
Supplemental Digital Content 1. Key Considerations for Pediatric HIV Testing Programs
	
· Multi-Modality Program – Implement a multi-modality pediatric HIV testing program, especially in countries with larger gaps in pediatric HIV treatment coverage. 
· Maintain right-sized OPD testing programs, since OPD testing identifies a large absolute number of CLHIV.
· Scale and maintain pediatric index testing, as part of a multi-modality testing program, since index testing can identify children earlier in disease progression.
· Strengthen monitoring to achieve 100% HIV testing coverage for sick children presenting with signs/symptoms of TB, growth problems (height or weight), or to inpatient settings, and link to a package of care for advanced disease, as indicated.

· Outpatient Testing – Use HIV screening in outpatient service delivery points of health facilities to identify and refer high-risk children for HIV testing.
· Why? – Screening can address resource limitations and commodity shortages by targeting HIV testing to children with the highest risk of HIV infection.
· Exposure Screening – Identify HIV-exposed children for testing, who do not have a definitive final status for HIV, through exposure screening, maternal screening, and maternal re-testing in immunization, OPD, antenatal care (ANC)/post-ANC, and maternal and child health settings.
· Document a definitive HIV status among children (i.e., HIV status final outcome) on the child’s and parents’ files.
· Risk Screening – Identify children with signs/symptoms indicative of HIV, including growth problems, for testing using validated HIV risk screening tools.
· Risk screening assists with ‘return to care’ by identifying CLHIV with treatment interruptions, who were previously diagnosed but are not currently on HIV treatment.
· Eligibility Screening – Identify adolescents 10-14 years without a documented HIV status or who are eligible for re-testing due to exposure (e.g., onset of sexual activity, abuse, etc.).

·  Index Testing – Offer HIV testing for all biological children (<19 years) of PLHIV, especially of women newly diagnosed with HIV or enrolled on HIV treatment services, and men living with HIV where the mother’s status is HIV-positive, unknown, or deceased. 
· File Audits – Implement file audits/chart reviews of all PLHIV on treatment to ensure a documented known HIV status for all children. 
· Follow Up – Offer testing to children with an undocumented HIV status.
· Biological Siblings – Offer index testing for all biological siblings of C/ALHIV. 

· Universal Testing – Offer testing to 100% of children at sick entry points (e.g., TB, malnutrition, and inpatient) in high-burden countries and with conditions indicative of HIV in low-burden countries. 
· TB Screening and Testing – Screen all children for TB and offer HIV and TB testing to any children presenting with signs/symptoms of TB (i.e., presumptive TB), as well as those diagnosed with TB.
· Malnutrition Screening – Conduct proactive file audits for children in OPD settings to identify children with growth problems (i.e., poor weight gain/short for age), and refer them for HIV and TB testing.
· Inpatient Testing – Conduct file audits to ensure 100% of children presenting to inpatient settings are offered HIV testing.


