




Section 1:  Care of the HIV-exposed infant





Section 1:  Care of the HIV-exposed infant	10
SOP 1.1 Initial visit	13
SOP 1.2 Routine follow up visits for HIV-exposed infants	16
SOP 1.3 History	19
SOP 1.4 Physical examination and developmental assessment	21
SOP 1.5 Growth monitoring	23
SOP 1.6 ARV prophylaxis	32
SOP 1.7 CTX prophylaxis for HIV-exposed infants and young children	36
SOP 1.8 Support for infant feeding	40
SOP 1.9 Immunizations, vitamin A, de-worming	43
SOP 1.10 Essential counseling messages and anticipatory guidance	47
SOP 1.11 Referrals to care and treatment for infants, children and families	50
Appendix 1-A: Child health history	53
Appendix 1-B: Guide to pediatric physical exam by age range	56
Appendix 1-C: Normal vital signs in infants and children	59
Appendix 1-D: Tips for interacting with infants and young children during the health exam	60
Appendix 1-E: Developmental approach to pediatric care	61
Appendix 1-F: Sample developmental assessment tool	64
Appendix 1-G: Schedule of immunizations	66
Appendix 1-H:  Marasmus and kwashiorkor	69
References and resources	71

[bookmark: _Toc312325443]Section 1:  Care of the HIV-exposed infant

	Background

	Mother-to-child transmission of HIV (MTCT) can occur during pregnancy and delivery as well as post partum, through breastfeeding.  Children can also be infected with HIV uncommonly through sexual or parenteral exposure.  The risk of vertical transmission in the absence of any intervention is between 20% and 45%.  However, significant progress is being made in the global scale-up of prevention of MTCT or PMTCT interventions, including in high burden and resource-limited settings.  In addition, important new evidence has emerged on the use of antiretroviral (ARV) prophylaxis for PMTCT, including during breastfeeding and on safe feeding practices for HIV exposed infants.  For the first time, the elimination of MTCT is considered a realistic public health goal.   
It is important to provide mother and child with the best evidence-based interventions to reduce the risk of MTCT, while at the same time promoting the health of both the mother and the child.  For both mother and infant regular follow up care is critical to ensure the provision of interventions that will prevent illness, promote health and to diagnose and treat any HIV-related conditions in a timely manner.  The components of care for the infant or young child at risk for MTCT include all of those which are standard for the care for the infant or young child who has not been exposed to HIV, with the addition of 4 critical components of care:
1. Antiretroviral (ARV) prophylaxis for the infant:  All HIV-exposed infants should receive ARV prophylaxis to reduce MTCT.  The duration of infant ARV prophylaxis is determined by the mother’s ARV regimen (i.e., ART for ARV prophylaxis) and how the infant is fed (i.e., breast or formula feeding).
2. Early diagnosis of HIV infection:  PMTCT interventions significantly reduce, but do not eliminate, the risk of transmission of HIV infection to the infant.  Even with comprehensive PMTCT services and perfect adherence, a small percentage of infants will become infected with HIV.  Because HIV infection follows a more aggressive course in infants and young children than in adults; infected children frequently die of AIDS-related complications before a diagnosis of HIV infection is made.  Without early access to ART and preventive interventions, such as cotrimoxazole (CTX) prophylaxis, 50% of children living with HIV will die before their second birthday and 75% will die by age 5.[endnoteRef:1] The high rates of death and illness in children with HIV can be prevented: provision of ART dramatically decreases morbidity and mortality, and helps restore and maintain normal levels of immune functioning in children living with HIV.[endnoteRef:2]  It is critical to identify HIV-infected children and to provide access to HIV care and treatment as early as possible.  Section 2 includes the standard operating procedures (SOPs) for HIV testing for infants and children.  [1:  Newell, M.L., Coovadia, H., Cortina-Borja, M., Rollins, N., Gaillard, P., & Dabis, F.  (2004).  Mortality of infected and uninfected infants born to HIV-infected mothers in Africa: a pooled analysis.  Lancet, 364(9441), 1236-1243.
]  [2:  Gortmaker, S.L., Hughes, M., Cervia, J., Brady, M., Johnson, G.M., Seage, G.R., 3rd, et al.  (2001).  Effect of combination therapy including protease inhibitors on mortality among children and adolescents infected with HIV-1.  N Engl J Med, 345(21), 1522-1528.
] 

3. Provision of CTX prophylaxis, starting at the age of 6 weeks and continuing until final determination of HIV status.  CTX prophylaxis is an important intervention that significantly reduces the risk of infection in infants who are HIV-infected — therefore, CTX prophylaxis is continued until final determination of HIV status.  For infants and young children who are diagnosed as HIV-infected, CTX is continued.
4. Promoting safer infant feeding in the context of HIV reduces the risk of postnatal MTCT; this includes promotion of exclusive breastfeeding for the first 6 months of life (except where the national recommendation is formula feeding of HIV-exposed infants), with continued breastfeeding and introduction of complementary foods after the age of 6 months.  For additional information see “SOP 1.8 Support for infant feeding”.  Additional SOPs related to infant feeding, nutritional assessment and counseling — including key global policy statements — are included in Section 4. 

	Definitions

	HIV exposed infant:
· An infant born to an HIV-infected mother, OR
· An infant born to an HIV-infected mother who continues to be at risk of acquiring HIV through breastfeeding.
Antiretroviral (ARV) prophylaxis:  Short-term use of ARV medications to reduce the risk of MTCT.
Prophylaxis for opportunistic infections (OIs):  Medication or treatment used to prevent illness.  In HIV-exposed infants, HIV-infected infants, children and adults, CTX prophylaxis is used to prevent many infections.  Likewise, isoniazid (INH) prophylaxis is used in eligible patients to prevent tuberculosis (TB) (see Section 9).
Exclusive Breastfeeding: Feeding the infant ONLY breast milk and no other liquids or solids, with the exception of drops or syrups consisting of vitamins, mineral supplements or medicines prescribed by a health worker.  For breastfeeding infants of mothers living with HIV, exclusive breastfeeding reduces the risk of HIV transmission to the infant.
Replacement Feeding: Feeding the infant something OTHER THAN breast milk. During the first 6 months of life, the only replacement feed that meets an infant’s nutritional requirements is commercial infant formula.  
Exclusive formula feeding:  Feeding the infant only formula for the first 6 months of life – no breast milk or water or complementary foods.
Mixed Feeding: Feeding both breast milk and other liquids (such as water, tea, formula, animal milk) or foods (such as porridge or rice) in the first 6 months of life.
Child Health Card: All children are issued a Child Health Card, which in some countries is also referred to as a “Road to Health Card” or “Girl’s/Boy’s Growth Record”, at birth or at the first contact with the health-care system after birth.  The booklet is carried by the caregiver, who should bring it to every health visit.  The Child Health Card is an important clinical tool for quality pediatric primary care — allowing the opportunity to record and monitor key information, including growth and development, immunizations, Vitamin A supplementation, routine worm treatment, TB status, and information on hospital admissions. PMTCT information (e.g. maternal status and, if HIV-infected, use of ARV for treatment or prophylaxis) and HIV testing of the child. 

	Policy

	1. HIV-exposed infants and young children generally receive their routine care through the Under 5 (EPI) clinic.   
6. PMTCT services for the infant are not complete until final determination of HIV status.
7. Management of infants and young children who are HIV exposed should be based on a family-care model; the MCH nurse should assess the child in the context of the family and ensure family members are linked to appropriate care and treatment (including community psychosocial services as well as health-care services).
8. Families should be referred to other health services or community services as needed.  Care should be coordinated as much as possible in order to reduce the burden of visits on the family.
9. Where the staffing is available, a multidisciplinary team approach should be utilized for the care of HIV-exposed infants and children and their families.  Teams may include a nurse, prescribing clinician, pharmacist, counselor, social worker or others.
10. For every child followed in the clinic, a single clinician (usually a nurse) should be tasked with case management responsibilities.
11. Components of initial and the routine follow-up visits for HIV exposed infants and young children are described in the SOPs. 

	Responsibility at health facility

	A single clinician should serve as team leader in the management of the care of each child and his or her family. 
ARV prophylaxis and CTX prophylaxis should be prescribed as indicated by country policy/statute, but preferably by a clinician with training in the care of HIV exposed children.
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	Purpose

	To provide guidance to clinicians on the components of the initial assessment of an HIV-exposed infant.

	Responsibility

	Nurse, nurse-midwife or prescribing clinician

	Supplies

	1. Medical record(s) and relevant registers (child health, EID, etc) as per national guidelines 
13. Child Health Card and growth charts, if not already included in the Child Health Card 
14. Psychosocial assessment tool
15. Developmental assessment tool
16. Immunization schedule
17. Vitamin A schedule
18. HIV testing algorithms (Section 2)
19. Pre- and post-test counseling cue cards (Section 2)
20. DBS collection supplies (Section 2)

	Procedure

	Greet the mother or caregiver and introduce yourself.
Foster family-centered communication and effective partnerships (Table1.1).
Explain what to expect at this visit.
Provide a general overview of the components of care for the child and the schedule of visits.
Explain the clinic operations, including what to do if the child is sick and how to change an appointment or request an appointment.
Explain roles and responsibilities of others who will be involved in the care of the child and family.
Conduct a complete child health history. (SOP 1.3 and “Appendix 1-A: Child health history”).
Assess nutritional status, including alimentary history (breastfeeding, formula feeding, complementary feeding), see Section 4.
Ask if the caregiver has any specific concerns.
Ask about signs or symptoms of illness.
Enquire about concomitant medications (medications in addition to ARV prophylaxis) for the infant.  
Assess for TB exposure and screen for TB.  Follow guidelines for IPT. (SOPs 9.1 and 9.2 in Section 9).
Conduct psychosocial assessment. (See Section 10 and “Appendix 10-C:  Psychosocial Assessment Tool”).
Conduct physical examination. (SOP 1.4, “Appendix 1-B: Guide to pediatric physical exam by age range:” and “Appendix 1-C: Normal vital signs in infants and children”).
Measure and assess growth (weight, length); measure head circumference if child is 3 years of age or less (SOP 1.5).
Assess development using the developmental assessment tool in the Child Health Card (SOP 1.4 and “Appendix 1-F: Sample developmental assessment tool”).
· Ensure access to age-appropriate stimuli
Check HIV testing status and schedule (Section 2):
· Determine whether HIV testing should be conducted at this visit.  The initial HIV test should be conducted at the age of 4–6 weeks or as soon as possible thereafter. Follow the HIV testing algorithms and standard operating procedures for HIV testing 
Assess ARV prophylaxis (SOP 1.6):
· Infants of mother on ART should receive ARV prophylaxis from birth (or as soon as possible thereafter) to 4–6 weeks of age
· Infants of mothers not on ART who received ARV prophylaxis, as well as mothers who received neither ART nor ARV prophylaxis,  should receive prophylaxis as follows:
· If breastfeeding, continue ARV prophylaxis until 1 week after complete cessation of breastfeeding
· If formula feeding, stop ARV prophylaxis at the age of 4–6 weeks.  All infants should receive a minimum of 4 weeks of ARV prophylaxis
· See “SOP 1.6 ARV prophylaxis” for ARV regimens
Consider CTX prophylaxis (SOP 1.7): 
· Prophylaxis with CTX should be initiated at 4–6 weeks of age or as soon as possible thereafter.  It should continue until final HIV status is determined.  If HIV-infected, continue CTX.  If uninfected, discontinue CTX
Review immunization, Vitamin A supplementation, and routine worm treatment status 
· Administer vaccinations (SOP 1.9, “Appendix 1-G: Schedule of immunizations”).  Do not administer BCG to an infant with signs or symptoms of advanced HIV disease
· Administer vitamin A starting from 6 months of age (unless not breastfed, in which case start at 6 weeks of age), every 6 months or according to national schedule, see SOP 1.9
· Administer mebendazole or albendazole starting from 12 months of age and then every 6 months or according to national schedule, see SOP 1.9
Discuss findings with caregiver(s) and develop a plan of care for the child.
Conduct counseling to support infant feeding. (SOP 1.8 and Section 4).
Discuss adherence to care.
Explain when to seek medical care if the child is sick.
Develop plan of care for the family, based on psychosocial assessment.  Provide referrals for health care and social services as needed (SOP 1.11).
Schedule routine follow-up in 1 month.  
· Schedule earlier follow up if required for follow-up of problems identified during the visit
· If virological test results are returned to the clinic earlier and the result is positive, the caregiver and infant should be seen as soon as possible to initiate ART for the infant and to obtain a DBS specimen for confirmatory testing
Document the visit in medical record, relevant registers, and the Child Health Card.

