
CLINICAL GUIDELINE: 
Pediatric Well Child Visit 

Scope 
The Federal Interagency Forum on Child and Family Statistic’s report on America’s Children: Key National Indicators of Well-Being, 
2019, provided valuable information regarding the health and family structure of today’s children. This report focuses on seven 
domains that affect the health and well-being of a child: family and social environment, economic circumstances, health care, physical 
environment and safety, behavior, education, and health.  This report serves as a basis for identifying conditions affecting children in 
the U.S., providing insight into how to approach the needs of the pediatric population [1].   

Pediatric wellness exams offer continuity of care to both healthy children and those 
living with chronic diseases. Wellness exams are opportunities to close health care 
gaps, provide counseling and anticipatory guidance to guardians, and to prevent 
childhood morbidity and mortality. 

The Center for Disease Control (CDC) reports a reduction in morbidity and mortality 
associated with vaccine-preventable disease.  It’s estimated 42,000 deaths and 20 
million disease cases have been prevented for each birth cohort due to compliance 
with the Advisory Committee for Immunization Practices (ACIP) recommendations 
[2].  Vaccination remains an essential form of disease prevention due to the benefits 
of immunity before children are exposed to potentially life-threatening diseases [1]. 

This clinical guideline focuses on appropriate schedule and screening in childhood wellness exams. These recommendations do not fully 
encompass assessment and treatment guidelines recommended in the literature for specific conditions and should not be considered 
all-inclusive. Providers should use their clinical judgment to determine appropriate course of treatment on an individual basis. This 
guideline is for individuals who have no significant reoccurring health problems. 

Guidance 

The PCIN Quality Committee and its designees reviewed the available information in the medical literature and societal guidelines 
on child wellness exams, as well as information derived from their clinical practice to devise these guidelines. 

This guideline provides recommendations, based on best practices determined by the American Academy of Pediatrics (AAP), the 
American Academy of Family Physicians (AAFP), the U.S. Preventive Services Task Force (USPSTF), and the Advisory Committee on 
Immunization Practices (ACIP) for well child exams and immunizations. 

    Population Included 

Birth to 18 years of age 

   Exclusions 

Patients with significant reoccurring 
health problems or in hospice care 
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Rationale 
Schedule of Wellness Exams 
Child wellness exams should start with quality prenatal care and conducted when the patient is three to five days old or within 48-72 
hours of discharge, one-month, two-month, four-month, six-month, nine-month, 12-month, 15-month, 18-month, 24-month, 30-
month, and annually from the age of three until the patient is 21 years of age.  AAP, supported by AAFP and ACIP, has developed a 
periodicity schedule, emphasizing the importance of continuity of care in comprehensive health supervision and the need to avoid 
fragmentation of care [3,8] (Figure 1). 
 
Early and regular prenatal care reduces the risk of pregnancy complications and the infant’s risk for complications [5].  AAP 
recommends a pediatric prenatal visit during the third trimester, emphasizing the importance of developing a relationship between 
parents and the pediatrician, the importance of family history that may affect the infant, discuss early infant care and safety 
practices, and to identify any psychosocial needs of the family [4].  AAP also recommends exclusive breastfeeding for approximately 
six months, continued as complementary foods are introduced and continued for >1 year according to the preferences of the 
mother and infant [6].  Research indicates infants who breastfeed for more than six months have a reduced risk of pneumonia, 
reduced hospitalizations associated with respiratory syncytial virus (RSV), bronchiolitis and fewer incidents of otitis media, serious 
colds, throat infections, nonspecific gastrointestinal tract infections, sudden infant death syndrome, allergic disease, celiac disease, 
inflammatory bowel disease, obesity, diabetes, childhood leukemia, lymphoma and neurodevelopmental outcomes [6].   
 
History & Examination 
Providers should perform an extensive history and physical examination, along with a psychosocial and behavioral assessment, and 
an overview of any medical procedures and/or surgeries that have been done or need to be done at every wellness exam. 
 
