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Abstract
The use of psychotropic medication by 

children and youth within the child welfare 
system is examined.  The increasing use 
of these medications by this population is 
presented as problematic through a case 
study and by identifying general aspects 
of the social systems that have contributed 
to its development and entrenchment.  The 
needs of children and youth in the child 
welfare system, the influence of the phar-
maceutical industry and historical trends 
in child psychiatry supplement a narra-
tive of a child who was misdiagnosed as 
severely mentally disturbed and subjected 
to intense psychotropic medication. The 
article concludes by stating that resisting 
the forces that attempt to enforce the use of 
psychotropic medication by these children 
and youth is possible through self-education 
and assertive advocacy for non-chemical 
alternatives.

Introduction
Imagine getting ready for bed each 

night, your feet feeling as if they were 
made of lead. You worry that you might 
not make it to the bathroom in time.  
Imagine getting the same persistent ideas 
every night that there are spiders under 
your pillow and in your chest of draw-
ers.  You try to think, but your thoughts 
escape and you can’t recapture them. 
Imagine that you have nightmares when 
you fall into a hazy, dizzy sleep and that 
some of those nightmares you know are 
real-someone groping at you and violat-
ing you but no one listens or believes you.  
Imagine waking up each morning with a 

dry mouth, aching bones, pains in your 
stomach, and blood in your underwear.  
Another day of taking a fistful of pills, 
your “happy vitamins” which are neither 
vitamins nor do they make you happy.  
You also must take your other medicines 
to relieve your constipation, to relieve 
your acid indigestion, to treat your skin 
rashes.  You have a poor appetite and your 
muscles are wasting. Your complexion has 
a grey pallor to it.  You are a weakling and 
there is no one around who loves you.  The 
people who love you are also weak.  They 
cannot help you and they are kept from 
you as much as possible.

This startling description is of a nine-
year old boy in the custody of child welfare 
services who, like many other children, 
was diagnosed with non-existent multiple 
mental disorders and then prescribed 
mind-numbing, physically debilitating 
psychiatric medications known as psy-
chotropics. These children are housed 
in dormitories where other abused and 
neglected children of varying ages can 
perpetuate the same abuse that they have 
experienced onto other younger, more vul-
nerable children. This is what happened to 
one boy named Jay2 and, unless something 
is done to stop it, it will continue to hap-
pen to other children.3  

How This Situation Arose
The vulnerability of these children 

and the extreme harm that psychotropic 
abuse inflicts on children demand an an-
swer as to how this situation came to be.  
Without first considering this question, 
it will be impossible to fix the problems 
that endanger foster children.  Of course, 
cause is multifactoral: flaws in the child 
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welfare system; in the medical system; 
in the legal system. For all the good that 
is done by child protection services, it 
would be profoundly irresponsible not 
also to recognize that these organizations 
have many problems. It has often been 
the experience of this author that many 
frontline workers have little or no under-
standing of child psychology or psycho-
pharmacology.4 Often these workers have 
large case-loads and are unable to devote 
sustained attention to any particular 
child.  In fact, once a child has been placed 
into a group home his/her worker may 
only visit once a month, or less. Yet these 
workers are legally empowered to make 
all medical decisions for the children in 
their care. Moreover, these workers can 
enforce compliance with these medical 
decisions through a variety of means – all 
without actually consulting the child or 
really understanding his/her needs and 
the effects that these drugs may be having 
on him or her.5  

For the sake of focus, the following 
will concentrate primarily on medical 
abuse occurring within our society and 
how we can judge the level of this medi-
cal abuse by the way in which the most 
vulnerable members of our society are 
treated within the child welfare system.  
What happened to Jay, and is continuing 
to happen to other children, was made 
possible, in part, by our collective neglect 
of taking responsibility for our own health 
and the health of our children. At the same 
time, the profit-driven and power-hungry 
medical system and the even more profit-
driven and power-hungry Big Pharma6 
have stepped into this breach. Although 
both groups provide many benefits to 
some of their clients, their motivations 
are often self-interested and so, because 
children in child protection cannot ad-
equately self-advocate, the medical profes-
sion and Big Pharma can exercise undue 
and even harmful influence on the care 
that these children receive.

