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GAPS IN PAEDIATRIC & CHILD HEALTH SERVICES

s Attitude & knowledge
Definition of health - approaches .

Understanding on factors affecting Information
health and implications - “Life-

course epidemiology” on genetics,
social determinants, developmental origins,
nutrition......

Rapidly changing ecological Policy
environments

New advances in technology — from
genomic to mobile technology

Rapidly changing health literacy of
public and expectations — need for  Service delivery model
transparency and accountability

Health care systems - integrated

Technology

Training — expertise

Planning — R&D

Service provision

Health care systems

Research



WHAT IS PAEDIATRICS?
o The word pediatrics and its cognates mean healer of

™

children; they derive from two Greek _uofF
Al DEs = cnhild).and \\

(iatros'= _docter or hea‘")
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Imensional
physical health and functional ability
psychological status and well-being
social interactions
education

economic and vocational status
- Singer, Institute of Medicine -1998

Institute of Medicine 2004- Children’s health should be defined as
the extent to which individual children or groups of children are

(a) able or enabled to develop and realize their potential,

(b) satisfy their needs, and

(c) develop the capacities that allow them to interact successfully with their
biological, physical, and social environments.




Domains of health

Healt.h. Health : Health potentials
conditions | functioning
Alterations . Comp.etepcy and
: Physical, capacity in
in health g . .
cognitive, physical, cognitive,
status (well- : . :
. emotional emotional, social
being) due : : .
: and social well-being, quality
to disease, .. .
disabilities functioning | of life and
or iniu and deficits | developmental
Jury potential
Functional
deficits,
Symptoms | disability and | Resilience
restriction in
activity




"LIFE-COURSE EPIDEMIOLOGY”

Genomics & epigenetics — interactions
of genes with living environment

Determinants of Health

Physical

association between early-life socioeconomic Environment
conditions and adult health related L ewr

Individual

Policies and Interventions

Social determinants of health - 7 j_l

Social
Environment

behaviors, morbidity, and mortality

S e n S i tive a n d C ri ti Ca I p e ri Od S Of TABLE 3-1 Examples of Reviewed Interventions

development - such as the prenatal period ===

Child Health

. . . Areas Individual Family Community/neighborhood  Society/policy
an d early Chlldh Ood presen t Slgnlﬂcan t Tobacco Smoking cessation Smokin ion for Bansirestrictions in Increasing the price of
J exposure intervention for pregnant p omen witl workplaces and public tobacco products and
women oki enforcing age bans

opportunities to influence lifelong health.

with children
Obesiry Exercise program; dietary Obesity prevention Healthier food served in

N N and physical activity; education home visits preschools

Life-course & community-level

Unintentional Prenatal home visitation; Community education Changes in baby walk

injury home visits that assess combined with giving tety standards; child

risks and provide incenti road passenger safety la
approaches to affect ke
y base jon; smoke
detec ibution
Mental health ~ Child-focused skills training; ~ Parent- and child-interaction  Preschool-based programs mployer-based worl

determinants of health are critical - e
proportionate universalism to tackle health

disparities



| HREE ERAS OF VIUODERN HEAL I H
CARE

1st era - infections (1900 -1960’s and beyond): guided
hosPltaI structures and function - mismatch with child
health issues of the 21st century

2nd era - chronic disease (1960’s - ongoing): informs
present thinking - significant organisational’and
service delivery reforms, but major issues remain - a
work in progress — community, integrative, palliative &
transitional care

3rd era - health for all (2000 - future): focus on the
health of all children - major policy and service
challenges — from preventive services to social
determinants & ecological modifications

4" era — preservation of functions or promotion of
healthy ageing (the future) - from genomics to
developmental origins & _

programming....to .....personalized care.....to healthy
aging... intergeneration health & development

(modified from Breslow 2000)
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GenP;ﬁ and Biological Factors

Second

Generation

society: friends, peers, "Eighbours
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physical Environment
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in Time

First Point

in Time

Inter-generational cycle: Lifetime cycle: Social, political & cultural cycle:
Influences across Within a lifetime representing any Significant changes in social, political
generations stages of the lifecourse & cultural norms across time

