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Universal Care Pathway

for nurses in pediatric

EBD [emotional/educational,
behavioral and developmental]
problems
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7 Billion
human
beings
live here




Disability Census

“Disability: The question on disability has been vastly
enlarged in Census 2011. In comparison to the 5 Codes in
Census 2001, 8 Codes have been provided in the present
Census.

The new Codes are: Mental Retardation, Mental llIness,

The questions and the instructions have been finalised
after extensive deliberation with civil society organisations
and the Ministry of Social Justice and Empowerment.
Respondents with multiple disability would now be able to
report up to 3 disabilities for the first time."”

http://censusindia.gov.in/2011-prov-
results/data files/mp/o2Introduction.pdf




Faces of disability

DISABILITIESYOU CAN SEE! DISABILITIESYOU CANNOT!
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How big is the problem?

World Health Organisation (WHO) — have been claiming
that the numbers could be anywhere between two to 10 per

cent.




Cerebral Palsy -
How common?

A review of the incidence and prevalence,

types and aetiology of childhood cerebral

palsy in resource-poor settings.

Gladstone M. Ann Trop Paediatr.
2010;30(3):181-96.

Department of Community Child Health, Alder
Hey Children's NHS Foundation Trust, Liverpool,
UK. mgladstone@btinternet.com




RESULTS:

With 80% of children with disabilities

living in resource-poor settings, it is
likely that there is a high prevalence
of cerebral palsy (CP) and

neurological impairment in these
settings.




Centers of Disease Control and

Prevention, USA

Identified Prevalence of Autism Spectrum Disorder

ADDM Metwork 2000-2010
Combining Data from All Sites

Surveillance Year Birth Year Number of ADDM | Prevalence per This is about
' Sites Reporting | 1,000 Children 1in X children...
[Runge)
20 B

1992 1in150
l43-33

2002 19584 14 6.6 1in 150
23 -105)

2004 1996 8 80 1in125
laE5-33|

2006 1998 11 9.0 1linll0
17 -121]

2008 2000 14 113 1in88
a2 -7137)

2010 2002 11 147 ling8

43 - 131)



Dennis the Menace!!!!

Hank Ketcham; 1951

Attention deficit-
hyperactivity disorder
(ADHD) is a
neurobehavioral
disorder that affects 3-
5 percent of all
American children.

Attention Deficit Disorder:
Current Perspectives. Pediatric

Neurology, 3:3; 129-135 (1987)



Perspectives on

Paediatr Child Health.
2006 November; 11(9):
581—-587.

Linda S Siegel, PhD
University of British
Columbia, Vancouver,
British Columbia
Correspondence: Dr Linda
S Siegel, ECPS, 2125 Main
Mall, University of British
Columbia, Vancouver,
British Columbia V6T 1Z4.
Telephone 604-822-0052,
fax 604-822-3302, e-mail
linda.siegel@ubc.ca

Estimates of prevalence
depend on the particular
definition of dyslexia used
in the study. Depending on
the definition used, 5% to
10% of the population is
considered to have
dyslexia; however, because
of the nature of the
definitional issues, an
estimate of prevalence is
specific to a particular
sample and to the
definition used in a study.



[EBD] Emotional, Behavioral &

Developmental Problems in children

M Able Population
M Dyslexia

ADHD
HASD

CP

Cerebral Palsy 0.2-0.3%

Autism 1%
ADHD 3-5%
Dyslexia 10%0

TOTAL 1iN5-6



Text Book of Clinical Pediatrics
McGraw Hill 2012 publication

Child & Adolescent
Psychiatric Disorders

& Psychosocial Aspects
of Pediatrics

- Brian Stafford, MD, MPH
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Mental illness affects between
14% to 20% of children and
adolescents

Belfer ML: Child & Adolescent Mental
Health Disorder: The magnitude of the
problem across the globe. J Child Psychol
Psychiatry 2008 Mar;49(3):226-236




Costello EJ, Egger H, Angold A: 10-vear research update review:
- The epidemiology of child and adolescent psychiatric disorders:
I. Methods and public health burden. ] Am Acad Child Adolesc
- Psychiatry 2005;44:972-986 [PMID: 16175102].

