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FOREWORD

DR CHAN HON YEE, CONSTANCE
Director of Health, HKSAR

The Family Health Service of the Department of Health has entered into
its eightieth year of providing service to the public of Hong Kong. For
the past decades, the Service has made significant progress in meeting
the changing health needs of local communities. At its eightieth
anniversary, | am delighted to publish this special issue to present
the history and present work of the Service and to commemorate its

achievements over the years.

Since establishment of the first Infant Welfare Centre in Wan Chai
in 1932, the Service has grown and evolved into a network of 31
Maternal and Child Health Centres and three Woman Health Centres
at present. This robust infrastructure has enabled us to provide
a free child health service that covers 90% of newborns of local
mothers. Efforts are also devoted to promote the health of women
through antenatal and postnatal services, cervical screening service,
family planning service and woman health service. The shared-care
programme, jointly operated by the Maternal and Child Health Centres
and the Hospital Authority provides free antenatal and low-cost

birthing care for 70% of Hong Kong pregnant women.

Since the Millennium, we've had a major revamp of the child health
programme. The hallmark is a shift from a physical health focus to a
holistic view of child health and partnership with parents. The newly
introduced parenting component not only provides information
and education, but also support services, such as breastfeeding
skills support, positive parenting training and postnatal depression

counseling.

In the years ahead, we will be facing a lot of new challenges. Although

the younger generation of parents become more educated and health
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literate, there remain groups, having been marginalised due to specific life circumstances,
such as those with substance misuse and teenage mothers, who have higher needs yet, are
under-using the services. | believe, along with our partners in and outside the health sector, we
need to put our hearts and minds together, to work out how best to address their needs and
alleviate their plight. Another priority is to improve the nutrition of mothers, infants and young
children. Despite efforts in the past, recent child nutrition surveys revealed our infants’ exclusive
breastfeeding rate was still low; young children’s diet was unbalanced and dominated by
formula milk; and a significant proportion of children are overweight or obese. Grappling with
these challenges, concerted efforts from multi-disciplinary teams of practitioners and researchers
are vital to gain insight into the situation, design innovative interventions and generate evidence

of effectiveness.

On this special occasion, | would like to pay tribute to all my colleagues in the Service for their
dedication and devotion. | would also like to acknowledge with thanks the assistance and
support rendered by other government departments, academic institutions, non-governmental
organisations and World Health Organization. With the concerted effort of all parties, the Service

will continue to provide high quality service to meet the changing needs of our community.

Dr CHAN Hon-yee, Constance, JP

Director of Health




MESSAGES

DR MARGARET CHAN

Director — General

World Health Organization

| warmly congratulate Hong Kong’'s Department of Health as it
commemorates 80 years of providing services for women, babies,
and young children. The history of these services offers many lessons
that culminate in today’s emphasis on health promotion and disease

prevention as the cornerstone of good care.

These are comprehensive services that give priority to breastfeeding,
nutrition, immunization, early screening to detect growth or
developmental problems, and prompt intervention. These are services
of an exceptionally high quality. And these are services that have, for
80 years, built the foundation for Hong Kong’s healthy and prosperous

population.

I am personally proud to have witnessed some of this history first-
hand. My initial experiences as a young doctor were in Hong Kong’s
maternal and child health services. Those early interactions with tiny
patients and their mothers taught me the human side of medicine.

Those lessons stayed with me throughout my career.
| encourage colleagues in Hong Kong's Family Health Service to remain

steadfast in your determination to give every mother and child the very

best of care. The whole of society benefits when you do so.

I Aeb am

Dr Margaret CHAN

Director-General

World Health Organization




MESSAGES

DR KO WING MAN
Secretary for Food and Health, HKSAR

It is my great pleasure to send my best wishes on the occasion of the

80th Anniversary of the Family Health Service, Department of Health.

In the past decades, as a result of improvements in socio-economic
conditions and access to quality health care, Hong Kong has seen a

remarkable achievement in the health status of its population. Our

maternal and child health indicators now rank amongst the best in the

world.

The Family Health Service of the Department of Health has played
an important role in promoting maternal and child health in Hong
Kong and in maintaining this high standard of health status, through
collaborating with other healthcare professionals, sectors and the
community. Over the years, the Service has also undergone remarkable
transformation and evolved into a comprehensive range of health
promotion and disease prevention programmes for mothers and young

children, in response to their changing needs.

In congratulating the Family Health Service on its 80th Anniversary, |
extend my best wishes to the staff for their good work and dedication
towards promoting better maternal and child health. | also look

forward to greater achievements of the Service in the future.

Dr KO Wing-man, BBS, JP

Secretary for Food and Health




MESSAGES

DR P Y LEUNG

Chief Executive
Hospital Authority

On behalf of the Hospital Authority (HA), | wish to offer my warmest
congratulations to the Department of Health’s Family Health Service
(FHS) as it celebrates 80 years of tireless efforts to continuously improve
the well-being of children and women in Hong Kong.

Working to promote the good health of families in our community is
a crucial task in ensuring the long-term development of our city. Since
its establishment in 1932, the FHS has been a leading light in providing
support and assistance to families across a broad range of issues and at
key stages of their evolution and growth.

The FHS's comprehensive range of services cover physical, psychological
and social aspects of well-being. In taking this holistic approach to
serving the needs of women and children in Hong Kong, the FHS is
making a vital contribution not only to improved medical health but
also to positive emotional and interpersonal development.

| sincerely applaud the efforts of the FHS to provide children — our
leaders of tomorrow — with the best possible start in life and to
empower women with the knowledge and support they require to
make important life choices.

The HA has a well-established history of fruitful collaboration with
the FHS and we look forward to continuing to work closely with the
Service in the years ahead. Building on its many past successes, | am
confident that the FHS will scale new heights of excellence to the
lasting benefit of families in Hong Kong.

A

Dr PY LEUNG
Chief Executive

Hospital Authority




MESSAGES

DR SP MAK

President

Hong Kong College of Community Medicine

On behalf of the Hong Kong College of Community Medicine, | would
like to express my heartfelt congratulations to the Family Health

Service on its 80" Anniversary.

In the past 80 years, the Family Health Service has been providing a
comprehensive range of health promotion and disease prevention
services for babies, young children and women in Hong Kong. Your
services have made significant contribution to maintaining and
improving the health of the population. | am confident that the Service
will continue its commitment in protecting and promoting health
for the Hong Kong people. | look forward to our close collaboration
in providing quality health care to meet the changing needs of our

community.
My best wishes go to all colleagues in the Family Health Service. May

this milestone mark the beginning of further success and even greater

accomplishment.

ot

Dr SP MAK

President

Hong Kong College of Community Medicine




MESSAGES

PROFESSOR HEXTAN NGAN

President
The Hong Kong College of Obstetricians and Gynaecologists

On behalf of the College Council, | write to express our congratulations
to the Family Health Service of the Department of Health on her 80"

Anniversary.

For the past eighty years, the Service has provided a comprehensive

range of health promotion and disease prevention services for the
public of Hong Kong. The community and the medical profession have
fully recognized the effort made by the Service. | am confident that
the 80" Anniversary will be another milestone of the success in the

Service's history.

We look forward to further cooperation between the Service and the

College in matters of mutual interest for the good of our community.
Congratulations!

St Tpen—

Professor Hextan NGAN

President

The Hong Kong College of Obstetricians and Gynaecologists




MESSAGES

PROFESSOR PAK C. NG

President

Hong Kong College of Paediatricians

On behalf of the Hong Kong College of Paediatricians, | would like to
extend my heartiest congratulations to the Family Health Service of the

Department of Health on its 80" Anniversary.

Over the years, the Family Health Service has been playing an important
role in providing quality healthcare to newborns and young children
through an integrated child health and development programme.
Established in 1932, the Family Health Service has since diversified its
responsibilities to include health education, counselling, immunisation,
growth and developmental surveillance, hearing and vision screening,
and health promotion to cater for the changing needs of the society.
The Family Health Serivce has always worked in close partnership
with Paediatricians, and its immense contribution to safeguarding the

wellbeing of infants and children is admirable.

On this very special occasion, | would once again like to congratulate
the Family Health Service on its outstanding achievements over the

past 80 years, and | wish the Service every success in the future.

Professor Pak C. NG

President

Hong Kong College of Paediatricians




PHILOSOPHY & VISION, MISSION AND VALUES

The Family Health Service, Department of Health

Since 1932, the Family Health Service (FHS) has evolved from a cluster of Child Welfare Centres
focused on aspects of basic care to a network of Maternal and Child Health Centres (MCHCs) and
Woman Health Centres (WHCs) providing a comprehensive range of health promotion and disease
prevention services for children from birth to 5 years and women under 65. Currently, a shared-
care programme jointly operated by the maternity units of the Hospital Authority and the MCHCs
provides antenatal and birthing care to about 70% of local pregnant women. Over 90% of babies

born to local mothers receive child health services at our MCHCs.

Our Philosophy

Over the last decade, due to improvements in socio-economic conditions and access to quality
health care, Hong Kong’s maternal and child mortality rates now rank among the best in the world.
Previously common health problems, notably communicable diseases, have given way to new ones
such as childhood obesity, behavioural problems, child disadvantage and maternal mental health
problems. With a vision of leading the community to promote health and well-being of children,
women and families in Hong Kong, the FHS has initiated a revamp of its programmes in response
to these changing needs since the Millennium. We adopt a holistic view of health that addresses
the physical, psychological and social health of a person. We emphasise empowerment and work
in partnership with clients. Apart from the easily accessible universal programme intended for all,
targeted and intensive support services have also been developed to address the needs of specific
groups through intersectoral collaboration among the health, education and social sectors. The
services in MCHCs are developed based on the best available evidence or known best practices and

tailored to the local context. In-built continuous programme evaluation and quality management

mechanisms are in place to ensure programme objectives are met.




PHILOSOPHY & VISION, MISSION AND VALUES

Our Vision, Mission and Values

On the occasion of the 80th Anniversary of the Family Health Service, we have revisited our Vision,

Mission and Values (VMV) in light of the emerging challenges and changes we face.