	Appendices

	Appendix 1-A: Child health history
Appendix 1-B: Guide to pediatric physical exam by age range
Appendix 1-C: Normal vital signs in infants and children
Appendix 1-D: Tips for interacting with infants and young children during the health exam
Appendix 1-E: Developmental approach to pediatric care
Appendix 1-F: Sample developmental assessment tool
Appendix 1-G: Schedule of immunizations
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	Purpose

	To provide guidance to clinicians on the components for routine care of HIV-exposed children.  

	Responsibility

	Nurse, nurse-midwife or prescribing clinician

	Supplies

	1. Medical record(s) and relevant registers (child health, EID, etc) as per national guidelines 
22. Child Health Card and growth charts, if not already included in the Child Health Card 
23. Psychosocial assessment tool
24. Developmental assessment tool
25. Immunization schedule
26. Vitamin A schedule
27. HIV testing algorithms (Section 2)
28. Pre- and post-test counseling cue cards (Section 2)
29. DBS collection supplies or HIV antibody testing supplies (Section 2)

	Procedure

	Greet the mother or caregiver and introduce yourself.
Foster family-centered communication and effective partnerships (Table1.1).
Explain what to expect at this visit.
Ask about the health of the infant since the last visit (“interim medical history”).
Check adherence to prescribed medications.
· Evaluate child and caregiver understanding of the treatment
· Discuss side effects and side effect management
Assess for TB exposure and screen for TB.  Follow guidelines for INH preventive therapy (IPT) (see SOPs 9.1 and 9.2 in Section 9).
Assess growth and nutrition, including weight, length (or height if the child is 2 years of age or older), and head circumference (see SOP 1.5).
Ask how the child is fed (breast, formula or mixed), assess quality and quantity of food intake (SOP 1.8 and Section 4).
Conduct symptom directed physical examination; look for signs and symptoms of HIV infection according to IMCI.  Does the child have:
· Pneumonia
· Persistent diarrhea
· Ear discharge
· Very low weight for age
Assess developmental progress.  Developmental delay is common in children with HIV.
Assess ARV prophylaxis (see SOP 1.1) provide adherence counseling (see SOP 1.6).  
Administer immunizations, Vitamin A supplementation, and routine worm treatment, if eligible:
· Administer vaccinations (SOP 1.9, “Appendix 1-G: Schedule of immunizations”)
· Administer Vitamin A every 6 months, starting from 6 months of age (or 6 weeks if not breastfed) or according to national schedule (see SOP 1.9)
· Administer mebendazole or albendazole starting at 12 months of age and then every 6 months or according to national schedule
Determine if CTX should be initiated, continued or discontinued.
Re-calculate dosing of all medications.
Discuss findings with the caregiver:
· Provide counseling on feeding and nutrition
· Provide information and support for medication administration and adherence
· Discuss HIV testing schedule and procedures
· If testing is indicated at this visit, conduct pre-test counseling and draw blood sample (see Section 2 for type of test given the child’s age)
· If test results are available at this visit, conduct post-test counseling (see Section 2.)  Refer the HIV-infected child for care, continue CTX prophylaxis but stop ARV prophylaxis
· Review psychosocial assessment and family plan of care.  Discuss maternal health, provide family planning counseling, discuss caregiver’s treatment and adherence to care as needed
· Provide referrals as needed. Complete referral forms and referral tracking log or register
Schedule next visit. 
Document the visit in medical record, relevant registers, and the Child Health Card.



	Appendices

	Appendix 1-A: Child health history
Appendix 1-B: Guide to pediatric physical exam by age range
Appendix 1-C: Normal vital signs in infants and children
Appendix 1-D: Tips for interacting with infants and young children during the health exam
Appendix 1-E: Developmental approach to pediatric care
Appendix 1-F: Sample developmental assessment tool
Appendix 1-G: Schedule of immunizations
Appendix 10-C:  Psychosocial Assessment Tool
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	Purpose

	To provide guidance to clinicians on information to be collected from the caregiver at the initial and follow-up visits.  

	Responsibility

	Nurse or prescribing clinician

	Supplies

	1. Medical record(s) and relevant registers (child health, EID, etc) as per national guidelines
31. Child Health Card
32. Mother’s Health Card  

	Procedure

	Initial visit
Collect up-to-date contact information, including directions to home, phone number and emergency contacts.  
Request consent to contact the caregiver via phone or home visit if needed (e.g. missed appointment).
Take a complete family, social and medical history.  Use “Appendix 1-A: Child health history” and “Appendix 10-C:  Psychosocial Assessment Tool” as guides.  
Ask open-ended questions wherever possible to elicit more information and to establish a conversational tone and rapport (see “Appendix 2-A: counseling skills and techniques”).  For example:
·  “How are things going with feeding the baby?” 
·  “What problems have you experienced giving the baby medicine?”  
· “How do you feel the baby is growing and developing?” 
Enquire about disclosure to others in the home or in the family. 
Ask about HIV status of other family members: father, brothers, sisters, and others living in home.  If not tested, refer for counseling and testing; if living with HIV, ensure they are receiving care.
Review status of any HIV or non-HIV related conditions in the mother or infant.  
Enquire about maternal medications during pregnancy, delivery and current medications.
Enquire about concomitant medications (medications in addition to ARV prophylaxis) for the infant, as well as any medications taken after delivery.  Explore and assess adherence and discuss any problems or barriers.
Ask about infant feeding (from the time of birth till now) (see SOP 1.8).
Ask about infant HIV testing (if the infant is more than 4–6 weeks of age).
Conduct a review of systems (“Appendix 1-A: Child health history”).
Record responses in medical record and the Child Health Card.
Interval history
Collect up-to-date contact information, including directions to home, phone number and emergency contacts.  
Refer to notes from previous visit to guide questions and to follow-up on the family plan of care. 
Ask about the health of the infant since the last visit (“interim medical history”), including any:
· Illness or symptoms
· Hospital visits
· Medication administration and adherence
· Infant or young child feeding
· Maternal or caregiver health.
· Maternal or caregiver care and treatment
Conduct an interim psychosocial history (i.e. changes in the composition of the household).
Ask if the child has any symptoms (“Appendix 1-A: Child health history”).
Record responses in medical record and the Child Health Card.

	Appendices

	Appendix 1-A: Child health history
Appendix 10-C:  Psychosocial Assessment Tool
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	Purpose

	To provide guidance to clinicians on the physical examination, including the developmental assessment.  

	Responsibility

	Nurse or prescribing clinician

	Supplies

	1. Medical record(s) and relevant registers (child health, EID, etc) as per national guidelines
34. Child Health Card
35. Mother’s Health Card 
36. Otoscope 
37. Stethoscope

	Procedure

	Observe the infant at rest or play.  
Observe the caregiver-child interaction:  
· Do the caregiver and infant respond to each other?  
· Does the caregiver appear content, depressed, angry, fatigued, overwhelmed?  
· Is the caregiver responsive to the child’s distress?  
· Does the caregiver appear confident in caring for the child?
Use a gentle approach with a quiet voice and interaction at the child’s level for age and development.
Allow the child to stay on the caregiver’s lap, if needed.  If so, face the caregiver with the knees touching the caregiver’s to create a makeshift table on which the examination can be performed.
Conduct a complete physical examination with the infant or young child unclothed, with areas exposed and covered to avoid the child feeling cold. (”Appendix 1-B: Guide to pediatric physical exam by age range” and ”Appendix 1-C: Normal vital signs in infants and children”).
Progress from areas needing a child’s cooperation (lungs) to painful or unpleasant areas (ears).
Assess or observe for:
· General danger signs (IMCI)
· Cough or difficult breathing
· Diarrhea
· Fever
· Ear problem
· Malnutrition and anemia
· Skin (rashes or bruising, signs of dehydration, icterus, anemia) 
· Oral thrush or ulcers
· Activity level
Conduct developmental assessment using the development tool in the Child Health Card (and example of a developmental assessment tool can also be found in “Appendix 1-F: Sample developmental assessment tool”).

	Appendices

	Appendix 1-B: Guide to pediatric physical exam by age range
Appendix 1-C: Normal vital signs in infants and children
Appendix 1-D: Tips for interacting with infants and young children during the health exam
Appendix 1-E: Developmental approach to pediatric care
Appendix 1-F: Sample developmental assessment tool
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	Purpose

	To support health workers to monitor child growth
To support early recognition of growth faltering 

	Responsibility

	All health workers responsible for monitoring child growth

	Supplies

	1. Child Health Card and growth charts, if not already included in the Child Health Card
39. Medical record(s) and relevant registers (child health, EID, etc) as per national guidelines
40. Scale
41. Length board
42. Height board
43. Measuring tape
44. Paper measuring tape for head circumference

	Procedure

	Ensure HIV-exposed children are routinely assessed for nutritional status, including weight and height at scheduled visits, particularly.
Ensure child has his/her own Child Health Card; ensure Child Health Card is completed with child’s personal data, including date of birth.  If Child Health Card has not yet been started, initiate at today’s visit.
Record today’s date (day, month, and year) in the Child Health Card. 
In the Child Health Card, document child’s age:
· If the child is more than 1 year old, record completed years and months
· If the child is between 3 months and 1 year old, record completed months
· If the child is less than 3 months old, record completed weeks
Ask mother about the reason for the child’s visit and record the reason in the Visit Notes (for example, immunization, check-up, or illness). 
If the child is ill, take care of the immediate concerns before continuing the growth assessment process.
When a child is undressed to prepare for weighing, observe for certain clinical signs of severe undernutrition (marasmus and kwashiorkor). Regardless of their weight, children with these syndromes should be referred for urgent care.  See “Appendix 1-H:  Marasmus and kwashiorkor”.