Immunization 
Providers should provide immunizations according to the CDC’s recommendations [4-5] (Figure 3). 

  
 AAP’s policy on recommendations for preventive pediatric health care, approved by the AAFP and ACIP, should serve as the 

foundation for pediatric wellness exams (Figure 1).   
o Link:  https://www.aap.org/en-us/documents/periodicity_schedule.pdf 

 

 Adherence to newborn screening guidelines required by Illinois and Wisconsin state laws. 
o Link (Illinois):  https://www.babysfirsttest.org/newborn-screening/states/illinois 
o Link (Wisconsin):  http://www.slh.wisc.edu/clinical/newborn/health-care-professionals-guide/nbs-test-panel-of-

diseases/ 
 

 Early and regular prenatal care should be encouraged. 
 

 AAP recommends a pediatric prenatal visit during the third trimester. 
 

 AAP recommends exclusive breastfeeding for approximately six months, continued as complementary foods are introduced 
and continued for >1 year according to the preferences of the mother and infant. 
 

 Adherence to lead screening guidelines required by Illinois and Wisconsin state laws. 
o Link (Illinois):  http://www.dph.illinois.gov/topics-services/environmental-health-protection/lead-poisoning-

prevention/testing-case-management 
o Link (Wisconsin):  https://www.dhs.wisconsin.gov/lead/links/wibloodleadscreeningrecommendations.pdf 

 

 Childhood immunizations should be conducted according to the CDC’s ACIP immunization schedule, as well as informing 
guardian the purpose of immunizing the child (Figure 3). 

Link:  https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 
 

     Anticipatory guidance should be conducted at each wellness exam. 

Recommendations 
 

https://www.aap.org/en-us/documents/periodicity_schedule.pdf
https://www.babysfirsttest.org/newborn-screening/states/illinois
http://www.slh.wisc.edu/clinical/newborn/health-care-professionals-guide/nbs-test-panel-of-diseases/
http://www.slh.wisc.edu/clinical/newborn/health-care-professionals-guide/nbs-test-panel-of-diseases/
http://www.dph.illinois.gov/topics-services/environmental-health-protection/lead-poisoning-prevention/testing-case-management
http://www.dph.illinois.gov/topics-services/environmental-health-protection/lead-poisoning-prevention/testing-case-management
https://www.dhs.wisconsin.gov/lead/links/wibloodleadscreeningrecommendations.pdf
https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf
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Measurements 
        Blood Pressure 

Blood Pressure screening should be conducted per the Clinical Practice Guidelines for Screening and Management of High Blood 
Pressure in Children and Adolescents (http://pediatrics.aappublications.org/content/140/3/e20171904) [7].  Blood pressure 
measurement in infants and children with specific risk conditions should be performed at visits before age three years [3,8]. 

 
Height, Weight, & Head Circumference 
The provider should perform height and weight metrics at every wellness exam [2]. A head circumference should be completed 
at each visit for patients 24 months and younger [2]. Providers and associates should use weight per length for patients who are 
18 months and under and use body mass index (BMI) for patients age two to 21 [2].  Altered growth patterns may indicate 
nutritional complications associated with cystic fibrosis, inflammatory bowel disease, and poor socioeconomic conditions [9]. 

 
Sensory Screening 
        Vision 

Examination of the eye and vision assessment should occur at every wellness visit. Vision screening should be done in children 
age three, if cooperative, four, five, six, eight, ten, 12, and15 years of age [8]. Vision assessment is critical for the detection of 
conditions that may cause visual impairment.  Research has proven regular vision screening assessments can reduce the risk of 
persistent amblyopia at seven years of age by more than 50% [10]. 

 
       Hearing 

Hearing screening is typically done prior to discharge in the hospital. For patients born outside of the hospital or who did not 
have a hearing screening before discharge, a hearing screening must be completed before one month of age [8]. Hearing 
screening is recommended at routine well child visits at ages four, five, six, eight, and ten [11]. 

