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As my husband always says, we cannot afford to waste a
single person in America, particularly not a child. That is why
we must all take responsibility for the health of our nation's
children.

In recent years we have made considerable strides in
improving health, education, and economic opportunities for
Rmerican children. But even so, many of our young people face
health and developmental challenges that undermine their ability
to fulfill their potential and lead productive and happy lives.

Today, nearly 1/3 of all children under age three live in
poverty. Too many are exposed to the problems of crime and
violence in their own neighborhoods and schools. Millions lack
the nutrition necessary to ensure proper growth and development.
Compounding the problem, about ten million children do not have
health insurance, making it difficult for them to take advantage
of medical technology and care that can guard against illness and
save lives.

Taking steps to protect our children's health is one of the
soundest investments our nation can make. We have seen dramatic
improvements in public health from some simple initiatives like
adding fluoride to local water supplies, vaccinating children
against diseases such as polio and reducing children's exposure

to lead poisoning. In addition; Medicaid has provided millions



of disadvantaged children with important preventive health

services.

-

Today,\i}th immunization _rates in America lagging behind
many other developed countries,| President Clinton has initiated a
campaign to improve immunization services, lower costs, reach out
to families and ensure that all young children receive the
vaccinations they need.

But government will not succeed alone in promoting health
among our children. Parents, physicians, teachers and other
caregivers must work together to ensure that children get regular
medical check-ups, proper nutrition, exercise, and sleep.

By focusing on preventive health care, this issue of
Prevention magazine is a valuable reminder of the contributions
we must all make to improving the health and well-being of our

children.
#H#4
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RECOMMENDATIONS FOR PREVENTIVE PEDIATRIC HEALTH CARE

Each child and tamily is unique; theretore, these Recommendations for Pre-
ventive Pediatric Health Care are designed for the care of children who are
receiving competent parenting, have no manitestations of any important health
problems. and are growing and deveioping in satistactory fashion. Additional
visits may become necessary if circumstances suggest variations from normal.

Committee on Practice and Ambulatory Medicine

These guidelines represent a consensus by the Committee on Practice and
Ambulatory Medicine in consultation with national committees and sections of the
American Academy of Pediatrics. The Committee emphasizes the great impor-
tance of continuity of care in comprehensive health supervision and the need to
avoid fragmentation of care.

A prenatal visit is recommended for parents who are at high risk, for first-time
parents, and for those who request a conference. The prenatal visit should
include anticipatory guidance and pertinent medical history. Every infant should
have a newborn evaluation after birth.
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1 Breastteeding encouraged and instruction and suppont oftered. 8. Ateach visil. a complete physical examination is essental, with infant totally unciothed. older critd 16 Cholesterol screening for high nsk patients per AAP “Stalement on Cholesterol” (1992) It family

I

. For newboms discharged in less than 48 hours aher dehivery
. Developmental, psychosocial, and chionic disease issues for chiidren and adolescents may require
frequent counseling and treatment visits separate trom preventive care visits
If a child comes under care for the first tirme at any pomt o the schedule, or if any items are not
accomphshed at the suggested age, the schedule should be brought up to date at the earliest
possible tme.
5. It the patient 1s uncooperative, rescraen within six months
6. Some expens recommend objective appraisal of hearing in the newbom penod. The Jont
Committee on Infant Heanng has identified patients ai significant nisk for hearing loss. Ali children
meeting these criteria shouid be objectively screened  See the Joint Committee on tnfant Heanng
1894 Position Staterment
7. By mistory and appropnate phys:cal examination if suspicious, by spezific objective developmental
testing.

w
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Key: ® =to be performed

13.
14
15.

undressed and sunably draped.

. These may be modified. depending upon entry pomnt into schedule and individual need.

Metabolic screening {eg. thyroid. hemoglobmopathies. PKU. galactosemia} should be done

according to state law.

Every visit should be an opportunity to update and complete a child's immumizations.

(1993).
All menstruating adolescents should be screened

Conduct dipstick urinalysis for leukocytes for maie and female adolescents.