Figure 01. Conceptual framework for understanding child development in Growing Up in New Zealand
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Figure 02. Domains and Themes informing Growing Up in New Zealand

Growing Up in New Zealand

Before we are born
2010




EVOLVING HEALTHCARE SYSTEM

The First Era
(Yesterday)

* Focus on acute
and infectious
disease

* Centred around
hospitals and
doctors

* Single cause and
effect and specific
treatment

* Focus on chronic
disease and
disability

* Sub-specialisation,
increased

technology leading
to increased costs

* Multidisciplinary

The Third Era
(Tomorrow)

* Focus on achieving
optimal health status
for all

° Investment in
population-based
prevention/early
intervention

* Extends well beyond
health care system

* Inevitability of rapid
change




INFORMATION - GAP! To reduce disparities, it is

important to identify which
Geo-spatial analysis populations are most at risk.

Disease burdens
Health problems

Potential health problems - Public Spending on Services for Children 0-6 Years
Potentially avoidable health problems

Health expenditures
Social determinants of health

Expenditures on community child health services
Expenditures on training, research and development

Policy decision process and service models —
integratedness & effectiveness



Resources

Health promotion &
Disease prevention

Neonatal care

Disorders of blood

Endocrine, metabolic and nutritional
Mental health

Learning Disability

Neurological problems

Hearing

Respiratory

Gastrointestinal

Genitourinary system
Emergency care

End-of-Life care

1. Expenditure on community child health

2-4: Immunisation rates
5: Breastfeeding

6. Perinatal mortality

7. Retinopathy of prematurity testing
8. Admission rates of full term infant
9. Readmissions of newborns

10. Sickle Cell disease admissions

11-12. Diabetes: HbA1c<10% & DKA rates
13. Inpatient admissions for mental health

14. Rates of children with SEN

15-16. Epilepsy: emergency admission & LOS

17. Newborn screening
18. Grommet insertion rates

19. Asthma: emergency admissions
20-21. Bronchiolitis: admissions & LOS
22. Tonsillectomy rates

23. Endoscopy rates
24. Inflammatory bowel disease: admissions

25. Orchidopexy performed by age 2yrs
26. A&E attendance rates under 4yrs

27. Deaths in hospital for children with life-limiting conditions



Table 5.1: Summary of indicators in the Child Health Atlas showing the range and magnitude of variation before
and after exclusions;’ each indicator has been assigned to one of the following categories — activity, cost, equity,

outcome, quality (performance as compared against a standard), and safety

Title

Rate of expenditure (£) on child community
health services per head of population aged
0-17 years by PCT 2008/09

Percentage of immunisation completion
for routine vaccinations against diphtheria,
tetanus, pertussis, polic and Haemophilus
influenzae type b (DTaP/IPV/Hib) at 2 years
by PCT 2009/10

Percentage of immunisation completion for
routine vaccinations against pneumococeal
disease (PCY) at 2 years by PCT 2009/10

Percentage of immunisation coverage
for routine vaccinations against measles,
mumps and rubella (MMR]) at 2 years by
PCT 200910

Percentage of infants who are totally or
partially breastfeeding at 6-8 weeks by PCT
2010

Rate of perinatal martality per 1000 births
by PCT 2007-2009

Proportion (%) of eligible premature babies
tested for retinopathy of prematurity (ROP)
within the recommended timeframe by PCT

2009/10

Full-term (=37 weeks' gestational age at
birth) admissions as a proportion (%) of all
babies admitted to specialist neonatal care
by PCT 2010

Emergency admissions of home births and
re-admissions to hospital of babies within
14 days of being born per 1000 live births
by PCT 2009/10

Number of emergency hospital admissions
for sickle cell disease (SCD) per individual
patient aged 0-17 years by PCT 2007/08-
2009/10

Percentage of children aged 0-15 years

in the National Diabetes Audit (NDA)

with diabetes whaose most recent HbAlc
measurement was 10% (86 mmol/mol) or
less by PCT 1 January 2009 to 31 March
2010

