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I want to add my thanks and welcome to everyone.  As one of my colleagues, Paul Grof, told me 
recently, this may well be the first time a group like this has been brought together. We want to 
use our time wisely this morning in order to benefit from this expertise. So, to keep an eye on the 
clock, I will work from a prepared text. 
 
I also want to thank you, Senator Kirby.  I commend you and your committee for taking action on 
the mental health of Canada’s children. We welcome your leadership. 
 
I believe this distinguished group can help solidify the mental health needs of children and 
adolescents as a key strategic priority on the national health care agenda.  We have the 
potential here for a partnership - business, government, scientific, medical, social services, and 
advocacy communities - that could make a huge difference for many in this country. 
 
My colleague, Bill Wilkerson, likes to make the point that 85 per cent of new jobs coming on 
stream in modern society require cerebral, not manual skills.  The future well-being of our society 
depends to a large degree on the mental health of those who will be taking those jobs...our 
children. 
 
That’s not to mention the financial impact mental illness is already having.  Depression alone 
costs business in North America more than 60 billion dollars a year.  It is emerging as the 
leading cost of work years lost through disability and premature death in the global economy. 
 
In my view, we are faced with three major issues: first, basic access to specialized psychiatric 
care for children and adolescents; second, research funding that will enable us to better 
understand mental illness in this age group; and third, staring down the stigma that prevents so 
many from seeking appropriate treatment for what, in the vast majority of cases, are highly 
treatable illnesses. 
 
There are other issues I’m sure the group will identify.  However, I am going to focus on these 
three themes. 
 
I will also focus on childhood and adolescent depression… but I should point out there are many 
disorders of childhood.   
 
Learning disorders, autism, Aspergers Syndrome, Pediatric Bipolar Disorder, anxiety disorders, 
attentional - hyperactivity disorders, conduct disorders, reactive attachment disorders, to name a 
few. We have expertise here today on many of these illnesses. 
 
But first, the numbers.  They don’t lie.  
 
According to UNICEF, Canada, one of the most socially advanced nations in the world, has the 
third worst record for suicides among adolescents 15 to 19.  This is 10 percent of all suicides in 
Canada. 
 
Among 1200 suicides in Ontario, six percent occurred among children between the ages of 10 
and 19, and 23 percent between the ages of 10 and 29.  
 
The rate of suicide in Canada among children 18 to 19 runs at about 13 per 100,000.  This is 
higher than in the United States
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The effect of this skyrocketing suicide rate deepens when we consider our aboriginal community. 
There, the rate of self destruction of children is five to six times that among non-aboriginal 
children.   
 
Suicide rates are on the rise all over the world.  In North America, suicide is the leading cause of 
death among 15 to 24 year olds, second only to fatal accidents.   Canada, unfortunately, is 
setting the standard. 
 
What is behind this phenomena?  By far, the leading cause is our most prevalent mental illness, 
depression. Anywhere from 75 to 95 per cent of those who commit suicide are depressed and 
15 per cent of those who suffer depression commit suicide.   
 
According to current trends worldwide, depression will cause more human disability and 
premature death - mainly among young people and working parents - than war, cancer, and 
traffic deaths combined. 
 
Depression, as a disease, is getting younger.  The average age for onset is 23 overall, but in 
more than half the cases, the suffering starts before age 20. This is the age group most 
vulnerable for suicide. 
 
The Ontario Health Study showed 10.2 percent of boys ages 4 to 11 experienced anxiety or 
depression, and 4.9 percent of those 12 to 16 experienced it. 
 
Girls, mirroring the results of women, had higher rates, at 10.7 percent at ages 4 to 11 and 13.6 
percent at ages 12 to 16.  Between 2 to 7 percent of girls and boys, perhaps higher, suffer 
severe depression. 
 
Studies reveal that, in the U.S., like Canada, large numbers of children are never properly 
identified as having mental disorders. One study labeled them the “silent sufferers”. 
 
One estimate is that a total of 12.5 percent or 7.5 million of the 63 million youths in the U.S. 
under 18 have mental behavioural or developmental disorders. Yet, only one-fifth of these 
children and adolescents receive treatment. 
 