Measuring weight
General points to consider when weighing a child:
Handle the child gently so as not to frighten the child.
Explain to the caregiver what you are doing — it is important that you explain what is going on, why and how you are taking the weight and how she might assist you.
Equipment must be maintained in good and accurate working order — ensure scales are calibrated daily and serviced frequently (as per clinic SOP).
Children less than 2 years of age:
Let the caregiver undress the child (until the age of 2 years, children should be weighed nude, with nappy off).
The caregiver should hold the child during much of the process, only letting go for the measurement.
Place child on scale.  Take the measurement accurately but quickly so that the unclothed child does not get too cold. 
Make sure the main beam weight is fully in the groove of the scale corresponding to a whole number to ensure accuracy. 
If removing the nappy is not possible, or if the infant will not stay still enough to take an accurate measurement, the caregiver and baby can be weighed together — see the procedures under “Electronic scale”. 
If it is too cold to undress a child, or if the child resists being undressed and becomes agitated, you may weigh the clothed child, but note in the Child Health Card that the child was clothed. 
Record the child’s weight to the nearest 0.1 kg.
Electronic scale
An electronic scale can be used in the absence of a pediatric beam scale. The procedures for this include: 
Take the weight of the caregiver and child (the child should have clothing, including nappy, and blanket removed). 
Take the weight of the caregiver.
“A” (Caregiver + child’s weight) minus “B” (caregiver’s weight) = weight of child.
When removing the nappy is not possible replace “A” with the weight of the child with nappy and replace “B” with the weight of just the nappy. 
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WHO (2008)[endnoteRef:3] [3:  WHO (2008). “Training Course on Child Growth Assessment.” Geneva, WHO.  Available at http://www.who.int/childgrowth/training/en/
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Hanging scale
The sprint hanging scale (Salter scale) is easy to transport and practical to use.  It is commonly used for taking the weight of children under 9 years of age.  This scale can weigh up to 25 kg and measures in 100 gram increments.
Hook the scale to a tripod or another a solid structure such as a doorway, ceiling beam or, if outdoors, a tree using the suspension hooks and the adjustment screw on top of the hooks.
Suspend the weighing pants from the lower hook of the scale and readjust the scale to zero.
Unhook the weighing pants from the lower hook.
Undress the child and place him/her in the weighing pants.
Hook the pants to the scale.
When the child is settled and the weight reading is stable, read the scale at eye level.  Record the weight to the nearest 100g. Make sure that nobody touches the pants or the scale during weighing. Ensure that the child hangs freely without holding onto anything.
If weighing an infant, use a sling instead of weighing pants.
Test the scale with a fixed weight (10 kg) regularly. If the measure does not match the weight the scale should be sent for recalibration.




Figure 1.2:  Salter hanging scale
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Weight pants
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The Mother and Child Health and Education Trust (2011).  Management of Malnutrition in Children Under Five Years. Accessed at: http://motherchildnutrition.org/malnutrition-management/integrated-management/taking-the-weight-for-height-length.html

Measuring length and height
Depending on a child’s age and ability to stand, measure the child’s length or height:
If a child is less than 2 years old or less than 87 cm, measure length while the child is lying down.
Length
Use a length board placed on a flat, stable surface, as shown in the figure below.   Cover the length board with a thin cloth or paper.
Explain to the caregiver that he or she will need to place the baby on the length board herself and then help to hold the baby's head in place while you take the measurement. Show the caregiver where to stand when placing the baby down, i.e. opposite you, on the side of the length board away from the tape. Also show the caregiver where to place the baby’s head (against the fixed headboard) so that she or he can move quickly and surely without distressing the baby. 
When the caregiver understands your instructions and is ready to assist, move quickly before the baby becomes agitated.
Ask the caregiver to lay the child on his or her back with the head against the fixed headboard, compressing the hair.
Quickly position the head so that an imaginary vertical line from the ear canal to the lower border of the eye socket is perpendicular to the board. (The child’s eyes should be looking straight up.) Ask the caregiver to move behind the headboard and hold the head in this position. 
Check that the child lies straight along the board and does not change position. Shoulders should touch the board, and the spine should not be arched. Ask the caregiver to inform you if the child arches the back or moves out of position.
Hold down the child’s legs with 1 hand and move the footboard with the other. Apply gentle pressure to the knees to straighten the legs as far as they can go without causing injury. Note: it is not possible to straighten the knees of newborns to the same degree as older children.  
If a child is extremely agitated and both legs cannot be held in position, measure with 1 leg in position.
While holding the knees, pull the footboard against the child’s feet. The soles of the feet should be flat against the footboard, toes pointing upwards. If the child bends the toes and prevents the footboard from touching the soles, scratch the soles slightly and slide in the footboard quickly when the child straightens the toes.
Read the measurement and record the child’s length in centimeters to the last completed 0.1 cm in the chart. 

Figure 1.3:  Measuring length
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	Measuring tape
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WHO (2008)[endnoteRef:4] [4:  WHO (2008). “Training Course on Child Growth Assessment.” Geneva, WHO.  Available at http://www.who.int/childgrowth/training/en/
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Measuring tape:  The numbers and longer lines indicate centimeter markings. The shorter lines indicate millimeters.
	Figure 1.4: Measuring head circumference
[image: Slide5.WMF]
Measuring tape



Measuring head circumference
Measure head circumference at every visit until 36 months of age.  
Use a paper measuring tape to avoid stretching as can happen with cloth tape.  
Remove any braids, plaits, barrettes or other hair decorations that will interfere with the measurement.
Allow the infant or child to sit comfortably in the arms or lap of a caregiver.
Position the tape just above the eyebrows, above the ears, and around the biggest part of the back of the head, as in the figure to the right.  The goal is to locate the maximum circumference of the head. 
Pull tape snugly to compress the hair and underlying soft tissues.
Read measurement to the nearest 0.1 cm and record.
Reposition tape and re-measure head circumference.  If measurements do not agree within 0.2 cm, then reposition tape and re-measure a third time.  Record the average of the 2 measures in closest agreement.

Source: World Health Organization. Training Course on Child Growth Assessment. Geneva, “Measuring a Child’s Growth,” WHO, 2008.

Plotting measurements on the growth chart
Get ready to plot
Select the appropriate growth charts.  The weight-for-age and length/height-for-age growth charts can usually be found in the Child Health Card.  Many Child Health Cards will also include the weight-for-length/height and head circumference charts as well.  Some countries will have charts for boys and charts for girls, other countries use the same charts for boys and girls.  
Record the date of visit, age today, weight and length or height in the Visit Notes section of the Child Health Card. 
Length-for-age and weight-for-age:  although there is no dedicated space for it, if it makes it easier to plot, you may record the child’s length (or weight) and today’s date in the bottom page margin next to the child’s age in weeks or months (near the bottom of the page).   
Plot the measurement
Weight and head circumference: 
· Find the vertical line that corresponds to the child’s age (in week, months or years) using the ages listed along the lower horizontal axis. Use a straight edge ruler to draw a vertical line up from that point.  
· Find the weight or head circumference measurement on the vertical axis (on the right or left side of the chart). Use a straight edge ruler to draw a horizontal line across from that point until it intersects the vertical line. 
· Make a small dot where the 2 lines intersect.
Weight-for-length/height: 
· Find the vertical line that corresponds to the child’s length/height in centimeters using the centimeters listed along the lower horizontal axis. Use a straight edge ruler to draw a vertical line up from that point.  
· Find the weight measurement on the vertical axis (on the right or left side of the chart). Use a straight edge ruler to draw a horizontal line across from that point until it intersects the vertical line.
· Make a small dot where the 2 lines intersect.
Compare
Compare today’s measurement with the measurements from previous visits to identify any major shifts in the child’s growth pattern and the need for further assessment. 

Interpreting growth charts
Background information:
· Children who are well and healthy should gain weight at a predictable rate and follow a path parallel to the 0 line (median).   
· The line labeled “0” in the middle of the growth chart is the median line which is, generally speaking, the average.  The other lines (1, 2 or 3 line and the -1, -2 and -3 lines), indicate distance from the median.  These lines as well as the median are also referred to as z-score lines.
· About 95 out of 100 measurements will fall between the 2 and -2 lines.
· The growth curve of a normally growing child will usually follow a z-score line that is roughly parallel to the median. The track may be above or below the median.
Any quick change in trend (the child’s curve veers sharply upward or downward from its normal track) should be investigated to determine its cause and remedy any problem.
A flat line indicates that the child is not growing. This is called stagnation and should also be investigated.
A growth curve that no longer follows the line that the child normally follows, or an inconsistent pattern, may indicate risk. Interpret risk based on the weight status of the child according to the growth chart (see table below) and by how sharply the child’s growth pattern line rises or falls on the chart.
The following situations may indicate a problem or suggest risk:
· A child’s growth line crosses a z-score line.  If a trend towards stunting, overweight or underweight is noticed in time, early intervention will prevent a serious problem.
· There is a sharp incline or decline in the child’s growth line. 
· Sharp incline: If a child has been ill or severely undernourished, a sharp incline is expected during the re-feeding period. Otherwise, a sharp incline may signal a change in feeding practices that will result in overweight (unless there was a similar incline in height).
· A sharp decline in the growth line of a normal or undernourished child indicates a growth problem to be investigated and remedied.  Even if a child is overweight, he or she should not have a sharp decline in the growth line. The overweight child should instead maintain his weight while increasing in height; i.e. the child should “grow into his weight.”
· The child’s growth line remains flat (stagnant); i.e. there is no gain in weight or length/height. If a child experiences no growth in height or weight gain over time, there is a problem.  For children in age groups where the growth rate is fast, as shown by steep growth curves (e.g. during the first 6 months of life), even 1 month’s stagnation in growth represents a possible problem.  

Table 1.1:  Interpreting points on growth charts
	z-score
	Growth indicators

	
	Weight-for-age
	Weight-for length/height
	BMI-for age (see note 4)
	Head circumference

	Above 3
	See note 1
	Obese
	Obese
	Macrocephaly

	Above 2
	
	Overweight
	Overweight
	Possible macrocephaly

	Above 1
	
	Possible risk of overweight (see note 2)
	Possible risk of overweight (see note 2)
	

	0 (median)
	
	
	
	

	Below – 1
	
	
	
	

	Below – 2
	Underweight
	Wasted
	Wasted
	Possible microcephaly

	Below – 3
	Severely underweight (See note 3)
	Severely wasted
	Severely wasted
	Microcephaly

	Notes:
A child whose weight-for-age falls in this range may have a growth problem, but this is better assessed from weight-for-length/height or BMI-for-age (if over 5 years of age).
A plotted point above 1 shows possible risk. A trend towards the 2 z-score line shows definite risk.
This is referred to as very low weight in IMCI training modules. (Integrated Management of Childhood Illness, In-service training. WHO, Geneva, 1997).
[bookmark: _Toc303256180]BMI is more often used in children older than 5 years of age see “SOP 4.2 Growth monitoring” for information on calculating BMI.

Measurements in the shaded boxes are in the normal range.


Source: World Health Organization. Training Course on Child Growth Assessment. Geneva, “Interpreting Growth Indicators,” WHO, 2008.






	Appendices

	Appendix 4-G:  Marasmus and kwashiorkor
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[bookmark: _Toc312325449]SOP 1.6 ARV prophylaxis 

	Date of creation or revision:
	Prepared by:
	Reviewed by:
	Approved by:

	
	
	
	

	Purpose

	To provide guidance to clinicians related to reviewing with caregivers the administration of infant ARV prophylaxis.  