 
Developmental/Behavioral 
        Developmental & Autism Screening 

Developmental surveillance should be conducted at every wellness visit, and developmental screening should occur at the nine, 
18, and 30-month visit, or more often, if indicated [8]. In February of 2016, the USPSTF issued a statement there was not 
enough evidence to recommend for or against universal screening for Autism Spectrum Disorder (ASD); however, attention 
should be given to children at a higher risk for developmental problems due to preterm birth, low birth weight, or having a 
sibling or parent with an ASD [12]. 

 
       Depression Screening 

Providers should perform depression screening during wellness visits on children age 11 to 18 [8]. Depression is a leading cause 
of disability in the U.S. and affects school performance and family interactions in children and adolescents [13]. 

 
       Alcohol, Tobacco, and Drug Use Assessment 

Alcohol, tobacco, and drug risk assessment should be conducted on children age 11 to 21 [8]. Studies indicate 46% of 
adolescents have tried alcohol by the eighth grade and 77% have started drinking by their senior year of high school.  
Identification of risk factors associated with alcohol abuse has become an integral part of the age-appropriate comprehensive 
history [14].  Children should be assessed for exposure to environmental tobacco smoke at well-child visits and during acute 
illness associated with asthma and otitis media.   Screening for substance misuse in adolescents is essential to identify exposure 
due to family history and/or peer pressure.  Several tools are available to assist clinicians in screening; however, there are no 
clinical trials that currently support their use [28]. 

 
Screening 
      Newborn Blood Screening 

Newborn screening is typically performed prior to discharge in the hospital. For patients born outside of the hospital setting, 
newborn screenings should be completed when the patient is 24-48 hours old. Reaching almost four million babies in the U.S., 
newborn screenings ensure babies are screened for specific state required conditions at birth, allowing treatment before harmful 
effects occur [15]. 

 
Critical Congenital Heart Defect Screening 
Critical congenital heart defect (CCHD) screening using pulse oximetry is typically done after the infant is 24 hours old and prior 
to hospital discharge [8]. CCHD is life threatening and requires intervention in infancy.  Infants with CCHD who have not been 
diagnosed prior to discharge will decompensate rapidly, therefore early recognition is vital [16]. 

http://pediatrics.aappublications.org/content/140/3/e20171904
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Hemoglobin & Hematocrit 
The provider should perform an anemia risk assessment at the four-month wellness visit, assessing for prematurity, low birth 
weight, use of low-iron formula or infants not receiving iron-fortified formula, and early introduction of cow’s milk [8].  A risk 
assessment should be performed at the 15-month, 18-month, two, two and a half, three, four, and five-year wellness visits, 
assessing for risk of iron deficiency anemia because of special health needs, low-iron diet (e.g., nonmeat diet), and environmental 
factors (e.g., poverty, limited access to food) [29].  A newborn reclaims and stores iron as hematocrit levels decrease during the 
first few months of age, therefore iron deficiency is rarely the cause of anemia until after the first six months of life.  Anemia is 
classified as microcytic, caused by reduced dietary intake; normocytic, due to multiple causes; or macrocytic, caused by a folic 
acid or vitamin B12 deficiency, hypothyroidism and liver disease [17].  The AAP updated the 2019 Recommendations for 
Preventive Pediatric Health Care, to read, “Perform risk assessment or screening, as appropriate, per recommendations in the 
current edition of the AAP Pediatric Nutrition: Policy of the American Academy of Pediatrics [Iron chapter]” [3]. The USPSTF has 
concluded that current evidence is insufficient to recommend for or against screening for iron deficiency anemia in infants and 
children between six and 24-months of age [29]. 

 
Lead Screening 
Lead risk assessments should be performed in children age six months through six years [8].  A blood lead level test is performed 
only if the risk assessment is positive.  Blood lead level tests are not recommended by the AAP and CDC except in high prevalence 
areas with increased risk (i.e., older housing) or if there is parental concern [18].  In the 2019 Recommendations for Preventive 
Pediatric Health Care, it was reported that footnote 25 has been updated to read, “For children at risk of lead exposure, see 
‘Prevention of Childhood Lead Toxicity’ (http://pediatrics.aappublications.org/content/138/1/e20161493) and ‘Low Level Lead 
Exposure Harms Children: A Renewed Call for Primary Prevention’ 
(https://www.cdc.gov/nceh/lead/ACCLPP/Final_Document_030712.pdf)” [3]. 