When I first began working in the 
child welfare system, children who were 
brought into care were seen as the abused 
and neglected children that they were.  
Now, they are often seen as mentally 
disordered children.7 Over time, child 
psychiatrists and the exotic diagnoses 
they bring with them, have become in-
stitutionally entrenched, and with them 
the drugs – the stimulants, neuroleptics, 
anti-convulsants, etc.  These drugs are 
dispensed with such frequency and with 
such matter-of-factness, that the real-
ity of their dangerous toxicity becomes 
trivialized.  A self-validating process takes 
place. “They must not be dangerous–look 
how routinely they are given,” goes the 
reasoning.  

There are now many new players, 
tellingly referred to as “stakeholders”, and 
there is a lot of money being made from 
these abused and neglected children.  In 
fact, in some jurisdictions the obscurity 
of a child’s diagnosis is directly related 
to the fee that is paid to the group home 
or foster parent and is also related to 
the fees that the practitioner is allowed 
to charge, the latter fee ostensibly being 
based on the assumption that these ob-
scure diagnoses take extra time to assess, 
greater caution and the need to rule out 
more commonplace conditions.  In reality, 
however, these diagnoses are frequently 
made without any medical examination 
of the child, no blood or other laboratory 
tests, and on the basis of checklists filled 
out by third parties who have their own 
vested interests.8 This does not neces-
sarily mean that these parties purposely 
misdiagnose in order to maximize their 
income, although the implications of 
this end result must be considered in 
general and in specific cases. For instance, 
research demonstrates that financial rela-
tionships with pharmaceutical companies 
have strong correlations to diagnostic 
and prescribing behaviour of physicians, 
even when the practitioner is unaware of 
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this linkage.9 Sadly for the child, when he 
or she is administered a drug based on 
a misdiagnosis the drugs will not have 
the expected effect and, when the drugs 
do not work, more diagnoses are likely 
to follow with more drugs prescribed, 
often in higher dosages.  A vicious circle 
can arise where no one stops to question 
whether the diagnoses could be wrong-
though they are almost always wrong, in 
my experience.  

These are abused and neglected 
children, which means that they have 
been deprived of proper care prior to 
becoming wards of child welfare services.  
It is most likely that they are deprived 
and undernourished and that they have 
been subjected to acute and/or prolonged 
stresses.  It is well known that stress is a 
destructive and depletive factor on the 
body.10 These children need to be free 
from immediate dangers and after this 
they need proper nutrition, proper rest, 
sunlight and exercise. In general, these 
children need to be in surroundings 
in which they are being respected and 
cared for. It is a matter of their human 
dignity and their human rights that they 
be allowed to develop naturally, and this 
means being free of the coercive use of 
chemical restraints.11 Children in wel-
fare services need and deserve to be free 
from drug-induced sleep patterns, from 
drugs which alter their brain chemistry 
and cause organ damage and to be free 
to play with other “normal” children.12  
They deserve not to be stigmatized, not 
to be seen as permanently damaged and 
disordered in the eyes of their community 
and, ultimately, in their own eyes.

What I am proposing for these chil-
dren is the normalization of their lives 
instead of the abnormalization of their 
lives.  This is exactly the opposite of what 
is actually happening to them in many 
foster care group homes.  Rather than 
chemically-oriented psychiatrists, they 
would be served better by nutritionists 

and other health-oriented professionals 
alongside professionals skilled in social 
and personality-based interventions. 
When we abandon these vulnerable chil-
dren as beyond rehabilitation and adopt 
the system of “management” we make 
them worse, and this is exactly what re-
signing them to a lifetime of psychotropic 
use involves. A paradigm shift is needed to 
make them better. Rather than labelling 
them as abnormal they should be under-
stood as having very normal reactions to 
stressful situations: it is not a disorder to 
react to abuse or neglect with anxiety and 
confusion.  Consider the opposite – that to 
behave blithely in the face of unavoidable 
stress would be a much clearer symptom 
of a possible mental disorder.13  Definitive 
animal studies show that if you subject 
an animal to stress, and that stress is 
unavoidable, there are predictable physi-
ological and deteriorative changes that 
take place.14 Humans are no different in 
this way.  It is also useful to note that psy-
chotropics, as a result of both their desired 
effects (changing brain chemistry) and 
their undesired effects (immediate and 
short-term adverse reactions and long-
term organ damage) constitute further 
stressors on the individual taking these 
powerful drugs.