	Responsibility

	Nurse, nurse-midwife or prescribing clinician 

	Supplies

	1. Medical record(s) and relevant registers (child health, EID, etc) as per national guidelines
46. Child Health Card
47. Mother’s Health Card 
48. Syringe or spoon for measuring medication (for demonstration)
49. Copies of Tables 1.4 and 1.5 as job aids
50. Take away materials for caregiver (if available)

	Procedure

	Review medical record and Child Health Card for information related to ARV prophylaxis.
If the child has been prescribed ARV prophylaxis, evaluate adherence and assess for side effects.  Ask the caregiver:
· Have you had any problems giving the medicine?  
· How often do you give the medication?  When did you give the most recent dose?  Can you describe the amount of medicine in each dose?  
· Were any doses missed in the last week?
· Has the baby had any problems with the medicine?
· Does anyone else give the medicine?
· Do you anticipate any problems giving the medicine from now until the next visit?  
Check clinical scenarios for the use of ARV prophylaxis (Table 1.2).  If ARV prophylaxis should be continued:
· Re-calculate dosage for age (Table 1.3 and Table 1.4).
· Review dosage and administration with the caregiver.
· Review side effect management and what to do if a dose is missed.
· Reinforce the rationale for and length of treatment.
· Assess for signs of toxicity.
· Provide a prescription.
If ARV prophylaxis should be discontinued, discuss with the caregiver.




[bookmark: _Ref290875777]Table 1.2:  Clinical scenarios and WHO recommendations for the use of ARV prophylaxis
	Clinical scenario
	
	Woman/infant regimen
	Preferred recommended regimen and dosing

	Mother is NOT on ART; Infant is breast-fed
	WHO Guidelines
Option A
	Woman




Infant
	AZT
sdNVP*
AZT + 3TC* 
-----------------------

NVP from birth until 1 week after all exposure to breast milk has ended, or for 4–6 weeks if breastfeeding ceases before 6 weeks

	Mother is NOT on ART: Infant is breast-fed
	WHO Guidelines Option B
	Woman









Infant
	AZT + 3TC +LPV/r or
AZT + 3TC + ABC or
AZT + 3TC + EFV or
TDF + 3TC (or FTC) + EFV 

Maternal ARVs continue until 1 week after complete cessation of breastfeeding.
-----------------------

AZT or NVP  from birth until 4–6 weeks of age

	
	
	
	

	Mother is NOT on ART; Infant receives replacement feeding only
	WHO Guidelines
Option A
	Woman




Infant
	AZT
sdNVP*
AZT + 3TC* 
-----------------------

sd-NVP at birth plus either NVP or AZT from birth until 4–6 weeks of age*

	Mother is NOT on ART; Infant receives replacement feeding only
	WHO Guidelines Option B
	Woman








Infant
	AZT + 3TC +LPV/r or
AZT + 3TC + ABC or
AZT + 3TC + EFV or
TDF + 3TC (or FTC) + EFV 

Maternal ARVs are stopped after delivery
-----------------------

AZT or NVP from birth until 4–6 weeks of age


	
	
	
	

	Mother is on ART; Infant breastfeeding OR replacement feeding
	
	Mother





Infant
	AZT + 3TC + NVP or
TDF + 3TC (or FTC) + NVP or
AZT + 3TC + EFV or
TDF + 3TC (or FTC) + EFV
-----------------------

AZT or NVP from birth until 4–6 weeks of age



*If maternal AZT was provided for more than 4 weeks antenatally, consideration may be given to omitting the sd-NVP and AZT + 3TC and continuing AZT alone during labor and delivery

From:  WHO (2010) Antiretroviral drugs for treating pregnant women and preventing HIV infection in infants:  Recommendations for a public health approach. 2010 version http://www.who.int/hiv/pub/mtct/antiretroviral/en/index.html


Note that this table, like others in this document, should be replaced by one from the country guidelines that specifies the specific national regimens.  




[bookmark: _Ref290875787]Table 1.3:  Extended simplified infant NVP dosing recommendations*[endnoteRef:5] [5:  Morochnick, M et al. Nevirapine pharmacokinetics during the first year of life:  a population analysis across studies in Pediatric Academic Society. 2006: San Francisco, USA.] 

	Infant age
	Nevirapine (NVP) dosing 10mg/ml

	Birth** to 6 weeks
Birth weight 2000–2499 g
Birth weight > 2500 g
	
10 mg once daily (1ml)
15 mg once daily (1.5ml)

	> 6 weeks to 6 months
	20 mg once daily (2ml)

	> 6 months to 9 months
	30 mg once daily (3ml)

	> 9 months until 1 week after breastfeeding ends
	40 mg once daily (4ml)

	Safety considerations

	Risk of acquired drug resistance for infants becoming infected despite interventions
Potential risk for NVP toxicity if mother receives NVP-based ART regimen during breastfeeding (there is some passage of NVP to the infant through breast milk)


*Based on the dosing required to sustain exposure in the infant of > 1000 ng/ml with the least dose changes
** Low birth weight infants should receive mg/kg dosing, suggested starting dose is 2 mg/kg once daily.  Therapeutic drug monitoring is recommended


[bookmark: _Ref290875788]Table 1.4:  Simplified infant AZT dosing recommendations*
	Infant age
	Zidovudine (ZDV) dosing

	Birth to 6 weeks
Birth weight 2000 – 2499 g
Birth weight > 2500 g
	
10 mg twice daily
15 mg twice daily

	Safety considerations

	Potential risk of anemia (reversible)


*Low birth weight should receive mg/kg dosing 

From:  WHO (2010) Antiretroviral drugs for treating pregnant women and preventing HIV infection in infants:  Recommendations for a public health approach. 2010 version http://www.who.int/hiv/pub/mtct/antiretroviral/en/index.html
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[bookmark: _Toc312325450]SOP 1.7 CTX prophylaxis for HIV-exposed infants and young children 

	Date of creation or revision:
	Prepared by:
	Reviewed by:
	Approved by:

	
	
	
	

	Purpose

	To provide guidance to clinicians on the eligibility criteria and dosing of CTX prophylaxis for HIV exposed infants and young children.

	Responsibility

	Nurse or prescribing clinician 

	Supplies

	1. Medical record(s) and relevant registers (child health, EID, etc) as per national guidelines
52. Child Health Card
53. Copy of Table 1.5 as a job aid
54. CTX information leaflet for caregiver (if available)
55. Counseling cards (if available)

	Procedure

	Initiate CTX prophylaxis at the age of 4–6 weeks or as soon as possible thereafter. Continue CTX until HIV infection is ruled out (Figure 1.5)
Determine the appropriate dose of CTX (Table 1.5) and provide a prescription.
Discuss with the caregiver:
· Rational for prescribing CTX
· Dosing and administration
· What to do if a dose is missed
· Potential side effects:  CTX is generally well-tolerated, but encourage caregiver to report rash, fever, persistent vomiting or other potential adverse effects right away
Demonstrate how to measure and administer the medication.
Manage adverse reactions according to the recommendations shown in Table 1.6.  Use Dapsone as an alternative prophylaxis strategy if CTX is discontinued due to severe adverse reaction.
Check dosing, administration and adherence at every visit.





[bookmark: _Ref290876610][bookmark: _Ref290876604]Table 1.5:  CTX dosing
	Recommended daily dosagea
	Suspension
	Child tablet
	Single strength adult tablet
	Double strength adult tablet

	<6 months 100 mg sulfamethoxazole/20 mg trimethoprim
	2.5 ml
	1 tablet
	¼ tablet, possibly mixed with feedingb
	__

	6 mos–5 yrs 200 mg sulfamethoxazole/40 mg trimethoprim
	5 mlc
	2 tablets
	½ tablet
	__

	6–14 years 400 mg sulfamethoxazole/80 mg trimethoprim
	10 mlc
	4 tablets
	1 tablet
	½ tablet

	> 14 years 800 mg/ sulfamethoxazole/160 mg trimethoprim
	__

	__

	2 tablets
	1 tablet

	Frequency — Once per day



Some countries may use weight bands to determine dosing.  Age and the corresponding weight bands (based on the children with HIV antibiotic prophylaxis trial (CHAAP trial) are:
	Ages
	Weight

	< 6 months
	< 5 kg

	6 months–5 years
	5–15 kg

	6–14 years
	15–30 kg

	> 14 years
	> 30 kg


Splitting tablets into quarters is not considered best practice.  This should be done only if syrup is not available
Children of these ages (6 months–14 years) may swallow crushed tablets

World Health Organization (2006) Guidelines on co-trimoxazole prophylaxis for HIV-related infections among children, adolescents and adults.  Geneva, 2006.
http://www.who.int/hiv/pub/guidelines/ctxguidelines.pdf



[bookmark: _Ref290876705]Table 1.6:  CTX toxicity
	Toxicity
	Clinical description
	Recommendation

	Grade 1
	Erythema
	Continue CTX prophylaxis with careful and repeated observation and follow-up.
Provide symptomatic treatment, such as antihistamines, if available

	Grade 2
	Diffuse maculopapular rash, dry desquamation
	Continue CTX prophylaxis with careful and repeated observation and follow-up.
Provide symptomatic treatment, such as antihistamines, if available

	Grade 3
	Vesiculation, mucosal ulceration
	CTX should be discontinued until the adverse effect has completely resolved (usually 2 weeks), and then reintroduction or desensitization can be considered

	Grade 4
	Exfoliative dermatitis, Stevens- Johnson syndrome or erythema multiforme, moist desquamation
	CTX should be permanently discontinued


World Health Organization (2006) Guidelines on co-trimoxazole prophylaxis for HIV-related infections among children, adolescents and adults.  Geneva, 2006.
http://www.who.int/hiv/pub/guidelines/ctxguidelines.pdf

[bookmark: _Ref290876565]

Figure 1.5:  CTX prophylaxis
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[bookmark: _Toc312325451]SOP 1.8 Support for infant feeding 

	Date of creation or revision:
	Prepared by:
	Reviewed by:
	Approved by:

	
	
	
	

	Purpose

	To provide guidance to clinicians and other health workers on how to provide mothers with information, counseling and support for optimal infant feeding, which in turn: 
· Prevents infections associated with sub-optimal infant feeding practices
· Supports optimal growth
· Reduces risk of postnatal mother-to-child transmission of HIV

	Responsibility

	Physician, nurse, nurse-midwife, prescribing clinician or other health worker responsible for routine visits
Counselors, peer educators, lay counselors and others responsible for providing clients with education and supportive counseling

