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Canada is a country occupying most of northern North America.  It extends from the Atlantic Ocean in the east to the Pacific Ocean in the west and northward into the Arctic Ocean. It is the world's second largest country by total area and shares the world's longest common border with the United States to the south and northwest (Wikipedia http://en.wikipedia.org/wiki/Canada).
Canada is a federation made up of ten provinces and three territories.  We are a parliamentary democracy and a constitutional monarchy, with Prime Minister Harper as our head of government and  Queen Elizabeth II as our head of state. Canada is a bilingual and multicultural country, with both English and French as official languages.  I am from the province of Ontario which is located in east-central Canada.  Ontario is the largest province by population and second largest, after the province of Quebec, in total area.
Canada's national health insurance program, often referred to as "Medicare", is designed to ensure that all Canadians have reasonable access on a pre-paid basis to medically necessary hospital and physician services.  This plan primarily covers the cost of medical doctors and Canadians either pay an outright fee for services from other health care providers such as psychologists or pay through individual and limited work plans. Instead of having a single national plan, we have a national program that is composed of the provincial and territorial health insurance plans, all of which share certain common features and basic standards of coverage.  Roles and responsibilities for Canada's health care system are shared between the federal and provincial-territorial governments. Provincial and territorial governments are responsible for the management, organization and delivery of health services for their residents.  
Children’s Mental Health

Mental health problems are the leading health problems that Canadian children currently face after infancy (Waddell, McEwan, Shepherd, Offord & Hua, 2005).  It is generally estimated that 1 in 5 or 20% of Canadian children (Children’s Mental Health Ontario, 2009) will experience a mental health disorder.  More specifically, Waddell and her colleagues in British Columbia published a meta-analysis of the most comprehensive studies indicating that 14% of children aged 4 to 17 years (which represents over 800,000 children and youth in Canada) experience mental disorders that cause significant distress and impairment at home, at school, and in the community. 
  
This rate seems to be within the predicted range as compared to countries such as the UK where prevalence rates are suggested to be 10% (Fezzard, 2005)   and the United States with prevalence rates of 20% (Mental Health: A Report of the Surgeon General, 2009; US Department of Health and Human Services) .  
Waddell and her colleagues in British Columbia, Canada speculate that unfortunately fewer than 25% of children with mental health disorders receive specialized treatment services. Without effective prevention or treatment, childhood problems often lead to distress and impairment throughout adulthood, with significant costs for individuals, families and society as a whole.  As a country, we are optimistically working towards a more streamlined and more effective health care system with a special emphasis on national mental health policies.  These changes are stemming from the Kirby report (2006) which was commissioned by the government of Canada to better understand and make future recommendations for health policy.

Deaf Children in Canada

If the existing Canadian system is effectively meeting the needs of less than a quarter of the children in mental health distress, it is not hard to speculate that special and extraordinary groups such as deaf and hard of hearing children and youth are receiving even less service and less support.  
As Mckay & Vernon (2007) write “Without a doubt, people who are d/Deaf and mentally ill are the most neglected segment of the mentally ill population in the United States” (p.1) .  This has been true in the past in the USA (Best, 1943; Levine, 1960; Myklebust, 1960) and remains true today (Leigh, Powers, Vash & Nettles, 2004; Pollard, 1994, 1996).   I firmly believe the same holds true for Canada. 

Valid and reliable statistics have proven to be notoriously burdensome for Canada to acquire for both the Deaf adult and Deaf child & youth population.  This may be related to a few reasons including the fact that we are a people spread over a huge geographical area.   By virtue of small numbers, the Deaf population is often even more spread out, with more difficult access to connections.  It may reflect the fact that statistics are often collected through phone or mail survey, both of which due to inaccessibility and lower literacy rates may exclude deaf individuals.  It may be related to the great emphasis in our country to educationally mainstream children and accordingly thus, the majority of deaf children attend their home area school rather than specialized provincial schools for the Deaf.  These mainstreamed children and youth are often very isolated being the only deaf child in the hearing class and consequently escape administrative and potentially clinical attention.  And finally, this may reflect the fact that there are very few professionals, especially Deaf professionals, working in mental health in Canada.   I remain the only deaf clinical psychologist in all of Canada.  It is a monumental challenge to raise the political awareness to a level where policy changes are implemented that will include and even seek out Deaf children for mental health statistical and clinical purposes.

