
Introduction
Infant mortality in the world has halved in 25 years, but only 62 
countries in 195 have achieved the fourth Millennium Development 
Goals (MDGs) and Mozambique, even though is low income country 
has managed to reach this goal, according to the medical magazine 
The Lancet (2015).

In Mozambique, monitoring the development of the 0-5 year-old 
child is a central activity in promoting health in the context of health 
care. Its main objective is the early detection of changes in the 
development, immunization, of some prevalent diseases in the 
country such as: Malaria, Malnutrition, HIV/AIDS, Tuberculosis, 
diarrheal diseases among others (MISAU, 2008).

According to MISAU 2009, the Child Health Card (CHC) is a 
document identifying and monitoring the health status used by 
about 3.5 million Mozambicans (0-5 year-old).

In order for the child's health card to be a reliable means of 
communication, surveillance and promotion of children's health, its 
proper use is essential, which includes correct and complete record 
of the information and dialogue with the family on the notes made 
thereon (Goulart Et al, 2008).

According to REGO (2008), the clinical record is an instrument of 
fundamental value in perinatal care, as a direct driver of individual 
care, including the management and care planning issues.

According to MISAU 2011 in the �rst year of life, the consultations 
should coincide with the vaccinations, being the �rst consultation 
done during the �rst week of life. In the second year, they must be 
quarterly, from the third to the �fth semester. From the �fth to the 
fourteenth year the consultations must be annual and the 
information relating to the consultations must be recorded on the 
child's health card.

There has been an interest in assessing the quality of the child's 
health card �lling in as it is a very important instrument for 
monitoring the health 0-5 year-old children. The age ranging from 0-
24 months is the one that must most frequently attend the 
consultations of healthy or risky child. Because of the experiences 
during the professional activity in various health units in Maputo, it 
has been veri�ed that the child's health card was not always �lled in, 
thus making it difficult to monitor the child's development and the 
control of childhood pathologies.

To what extent health cards are duly �lled in by health professionals 
and what are the factors that in�uence their completion.

In order to respond to this concern, the study was carried out to 
evaluate the quality of the child's health card from 6 to 24 months 
and the associated factors.

Methodology
The study was descriptive, the same was done in the consultations 
of healthy and risky child, at the Health Centers of Mavalane, 
Primeiro de Maio and José Macamo in Maputo City, from May to 
August 2014, from Monday to Friday, from seven to 12 o'clock, 
which are the hours with the largest �ow of patients in the health 
centres of Maputo City.

Part of respondents of this study were children's parents/caregivers 
whose children had the new MISAU health card, 2009 edition, aged 
6 to 24 months, born and living in Maputo City. And health 
professionals who had at least 1 year of service in child care 
appointments.

The population of this study were the health cards of the child and 
health professionals, with a sample of 280 cards, of which 93 in the 
Mavalane Health Centre, 73 in the José Macamo Health Center and 
114 in the Primeiro de Maio Health Centre and 9 Professionals two 
Nurses of Maternal and Child Health of each health centre and 1 
preventive medicine technician.

To collect data from the quantitative part of the study, the 
participant observation technique (in the presence of the parents) 
was used, and the observer's script was used as an instrument. In 
order to collect the qualitative information, the health professionals 
who worked in the health centres were interviewed in the 
consultations of healthy, risky children and Extended Vaccination 
Program using an interview guide.

The �rst stage of the study was thus sequenced: 1) the identi�cation 
of parents / caregivers of children from 6 months to 2 years of age; 2) 
selection of the same; 3) signing consent forms  by the parents / 
caregivers to be part of the study; 4) observation and collection of 
health cards data;

The second stage consisted of interviewing the health professionals 
who attended the children in the consultations with the following 
sequence: 1) Identi�cation of the health professionals who worked 
in the health centres that attended the children; 2) signing of 
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consent forms; 3) completion of the questionnaire.
The protocol was submitted to the National Bioethics Committee for 
Health with registration number 109 / CNBS / 2013.

Results
In this study, 280 Child Health Cards were veri�ed, ranging from 6 to 
24 months of age, with a mean of 13.45 months and a median of 11 
months. The most prevalent age group was 6 to 11 months in 52%.