Vision
To lead the community in promoting the health and well-being of children, women and families

in Hong Kong

Mission
We achieve our vision through

1. building a team of committed and competent staff;

2. developing evidence-based strategies and programmes to meet the changing needs of the

communities;
3. providing user-friendly, cost-effective, and quality-assured service; and

4. empowering individuals, families and communities to improve their health.

Values

e (are and respect
e Effective communication
e Continuous improvement

e Professionalism

e Partnership




HISTORY OF THE FAMILY HEALTH SERVICE

FROM 1930s TO THE PRESENT
KEEMERFEMRTS : 1€ 1930 4EIRBIBAE

THE THIRTIES =+414%

e The first Infant Welfare Centre was established on 25th April 1932 on a rented shop space in Wan Chai,
which was relocated to the more spacious Violet Peel Health Centre in 1935
1932 F 4 A 25 BEEF—HEMUKZE —BEZBRF O - W 1935 FBU BRI
HRARZERE

:= Wan Chai in the Thirties —

J §o Site of the First Infant Welfare Centre
=-HERBEIT -

E—ALRZEAPLHELL

e The second and third Government Infant Welfare Centres started operation at Nathan Road in 1934 and at
Western Victoria in 1939 respectively
E-RE=FBMEZENPLHRIR 1934 & 1939 FAERBCERBSAE FRIEE

e Services provided by these centres include baby bathing, baby weighing, instruction of proper infant feeding
and distribution of nutritional congee etc

LR O RENRGEREERAEL BE  HERMERZ ERTDANKEEERS

Baby bathing Baby weighing Distribution of nutritional congee

BEIR BRBEE RIS RN

THE FORTIES P4-4E 4R

e Service was suspended during the war
period of 1941-1945
1941-1945 F 8 3 B E1F RS

e After the war, 3 Infant Welfare

. . Domicillary midwifery service Home visit service

Centres resumed service while 7  gz+sbmamps R IRTE
Maternity Homes and 6 Domicillary
Centres were opened

=R ZENROREIRER - SN EBUT BT K 7S MBS 12 A AR A5 b TR AR A R A BR TS




HISTORY OF THE FAMILY HEALTH SERVICE

e Maternal health care programme was
introduced to the existing Infant Welfare
Centres; these Infant Welfare Centres were
then re-named as Maternal and Child
Health Centres since 1946
BRREEaLeERTL 2R ) A :
EERK W 1946 F¥H OOk iE Examination of infants Checking foetal heart sound

N - 82 Y g 22 g 52Ok
ARG BRA® BB

THE FIFTIES FH4E4

e New centres and maternity homes were opened in response to
rapidly growing demands

SR ENRER LEEMBERARY  NEMZRERY

e Postnatal clinic was started since 1952 BCG vaccination

1952 4F FISARR SLEE 14 RIS L
e The first training course for health visitors and the Immunisation
Programme were introduced in 1954
1954 FHME —ERFERD EIIRRE R TR EEZ R 2
e Toddler clinic for children aged 2 to 5 years and home visiting
service were established in 1957 and 1958 respectively
1957 %2 1958 F o pliG B 2R EEE 2-5 Bah 52 M

Eﬁﬁé?ﬁff%@%ﬁgﬁ Vaccine injection
EHEES

THE SIXTIES »+H4E4%

e Rising clinic attendance and falling trend in infant and maternal mortality rates were observed from 1960's
onwards
60 FRE - FRFREEAR LA MBRMERIELT EIEE NF

e |Immunisation programme was expanded and implemented in full force
2 hERMRETREZENE

e Pregnant women were more aware of the need of regular antenatal check up

Bl Bl EREERIRENER

. : = !
Baby health check Health education talk Antenatal check up
BREFRRE TR A B ERRE




HISTORY OF THE FAMILY HEALTH SERVICE

THE SEVENTIES t+H41%

e With infectious disease well under control, maternal and child
health service has taken up new emphasis on family planning and
early detection of abnormalities
EEBARII2EES  SRREERRBFLERET
KET 81 & FEHIEEFHORERN

e Screening tests for vision, hearing and speech were started in 1971 o :
1971 FRHARELTRN  BEMATRRETAR g T et Hearing screening test

* Integration of Family Planning Clinics into the Maternal and Child
Health Service to form the present Family Health Service (FHS) in

1974
1974 F R RET 8RS M 2R RRBEE S KIRENRE
2R AR TS

e Comprehensive Observation Scheme for early detection of
developmental abnormalities was introduced in 1978 ég%?;a?gree”mg b f::;faec:gtirgith‘)d of
1978 FHEGKSBERSG  EEMFRRAYPYRERNESR B2k
B

- |

¥ A

Screening tests at 3 months, 9 months and 3 years Testing of gross motor Testing of social and adaptive
LHRR3MEAR - 9 @A K 3 mEXAR development development
AR R AR MBI ER

THE EIGHTIES )\ +H44%

e (Cervical Cytology Screening Project was started in 1980
1980 FRIIAHETT = AR A B AR 7%

e Health Education Unit was set up in 1982 to extend health
education, with emphasis on breastfeeding promotion, to expectant
mothers at government hospitals; a breastfeeding hotline was also
set up Cervical cytology screening
1982 FXIEEHE A - BIRBERIZKBRNZE TERMEES
A BB N e A B FLAR I ¢ [R)F I8 AR S B L AR T ZAR M '
mREH

e Neonatal screening for G6PD deficiency and congenital
hypothyroidism was started
RTEERRHAERE A AHBRESBRRZEMERE
FRIRRTIBE T R AE Y ER S

Breastfeeding
coaching to mother
EEY 1]




HISTORY OF THE FAMILY HEALTH SERVICE

e Serological test for Rubella antibody and Rubella vaccination were
provided to all women of child-bearing age
RATBEBEFRNELIRHERMP M EBRE EaER RS

e Hepatitis B Vaccination Programme was introduced for all newborns in
MCHCs in 1988
1988 FN @ FE BT E B RIRMH OB R Z T &

Blood test for
Rubella antibody
EEfE A
MRAIE

THE NINETIES JuH4R

e With a steady decline of birth rate in Hong Kong, a number of maternity
homes were closed down
A E A REFE T - 305 B EPTIRAET IEARTS

e Health education service was extended to antenatal clinics and postnatal
wards of the regional hospitals as well as sending messages through

. . Sending health messages through

various media radio-broadcast
BEHERBITEERIISRERNENZAMERRKE T aaecmEmERELs
EBTAHAGERENS w

e Provided medical consultation to children in social welfare centres r
THEATHItERIREESREEESEBRE

* Engaged in various professional training for medical and nursing staff as
well as other health professionals

SR A B M A R A BN EEE RE

am

Medical consultation at Chuk Yuen
Children Reception Centre

MMBERERRREESBRE

Training of medical students  Training for medical doctors and nurses

BRI SR ERH S N E TR

e Opening of 3 Woman Health Centres (WHC) from 1994-1997
3 BB A BEREH LR 1994-1997 & RIABAES ABRTS

WOMAN HEALTH
OPENING CEREMONY

¥ 1 s B B
o % K L: %.

CHSMcBEFLE :
L 5 B OB

Broadcasting health education video in waiting
hall of WHC
MR LR ORNEERIERRE 2R

Opening ceremony of Lam Tin, Chai Wan and Tuen Mun Woman
Health Centres
B -~ 508 NP RO RS




HISTORY OF THE FAMILY HEALTH SERVICE

THE 2000s T 44X

Since the Millennium, FHS has embarked on a major revamp of its programmes, in particular the
child health programme. As far as possible, the development of programmes goes through all or a
major part of the following evidence-based model:

EATEFR  RERRRGET T KAENRFER (FHRRERREE)  WABER/ERH
B (R TE) ERER  EREERS -

Effectiveness Programme
Iiffusion

Testing

EEEE

Evidence-based
programme
development model

| ) BERATRBEREE

N\

Year 2000 —~OQO4

e |mplementation of the Department of Health's Breastfeeding Policy

AT B AR B

DH Breastfeeding Policy booklet
REZBR IR/ NMEF

Year 2001 —_OO—4

e An outcome evaluation (Randomised Controlled Trial) of the Positive Parenting Programme (Triple P) in Hong
Kong with the University of Queensland
ERMNE TRASZEEET 3P BT [ IE | RFRIBABCKETE (BEE RER)
(Leung C., Sanders M.R., Leung S, Mak R. & Lau J. An outcome evaluation of the implementation of the
Triple P - Positive Parenting Program in Hong Kong. Family Process, 2003;42:531-44)

e |mplementation of Breastfeeding Assessment & Counselling Service in all MCHCs
PP B B2 RRB 1T B FLAR T AT AN G AR
e Standardisation of growth monitoring instruments and measurement methods

R ERRELRIBIET N ENERTE(L

Breastfeeding assessment and coaching ~ Measuring infant's head circumference Measuring infant's body length
by nurse =EERFEE EERRHR
TR (B FLAR I AT (L A% 8 AR TS




HISTORY OF THE FAMILY HEALTH SERVICE

e An evaluation of a one-year pilot project of Infant Hearing Screening
using Automated Oto-acoustic Emission (AOAE) screening test
TR RN (HBES) AR EAEETRGHE
(Chan KY, Leung SSL. Infant hearing screening in maternal and child
health centres using automated otoacoustic emission screening

machines: A one-year pilot project. HK J Paediatr (New Series)
2004,;9:118-25)

N

AOAE hearing screening test
RS ImablL

Year 2002 —~OQ4E

e A study of parents' perception of parenting roles, knowledge of child
development and needs for information on the care and parenting of
children of 0 to 3 years
HO-3mRENRKRETHEEAXEACGNE L FERNRE
LEREAFTROATHAE

e A feasibility study of vision screening by optometrist in MCHC = _ : :
Y18 e BT B B R BRI TR ) E B AT T I TSR L

e A community survey of parenting practices of parents of 4-year-old
children in Hong Kong
ETAB 4 RRERRNVBEBILENHEFE

e Standardisation of newborn physical examination methods and
records
R B R S iR En AN TSR

e Provision of Triple P training for about 300 medical and nursing staff

Resources for Triple P Programme

from 2002 to 2003 SPEF [IF | £RRERE
72002 22003 FREAH 00 ZREEASREIIPHF I E ] X
E i

e |Implementation of the Positive Parenting Programme in MCHCs
RIS EREERETIPRT [ E | KRR