 The literature generally suggests that the rates of mental health disorders are higher in deaf children than hearing children with rates ranging anywhere from 15% to 60% which is 2-5 times that seen in hearing comparison groups (Hindley, 2000).     The literature is also quite variable and there are clearly some obvious concerns about validity with some studies (Lane, 1992; Vernon & Andrews, 1990).  Nonetheless, there is reasonable consistency among the more comprehensive investigations that serious emotional disturbance exists in 8% - 22% of deaf children which is more than double that is seen in the general pediatric population.

Personal clinical experience suggests that children with American Sign Language (ASL) as their first language present with likely a higher prevalence of significant mental health disorders as well as more challenges accessing assessment and treatment. For example, my own consulting work at a provincial school for the Deaf (Chovaz, 2001) revealed that an astounding 64% of the Deaf/deaf and hard of hearing students presented with significant mental health concerns with 40% having dual (two or more) mental health diagnoses.  Examples observed included deafness co-morbid with depression, anxiety, psychosis, conduct disorder, autism, ADHD, or oppositional defiant disorder.

Older research proposed reasons for these inflated rates of mental health disorders.  Although my clinical work and exposure to this group of children inclines me to agree with these significantly higher rates, I find cause to disagree with many of the proposed reasons in the older literature.  Suggestions that deaf children cannot think abstractly, nor can they generalize, nor can they be reasonably tested using psychometric tests appear, at least to me, to be more related to the inadequacies and misunderstandings of those clinicians who served them than to inherent traits in the children.  It is important that research clarifies that in some instances mental illness may be directly related to the etiology of the deafness.  In other instances (and all too frequently),  mental illness may be indirectly related to deafness and more directly related to oppressive linguistic factors, family factors and other psychological dynamics.
 Examples include the administration of Verbal IQ tests to profoundly deaf signing children with resulting IQs within the mentally challenged range.  Sadly, Dr MacKay Vernon (2007) describes one situation where he personally re-tested a child with the more appropriate signed version of a Performance IQ which turned out to be within the average range.  The outcome for these children is very poor and they will likely never realize their intellectual potential nor recover from the lack of educational and linguistic input resulting from wrong and limiting educational placements.  
A similar example is the administration of personality tests which are usually not normed on Deaf persons nor do they take into account the important influences of Deaf culture, etiology and age of hearing loss, communication access, and educational strategies (Vernon & Leigh, 2007).  No doubt these tests yielded results but how could they possibly be considered valid or indicative of the functioning of Deaf children?  It is not hard to find accounts in the literature and I have witnessed them first hand in my own clinical practice where Deaf children have been mis (or wrongly) diagnosed as well as missed diagnosed as in totally off the mark.  Consider the Deaf child admitted to a hearing psychiatric unit who became disruptive and was restrained.  Imagine the profound frustration and feelings of rage, helplessness, and isolation as one’s access to language is tied to the bed.  Can one but wonder how else the child might react except in rage, aggression, paranoia, and unreasonable thought?
Although mindful that clinicians’ lack of specialized training and awareness may actually inflate rates of mental disorders in deaf children, I remain convinced that prevalence rates are actually much higher than seen in the general hearing population for the following reasons:
1 Deafness often presents due to a causal factor affecting the brain.  These neurological impairments are significant risk factors for mental illness (Braden, 1994; Vernon & Andrews, 1990).  Neurological risk factors may include etiologies related to genetic factors including syndromes such as the CHARGE syndrome association, a CNS disorder such as epilepsy or cerebral palsy, severe and extreme prematurity, intrauterine viral infections such as cytomegalovirus (CMV) or rubella,  bacterial infections such as meningitis in early infancy or childhood, or some instances physical head trauma.  Regardless of the actual etiology, from a child mental health perspective, central nervous system (CNS) disorders are highly significant risk factors which will increase a child’s risk for mental health disorders by six times (Hindley, 2005).  In many of these neurological impairments, one must always also recognize the role of ototoxic drugs on developing systems.
Some disorders which are etiologies of a child’s deafness are also linked to physical illnesses.  These include diabetes (with an etiology of congenital rubella), hypothyroidism (Pendred’s syndrome) and a myriad of cardiac abnormalities.  Although these physical illnesses may not directly affect the child’s central nervous system functioning, the Ontario Child Health Study, an epidemiologic survey of 3,294 children 4 to 16 years of age in the general community, found that children with chronic illness and associated disability were at a greater than three fold risk for psychiatric disorders and considerable risk for social adjustment problems.  Children with chronic medical conditions but no medical disability were at about a twofold risk of psychiatric disorders with less risk of social adjustment problems (Cadman, Boyle, Szatmari, Offord 1987).