 
Oral Health & Fluoride Varnish 
Providers should perform an oral risk assessment at the six-month, nine-month, 12-month, 18-month, 24-month, 30-month, 
three-year, and six-year wellness visit [8]. Fluoridated toothpaste is recommended upon initial tooth eruption during infancy and 
throughout life.  From tooth eruption until the age of three years, a grain of rice-sized amount of fluoride toothpaste should be 
used to brush the teeth both morning and night.  For children older than three years, a pea-sized amount of fluoride toothpaste 
should be applied both morning and night.  Children should be encouraged to spit after brushing and limited rinsing of water is 
recommended.  Research has shown fluoride varnish applied in a professional setting is highly effective in reducing dental caries.  
Therefore, USPSTF recommends primary care clinicians apply fluoride varnish to the primary teeth of all infants and children 
starting with primary tooth eruption through the age of five years [19]. 

 
Sexually Transmitted Infection /Human Immunodeficiency Virus Screening 
The USPSTF recommends clinicians screen for Human Immunodeficiency Virus (HIV) infection in adolescents and adults aged 15 
to 65 years.  Younger adolescents and older adults who are at increased risk should also be screened.  These recommendations 
are based on evidence that identification and treatment of HIV infection is associated with a markedly reduced risk for 
progression to AIDS, AIDS-related events, and death due to advanced AIDS [20]. 

 
Tuberculosis Testing 
Providers should perform a tuberculosis (TB) risk assessment at the one-month, six-month, 12-month, and 24-month wellness 
visit, as well as at wellness visits from age three until 21 [8]. TB in children under 15 years of age is a marker for recent 
transmission of TB.  Infants and young children are more likely to develop life-threatening forms of TB (e.g., disseminated TB, TB 
meningitis) compared to older children and adults [21]. 

 
Obesity Screening 
The USPSTF recommends clinicians screen for obesity in children and adolescents six years and older and, if needed, offer or 
refer them to comprehensive, intensive behavioral interventions to promote improvements in weight status [22].  Body mass 
index (BMI) is the recommended screening that should be calculated at each well-child visit along with an assessment of parental 
obesity, family medical history, and current diet and physical activity behaviors.  Children and adolescents with a BMI in the 85th-
94th percentile are considered overweight and are likely to have obesity-related health risks.  Clinical judgment is recommended 
when assessing risk factors and BMI to determine if a legitimate concern exists [23] (Figure 2). 
 
Dyslipidemia Screening 
The Expert Panel on Integrated Guidelines for Cardiovascular Health and Risk Reduction in Children and Adolescents 
recommends lipid screening for children ages two-eight with family history risk and/or have a moderate or high-risk medical 

http://pediatrics.aappublications.org/content/138/1/e20161493
https://www.cdc.gov/nceh/lead/ACCLPP/Final_Document_030712.pdf)
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condition.  It is strongly recommended universal screening be performed once in nine to 11-year-old adolescents and again in 17 
to 20-year-old adolescents.  Due to increased false-negative results in those 12 to 16 years-of-age caused by significantly 
decreased sensitivity and specificity; lipid screening is not recommended for this age group. Selective screening is recommended 
for high risk patients in any age group [24].  USPSTF concludes the evidence is insufficient to recommend for or against routine 
screening for lipid disorders in infants, children, adolescents, or young adults (up to age 20) [25]. 