Percentage of children aged 0-15 years
with previously diagnosed diabetes in the
Mational Diabetes Audit (NDA) admitted to
hospital for diabetic ketoacidosis five years
prior to the end of the audit period by PCT
1 January 2009 to 31 March 2010

Range

1.0-3434

85,3-99.2

63.9-974

73.0-96.7

19.2-83.1

35-12.6

14.3-80.0

24.7-100.0

15.8-98.3

1.2-58

41.7-100.0

INFO

N

Fold
difference

354

152

43

36

24

Range after
exclusions

286-223.8

876-985

715-95.0

785-943

231-746

5.0-11.0

19.2-64.7

34.7-60.2

21.5-715

1.7-4.5

61.3-92.2

14.5-37.3

Fold
difference
after
exclusions

3.2

2.2

34

36

26

2.6

Category of
indicator

Cost

Activity
{prevention)

Activity
(prevention)

Activity

{prevention)

Outcome

Qutcome
Equity
(of access)

Quality

QOutcome

Quality

Quality

Qutcome

Qutcome

RMATIO

March 2012

NHS Atlas of Variation in Healthcare

for Children and Young People

13

17

18

19

20

21

22

23

24

25

B
o

27

tle

Rate of inpatient admissions =3 days’
duration in children per 100,000 population
aged 0-17 years for mental health disorders
by PCT 2007/08-2009/10

Percentage of primary school children in
state-funded schools with a statement of
special educational needs (SEN) by local
authority at January 2011

Ermergency admission rate for children with
epilepsy per 100,000 population aged 0-17
years by PCT 2007/08-2008/10

Mean length of emergency inpatient stay
(days) far children with epilepsy aged 0-17
years by PCT 2007/08-2009/10

Mean time (days) from referral to
assessment for hearing tests in newborns
by PCT 2010

Rate of aural ventilation tube (grommet)
insertion in children per 100,000 population
aged 0=17 years by PCT 2007/08=2009/10

Emergency admission rate for children with
asthma per 100,000 population aged 0-17
years by PCT 2009/10

Rate of admissions for bronchiolitis in
children per 100,000 population aged
under 2 years by PCT 2007/08-2009/10

Mean length of stay (days) for bronchiolitis
in children aged under 2 years by PCT
2007/08-2009/10

Rate of elective tonsillectomy in children
per 100,000 population aged 0-17 years by
PCT 2007/08-2009/10

Admission rate for children for upper and/
or lower gastro-intestinal endoscopy per
100,000 population aged 0-17 years by
PCT 2007/08-2009/10

Emergency admission rate for inflammatory
bowel disease (IBD) in children per 100,000
population aged 0-17 years by PCT
2007/08-2009/10

Proportion (%) of elective orchidopexy
procedures performed before the age of 2
years by PCT 2007/08-2009/10

Rate of accident and emergency (A&EF)
attendances per 1000 population aged
under 5 years by PCT 2008/10

Percentage of all deaths in children aged
0-17 years with life-limiting conditions that
occur in hospital by PCT 2005-2009

3.4-166.1
0.3-29

19.1-181.2
0.4-4.1
10.5-57.2
62.1-4951
259-6419
351-5140
0.7-4.1
83.1-500.4

39.9-226.3
53.9-535.7

9.7-51.2
34.3-12326

47.4-100.0

Fold

difference

49

25

15

10

36

21

Range after
exclusions

4.4-30.3

04-23

30.8-1337

08-28

13.3-436

091.6-424.0

97.6-468.5

689-3826

1.3-33

145.1-423.7

62.5-168.4

75.8-401.3

13.0-46.8

231.1-805.4

56.3-93.3

Fold
difference
after
exclusions

7

43

=215

33

438

26

29

27

36

3i5

Category of
indicator

Activity

Activity

Quality

Cost

Quality

Activity

Quality

Activity

Cost

Activity

Actiity

Quality

Quality

Activity

Qutcome



Map 6: Rate of perinatal mortality per all births by PCT

2007-2009

Domain 1: Preventing people from dying prematurely

Lowest rate

Highest rate

Rate per 1000
oo

(=)}

March 2012

NHS Atlas of Variation in Healthcare

for Children and Young People

Reducing unwarranted variation to
increase value and improve quality

o Two-fold in

variation

deprivation

FIGURE 1.2: Promoting commissioning for high-quality
care: key sources of data required

e

Commissioning

high-quality
care

Efficiency

Resource
allocation of services

Figure 6.1: Correlation between rate of perinatal
mortality per 1000 births by PCT 2007-2009 and

