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Clinical Practice Guideline for 

Preventive Health Care - Pediatrics 

 

The following guidelines are based on national standards and, therefore, should be utilized at the 

practitioner’s discretion based on needs unique to the member and to the geographic region. 

Because each child and family is unique, the pediatric preventative health care recommendations 

are designed for the care of children who are receiving competent parenting, have no 

manifestations of any important health problems and are growing and developing in satisfactory 

fashion.   

 

Additional visits may become necessary if circumstances suggest variations from normal.  These 

guidelines represent a consensus by the American Academy of Pediatrics (AAP) and Bright 

Futures. The AAP continues to emphasize the great importance of continuity of care in 

comprehensive health supervision and the need to avoid fragmentation of care. 

 

If a child comes under care for the first time at any point on the schedule, or if the items are not 

accomplished at the suggested age (or age range), the schedule should be brought up to date at 

the earliest possible time.  *See attached chart. 

 

1. Every infant should have a newborn evaluation at birth: every breast-feeding infant 

should have an evaluation 48 – 72 hours after discharge from the hospital to include 

weight, breast- feeding evaluation (with encouragement and instruction), and a jaundice 

evaluation. Anticipatory guidance for sleep positioning will be discussed with the parent. 

2. Hearing Screening: done in the hospital on newborns prior to discharge and are followed 

accordingly. If the patient is uncooperative, a re-screen is completed within three weeks. 

This is arranged with the hospital nursery from which the newborn was discharged.  

Universal hearing screening is recommended once during the Early Adolescence, the 

Middle Adolescence, and the Late Adolescence Visits. Screening in these age groups may 

be enhanced by including 6,000 and 8,000 Hz high frequencies in the screening 

audiogram. In addition to screening, counseling on the risk of hearing loss caused by 

environmental exposures may be considered. 

3. Developmental and behavioral assessment should include: developmental surveillance, 

psychosocial/behavioral assessment, and alcohol/drug use assessment.  In the absence of 

established risk factors or parental or provider concerns, a general developmental 

screening, including neuromotor screening, is recommended at the 9 Month, 18 Month, 

and 2½ Year Visits. Recommend screening of adolescents (12-18 years of age) for 

depression, ensuring psychotherapy (cognitive-behavioral or interpersonal) and follow-up. 

4. Metabolic screening: The Iowa Neonatal Metabolic Screening Program tests every 

newborn for all disorders on the American College of Medical Genetics and March of 

Dimes screening panels. See www.idph.state.is.us/genetics. 
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5. Immunizations: Follow the Center for Disease Control and Prevention’s (CDC) 

Recommended Immunization Schedule. Every visit should be an opportunity to update 

and complete a child’s immunizations. 

6. Hemoglobin/Hematocrit: The American Academy of Pediatrics recommends screening 

for anemia between the ages of 9 to 12 months with additional screening for patients at 

risk. Children/adolescents with risk factors should be screened annually. The USPSTF 

recommends routine iron supplementation for asymptomatic children aged 6-12 months 

who are at increased risk for iron deficiency anemia. 

7. Lead Screening: American Academy of Pediatrics Council on Environmental Health 

recommends that children be tested at least once when they are 2 years of age or, ideally, 

twice, at 1 and 2 years of age, unless lead exposure can be confidently excluded. Iowa 

legislation requires that all children have a blood lead test before age 6 – prior to entering 

kindergarten. See the attached Iowa Department of Public Health Childhood Lead 

Poisoning Risk Questionnaire – Attachment A.  IL, NE, and WI require screening 

children’s risk of lead exposure at a minimum. 

8. Tuberculosis (TB) testing: annual testing is recommended for high risk groups. High risk 

groups include household members of persons with TB or others at risk for close contact 

with the disease, recent immigrants or refugees from countries where TB is common, 

migrant workers, residents of correctional institutions or homeless shelters, persons with 

certain underlying disorders. 

9. Cholesterol screening:  A fasting lipoprotein profile (total cholesterol, low-density 

lipoprotein cholesterol, high-density lipoprotein cholesterol, and triglyceride) should be 

obtained before pubertal onset and in late adolescence. Screening should be considered for 

younger children when a history of familial hypercholesterolemia has been identified. 

10. Gynecologic Testing:  American College of Obstetricians and Gynecologists (ACOG) 

new screening guideline no longer recommends PAP smears on females younger than 21. 

Pregnancy testing to be done as indicated. 