Children’s Mental Health
Turning briefly to the history of child 

psychiatry, it is apparent that it is a new 
field that essentially did not exist before 
the 1960s.15 However, to judge by the influ-
ence that it now exerts within our society, 
it seems reasonable to ask how society 
managed to survive without child psychia-
trists. From stimulants to antidepressants 
to antipsychotics, the use of these drugs 
has been increasing at a speed16 which 
would lead an uninformed observer to 
conclude that a gaping, unaddressed need 
is finally being met. On the contrary, it 
may actually be the case that children 
were safer before child psychiatry.  When 
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this author has posed the question of why 
we need child psychiatrists the usual reply 
is: to deal with children’s mental health.  
This, though, prompts yet another ques-
tion: what is children’s mental health?  
And here we come to a central issue. That 
is, that the notion of “children’s mental 
health” is, in itself, a relative new term 
which comes with its own assumptive 
“baggage”. These assumptions require one 
to conceptualize childhood as a perilous 
journey, fraught with danger, in which 
mental disorders lurk around every bend 
in the developmental road and in every 
corner of the child’s experience. The con-
cept of “children’s mental health” implies 
that children are uniquely susceptible to 
dire psychological harm because they are 
children.17 The public, uninformed of the 
history or the interests underlying the 
concept of children’s mental health, are 
told that one in five children suffer from 
a serious mental health disorder18 but not 
that these mental disorders are, by and 
large, the creations of conventional psy-
chiatry itself.  It is not surprising that each 
new edition of the psychiatric diagnostic 
manual has yet more disorders.19  

Direct-to-consumer advertising of 
psychotropic medications is the most 
blatant form of manipulating the public’s 
understanding of psychological health and 
well-being.20  Having found an effect of a 
drug, the initial phenomena that it affects 
is presented in television and billboard 
advertisements as a mental disorder need-
ing treatments. Potential consumers are 
saturated with messages listing so-called 
symptoms that are, in fact, so readily rec-
ognizable that the market is generated as 
people begin to believe that they exhibit 
the features of such-and-such condition.  
This process is akin to a first-year medical 
student reading a Merck’s manual and 
thinking that the symptoms of each dis-
ease encountered apply to them.  One is 
also reminded of studies in which a person 
reading his or her horoscope personalizes 

information that is universal and/or vague 
enough to apply to almost anyone.21  The 
process then becomes complete when 
these newly created hypochondriacs ap-
proach their physicians, who have already 
been informed by helpful pharmaceutical 
sales representatives of the importance 
of treating “undetected” disorder X and 
who have provided the physicians with 
research studies demonstrating the ef-
ficacy of drugs as well as free samples 
so that they can see for themselves with 
their patients.22 Industry-supported public 
awareness campaigns are only more dif-
fuse versions of this same strategy.  Like 
all advertising campaigns, we are filled 
with anxiety about a perceived risk and 
then provided with a product to buy to 
deal with that newly discovered risk.  
Child psychiatry presents itself as an 
ever-vigilant sentinel alerting us to new 
and increasingly dangerous disorders that 
must be detected and then early interven-
tion provided-in the form of drugs.  When 
child psychiatry and child protection mix, 
for instance through industry-sponsored 
continuing education of agency staff, the 
mixture of misguided good intentions, 
self-interest and child-clients’ inability to 
self-advocate creates untenable potential 
for harm. 

 Children’s mental health is, for the 
vast majority of children, a matter of 
being loved and cared for and protected 
from harm and provided with an environ-
ment in which they can thrive.  This is 
primarily the job of parents and extended 
family, and that of child welfare services 
only secondarily. On occasion, society 
does have to protect children from their 
parents.  This puts social agencies in the 
position of “loco parentis,” in the place 
of a parent.  This should be considered 
a sacred trust, but in child welfare agen-
cies, where over-worked and under-skilled 
frontline workers struggle to meet impos-
sible deadlines, it is too often the case that 
this parental responsibility is relegated 
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to child psychiatry and other profit-mo-
tivated forces, such as group homes.  In 
these group homes the staff, often even 
more limited in relevant education than 
the child welfare workers, become the 
enforcers of the drugs’ administration 
and, through ignorance, their practices 
and records reinforce the notion that 
the child is fundamentally abnormal and 
beyond rehabilitation.

Children with fears and phobias ben-
efit from psychologists, play therapists 
and art therapists, for instance, and do 
not, in my considered view, need child 
psychiatrists.23  Despite the fact that there 
are probably some very nice people who 
are child psychiatrists, on the whole, it 
is my position that child psychiatrists 
have created more child harm than child 
benefit. While this does not necessarily 
have to be the case, as long as the child 
psychiatry machine runs on the power-
ful engine of Big Pharma, acting as sales 
agent for its products and extending the 
bounds of its market, it will continue to 
be one of the biggest threats to children’s 
physical and mental health. 