14
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Rate per 1000

50
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Deprivation (IMD 2010) score
(High score = more deprived)




PERCENTAGE OF CHILDREN WITH STATEMENT
OF SPECIAL EDUCATIONAL NEEDS

Key questions

Is the variation warranted or

IN PRIMARY SCHOOL CHILDREN IN STATE-FUNDED SCHOOLS, BY LA AT JAN szlnlwarranted?
If unwarranted, what are the
causes?

What can we do to address
the causes?

Sixfold variation
- Key steps
- Tackle high priority areas

Commissioning for value
System-based approach

A - Clinical leadership

Clinical networks

Domain 2: Enhancing quality of life for people
with long-term conditions

[ ]
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[ Highest rate
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ACT

Government

Community Services

Using the AEDI to promote
service integration within Child
and Family Centres

¢ Physical health and wellbeing
¢ Social competence
¢ Emotional maturity

e | anguage and cognitive skills

—

Belconnen - developmental vulnerability
on one or more domains (eoi, 2011

¢ Communication skills and general knowledge.

Community Evaluation and Monitoring Phase

Community Preparation and Implementation Phase

Communities mobilise and gather evidence

Communities obtain a
comprehensive picture
of early childhood
development

AEDI Checklists completed
for all children in the
community

4

AEDI results and other
community and socioeconomic
information

\ 4

Communities plan actions
to improve outcomes for
children based on evidence

Communities implement
strategies to improve early
childhood development

Community Action Phase

aseyd uoljeulwassiq Ajunwwon

Lowest proportion

O
O
]
|
B Highest proportion

Bruce
Weetangera w
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MAPPING SOCIAL DETERMINANTS

INCOME DISTRIBUTION
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UNDER-5 MORTALITY DISPARITY IN
HONG KONG = TWO-FOLD VARIATION

IMPROVING LIFE CHANCES

child mortality rate (deaths per 1,000 live births)

15

o

1380 1885 1980 1895 2000 20056 2009
== Hong Kong --'HK Island — Kowloon ,_— Central Naorth West
Qe o S
(total) NewTerritories

Mortality figures are migration-adjusted, that is. records of residents living outside
Hong Kong hawve been excluded. The figures may therefore be different from
official statistics.

index child mortality rate Hong Kong=100 (2006)

LINKING HEALTH AND DEPRIVATION

200
164
150 —
100 =
N
84 83
76

11— T
0 =] | | | 1
most deprived 2. 3. 4. least deprived

areas (guintile)

areas (quintile)