11. Sexually transmitted infections: Screening for chlamydia and gonorrhea is 

recommended for all sexually active (pregnant and non-pregnant) women age 24 and 

younger. Additional screening tests may be done for those at increased risk. Advise about 

risk factors and provide behavioral counseling to prevent sexually transmitted infections.  

12. HIV testing: CDC and USPSTF recommend screening for HIV infection in persons aged 

15-65. Their suggested interval is a one-time screening of adolescent and adult patients to 

identify those already HIV-positive. Repeated screening is then suggested for persons at 

higher risk for HIV infection, those actively engaged in risky behaviors, and those living 

in a high-prevalence setting. For some tests a written consent is needed – check state laws 

where test is ordered to determine if it is necessary. Individual offices/providers will 

determine the ability to follow these recommendations based upon their patient population 

and demographics. 

13. Oral Health: Assessment – dental history (recent concerns, pain, or injury), visual 

inspection of hard and soft tissues of oral cavity, dental referral based on risk assessment 

as early as 6 months of age, 6 months after the first tooth erupts, and no later than 12 

months of age..Subsequent examinations as prescribed by dentist. The USPSTF 

recommends fluoride varnish to the primary teeth of all infants and children from the time 

of primary tooth eruption through age 5 years.  The AAP recommends that fluoride 

varnish be applied to the teeth of all infants and children at least once every 6 months and 
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every 3 months for children at elevated caries risk, starting when the first tooth erupts and 

until establishment of a dental home. This was based on the recommendations from the 

American Academy of Pediatric Dentistry to apply fluoride to high-risk children. Some 

health insurers, including some state Medicaid programs, limit the application to every 6 

months.  The USPSTF recommends “that primary care clinicians prescribe oral fluoride 

supplementation starting at 6 months of age for children whose water supply is deficient 

in fluoride”.  Systemic fluoride intake through optimal fluoridation of drinking water or 

professionally prescribed supplements is recommended to at least age 16 years or the 

eruption of the second permanent molars, whichever comes first. 
14. Vision Health:  Examine a newborn’s eyes for general eye health, including a red reflex 

test in the nursery.  Ophthalmology should examine all high-risk infants (i.e., those at risk 

of developing retinopathy of prematurity (ROP); those with a family history of 

retinoblastoma, glaucoma, or cataracts in childhood; those with a family history of retinal 

dystrophy/degeneration; those with systemic diseases or neurodevelopmental delays 

associated with eye problems; those with any opacity of the ocular media; or those with 

nystagmus).  From 1 month to 4 years of age, infants and toddlers should have their ocular 

health assessed at each routine well-child visit.  Refer to Attachment B for additional 

guidance. 

15. Visual Acuity:  The AAP recommends annual vision acuity screening for all children 

between the ages of 3 and 5 years to detect amblyopia, strabismus, and defects in visual 

acuity.  Additional screening should be done at routine well-child visits.  If a child is 

uncooperative with testing, refer for a comprehensive eye evaluation no later than age 5 

years.  Children with possible or diagnosed learning disabilities, such as dyslexia, should 

undergo a comprehensive eye examination so that any undiagnosed vision impairment can 

be identified and treated.  Refer to Attachment B for additional guidance. 

16. BMI: On an annual basis, children ages 2-17 should have BMI assessed and documented 

in the medical record and plotted on an age growth chart. Recommend screening for 

obesity and eating disorders. Provide counseling or refer them to comprehensive 

behavioral interventions to promote a healthy weight status. 

17. Anticipatory Guidance: should include injury prevention, violence protection, nutrition, 

and physical activity. This anticipatory guidance should be documented in the patient’s 

medical record. 

18. Perinatal Depression (PND) and Postpartum Depression (PPD): Routine screening of 

patient’s mother should be integrated into well-child visits of patient at 1, 2, 4 and 6 

months of age.  PPD can lead to increased costs of medical care, inappropriate medical 

treatment of the infant, discontinuation of breastfeeding, family dysfunction, and an 

increased risk of abuse and neglect.  PPD, specifically, adversely affects this critical early period 

of infant brain development. 
19. Autism Spectrum Disorder: The AAP has recommended administering an Autism 

Spectrum Disorder (ASD)–specific screening tool at the 18 Month and 2 Year health 

supervision visits in addition to a general developmental screening tool. 

20. Blood Pressure: Bright Futures Guidelines includes blood pressure screening as a vital 

sign for all visits beginning with the 3 Year Visit. The USPSTF recommends screening for 

high blood pressure beginning at 18 years of age.  In babies and children younger than 3 

years, blood pressure is a selective screening with risk assessment questions drawn from 

the National High Blood Pressure Working Group on High Blood Pressure in Children 

and Adolescents. 
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21. Critical Congenital Heart Disease: A significant body of evidence suggests that early 

detection of critical congenital heart disease through pulse-oximetry monitoring is an 

effective strategy for reducing morbidity and mortality rates in young children. In some 

states, this screening is mandated as a component of newborn screening. Health care 

professionals should be aware of state-specific reporting requirements. 
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Preventive Care Guidelines for Pediatric Patients 
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History                                 Initial/Interval 1                      

Physical Examination       As part of each Screening                      

Measurements                    Length / Height & Weight                      

                                      Head Circumference ● ● ● ● ● ● ● ● ● ●            

                                      Body Mass Index  -  BMI 15          ● ● ● ● ● ● ● ● ● ● ● ● 

                Blood Pressure  per risk assessment ● ● ● ● ● ● ● ● ● ● ● 

Oral Health 12 ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● 

Developmental/Behavioral Assessment 3 ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● 

Sensory Screening                Vision14 O O O O O O O O O O O O O O O S O O S O O 

         Hearing 2 O S S S S S S S S S S O O S O S O S S O S 

Anticipatory Guidance 16                      

                Sleep Positioning Counseling ● ● ● ●                  

Procedures – General 

           Heredity / Metabolic Screening 4 ●                     

                        Immunization 5   to be reviewed at each visit
 ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● ● 

    Hematocrit Or Hemoglobin6      ● Additional screening if at risk, may be done annually 
* * * 

Procedures / Patients At Risk 

                       Lead Screening7 See Questionnaire - Attachment A ●  
* * * *   *   

        

                       Tuberculin Test8 For High Risk Groups, Annual testing is recommended 

                       Cholesterol Screening 9          
* 

 
* 

 
* * * * * * * 

● 

                       Gynecologic Testing 10                        S 

                       STI  Screening11               as appropriate 
* * * * * 

                       HIV Screening12                   
as  

appropriate 
  

KEY ●  To be performed       S  Subjective, by history      * High risk          To be performed at every visit  O  Objective, by standard testing method      

  

  The range during which a service may be provided, with the ●  indicating  preferred ag
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Attachment A 
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Attachment B 

Vision Screening Recommendations—AAPOS 2018 

Powerpoint: Pediatric Vision Screening:  Guidelines for Effective and Efficient Vision Screening in Children (please 

allow for a two minute download time) 

Vision Screening Recommendations (PDF print format) provided by the Vision Screening Committee of AAPOS 

 

Age Tests Referral Criteria Comments 

Newborn to 12 months 

 Ocular history 

 Vision assessment 

 External inspection of the eyes 

and lids 

 Ocular motility assessment 

 Pupil examination 

 Red reflex examination 

 Refer infants who do not track well after 3 months of age. 

 Refer infants with an abnormal red reflex or history of 

retinoblastoma in a parent or sibling. 

  

12 to 36 months 

 Ocular history 

 Vision assessment 

 External inspection of the eyes 

and lids 

 Ocular motility assessment 

 Pupil examination 

 Red reflex examination 

 Visual acuity testing 

 Objective screening device 

“photoscreening” 

 Ophthalmoscopy 

 Refer infants with strabismus 

 Refer infants with chronic tearing or discharge. 

 Refer children who fail photoscreening. 

36 months to 5 years 

 Ocular History 

 Vision assessment 

 External inspection of the eyes 

and lids 

 Ocular motility assessment 

 Pupil examination 

 Red reflex examination 

 Visual acuity testing 

(preferred) or photoscreening 

 Ophthalmoscopy 

     Visual acuity thresholds 

 Ages 36-47 months:  Must correctly identify the majority of the 

optotypes on the 20/50 line to pass. 

 Ages 48-59 months:  Must correctly identify the majority of the 

optotypes on the 20/40 line to pass. 

 Refer children who fail photoscreening. 

5 years and older* 

  

 *Repeat screening 

every 1-2 years after age 

5. 

  

 Ocular history 

 Vision assessment 

 External inspection of the eyes 

and lids 

 Ocular motility assessment 

 Pupil examination 

 Red reflex examination 

 Visual acuity testing 

 Ophthalmoscopy 

 Refer children who cannot read at least 20/32 with either eye. 

Must be able to identify the majority of the optotypes on the 

20/32 line. 

 Refer children not reading at grade level. 

https://aapos.org/client_data/files/2016/1415_pediatricvisionscreeningaaposnarrateddenrevised6_9_16.pptx
http://www.aapos.org/client_data/files/2014/1076_aapos_visscreen.pdf