Jay’s Case
Referring back to Jay again, this 

boy came out of a dysfunctional situa-
tion.  Starting at age four, he had seen 
over five dozen physicians, and he was 
diagnosed with dozens of disorders and 
conditions, ranging from mental retar-
dation to ADHD, Tourette Syndrome to 
bipolar.  His conditions were treated with 
psychotropics, and there is little evidence 
that there were any genuine efforts to 
provide him with non-drug interventions.  
By the time that he came into the care of 
the child welfare services, he was heavily 
drugged and diagnosed as having ADHD, 
Tourette Syndrome, Oppositional Defiant 
Disorder, Obsessive-Compulsive Disorder, 
Conduct Disorder and Childhood Onset 
Bipolar Mood Disorder. In care of the 
child welfare system, Jay was given, among 

other drugs, a steadily increasing regimen 
of Ritalin, Divalproex and Seroquel, the 
latter two being prescribed on an “off-
label” basis.24    

Once extended family came forward 
to offer a plan to be his guardians, the 
full nature of his predicament became ap-
parent. As a result of concerns about the 
child, a letter was sent to the province’s 
Attorney General alerting him to the fact 
that there were specific individuals who 
were administering noxious substances 
to Jay, which is contrary to Canada’s 
Criminal Code.  The assertion was made to 
the Attorney General that this should be 
seen as a criminal offense, as it was forced 
drugging, that is, it was clearly against the 
express wishes of Jay and that the effects 
on the child were of a toxic nature.25  The 
response of the Attorney General’s office 
did not assist Jay in ending his ordeal or 
in holding those accountable for his invol-
untary drugging. The response of govern-
ment, of course, varies. A recent case in 
Boston in which a child died did lead to 
criminal charges–but against the parents 
for not administering the drug properly.  
This child too was only four years old, 
known to child welfare services and was 
taking a drug cocktail, of which two of the 
three drugs were the same as those taken 
by Jay, the two that were experimental 
for children. However, the psychiatrist 
has been subject to some scrutiny and 
has had her license to practice suspended 
pending investigation into her prescribing 
practices, a significant difference from the 
reaction in Ontario. Still, it is a far cry 
from Texas where the state Comptroller 
released a damning report in December 
of 2006 raising blistering concerns about 
the use of psychotropics by children in 
foster care.26  

In all three jurisdictions there are 
some steps being made to save children 
who fall through the cracks of child wel-
fare and child psychiatry, although they 
differ significantly in their forcefulness 
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and their follow-through. Concerned 
independent professionals, government 
workers and journalists can make a dif-
ference, but ultimately need the public’s 
support, which, of course requires their 
awareness. The people who are prescrib-
ing these poisons to our children need to 
be held accountable and the industries 
that profit from them must be scrutinized 
and meaningfully regulated. Unfortu-
nately, it takes a death of a child for there 
to be any real notice of the problem, and 
only time will tell if this public concern 
is maintained. These drugs are toxins 
which can have long-lasting effects and 
so it might be expected that people would 
care. These substances lead to increased 
risks for diseases such as diabetes, thy-
roid dysfunctions; neurological diseases, 
such as Parkinsonism; liver, kidney and 
pancreatic disease; heart disease; brain 
atrophy; and reproductive organ damage.  
Even more outrageous, these poisons do 
not cure anything, which is readily admit-
ted by drug companies and psychiatrists.  
Instead, they are used to “manage” these 
“diseases,” which is far more profitable 
as management entails perpetual use, 
while cures have a start and a finish.  
Consequently, children are commodities 
in this situation, or perhaps markets to be 
tapped.  In some instances this is a self-
reinforcing process as the psychotropics 
produce their own side-effects (iatrogenic 
conditions) which are misdiagnosed as ad-
ditional diseases which then require fur-
ther tests, treatment and rack up greater 
profits. This is what happened to Jay. It 
is a cruel and abusive cycle that benefits 
everyone involved, except the child.  When 
side-effects become disorders requiring 
their own treatment they are no longer 
side-effects, they are problems and, in my 
view, malpractice.  We must demand that 
children not be labelled with implausible 
disorders, subjected to drug experimenta-
tion, or exposed to life-long harm.  How-
ever, the problem with needing public 

support in this mission is that apathy is 
not defined as an absence of caring or of 
awareness, but of action.