Total external causes death rate for 2001-2009

Residential District

T
g | PO
ot |71 | | AR R ‘
. B4 B B F . g _ Al
population) Centr | Eacte | South j f;} Sham ”_ll E;—'-' ) ? . : Shoyvn
al & m ern War! Kowl | KWun | o i | Wong | Yau [ Island " Reside
West [ (HK) | (HK) Chai | gon | Tong Po Tf«.\i Tsim © rmtia.l
ern Sin Mong District
2001 167 | 7.09 | 1.52 - 3.85 | 496 | 488 | 464 | 0.00 | 6.35 | 583 | 6.51 | 9.03 | 1.41 | 1.60 | 7.94 | 3.79 | 6.09
|
2002 3.64 | 220 | 0.00 | 567 | 6.14 | 7.07 | 5.02 | 4.00 | 6.41 | 0.00 | 2.72 | 10.88 [ 10.00 | 2.84 | 8.81 | 1.66 | 6.23 | 13.40 | 5.56
|
2003 0.00 | 154 | 165 | 3.02 | 1.26 | 6.42 | 6.60 [ 7.26 | 1.69 | 418 | 4.60 | 3.16 | 869 | 2.96 | 10.75| 1.69 | 12.70| 9.75 | 5.44
| S
2004 196 | 239 | 1.71 | 924 | 261 | 3.30 | 4.01 | 3.25 | 3.31 | 3.88 | 1.89 | 6.56 | 3.48 | 539 | 6.35 | 0.00 | 7.56 | 7.18 | 4.16
| S
2005 7.83 | 3.31 | 16.06 | 0.00 | 267 | 4.15 | 541 | 3.42 | 3.39 | 7.34 | 287 |12.16| 240 | 1.62 |11.66 | 1.75 | 7.81 | 545 | 5.27
| S
2006 799 | 255 | 0.00 | 6.44 | 2.76 | 1.70 | 2.72 | 235 | 7.12 | 1456 | 1.91 | 533 | 2.46 | 3.28 | 8.50 | 3.46 | 2.98 | 10.28 | 4.29
|
2007 398 | 257 | 541 | 323 | 1.39 | 261 | 273 | 239 | 0.00 | 7.12 | 3.93 | 15.69 | 495 | 250 | 1.72 | 1.72 | 2.04 | 2.83 | 3.52
|
2008 392 | 260 | 184 | 0.00 | 143 | 7.13 | 281 | 3.68 | 0.00 | 0.00 | 5.00 | 519 | 496 | 5.08 | 3.55 | 3.48 | 5.15 | 4.76 | 3.94
|
2009 2.06 | 3.61 | 0.00 [ 0.00 | 145 | 447 | 143 | 5.09 | 0.00 | 7.06 | 8.28 | 5.26 | 1.27 | 6.12 | 549 | 3.61 | 5.38 | 8.74 | 4.43

Average per Year

of Death 3.63 | 3.14 | 3.07 | 4.76 | 3.08 | 4.54 | 4.01 | 4.08 | 3.01 | 5.12

Registration

4.94 | 4.36 IR 2.09 ECRT 40

OR 1.7 115151231522 |19(20)| 14|24 24 1 2.1 1.0

75% of deaths can be avoided if all districts have the lowest death rate



Injury Rate*
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Map 1: All Injury Rates among Children 0-19 Years Old, by District, Hong Kong, 2001-2009

* ASE Attendance Rate per 100,000 Population Data Source: CDARS, Hospital Authority




Unintentional Injury related AED attendance

comparison among districts in 2009

Intentional Injury related AED attendance
comparison among districts in 2009
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Total length of stay in district per 100,000

10000 1
9000 1
8000 1
7000 1
6000 1
5000 1
4000 -
3000 1

2000 1

Total length of stay in different district for children
age 0 — 19 years against district household income

(2001 to 2009)

r=-0.356
®
r2=0.126
p < 0.0001

1000 1 H

10000 12000 14000 16000 18000 20000 22000 24000 26000 28000

Median Household income, Hong Kong
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INJURY

Ketamine users in 2008 by district of residence

Legend
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School C

Nutrition and Social

School D — new immigrants & ethnic minorities
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-
Improved H;O source

within 30 minutes
(0.17)
\

-

Hand washing
with soap (0.48)

Improved excreta

disposal (latrine, toilet)
(0.36)

\_

s

Water connection
in the home (0.63)
\

>
Hygienic disposal of

children’s stools
(0.20)

\

p
Complementary feeding

education/supplementation
\

7
Multiple micronutrient

supplementation (0.09)
\.