Anticipatory Guidance 
Providers are viewed as medical experts in the community and should provide proper education and counseling to patients and 
guardians. Guardians should be educated on age related anticipatory guidance, starting in the prenatal period and continuing 
throughout child’s development [8]. Because injuries are the leading cause of death in children, the AAP has made several 
recommendations aimed at reducing this risk.  Bright Futures has provided recommendations for anticipatory guidance related to 
topics of public health importance, such as the use of bicycle helmets, the effects of television and social media, cardiometabolic risk 
of obesity, tobacco smoke exposure and cessation, and weight maintenance/weight loss 
(https://brightfutures.aap.org/Bright%20Futures%20Documents/Anticipatory%20Guidance.pdf) [26].   
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Appendix 
 
Figure 1:  Recommendations for Preventive Pediatric Health Care 
 

 

American Academy of Pediatrics. Bright Futures/AAP Recommendations for Preventative Pediatric Health Care (Periodicity 
Schedule). 2019. Retrieved from: https://www.aap.org/en-us/documents/periodicity_schedule.pdf 
 

 

 

 

 

 

 

https://www.aap.org/en-us/documents/periodicity_schedule.pdf
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Figure 1 (continued) 

 

American Academy of Pediatrics. Bright Futures/AAP Recommendations for Preventative Pediatric Health Care (Periodicity 
Schedule). 2019.  Retrieved from: https://www.aap.org/en-us/documents/periodicity_schedule.pdf 

https://www.aap.org/en-us/documents/periodicity_schedule.pdf
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Figure 2:  Universal Assessment of Obesity Risk and Steps to Prevention and Treatment 

 

American Academy of Pediatrics. Universal Assessment of Obesity Risk and Steps to Prevention and Treatment.  Retrieved from: 
https://pediatrics.aappublications.org/content/pediatrics/120/Supplement_4/S164/F1.large.jpg 
 

 

 

 

 

 

 

 

 

 

 

 

https://pediatrics.aappublications.org/content/pediatrics/120/Supplement_4/S164/F1.large.jpg
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Figure 3:  Recommended Child and Adolescent Immunization Schedule (2019) 

  

U.S. Department of Health and Human Services. Centers for Disease Control and Prevention. Recommended Child and Adolescent 
Immunization Schedule for ages 18 years or younger. 2019.  Retrieved from:  
https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 

 

 

 

 

 

 

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf
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Figure 3 (continued) 

U.S. Department of Health and Human Services. Centers for Disease Control and Prevention. Recommended Child and Adolescent 
Immunization Schedule for ages 18 years or younger. 2019.  Retrieved from:  
https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf
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Figure 3 (continued) 

U.S. Department of Health and Human Services. Centers for Disease Control and Prevention. Recommended Child and Adolescent 
Immunization Schedule for ages 18 years or younger. 2019.  Retrieved from:  
https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf
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Figure 3 (continued) 
 

  
 
U.S. Department of Health and Human Services. Centers for Disease Control and Prevention. Recommended Child and Adolescent 
Immunization Schedule for ages 18 years or younger. 2019.  Retrieved from:  
https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 

 
 
 
 
 
 
 
 
 
 
 

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf
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Figure 3 (continued) 
 

  
 
U.S. Department of Health and Human Services. Centers for Disease Control and Prevention. Recommended Child and Adolescent 
Immunization Schedule for ages 18 years or younger. 2019.  Retrieved from:  
https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 

 
 
 
 
 
 
 
 
 
 

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf
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Figure 3 (continued) 
 

  
 
U.S. Department of Health and Human Services. Centers for Disease Control and Prevention. Recommended Child and Adolescent 
Immunization Schedule for ages 18 years or younger. 2019.  Retrieved from:  
https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 

 
 
 
 
 
 
 
 
 
 

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf
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Figure 3 (continued) 

U.S. Department of Health and Human Services. Centers for Disease Control and Prevention. Recommended Child and Adolescent 
Immunization Schedule for ages 18 years or younger. 2019.  Retrieved from:  
https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf
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Figure 3 (continued) 

U.S. Department of Health and Human Services. Centers for Disease Control and Prevention. Recommended Child and Adolescent 
Immunization Schedule for ages 18 years or younger. 2019.  Retrieved from:  
https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf 

Approved: 2/7/2020 

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf

