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A B S T R A C T

Purpose: The purpose of this study was to examine the likelihood of discussing health-related
behaviors with health care providers (HCPs), comparing youth with and without mobility limi-
tations (MLs).
Methods: Analyses were conducted using baseline data from the MyPath study. Adolescents and
young adults between the ages of 16 and 24 years completed a survey about their health care and
health-related experiences. Analyses assessed the relationship between mobility status and discus-
sing health-related behaviors with an HCP. Secondary analyses examined the extent to which ado-
lescents and young adults’ engagement in these behaviors was associated with these discussions.
Results: Overall, we found low rates of discussions about the following topics: substance use,
sexual and reproductive health, healthy eating, weight, and physical activity. Adolescents and
young adults with MLs were less likely to report discussing substance use and sexual and repro-
ductive health, but were more likely to discuss healthy eating, weight, and physical activity than
peers without MLs. Those adolescents and young adults who reported substance use had higher
odds of discussing this topic and those who reported having sexual intercourse had higher odds of
discussing sexual and reproductive health.
Conclusions: Results suggest mobility status and a young person’s engagement in health risk and
promoting behaviors are associatedwith the likelihoodof discussing thesebehaviorswith anHCP. It is
important thatHCPs viewadolescents andyoungadultswithMLs asneeding the same counseling and
guidance about health-related behaviors as any young person presenting him/herself for treatment.
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IMPLICATIONS AND
CONTRIBUTION

Fewadolescents and young
adultsdand especially few
of those with mobility lim-
itations (MLs)ddiscussed
health-related behaviors
with a health care provider.
This community-based
study confirms the need to
develop and implement
strategies to improve
counseling in clinical set-
tings, especially for youth
with MLs.

Providing preventive counseling is a critical component of
adolescent health services. Yet, many young people who experi-
ence difficulty with physical functioning because of a mobility

limitation (ML) donot receive information or counseling regarding
their health behaviors [1e3]. The low rates of routine counseling
for health behaviors in this population are concerning for several
reasons. Adolescents and young adults with MLs, similar to peers
without disabilities, experience the physiologic and psychosocial
changes of adolescence and engage in and establish health-related
behavior patterns that influence their health trajectories across
the life span [4,5]. In addition, the risk for poor health outcomes
related to health risk behaviors may be amplified by the interac-
tion between chronic condition, treatments, and behavior [3]. For
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example, alcohol use can influence bowel management among
thosewith spina bifida [6], whereas recreational substance use can
compromise effectiveness of medications prescribed for health
conditions or symptom management [7].

Furthermore, low engagement in health promoting behaviors,
such as eating a balanced, nutritious diet and engaging in regular
physical activity, are associated with greater risk for obesity. Ad-
olescents and young adultswithMLs are at a higher risk for obesity
than peers without disabilities [8,9]. In addition to increasing the
risk formany chronic health conditions [10], obesity can negatively
affect condition management and progression (e.g., pressure sores
and muscle wasting) and limit a young person’s capacity to
perform self-care and activities of daily living [11].

Also of concern are the low rates of screening, counseling, and
education about sexual and reproductive health for those with
MLs. Similar to peers without disabilities, adolescents and young
adults with MLs experience sexual development, engage in
sexual activity, and have romantic and sexual relationships
[12,13]. Likewise, these young people are exposed to negative
health consequences associated with risky sexual behaviors [13].
Indeed, adolescents and young adults with disabilities experi-
ence greater risk of sexual abuse than those without disabilities
[13]. Sexual development, sexuality, and reproductive health are
relevant topics that should be routinely discussed and assessed
in the health care setting for these young people [12].

As young people with MLs navigate their way through
adolescence and the transition to adulthood, information and
education about health behaviors should be viewed as important
and relevant to their health and well-being. Health care pro-
viders (HCPs) are in a key position to provide screening, antici-
patory guidance, and counseling regarding these behaviors, in
the context of a young person’s specific health condition [14]. The
benefits of preventive counseling in a health care setting are well
established, and young people themselves express a desire for
this care [2,15,16]. However, provision of these services for ado-
lescents and young adults with MLs remains persistently low.
Studies have identified barriers to providing preventive coun-
seling [17], such as time constraints [18], provider training [19],
and provider perceptions of which young people would benefit
from these services. However, further research is needed to
examine the extent to which adolescents and young adults with
MLs discuss these topics with their HCPs and the factors that
influence the likelihood of these conversations.

The present study seeks to address research gaps using a
community-based sample of adolescents and young adults, aged
16e24 years, with and without MLs. The study’s first aim was to
assess the impact of having a ML on the extent to which young
people discuss health behaviors with their HCP. The second aim
was to examine whether adolescents and young adults’ own
engagement in these behaviors is associated with the likelihood
of talking to providers about sexual and reproductive health,
substance use, healthy eating, and physical activity. This is the
first study, to our knowledge, to investigate whether young
people who are engaging in a particular behavior are more likely
to discuss that behavior with an HCP.

Methods

Participants

Data are drawn from the baseline survey of the MyPath study,
a prospective, longitudinal study of the health care and

health-related experiences of a nonprobability, community-based
sample of adolescents and young adults, collected betweenMarch
2011 and November 2012 in the upper Midwest region of the
United States. To enroll adequate numbers of adolescents and
young adults with and without MLs, separate recruitment stra-
tegies were used. Potential participants with MLs were recruited
through targeted mailings sent from more than 120 study part-
ners (HCPs, clinics, state agencies, school districts, colleges and
universities, nonprofits and community organizations). Messages
introduced the study and directed individuals to the research
team to enroll. Our research team never had access to the names,
contact information, or the number of individuals contacted; thus,
we are unable to calculate a response rate. The cohort of partici-
pants without MLs was recruited through mailings to households
in a five-state region (Minnesota, Wisconsin, Iowa, South Dakota,
and North Dakota) with a high likelihood of having a 16- to
24-year-old living in the home. The list was purchased from
Genesys Sampling Systems (Horsham, PA). Adult participants and
parents of minors provided informed consent, and minors pro-
vided assent. Institutional review boards from the participating
sites (when appropriate) approved study procedures.

Baseline data consisted of responses to the MyPath ques-
tionnaire (available for completion online, paper, and telephone)
from 786 adolescents and young adults. All participants were
between the ages of 16 and 24 years at the time of enrollment;
those who did not speak English or did not have the cognitive
ability to complete the survey were excluded. For this analysis,
the analytic sample comprised 557 participants (287 with MLs
and 270 without MLs) who reported having seen an HCP in the 6
months before completing the survey.

Measures

Participants responded to questions assessing gender, age,
ethnicity, race, and parent education level. Race was dichoto-
mized into white or nonwhite; highest education level achieved
by either parent was also dichotomized (college graduate or not a
college graduate). In the present study, ML status was defined by
self-report of having any of three specific conditions (spina
bifida, cerebral palsy, or muscular dystrophy) and/or reporting
any ML as measured by an adaption of the Gross Motor Func-
tioning Classification System (GMFCS) [20]. The GMFCS self-
report youth version is a tool for categorizing the gross motor
functioning of youth based on the way they usually engage in
each activity assessed. Thus, it assesses functioning within
youths’ environmental context reflecting the lived experience
rather than gross motor assessment of capacity in a clinic setting.
Youth are asked to select the GMFCS category that best describes
their functioning. The five categories range from themost limited
(“I have difficulty sitting onmy own and have difficulty achieving
any voluntary control of movement”) to the least (“Can walk on
my own without using walking aids but am limited in speed,
balance and coordination”) [20]. For this study, we provided a
sixth category representing youth who perceive no limitation in
their mobility. The survey assessed whether participants had a
usual source of care and health insurance and the type of HCP
they usually saw for checkups or if sick or hurt.

Questions about specific health behaviors were adapted for
the study from the Centers for Disease Control and Prevention
Youth Risk Behavior Survey [21] and the Minnesota Student
Survey [22]. Participants responded to questions regarding use of
alcohol, cigarette, and marijuana use during the past 30 days

E.M. Seburg et al. / Journal of Adolescent Health 57 (2015) 81e8682



Download English Version:

https://daneshyari.com/en/article/10511599

Download Persian Version:

https://daneshyari.com/article/10511599

Daneshyari.com

https://daneshyari.com/en/article/10511599
https://daneshyari.com/article/10511599
https://daneshyari.com