. Schedule(s) per the Committee on Infectious Diseases. pubhished periodically in Pediatncs

. Blood lead screen per AAP statement “Lead Poisoning From Screening to Pnmary Prevention™

T8 testing per AAP statement “Screening for Tuberculosis in Infants and Chiidren” (1994). Testing
shoulg be done upon recognition of high nsk faclors. i results are negative but high nsk situation

continues, testing should be repeated on an annual basis.

* = to be performed for patients at risk S = subjective, by history O = objective, by a standard teating method

history cannot be ascertamned and other nsk tactors are present, screening should be at the
discretion of the physician

17 Al sexually active patients should be screened for sexually transmitted diseases (STDs).

18. All sexually active females should have a pelvic examination. A pelvic examnation and routine
pap smear shouid be offered as part ol preventive heafth maintenance between the ages of 18 and
21 years.

19. Approprate discussion and counseling snould be an integra; part of each visit for care

20. From binth to age 12, refer 10 AAP's injury prevention program (TIPP“) as descrbed in *A Guide lo
Safety Counseling in Office Practice” (1994).

21. Earlier inflial dental evatuations may be appropnate for some children Subsequent examinations
as prescrnbed by dentist.

~¢———— = the range during which a service may be provided. with the dot indicating the preferred age.

NB: Special chemical. immunologic. and endocrine testing is usually carried out upon specific indications. Testing other than newborn (eg. inborn errors of metabolism, sickie disease, etc.) is discretionary with the physician.

Ther i in this publication do not indi an exclusive course of treatment or serve as & standard of medical care. Variations, taking into account individual circumstances, may be appropriate. ©1995 American Academy of Pediatrics.




Recommended Ages for Administration of Currently
Licensed Childhood Vaccines - August 1995

Vaccines are listed under the routinely recommended ages. Solid bars indicate range of acceptable ages for vaccination. Shaded bars
indicate new recommendations or vaccines licensed since publication of the Recommended Childhood Immunization Schedule in
January 1995. Hepatitis B vaccine is recommended at 11-12 years ot age for children not previously vaccinated. Varicella Zoster Virus
vaccine is recommended at 11-12 years of age for children not previously vaccinated, and who lack a reliable history of chickenpox.

Age » | 2 i 6 12! 15 18 4-6 |11-12|14-16

Vaccine vV |Birth | mos | mos | mos | mos | mos | mos yrs yrs yrs

Hepatitis B> |[Hep B-1 B
'Hep B-2 _||[Hep B-3 |
i . T m
Tetanug, Pertassis | ote | ot | ote |[oTP" oeaisen ] BTRC ]

H. influenzae . . . 7

type b° Hib Hib Hib®  ([Hib" ]

Polio OPV opv |[opv OPV

Measles, Mumps,
Rubella®

Varicella Zoster’

MMR [or]|°MMR

Vaccines recommended in the second year of life (12-15 months of age) may be given at either one or two visits.

Infants born to HBsAg-negative mothers should receive 2.5 pg of Merck Sharp & Dohme (MSD) vaccine (Recombivax HB) or 10 g of SmithKline Beecham (SKB) vaccine (Engerix-B). The second dose
should be given between | and 4 months of age. if at least one month has elapsed since receipt of the first dose. The third dose is recommended between 6 and 18 months of age.

Infants born to HBsAg-positive mothers should receive immunoprophytaxis for hepautis B with 0.5 ml Hepatitis B Immune Globulin (HBIG) within 12 hours of birth. and either Sug of MSD vaccine
(Recombivax HB) or 10 ug of SKB vaccine (Engerix-B) at a separate site. [n these infants, the second dose of vaccine is recommended at | month of age and the third dose at 6 months of age. All pregnant
women should be screened for HBsAg in an early prenatal visit.

Hepatitis B vaccine is recommended for adolescents who have not previously received 3 doses of vaccine. The 3-dose series should be initiated or completed at the 11-12 year-old visit for persons not previously
fully vaccinated. The 2nd dose should be administered at least | month after the first dose, and the 3rd dose should be administered at least 4 months after the first dose.