2.  A consequence of pre and/or postnatal insults on the brain is often the presence of co-morbid conditions.  It is becoming more frequent to see “Deaf plus” children which refer to multiple disabilities with deafness including deafblindness, autism, cerebral palsy, and mental retardation.  Similar to chronic physical conditions, children with developmental delay or other disabilities are at a higher risk for mental health issues.   It seems evident that as disabilities multiply within one child, the clinical presentation becomes more complex as does delivery of specialized mental health services.
3.  There are many linguistic, cultural, social, educational and psychological aspects of deafness all of which may be risk factors for the deaf child’s development of mental health disorders.  Most parents expect that their child will be like them: will be hearing and will talk.   Not only does the parent have to deal with the powerful emotions evoked when they are told their child is deaf, but in the midst of their own chaos their response in terms of language access, educational decisions, and unconditional acceptance into the family will definitively shape and define their child’s view of both themselves as well as the world around them.   The resulting effects of all these factors on self-esteem, self-control, self-identification, and general well-being may all be factors in the development of mental health disorders.  


This area clearly needs more study especially regarding protective factors and those promoting resilience.  A study in Finland (Sinnkonen, 1994) described the prevalence of mental health problems of Deaf Finnish children as fairly equal to that of their hearing Finnish peers.  Their proposed explanation was that Finnish deaf children all receive bilingual education in Finnish Sign Language and written Finnish, and their hearing parents receive high levels of support to attain fluency in FSL.  Presumably this level of intervention and support is a protective factor against mental health issues.  Similarly in Ontario, Canada, the Provincial Schools Branch has implemented a bilingual bicultural approach (bi-bi) to education with American Sign Language as the first language of instruction with efforts to attain literacy in written English. Outcomes studies of students in the province’s three provincial Deaf schools will hopefully support this approach as positive and protective against mental health disorders.  One of the inherent problems in these strategies appears to be the lack of well-trained Deaf professionals who are native users of the sign language as well as the lack of consistency in the implementation of this approach.
4.  Generally, Deaf/deaf and hard of hearing children tend to be exposed to substantial risk factors which are often indirectly related to their deafness.  

Children with disabilities are 68% more likely to be abused than children without disabilities (U.S. Department of Health and Human Services, 2004).  Studies in Canada (Sobsey & Doe, 1991) conclude that sexual abuse is the most prevalent form of maltreatment among children with disabilities.  It is clear that deafness (and disability here is perceived more from the abuser’s perspective) is a risk factor for abuse.  Sullivan, Brookhauser & Scanlan (2000) have described how deaf children experience significantly higher rates of neglect, physical abuse and sexual abuse than hearing children.  Experiencing childhood abuse is a significant risk factor for poor mental health, poor attachment and connection to parents and family, and general adjustment problems (Child Protection Australia, 2005).
Existing Services