In the U.S., 22 percent of adolescents with major depression reported a major suicide attempt.  
Teen suicide rates in that country soared from two per 100,000 to 9.5 per 100,000 between 1956 
and 1997.    Remember, Canada’s rate is 13 per 100,000. 
If we accept that mental disorders are increasingly prevalent in youth, and when that is taken 
together with mental health issues of middle age into old age, it presents a sobering portrait of 
the future mental well-being of Canada and the developed world . 
The good news is that depression is highly treatable. Its sufferers can recover to lead healthy, 
normal lives.  The bad news is that Canada’s health care system has failed miserably to provide 
access to care to those whose very life depends on it. Treatments that could easily cure sit on 
the shelf as our children suffer and, sadly, 300 times a year, take their own lives.  Kids who, with 
treatment, could be on the mend within months, are left to wait for a year or more for one 
psychiatric appointment. 
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And even when proper diagnosis and treatment is administered, there is the huge problem of 
stigmatization. Not only stigmatization of the illness itself but stigmatization of the people who 
suffer from it,  stigmatization of their families.  Even stigmatization of the medications necessary 
to treat them.   
 
The Honourable Michael Wilson, Senior Chairman of the Global Business and Economic 
Roundtable on Addiction and Mental Health, Canada’s former finance minister and a father who 
lost a son to suicide, sizes up the wreckage of 300 Canadian kids killing themselves every year 
along these lines: 
 
“If an airplane were to crash with 300 young people aboard, there would be an epic outcry, a 
tremendous amount of study and investigation into the cause. Yet, there is something wrong 
with our sense of priority where the tripling of the rate of adolescent suicide causes barely a 
ripple.” 
 
We might add this. The plane carrying those 300 kids would have to fall out of the sky each and 
every year to match the impact of teen suicide. 
 
Canada and the United Kingdom share more than parliamentary traditions.  We share an 
uninvited tradition in suicide.  In that country, suicide has increased 75 per cent since l982 
among young men between the ages of 15 and 24 compared to about 60 per cent in Canada 
over the past 30 years.  And like Canada, suicide in the U.K. is the second most common cause 
of death for young people in this age category. 
 
Consequently, the UK set a specific target to reduce its suicide rate by 15 per cent a year by the 
year 2000.  It has made mental illness one of its five top public health priorities. 
 
Canada could use something similar.  To date, our response has been dismal. About two per 
cent of the total dollars we spend on medical research is devoted to mental illness. 
 
This is astounding. Could you imagine the outcry if only two percent of our medical research was 
spent on non-psychiatric, but life-threatening illness? 
 
For at least 40 years, medical research has told us that depression and other mental illnesses 
have biological origins. They are serious medical diseases partly caused by a chemical 
imbalance in the brain.  Often, when doctors try to find a parallel between clinical depression and 
a physical disease, the illness they use for comparison is diabetes.  The “insulins” of the brain 
are “neurotransmitters”, the chemicals that determine how well we function on a cognitive, 
emotional and behavioural level. 
 
I mention the biological nature of mental illness because I believe that, in order to make good on 
the challenges we are attempting to tackle today, we first require a broader understanding of 
mental illnesses that are as much physical as mental in their origins.  We need to achieve a 
broader awareness of the biological, psychological and social determinants of mental illness. 
In addition, we need to understand why some children become ill and others do not.  How is it 
that some young people are able to overcome enormous obstacles and grow up to be well-
adjusted and productive adults while others are not?  How do we ensure that promising, cost-
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effective treatments are developed and made available early enough to prevent destructive 
emotional and behavioural problems in our children and youth.  The Offord Centre for Child 
Studies -- which is represented here today -- is conducting some critical work that will help us 
answer these questions. 
 
In my own work with children who are Crown wards, it is clear that there are three factors 
accounting for most cases of abuse and neglect that lead to crown wardship. First, mental 
illness.  Second, addiction. And third, social marginalization.  The children of parents who have 
these problems inevitably go on to develop their own psychiatric disorders.  
 
We need to continue to work with stubborn determination to improve our understanding of 
mental illness in children. Only then will we begin to alleviate the stigma that is a major factor 
behind decisions made by millions not to seek the treatment available for their recovery. 
 
In Canada, 2.6 million people suffer from mental illness.  About half that number, 1.1 million, are 
left untreated, mostly because they fear the stigma of a diagnosed mental illness.  The detection 
and treatment rate of depression among adolescents and younger adolescents is tragically low... 
between 7 and 20 percent.  Imagine the public outcry if 80 percent of Canada’s cancer patients 
were not receiving treatment.  Imagine 80 percent of heart patients not receiving treatment.  
Imagine 80 percent of diabetes patients not receiving insulin. 
 