50% of all Paediatric Office visits are EBD

75% EBD children goes to their primary physician

Primary care physicians are only <20% good in
detecting EBD

Gatekeepers
Startegically positioned
Early Detection

Early Intervention




Rushton FE Jr: American Academy of Pediatrics Committee on
Lf}mmuplt}{ Health Services: The pediatrician’s role in commu-
nity pediatrics. Pediatrics 2005;115:1092 [PMID: 15805396].

» Most adult psychiatric disorders have their
onset during childhood

» Without proper intervention, they are most
likely to persist




Costello EJ, Foley DL, Angold A: 10-year research update review:
‘The epidemiology of child and adolescent psychiatric disorders:
II. Developmental epidemiology. ] Am Acad Child Adolesc
- Psychiatry 2006 Jan;45(1):8-25 [PMID: 16327577].

« Behavioural and Developmental
Consequences of

» Inappropriate care and consequences are




Social Capital

Worsening imapirment
Downward spiral of
School and Social problems

Poor employment opportunities
Poverty

Hall D, Elliman D. Health For All 2004. Ministry of Health Pulication, UK
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Subclinical Subthreshhold

Substance
Abuse
Conduct
Disorder
Delinquency
Anarchy
Sociopathy
Criminality




What is to be ?
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Tires easily, has little energy
. Fidgety, unable to sit still

. Has trouble with teacher

. Less interested in school
Acts as if driven by a motor
. Daydreams too much

. Distracted easily
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. Is afraid of new situations

e
o

. Feels sad, unhappy

—
[\*]

Is irritable, angry
. Feels hopeless

M- g vere
oW

. Has trouble concentrating

-
w

Less interested in friends
. Fights with other children
Absent from school

Tl ke
o N O

18. School grades dropping
19. Is down on him- or herself
20. Visits the doctor with doctor finding nothing wrong

N =
- O ©

21. Has trouble sleeping
22. Worries a lot
23. Wants to be with you more than before

NN N
AW DN

24, Feels he or she is bad

[\
(53]

25. Takes unnecessary risks
26. Gets hurt frequently
27. Seems to be having less fun

o
@ N o

28. Acts younger than children his or her age

ny
w0

29. Dose not listen to rules

w
(=

30. Does not show feelings
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w
=

31. Does not understand other people’s feelings

8

32. Teases others
33, Blames others for his or her troubles

@ W
K &

34. Takes things that do not belong to him or her

Pediatric Symptom Checklist (PSC)

Emotional and physical health go together in children. Because parents are often the first to notice a problem with their
child's behavior, emotions, or learning, you may help your child get the best care possible by answering these questions.
Please indicate which statement best describes your child.
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| BRIGHT FUTURES M= TOOLFOR PROFESSIONALS _

Pediatric Symptom Checklist (PSC) g

Emotional and physical health go together in children. Because parents are often the first to notice a problem with their
child's behavior, emotions, or learning, you may help your child get the best care possible by answering these guestions. i
Please indicate which statement best describes your child.
Please mark under the heading that best decribes your child:
Never Sometimes Often

1. Complains of aches and pains i 1

2. Spends more lime alone o,

3. Tires easily, has little energy 3

4. Fidgety, unable to sit still 4

5. Has trouble with teacher 5

6. Less interested in school 6

7. Acts as if driven by a motor 7

8. Daydreams too much 8

9. Distracted easily 9

10. Is afraid of new situations 10

11. Feels sad, unhappy 1

12. Is irritable, angry 12

13. Feels hopeless 13

14. Has trouble concentrating 14

15. Less interested in friends 15

16. Fights with other children - 16

17. Absent from school 17

18. School grades dropping 18

19. Is down on him- or herself 19

20. Visits the doctor with doctor finding nothing wrong 20

21. Has trouble sleeping 21

22. Worries a lot 22

23, Wants to be with you more than before 23

24. Feels he or she is bad 24

25. Takes unnecessary risks 25

26. Gets hurt frequently 26

27. Seems to be having less fun 27

28. Acts younger than children his or her age 28

29. Dose not listen to rules 29

30. Does not show feelings 30

31. Does not understand other people’s feelings 31

32. Teases others 32

33. Blames others for his or her troubles 33

34. Takes things that do not belong to him or her 34

35. Refuses to share 35

Total score )
Does your child have any emotional or behavioral problems for which she or he needs help? ( )N RS
Are there any services that you would like your child to receive for these problems? ( )N g

If yes, what services?