Prior to 2008, there were only a few agencies across all of Canada that included Deaf children in their mandate to serve.  For the most part, these agencies provided general out-patient child care services and there were no designated in-patient services.  There were few, if any, Deaf staff and therapeutic protocols were followed in the same manner for the deaf children as with the hearing children. This blatant lack of services was partly due to a general lack of national and provincial awareness of the needs as described above.  At that time, Canada did not have health care legislation specifically targeting groups with disabilities.   This changed with the decision of the Supreme Court in 1997 in the case of Eldridge v. B.C. (Eldridge v. British Columbia (Attorney General), [1997] 3 S.C.R. 624)  The appellants in the Eldridge decision were culturally Deaf and until 1990 a private community agency had provided interpreting services for all of their medical appointments.  Due to the community agency’s lack of funding, it discontinued the provision of interpreters and the appellants were forced to pay outright for interpreters in order to access care.  The decision by the Supreme Court of Canada confirmed that any health care service, facility, or good that receives federal funding, whether directly or indirectly, must provide accessibility to those services, facilities, and goods for people who are deaf, hard of hearing, or otherwise disabled or handicapped.  Based on the Eldridge decision, the Canadian Charter of Rights and Freedoms clearly prohibits discrimination in the provision of services such as health care on the basis of any disability. 
Unfortunately, the implementation of this decision especially with regards to mental health care has been, for the most part, disappointing.   Given this is a federal decision, it has proven somewhat more difficult to implement provincially.  The governments of two provinces, British Columbia and Ontario, have contracted with agencies to ensure the provision of Sign language interpreters in most health care situations.  However, other provinces and territories have not done likewise  (Canadian Association of the Deaf, 2009)   Valid concerns remain in the Deaf communities even with respect to the B.C. and Ontario contracts given that the use of sign language interpreters is often less effective than direct delivery of service by clinicians fluent in Sign Language.  The implications of this lack of service are tremendous and devastating, particularly for the mental health needs of Deaf and hard of hearing children and adolescents.
By 2008 I had over the course of 10 years approached the provincial schools for the Deaf, the regional mental health care facility, the school Boards, the regional child care agencies, and the regional agency dedicated to deafness with proposals for accessible mental health care for Deaf children and youth.  Each and every proposal I submitted was turned down initially due to lack of awareness and almost always due to the lack of funding.  Over the years I have noted that awareness is increasing especially as the need becomes more evident although the shortage of funds remains a critical factor.
Over the past few years I approached the federal government and also made several presentations to the provincial government ministries.  At every opportunity I have made an argument for provincial funding to be directed to a tertiary care centre to facilitate work with Deaf children.  Unfortunately, my proposals continue  to be turned down although patient and thorough presentation of the facts has clearly made progress with an attitudinal shift towards the realization that a segment of our Canadian population is essentially without mental health care service.  One wonders if unfortunately it will take a crisis with ensuing lawsuits to free up the needed resources?

Development of the Clinic

In April 2008 the Deaf Kids Mental Health Clinic was opened privately to meet the needs as described above in an accessible and comprehensive manner.  The Deaf Kids Mental Health Clinic is for Deaf, deaf, and hard of hearing children, adolescents and their families.  We are a multidisciplinary staff including a social worker, a psychometrist, a mental health therapist with an expertise in art therapy, and a behaviour consultant.  Two of us are deaf and all of us are fluent in both English and ASL and knowledgeable about mental health and deafness.   The clinic offers:

· Psychological Assessments
· Psychoeducational Assessments
· Individual Counselling
· Family Counselling
· Supportive Play
· Play Therapy
· Behaviour Consultation
· Mental Health Education
· Counselling regarding language and education options 

The clinic occupies its own physical space including offices, a counselling room and a play therapy room.  It is located in the city of London and we have made our presence known to all child care agencies, school Boards, and provincials schools.

Clinical Examples
The following are clinical examples of the children we have seen at the Deaf Kids Clinic over the course of the past year.  We have completed a number of psychoeducational assessments with referrals from school Boards of mainstreamed students, provincial schools for the Deaf, as well as directly from parents.   In each and every case, the referral has come because of some type of learning crisis or academic failure, and usually with resulting disruptive behaviours.  In a few instances, the Deaf Kids clinic was able to identify learning disabilities in children who had all been previously assessed by hearing school psychologists with conclusions most often indicative of mental retardation.  In more than one instance, the significant and profound language delays of children with profound losses who had been exposed to inaccessible auditory-verbal strategies were identified and more accessible linguistic strategies were recommended and implemented.
We have had a few referrals of Deaf adolescent girls who were both demitted from their schools due to mental health concerns.  In both instances, the psychological assessment completed at the Deaf Kids Clinic diagnosed Axis 1 disorders previously not identified.  Following an accurate diagnosis, the Deaf Kids mental health therapist established a strong therapeutic relationship and implemented cognitive behavioural techniques with success to the point that both adolescents were successfully re-admitted into their respective schools.