In no other area of medicine would society tolerate a twelve-month waiting list, as we do today 
for a child or adolescent with a serious mental illness. If a child suspected of having childhood 
leukemia had to wait twelve months for treatment, we would be outraged.  If a child with 
diabetes, asthma, juvenile rheumatoid arthritis, or any other major medical illness had to wait 
twelve months for a consultation with a specialist, again, society would be outraged. 
Children with serious mental illness rarely have access to hospital beds.  In many large urban 
centres in Canada, there is not a single pediatric psychiatric unit. If there were no medical beds 
for children with childhood leukemia, heart problems, or other medical problems, we as a society 
would again be outraged.  At this point, we do not even recognize this is a problem for children 
with serious mental illness. 
 
So, our children wait and suffer... in silence. 
 
Yet, they are not the only sufferers. 
 
The enormous burden of this dysfunctional system falls to those who love our kids the most - 
mothers, fathers, brothers, sisters... families. 
 
Parents in this country who have a child suffering from serious mental illness almost always go 
through a highly stressful time simply seeking help.  They go the family doctor, they see a 
pediatrician, they may or may not see a psychiatrist, they may see a psychologist, they may see 
a social worker. But they inevitably spend years looking for help.  In the process, they often 
receive useless advice from well-intentioned, but uninformed, health practitioners. 
 
Often, they are told that they (the parents) are the problem, they are not strict enough, they are 
too strict, they lack the parenting skills they should have, or they should just let the child be a 
child.  Often, they are told there is nothing wrong with their child. The parents often go away 
feeling frustrated, feeling bad about themselves and wondering where they went wrong as 
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parents. If they are looking for a referral to a child psychiatrist in most areas of the province or 
even in this country they will wait six to twelve months for an appointment with a child 
psychiatrist. 
 
 
There is nothing more isolating for parents than caring for a mentally ill child, especially if that 
child is in crisis.  Further, from a purely economic point of view, the productivity of these parents 
inevitably deteriorates. 
 
The impact on parents can be devastating.  I think of a mother who phoned me from western 
Canada a few years ago. My name and telephone number are listed on the Child and 
Adolescent Bipolar Foundation Website.  (I get on average one e-mail per week from a parent 
wanting to know where to go if they suspect their child has bipolar disorder.)  Their 10-year old 
son had a longstanding history of aggression, impulsivity, and mood swings.  They had 
consulted many medical and psychological specialists, all to no avail.  In desperation they went 
to New York City for a consultation with Dr. Dimitri Papolous, author of the “Bipolar Child”.  He 
diagnosed the child with pediatric bipolar disorder.   
 
They returned home and sought out a psychiatrist to follow the doctor’s treatment advice, again 
all to no avail.  They came to Hamilton, staying at a local hotel, and I saw the child in my office 
and started him on a mood stabilizing medication.  He is well to this day.  This is no tribute to 
me. Far from it, it is a sad commentary on the difficulty accessing appropriate psychiatric care in 
our country. 
 
Senator Kirby, we urgently need a national mental illness strategy that will begin to correct these 
serious problems and provide access to care for those who continue to suffer.  We require 
research funding that acknowledges mental illness not as a disease of the weak, but as a 
disease of the sick, just as we would set aside research funding for cancer, or diabetes, or AIDS. 
 We need to systematically communicate the facts about the nature of mental illness so that one 
day the stigma that prevents so many from seeking effective treatment will be a thing of the past. 
 
Our objective this morning is to generate input that will lead to a Canadian charter of rights as it 
relates to the mental health of our children.  We need a Charter of Mental Health Rights for 
Children and Adolescents.  I believe we can deliver a charter that is much more than a collection 
of finely-crafted words.  I believe we can deliver a charter that is concrete, specific, realistic, and 
achievable.  A charter that will make a significant difference in the lives of the children at the 
forefront of our discussion today.  We will use the dialogue this morning to build that charter and 
will submit it to your committee. 
 
We look forward to a healthy, productive discussion, and we thank all of you today in agreeing to 
collaborate in this worthy endeavor. 
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