Triple P Programme Group Discussion
3PERF [ 1IE | HRERIENERT R

Year 2003 —OQ=4E

* A health care needs assessment of children of 0 to 5 years
170 -5 KA ENRERET

e Assessment of parents' needs for information on development of
children of 3 to 5 years
FERRY 3-S5 BRERRANNTE

e The annual breastfeeding survey (since 1998 ) became biennial

HQJQ 1998 $E‘Fﬁ éiiﬁﬁﬁ’\]ﬂﬁﬁ%”ﬁ%ﬁﬁ&ﬁﬁﬂi—}’ﬂ Poster on Breastfeeding
BIRBE EER




HISTORY OF THE FAMILY HEALTH SERVICE

Nurse conducting developmental
~ surveillance
| ETETTRERRER

e The Developmental Surveillance Scheme
(DSS) phased in while the Comprehensive
Observation Service (COS) phased out during
2003-2007
50 % B R B AT 8l 0 S BUR 2003-2007 F
REERaBERS

e Implementation of the Universal"Happy
Parenting" Prgramme
REERERZEET [AEZERE] &K
RBHETE

] ) Universal Infant AOAE Hearing
e Implementation of the Universal Infant AOAE Screening Programme leaflet

MERREN (BREY) B

Hearing Screening Programme in phases SlEamcE

during 2003-2004
7 2003-2004 AR B R R 2 EET
MERTE (BBEY) TEAR

¢ Inclusion of MCHC cum Child Assessment
Centre (CAC) Training in the basic training
curriculum of the Hong Kong College of
Paediatricians
KEBRERRTEBES NURT LM PPy Paenting: woshop - Happy Parenting” booklt
ZIMARBAEZRBERHEREI
RIZH

Year 2004 —~OOMNM4

e Implementation of the Preschool Vision Screening Programme
by optometrists / orthorptists in phases during 2004-2007
1 2004-2007 S 70 B BRHETT R L AR L B / 17 B A8 LE AR it
HER R ER N EEaE

* Implementation of the territory-wide cervical screening
programme in MCHCs and WHCs to encourage and facilitate
women to have regU|ar Smears e N ) . Testing of distant vision by optometrist
ERERERMERERPORTTFEEEEE SB2E  aRRtamasRER )
mE{EE R T

e Reorganisation of the fifty MCHCs to the present thirty-one
274 50 AR EFEREARREN 31 [

Routine cervical smear taking by trained nurse
in MCHCs
RilELESRERRETFEEMAERE




HISTORY OF THE FAMILY HEALTH SERVICE

Year 2005 —~OQOH4E

e A study to determine predictors of completion and clinical
outcomes of Triple P Programme in Hong Kong with the
University of Queensland
ERMNETRARBAIEREIP BT [E] KRIZLMEELTK
AR MR R A LA TE 1A 5=
(Leung C., Sanders M.R., Ip F. & Lau J. Implementation of Triple
P-Positive Parenting Program in Hong Kong: predictors of
program completion and clinical outcomes. Journal of Children's SINE=RIPET [F] FRREEHER

Services, 2006;1(2):4-17) Presentation of certificate on completion of
the 3P group workshop

e Implementation of the Comprehensive Child Development Service
(CCDS) in phases during 2005-2013
7 2005-2013 8 - NEREZASEEERET [RESOEMERRS

e An outcome evaluation (Randomised Controlled Trial) of a postnatal depression screening programme using
the Edinburgh Postnatal Depression Scale (EPDS) with the Hong Kong Polytechnic University, the University
of Hong Kong, the Chinese University of Hong Kong and the Hospital Authority
HEBRIAE BEKRE BEAHXAELRBRERBAIE T HUETRERINEEX (EPDS)
{EERINEEENRIAE (FERERHR)

(Leung SS, Leung C, Lam TH, Hung SF, Chan R, Yeung T, et al. Outcome of a postnatal depression
screening programme using the Edinburgh Postnatal Depression Scale: A randomized controlled trial. J
Public Health (Oxf) 2011,33(2):292-301)

Year 2006 —~OONAE

e An evaluation of parents' knowledge gain and change in
perception after attending "Happy Parenting" workshops

AHMEREI 2 [HEFRE ] MEIRERBNREREEN

e A validation study of the 18-month and 24-month
Developmental Surveillance Questionnaire

ot 18 AN 24 AN R ERRERFEH LEEE

e Inclusion of MCHCs and WHCs as attachment centres for
candidates of Diploma in Community Gynaecology of the Hong
Kong College of Obstetricians and Gynaecologists
BERER MRS O EAKATBREMER L RETR
XRELENEER L

Parents-to-be and parents attending "Happy
Parenting" workshops

ERQRRRXG2M [KZFRE] HEYE
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Year 2007 —~OOLt#

A survey of the prevalence and maternal
perception of obesity among Hong Kong
Chinese pre-school children
HEBRBEMRZEEHANBARGRERE
EReEZE

Setting up an audit system for growth
monitoring

B A RERRBNES RS

Completion of the interim evaluation report of
the CCDS

T [REFOZEERRE ] By E8TE
WE

Setting up the Hospital Authority-Department
of Health Liaison Committee on Obstetric and
Gynaecological (O & G) Services with a view to
improving collaboration on O & G and women's
health services, and to coordinating related
training and education programmes
RIFERERGEERFERBAEZES -
RANZETERENVNELRERED
At - WA ANENNHE TS

Year 2008 -~ OO /\4E

Nurse using standardised
method to measure body
height

ETIRARETERYR

EEHE

. -:-'-r bee
HiLl] [1%;'1_.-[_31' }

Comprebensivs W, S0,
Nl Devviopment o) )
CCDS Evaluation Report NP A 4 |
[RESOCEZEAERRE] R
H R E IR

Doctor providing assessment and counselling for clients

BEERERR / Rt keg

Introduction of the DTaP-IPV Vaccine to replace the DTwP Vaccine and RESESRERER

Oral Poliomyelitis Vaccine

SIAEH BISE B AR AT/ AR (DTaP- V) B 44 1B - saME R TRER
: r

DR B - ERKE B B®EE (DTwP) 710 fR/NZHEE (OPV)

Establishment of a territory-wide referral and reply system between
preschools and MCHCs for child developmental problems (a component

of CCDS)

SRR EREE BN R/ Y — SN MBS R WERT
BRARBNAERAENZE([ZEFOE2EERRY ] Ed—{E

RS E3HS )

——

Qe G=- Bt §

Teaching kit on child development and
classroom management developed for
preschool teachers
AYMEHOENRELRRRITAE
HEHERE




HISTORY OF THE FAMILY HEALTH SERVICE

Year 2009 —~OOJL4E

e Introduction of Pneumococcal Conjugate Vaccine (PCV) to the Childhood
Immunisation Programme
RREREEETEIMARARERES (PCV)

e A prospective study of antenatal risk factors for postnatal depression
among Chinese women with the Hospital Authority, the University of Hong
Kong and the University of lowa
HEREER BEARENEREMNAEZSE REARLERIEN
ERIEBRZETRIE LR
(Siu WM, Ip B Chow MT, Kwok SE Li OL, Koo ML, et al. Impairment of

mother-infant relationship: Validation of the Chinese version of Postpartum
Bonding Questionnaire. J Nerv Ment Dis 2010;198:174-79)

Year 2010 —~O—O%

e A survey of infant and young child feeding in Hong Kong with the Hong Kong Polytechnic University and
the Chinese University of Hong Kong
BEBBTABMEBNXARAE  ETEABRYRZRRNERNNAL

Year 2011 —QO——4F

e Commencement of annual analysis of computerised routine growth data
to monitor the prevalence of overweight and obesity in preschool children
since 2011
A 2011 FERNSFRERFBEBRICNAERBBLETFE DN - A&
RER R ERBMEHNIER

e launching of a multimedia self-learning kit on breastfeeding for health
professionals
BEEAEBRIUEBRIEHNB 20 8)HE Self-learning kit on breastfeeding

for health professionals
BEEAETIEHES2EENE

Year 2012 —O—4F

e Launching of a Parenting Programme on Transitional Feeding for 6 — 24 months old children
LB 6-24 AENRREARNBBHEFE

e |mplementation of Universal Prenatal Screening Programme for Group B Streptococcus
FHETENEZ A BRRG SRS
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Maternal Health Programme

A public sector shared-care programme jointly operated by the Maternity Units of the Hospital
Authority and the Maternal and Child Health Centres of the Department of Health provides antenatal
care (free of charge) and birthing care (at a low cost) to local women.

Service Type |
Provide informed choice of infant feeding (encourage BF) BF counselling and support
Health Lifestyle advice (including nutrition, physical activities, smoking, alcohol etc.)
education Parenting

Encourage influenza vaccination

) Scheduled check-ups at regular intervals
Routine care | |

Routine blood tests Postnatal Checkup
i i Cervical Screening
Family Planning

Down Syndrome screening

Dating scan Anomaly scan

Other
assessments
Gestational diabetes screening in high risk women

Psychosocial risk (e.g. teenage pregnancy, substance abuse, mental health etc)  Postnatal depression and other
psychosocial risks

15t trimester 2nd trimester 3rd trimester Delivery Postnatal

Other Services For Women

e \Woman Health Service provides a health promotion and disease prevention programme for
women at or below 64 years of age, to cater for their changing needs in different life stages.
It aims at empowering women to make life choices that are conducive to their health and seek
appropriate health care, social or community services when necessary. The service includes
provision of health assessment, individual counselling and health education.

e Family Planning Service is provided at a nominal charge of $1 to women of childbearing age.
It enables women to decide freely and responsibly the number and spacing of children. Apart
from contraception and promotion of safer sex, counselling services with referral for specialist
management, as appropriate, are provided for women with infertility problems, and for women
considering sterilisation or termination of pregnancy.

e Cervical Screening Service is available in all centres at a low cost for women aged 25 to 64 years.