The fourth dose of DTP may be administered as early as 12 months of age. provided at least 6 months have elapsed since DTP3. Combined DTP-Hib products may be used when these two vaccines are 1o be
administered simulanedusly. DTaP (diphtheria and tetanus toxoids and acellular pertussis vaccine) is licensed for use for the 4th and/or Sth dose of DTP vaccine in children 15 months of age or older and may be
preferred for these doses in children in this age group. Td (tetanus and diptheria toxoids, absorbed, for adult use) is recommended at 11-12 years of age if at least 5 years have elapsed since the last dose of DTP.
DTP-Hib.or DT.

Three H. influenzae type b conjugate vaccines are available for use in infants: HbOC [HibTITER] (Lederle Praxis): PRP-T [ActHIB: OmniHIB] (Pasteur Mérieux. distributed by SmithKline Beecham:
Connaught); and PRP-OMP [PedvaxHIB] (Merck Sharp & Dohme). Children who have received PRP-OMP at 2 and 4 months of age do not require a dose at 6 months of age. After the primary infant Hib
conjugate vaccine series is completed. any licensed Hib conjugate vaccine may be used as a booster dose at 12-15 months.

The second dose of MMR vaccine should be adnunistered EITHER at 4-6 years of age OR at 11-12 years of age. consistent with state school immunization requirements.

Varicella zoster virus vaccine (VZV) is routinely recommended at 12-18 months of age. Chiidren who have not been vaccinated previously and who lack a reliable history of chickenpox should be vaccinated by
13 years of uge. VZV can be administered to suscepuble children any time after 12 months of age. Children under 13 years of age should receive a single 0.5 mL dose: persons 13 years of age and older should
receive two 0.5 doses 4-8 weeks apart.

BECAUSE THE AAP, ACIP AND AAFP HAVE AGREED TO FORMALLY REEVALUATE THE IMMUNIZATION SCHEDULE ANNUALLY, ANY SUBSEQUENT REVISIONS WILL BE
PUBLISHED IN THE “RECOMMENDED CHILDHOQD IMMUNIZATION SCHEDULE / UNITED STATES - JANUARY 1996" !N THE JANUARY 1996 ISSUE OF PEDIATRICS.

©1995 Amarican Academy of Pediatrics.




RECOMMENDAT ONS FOR PREVE TIVE PEDIA' 'R C HEALTH CARE

Each child and family is unique; therefore, these Recommendations for Pre-
ventive Pediatric Health Care 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.

Committee on Practice and Ambulatory Medicine

These guidelines represent a consensus by the Committee on Practice and
Ambulatory Medicine in consultation with national committees and sections of the
American Academy of Pediatrics. The Committee emphasizes the great impor-
tance of continuity of care in comprehensive health supervision and the need to
avoid fragmentation of care.

A prenatal visit is recommended for parents who are at high risk, for first-time
parents, and for those who request a conference. The prenatal visit should
include anticipatory guidance and pertinent medical history. Every infant should
have a newborn evaluation after birth.

INFANCY® EARLY CHILDHOOD’ MIDDLE CHILDHOOD’ ADOLESCENCE’
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. Breastleeding encouraged and instruction and support offered.

2. For newborns discharged in less than 48 hours after delvery.

3. Developmental, psychosocial, and chronic disease issues for children and adolescents may require
frequent counseling and treatment visits separate from preventive care visits.

4. If a child comes under care for the first time at any point on the schedule, or if any items are not
accomplished at the suggested age, the schedule should be brought up to date at the earliest
possible time.

5. |tthe patient is uncooperalive, rescreen within six months.

6. Some experls recommend objective appraisal of hearing in the newborn period. The Joint
Committee on Infant Hearing has identified patients at significant risk for hearing loss. All children
meeling these criteria should be objectively screened. See the Joint Committee on Infant Hearing
1994 Positon Statement,

7. By history and appropriate physical examination: if suspicious, by specific objective developmental

testing.