What We Can Learn
 There are lessons to be learned and 

ways to move forward. One is that the pa-
tient’s interests and the doctor’s interests 
are not identical. One way to look at the 
problem is to see that the pharmaceutical 
manufacturers of psychotropic drugs use 
doctors as distributors.27 Teachers and 
psychologists often serve as the interme-
diaries, funnelling “problem children” into 
prescribers’ offices.28  Then, social workers, 
group home workers and others act as en-
forcers, ensuring that the drug abuse goes 
on and that alternative health measures 
are not available to the child.29 Along the 
way, the prescriber makes a profit, as does 
the pharmacy and the pharmaceutical 
corporation; the child welfare agency and 
the group home, which are usually funded 
according to the volume of their clients 
and the complexity of their needs, make 
a profit; the teachers experience fewer 
demands for individualized programming 
for children who fall outside the learning 
or behavioural norms which means that 
they can work less for the same pay, es-
sentially a profit, and the school board 
may receive additional funding because 
they have a “special needs” student; even 
the abusive parent may benefit by being 
able to claim that they were not a prob-
lem--instead responsibility lies with their 
child-he has one or more disorders.  Child 
psychiatry, as it is practiced in these types 
of settings, amounts to an unconscionable 
blaming of the victim.  

A second lesson is the need for par-
ents, or whoever is looking out for the 
interests of a child, to empower them-
selves.  In general, approach the medical 
model of mental health with extreme 
scepticism and do not be afraid to advo-
cate for a more holistic health model.30 
Attend conferences where these issues are 
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discussed by credible experts and where 
you can meet other people with similar 
experiences–knowledge is power, com-
munity is power.  Search the internet and 
then read books to follow up on what you 
have learned. Write to people who seem 
knowledgeable, and if they don’t write 
back, keep trying to find the help that you 
need.  Consult with health professionals 
who have knowledge in nutritional medi-
cine and brain allergies.

In specific situations, people need to 
question and be prepared to reject any 
psychiatric diagnosis applied to their 
child-whether it is suggested by teachers 
that a child has ADHD, child protection 
workers who have just attended a fad-
dish, corporate sponsored continuing 
education seminar or a doctor who tags 
the child as oppositional-defiant, bipolar, 
obsessive-compulsive, or any other psy-
chodiagnosis that happens to be current.  
The questions would be: What are the 
criteria which are being used to make this 
diagnosis? What are other possibilities 
besides this diagnosis? It is important to 
note that these “disorders” are not ones 
which have objective findings like blood 
analysis or the presence of pathogens.  
These are disorders which are susceptible 
to subjective opinions.  The next question 
that a parent should ask is if there is a 
cure for a proposed condition. The answer 
is no, and a doctor will have to tell you 
that there is no cure, only management, 
which is another way of saying that it can 
be a life-sentence of drugs. A life-sentence 
of drugs is a shortened life and one in 
which the quality of life is significantly 
decreased. No parent or loved one need 
accept this kind of pronouncement un-
questioningly.   

This type of enquiry will tell a physi-
cian that one is not simply going to accept 
the drugging of a child.  It is the expected 
awe that people have of doctors which 
makes the misdiagnosing and drugging of 
children possible. But, a child’s health is 

a collaborative effort between care-giver 
and physician and there is no reason to 
relinquish this responsibility to authority 
figures. In fact, authority comes from be-
ing able to attain results, not from training 
alone. If there is a problem with your child, 
you need a cure, not just management.  
This may require changes in lifestyle, 
such as diet, or his/her care-givers mak-
ing changes in their working hours so 
that they can provide the child with the 
opportunities for learning self-regulation.  
Big Pharma relies on people’s wish to find 
an easy solution to a problem without 
having to look at the bigger picture and 
modify priorities and lifestyle.    

A third lesson is that one has to be 
prepared to fight and that there may be 
consequences. The nature of authority 
it that it assumes itself to be correct. Of 
course there are many child psychiatrists 
who will be pleased to have an informed 
client, and of these there are some who 
will readily accept a client’s direction even 
if it is in contrast to their own opinion.  
However, this should not be expected 
and when child welfare services are also 
involved the difficulty in disagreeing with 
a misdiagnosis compounds and the pow-
ers to coerce are very much real. In Jay’s 
case, child welfare took the view that 
his misdiagnosis was definitive since it 
had come from a child psychiatrist.The 
absence of a psychological assessment, 
discrepancies in the diagnoses and observ-
able side-effects did not have any discern-
able impact upon the agency’s conduct.  
As a result, the agency vigorously pursued 
legal remedies in order, initially, to keep 
the child in a group home rather than in 
his family’s care and then, once the family 
was granted his custody, to force them to 
try to continue his psychotropic use and 
to try to dictate their choice of medical 
professionals. Eventually, the family, 
or more accurately, Jay was successful.  
The courts ruled that the involvement of 
child welfare services was no longer war-
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ranted and so had no more jurisdiction, 
the media picked up his story and the 
government investigated his treatment, 
but it is not always this way. For many 
families the end result is a sad one, the 
child is taken away forever, raised in a 
drug-induced stupor with grave impacts 
for their development and education and, 
in some case, the family members face 
prosecution for abuse or neglect if they 
attempt to intervene to stop the medical 
abuse of their child.