We have had referrals of deaf children who have experienced tremendous loss and trauma.  In these instances we have found play therapy to be of immense value in providing a safe milieu for the child to both express and work through themes which were significantly affecting their ability to function.

We have developed programs designed to support and enhance learning and teaching strategies for deaf children identified with an attention deficit hyperactivity disorder as well as with autism.   We have gone to the school setting to help implement these strategies and have offered to provide ongoing support.
The Deaf Kids Clinic has been involved in a number of consultations for deaf children admitted to a psychiatric floor in a general hospital.  In all of these instances, the admission has not been helpful other than from a purely protective stance from self-harm.   We believe it is important for all in-patient admissions to be within a culturally and linguistically enriched environment to minimize isolation, misunderstandings, and confusion.
Perhaps one of our most recent and optimistic accomplishments has been the recent contractual partnership with a provincial Ministry tertiary care mental health child agency.  Following a consultation with the Deaf Kids Clinic, we made the suggestion to the child’s hearing treatment team that the most reasonable course of action for the 14 year old Deaf child was an in-patient admission.  This suggestion was made with strong conditions that much would need to be changed, modified and put in place to ensure a successful admission.  The child has a long history of mental health concerns which had escalated over the past months into aggressive behaviour including self harm and intent to hurt others.  This agency has risen to the challenge of utilizing our community resource in terms of contracting for consultation to the staff regarding evidence-based practices with Deaf children, utilizing the Clinic for a psychoeducational assessment, as well as ongoing assessment and treatment support.  This is indeed a step in the right direction.
Lessons Learned and Those to be Learned

The overwhelming and resounding lesson that we have learned is that there is a critical need for effective and high level service for Deaf and hard of hearing children with mental health issues.  We have learned that effective service requires linguistically and culturally sensitive approaches delivered by clinicians fluent in the language of the child with a comprehensive understanding of the differences deafness presents in mental health, and who have the ability to work in partnership with existing hearing resources and families.

 The most obvious and significant limitation facing the Deaf Kids Clinic is financial support.  As all services are fee for service given the exclusion from the provincial health care plan, agencies and/or parents must commit to a financial obligation which may be substantial depending on the severity of need facing their child.  The reality is that deafness can be expensive – and largely to the person who is deaf or their parents.  Parents of deaf and hard of hearing children often face a substantially greater cost to raise their child given the extraordinarily level of need (i.e. additional caretaker assistance to family, sign language classes, hearing aids, household alert devices, special school services, visual toys etc).  This need is mitigated at least partially for specific assistive devices (i.e. hearing aids) through provincial government assistance plans yet there is no government assistance plan for parents whose financial hardships may preclude them from obtaining mental health services for their child
Recognizing that deaf, Deaf and hard of hearing children most frequently, and as described above, present with tertiary level and complex mental health needs, we have learned that assessment as well as treatment interventions may be often significantly  more involved and time-consuming than in the mainstream child and adolescent mental health settings.  As such, it is reasonable and expected that the fees in the Deaf Clinic are higher than in a community clinic to compensate for both added time and specialized services.  This however poses greater hardship for payment and ultimately deaf children are denied services.
We at the Deaf Kids Clinic have learned and strongly emphasize the importance of obtaining qualified mental health professionals who are fluent in American Sign Language and knowledgeable about mental health and deafness.   The lack of Deaf mental health professionals in Canada is appalling and reflects the extraordinary difficulty facing Deaf people in acquiring higher education given lower literacy levels, the lack of appropriate training programs, as well as the reluctance of university programs to accommodate for individual variations within deaf students.  It has taken a great effort to mobilize specialists under one roof at the Deaf Kids Clinic and the challenge remains to find funding to maintain them.

It is the belief of this clinic that children with any degree of deafness may present with unique mental health issues.   These unique mental health needs are often extraordinary, significant and enduring which without treatment have the potential for long-term emotional and financial effects on the family and society in general. It is our goal to meet those needs of all who come to our door in an accessible and comprehensive manner.  The Deaf Kids Clinic looks eagerly to those Deaf clinics successfully in place in other countries and we will continue to try to learn from them.
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