Key: ¢ =to be performed

* = to be performed for patients atrisk S = subjective, by history O = objective, by a standard testing method

8. Al each visit, a complete physical examination is essential, with infant totally unclothed, older child
undressed and suitably draped.
9. These may be modified. depending upon entry point into schedule and individual need.
10. Metabolic screening {eg, thyroid, hemoglobinopathies. PKU, galactosemia) should be done
according to state law.
11. Schedule(s) per the Committee on Infectious Diseases, published periodically in Pediatrics.
Every visit should be an opportunity to update and complete a child's immunizations.
12. Blood lead screen per AAP siatement “Lead Poisoning: From Screening 1o Primary Prevention™
{1993).
13. All menstruating adolescents should be screened.
14. Conduct dipstick urinalysis for leukocytes for male and female adolescents.
15. TB testing per AAP statement “Screening for Tuberculosis in Infants and Children” (1994} Testing
should be done upon recognition of high risk factors. |f results are negative but high risk situation
continues, testing should be repeated on an annual basis.

16. Cholesterol screening for high risk patients per AAP “Statement on Cholesterol™ (1992). f fammuly
history cannot be ascertained and other risk factors are present, screening should be at the
discretion of the physician.

17. Al sexually active patients should be screened for sexually transmitted diseases (STDs).

18. All sexually active females should have a pelvic examination. A pelvic examination and routine
pap smear should be offered as part of preventive health maintenance between the ages of 18 and
21 years.

19. Appropriate discussion and counseling should be an integral part of each visit lor care.

20. From birth to age 12, refer 1o AAP's injury prevention program (TIPPO) as described in “A Guide to
Satety Counseling in Office Practice” (1994).

21. Earlier nitial dental evaluations may be appropriate tor some children. Subsequent examinations
as prescribed by dentist.

«g¢——s——P = the range during which a service may be provided, with the dot Indicating the preferred age.

NB: Special chemical, inmunologle, and endocrine testing is usually carrled out upon specific indications. Testing other than newborn (eg, inborn errors ot metabollsm, sickle disease, etc.) is discretionary with the physician.

The recommendations in this publication go not Indicate an excluslve course of treatment or serve as a standard of medical care. Variations, taking Into account Individual circumstances, may be appropriate. © 1995 American Academy of Pediatrics.
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Table 1.
Birth to 10 Years

inter ventions Considered
and Recommended for the

Periodic Health Examination

SCREENING

Heigix and weight (CA, 27|

Blood pressure [Ch 3)

Vision screening (age 3-4'y) |Ch 33)
Hemoglobiny i (birthy [Ch, 43
l’i}\enyhlmine level (birth)¥ [Ch 44]

T4 and/or TSH (birth) [Ch, 45]

IMMUNIZATIONS [Ch 65]
Diphtheria-tetanus-penussis (DTP)Y

Oral poliovirus (OPV) .
Measles-mumps-rubella (MMR)Y

Haemophilus influenzae type b (Hib) conjugate?
Hepatitis BY

Varicella¥

CHEMOPROPHYLAXIS
Oculsr prophylaxis (binth) {Ch 27)

PATIENT/PARENT COUNSELING
p ‘

Injury grevention [CH 57,58] .

Child safety car scats (age < 3y

Lap-shoulder belts (age 25 )%

)
Bicycle helmet; avoidance of bicycling near tmafTic

Smoke detector
Flame retardani sleepwear
Hot water heater temperature < 1201 305F

Window/# siair guards, pool fence
Safe storage of drugs, toxic substances, fircarms & matches

Syrup of ipecac, poison control telephone number
CPR training for psremts

Diet and Exercise
Encourage breast-fecding & use of iron-enriched formula and

Dfoods (infants & toddlers) | Ck, 22,56) .
Limit dictary fat & cholesterol, maintain caloric balance, o
fiemphasize grains, fruits, vegetables & dry beans/ (age 2.2 y

(Ch 36]
Regular physical activity{y |Ch 55]

Substance Use [(, 59
Effects of passive smoking
Anti-tobacco message®/

Dental {CR 6/
Regular dental vigitsy
Regular Rossing brushing with fluoride toothpasicy,

Advice ahout haby bottle tooth decay®/
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L1}

INTERVENTIONSY(See detailed high-ri

POPULATION
C

Preterm or low birth weight infanis Hemoglobin/hematocrit (HR1)

Infants of mothers at risk for HIV HIV testing (HR2)

Low income, immigrants from developing countries Hemoglobin/hcmatocrit (HR1); PPD (HR3)
Tuberculosis coniacis; homeless or living in a shelter IPPD (HRJ)! 1

Native Amelimn/AlaJkaiNalive Hemoglobin/hematocrit (HR1): PPD (1HR3):

Mepatitis A vaccine (HR4); Fncumococcal vaccine (HRY)

Travelers 1o developing couniries Hepatitis A vaccine (HR4)

Residents of long-term care facilities PPD (HR3), H’cpn(ilis A vaccine (HR4),
Mfluenza vaccine (HR6)

Certain chronic medical conditions PPD (HRJ).; ﬁwnnwcul vaccine (HIU);/Iﬁﬂuenu vaccine (HR6)
Increased individual or community lead exposure Blood lcad level (HR7)
Inadequate water fluoridation Daily fluoride supplement (HRS)

Avoid excess/midday sun, use protective clothing

Family h/o skin cancer; nevi: fa

V Whether screening should be universal or trgesed o high-risk groups will depend on the proportion of high-risk mdmduh in the screening area, the sccurscy and efficienc)
which infants at risk cas be identilied, snd other charscterintics of the screening program.

311 done during firs: 24 tfof life. repeat by age Iwa—WAMAS WK ©

¥ lly hetween day 2 snd 6. but in all cases before newborn nursery discharge.

$2 and llulh&onubam -puyIDTleyhcundalm I*nx)

v le’ll n}: once hetwoen ages 4—6 ‘,

vuu'f'n{md &6 Linst

V2, Qudll'l‘ mdonmdodnﬁ JPRP-OMPv.ccuuundfw-iﬂdeu

Y8k, | m Omy ory 042 n‘hler, md &,)H . If not done in infancy: current visit, snd | and oqhm

' 12 IBmt or my clnld mu"?ou'{*of chickenpox or ptevw munization. Infude information on risk in sdulthood. duration of immunity, and poicntisl need for boosier dose

#ﬂ: ability of clinician counseling 10 nfluence this hehavior is unproven.

| able |
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- A
HighyRisk Codes, Table 1. Birth 1 10 Years ?/

HR1 = Infants age 6-l2 npvho are: living in poverty, black, Native American aad Alaqka* Natives, immigrancs from
developing countries., pmcrm and low birth weight infants, infants whose principal dietary intake is unfortified cow's

miik (see Ch. 22).

HR2 = Infants bom to high-risk mothers when mother's H1V status is not known. Women at high risk for HIV
include: past or present injection drug use; persons who exchange sex for money or drugs, and their sexual partners;
injection drug-using, bisexua afld HIV-positive sexual parmers currently or in past; persons seeking treatment for

STOA™ Mﬁaﬂm&%&m blood transfusion during 1978 1985 (see Ch. 28).

HR3 = Persons infected with HIV, close contacts of persons with known or suspecied TB (including health care
workers), persons with medical risk factors associated with TB. immigrants from countries with high TB prevalence
(e.g.Inost countries in Africa. Asia, and Latin America). medically underserved low-income populations (including
high-risk racial or ethnic minority populations), residents of long-term care facilities (see Ch. 25). Also see Ch. 25
for indications for BCG vaccine.

zr
HR4 = Persons 32 yliving in or traveling to areas where the disease is endemic and where pgtiodic outbreaks occur
(e.g.. international uavelers to countries with high or intermediate cndcmluty certain Alaskag Native, Pacific Island,
A* and Native Amcncan communities. and cerwin religious communities) ), Vaccine may be considered for institutionalized
C z2 )i Clinicians should consider local epidemiology of the disease in identifying high-risk groups (see Ch.

65#@, 67).

HRS = Immunocompetent persons 22 y,,wuh cerwin medical conditions, including chronic cardiac or pulmonary
disease, diabetes mellitus, and anatomic asplenia. Immunocompetent persons 22 y‘hvmg in special environments or
social settings with an identified increased risk of pneumococcal disease (e.g.. certain Native American and Alaskag?,
Native populations) (see Ch. 66).

HR6 = Annual vaccination of children 26 nfwho aremidean of chronic care facilities/ or have chronic
cardiopulmonary disorders, metabolic diseases (including diabetes mellitus), hemoglobinopathies, immunosuppression,
or renal dysfunction (see Ch. 66). Sce Ch. 66 for indications for the use of amantadine and rimantadine prophylaxis
against influenza A,

HR? = Children age 12 mkwho J 1) llvmg}; commuaities in which the prevalence of lead levels requiring
individual intervention, including residential lead hazard control or chelation, is high or undefined: 2) living in or
frequently vi taé/a home built before (950 with dilapidated paint or with recent ongoing renovation or rcmodcling;

e 3) havmgclose contact with a person who has an elevated lead level; 4Wr lead industry or heav ffic; 5)
hvnﬁé with someone whose job or hobby involves lead exposure: 6) usirg lead-based pottery; or 7) ukp}g:ditioml
el.hnu remedies that contain lead (see Ch. 23).

<
A
e
D oe
Ao
HRS8 = Children living in areas with inadequate water fluoridation (<0.6 ppm) (see Ch. 61).

HR9 = Persons with a fanily history of skin cancer, a large number of moles. poor tanning ability, or light skin, hairf
and eye color (see Ch. 12).
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Leading Cavses of Death

Table 2.
j 1%24 Years ﬂM;q;:hmknndomcmmm
Suacide
Mali : .
Interventious Counsidered Heart diseases
and Recommended for the Himmen i ; : 1V) infection
Peviodic H Exammat immunodeficiency virus (H1V)
J
! INTERVENTIONS FOR THE GENERAL POPULATION
|
| SCREENING PATIENT COUNSELING
i Height and weight [CR 27] r g
§ Blood pressure¥ [Ch 3] Injury prevention |Ch 57,58)
Papanicolaou (Pap) testingV (females) [Ch 9) Lap-shouider belts
Chlamydia screen (females <21 y) [CR'29] . Motorcycle helmetst/
i Rubella serofogy or vaccination hx¥ (females > 12 y‘) lCh 32) Bicycle/ all-terrain vehicle helmets®/
H Asscss for problem drinking [Ch 52) Smoke detector?” §
9

‘ IMMUNIZATIONS (Ch 65, gol
; Tetanws-diphtheria (Td) boosters (begin age 1116 y‘)
§ Hepatitis B vnccmeV
| MMR (11112 ¥,
Varicells ( ] mz y
‘ Ofler rubells vaccination® (females > 12 x) [Ch 32)

} CHEMOPROPHYLAXIS
| Multivitamin with folic acid? (women planning or capable of

Npregnancy) [Ch 42)

Safe siorage or removal of firearmsty [C 50,

Substance Use
Tobacco avoidance [Ch 54)
Avoid alcohal & other drug use while dgving, swimming.

Bboating, bicycling.and hunting® [ 57,38]
Avoid use of contaminated injection ncedles? [Ch 62)

Sexual Behavior <7D
Sexuetly-trensmitted-diseasp, prevention: avoid high-risk sexuai

behavior?: use condoms. female barrier contraceptive with

D spermicide® |Ch 62)
Contraceplive use 1o prevent uniniended pregnancy [Ch 6.7]

Diet and Exercise
Limit dictary fat nrf( cholesicrol, maintain caloric balance:
bcmphtstn grains. fruits, vegetables, & dry beans [CR 56|

Regular physical activityy |Ch 55|

Dental (] 6/}

Regular visits 1o dental providert/
Floss and brush tecth daily with fluoride toothpméq/

INTERVENTIONS FOR HIGH—RISK POPULATIONS

POPULATION }(See detailed high-risk definitions)y POTENTIAL INTERVENTIONS

|

| High-nisk sexual be  vior
| —> Zhlamydia (fc

sSTET

RPIUVDR‘r(HRl)‘. screen for ﬁ’onorrhcn (femalc) (JIR2), HIV (HR)),

ie) (HR4): Hepatitis A vaccinc (HRS)
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Injection or street drug users RPR/Vl)IlR (HR1); HEV screen (llRJ):)‘cplti(is A vaccine (HRS); PPD (HR6)

Tuberculosis contacts,; immigranis from

developing countries; low income; HIV ";’D peD (HR6)

posilive; homeless

Native Americans/ Alaskaﬂ Naltives Hepatitis A vaccine (HRS): PPD (HR6): ]__{Egmococcu; vaccine (HRT) N& ot
ML

Travelers to developing countries Hepatitis A vaccine (HRS) '.7"5. Nﬂ’

Certain chronic medical conditions PPD (HR6);/&:W vaccine (HR7); Influenza vaccine (HR8) %Ig L 3

Sentings where adolescenis and

young adulls congregale Second MMR (HR9)

Susceptible 10 varicella, measles, mumps Varicella (HR10); MMR (HR11)

[I78 and 192
Blood transfusion between %AB.S . HIV screen (HR3)

Instimntionalized persons Hepatitis A vaccine (HR5). PPD (HR6):
(Hfifluenza vaccine (HRBM,\’_J

Hepatitis A vaccine (HRS): PPD (HR6); Anfluenza vaccine (HRS)

" ]
Health rartﬂab‘:{smi:ls

Family h/o skin cancer; nevi; fair skin. eyes, hair Avoid excess/midday sun, use protective clothing®/ (HRE2)

Prior pregnancy with neural tube defect Folic scid 4.0 mg (HR1))

fluoride supplement (HR14)

Dail

Inadeguate water fluaridation

> ~~
V/Periodic BP for persons 21 yaprs. < .
VIf seaually active st present or in the past: qu %
VIf sexuslly active.
¥ Serology sesting. docurnented vaccinstion history. and routine vactination against rubells (preferably with MMR) are equally acceptable sliernatives.
v I not previowsly immunized: current visit, | ‘ and 6 "i'““'
v Second MMR if no previous second dose.

V if susceptible o chickenpox. —~ -~ ~
v Evidence is bascd on folic acid as s component of & multigvimmin/multiymineral or multidvitamin supplement.

r
If sexual history is unreliable, begin Pap tests at age 18 b

\y/The ability of clinician counseling to influence this behavior is urproven.
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High Risk Codes, Table 2. 11124 Years

HR! = Persons who exchange sex for money or drugs, and their sexual parmers; persons with other STDs (including
HIV): and sexual contacts of persons with active syphilis. The local epidemiology of syphilis in the community and
the number of sexual partmers reported by an individual should also be considered in identifying other persons at high
risk of infection (see Ch. 26).

HR2 = Women under age 25 with two or more sexual partners in the last year, or whose sexual partner has multiple
sexual contacts; females who exchange sex for money or for drugs, and women with a history of repeated episodes
of gonorrhea. Actual risk will depend on local epidemiology of disease (see Ch. 27).

HR3 = Males who had sex with males afier 1975; past or present injection drug use; persons who exchange sex fot
money or drugs, and their sexual partners; injection drug-using, bisexual or HIV-positive sexual partner currently or
in the past; blood transfusion during l978‘l985 (includes patients with hemophilia); persons seeking treamment for ST Do

sexually transmitted discaseg (see Ch. 28)

HR4 = Sexually active women with multiple risk factors including: history of prior STD; new or multiple sexual
partners; age under 25; inconsistent us¢ of barrier contraceptives; single marial status.  Clinicians should consider local
epidemiology of the disease in identifying high-risk groups (see Ch. 29).

HRS = Persons hvmg in or traveling to areas where the disease is cndemnc and where perliﬁ outbreaks occur (e.g.,
international travelers to countries with high or intermediate endemicity: 'ceruain Alas ative, Pacific Island, and
Native American communities, certain religious communities); men who have sex with men; injection or street drug
users. Vaccine may be considered for institutionalized persons, ¢ military{and hospital and laboratory workers.
Clinicians should consider local epidemiology of the disease in identifying high-risk groups (see Ch. 66?7). Crf/’?in

HR6 = HIV positive, close contacts of persons with known or suspected TB, health care workers, persons with
medical risk factors associated with TB, immigrants from countries with high TB prevalence (e.g., most countries in
Africa, Asia, and Latin America), medically underserved low-income populations, homeless or living in a shelter,
alcoholics, injection drug users, and residents of long-term care facilities (see Ch.25). SeejCh. 2§ for indications for
BCG vaccine. @

HR7 = Immunocompetent persons with certain medical conditions, including chromnic cardiac or pulmonary diyéase,
diabetes mellits, and anatomic asplenia. Ismmunocompetent persons who live in special environments or social séttings
with an identified increased risk of pnewnococcal disease (e.g.. cerain Native American and Alaskay Native
populations) (see Ch. 66).

HR8 = Annual vaccination of residents of chronic care facilities, and persons suffering from chronic cardiopulmonary
disorders, metabolic diseases (including diabetes mellitus), hemoglobinopathies, immunosuppression, or renal
dysfuncton; and health care providers for high-risk patients (see Ch. 66). See Ch. 66 for indications for amantadine/ =
rimantadine propy{yluis against influenza A,

HR9 = Adolescents and young adults in settings where such individuals congregate (e.g., high schools and colleges),
if they have not previously received a second dose (sec Ch. 65.P6).

HRI10 = Healthy persons >13 % wuhout h/o vancclla infection or previous imnunization. Serologic testing may be
considered for presumed susceptible persons z13y y, because most such persons are in fact immune (see Ch 65 96)

HRI1 = Persons born after 1956 who lack evidence of immunity to measles or mumps. Examples of such evidence
include receipt of live vaccine on or after the first birthday, laboratory evidence of immunity, or a history of physician- =
diagnosed measles or mumps (see Ch. 66).

HR12 = Persons with & family or personal history of skin cancer, a large number of moles, poor tanning ability, or
light skin, hai;and eye color (see Ch. 12).

HR13 = Women with history of prior pregnancy affected by neural rube defect who are planning pregnancy (see Ch.
42).

~ f
HR14 = Children <17 y‘living in areas with inadequate water fluoridation ( <0.6 ppm) (see Ch. 61).
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To: Jennifer Klein

Fax #: 202-456-2878

Subject:  pediatrics

Date: August 14, 1995

Pages: 3, including this cover sheet.

COMMENTS:

Here is a summar of the periodicity from the AAP (I had them fax me the same document) and
the page from Bright Futures. According to Karen, they differ only slightly, and not really on
the timing of the visit, but more what you do in each one.

Call prn questions, and see you Wednesday!

From the dask al...

Liss Simpson, MB, Beh, MPH

Senior Adviser, Office of the Administrator
Ageancy for Health Care Policy and Research
2101 East Jefferaon St,

Rockville, MD 20852

301-594-6662
Fax: 301-554-2188

NO.@4@ PBB1-083
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AAP Recommendations as of August 1995 (new committee report about

to come out - i.e. “hot off the press”

Periodicity of visits:

newborn
2 to 4 days
by 1 mo

then at the following months: 2, 4, 6, 9, 12, 15, 18, 24.

Then at the following years: 3, 4, 5, 6, 8, 10.
Then every year from 10 through 21 years.

According to Bright Futures, the timing is basically same (see

attached) .
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Appendix A: Bright Futures Periodicity Schedule

Age (years)
// )
LA iyl

Prenatal
Newbaorn
First Week
1 Month

1 Year
15 Months
18 Months

14 —

15 — S Years
6 Years

16 —

17 —

18 —

19 —

20 — 11 Years
12 Years

21 — 13 Years
14 Years
15 Years
16 Years

APPENDIX A « PERIODICITY SCHEDULE

260

T ———m RN

2 Months
4 Manths
6 Months
9 Months

2 Years
3 Years
4 Years

8 Years
10 Years

17 Years
18 Years
19 Years
20 Years
21 Years

INFANCY PERIODICITY SCHEDULE

EARLY CHILDHOOD PERIODICITY SCHEDULE

MIDDLE CHILDHOOD PERIODICITY SCHEDULE

ADOLESCENCE PERIODICITY SCHEDULE
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