Child Health Programme

The Integrated Child Health and Development Programme (ICHDP) aims to promote the holistic
(physical, cognitive, emotional and social) health and well-being of young children, through
partnership with parents. It comprises the three components of Parenting, Immunisation and Health
& Developmental Surveillance. The ICHDP is accessible free of charge through the 31 MCHCs.

The Comprehensive Child Development Service (CCDS), a 2005 policy initiative, was first piloted in 5
MCHCs of 4 communities and subsequently rolled out territory-wide (expected to be completed by
2013), through collaboration amongst the Department of Health, Hospital Authority, Social Welfare
Department, Education Bureau and non-governmental organisations of the social sector. It comprises
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4 components which aim at early identification and intervention of: (1) at-risk pregnant women (those
with substance misuse; mental illness; teenage pregnancy); (2) mothers with postnatal depression;
(3) families with psycho-social needs; and (4) preschool children with developmental problems. These
components are being integrated into the ICHDP.
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Parenting

The Parenting Programme aims to equip parents of all children attending MCHCs with the necessary
knowledge and skills to bring up healthy and well-adjusted children. Anticipatory guidance on child
development, childcare (e.g. nutrition, home safety, oral health etc.) and parenting are provided to all
parents during the antenatal period and throughout the pre-school years of children through various
means like information leaflets and audio-visual materials delivered through MCHCs, websites,
telephone hotline, e-newsletter, on-line self learning parenting course. Additional supports other
than provision of knowledge and skills are provided to some parents. These include breastfeeding
assessment, counselling and support, identification and support for women with perinatal mental
health problems, assessment and referral of at-risk families with psycho-social needs as well as the
Positive Parenting Programme (Triple P) for parents of children with early signs of behaviour problems
or those who encounter difficulties in parenting.

Immunisation

A comprehensive immunisation programme is provided to protect infants and children from ten
childhood infectious diseases, namely tuberculosis, poliomyelitis, hepatitis B, diphtheria, whooping
cough (pertussis), pneumococcal infection, tetanus, measles, mumps and rubella.

Health and Developmental Surveillance

It consists of a series of routine reviews conducted by health professionals, designed to achieve timely
identification and referral of children with health and developmental problems. These reviews include
a physical examination of the newborn child, periodic monitoring of the child's growth parameters,
newborn hearing screenings and pre-school vision tests, as well as developmental surveillance
performed at specific ages in partnership with parents.
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1. PERFORMANCE OF NURSES IN THE DEPARTMENT OF
HEALTH AS SERVICE PROVIDERS FOR A CERVICAL
SCREENING PROGRAMME (2003-2004)

Simmy MY Sum, Amy KC Lai, Shirley SL Leung
Family Health Service, Department of Health, HKSAR Government

Background

Cervical cancer is the fifth most common cancer and the eighth leading cause of cancer deaths
among women in Hong Kong." Mortality is known to be reduced significantly in countries with an
effective cervical cancer screening programme.” The age-standardised incidence of cervical cancer
in Hong Kong was 9.7 per 100 000 women, comparatively higher than Finland’s 3.8 per 100 000
women and England’s 7.5 per 100 000 women.” This maybe due to Hong Kong’s relatively low
coverage of cervical screening for only 40% to 50% of women,”* compared with 70% to 85% in

countries with population-based screening programmes.>®

In December 2001, the Cervical Screening Task Force was established to plan, organise and
implement a territory-wide cervical screening programme with integrated efforts from the private and
public sectors. The targeted population was sexually active women aged 25 to 64 years. Maternal
and Child Health Centres (MCHCs) are considered to be one of the major service providers in the
public sector. All along, cervical smears were taken only by doctors in MCHCs. In anticipation of the
increase in workload in cervical screening after launching of the programme, it was considered to
be more cost-effective to train up nurses to provide the screening. Hence, 160 nurses from MCHCs
underwent the training necessary to carry out the screening procedures. This paper reports the
performance of smear taking by nurses and clients’ acceptability in having cervical smear performed

by nurses.

The training programme

The training consisted of (i) a one-day lecture whereby the participants were taught the anatomy,
physiology and pathology of the cervix, cervical cancer and detail of screening programme; (ii) a
workshop whereby trainees practised cervical cells sampling with gynaecological models, interviewing
and communication skills through discussion and role play; (iii) clinical attachment of each trainee to
an experienced MCHC doctor, to perform cervical cell sampling under supervision and to accomplish

at least 40 satisfactory smears during the attachment period.
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Performance of nurses as service providers for a cervical screening
programme

1. Customer satisfaction
Customer satisfaction questionnaires were randomly distributed to 10 clients who had smear
taken by each trainee to assess the nurse's professional and communication skills, clients’
experience of and satisfaction with the smear taking procedure. The result showed that clients
were highly satisfied with the nurses as smear-takers. (Table 1)

Table 1. Results of the completed customer satisfaction questionnaires (n-1595)

e i
1
2
3
4
5
6
7
8

The nurse told me what to expect during the procedure.
The nurse took time to explain the test to me. 90 %

The nurse told me when | should come back for the next visit. 93%
The nurse understood my feelings. 88%
| was embarrassed by the procedure carried out. 17 %
| experienced pain while the procedure was being carried out. 17 %
| was confident in the procedure undertaken by the nurse. 91 %
| was satisfied with the procedure carried out. 94 %

2. Unsatisfactory smear rate
The unsatisfactory smear rate in 2002 was 2.5% when doctors took most smears and used
conventional glass slide as the major sampling method. The percentage significantly reduced
to 1.3% in 2003 when the use of liquid-based cytology began and qualified nurses took the
majority of smears in all MCHCs. Further improvement in line with increased practical experience

was evident in 2004, with the unsatisfactory smear rate between July and September 2004 at
0.3%. (Fig. 1)
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Fig. 1 Performance of smear-taking in MCHCs
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: Since July 2002, trained nurses started to participate in taking routine cervical smears in MCHCs
: Since January 2003, all the routine cervical smears in MCHCs were taken by trained nurses

- In the third quarter of 2003, some MCHCs have switched from glass slides to liquid-based cytology in collecting cells
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3. Efficiency
Each cervical smear test was required to be completed within 10 minutes in order to cope with
the increased workload. In September 2003, the time taken to complete a smear test by eight
randomly selected nurses from four MCHCs was audited by a trainer. The time required to
complete a test, which included history taking, explanation and the smear taking procedure,
ranged from 6 to 13 minutes, with a mean of 7 minutes. More time was required if an underlying

menstrual problem was identified during history taking.

Conclusion

The performance of trained MCHC nurses as service providers for cervical screening is effective and
efficient. In MCHCs where nurses are main smear-takers, the unsatisfactory rate has continued to

reduce. Most clients accept the nurse-led screening service.

References:

1. Hong Kong Cancer Registry. Leading cancers sites in Hong Kong in 2001. http:/Avww3.ha.org.hk/canceregy/.

2. Yeung M,Cheung KF. Cervical cancer and cervical screening in Hong Kong. Public Health and Epidemiology Bulletin, 2003;12:30-5.
3. Survey of family planning knowledge, attitude and practice,1997. Hong Kong: The Family Planning Association of Hong Kong.

4.

Adab P, McGhee SM, Yanova J, Wong LC, Wong CM, AJ Hedley. The pattern of cervical cancer screening in Hong Kong. Hong Kong
Med J 2006; 12 (Suppl2):S15-8.

Finnish Cancer Registry. Organised cervical cancer screening programme in Finland.

6. Office for National Statistics. Cancer statistics-registration, England,1999. Series MBI no. 30. London: Office for National Statistics,
2002.

ol




PROGRAMME RESEARCH & DEVELOPMENT

2. OUTCOME OF A POSTNATAL DEPRESSION SCREENING
PROGRAMME USING THE EDINBURGH POSTNATAL
DEPRESSION SCALE: A RANDOMISED CONTROLLED TRIAL
(2005)

Shirley SL Leung', Cynthia Leung’, TH Lam’, SF Hung!, Ruth Chan', Timothy
Yeung4, May Miao*, Sammy Cheng4, SH Leungl, Aster Lau', Dominic TS Lee’

Family Health Service, Department of Health, HKSAR Government'

Department of Applied Social Sciences, The Hong Kong Polytechnic University”
Department of Community Medicine, The University of Hong Kong’

Hospital Authority® (Kwai Chung Hospital, Castle Peak Hospital and Department of
Psychiatry, United Christian Hospital)

Department of Psychiatry, The Chinese University of Hong Kong’

Background

Postnatal depression (PND) is an important public health issue. However, there is a lack of evidence
on the effectiveness of PND screening programme in reducing morbidity. In Hong Kong, about 11%-

12% of women were affected at 6 weeks postnatal;*’

and the Chinese version of the Edinburgh
Postnatal Depression Scale (EPDS) has been validated with 9/10 as the cut-off among HK women.**
The aim of this study was to evaluate the effectiveness of a PND screening programme using the

EPDS in improving maternal mental health.

Methods

The randomised controlled trial design was used. Participants were 462 Chinese mothers with
2-month-old babies visiting Maternal and Child Health Centres (MCHCs) in Hong Kong. Participants
in the intervention group were screened for PND using the EPDS, whereas those in the control group
were assessed clinically to identify the condition. In both groups, participants identified with PND
were offered follow-up management according to the same protocol. Treatment was provided in the
same setting by trained primary care professionals or the community psychiatric team, depending on
the severity of the condition. The primary outcome measure was the participants’ EPDS scores at 6

months postnatal, using 9 /10 as cut-off.” Analysis was performed on an intention to treat basis.