>

Balanced energy
supplementation (0.32)
\, .

feeding
promotion

Hib
vaccine

Pneumococcal
vaccine (0.26)

(0.18)

>
Pregnant women protected via

IPT or sleeping under an ITN
(0.35)
\_

Breast feeding, e.g., RR 15.13
for no breast feeding for first 6
months

Diarrhea =
incidence Pneumonia
(RR 1.025) mortality

Stunting

(-2 Zscore: RR 1.3,
-3Zscore:RR 3.2)

IUGR
(OR )
21.6 i
) Zinc for_ Wasting
prevenhon (-1 Zscore: RR1.6
(015) (OR -2 Z score: RR 4.2
118) -3 Z score: RR 8.7) o
Oral antibiotics
Therapeutic for pneumonia
feeding
(0.062) (0'7)

FIGURE 4-2 Factors and weights used in the LiST model that effect pneumonia

mortality.

NOTE: OR = odds ratio; RR = relative risk.
SOURCE: Walker (2011).



CHANGING MORBIDITY PATTERN

‘A group of childhood difficulties that we have termed
“the new morbidity” is now gaining attention. Many of
these difficulties lie beyond the boundaries of
traditional medical care... Handling such problems
will be important to the future of pediatric practice,
and a major shift in the orientation of training

programs is required to prepare pediatricians for
these tasks.’

- RJ Haggerty, 1975



TAELE 1. Trends in Pediatric I"-'Tﬂl‘bidit}? TABLE 1. Threats to the Health and Well-being, of Children in
_ - — the United States
Classical pediatric morbidity {1900s-1950s)

Infectious diseases E‘I}ﬂ"e{t}’ ligati
1. PR rginalization
High mf.:-mt mortality rates Food availability
Poor nutrition Disabilities
Few cures for chronic disease Abuse and exploitation
Epidemics (eg, influenza, polio) Access to medical care
Diseases of overcrowding Eiﬂlﬁ“‘f ducati
The new morbidity (1960s-1980s) Eﬂc o e E.m ron
. - m'EI'E-JI'lE 182ases
Family dystunction Displacement
Lea 1'1‘|iI‘LE; disabilities Environmental ecosystems
Emotional disorder Public policies
Functional distress Lack of children’s rights

Mental health parity

Educational needs Clobalization

Beyond the new morbidity (1980=—2000s)
Social disarray
Political enmnu
New epidemics (eg, viclence, acquired immunodeficiency
syndrome, crack cocaine, homelessness)
[ncreased survivorship
High-technology care
Millennial morbidity (2000-present): disorders of the
bicenvironmental interface
Sociceconomic influences on health, including poverty
Health disparities
Technological influences on health
Owverweight and obesity
[ncreasing mental health concerns




‘Behavioural difficulty, chronic disability, and
learning problems represent a significant part of the
workload of community-based general
paediatricians. Appropriate exposure during
paediatric training should be given to these issues,
along with more sophisticated training in the
medical, social and psychological complications of
chronic illness and its effect on clients and families.

- Hewson et al, 1998

)



DISEASE BURDEN

CHILDREN POPULATION (<18 YEARS): ~1.1M

Physical disability 0.3%
Cerebral palsy 0.2%
Visual handicap 0.03%
Severe hearing loss 0.1%
Moderate/severe mental retardation 0.3%
Mild mental retardation 3%

Mental disorder 10%



MAGNITUDE OF PROBLEM IN HK 2005

Category

Children in residential institutions for severe mental
and physical handicap (SCCC, Special schools)

Adolescents & young adults under care of
paediatricians in Residential Care Homes for the
Disabled

Children in non-residential institutions for mental and
physical handicap (EETC, SCCC, ICCC, Special
schools)

Children with mental disorders in the community
(Behaviour, conduct and learning disorders,
depression, substance use)

No. of No. of
Institutions Patients
13 134
189 2,000
319 13,366
140,000



SCOPE OF THE PROBLEM IN K

ONG KONG

5-10 yrs Mental disorders 10% (boys); 6% (girls) Meltzer et al, 1999 UK

11-15 yrs 13% (boys); 10% (girls)

3-4 yrs Preschool behavioral 17.9% (mild); 4.6% (moderate); | Luk et al, 1991 HK
disorders 0.75% (severe)

6-12 yrs ADHD 5% So, Leung & Hung, HK

2002

Form 1-7 | Felt depressed & 29% Centre for Health HK
hopeless Education and Health
Suicidal idea 11% Promotion CUHK, 2003
Suicidal attempt 4%

Grade 7-9 | Any psychiatric 38.4% (16.4% + impairment Leung et al, 2006 HK

disorders
Any anxiety disorders

Any depressive
disorders

ADHD
ODD
Conduct disorder

criteria)
30.2% (6.9%)
1.7% (1.3%)

4.4% (3.9%)
8.7% (6.8)
2.6% (1.7%)

A conservative estimation of the local rate of mental disorders among
children and adolescents aged 3 to 18 years is 10%




SERVICE GAP IN 2005 - 2012 EVEN

WORST!!

Local demand

Current scene (HA)

1.4 million (under age 18) x 10%
(% suffers from mental disorder)

140,000 require mental health services

Child Psy SOPD attendance:
1st: 2610
FU: 29,683

UK bench mark:
3 child psychiatrists per
200,000 population

104 child psychiatrists
(6,935,900 HK population in mid 2005)

9 child psychiatrists

Raphael G Kevin’s model

(Child & Adolescent Mental
Health 2005) for

Attendance fraction/yr = 5%

1-2 assessment session @ 2 hr
95% need psychiatric FU (6-12
sessions/yr) @ 0.3 hr

40% need behavioral Rx (12-24
DH session/yr) @ 1 hr

5% need family Rx (3-5
sessions/yr @ 1 hr

Population (6-12 yr) = 520,000
520,000 x X 5%
x (1.5 x2 hr) =3900 hrs (2.8 psychiatrist)
x 95% x (9 x 0.3 hr) = 3334 hrs
( 2.4 psychiatrist)

x 40% x (18 x 1 hr) = 9360 hrs

(6.8 multi-disciplinary staffs)
X 5% x (4 x 1 hr) =260 hrs

(0.2 clinical psychologist)

9 child psychiatrists

5.4 clinical psychologists
6.5 occupational therapists
44 nurses

(to manage all kinds of
psychiatric disorders for in-
out- & day- patients)

*No. of working hours/yr =
39(hr/wk)x47(wk/yr)x75%
(25%o0f time for supepvision)
= 1375 hrs




POOR ENVIRONMENTS AND
DYSFUNCTIONAL RELATIONSHIPS IN EARLY
YEARS...
Problems in childhood - child abuse and
neglect, developmental delay, school
problems, ADHD, mental health
problems...

Beginning of pathways to problems later
in life

Evidence that many problems in adult
life have their origins in pathways that

= % begin in childhood




ADULT PROBLEMS WITH ROOTS EARLY
IN THE LIFE COURSE

Mental health problems

Family violence and aggressive/anti-social
behaviour

Crime

Poor literacy

Welfare dependency v
Substance abuse .\
Obesity - DM, hypertension, stroke ‘*‘ '
Cardiovascular problems ‘



TABLE 1. Trends in Pediatric Morbidity
Classical pediatric morbidity {1900s-1950s)

Infectious diseases
High infant mortality rates
Poor nutrition
Few cures for chronic disease
Epidemics (eg, influenza, polio)
Diseases of overcrowding
The new morbidity (1960s—1980s)
Family dystunction
Learning disabilities
Emotional disorder
Functional distress
Educational needs
Beyond the new morbidity (1980=—2000s)
Social disarray
Political enmnu
New epidemics (eg, viclence, acquired immunodeficiency
syndrome, crack cocaine, homelessness)
[ncreased survivorship
High-technology care
Millennial morbidity (2000-present): disorders of the
bicenvironmental interface
Sociceconomic influences on health, including poverty
Health disparities
Technological influences on health
Owverweight and obesity
[ncreasing mental health concerns




TABLE 1. Threats to the Health and Well-being of Children in

the United States

Poverty
Marginalization

Food availability
[hsabilities

Abuse and exploitation
Access to medical care

Violence
Lack of education

Emerging diseases
Displacement
Environmental ecosvstems
Public policies

Lack of children’s rights
Mental health parity

Globalization

Biology
Physiological Adaptations
and Disruptions

Science of
Pediatrics

Life Course
Sciences




