10. Any last thoughts.... 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 

 
 

 
           
Appendix C 
 
Focus Group Questions-Young Parents 

 
Pregnancy 
1) How was your pregnancy? 
 
2) What challenges/issues did you experience during your pregnancy? 
 
3) What kind of prenatal care did you receive? 
 
4) How do you feel about the prenatal care that you received? 

 
5) What would you change about your prenatal care next time? 
 
Sexual Health 
What were your sexual health issues during your pregnancy? Where do you get your 
information and how do you get your sexual health needs met? Did your caregiver 
discuss BC/STI’S with you? 
 
Birth 
6) How was your birth? 
 
Parenting 
7) What were the circumstances after your birth?  
 
8) What was involved in caring for the baby? 
 
9) What about your health? How did you get you needs met? 
 
10) What was your experience with caregivers? 
  
11) How do you feel about parenting now? 
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12) What do you need as a parent now? 
 
Sexual Health 
What are your sexual health issues after you gave birth? Where do you get your 
information and how do you get your sexual health needs met? 
BC, STI’S 
 
 
 
 
 
 
             
          
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 

Appendix D 
 
Participant Profile 
 
Thank you for agreeing to be a part of our focus group for young parents. This form is 
completely anonymous and voluntary 
  
Gender:   ____________ Age:_________  Number of pregnancies:________ 
 
Race: (For example Asian, Black etc)  ___________ 
 
In what country were you born? :________________ 
 
When did you come to Canada if you were not born here? __________________ 
 
What is your Immigration status: (For example Canadian Citizen, Landed etc) 
________________ 
 
What language are you most comfortable using:________________________ 
 
Do you have any disabilities? (For example mobility disability, visual problems etc)  
Yes ________________________   _____No 
 
Are you Deaf? ________ Are you hard of hearing?______________ 
 
Are you in a relationship?   _____No      If Yes, how long?_________________  
  
Are you in school right now? ____No Yes(full-time, Part time, Upgrade, High school 
etc)___________________ 
 
Employment status: (For example Working full time, Not working etc.) 
_________________________ 
 
Children:    Ages ______________      
 
Does your child(ren) live with you? _____No  _____Sometimes    Yes 
If Yes, do you parent equally with someone? _______If YES, are you the primary 
parent?        No      Yes 
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How old were you when a health care provider told you that you were pregnant?_____ 
 
How many weeks, months were you when you started prenatal care?__________ 
 
 
           
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
 
 
 
 
 
Appendix E 
 
Informed Consent Form 
 
Planned Parenthood of Toronto is a community based, pro-choice agency committed to 
the principles of equity and to providing accessible and inclusive services which 
promote healthy sexuality and informed decision making.  In our efforts to provide 
programs that are sensitive to the needs of our client group, we have embarked on a 
community consultation process to identify the key sexual health needs of pregnant 
youth and young parents living in Toronto.  
 
As part of this process, we are currently holding focus groups with small groups of 
young parents to find out what they think are the sorts of services and supports that are 
missing and what would be useful.  Thank you for agreeing to be part of one of these 
groups.  As a participant there are several things you should be aware of: 
 
1. The groups will be run by a facilitator, who will ask questions, facilitate discussion 

and write your responses on a flip chart; 
 
2. Participation is voluntary and you are free to withdraw from the process at any 

time; 
 
3. You will receive $20 at the end of the session for participating in the group 

discussion; 
 
4. You are free to decide to not answer any question; 
 
5. Discussions in the sessions are confidential.   
 
6. You will receive a copy of the Informed Consent Form to sign; 
 
7. Group discussions will be documented in several ways to accurately represent 

participants’ comments and the issues participants identify as important. There 
will be a recorder present taking notes of the discussion as well as an audio tape 
recorder to document the session.  The written notes and audio tapes will be kept 
in the agency.  Documentation generated in the focus groups may be used as 
the basis for written reports, research papers and publications, media articles, 
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conference presentations, and program evaluations.  In all cases the names and 
identifying information of participants will be kept confidential, unless specific 
permission is requested and granted.  All identifying information will be kept in 
the agency for a maximum period of 7 years.  All information will then be 
shredded.           
 
 

Questions about the project may be directed at any time to the Group Facilitator  
  
______________________________________________________________________  
Name and Title 
 
Or Rose Gutierrez, Director of Community Programming (416-961-0113 ext 227). 
 
 
I am fully aware of the nature of this project and have agreed to participate.  I have 
read, understood and been given a copy of this consent form. 

 
   

Signature of participant     Date 
 

 
Printed name of participant      
 
Signature of focus group facilitator 
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