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The current legislative framework in South Africa (SA) supports adoption as the preferred form of care for children with inadequate or
no parental or family support. There are an estimated 3.8 million orphans in SA, with approximately 1.5 - 2 million children considered
adoptable. As a means of improving services, newly drafted adoption guidelines from the National Department of Social Development will
in future require both non-profit and private sector adoption agencies to obtain a medical report on a child prior to placement. However,
no local guidelines specify what an appropriate medical examination entails or how it should be reported. For the purposes of proposing
and developing such guidelines, an open forum was convened at the Institute of Pathology, University of Pretoria, in March 2013. These
‘Recommendations for the medical evaluation of children prior to adoption in South Africa’ emanate from this meeting.
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There are an estimated 3.8 million orphans in South
Africa (SA).[1] This includes children without a
living biological mother, father or both parents. It
is further estimated that half of these children have
been orphaned on account of AIDS.[2] The number
of orphans has risen dramatically over the past 10 years, with double
orphans, children who have neither a father nor a mother, increasing
from 350 000 to 885 000.[1] The current legislative framework in SA
supports adoption as the preferred form of care for children with
inadequate or no parental or family support,[3] and approximately
1.5 - 2 million children are considered adoptable.[4] As a means of
improving services, newly drafted adoption guidelines from the
National Department of Social Development will in future require
both non-profit and private sector adoption agencies to obtain a
medical report on a child prior to placement.[5] However, in contrast
to international adoption practice, no local guidelines exist that
specify what an appropriate medical examination entails or how it
should be reported. For the purposes of proposing and developing
such guidelines, an open forum was convened at the University
of Pretoria’s Institute of Pathology in March 2013. The forum was
attended by a number of stakeholders, including the South African
National Adoption Coalition, and the diverse range of participants
included social workers, healthcare professionals and representatives
of child protection organisations (CPOs) and civil society groups, as
well as adoptive parents. Representatives of the National Department
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of Health, the National Department of Social Development and the
South African National AIDS Council were notified and invited to the
forum, but did not attend. We anticipate that the recommendations
proposed will both raise awareness of the need to implement a
national minimum standard for the medical evaluation of children
prior to adoption and provide a framework for the details thereof.

Defining guidelines

A cost-effective national minimum standard, completed by a registered medical practitioner and available for all national adoptions in
SA, needs to be introduced. Such a measure should be implemented
for all placements categorised as unrelated and related adoptions,
with the exception of step-adoption. The need to evaluate children
prior to step-adoption, the most popular form of adoption in SA,[3]
should be assessed on an individual basis. In addition, all abandoned
children should undergo the same comprehensive evaluation, as
adoption will be the most appropriate form of care for most of them.
The following recommendations are in keeping with section 28 of the
Constitution of the Republic of South Africa,[6,7] which specifies that
all children have the right to basic healthcare services and that the
child’s best interests are of paramount importance. Furthermore, as
the recommendations comprise an essential component of primary
healthcare they fall within the ambit of the National Health Act,[8]
which ensures that such services are provided free of charge to
children under the age of 6 years.
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Inherent challenges

The medical evaluation of children prior to adoption is inherently
challenging. Early placement is preferable, but it has to be
accompanied by a high standard of medical care if it is to be
successful.[9] Placement of children with undiagnosed medical
conditions can have negative consequences, both for the children and
for the families that adopt them. It is therefore advisable to perform
a comprehensive medical evaluation prior to placement, both to
ensure appropriate intervention and treatment of the child and to
inform prospective adopters regarding likely future medical needs
and care. This may prove extremely challenging when resources
and expertise are limited, as is the case in SA, where the feasibility
of such an undertaking needs to be carefully considered. No matter
how extensive the medical evaluation of a child, future problems or
pathology can never be completely excluded. Other considerations
are the risks of escalating costs, delaying or preventing the placement
of a perfectly healthy child on medical or developmental grounds,
and creating unnecessary anxiety in the prospective parent(s).
Another challenge is to develop guidelines that are appropriate for
a diverse group of children of different ages and with different risk
profiles. This problem is further compounded by a lack of data to
inform local practice. Implementing national guidelines in the context
of fragmented social services may also prove challenging. Adoption
services require the participation of numerous stakeholders, including
the Department of Social Development, the Department of Home
Affairs, the children’s courts, the social workers operating under a
registered CPO, and the numerous individuals and organisations that
care for children prior to adoption. The role of the Department of
Health regarding adoption services has not been clearly delineated.
The Children’s Act[10] states that in certain circumstances the state
may be required to pay for a child’s HIV test for the purpose of
placing the child in foster care or adoption. Importantly, it also states
that consent for HIV testing in children under 12 years of age may
be obtained from a designated CPO arranging the placement of the
child, as well as from the superintendent or person in charge of a
hospital.[11] However, apart from HIV testing, nothing is specifically
mentioned regarding the medical evaluation of children being
placed for adoption. Indeed, non-profit organisations wishing to
obtain medical evaluations for children in their care have reported
being turned away from public healthcare facilities on the grounds
that such facilities do not provide medical screening services for
apparently healthy children being placed for adoption.

Feasibility of implementing guidelines

In SA, approximately 2 000 court-ordered adoptions are processed
per year, and the figure is thought to be decreasing.[3] This stands
in stark contrast to the number of children being placed in foster
care, which has more than doubled since 2004, gauged by the
572 903 Foster Care Grants issued in 2012.[12] The imperative to
adequately address the health needs of this vulnerable group, and
the additional 1.6 million orphans thought to be living ‘informally’
with extended family members,[13] is reflected by unacceptably high
under-5 mortality rates and the inevitable failure of SA to meet
Millennium Development Goal 4, aiming at a reduction in child
mortality.[14] Although a comprehensive medical assessment at each
foster care placement would be ideal, it may prove unrealistic in the
context of existing public health services. The nature of adoption as
a permanent relationship differentiates it from temporary forms of
care, in which social workers can follow children up on an ongoing
basis. Adoption therefore represents a cost-effective opportunity for
comprehensive medical assessment and intervention.
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There are no official statistics regarding abandoned children, although it is estimated that more than 2 000 babies are abandoned each
year.[15] Most of these children will be adoptable, and many of them
are neonates when found. This provides an opportunity for clinical
and laboratory screening tests as well as medical interventions. These
infants should undergo the same medical evaluation as older children
prior to adoption.

The medical report on children prior
to adoption

In an attempt to ensure that a quality medical evaluation is performed
on all abandoned children and children prior to adoption, it is
recommended that a standard medical form be developed and
adopted at a national level (Appendix 1; available in the online
version of this article). The following details need to be documented
in such assessments:

Identifying details

Identifying details that need to appear on the medical report should
include the name of the child, date of birth or estimated age, and
gender. Since children may present for healthcare evaluation before
being issued with a birth certificate, as in the case of abandoned
children, it is imperative that such children be provided with a
name, surname and date of birth. These details should be used
consistently and reflected on all laboratory results, the Road to Health
booklet (RTHB) or equivalent immunisation record, and the birth
certificate once it is issued. This practice should also be maintained
in circumstances where the child is unlikely to be cared for by his/her
biological parent(s) and when there is uncertainty regarding the name
(e.g. the use of maternal or paternal surname). For determination
of the age of children other than neonates who have no prior
documentation, there are a number of bone and dental age assessment
methods that have been described in the medical literature.[16] The
Greulich and Pyle method is still commonly used in SA and can be
arranged at radiology departments with the relevant expertise in the
public health sector. It is important to note that such assessments are
estimates at best and cannot accurately determine age.[16]

Medical history

Obtaining a comprehensive history from the biological mother or
caregiver at first contact with a healthcare worker is essential, as
this may be the only opportunity to do so. Ideally, the RTHB should
be completed and a copy of it attached to the medical report. It is
recommended that the details listed in Table 1 be explicitly recorded
on the medical report, as RTHBs are sometimes inadequately
completed.

Medical examination

The medical examination should include details of a full systemic
examination with syndromic screening and anthropometric
parameters (Table 2).

Special investigations

In addition to a cranial ultrasound scan and opthalmological
assessment in selected high-risk cases, all children will require
laboratory screening tests (Table 3).
Infectious disease screening
An overwhelming number of infectious agents, including viruses,
bacteria, parasites and fungi, can be transmitted from mother to
child. Some of these pathogens are associated with severe congenital
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Table 1. Medical history details

Table 2. Medical examination

Birth history

Anthropometric parameters

Place of birth

Current weight, height, head circumference

Mode of delivery

Use of standard growth charts

Gestational age

General examination and congenital abnormality screening

Apgar score

General examination

Birth parameters: weight, length, head circumference

Features of congenital abnormalities including eyes and vision,
ears and nose, mouth and palate, heart, skin, upper and lower
limbs, genitalia and anus

Neonatal complications
Maternal history

Other congenital abnormalities

Gravidity, parity and previous miscarriage/s or TOP

Systemic examination

Number of live children and their ages

Head and neck, including ENT and eye examination

Death/s and cause/s of death of siblings

Chest, including heart and lungs

Antenatal complications

Abdomen

HIV rapid and ELISA results

Genitalia

If HIV-infected:

Musculoskeletal system

CD4+ cell count

Neurological system

HIV viral load

Development

WHO staging

Other assessment

PMTCT interventions

Vision

TB and TB treatment

Hearing

STI, including RPR results

Speech/language

History of smoking, alcohol and illicit drug use

ENT = ear, nose and throat.

History of familial condition/s (including paternal family)
Duration of breastfeeding and date at cessation

Table 3. Special investigations

General medical history

Laboratory screening tests

RTHB availability
Growth and immunisation history

HIV-1/2 ELISA

Developmental milestones

HBsAg ELISA

Chronic diseases and medication

Syphilis (treponemal or non-treponemal tests)

Previous hospital admissions, with dates, diagnoses and followup plans

TSH (children <28 days)

TOP = termination/s of pregnancy; ELISA = enzyme-linked immunosorbent assay;
WHO = World Health Organization; PMTCT = prevention of mother-to-child
transmission; TB = tuberculosis; STI = sexually transmitted infection/s; RPR = rapid
plasma reagin; RTHB = Road to Health booklet.

Cranial ultrasound scan in children with a birth weight <2 000 g
if <12 months of age at time of assessment
Ophthalmological assessment in children with a birth weight
<1 500 g regardless of age at time of assessment
ELISA = enzyme-linked immunosorbent assay; HBsAg = hepatitis B surface antigen;
TSH = thyroid-stimulating hormone.

abnormalities and sequelae that may not be clinically apparent during
the newborn period. Infectious diseases may also be acquired after
delivery but before adoption. The American Academy of Pediatrics
recommends the following infectious disease tests for screening
international adoptees: hepatitis B, syphilis and HIV-1/2 serology;
tuberculin skin testing or interferon-gamma release assay testing;
stool examination for ova and parasites, including Giardia intestinalis;
and Cryptosporidium antigen testing.[17] A complete blood count and
differential count is also recommended. In addition, the Centers for
Disease Control and Prevention lists the following screening tests
that may be useful, depending on the child’s country of origin or
specific risk factors: hepatitis A, hepatitis C and Trypanosoma cruzi
serology; malaria smears; and Helicobacter pylori antigen screening
of stool.[18] Taking into account local prevalence, costs and the
poor positive predictive value of some of the laboratory tests, we
recommend limiting routine screening to exclusion of HIV-1/2,
hepatitis B and syphilis (Table 3). Other infectious disease markers
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and haematological testing should only be performed if the medical
history suggests a high risk of infection or if clinically indicated.
Investigation for tuberculosis (TB) is only recommended once TB
exposure has been established. Because of the high prevalence of
intestinal parasites in SA, routine deworming in children >3 years
of age, rather than repeated stool sample collection, is considered
cost-effective.
All children should have an HIV-1/2 enzyme-linked immunoassay
(ELISA) test. An HIV-1/2 ELISA is preferable to a rapid test for
reasons of quality control, including standardised reporting, and
better sensitivity and specificity. Fourth-generation HIV-1/2 ELISA
testing, which has the ability to detect antibodies to HIV-1/2 and p24
antigen simultaneously, reduces the window period to an average
of 2 weeks, whereas rapid strips, which can only effectively detect
HIV antibodies, have an average window period of 3 - 4 weeks.[19]
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A laboratory diagnosis of HIV-1/2 in a child >18 months of age
requires a positive result on two assays and must be confirmed on
a second specimen. In children <18 months of age, a positive HIV1/2 ELISA result suggests HIV exposure but not necessarily HIV
infection, as maternal antibodies are transferred from the mother
to the child. These children should be tested further in accordance
with the current South African Antiretroviral Treatment Guidelines
testing algorithm for infants <18 months of age, which includes
immediate HIV-1 polymerase chain reaction (PCR) testing for
‘symptomatic infants’.[20] Additionally, immediate HIV-1 PCR testing
can be considered for infants of mothers with known poor or
non-compliance with prevention of mother-to-child transmission
(PMTCT) interventions. However, infants with negative HIV-1 PCR
results should have repeat testing as per guidelines.
A negative HIV-1/2 ELISA result adequately excludes HIV
infection at the time of testing if no recent exposure has occurred.
However, if a child was breastfed the test should be repeated 6 weeks
after cessation of breastmilk feeds. As for all laboratory investigations,
the limitations of the HIV assays need to be taken into consideration.
Both qualitative and quantitative molecular HIV assays (i.e. PCR and
viral load assays) currently used in the public health sector are not
designed to test for HIV-2. Furthermore, in the context of PMTCT
practices, repeat HIV PCR testing 4 - 6 weeks after cessation of
prophylaxis may be prudent in view of increasing evidence suggesting
that molecular HIV testing may not detect low-level viraemia as a
result of antiretroviral therapy.[21,22] Since it is not possible to exclude
HIV infection completely in early infancy, prospective adoptive
parents need to be counselled in this regard.
Screening for hepatitis B is recommended in all children by testing
for hepatitis B surface antigen (HBsAg). Since false-negative results
can be associated with early infection during the window period, it
is advisable to repeat the test in 6 months if it is negative.[18] Falsepositive results can also occur and have been associated with HBsAg
testing within 3 weeks of administering hepatitis B vaccination.[23] In
children with unknown immunisation records, hepatitis B surface
antibody (HBsAb) testing can be used to confirm immunity.
Either non-treponemal (e.g. rapid plasma reagin (RPR), Venereal
Disease Research Laboratory (VDRL)) or treponemal (e.g. Treponema
pallidum haemagglutination assay (TPHA), fluorescent treponemal
antibody-absorption (FTA-ABS), syphilis ELISA) testing can be
used for syphilis screening purposes. Should the screening test be
positive, a confirmatory test using an alternative assay type needs to
be performed. The diagnosis of congenital syphilis can be difficult
and results of maternal testing, if available, may prove valuable in
this regard.
Herpesviruses have not been included as part of routine
laboratory screening because of the poor positive predictive value
of both serological and molecular assays. This includes screening for
cytomegalovirus (CMV), a leading cause of developmental disabilities.
The prognosis of congenital CMV is highly variable. The majority
of patients are asymptomatic at birth (87.3%), and only 13.5% of
children develop hearing loss or impaired intellectual performance.
However, hearing loss can occur as late as schoolgoing age in a
child born with normal hearing.[24] Similarly, the manifestations of
congenital rubella can be delayed in up to 20% of cases,[25] so routine
laboratory testing is also not recommended. Testing should rather be
based on assessment of individual risk.
Routine hepatitis C testing is not considered necessary in SA
because of the low prevalence of hepatitis C, estimated to be <2%,[26]
and a low risk of mother-to-child transmission (~10%).[27] Although
vertical transmission is reported to be considerably increased in the
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HIV-positive population,[28] HCV/HIV co-infection is uncommon in
SA.[26] Testing is therefore recommended only in high-risk cases, such
as babies born to intravenous drug users.
Additional blood-borne pathogens that are readily transmitted
from mother to child but are usually subclinical during childhood
include human T-cell lymphotropic virus types 1 and 2 (HTLV-1 and
2). Although regions of SA are known to be endemic for HTLV-1,[29]
the lifetime risk of HTLV-1-associated disease is considered to be
only 10%.[30] Until data on the local incidence of mother-to-child
transmission become available, informed recommendations are not
possible.
Thyroid function and metabolic screening
Apart from screening for infectious diseases, blood tests should
be performed for congenital hypothyroidism in neonates (i.e. in
children who have been identified for adoption at birth, including
abandoned neonates). Various algorithms are used globally, each
with their own advantages and disadvantages, as outlined by the
American Academy of Pediatrics.[31] For children with a birth weight
of >2 500 g, thyroid-stimulating hormone (TSH) has proved to be an
effective screening test. Since delayed TSH elevation is particularly
common in infants of low birth weight (i.e. <2 500 g), testing with
a combination of TSH and thyroxine (T4) has better sensitivity in
detecting hypothyroidism in such infants, in particular those with
thyroid-binding globulin deficiency, central hypothyroidism and
hypothyroxinaemia. Screening is recommended 2 - 4 days after birth
for term babies and at 2 - 7 days for preterm babies and those in
neonatal intensive care units. If the above tests are abnormal, thyroid
function tests should be done 2 weeks after delivery and treatment
initiated if results suggest congenital hypothyroidism. Although
considered rare, routine screening for congenital hypothyroidism is
deemed appropriate as the condition is usually asymptomatic and
can have devastating neurodevelopmental sequelae if left untreated.
Screening for metabolic disorders can also be considered in
newborns prior to adoption, including testing for galactosaemia and
phenylketonuria. However, we regard these tests as currently beyond
the scope of a feasible national minimum standard appropriate for
SA. Where resources allow, they can be incorporated as part of
routine neonatal screening programmes.
Allied health professional assessments
It is recommended that all children have appropriate speech, language,
audiometric, psychological and occupational therapy assessments. A
number of developmental screening tools have been developed,
and where available these may prove valuable. In particular, the
Griffiths Mental Developmental Scales and Bayley Scales of Infant
Development, when performed by a suitably trained person, can
provide a cost-effective general indicator of subsequent development.[32] However, extensive evaluation and treatment is considered
beyond the scope of an appropriate national minimum standard. The
assessments listed in Table 4 are considered an essential minimum
for both identifying and addressing gross developmental disorders in
high-risk children prior to adoption in SA. It is recommended that
parents take their children for additional assessments in the postadoption period.

Summary of medical evaluation

A summary of the medical evaluation should be made with suggested
medical follow-up and intervention if necessary, as well as any
findings that may impact on the adoption of the child. As the medical
evaluation of a child cannot completely exclude the possibility of
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Table 4. Allied health professional assessments
Audiological assessment

An audiological screening test should be performed in children with risk factors for hearing loss, as described in
the literature,[33] including the following:
Any caregiver concerns or clinical concerns regarding hearing abnormalities
Family history of hearing loss
All children with a history of NICU admission or other neonatal risk factors associated with hearing loss,
including in utero infections
Postnatal meningitis/encephalitis
Craniofacial anomalies and syndromes associated with hearing loss; neurodegenerative disorders
Head trauma
Medication such as chemotherapy, ototoxic antibiotics, etc.
Delayed speech and language development
The following audiological assessments are recommended for these children:
Children <5 years of age should be screened for hearing loss with electrophysiological devices measuring OAE
or ABR
Children who spent ≥5 days in an NICU must be screened with ABR to identify possible cases of auditory
neuropathy
Children ≥5 years of age should be screened with behavioural pure-tone audiometry at 20 dB across 1 000,
2 000 and 4 000 Hz
An abnormal screening test requires a diagnostic audiological assessment to determine whether hearing loss is
present. Although children who fail the hearing screening test are at a significantly increased risk, the majority of
these children will not have permanent hearing loss[34,35]

Occupational therapy
assessment

An occupational therapy assessment is recommended in the following cases:
Children with a birth weight <2 000 g (assessed at or after 4 months corrected age)
All children >3 years of age
If there are any clinical concerns regarding developmental delay

Speech/language therapy
assessment

A speech/language therapy assessment is recommended in the following cases:
When there are clinical concerns regarding speech and language delays or abnormalities (e.g. cleft palate)
In infants with feeding difficulties

Psychological assessment

A psychological assessment should be performed:
In all children with a history of abuse
If recommended by the social worker or examining clinician
Such an assessment may be performed by a clinical psychologist, educational psychologist or clinical social
worker

OAE = otoacoustic emissions; ABR = auditory brainstem response; NICU = neonatal intensive care unit.

future pathology, it is recommended that the medical report be
considered valid for 3 months from the date of examination if the
child is <6 months of age, and for 6 months from date of examination
if the child is ≥6 months of age.