Figure 18-1 Pediatric Symptom Checklist. (From Green M, Palfrey JS, editors: Bright futures: guidefines of the health supervision of infants, children,
and adolescents, ed 2, revised, Arlington, VA, 2002, National Center for Education in Maternal and Child Health.)
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Briggs-Gowan M]J, Carter AS: Social-emotional screening status in

early childhood predicts elementary sch 1atri
| ry school outcomes. Pediatrics
2008 May;121(5):957-962 [PMID: 18450899].

PSC

BRIGHT FUTURES &= TOOL FOR PROFESSIONALS

Pediatric Symptom Checklist (PSC)

Emotional and physical health go togethar in chikiren. Bacause parents are often the first to natice a problem with theic
child's behavior, emotions, or leamning, you may help your child get the best care possible by answering these questions.
Please indicate which statement best describes your child

Please mark under the heading that best decribes your child:

1. Complains of aches and pains
2. Spends more time alone
3. Tires easily, has litle energy
4. Fidgely, unable to sit stll

5. Has trouble with teacher
6. Less intarested in school

7. Acts asiif driven by a motor

8. Daydreams 100 much

9. Distracted easily

10. Is alraid of new situations

11, Fools sad, unhappy

12. Is imitable, angry

13. Feels hopeless

14. Has trouble concentrating

15. Less interested in friends

16. Fights with other children

17. Absent from scheol

18. School grades dropping

19, Is down on him- or herselt

20. Visits the doctor with doctor finding nothing wrong
21. Has rouble sleeping

22, Worries.a lot

23. Wants 1o be with you more than bafore

24. Feels he or she is bad

25. Takos unnecessary risks

26. Gets hurt frequently

27. Seems 10 be having less fun

28. Acts younger than childran his or her age

29, Dose ot listen 10 rules

30. Does not show feelings

31. Does not understand other people’s feelings
32. Teases others

3. Blames ofhers for his or her troubles

34, Takes things that do not belang to him or her.
35. Refuses to share

Never

Total score_

Does your chikd have any emotional or behavioral problems for which she or he neads help?
Are there any services that you would like your child 10 receive for these problems?

It yes, what services?. ) Sver b A e do iiimn
Figure 181 Pediatric Symptom Gheckiist. (From Green M, Palfrey S, efors: Srght futures: guidelioes of the health supervision of inlants, chidren,
and adolesconts, 0d 2, revised, Adington, VA, 2002, National Centes for Education in Matemal and Child Health.)
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Child Development Centers [CD(]

Every borough in the UK has a NHS funded Child
Development Centre.
There are about 3500 Early Start Centers in the UK
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NHS Handbook. The Choice & Roland D, Jones C, Neill S et a/ Safety
Partnership Approach: A Service netting in healthcare settings:what it

Transformation Model. Spring 2013 means, and for whom? Arch Dis Child, Ed
Prac Ed2014 Apr;: 99:48-52

CAPA’ (Choice And Safety Netting® &
Partnershin Aooroach) Engagement Model*’
SCREEN®

Rushton FE Jr. Am Acad of Pediatr
Committee on Community Health
Services. The pediatrician’s role in /

N

Review/Re-screen

community pediatrics. Pediatrics
2005;1 15:1092 Developmental

+VE /\-VE
Work —up \ /\
+

Connor DF et al Targeted child psychiatric VE VE

services: A new model of pediatric primary
clinician — child psychiatry collaborative care. \\/
Clin Pediatr 2005;45:323

Detailed Developmental History Taking / Family History Discharge

Biopsychosocial Need Address / Health Promotion Advise Follow-up at

Confirmatory Tests / Medical Investigations, if needed School Age Years
Alloway TP, Arc ly identi?icatYon: are/speech Ianguagg- 8

impaired tod at increased risk for Developmental Stafford B. Child & Adolescent Psychiatric

Coordination|Disorder? / Learn Disabil.2008. 41(3): 251-262 Disorders & Psychosocial Aspects of Pediatrics.