Results

Participants in the intervention group had better mental health outcomes, with fewer participants
having EPDS scores above the clinical cut-off than the control group at 6 months (Risk ratio: 0.59;

95% confidence interval: 0.39-0.89). The number needed to screen was 25.
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Eligible clients who consent to participate

n =462
B | Randomisation
postoatal _.—-—'—'_'_—/j_‘_-_-_-_-\‘_‘_‘_‘_‘__;h -
'PND screening by EPDS* Identification by nurses’ clinical assessment®
n=231 n=231

6 months
= Aot foueame 1 -215) | o
EPDS=10:n=30 ' EPDS =10:n =51 ;qugg]
18 months
tal s My o
T Assessment of outcome (n = 166) Assessment of outcome (n = 167) b
EPDS>10:n =34 EPDS 210 :n =31

* T amneeek group allocation, Inferveniion groop alee received mrses "clfioal aseeimmens, Covitrol group alse completed o questionnaive of similor fength 1o EPDS

What This Study Contributes

This is a multi-site effectiveness study using EPDS as the screening tool in a primary care setting
together with follow-up management according to the protocol. This study contributes to the
evidence on the effectiveness of a PND screening programme in improving maternal mental health at

6 months.

Conclusion

A PND screening programme comprising the use of EPDS as the screening tool and the provision of
follow-up care had resulted in better maternal mental health outcome at 6 months.
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3. ANTENATAL RISK FACTORS FOR POSTNATAL DEPRESSION:
A PROSPECTIVE STUDY OF CHINESE WOMEN AT MATERNAL
AND CHILD HEALTH CENTRES (2009)

Bonnie WM Siu', Shirley SL Leung’, Patrick Ip’, SF Hung' and Michael W O’Hara*
Hospital Authority' (Department of Psychiatry, Castle Peak Hospital;
Department of Psychiatry, Kwai Chung Hospital)

Family Health Service, Department of Health, HKSAR Government’
Department of Paediatrics and Adolescent Medicine, The University of Hong Kong’
Department of Psychology, The University of lowa"

Background

Risk factors for postnatal depression (PND) are under-explored in the Chinese populations. There is
an increasing recognition of the importance of identifying predictive factors during the antenatal
period of PND. The present study aimed to identify the risk factors for PND in a community group of
Chinese women with special focus on the antenatal risk factors.

Methods

A total of 805 Chinese women attending the Maternal and Child Health Centres (MCHCs) were
interviewed by psychiatric nurses or psychiatrists during their third trimester of pregnancy and at
around 2 months postnatal. At both visits, a semi-structured interview was used to collect putative
risk factors for PND and the women were asked to fill in the Edinburgh Postnatal Depression Scale
(EPDS). The diagnosis of PND was confirmed by the Structured Clinical Interview for DSM-IV Axis
Disorders (SCID-I). The 2-month postnatal depression status was used as the dependent variable for
univariate and multivariate analyses against the putative risk factors.

Results

126 (15.7%) women were diagnosed to have major depressive episodes based on the SCID-I. By
univariate analysis, ten risk factors were found to be associated with PND (Table 1). In the final model
using stepwise logistic regression, marital dissatisfaction (adjusted OR = 6.44), dissatisfied relationship
with mother-in-law (adjusted OR = 4.74), antenatal depressive symptomatology (adjusted OR = 4.09),
and anxiety-prone personality (adjusted OR = 2.27) predicted PND in Chinese women independently
(Table 2).
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Clinical Implications

The findings support the importance of assessing antenatal depressive symptomatology and
monitoring those with significant antenatal depressive symptoms (e.g. those with antenatal EPDS
score > 9) closely during the antenatal and postnatal period. Healthcare professionals need to
monitor those with the four predictive risk factors (Table 2) during the antenatal and postnatal period
in order to detect PND early. Screening of PND and assessment of risk factors for PND should also
be done in primary healthcare settings. Interventions aiming to reduce the impact of the risk factors
may help to minimise the chance of subsequent development of PND.

Tahle 1. Risk Factors for PND by univariate analysis) Table 2, Risk Factors for PYD (by stepwise logistic regression)
Relative risk Unadjusted Adjusted
BT FARD | sen | P Risk factor oddsratie. | oddsrato | poalme
ey 195% CI) 95% CI)
Past depression 31.75 <00
(2.27-3.68) 109 G.44 y _
Marital dissatisfaction 627 19.62) (3.42-12.15) 0001
T 827 :
Marital dissatisfaction 05.54 (5.06-13.50) (1.4WH] Dissatisficed o - )
relationship with ;i : !
(4.79 = 10.95) 2.497-7.57)
No puiyue support 10.76 ll-31'-':-I: i 0,002 S i
= Antenatal depressive 130 4.09 41,000
Antenatal depressive . : symplomatology 483 - 11.02 S54-6.5
symptomatology 106.45 | {3.04-4.997 S abic i \ ) @ =
2 5 Anxigly-prone 4.05 2.27
Dissatisfied relationship | 193 - 0,001
with mother-in-law 10528 | 13.05-5.04) DANH persanality (273 - 6.03) {1.42-3.65)
Antenatal siressful life 256 .
events 2065 {1.84-3.57) et
Anxigty-prone persanality 5241 214 <I1{WH
{1.79-2.56)
7 241
Persistent wound pain 1949 (164355 (]
Stress in child care Gh KT [LS%II-Z:ST} <0KH]
y " 221
Mol married .08 (1.28-3.83) [T
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4. A SURVEY OF INFANT AND YOUNG CHILD FEEDING IN
HONG KONG: DIET AND NUTRIENT INTAKE (2010)

Ruth SM Chan', Jean Woo', Liz Li', Wai-yin Luk’

Department of Medicine and Therapeutics, Centre for Nutritional Studies,
The Chinese University of Hong Kong'

Family Health Service, Department of Health, HKSAR Government”

Background

Optimal nutrient intake is essential for normal growth and development of young children. In the
past decade, the prevalence of childhood obesity has been increasing in Hong Kong. Yet, there has
been limited information on the dietary pattern and nutrient intake among young children. The aim
of this survey was to examine the current status of diet and nutrient intake of Hong Kong children
aged 6 months to under 5 years.

Methods

From February to September 2010, 2 879 children aged 6 months to 4 years were randomly selected
from the registry of the Maternal and Child Health Centres (MCHCs). Among them, 1 893 were
contactable and 1 581 consented to participate (response rate = 84%). A total of 1 272 children
(50.8% boys and 49.2% qirls) with completed data were included in the final analysis. Body weight
and length/height were measured using standardised methods. Food and nutrient intake was
analysed based on the 3-day dietary record completed by their parents.

Results
Nutritional Status

Overall 12.7% and 2.7% of the studied children were classified as "having possible risk of
overweight’ and ‘overweight or obese’ respectively based on the WHO Child Growth Standard. Few
were regarded as underweight (1.3%) and wasted (1.6%), while 2.8% were regarded as stunted in
height (Table 1).

Table 1: Nutritional Status of Participants

Underweight” Stunting” | Wasting® |

‘Weight Z <-2 |Height Z <-2| BMI Z <2

48-month 1.4% 3.3% 0.9% 3.80% 10.8%
* With reference to the WHO Child Growth Standard 2008
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Energy and nutrient intake

The median energy intake of each age group is shown in Table 2. Slightly more than half (57%) of
the participants had energy intake above the WHO estimated average requirement (EAR).' Nearly all
(99.0%) had a protein intake above the safe intake level.” Protein accounted for 10% to 16% of the
energy intake across all age groups.

Table 2: Median Energy Intake of Participants (keal'kg/day)
e Giis

Age Group Median WHO (EAR) Median WHO (EAR)
‘B-month B4.3 81.0 T3 81.0
9-month 79.7 79.0 83.2 78.0
12-month 93.0 824 89.2 80.1
18-month 87.6 82.4 91.3 80.1
24-month B4.0 83.6 85.1 80.6
48-month 77.5 76.8 70.7 73.9

The median intake of dietary iron and zinc of all age groups was above the age-specific reference
nutrient intake (RNIs).” Low dietary intake of iron and zinc, below the age-specific EAR,* was mainly
seen in children below 12 months (Figure 1). Compared with children of younger ages, more children
in the age groups of 18 months and above had calcium intake below the age-specific EAR (Figure 1),
due to a lower intake of calcium-rich foods.

Figure 1: Proportion of Participants with Dietary Iron, Zinc & Calcium
Intake Below EAR (WHO)

w W Caleium B Zinc o Iron 3%

2% 21%
20%
16%
1% 1%
1% 1%
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&%
% %
% j*ﬂ‘?& 0%
0%
G-manth B-manth

12-manth 18-maonth 24-month  48-monkh

Food consumption pattern

The majority of children consumed inadequate vegetables and fruits. The proportion of children
with meat/fish/egg/legume intake higher than the recommended level increased with age. High
consumption of milk was common among younger children (Figure 2). Regarding the type of milk,
over 90% of the 12- to 24-month-old group drank formula milk only. Among the children in the
48-month group, 77 % still consumed formula milk. The survey also revealed that children who drank

milk more than the recommended volume (480 ml per day) consumed a smaller amount of grains,
vegetables and fruits.
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Figure 2 : Proportion of Participants in the Age Groups of 12-month and
Above with Food Consumption Different from the Local Recommendation®
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Conclusion

The major dietary problem among local young children was dietary imbalance, characterised by a
high intake of protein-rich foods, over dependence on formula use, and inadequate intake of plant-
based foods. Energy and protein intakes were adequate in this population. Though the dietary
intake of calcium, iron and zinc was adequate as a whole, a higher proportion of children had a
low intake of iron and zinc before 12 months of age and the intake of calcium may need to be
improved in those aged 48 months. Children with higher milk consumption were prone to consume
less vegetables and fruits. While milk is a good source of calcium, consumption of other traditional
calcium-rich foods, such as green leafy vegetables, tofu and calcium fortified soy food or drink,
should be encouraged to help develop a more healthy dietary habit as well as to meet the nutrient
needs of toddlers and preschool children.
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5. A SURVEY OF INFANT AND YOUNG CHILD FEEDING IN HONG
KONG: PARENTAL PERCEPTIONS AND PRACTICES (2010)

Shirley SL Leung', Cynthia Leung®, Wai-yin Luk'
Family Health Service, Department of Health, HKSAR Government'
Department of Applied Social Sciences, The Hong Kong Polytechnic University”

Background

The first five years of life is the period when eating habits become established. The most important
influence on children’s eating behaviours is their parents’ feeding practices. The optimal practice
should involve a division of responsibility between parents and children. Parents are responsible for
providing a supportive eating context and a wide array of nutritious foods to the child while the child
is responsible for deciding what and how much to eat. The objective of the present study was to
examine the feeding practices of Hong Kong parents with young children.