Data on patient identi�cation on the child's health card were mostly 
completed, but the easiest contact space was not �lled in by 40.7%. 
(Table 1).

In the data on pregnancy and childbirth the least �lled in or no 
information was given: length of the new-born at birth with 27.5%, 
cranial perimeter 26.6% (Table 1).

In the HIV-related information of the 280 cards observed 23.2% had 
recorded information about the HIV serological test of the mother. 
(Table 1)

All HIV-exposed NBs did prophylaxis for the prevention of vertical 
transmission, 93.8% had PCR testing done, of these 16.4% negative 
PCR. For all those who had positive PCR the ART regimen was 
registered on the card. (Table 1)

As regards vaccination and supplementation with Vitamin A, it was 
100% �lled in, deworming for age completed in 95.7%. In relation to 
�lling the reason for the risk consultation, 18.9% was �lled. (Table 1)

In the cards observed, 4.6% of children had at least 1 episode of 
hospitalization registered on the card with the respective diagnosis 
and treatment. (Table 2).

With regard to the registration concerning the disease and in the 
consultation of the sick child, 80 samples had at least one episode of 
illness and almost all cards with registered diagnosis and the 
treatment that the child did.

Regarding the consultations of the new-born until the seventh day 
of life, 50.7% had been records, and 51% had records on the second 
consultation of the New-born and 41%. (Table 2)

As regards the anthropometric parameters completed during the 
consultations of the children, the least completed data were height 
at 17.9%, weight / height index at 5% and cranial perimeter at 5.8% 
(Table 3).

Health Professionals interviewed reported that they attend on 
average 30 children per day. When asked if they had any 
training on how to �ll in the health card, all of them answered 
yes, had training during the academic training and on job 
training in the workplace.

When professionals were questioned about what may be hindering 
the completion of all items of the child's health card during the time 
of the Consultation, they referred to the work overload and the high 
number of children to be attended per day by providing this 
information and content:

PS.CS1 (...) When it is very full in the consultation, the staff no longer 
pay attention to build the graphs of growth (...)

Table 1.  Filling of data in the Child Health Card
Identi�cation yes
  N= 280 N (%)
Child's name 229 (81.8)
Child's Gender 280 (100)
Mother's name 268 (95.7)
Father's name 268 (95.7)
Residence 222 (79.3)
Easy Contact 114 (40.7)
Vaccination code 275 (98.2)
Data on childbirth and pregnancy Yes
N= 280 N (%)
Birth Date 278 (99.3)
Birth weight 280 (100)
Place of birth 277 (98.9)
Type of birth 273 (97.5)
Apgar 1 minute 245 (87.5)
Apgar 5 minutes 242 (86.4)
Newborn    Length 77 (27.5)
Cranial Perimeter 74 (26.4)
Complication during pregnancy 31 (11.1)
Complication during labour 22 (7.9)
Complication in the neonatal period 13 (4.6)

HIV Information  HIV (+) Yes
N=280 N (%)
Mother HIV test  (N= 280) 65 (23.2)
Prophylaxis of the  New-born  (N= 65) 65 (100)
Prophylaxis for opportunistic infections  (N= 65) 63 (96.0)
PCR testing (N= 65 ) 61 (93.7)
Antiretroviral treatment / mother regimen (N= 65) 46 (69.7)
Prevention of mother-to-child transmission  (N= 66) 61 (92.4)
Childhood ARV regimen (N= 65) 51 (83.6)
Reason for Consultation of Child at Risk
N= 280 N (%)
Prematurity 6 (2.1)
Birth weight less than  2.5kg 2 (0.7)
Arti�cial Milk 5 (1.7)
Father deceased / absent 1 (0.3)
Exposure to HIV 16 (5.7)
Reasons for other care 2 (0.7)
No indication for CCR 68 (24.2)
Nothing �lled 179 (63.9)
Historical Food (N=280) N (%)
Feeding according to full age  Completely �lled 66.9 (23,9)

Table2: Records of hospitalization, Consultation of the sick 
child and the new-born
Information about possible hospitalizations Yes
(N=280) N (%)
Number of hospitalizations 12.8 (4,6)
Hospital �lled 12.8 (4,6)
Diagnosis 12.8 (4,6)
Treatment 12.8 (4,6)
Inquiry Yes
(N=80) N (%)
Number of visits (N=80) 72 (90)
Diagnosis  (80) 71 (88,8)
Treatment  (N= 80) 71 (88,8)
(N=280) N (%)
Hospital �lled 57.1 (20,4)
Newborn (N=280) Sim

N (%)
First consultation until the 6th day of life 142 (50.7) 
Second visit from the 7th to the 20th day of life 143 (51)
Third consultation from 21st to 28 days of life 115 (41)

Table 2. Fills of   the Anthropometric Parameters in the 
consultations
Anthropometric Parameters Yes
N = 280 N (%)
Number of visits completed  280 (100)
Age 280 (100)
Weight 278 (99.6)
Height  17.9 (6,4)
Weight / height 14 (5)
Cranial Perimeter  5.8 (2,1)
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PS.CS2 (...) Excessive Work (...)

PS.CS2 (...) There are many things to note and the children are many 
(...)

When asked if they thought it important to �ll in all the items on the 
card, all of them responded unanimously saying yes, and referred to 
the advantages of having all the data �lled in as follows:

PS.CS2 (...) In order to control growth (...)

PS.CS2 (...) control of the evolution of the child's growth according to 
its weight, diseases, etc. (...)

PS.CS1 (...) Facilitates the evaluation of the degree of growth and 
development of the child, facilitates the collection of recorded data 
(...)

PS.CS1 (...) For a good accompaniment on the growth of the child 
from the weight, psychomotor development (...)

PS.CS3 (...) Facilitate the collection of data from the child, facilitates 
the evaluation of the child's growth and development (...)

PS.CS3 (...) Better control the development of the child, see if the 
mother ful�ls the consultations (...)

When asked about the items of the card that pay the most attention 
during the consultations the majority reported that the weight, the 
vaccination the identi�cation and the date of the following 
consultation according to the following reports:

PS.CS1 (...) Date of the next appointment and where the weight is 
marked (...)

PS.CS2 (...) Curve of weight, vaccination, identi�cation and 
serological state (...)

PS.CS3 (...) Date of the next visit, current weight to control whether 
or not it is growing, and to see if the mother complies with the 
weight, if the vaccination is complete (...)

PS.CS3 (...) Weight, ages, serological status, vaccination schedule, 
vitamins and deworming (...)

PS.CS3 (...) All parts are important, ie one complements the other, it is 
like the human body, all organs are important, the nails complete 
the body,

PS.CS2 (...) Identi�cation, dates of the consultations to see if the 
mother complies or not, the weight to see if this is gaining weight or 
not and vaccination. (...)

Discussion and Conclusions
According to the Ministry of Health (2011) Standards of Attention to 
Healthy and Risk Child considers that the consultations of the 
healthy child should be concentrated in the �rst two years of life, 
which is a period considered to be of greater risk. In the �rst year of 
life the consultations coincide with the vaccination, and the �rst 
consultation should be done in the �rst week of life. In the second 
year, the consultations should be quarterly.

Despite the fact that greater affluence to the health centre of 
children under 2 years offers a greater opportunity to have the 
sample for the study, but the selection criteria adopted in this 
present study does not allow a representative sample of the 
population attending the health centres or the City of Maputo, 
much less of the country of children with health cards in the studied 
age range.

In this study, the best data are the items related to the identi�cation 
of the child, �lled in more than 85% of the child's health cards. These 

data corroborate with the study carried out by Alves (2009) in Rio de 
Janeiro, Brazil, where 365 child health books were analyzed, and 
Faria (2013) in the municipality of Porto Alegre - Minas Geraie, Brazil, 
where 150 cards were evaluated. Children's identi�cation data were 
more than 85% complete. Although the sample sizes and the 
selection criteria are different, the studies show that the 
professionals are worried in noting the identi�cation of the child, 
this can be con�rmed by this study where during the interviews 
with the professionals, they revealed that they were worried about 
having a Well-identi�ed health card however, in this study the 
easiest contact is not �lled in on all cards.

According to MISAU, the completion of the perinatal history must be 
done in the maternity ward. In this study, the length of the new-born 
and the cranial perimeter were the least �lled data on observed 
health cards. No observations or interviews were carried out in 
maternity hospitals to determine if this data was not �lled due to 
lack of material or if health professionals did not �nd the same 
amount.

In this same study, when health professionals were questioned 
about the importance of �lling in all health card data, all of them 
answered that �lling was important, but they did not do it for all 
items, not for lack of work material, but for not �nding them 
relevant.

Health professionals gave much weight and weight curve over 
other anthropometric measures because they found it easier 
through the weight to verify if the child is growing. Paying attention 
to weight and weight curve, health professionals are complying 
with WHO recommendations 2006 And MISAU 2008, that 
recommend the use of reference curves for nutritional status 
assessment for children under 5 years of age, which in all cards 
weight and weight curve were adequately �lled. However, on the 
other hand, in relation to weight by height and evaluation of the 
crania l  per imeter,  they did not  f requently  fo l low the 
recommendation of MISAU (2011), which says that cranial perimeter 
measurement should be part of the routine examination of the 
whole child, especially the �rst 2 years of life.

In this study, in follow-up visits, height was �lled in 18% of the cards 
and the weight / height index in 14% cards. According to the study 
done in Brazil by Gaiva & Silva (2014), they report that the data 
regarding the development of the child are not being adequately 
�lled in the health cards.

In this study, health professionals showed that they were aware of 
the importance of using the card as an instrument that facilitates the 
follow-up of the child's development, even though they do not �ll all 
items during the visits. Vaccination surveillance and deworming are 
one of the main demands on children's health care provided at 
health centres. These results corroborate with the ones found in the 
Brsasil in the study by Andrade (2014), where 12 professionals were 
interviewed and also indicated that the health registry is an 
important instrument for monitoring the health status of the child.

However, the results of this study cannot be generalized to all health 
professionals, since all health professionals are not interviewed at all 
levels of child health care.

The specimen regarding the child's feeding was completed in 23% 
of cases, the MISAU (2008) Health card of the child guidance for 
health personnel recommends that this space be �lled in with the 
type of feeding of the child up to 12 months, By placing an "x" in the 
column corresponding to each introduction and / or maintenance 
of this feed, when the answer is negative, the corresponding column 
is left blank. Probably this space was not �lled because the parents 
were feeding in their children in an inadequate way, which is why 
the health professionals did not �ll in this space.

In the health card in use in Mozambique only the upper limits of the 
child's psychomotor development are indicated, that is, if the child 
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does not perform such a function, it is considered a problem. In this 
study this part on the health card was not completed on any card. 
According to the Lancet 2016, the aspects of psychomotor 
development should be explored in assessing the health status of 
the child because about 250 million children under 5 years of age in 
countries where low income and middle income are at risk of falling 
short of their potential, Children should be helped to achieve this 
early childhood potential in physical, cognitive and emotional 
aspects.

Conclusions
It was veri�ed that the health card of the child is not �lled in its 
entirety, regarding the cranial perimeter and length at birth and the 
weight/height index and height for age, and psychomotor 
development. Although the health professionals revealed that their 
completion facilitates the monitoring of the state of health of the 
child, they reported not to �ll in the card due to the demand of 
patients.

Implications for Health Policy
Inadequate completion of the Health card and incomplete 
information may make it difficult to carry out health surveillance 
and the quality of the records may reveal the malfunction of the 
services and the performance of their professionals.

Recommendations 
A more comprehensive country-wide study should be conducted to 
ascertain if the results found in this study are similar to the rest of the 
health facilities in the country.

Carrying out a study to better understand the factors that interfere 
in the use and ful�lment of the health cards by health professionals 
working at all levels of health care for the child.

That MISAU intensify the supervision of the activities carried out in 
children's health, including the quality of the records made on the 
child's health cards.
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