|Ea rly Expert Interve ntion| Current Pediatrics: Diagnosis and Treatment
2012. McGraw Hill Publications; 171-6

|Targetted Intervention|

L
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BREAKING
NEWS

Triune Brain

Cortical Brain
(THINKING BRAIN)

Limbic Brain
(EMOTIONAL BRAIN)

(REPTILIAN BRAIN)
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NEURO
DISABILITY

NEURO
BEHAVIOURAL

COMMON
BEHAVIOURAL

NEURO
DEVELOP-
MENTAL

GENETIC
&
SYNDROME
DIAGNOSES

MANAGEMENT
ISSUES
OF
CHRONIC
CONDITIONS




rD)mrA\“nra\ A eh e dB 8 72

CP, DMD

Spina Bifida
Hydrocephalus
Neurological
Sensory

Autism, ASD
ADHD/ADD/HK
DCD/Dyspraxia
DAMP
Challenging

Naughty
Lazy

Fussy Eater
Late sleeper
Disobedient

Speech Delay
Motor Delay
Milestone

Downs Syndrm
22q- Syndrome
Bizzire Synds

EPILEPSY
Survivors

- Stormy Neonatal
- Neoplasm
- Child Abuse




DEVELOPMENTAL
PAEDIATRICS

PREVENTATIVE




Psychologically manifested disease

<— Eating — <« Depression = < Bi-polar -

disorders affective disorder
< >

Psycho-
logical

T TRy
e g el o

- Biological

o3

influence R influcnce

< Somatizing-» < Asthma — < Congenital -
disorders heart disease

Physically manifested disease

Figure 20-1 Biobehavioral continuum of disease. (From Wood BL: Physically manifested
lliness in children and adolescents: a biobehavioral family approach, Child Adolesc
Fsychiatr Clin N Am 10:543-562, 2001.)
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Bio-psycho-social Model

‘ on Yn[lr Health and Your life |

cancer : : :
. > Jint pre
i low

lower life Expectancv/ s
' & self-esteem
: e art attacks

fewer

employment ;
opportunities £ harni high blood pressure

breathing problems  depression

TYERE diEhEtEE .-"'"

" bone problems

Increaseas

' limited
; mobility
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eacial

Ellﬂ Gleneagles Husitals |

TOUCHINGLIVES i




AUTISM EARLY SIGNS IN INFANTS

9y

Unusual visual

fixations

Unusually strong
and persistent exam-
ination of objects

«

07
Go)

= I

Delayed

intentional

communication
Neutral facial tones and
decreased efforts to gesture
and gain parent attention

Lack of age-
appropriate
sound
development
Delayed development of

Abnormal
vowel sounds, such as

repetitive

behaviors
Spending unusually long
periods of fime repeating
an action, such as
looking at their hands

"ma ma, da da, ta ta”

or rolling an object )
oy

&)

L

—
Ve

Decreased

interest in

interaction
Greater inferest in objects
than people and difficult to
sustain faceoface interactions

UCDAVIS

MIND INSTITUTE

J Awmism Dev Disord
DON 10 1007/5 1 0803-014-2202-y

ORIGINAL PAFPER

Autism Treatment in the First Year

of Life: A Pilot Study

of Infant Start, a Parent-Implemented Intervention

for Symptomatic Infants

S, J. Rogers + L. Vismara - A, L. Wagner -
C. McCormick « G. Young + 8. Ozonoff

@ Springer Science+Business Media New York 2014

Abstract  The goal of early autism screening is earlier
treatment. We pilot-tested a 12-week, low-intensity treat-
ment with seven symptomatic infants ages 7-15 months.
Parents mastered the intervention and maintained skills
after treatment ended. Four comparison groups were mat-
ched from a study of infant siblings, The treated group of
infants was significantly more symptomatic than most of
the comparison groups at 9 months of age but was signif-
icantly less symptomatic than the two most affected groups
between 18 and 36 months. At 36 months, the treated
group had much lower rates of both ASD and DQs under
70 than a similarly symptomatic group who did not enroll
in the treatment study, It appears feasible o identify and
enroll symptomatic infants in p i inter-

Introduction

One of the most exciting areas of current autism science
involves the search for infamt behavioral markers of in
autism. A number of prospective studies of infant sibling
children with autism spectrum disorder (ASD) have been
carried out to help idemtify behavioral markers that are sen-
sitive and specific to ASD in infancy. Some differences
associated with risk status have been identified in infants as
young as 5-6 months by examining group differences
between infants with a sibling with autism and those with
typically developing siblings (Ference and Curtin 2013;
Llo)ti -Fox et al. 2013). However, these studies have not yet

vention before 12 months, and the pilot \Imly oulcomes are
promising, but testing the treatment’s efficacy awails a
randomized trial,

Keywords  ASD - Infants - Early intervention - Parents -
Early Start Denver Model

8. J. Rogers (B49) - C. MeCormick - G. Young - S, Ozonoll
MIND Institute, University of California, Davis, Sacramenio,
CA, USA

e-mail: sally.rogers @ uedmeucdavis.edu

L. Vismara
York University, Toronto, ON, Canada

A, L. Wagner

University of California, Davis, CA, USA

Published online: 12 September 2014

TCILICHI

that such symptoms are associated with the
development of ASD, Other studies have followed high-risk
and low-risk groups from infancy 1o diagnosis at age 3 and
then examined the longitudinal trajectories o find earliest
evidence of di 25 iated with di is. Using this
design, several groups have demonstrated that the develop-
ment of infants later diagnosed with antism begins to diverge
from a typical trajectory between 6 and 12 months of age
(Landa et al. 2012; Ozonoff et al. 2010), with no group dif-
ferences evident, as a group, at 6 months, but differences
already marked and statistically significant by 12 months,
Differences in rate of development have been documented
across multiple domains, including motor, social, commu-
nication, and cognitive. Inthe approximately 25 % of infants
with older siblings with ASD who do not develop ASD
themselves, but display other atypicalities in development
(Messinger et al. 2013), the inflection point at which their
development begins to diverge from typical infants i i-

lar, during the 6—12 month period (Ozonoff et al. 2014).

Infant sibling studies have alsoidentified behavioral markers
associated with later ASD  diagnosis as early as
10-12 months of age (Zwaigenbaum et al. 2005; Ozonoff

@ Springer




EBD Concerns

Partnershio Aporoach) Enaamamant Mnadal

SCREEN

N

Review/Re-screen

d

Developmental

Work —up

\ & T

VE -VE
Detailed Developmental History Taking / Family History Discharge
Biopsychosocial Need Address / Health Promotion Advise Follow-up at

Confirmatory Tests / Medical Investigations, if needed School Age Years

|Ear|y Expert Intervention|

|Ta rgetted Intervention|

Qﬂiln Gleneagles Husitals

OLKATA—
TOUCHINGLIVES




UNIVERSAL REFERRAL PATHWAY

ALL HEALTHCARE PROFESSIONALS

Subtle Signs
— Anticipatory Decision Regret




Jonas Salk - The Inventor of Polio Vaccine







Dr. Martin
Seligman

He used the

word
v« | ‘Psychologica
Immunization’

for the first
fime
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Psychological vaccination training
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RCPCH

Royal College of
Paediatrics and Child Health

Diploma in Child Health (DCH) UK
Examination in India

P



RCPCH

Royal College of
Paediatrics and Child Health




The Sydn g The Sydney

9 ’ ch:ldrens 1 C 9 f children's
C X7 4a5p| als Network R7  Hospitals Network

Diploma in Child Health International Postgraduate Paediatric Corticate

he Coppleson Committee for Continuing Medical Education, The University

Diploma in Child Health [DCH] -

only available in Australia and Hong Kong
International Postgraduate

Paediatric Certificate [IPPC]
- available in all other countries.




Ihe Syd
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Diploma in Child Health

The Coppleson Committee for Continuing Medical Education, The University of Sydney asn

Contact Class
&
Mock Exam
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Diploma in Child Health International Postgraduate Paediatric Certificate

The Coppleson Committee for Continuing Medical Education, The University of Sydney aen 15211
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National Conference on Pediatric
Education, INDIA

Qﬂﬂﬂ Gleneagles Husitals <
OLHATA—

TOUCHINGLIVES




54

ICF Research Branch
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