Methods

Participants were randomly selected from the registry of Maternal and Child Health Centres (MCHCs).
The inclusion criteria included children who were born full-term with both parents being Hong
Kong Chinese citizens. Children with congenital abnormalities, chronic illnesses or developmental
abnormalities were excluded. The parents were requested to complete a self-report questionnaire
on perception and practices of feeding young children. The body weight and height/length were
measured according to standardised procedures.

Results

S-manith,
213

The sample

The sample (Figure 1) included 1 474 parents (77.9% contacted),
of which 91% were mothers. There was a higher proportion of the

participating parents who were married, born locally, and received ]
Figure 1: Number of participants

tertiary education than the local population as reported in the ;; each age group

2006 Population By-census.

Feeding practices

e Parents tend not to trust children’s self regulation in food intake

Among the 6- to 18-month-old groups, 38% of the parents were concerned that their children
might not eat enough if they were allowed to decide how much to eat. About half (55%)
were of the opinion that parents should decide how much a child should eat (Figure 2). It was
reflected by their feeding practices (Figure 3).
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Figure 2: Parental belief about child’s self-regulation (6-to 18-month-old children)
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Figure 3: Parental practice in granting children autonomy at feeding
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e Instrumental feeding practices
Using food as a means to manage children’s behaviour was common among preschool age
groups (Figure 4) and 9.4% of the parents reported they always offered junk food to bribe their

children to eat something healthy. These practices might reinforce the desire for junk food.

Figure 4: Using children’s favourite food as a means of behavioural control
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Parental perception of children’s weight status

Parents tended to underestimate their children’s weight status (Figure 5). There were more
parents who were worried that their children would become underweight (34%) than
overweight (18%). More parents worried that their children were not eating enough (31%),
rather than too much (10%). Parents who perceived their children as underweight were more
likely to worry about their children not eating enough and becoming underweight. They also
reported more coercive feeding strategies. However, there was no association between parents’
perceived weight and the actual weight of children.

Figure 5: Parental perception of child’s weight status
75%

Parent's perceived

weight Status

® Overweight

® Normal
Overweight MNormal Underweight ® Underweight
Child' s Actual Weight Status
(WHO Child Growth Standard 2006)

Conclusion

Feeding of young children not only serves a biological function to meet the nutrient requirements

of children, but also a social function that involves complex parent-child interaction in the context

of the home environment. In the present study, parents’ over-concern about their children being
under-weight and not eating enough was associated with various controlling feeding practices (e.g.
pressure to eat) which might result in a negative eating atmosphere and avoidant eating behaviours,

or over-eating and over-weight. In turn, these behaviours might drive parents to use more controlling

strategies, thus creating a vicious spiral.
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6. PARENTING PROGRAMME IN MATERNAL AND CHILD
HEALTH CENTRES (MCHCs)

Background

The prevalence of child behaviour problem is reported to be considerable both overseas and
locally (ranging from 10-20%)." Children with psychological problems are more likely to become
psychologically troubled parents. Their ineffective parenting would further lead to child behaviour
problems and forms a vicious cycle.? Systematic reviews of randomised controlled trials (RCTs) show
that parent training programmes are effective in improving child behaviour problems and reducing
maternal anxiety and stress.**”

Fig.1 Relationship between child
behaviour problem and parenting stress

The Local Community Survey L o /r

A survey on patterns of parenting practices was conducted
in 2002.° Among 942 Chinese parents of 4-year-old children,
10.5% (n=99) of children could be classified as being in the
clinical range for behaviour problems. Child behaviour problems
were associated with parenting stress, which was related to
social support and economic status (Fig.1).
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Average intensity score of ECBI

10-15 15.01-2020.01-2525.01-3030.01- 35 35.01 - 4040.01 - 5050.01 - 55 55.01 - 60

Average score of Parenting Stress Index
*ECBI: Eyberg Child Behaviour Inventory

Parenting Programme in MCHC

The Parenting Programme aims to enable parents to acquire
the necessary attitude, knowledge and skills to bring up healthy
and well-adjusted children. The programme consists of the
universal and the intensive components.

Efficacy and Effectiveness

The intensive components, Positive Parenting Programme (Triple
P), has a strong theoretical basis with documented efficacy
in different communities.”® The effectiveness of Triple P in
the local Chinese community was also established by a randomised controlled trial on 69 parents
with children aged 3 to 7 years.” Results indicated that the intervention group (Triple P) reported
significant decrease in child behaviour problems and dysfunctional parenting practices, as well as
improvement in parenting sense of competence and marital relationship when compared with
control group (Fig.2).

On the other hand, the universal programme was developed by a team of in-house professionals.
Evaluation of the programme found parents had substantial knowledge gain after attending the
universal "Happy Parenting" workshops.
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Fig. 2 Difference in Measures after Triple P Compared with Control
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Programme Implementation and Evaluation

All nurses delivering the Parenting Programme have received systematic training. Ongoing quality
assurance measures include a central professional support team and a peer support network. A
database on the pre- and post-programme measures of child behaviour and parenting skills of
participants of Triple P groups is kept to monitor programme effectiveness.

Since the implementation of the programme in 2002 up till June 2012, a total of 126 499 families
participated in 19 592 universal "Happy Parenting" workshops. Over 98% of participants reported
the workshops had met their needs. There were 1 698 Triple P groups conducted with 12 278
parents having completed the course (Fig.3).

Fig.3 Demographic Characteristics of Triple P Participants
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Ongoing evaluation results on Triple P indicated positive changes in child behaviour, parenting sense
of competence and parenting stress in participants. Among these, 57% of the children with pre-
intervention ECBI behaviour intensity score in the clinical range moved to nonclinical range post-
intervention. Child behaviour problem was correlated with parenting stress and parenting sense of
competence. More new immigrants (residing in HK for <7 years) and families of lower income (<$30
000) did not complete the course but among the completers, new immigrant and lower income

status predicted greater clinical improvement.'

The Way Forward

To meet the specific needs of disadvantaged parent groups such as teenage parents, those with
mental illnesses and the substance misusers, the Family Health Service will tailor the current Parenting
Programme to their needs, in collaboration with psychiatrists and social workers. Another community
survey is under planning with the aim to re-examine child behaviour problems, parenting problems

and family support a decade after the implementation of the Parenting Programme.
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(. PROMOTING, PROTECTING AND SUPPORTING
BREASTFEEDING IN HONG KONG

Background

Breastfeeding is the unequalled way to providing optimal nutritional, immunological and emotional
nurturing for the growth and development of infants, with benefits proportional to its duration and
exclusiveness. Early nutrition impacts on long term health. Promoting, protecting and supporting
breastfeeding with the aim to increase its duration and exclusiveness is therefore a public health
priority.

Our Goal

The Department of Health (DH) encourages exclusive breastfeeding for about six months after birth,
with subsequent introduction of complementary food while continuing breastfeeding until two years

or beyond.

How Well are Our Babies Being Fed?

With concerted efforts of the Government and community, the ever-breastfeeding rate in Hong
Kong increased from a nadir in the early 1980s to 50% in 1997 and 83% in 2011 (Fig.1). However,
the exclusive breastfeeding (EBF) rate remained far from satisfactory (Fig.2). According to the 2011
DH Breastfeeding Survey on babies born in the year 2010, EBF rate at 4-6 months was only 14.6%.
Of all babies being breastfed on hospital discharge, only about a quarter were exclusively breastfed
at one month. The majority of these babies continued EBF until 4 months (Fig.3).

Fig. 1: The ever-breastfed rate (1981-2011)
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Fig. 2: Percentage of surveyed babies with EBF at
4 months (1997-2010)
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Fig.3: BF rate at different age among babies born
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Challenges

Breastfeeding practice is affected by a multitude of socio-economic, cultural and environmental
factors. Reasons for stopping breastfeeding included “perceived insufficient milk supply”, “returning

to work”, “breast problems such as engorgement”, “latching difficulties” and “fatigue and

stress”.'” Inadequate support to mothers has been identified as a major gap in Hong Kong.
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Promoting, Protecting and Supporting Breastfeeding in Hong Kong —
A System Approach

Healthcare Facilities and Health Professionals
e Baby-friendly Healthcare Facilities

DH implemented a breastfeeding policy since 2000. All doctors and nurses
in Maternal and Child Health Centres (MCHCs) are trained to provide
information to parents-to-be to facilitate
informed choices and offer timely counselling and skills support to

breastfeeding mothers.

Breastfeeding support groups are conducted for mothers to share their
breastfeeding experience. A breastfeeding hotline is also in operation.

In December 2010, the Hospital Authority (HA) also implemented
its Breastfeeding Promotion Policy and was planning to facilitate its
maternity units to fully comply with the “Ten Steps to Successful

Breastfeeding”.

e Empowerment of Health Professionals

DH collaborates with HA, professional bodies and non-governmental
organisations (NGOs) to enhance the capacity of maternal and child health
professionals to promote and support breastfeeding. Apart from on-going training, a multi-
media Self-learning Kit on Beastfeeding for Health Professionals
and a Breastfeeding Flip Chart were produced in 2011.

The “Moving Towards Mother-Baby-Friendliness” Seminar was held
in December 2011. Twelve overseas and local experts expounded the
scientific evidence and shared their experiences in putting theory into

practice, with more than 600 health professionals participated.
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Breastfeeding Environment in the Community - Partnership in Promoting
and Supporting Breastfeeding

Peer counselling has been shown to improve breastfeeding initiation, duration and exclusiveness.*
In 2012, DH collaborated with Baby Friendly Hospital
Initiative Hong Kong Association to pilot a Breastfeeding Peer
Counsellor Project. The pilot was highly valued by mothers-
to-be and new mothers. DH also collaborates with other
NGOs including La Leche League HK and HK Breastfeeding
Mothers’ Association in organising monthly peer gatherings
and public talks.

Protecting Infant Feeding from Commercial
Influences

With a view to combating aggressive marketing of breastmilk substitutes and related products as
well as to protecting healthy infant and young child feeding, the Government has set up a multi-
disciplinary taskforce in June 2010 to develop and promulgate "The Hong Kong Code of Marketing
& Quality of Formula Milk and Related Products, and Food Product for Infant and Young Children (The
Hong Kong Code)". The Hong Kong Code would be developed based on the International Code of
Marketing of Breastmilk Substitutes (WHO/UNICEF, 1981) and relevant subsequent WHA resolutions,
tailoring to the local situation. It is expected that the Hong Kong Code would be promulgated in
2013.

The Way Forward

While EBF for about 6 months for all infants is our long-term goal, a more feasible short term goal
could be a substantial increase in the rate of EBF for 6-8 weeks, since it would be more likely to be
achievable with the support of the health sector. Priority areas to work on include strengthening
professional support with the implementation of mother-&-baby-friendly practices in maternity
units and continuing support in the community by child health professionals, in addition to all the

continuing efforts mentioned.
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8. ROLES OF MATERNAL AND CHILD HEALTH CENTRES IN
IMMUNISATION PROGRAMME OF HONG KONG

Background

Vaccination offers the best protection for the population against challenges posed by infectious
diseases through strengthening of the human defense systems. In Hong Kong, the Scientific
Committee on Vaccine Preventable Diseases (SCVPD) under the Centre for Health Protection of the
Department of Health (DH) is set up to provide science-based advice on vaccine use at the population
level.

Childhood Immunisation Programme (CIP)

The SCVPD regl'”arly reviews and makes HONG KONG CHILDHOOD IMMUNISATION PROGRAMME

recommendations on local vaccine uses. |{Thelatestschedule since July 200%)
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Hepatitis B Vaccine - First dose
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At present, 10 different types of vaccines
and boosters are recommended under the

Childhood Immunisation Programme (CIP) to
protect children from ten infectious diseases.
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(MCHCs) are responsible for providing these
vaccinations for children below 6 years, free of charge for eligible persons.
Vaccinations are administered by nurses after assessment. Health advice on
reaction management will also be provided. Apart from some local reactions
and fever noted occasionally after vaccinations, serious adverse reactions
were very rarely reported to MCHCs.

Other Vaccines

Besides these 10 vaccines, parents can choose to have their
children immunised with other vaccines not covered in the
CIP that are provided by the private sector for personal
protection at their own expenses.
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Influenza vaccine is also provided free of charge at MCHCs for children aged between 6 months and
6 years as well as pregnant women who are receiving Comprehensive Social Security Assistance.

M M Immunisation Coverage of Local-born Children by
Immunisation Coverage e STt o Tt Ve )
| Year of Birth
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A dpae .7 9.9 908 9.6
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Quality Assurance Measures

R —

To facilitate the proper documentation of vaccination and ensure the accuracy of
vaccine administration, the following measures have been implemented in MCHCs:

i) Development of a computer system to facilitate standardised record keeping and
monitoring; and

i) Manufacturers had been requested to print vaccine specific barcodes on individually packed
vaccines. Scanning the barcode by nurses enables correct matching of the vaccine with the child.
This measure was first introduced for the PCV in 2010. It was planned to include DTaP-IPV and
MMR vaccines in 2012 and 2013 respectively.
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O. DEVELOPMENTAL MONITORING:
FROM SCREENING TO SURVEILLANCE

Comprehensive Observation Scheme (COS) (1978-2007)

COS was the developmental screening programme provided in Maternal and Child Health Centres
(MCHCs) from 1978 to 2007. Children attended for COS at the ages of 3 months, 9 months and
3 years at which developmental (including vision and hearing) screening tests were conducted by
nurses.

These tests had strict criteria for pass or fail with a focus on the child’s performance in the clinic only.
A wide gap also existed between the second and third visits when many parents had concerns about
their children’s speech and language development. Besides, the coverage was low because COS
visits were scheduled separately from routine vaccination. In view of the above limitations, a new

developmental surveillance programme was developed and introduced to replace the COS.

Developmental Surveillance Scheme (DSS) (2003-now)

The Developmental Surveillance Scheme was launched by phases at MCHCs over 5 years since 2003.
Developmental surveillance is a process of skillfully observing children and identifying parental
concerns, rather than administering tests. It is a flexible and continuous process involving input
from knowledgeable health professionals, parents, teachers and others. It encompasses all activities
relating to the detection of developmental problems and the promotion of development, including:

e Empowering the carers by providing anticipatory guidance through various means
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e Discussing with carers about developmental issues and identifying their concerns through a
structured set of questionnaires (Developmental Surveillance Questionnaires, DSQ) administered

by nurses

e Providing follow-ups and/or in-depth evaluation of the child’s development by maternal and child
health nurses and doctors, if necessary

e Referring to Child Assessment Centre (CAC) or other specialist for further assessment and
management if indicated

The DSQs are compiled by a local team of doctors experienced in child developmental assessment,
based on international references and standards. Validation study on the 18-month & 24-month
DSQs revealed a sensitivity of 0.93 and 0.90; specificity of 0.80 and 0.88 respectively (Family Health
Service, unpublished data, 2006). Each DSQ covers general developmental concerns from carers and
specific questions/ observations to explore major developmental areas including gross & fine motor,
language & communication, concept formation, social behaviour & play, self-care, vision and hearing.

When Developmental Surveillance is Done

There are a total of ten DSQs (routine and optional for those requiring closer monitoring)

administered during nurse interviews, covering children from birth to 5 years.

Developmental Surveillance in Preschool Children

Parents who take their child to MCHCs for Preschool Vision Screening at the age of 4 years are asked
to complete a questionnaire to identify their concerns about their child’s development, learning or
behaviour. To further improve the coverage among preschool children, a referral-reply system was
established between preschools and MCHCs in 2008 through which teachers can directly refer

children suspected of developmental problems to MCHCs for further assessment.
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Programe Evaluation
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The Way Forward

With the current generations of parents being more educated and better informed about child
development, it may be timely to explore the development of web based parent self-completion
guestionnaire to improve the coverage.
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10. UNIVERSAL INFANT HEARING SCREENING PROGRAMME:
FIRST 4 YEARS' EXPERIENCE (AUGUST 2003 - JULY 2007)

Background

Bilateral permanent childhood hearing impairment (PCHI), commonly present at birth, is an important
health problem because of its adverse effects on the child’s language and communication skills,
social and emotional development and education achievement.* Early identification and habilitation
is crucial for improving language and communication development of the child.’

Universal Infant Hearing Screening Programme in Hong Kong

Since August 2003, the Maternal and Child Health Centres (MCHCs) of the Department of Health
(DH) have implemented a universal infant hearing screening programme using the Automated Oto-
acoustic Emission (AOAE) subsequent to the promising results of a one-year pilot project.” The target
condition to be screened was PCHI of moderate to profound grade (defined as 40 decibel hearing
level (dB HL) or greater).

From February 2007 onwards, birthing hospitals under the Hospital Authority (HA) also commenced
their newborn hearing screening using Automated Auditory Brainstem Response (AABR) prior to
hospital discharge. Thereafter, MCHCs would conduct AOAE screening only for those infants who

had not been screened by hospitals.

The Protocol

All registered infants (up to 4 months)
were offered the 2-staged AOAE screening.
Those who already had hearing screening
by other service providers or received
audiological services were excluded.
Babies failing both tests were referred for
diagnostic evaluation in ENT Department of
HA or Child Assessment Service of DH.
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Programme Evaluation (August 2003 - July 2007)

Screen Coverage

For a total of 203 161 infants registered in MCHCs during this period, the coverage of universal
neonatal / infant hearing screening programme (by birthing hospitals and MCHCs) was 91.4%.

Pratocol & Results of Universal Infant ACAE Scraening in MCHCS
Total Mo, of Babies (<1yr) registered B

DOB: 1 Aug 2003 = 31 Jul 2007

N=203,161 {100%)

133,063 (65.5%)

‘[ 15 ACAE test performed

Failed
11,185 [8.4%] l—

Hotiesied (delaunsr)
— BA2 [T.8%)

Fall /o ettt far 1" A0AF st

2" AQAE test performed
) 10,343 (92.5%)
- Failed
= Passed 5153
s = [46.8%)
5,190 {50.2% B
' ~ Referrals for audiclogical assessment (= 5,147)
Screen-refer rate 3.8% — a—
: ekt loss Kienaioadon

65 babies with target condition confirmed
Yield: 0.491,000 bables screened

Screen Performance and Outcomes

e Key performance indicators of AOAE screening compared with international benchmarks:

AOAE Screening| International Benchmarks

MCHC UK NHSP* US JCIH®
(2003-2007) (2010) (2007)
Screen Coverage 91.4% 95% 295%
Screen Performance
Screen-refer rate | 3.9% | [ 4%
Timing of the screening

Median age at 1* ADAE 25 days
Median age at 2™ ADAE 44 days
% completed screening | 92.8% by 60 days|>95% by 5 wk| >95% by 4 wk

Yield of target condition

Bilateral sensori-neural 0.49 per 1,000 0.36-0.49 per 1,000%

hearing loss of > moderate | sereencd babies 1.2 per 1,000!

grade (65 PCHI cases)

Among those identified with PCHI

Median age at audiological 6m BPaby 6m | =90% by 3 m

confirmation 98% by 12 m

Median age at intervention

Hearing aids (n=54) 1Zm Within | month of audiological
confirmation

Cochlear implant (n=16) Iy8m

Auditory brainstem implant JyTm
(n=2)
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Language development of children identified with PCHI at 5 years of age:

Isolated Hearing Presence of
Impairment Co-morbidities*
No. (%) No. (%)
Children confirmed with PCHI 32 (49%) 33 (51%)
at 5 years review (n=65)
With normal language 18 (56%) 1 (3%)
With language impairment* 14 (44%) 32 (97%)

* Co-morbidities include cognitive impairment / developmental delay, pervasive
development disorder or congenital abnormities

# Excluding isolated articulation problems

Source of information: Child Assessment Service, Department of Health

Conclusion

The infant hearing screening programme in MCHCs was effective in early identification and referral
of infants suspected of having PCHI. Favourable language development outcomes were achieved in
a significant proportion of the children with isolated hearing impairment. However, there is room for
improvement in the timing of completion of screening, diagnosis and interventions (such as fitting of
hearing-aid and cochlear implant) when compared with international benchmarks.

Challenges Ahead

The greatest challenge of the infant hearing screening programme is the coordination between
providers of screening, diagnostic, treatment and rehabilitation services to ensure the care provided
to children is timely.
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Promotion of Parenting Programme and Breastfeeding
at Roving Exhibitions and "Baby Expo" (2003, 2008 & 2010)
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Hong Kong Breastfeeding Action Day (2010)
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Seminar on "An Introduction to Social Marketing:
Understanding the Core Principles" (2010)
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Consultancy Study on Human Nutrition and Dietary Reference Values
in Hong Kong (2011) — —
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Seminar on "Moving Towards Mother-Baby-Friendliness" cum Launching
of the Self-learning Kit on Breastfeeding for Health Professionals (2011)

- Seminar on Moving Towards Mother-Baby-Friendliness
1 -3 December 4y
Hong Kong
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Health Exercise Nutrition for the Really Young (HENRY) Training for
MCH doctors and nurses (2012)

HENRY
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Press Conference on "A Survey of Infant and Young Child Feeding in
Hong Kong" (2012)
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Maternal & Child Health Conference 2012
Maternal & Child Health: the Foundation of Population Health (2012)

To mark the 80th anniversary of maternal and child health services in Hong Kong in 2012,
the Family Health Service, Department of Health, organised the Maternal & Child Health
Conference 2012 "Maternal and Child Health: the Foundation of Population Health" on 7 &
8 September 2012, and a series of pre-conference seminars from 4 — 6 September 2012. The
Conference featured 18 international and local experts sharing their scientific knowledge and
insights on important themes of “Social Determinants of Health”, “Early Child Development”,
“Developmental Origins of Health and Diseases” and “Infant and Young Child Feeding &
Growth”.

MATERMNAL & CHILIDY HEALTH CONFERENCE 2072

MATERNAL AND CHILD HEALTH: . 0
THE FPUNDATION OréwlrLATIDN » yapes -; -
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MATERNAL & CHILD HEALTH COWFERENCE 2012
MATERNAL AND CHILD HEALTH: 80
THE FOUNDATION OF POPULATION HEALTH &

7-8 SEPTEMBER 2012
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CHALLENGES & WAY FORWARD

DR LEUNG SZE LEE, SHIRLEY

Assistant Director

(Family & Elderly Health Services)
Department of Health, HKSAR

The Family Health Service of the 21st Century

Since the Millennium, the Family Health Service (FHS) has been
transformed from a conventional provider of preventive services for
young children and women into a vibrant institution that performs a
multitude of public health functions.

Through a network of 31 Maternal and Child Health Centres (MCHCs),
the FHS has continued to provide a population-based health promotion
and disease prevention programme for children 0 to 5, covering about
90% of newborn babies of local mothers. It also delivers maternity
services to pregnant women jointly with the Obstetrics Departments of
the Hospital Authority (HA), and is a major provider of family planning,
cervical screening and well-woman services. The latter is accessible
mainly through the 3 Woman Health Centres (WHCs).

In order to deliver services that are evidence-based and meeting the
changing needs of the target population, programme research and
development has been established as an ongoing function. New
programmes or elements are being developed and implemented, while
existing ones reviewed and re-developed, through communicating with
frontline staff, literature review, carrying out formal needs assessment,
devising interventions and conducting programme evaluation. The FHS
has set a model for preventive services based on research evidence or
best practices and informed the recent development of the Hong Kong
Reference Framework for Preventive Care for Children in Primary Care

Settings under the auspices of the Primary Care Office.

The production of informational and educational materials on a myriad
of parenting, child care and woman health issues has become a core

function and made the FHS a maternal & child health and parenting
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information hub. Development of the materials takes a holistic approach and addresses both
physical and psycho-social health issues. The messages therein are evidence-based, readable
and practicable. To ensure accessibility, the materials are presented in different formats (print,
audio-visual) and disseminated through various channels (interview, workshop, hotline, printed

materials, internet, social media, etc.).

In addition to its continual efforts in staff capacity building through professional training and
development, the FHS has also contributed to the training and development of primary health
workforce in Hong Kong, in the area of child and woman health. Since 2004, a 3 to 6-month
rotation to the MCHCs has become a mandatory requirement for trainees of the Hong Kong
College of Paediatricians. The FHS has also taken on the training of community gynaecologists,
as needs arise. Further, there is ongoing collaboration with tertiary institutions in the training
of professionals working with families and children such as pre-primary education workers and
psychologists.

As services required by clients are likely to span across different levels (primary, secondary and
tertiary) and sectors (health, social and education), the FHS has been working in close liaison or
collaboration with other relevant health and non-health services providers to ensure the smooth
and effective delivery of various health programmes (e.g. working with the visiting Paediatric
and Psychiatric teams of HA and social service centres in delivering the Comprehensive Child
Development Service) and for professional exchanges and development, with the ultimate aim
of improving the health of the target population.

The effective execution of these functions has been facilitated by a re-organisation of the FHS
into a "Service" division, responsible for the delivery of services at the MCHCs and WHCs; a
"Public Health" division, responsible for programme research and development, production of
informational and educational materials, and training; and an "Administrative" division which
supports the operations of the other two.

For the maintenance and continuous improvement of service quality, a comprehensive clinical
governance framework' has been put in place to guide the systematic review and improvement
of the various professional and administrative issues of the FHS. The framework covers the
5 aspects of: (i) developing an appropriate infrastructure including facilities, technologies

and staff training & development; (ii) inculcating a culture that embraces good leadership,

teamwork, partnership with clients and other service providers, education and research, as well
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as being participative and open; (iii) using quality methods such as developing evidence-based
programmes / clinical protocols, and the spread of good practices, etc., to achieve professional
excellence; (iv) enabling effective performance management of staff; and (v) ensuring proactive
risk management.

The transformation could not have been made a reality in the short space of a decade or so
without the professionalism, dedication and hard work of all frontline staff and team leaders.
Most have stayed optimistic and remained steadfast despite the various challenges and setbacks,
especially amidst the considerable resource constraints coupled with massive surge in caseloads
in the past few years.

Looking ahead, challenges to the health system will be formidable as Hong Kong faces rapid
aging of its population with escalating burdens of non-communicable diseases, among others.
Recent research in the developmental origins of health and diseases, early brain development
and the social determinants of health has provided compelling evidence that optimal maternal
and child health lays a solid foundation for the health of the future population. A strong and
progressive FHS with ongoing development of scientifically robust programmes delivered with
high quality will have a real prospect of contributing to alleviating the future burden of chronic
diseases. To keep the transformed FHS alive and command the team to meet these challenges,
a strong leadership, with professional (public health and child / woman health) and managerial
competences and the appropriate characters, is crucial to steer the future course of the FHS and
work hand-in-hand with a team of highly competent and fully committed frontline professional
staff. Above all, the implementation of family-friendly policies with pertinent investment by an
insightful Government is paramount.

Dr LEUNG Sze-lee, Shirley
Assistant Director

(Family & Elderly Health Services)
Department of Health

1. Donaldson L (2000) Clinical governance: a quality concept. In: van Zwanenberg T & Harrison J (eds) Clinical
Governance in Primary Care. Radcliffe Medical Press Ltd.
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Heads of Family Health Service, Department of Health

Tenure of Office Name
1954 — 1959 Dr C.K. NG
1960 — 1961 Dr S. Y. CHENG
1962 — 1965 Dr Sylvia CHUI
1966 — 1971 Dr May WEI
1972 — 1984 Dr Betty EO-YANG
1985 — 1989 Dr Pansy LAI
1990 - Oct 1993 Dr TSE Lai-yin
Nov 1993 — May 1994 Dr TANG Sheung-fee
Jun 1994 — Aug 1995 Dr LAI Kit-lim, Cindy
Sep 1995 — Dec 1995 Dr TANG Sheung-fee
Jan 1996 — Jul 1997 Dr TAM Lai-fan, Gloria
Aug 1997 — Mar 1998 Dr LAI Kit-lim, Cindy
Apr 1998 — Jul 1999 Dr YAU Kit-yee
Aug 1999 — Jan 2011 Dr LEUNG Sze-lee, Shirley
Feb 2011 — Oct 2011 Dr SO Pui-sheung, Kellie
Nov 2011 — Sep 2012 Dr WONG Wang, Christine
Oct 2012 - Present Dr HO Ka-wai, Rita




OUR FAMILY

Our Teams FAM i B BX

North Kwai Chung MCHC

IEERE R 42 R

West Kowloon MCHC
FALBER B {2 FRRx




OUR FAMILY

Lam Tin MCHC
0 S LR ER

Lek Yuen MCHC
TR S 242 R b

g

( Ma On Shan MCHC
HEr LR R 2 RRr




OUR FAMILY
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Steering Committee on Continuous
Quality Improvement
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60" Anniversary of Family Health Service
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70™ Anniversary of Family Health Service
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75™ Anniversary of Family Health Service
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Family Health Service

Website:

www.fhs.gov.hk

24-hour Information Hotline:

2112 9900

Breastfeeding Hotline:

2961 8868