Conclusion

An appropriate medical evaluation of children prior to adoption is
an essential step towards achieving successful permanent placement
of children with inadequate or no parental or family support, and as
such represents a cost-effective opportunity to improve the health
and well-being of a marginalised group in the SA population. It
is hoped that by implementing the proposals outlined above, an
effective model will be established for streamlining health services
for orphaned and vulnerable children in general. This will ensure
that key developmental goals, such as reducing child mortality and
combating HIV/AIDS, are better addressed.
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Appendix 1. Medical report: Abandoned children and children prior to
adoption
1

IDENTIFYING DETAILS
FIRST NAME/S
SURNAME
DOB/ESTIMATED
AGE
GENDER

2
2.1

MEDICAL HISTORY
BIRTH HISTORY

PLACE OF BIRTH

MODE OF DELIVERY

GESTATIONAL AGE

APGAR SCORES

BIRTH PARAMETERS

WEIGHT

kg LENGTH

cm HC

cm

NEONATAL
COMPLICATIONS
2.2

MATERNAL HISTORY

GRAVIDITY

PREVIOUS
MISCARRIAGE OR TOP

PARITY
NO. OF CHILDREN ALIVE
WITH AGES

DEATH AND CAUSE OF
DEATH OF SIBLINGS

ANTENATAL
COMPLICATIONS
HIV RAPID (DATE)

HIV RAPID RESULTS

HIV ELISA (DATE)

HIV ELISA RESULTS

HIV VIRAL LOAD (DATE)

HIV VIRAL LOAD
RESULTS

CD4+ CELL COUNT

HIV WHO STAGING

PMTCT INTERVENTIONS

MOTHER

TB DIAGNOSED

YES

NO

BABY
UNKNOWN

TB TREATMENT

RPR /OTHER STIs
SMOKING/ALCOHOL/

FAMILY DISEASES
KNOWN

DRUG HISTORY

550

Month 20xx, Vol. xxx, No. x

YES

NO UNKNOWN

FORUM

BREASTFEEDING
(INITIATION &
CESSATION DATES)
2.3

GENERAL MEDICAL HISTORY

RTHB AVAILABLE

YES

NO

GROWTH
SATISFACTORY?
IMMUNISATION
SCHEDULE
DEVELOPMENTAL
MILESTONES ACHIEVED
(DATE/AGE)

COMPLETE

INCOMPLETE

GROSS

FINE

MOTOR

MOTOR

SPEECH

SOCIAL

CHRONIC ILLNESS

CHRONIC
MEDICATION
ADMISSION &
D/C DATES

DIAGNOSIS/
PROBLEM LIST

TREATMENT

FOLLOW -UP
CLINICS & DATES

PREVIOUS
HOSPITALISATION

3
3.1

CLINICAL EVALUATION
ANTHROPOMETRY

WEIGHT

kg LENGTH

3.2

GENERAL EXAMINATION

3.3

CONGENITAL ABNORMALITIES

551

cm HEAD
CIRCUMFERENCE

Month 20xx, Vol. xxx, No. x

cm

FORUM

YES

NO DESCRIPTION

Eyes and vision
Ears and nose
Mouth and palate
Heart
Skin
Upper limbs & hands
Lower limbs & feet
Genitalia and anus
Other
3.4

SYSTEMIC EXAMINATION
General

Head & Neck

ENT
Eyes
General

Chest

Heart
Lungs

Abdomen
Genitalia
Musculoskeletal

Neurological system

Development
VISION

HEARING

552

Month 20xx, Vol. xxx, No. x

SPEECH/LANGUAGE

FORUM

4

SPECIAL INVESTIGATIONS

4.1

BLOOD RESULTS (see attached laboratory results*

INVESTIGATION

DATE TAKEN

RESULT

DATE REPEATED

RESULT

HIV ELISA
HIV PCR
HIV viral load
HBsAg
HBsAb
RPR/TPHA/syphilis
ELISA (indicate)
TSH
T4

4.2

OTHER SPECIAL INVESTIGATIONS (i.e. radiology)

TYPE OF INVESTIGATION

4.3

COMMENT

REPORT ATTACHED (Y/N)

COMMENT

REPORT ATTACHED (Y/N)

OTHER ASSESSMENTS

TYPE OF ASSESSMENT
Audiology
Occupational therapy

553

Month 20xx, Vol. xxx, No. x

FORUM

554

Month 20xx, Vol. xxx, No. x

FORUM

555

Month 20xx, Vol. xxx, No. x