	Supplies

	1. Infant feeding counseling cards, if available

	Procedure

	If the mother is breastfeeding:
If the infant is less than 6 months old:
· Ask: How is breastfeeding going for you?
· Check if she breastfeeds exclusively; ask about mixed feeding.  The infant should not be given any other liquids or foods other than breast milk (not even water or formula!).  Ask how she handles pressure from friends and family to give her infant other liquids or foods.  Role play with her if she would find it helpful
· Check if she breastfeeds on demand and for as long as the infant wants.  She should be feeding at least 8 times in 24 hours
· Observe a breastfeed and assess the mother’s breasts for abnormalities; advise appropriately
Check that the infant is receiving enough milk. A mother knows she is feeding her infant adequately when:
· Infant’s weight gain, when plotted on the growth chart, follows one of the standard growth curves 
· Infant urinates 6 to 8 times in a 24-hour period
· Infant has at least 2 to 5 bowel movements in a 24-hour period (there is substantial variability)
If the infant is approaching 6 months: discuss complementary feeding with continued breastfeeding to 12 months.  Discuss transitioning to animal milk from 12 months of age.
· Teach mothers how and when to express and heat-treat breast milk (see Section 3.2)
· Provide her with support to cup feed (see “Appendix 4-N: Cup feeding”)
If the infant is approaching 12 months: 
· [bookmark: _Toc303256184]Enquire if transitioning from breast milk to animal milk is safe (see “Table 4.7: Conditions to formula feed safely” in “SOP 4.6 Counseling and support — formula feeding”.  As children can drink animal milk after 12 months of age, adapt the questions accordingly:
· How will you obtain animal milk (or other milk products such as yogurt, cheese, etc)?
· If you have a farm or buy unpasteurized milk, how will you boil the milk?
· Do you have a refrigerator with reliable power for storing milk (milk products)?  If not, can you obtain/purchase animal milk (milk products) daily?
· How would you feel about your ability to cover the monthly costs of animal milk (milk products)?
· Do the markets or shops in your area ever run out of milk and milk products?
· How would your partner feel about switching to animal milk? How about your family?
· Discuss weaning at 12 months and transitioning to animal milk until at least 24 months of age.  
· Discuss post-weaning HIV testing
Provide information on:
· The prevention, identification, and management of cracked nipples, mastitis, and other breast conditions
· The additional nutritional requirements for breastfeeding women 

If the mother is formula feeding:
Ask:  How is formula feeding going for you?
Check if she replenishes her infant formula stock before it runs out.
Ask:  How do you prepare your baby’s feeds (ask for a step-by-step description)?  Ensure she is washing, rinsing and sterilizing preparation and feeding equipment hygienically.  Ensure she is reconstituting powdered formula correctly and hygienically (see Section 4).
Check that she gives an appropriate volume and number of feeds (if not, recommend that she adjust the amount according to the infant’s age).
Check that she discards unused formula after 1 hour.
Ensure she is using a cup instead of a bottle for feeding the infant (see “Appendix 4-N: Cup feeding”).
Check that she is not breastfeeding (mixed feeding).
If the infant is less than 6 months old: check that the infant is not mixed fed.  Check that the mother is not giving breast milk in addition to formula.
Check that the infant is receiving enough milk. A mother knows she is feeding her infant adequately when his/her weight gain, when plotted on the growth chart, follows 1 of the standard growth curves (see Section 3.3).
If the infant is approaching 6 months: discuss complementary feeding (see Section 4) with continued formula feeding to 12 months and then transitioning to animal milk until at least 24 months of age.  
Assist with developing strategies to respond to family/friends about not breastfeeding; if necessary support her in creating responses to questions 
If she is at risk of running out of formula, discuss what to do in the event of an emergency.  Stress that she should not consider initiating breastfeeding; instead she should make a plan to get infant formula as soon as possible and use home-modified animal milk as an interim measure.  Teach her how to modify animal milk with sugar and water.  Stress that this should be a temporary measure, as animal milks are inadequate for human babies under the age of 6 months.
Where available, provide a take home flyer.

All mothers: 
Follow-up counseling for mothers who have infants should be informed by information from the assessment of growth and development (including weighing/measuring and plotting of height, weight and head circumference) as well as HIV test result, when available.  
Provide information on:
· Family-planning and safer sex
· The prevention, treatment, and dietary management of diarrhea and other illnesses that may interfere with feeding
· Timing of infant re-testing given this mother’s situation

	Appendices

	See Section 4:  Nutrition and Growth
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[bookmark: _Toc312325452]SOP 1.9 Immunizations, vitamin A, de-worming

	Date of creation or revision:
	Prepared by:
	Reviewed by:
	Approved by:

	
	
	
	

	Purpose

	To provide guidance to clinicians on the immunization schedule for the infant or child who is HIV exposed or HIV infected.  
To reduce incidence of childhood illness in HIV-exposed children.

	Responsibility

	Nurse or other health worker trained to provide immunizations

	Supplies

	1. Medical record(s) and relevant registers (child health, EID, etc) as per national guidelines
58. Child Health Card
59. Immunization register (if used)
60. Vaccine and immunization supplies:
a. Vaccine
b. Soap and water
c. Cotton wool or gauze
d. Syringe
e. Gloves

	Procedure

	As early in life as possible, HIV exposed and HIV infected infants and children should receive vaccines under the Expanded Program for Immunization (EPI), following national guidelines.
Determine infant’s age.
Determine which vaccines the infant has received:
· Look at the infant's Child Health Card to see which vaccines he/she has already received
· If the infant does not have a Child Health Card, ask the mother which vaccines he/she has already received
· Check the register where you may find records of the infant's earlier doses of vaccine
· If the mother does not know if the infant has been immunized or there is no record in the immunization register, give doses of all eligible vaccines* (follow national guidelines)
· BCG is not recommended for infants with symptoms of advanced HIV disease.  Since BCG is normally given just after birth, when signs or symptoms of HIV disease are not usually evident, the vast majority of infants with HIV receive BCG vaccine
Determine all vaccines for which the infant is eligible (“Appendix 1-G: Schedule of immunizations”).  Follow the general guidelines given below:
· If the infant is eligible for more than 1 type of vaccine, the vaccines may all be given at the same session, but at different injection sites
· Never give more than 1 dose of the same vaccine at 1 time
· If the delay between doses exceeds the minimum delay, do not restart the schedule. Simply provide the next needed dose in the series
· If there is a delay in starting primary vaccination, immunize the infant while maintaining the recommended dosage intervals
Check the infant’s Child Health Card to see if he or she received first dose of vitamin A with measles vaccine at 6 months (or at 6 weeks if not breastfed).  Did child have vitamin A at 12 months?  If older than 12 months, did he or she have vitamin A supplement within past 6 months?  If the answer to any of these questions is “no”, provide supplement at this visit (See Table 1.7, below).
If child is at least 12 months of age: check his or her Child Health Card to see if he or she has received routine worm treatment and, if so, determine the interval since the last dose.  If 6 months or longer, provide mebendazole or albendazole at this visit.  
Postpone vaccination to next visit (or schedule appointment sooner) if the child is sick with symptoms of severe illness, a simple cold or other minor illness should not prevent immunization (see “Common misperceptions about immunization”).
Do not give vaccine in these 3 rare situations:
· History of anaphylaxis or a severe hypersensitivity reaction to a specific vaccine
· Persons with a known allergy to a vaccine component should not be vaccinated
· An infant or child with signs or symptoms of AIDS or severe HIV disease should not be given BCG vaccine. Other vaccines should be given
Discuss the vaccine with the caregiver:
· Explain which disease or diseases the vaccine prevents
· Reassure the parent that reactions are common and not a threat to the infant; they show that the infant is responding to the vaccine
· If the infant suffers fever, pain, or swelling at the injection site, or is irritable, loses his or her appetite, or is “off color”
· Give extra fluids, that is, more breastfeeds or clean water
· Paracetamol may be given — 1 100 mg tablet crushed, 3 times in 24 hours
· Give extra hugs and attention — but keep the pressure off the injection site(s)
· Place a cloth dampened with cold, clean water on the injection site
· Tell the parent to bring the infant to the health centre if the infant’s condition gets worse or the reaction continues for more than 1 or 2 days
Do not immunize if the caregiver is strongly opposed to immunizing a sick child. Ask the caregiver to come back when the infant is well.
Wash your hands.  
Reconstitute the vaccine (if needed).
Wash the site for the injection if it looks dirty. It is not necessary to swab clean skin. 
Administer the vaccine.
· Note that BCG is the only vaccine as an intradermal injection
· Infant vaccinations are given by IM injection in the thigh
· Vaccinations for older children and adolescents may be given subcutaneously in the deltoid muscle of the arm
[bookmark: _Toc46917040][bookmark: _Toc61152290]Do not rub the area where the injection was given.
Give Vitamin A supplement if required (Table 1.7):
· Check the expiry date on the label. Discard if expired
· Open the bottle and write the current date on the label so that you will know when to stop using it. Opened bottles of vitamin A capsules are good for 1 year
· Open a capsule by cutting the tip or nipple off with a clean pair of scissors or a clean nail clipper
· Squeeze the capsule firmly so that the drops fall into the mouth of the client. For a young child, you may need to pinch his or her cheeks gently to open the mouth
Complete the Child Health Card by writing down the date for each vaccine administered or vitamin A supplement given and return the card to the caregiver.
Document immunizations in the medical record, relevant registers, and the Child Health Card.
Inform caregiver when to return for next vaccination.

	Common misperceptions about immunization

	The following conditions are NOT contraindications to administering a vaccine:
· allergy or asthma (with the exception of a known allergy to a specific component of the vaccine mentioned above)
· any minor illness, such as respiratory tract infections or diarrhea with temperature below 38.5°C
· family history of adverse events following immunization
· family history of convulsions, seizures, or fits
· treatment with antibiotics
· child being breast fed
· chronic illnesses such as chronic diseases of the heart, lung, kidney, or liver
· stable neurological conditions, such as cerebral palsy or Down’s Syndrome
· premature or low birth weight (vaccination should not be postponed)
· recent or imminent surgery
· malnutrition or
· history of jaundice at birth




	Appendices

	· Appendix 1-G: Schedule of immunizations




[bookmark: _Ref290877566]Table 1.7:  Vitamin A schedule and dosing
	Target Group
	Dosage
	Schedule

	Non-breastfed infants*
0 to 5 months
	50 000 IU
	A single dose at the age of 6 weeks

	All infants
6–11 months
	100 000 IU
	A single dose at the age of between 6 and 9 months (preferably at 9 months when child comes for immunization)

	All children
1–5 years
	200 000 IU
	A single dose at 12 months and then every 6 months until the age of 5 years (12, 18, 24, 30, 36, 42, 48, 54 and 60 months of age)

	*Breast fed infants should not receive vitamin A supplementation before the age of 6 months.


	Supplemental vitamin A

	Additional doses of Vitamin A are given as a supplement for certain diseases.   Supplemental doses should not be administered if a prophylactic dose was given the previous month.  The diseases include:
Persistent diarrhea  with severe dehydration
Measles
Xerophthalmia
Severe malnutrition
Dosing for supplemental vitamin A:
2–5 months: 50,000 IU
6–11 months:  100,000 IU
12–60 months:  200,000 IU



[bookmark: _Toc312325453]SOP 1.10 Essential counseling messages and anticipatory guidance 

	Date of creation or revision:
	Prepared by:
	Reviewed by:
	Approved by:

	
	
	
	

	Purpose

	To provide guidance to clinicians and other health workers on the age-specific recommendations to promote health, prevent accidents and illness, and support effective parenting at follow-up visits.

	Responsibility

	Nurse, prescribing clinician, counselor, social worker and/or peer educator

	Supplies

	1. Cue cards or counseling guide (if available)
62. Take-home materials for caregivers (if available)

	Procedure

	Infant
Assess family readiness, including:
· Address family support, maternal wellness, transition to parenting, sibling relationships and family resources.  Encourage families to:
· Accept help from family, friends
· Never hit or shake baby
· Take care of yourself; make time for yourself, partner
· Feeling tired, blue or overwhelmed in first weeks can be normal
Assess infant behaviors, including:
· Discuss infant capabilities, parent-child relationship, sleep (location, position, safety), sleep/wake states.  Encourage families to:
· Learn baby’s temperament, reactions
· Create nurturing routines; physical contact (holding, carrying, rocking)
· Put baby to sleep on back; don’t use loose, soft bedding
· Help baby to develop sleep and feeding routines
Discuss feeding, including:
· Hunger/satiation cues, feeding strategies (holding, burping), feeding guidance
· Recommended feeding methods
· Introduction of complementary foods after the age of 6 months
· Weaning (usually at 12 months, unless infant is HIV-infected) 
Discuss safety, including:
· Car safety, tobacco smoke, falls, home safety, encourage families to:
· Keep hand on baby when changing nappy/clothes
· Don’t smoke and don’t allow smoking in the home
· Avoid drinking hot liquids while holding the baby
Discuss routine care, including: 
· Infant supplies, skin care, illness prevention, encourage families to:
· Use fragrance-free soap and lotion, avoid powders
· Avoid direct sunlight
· Keep baby clean and dry
· Wash hands (caregiver) often
· Avoid others with cough, fever, colds or flu
· Avoid crowds.
Provide community resources
Toddler
Discuss family adaptations, including:
· Discipline (parenting expectations, consistency, behavior management, cultural beliefs about child-rearing, family functioning, domestic violence), encourage families to:
· Use consistent, positive discipline (limit use of the word “no”)
· Use distraction
· Be a role model
· Make time for self, partner, friends
· Ask for help if domestic violence
Provide an overview of toddler independence, including
· Changing sleep pattern, developmental mobility, cognitive development, communication, encourage families to:
· Keep consistent daily routines
· Provide opportunities for safe explorations; be realistic about abilities
· Recognize new social skills, separation anxiety; be sensitive to temperament
· Encourage creative play, imagination
Discuss feeding routine, including:
· Self-feeding, mealtime routines, transitions from breast milk or formula to solids and animal milk
Discuss safety, including: 
· [bookmark: _GoBack]Car safety seats, avoidance of burns, drowning, poisoning, injury, encourage families to:
· Not leave heavy objects, hot liquids on tablecloths
· Not leave hot liquids within child’s reach
· Undertake a home safety check
· Stay within reach if near water (tub, river, ponds or lakes).
· Keep medicines out of reach.
· Keep dangerous objects out of reach.

	Appendices

	None


[bookmark: _Toc290552835][bookmark: _Toc290639537][bookmark: _Toc312325454]SOP 1.11 Referrals to care and treatment for infants, children and families 

	Date of creation or revision:
	Prepared by:
	Reviewed by:
	Approved by:

	
	
	
	

	Purpose

	To outline the process of providing referrals to clinical and community service.  
To facilitate access to needed services.  

	Responsibility

	Health workers who counsel or advise clients and families with HIV Nurse or other health worker
HIV counselor
HIV social worker

	Supplies

	1. Medical record(s) and relevant registers (child health, EID, etc) as per national guidelines
64. Child Health Card
65. Mother’s Health Card  
66. Referral form
67. Referral log

	Procedure

	[bookmark: _Toc290799837]Conduct an assessment of client and family needs (SOP 10.2 Conducting a psychosocial assessment), services needed by the family that may be provided at your facility or that require referrals to other organizations, may include any of the following areas:
	· HIV counseling and testing for any parent or family members that does not know their HIV status 
· HIV care and treatment for family members and partners
· Support groups
· Social grants
· Peer support networks
· PLHIV associations
· Adherence support (See Section 10)
· Disclosure support (See Section 10)
· Food support/nutrition schemes
· Economic support/ employment services
· Child welfare services
	· Daycare and respite centers for children
· Schools
· Transportation assistance 
· Mental health services
· Drug and alcohol counseling
· Health care
· Housing 
· Home-based care 
· Schooling 
· Activities as part of daily living 
· Recreation and leisure 
· Legal assistance 
· Spiritual support 


Identify the organizations and resources that are available to meet the family’s needs by consulting your facility’s directory of community resources (if available) or asking colleagues.
Ask the child (where relevant) and/or caregiver for approval to make the referral. Assure them that confidentiality will be maintained, and that information about the family will only be shared with health workers and case managers who are directly involved in their case.
Make the referral by filling out a patient referral form (if available), including the name of the contact person at the health facility or community organization and the location of the service. Complete a separate referral form for each referral made.
Give the referral form to the patient/ caregiver and verbally give directions to the location of the service.
Contact the referral site to alert that the referral is being made (by phone, e-mail, text message, fax, etc). Provide detailed information to assist the referral site in providing optimal support.
If the time of the referral is immediately after the patient’s clinic appointment and the service will be provided within the health facility, accompany the client and/or caregiver to the service, if needed.  If the referral is for a service that will be provided within the community, discuss with the client/ caregiver any issues they anticipate in accessing the service, and address barriers where possible (e.g., identify a volunteer or home-based care team member to accompany the client/ caregiver, etc).
If the referral is urgent, ensure that the client/caregiver is accompanied to the referral site so that they access the service on time.  If this is not possible, call the referral site within 24 hours after the referral was made to ensure the patient/caregiver was seen and received the appropriate services.
Document the referral in the patient’s medical record, including the name of the organization and the date the referral was made.
When the patient returns to the clinic for follow-up:
· Ask whether they accessed the referral service
· Assess the success of the referral
· Assess whether additional support or follow-up is needed
Ensure the plan is kept up-to-date: 
· Regularly meet with the client for updates on progress and emerging needs.
· Regularly meet with other members of the multidisciplinary team to discuss health status and emerging needs of family members
· Update the plan in accordance with changing needs. 

	Appendices

	None
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	Contact information 

	For the Child
Name
Date of Birth
	For the Caregiver
Name
Address or directions to the household
Telephone numbers
Relationship to child (parent, step-parent, guardian)
	
Other primary caregivers
Employment status, type of work, contact information at work 

	Medical history 

	Neonatal history (mother’s health during pregnancy, complications or problems at delivery)
Maternal HIV status, maternal stage of disease if HIV-infected, PMTCT
Illnesses, infectious diseases and chronic health conditions
Injuries, hospitalizations, or surgeries
Visits to other clinics, health workers, traditional healers
Immunizations
	Medications 
Folk remedies and traditional/cultural health practices
Medical history of biological parents
TB contacts

	Nutrition

	Infant feeding method (breast, bottle, animal milk, mixed feeding); if breastfed, for how long?
Eating habits
Food allergies
	Vitamins and other supplements
Ability to secure adequate food/use of food assistance programs or community organizations for nutrition support

	Developmental and behavioral history

	General development and behavior (see developmental assessment tool in the Child Health Card, a sample developmental assessment tool can also be found in Appendix 1-F)

	Review of systems 

	General health 
Eyes
Ears, nose, mouth, throat
Heart
Respiratory
Gastrointestinal
Genitourinary 
Musculoskeletal 
Skin/breasts
	Neurological
Psychiatric
Hematology (signs of anemia)
Lymphatic (swollen lymph nodes)
Allergy
Sleep problems or concerns
Sample medical records form for children shown in Appendix 5.

	Family history 

	Major health issues of biological family members, 
	History of alcohol/substance abuse in the home 
Family/household transitions (birth, death, marriage, divorce, loss of income, move, incarceration)

	Social history

	Race/ethnicity
Religion
Primary language spoken at home
Household composition (number of adults and number of children living in home)
Caregivers’ relationship status (marriage or other single-partner, multiple partners, single, etc.)
	Caregiver occupation
Caregiver level of education
Caregiver general health 
General health of other household members
Child care (other primary caregivers or external child care)
Child’s school performance
Child’s peer relationships

	Environment

	General home environment
Recent travel
Exposure to infectious disease (e.g. TB)
Exposure to smoking, tobacco use, passive smoke
	Exposure to hazards (lack of potable water, excessive dust or other air pollution)
Exposure to violence (in the home, school or neighborhood)
Exposure to substance abuse



Include open-ended questions, as shown below, during the history.  For example, instead of asking, “Are you breastfeeding?” ask, “Let’s talk about what the baby is eating.  Can you tell me about what she takes in a typical day?”  The disadvantage of limiting the interview to closed ended question is that it is too easy for the client to respond with a “yes” or “no” or give you the response they think you want to hear.  If you ask open-ended questions, you are more likely to get an unbiased response. 


[bookmark: _Ref273363614]Examples of open-ended questions
	Close-ended question
	Open-ended equivalent

	Did your child pass his exams?
	Tell me about any concerns you have regarding your child’s school performance.

	Do you take any traditional medicines? 
	What folk remedies and traditional medicines have you taken in the last year?

	Was your child breastfed?
	How was your child fed as an infant?

	Do you live with your husband and the other 2 children?
	Tell me about who lives in your household.




[bookmark: _Ref290810626][bookmark: _Ref290812276][bookmark: _Toc312325456]Appendix 1-B: Guide to pediatric physical exam by age range

Newborn (0–11 weeks)
	ASSESSMENT
	
	

	Alertness
	Yes
	No

	Reactive to visual, auditory, touch stimuli
	Yes
	No (D)

	Congenital abnormalities
	Yes
	No

	Sleeping and eating behaviors
	Yes
	No (D)

	Growth monitoring
	Yes
	No

	PHYSICAL EXAM
	
	

	Length and weight, head circumference
	Yes
	No (D)

	Skin (rash, sores or jaundice)
	Yes
	No

	Mouth (oral thrush or ulcers)
	Yes
	No

	Breathing  (difficult or fast breathing)
	Yes
	No

	Heart rate and rhythm
	Yes
	No

	Signs of dehydration
	Yes
	No

	Abdomen (enlarged liver or spleen, umbilical infection)
	Yes
	No

	Back, spine, foot deformities
	Yes
	No

	General muscle tone
	Yes
	No (D)

	NUTRITION
	
	

	No solid foods; no water; no juice
	Yes
	No (D)

	Breast milk or formula only
	Yes
	No (D)

	ANTICIPATORY GUIDANCE
	
	

	Feeding issues
	Yes
	No

	Support of feeding decisions
	Yes
	No

	Sleep – baby always placed on back for sleeping
	Yes
	No

	General care of child (crying, bathing, bowel movements, clothing, etc.)
	Yes
	No

	Importance of immunization
	Yes
	No

	Responsive caregiving; assess caregiver’s attentiveness to child
	Yes
	No

	Need for visual, auditory, and touch stimulation
	Yes
	No

	Mother’s health and mental state
	Yes
	No (D)





Infant (11 weeks – 12 months)
	ASSESSMENT
	
	

	1. Growth monitoring
	Yes
	No

	1. Responds to caregiver, to sound and to touch
	Yes
	No

	1. Speech sounds and development of language 
	Yes
	No

	1. Ease of transition to solid foods
	Yes
	No

	1. Oral health (brush with soft toothbrush and water only)
	Yes
	No

	PHYSICAL EXAM
	
	

	Length and weight
	Yes
	No

	Skin (rash,sores, jaundice)
	Yes
	No

	Ears (discharge, swelling behind ears)
	Yes
	No

	Parotid enlargement
	Yes
	No

	Mouth (oral thrush,ulcers)
	Yes
	No

	Respiration (difficult or fast breathing)
	Yes
	No

	Heart rate and rhythm
	Yes
	No

	Abdomen (enlarged organs, umbilical infection)
	Yes
	No

	Testes fully descended
	Yes
	No

	Evaluate tone, attentiveness, strength, and symmetry of movement
	Yes
	No

	NUTRITION
	
	

	Introduction of solid foods (from 6 month of age)
	Yes
	No

	Importance of varied diet with fruits/vegetables, and sufficient proteins
	Yes
	No

	No honey during first year
	Yes
	No

	ANTICIPATORY GUIDANCE
	
	

	Importance of immunization
	Yes
	No

	Transition to solid foods (6 months — porridge; 8–11 months — mashed foods)
	Yes
	No

	General care (colic, crying, etc.)
	Yes
	No

	Continuing need for sensory stimulation
	Yes
	No

	Need for consistent boundaries (what they can and cannot do)
	Yes
	No





Early Childhood (1–4 years)
	ASSESSMENT
	
	

	1. Growth monitoring
	Yes
	No

	1. Movement and coordination
	Yes
	No

	1. Language development
	Yes
	No

	1. Oral health (soft brush and toothpaste)
	Yes
	No

	1. Responds to commands
	Yes
	No

	PHYSICAL EXAM
	
	

	Height and weight
	Yes
	No

	Conduct physical exam with attention to signs and symptoms of HIV infection (Does the child have: pneumonia, persistent diarrhea, ear discharge, very low weight for age?  Look/feel for: oral thrush, swollen lymph nodes, generalized persistent lymphadenopathy?)
	
	

	Observe gait, movement, and coordination, language
	Yes
	No

	NUTRITION
	
	

	3 meals and 2 healthy snacks per day
	Yes
	No

	Avoid choke food (nuts, hard candy, etc.)
	Yes
	No

	Limit high fat/sugar foods
	Yes
	No

	ANTICIPATORY GUIDANCE
	
	

	Encourage self feeding
	Yes
	No

	Toilet training
	Yes
	No

	Continuing need for affection/praise and sensory stimulation
	Yes
	No

	Need for consistent discipline
	Yes
	No

	Learning what is appropriate and inappropriate behaviors
	Yes
	No





[bookmark: _Ref290810627][bookmark: _Ref290812277][bookmark: _Toc312325457]Appendix 1-C: Normal vital signs in infants and children

	[bookmark: _Ref245796564]Age
	HR
Beats/min
	RR
Breaths/min
	BP*
Systolic
	BP*
Diastolic

	< 1 day
	93–154
	40–60
	67
	41

	1–2 day
	91–159
	40–60
	67–74
	41–43

	3–6 day
	91–166
	40–60
	71–76
	42–47

	1–3 week
	107–182
	40–60
	65–103 
	52–71

	1–2 months
	121–179
	23–39
	84–106
	51–69

	3–5 months
	106–186
	23–39
	86–111
	53–69

	6–11 months
	109–169
	23–39
	93–112
	53–73

	1–2 years
	89–151
	22–31
	99–109
	57–65

	3–4 years
	73–137
	40–27
	100–111
	61–71

	5–7 years
	65–133
	18–24
	103–116
	65–76

	8–11 years
	62–130
	17–22
	108–124
	71–83

	12–15 years
	60–119
	14–21
	116–135
	75–86

	15–18 years
	60–120
	13–21
	125–140
	79–89


* Blood pressure should be done with the correct size cuff.

[bookmark: _Ref290810630][bookmark: _Toc312325458]Appendix 1-D: Tips for interacting with infants and young children during the health exam

	
	Characteristics
	Developmental approach to care

	Newborn to 1 year
	Attends to caregiver
Attends to sounds, responds to familiar voice
Withdraws, ignores, startles or cries in response to bright lights, painful touch, unpleasant odors, loud noises
Level of active response is proportional to the intensity of the aversive stimulation
	Assess caregiver’s attentiveness and awareness of the baby’s development.
Do as much of the exam as possible with the infant in the caregiver’s lap.
Do invasive procedures and things that will make the baby cry LAST (i.e. ears, mouth).

	1–2 years

	Language skills increasing 
Learning to control inappropriate behaviors (such as biting, hitting and screaming) 
Can sometimes restrain themselves when told “no” 
Difficulty controlling themselves when they are tired, hungry or upset, which is when tantrums are likely to occur 
	Allow child to sit or stand close to the caregiver during exam.
Start with the least invasive elements:  
· Inspect skin, musculo-skeletal and abdomen
· Perform neurological exam
· Listen to heart and lungs
· Assess Head, Eyes, Ear, Nose, Throat (HEENT)




[bookmark: _Ref290810632][bookmark: _Toc312325459]Appendix 1-E: Developmental approach to pediatric care

The supervision of children’s health takes a broader approach to care than is necessary for simply detecting disease.  Pediatric health workers monitor children’s overall physical, cognitive and psychosocial development.  This serves 2 primary purposes:  1) To approach the assessment of the child from a developmental framework and to provide developmentally-appropriate guidance to the family and the child as the child grows; and 2) To comprehensively assess the child’s health according to developmental standards.  Normal development is an important indicator of good health.  

The developmental approach to care requires a good background in child development, knowledge of strategies that help caregivers understand and adjust to their child’s development, knowledge of how to incorporate development into the overall approach to the child and family with the goal of establishing effective relationships with the child  and  caregivers.  Finally, the developmental approach requires enough knowledge of development to incorporate an assessment of development and ability to recognize abnormalities in the course of routine well-child care.  

General developmental principles:
Development is orderly and sequential.  Although children differ in rates and timing of developmental changes, they generally follow certain predictable stages or phases.  
The pace of development is specific for each child.  Developmental changes vary considerably.  Some children demonstrate early skill in motor coordination, others in language acquisition.  
Development occurs in a cephalocaudal (from the head) and proximodistal (from the centre of the body) manner.  For example, infants develop head control before sitting and walking.  Similarly, they develop the ability to roll over (a centre-body movement) before developing a pincer grasp (ability to pick up a small object with the fingers).  
Development becomes increasingly integrated.  Simple skills and behaviors are integrated into more complex behaviors as the child grows and develops, e.g. from the ability to walk while holding a hand or holding onto furniture, to walking unassisted, to skipping, running and hopping.
Development is affected by the child’s internal and external environment.  For example, language development is generally faster in children whose caregivers speak with them frequently.  Similarly, children influence their own environment; a child who is very interested in active play (e.g. sports) is likely to develop motor skills related to this type of play more rapidly than a child whose primary interest is in quiet, creative play.
Certain periods are critical.  Critical periods are defined as points of time when developmental advances occur more readily than they do at other times.  For example, the capacity of a child to conform to the expectations of school (e.g. sitting quietly, concentrating on a single subject for long periods) does not generally exist in a 2-year-old; most (but not all) children are developmentally prepared for this by the age of 5 or 6 years.  Caregiver expectations regarding child behavior or child development can sometimes by out of sync with normal development, so it is helpful to be able to provide information on norms with accuracy.
Growth and development is a dynamic process influenced by many factors.  Development is a continual process, but it is often not smooth.  Phases are marked by periods of rapid change and plateaus of relative stability.  

The incorporation of developmental norms and expectations into the interaction with and physical exam of children also enhances the ability to conduct a thorough assessment because it is more likely that the child will cooperate; it also supports the establishment of a good relationship with the child and family.  A developmental approach to the examination also serves as an opportunity to discuss developmental norms, advances in the child’s development and to provide guidance on coping with developmental changes. 
Developmental surveillance:  
With time, health workers develop an intuitive sense about the general ages at which particular milestones should occur.  Experience also brings an appreciation of individual differences in children, families and specific cultural or ethnic groups.  However, it is important to note that many variables can make it difficult to appreciate intuitively all the various developmental skills of any particular child. For example, a discrepancy between size and age can result in an inaccurate estimate of the child’s development.  More specifically, if the child appears much younger than the chronological age, the health worker may tend to evaluate the child by a standard of a younger child.  For example, if the child is 9 months of age but more closely resembles a 4–5 month old child, the clinician may not be concerned that the child is unable to sit without support.  In this case, the clinician may be missing a problem that requires evaluation and possible intervention.
	Developmental screening is often used interchangeably with developmental surveillance; however, in many settings, developmental screening refers to a longer, more comprehensive assessment.


This type of inconsistency is understandable and common.  For this reason, a standard approach to developmental surveillance is incorporated into each well-child visit.  Surveillance encompasses all primary care activities.  Strategies include:
Caregiver interview
Child interview
Observation of child’s behavior
Observation of child-parent interaction
Physical examination
Emphasis should be placed on monitoring development over time, within the context of the child’s overall well-being, rather than viewing development during an isolated testing session.  Development among children is exceptionally varied.  A 2-year-old girl may use full complex sentences, whereas her 3-year-old friend relies on 3-word directives (e.g., “want milk now”) to get what he desires.  Both can be normal, but the difference may be striking and may concern the caregiver.  The best approach is to keep in mind certain “red flags” related to normal child development; “red flags” refers to specific symptoms of developmental delay that require referral for additional assessment.  These are included in the screening tools described below.
Developmental delay and HIV:
It is critical to be aware that developmental delay is common in children with untreated HIV disease.  A child of unknown HIV status with developmental delay should have an HIV test as part of the evaluation.  The new onset of developmental red flags in a child who is known to have HIV is cause for immediate concern; an evaluation for opportunistic infection and/or advancing HIV disease and need to initiate or change HIV treatment is urgently required.


[bookmark: _Ref290810635][bookmark: _Toc312325460]Appendix 1-F: Sample developmental assessment tool


	Age
	Gross Motor
	Fine Motor
	Communication
	Personal / Social

	3 mos
	Pull to sit: no head lag
Prone: support on forearm, lifts head, buttock flat, rolls over
	Follows through 180
Hands open
Holds object place in hand
Watches hands
Pulls at clothes
	Coos and chuckles
Quiets to familiar sound
Turn head towards sound
	Excited when fed
Reacts to familiar situation

	6 mos
	Pull to sit: braces shoulder pulls to sit
Prone: extended arms, lifts head and chest
Supine: plays with feet, sits with support
	Reaches for object
Radial approach to toys
Transfers
Shadow reaction in other arm
	Babbles
Repetition
Laughs aloud
Turns to mother’s voice
	Puts everything in mouth
Responds to image in mirror
Starts to hold bottle
Shows like and dislikes

	9 mos
	Sits without support
Rolls
Crawls
Rocks on all fours
Pulls to stand
	Holds a cube in each hand
Points
	Deliberate vocalization
Babbles
Imitates sounds
Understands “no” / “bye-bye”
	Stranger anxiety
Holds bottle
Drinks from cup

	12 mos
	Bear creep
Walks around furniture sideways
Walks with feet apart and arms up
	Pincer grasp
Release on request
Begins to cast
Looks for toys when out of sight
	Knows own name
2 – 3 words with meaning
Understand simple commands
	Finger feeds
Pushes arms into sleeves
Plays games

	15 mos
	Walks alone
Collapses backwards
Stairs: creeps up, goes down backwards
	2 cube tower
Holds 2 cubes in 1 hand
	Jabber with expressing
2 – 6 words
Points to objects on request
	Picks up, drinks and puts down cup
Spoon feeds with mess
Indicates wet nappy

	18 mos
	Walks with arms down
Cannot turn unless still
Pulls a toy
Throws a ball
Climbs onto a chair
	3 cube tower
Scribbles
	6 – 20 words
	Handles spoon well
Looks at pictures
Takes off shoes and socks

	24 mos
	Runs
Stairs: up and down 2 feet per step
Kicks ball
Squats and rises without hands
	6 cube tower
Obvious hand preference
	<50 words
Short phrases
Ask for food, drink, toilet
	Spoon feeds without  mess
Clean and dry by day
Pretend play

	36 mos
	Rides tricycle
Stairs: up – 1 foot per step, down – 2 feet per step
Climbs
Walks on tip toes
	9 cube tower
Copies circle
Cuts with scissors
Builds a bridge
	Knows name and sex
Uses pronouns
Talks incessantly
	Toilet trained
Dress with supervision
Eats with a fork
Washes and dries hands

	48 mos
	Stairs: up and down 1 foot per step
Stands on 1 leg for 3 – 5 seconds
Hops
	Copies cross
Builds gate
	Full name and age
Recognize colors
	Eats with spoon and fork
Dresses and undresses
Make believe play

	60 mos
	Walks along narrow line
Hops on each foot separately
	6 cube steps
Copies square and triangle
Draws a man
	Fluent speech
Knows 3 opposites
	Dresses and undresses alone
Uses knife and fork
Chooses own friends

	72 mos
	Sits up without using hands
Walks backwards along straight line
	10 cube steps
Copies diamond
	Learns comparatives

	Cooperative play


Source: Paediatric ART Programme, KwaZulu Natal
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Recommended Routine Immunizations for Children — Summary of WHO Position Papers
	
	
	
	
	Interval Between Doses
	
	

	Antigen
	
	Age of 1st Dose
	Doses in Primary Series
	1st to 2nd
	2nd to 3rd
	3rd to
4th
	Booster Dose
	Considerations
(see footnotes for details)

	Recommendations for all children

	BCG
	
	As soon as possible after birth
	1
	
	
	
	
	Exceptions HIV

	Hepatitis B
	Option 1
	as soon as possible after birth ( <24h)
	3
	4 wks (min), with DTP1
	 4 wks (min), with DTP3
	 4 wks (min), with DTP3
	
	Premature and low birth weight
C-administration and
combination vaccine
High risk groups

	
	Option 2 
	as soon as possible after birth ( <24h) 
	4 
	4 wks (min), with DTP1 
	4 wks (min), with DTP2
	
	
	

	Polio
	OPV 
	6 wks (min)
(see footnote for birth dose)
	3 
	4 wks (min) with DTP2 
	4 wks (min) with DTP3
	
	
	OPV birth dose
Transmission and importation risk criteria 
IPV booster needed for early schedule

	
	IPV/OPV Sequential 
	8 weeks
(IPV 1st) 
	1–2 IPV 
2 OPV
	4–8 wks 
	4–8 wks 
	4–8 wks
	
	

	
	IPV
	8 weeks
	3
	4–8 wks
	4–8 wks
	
	(see footnote)
	

	DTP
	6 weeks (min) 
	3 
	4 weeks (min) 
	4 weeks (min) 
	
	1–6 yrs of age (see footnote)
	Delayed/ interrupted schedule Combination vaccine

	Haemophilus influenzae 
type b
	 6 wks (min) with DTP1,
24 months (max)
	3 
	4 wks (min) with DTP2 
	4 wks (min) with DTP3
	
	(see footnote)
	Single dose if >12 months of age 
Delayed/ interrupted schedule 
Co-administration and combination vaccine

	Pneumococcal (Conjugate)
	6 wks (min) with DTP1 
	3 
	4 wks (min) with DTP2 
	4 wks (min) with DTP3
	
	(see footnote)
	Single dose if 12–24 months of age 
Delayed/interrupted schedule 
Co-administration

	Rotavirus
	Rotarix 
	6 wks (min) with DTP1
15 wks (max) 
	2 
	4 wks (min) with DTP2 no  later than 32 wks of age
	
	
	
	Maximum age limits for starting/completing vaccination

	
	RotaTeq 
	6 wks (min) with DTP1,
15 wks (max) 
	3 
	4 wks (min) -
10 wks with DTP2 
	4 wks (min) with DTP3 no later than 32 wks of age
	
	
	

	Measles
	
	9–15 mos
(6 mos min, see footnote) 
	2 
	4 wks (min) (see footnote)
	
	
	
	

	HPV
	
	Quadrivalent
9 -13 yrs of age
Bivalent
10–13 yrs of age 
	3 
	Quadri-valent - 2 mos (min 4 wks)
Bivalent - 1 month (max 2.5 mos)
	Quadri-valent - 4 mos (min 12 wks)
Bivalent - 5 mos 
	
	
	Vaccination of males for prevention of cervical cancer not recommended currently

	Recommendations for children residing in certain regions 

	Japanese Encephalitis
	Mouse-brain derived 
	1 year 
	2 
	4 wks (min) 
	
	
	after 1 yr and every
3 yrs up to 10–15 yrs of age
	 Vaccine options

	
	Live attenuated 
	9–12 mos 
	1 
	
	
	
	after 1 yr
	

	 Yellow Fever
	9–12 mos with measles 
	1 
	
	
	
	
	Co-administration

	Recommendations for children in some high-risk populations

	 Typhoid
	Vi PS 
	2 yrs (min) 
	1 
	
	
	
	every 3 yrs 
	Definition of high risk

	
	Ty21a 
	Capsules 5 years (min) (see footnote) 
	3 or 4 
	1 day 
	1 day 
	1 day 
	Every
3–7 yrs 
	Definition of high risk

	 Cholera
	Dukoral (WC-rBS) 
	2 yrs (min) 
	3 (2–5 yrs)
2 (>6 yrs) 
	> 7 days (min)
< 6 wks (max)
	> 7 days (min)
< 6 wks (max) 
	
	every 6 mos
every 2 yrs
	Minimum age group 
Definition of high risk

	
	Shanchol and Morcvax 
	1 yr (min) 
	2 
	14 days 
	
	
	after 2 yrs
	

	Meningococcal (polysaccharide)
	2 yrs (min) 
	1
	
	
	
	
	Definition of high risk 
Conjugate vaccine

	Hepatitis A
	1 yr (min) 
	2 
	6–18 mos
	
	
	
	Definition of high risk

	Rabies
	as required 
	3 
	7 days 
	14–21 days 
	
	(see footnote)
	Definition of high risk, booster

	Recommendations for children receiving vaccinations from immunization programmes with certain characteristics

	Mumps
	12–18 mos with measles 
	2 
	1 month (min) to school entry
	
	
	
	Coverage criteria > 80%; Combo vaccine

	Rubella
	9–15 mos with measles 
	1
	
	
	
	
	Coverage criteria > 80%; Combo vaccine

	Influenza (Inactivated)
	6 mos (min) 
	2 
	1 month
	
	
	
	Revaccinate annually: 1 dose only 
Priority targets


Refer to http://www.who.int/immunization/documents/positionpapers/ for table & position paper updates. This table summarizes the WHO vaccination recommendations for children. The ages/intervals cited are for the development of country specific schedules and are not for health workers. National schedules should be based on local epidemiologic, programmatic, resource & policy considerations. While vaccines are universally recommended, some children may have contraindications to particular vaccines.

When adapting these SOPs, this table should be replaced by the national immunization schedule. 
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When a child is undressed for weighing, make a visual assessment of the child (e.g. does the child appear thin, fat, active, lethargic, etc.).  Is the child bright eyed and attentive? Or does she or he appear ill, with dull hair and eyes, and is lethargic?   Take note of any clinical signs of severe undernutrition. Does the child have signs of anemia — skin color seems unusually pale, particularly in the nails, lips and inside the eyelid.  

It is important to recognize signs of marasmus and kwashiorkor since they require urgent specialized care that may include special feeding regimens, careful monitoring, antibiotics, etc. Marasmus and kwashiorkor are syndromes that are usually evident on visual assessment.  In cases where edema is present, the edema may obscure weight loss, making it important to assess both the child’s appearance and the growth measurements to ensure an accurate diagnosis.  Regardless of their weight, children with these syndromes should be referred for urgent care.  

Marasmus (non-oedematous malnutrition)
In this form of severe malnutrition, the child is severely wasted and has the appearance of “skin and bones”. The child’s face looks like an old man’s because of loss of facial subcutaneous fat, but the eyes may be alert. The ribs are easily seen. There may be folds of skin on the buttocks and thighs that make it look as if the child is wearing “baggy pants.” Weight-for-age is likely to be very low. 

Marasmus
[image: ]
WHO (2008)[endnoteRef:6] [6:  WHO (2008). “Training Course on Child Growth Assessment.” Geneva, WHO.  Available at http://www.who.int/childgrowth/training/en/
] 


Kwashiorkor (oedematous malnutrition)
In this form of severe malnutrition, the child’s muscles are wasted, but the wasting may not be apparent due to generalized edema (swelling from excess fluid in the tissues). The child is withdrawn, irritable, obviously ill, and will not eat. The face is round (because of edema) and the hair is thin, sparse and sometimes discolored. The skin has symmetrical discolored patches, which later cracks and peels off. A child with kwashiorkor will usually be underweight, but the edema may make the child appear overweight; it is very important, therefore, to conduct this visual assessment of the child’s health as well as weigh the child and conduct a growth assessment.

Marasmic kwashiorkor
Kwashiorkor and marasmus are distinct conditions, but in communities where both occur, cases of severe undernutrition often have features of both.  For example, a child may have severe wasting as seen in marasmus, along with the skin and hair changes or edema typical in kwashiorkor. 

	Edema of the feet

	[image: ]
WHO (2008)[endnoteRef:7] [7:  WHO (2008). “Training Course on Child Growth Assessment.” Geneva, WHO.  Available at http://www.who.int/childgrowth/training/en/
] 



Oedema of both feet
Edema of both feet is a sign that a child needs referral, even if other signs of kwashiorkor are not present. The edema must appear in both feet. (If the swelling is in only 1 foot, it may just be a sore or infected foot.) To check for edema, the health worker should grasp the foot with her or his hand and gently press the thumb into the top of foot for a few seconds.  The child has edema if a pit (dent) remains in the foot when the thumb is lifted.  A child with edema of both feet is automatically considered severely underweight, regardless of what the scale shows. Weigh and measure the child, and note in the Road to Health Card. 

If a child has marasmus, kwashiorkor, or edema of both feet, make note in the Road to Health Card.  When plotting the child’s measurements, indicate on the graphs, near the relevant points, if the child has edema. Refer the child for specialized care. 
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Measuring and plotting 

Measuring Head Circumference

H

e

a

d

 

c

i

r

c

u

m

f

e

r

e

n

c

e

 

s

h

o

u

l

d

 

b

e

 

m

e

a

s

u

r

e

d

 

u

s

i

n

g

 

a

 

n

a

r

r

o

w

 

p

l

a

s

t

i

c

 

o

r

 

d

i

s

p

o

s

a

b

l

e

 

p

a

p

e

r

 

t

a

p

e

M

e

a

s

u

r

e

m

e

n

t

 

s

h

o

u

l

d

 

b

e

 

t

a

k

e

n

 

w

h

e

r

e

 

t

h

e

 

h

e

a

d

 

c

i

r

c

u

m

f

e

r

e

n

c

e

 

i

s

 

w

i

d

e

s

t


image6.png




image7.emf

image1.jpeg




image2.gif