This last stage of using the Courts 
to enforce the drugging of children is 
disturbing in terms of its oppressive and 
authoritarian implications and should 
concern every citizen of a democratic so-
ciety. The final lesson is that what you do 
matters, and it is only through individual 
and collective efforts that this systemic 
medical abuse and psychiatric dictator-
ship will be halted.  

Notes
1.  The author wishes to thank Jay’s grandparents 

for their perseverance, Michele Cheung, Ka-
mala Rao and CBC Toronto for taking a story 
that three other journalists were prevented 
from covering and Jay, for making it through 
and being himself.  The author also wishes to 
thank Sean McKay for his research and writing 
assistance during preparation of this article.

2.  Not his/her real name.
3.  In this case, when concerns were voiced to 

child protection services that children in the 
same group home as Jay may be subject to the 
same medical abuses, an expert was retained 
to review the files of four child residents.  
This expert found only a single problem with 
the psychotropic regimen of these children: 
one child had one of his/her psychotropics 
replaced for an alternative. Later, the relevant 
regulatory body retained another expert 
to review the psychotropic regimen and 
general treatment of Jay. This expert found 
that despite there being no assessment of his 
condition and needs, the criteria for making 
his diagnoses were unaccounted for and seem-
ingly contradictory, off-label medications and 
research protocols were being employed and 
there was insufficient proof of consent and 
monitoring, the prescribing psychiatrist’s 

practice was deemed to be acceptable. Later, 
a government appointed investigation found 
serious errors in the care given to Jay. These 
contradictory findings raise the strong pos-
sibility that this is a systemic problem across 
child protection and perhaps child psychiatry 
in general.  Florida, Massachusetts and Texas 
are only three examples of other jurisdictions 
in which child welfare services and child 
psychiatry practices have raised compelling 
concerns regarding the forced drugging of 
children in state care.  Carol Marbin Miller, 
“Mind-Altering Drugs Given to Some Babies 
in DCF’s Care”, in Miami Herald Sept 17, 2002; 
Patricia Wen, “Girl’s Death Puts Doctor at 
Center of Controversy - Questions Raised on 
Prescriptions”, in Boston Globe February 19, 
2007; and Carole Keeton Strayhorn, Foster 
Children: Texas Health Care Claims Study 
- Special Report, Texas Comptroller 2006.

4. Despite the heavy recruitment of child wel-
fare workers of employees with social work 
degrees, there appears to be no requirement 
in colleges or by child welfare agencies that 
these people have this knowledge base.  In 
general, social work, a traditionally valuable 
field, interprets the predicaments of its clients 
through a paradigm that positions them as 
directed by forces external to them, “social 
forces”.  Without debating the merits of this 
approach, the point is that it is therefore not 
surprising that focus on the individual is 
not stressed.  Recently, there has been some 
recognition that traditional social work is 
not fully adequate for child welfare work and 
some colleges have begun offering “child and 
youth worker” programs, often with formal or 
informal links to child welfare agencies.  How-
ever, even a cursory review of the required and 
optional courses of these programs revealed a 
disproportionate requirement for administra-
tively-oriented courses and none devoted to 
psychopharmacology.

5. Legally, in Ontario children have the right to 
make decisions regarding their health care, if 
deemed capable.  In fact, they are presumed 
to be capable, but unless they know of their 
rights, and the psychiatrist and child welfare 
worker also know and respect this, it is a right 
on paper alone.

6.  In 2002, for example, the top 10 drug compa-
nies in the United States had a median profit 
margin of 17%, compared with only 3.1% for 
all the other industries on the Fortune 500 list. 
Indeed, subtracting losses from gains, those 
10 companies made more in profits that year 
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than the other 490 companies put together.”  
Marcia Angell, “Excess in the pharmaceutical 
industry”, in Canadian Medical Association 
Journal December 2004; for profit incentive of 
health professionals see also Nicholas A. Cum-
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