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The Metabolic Support Sri Lanka initiative,
established to support children with rare
inherited metabolic disorders (IMDs), was
officially launched at the Lady Ridgeway
Hospital on 4  March 2026 in collaboration
with Metabolic Support UK.

th

Approximately 50 families of children
affected by IMDs from across the country
attended the event, together with
paediatricians and healthcare
professionals. The primary objective of this
initiative is to improve and facilitate access
to essential treatment for children with
inherited metabolic disorders in Sri Lanka.

The programme was graced by the presence
of Dr Hansaka Wijemuni, Deputy Minister of
Health and Mass Media; Dr Rajesh Pandav,
World Health Organization Representative
for Sri Lanka; and Dr Dedunu Dias, Director
of the Medical Supplies Division.

Launch of the Metabolic Support Sri Lanka Initiative
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 Key features in the protocol facilitating sibling visit

Only children aged 5 years and above are eligible
The sibling must be “clinically well” at the time of the visit
The siblings’ vaccinations must be up-to-date according to the national immunisation schedule.
A parent must accompany the sibling at all times.
Visits are voluntary. Children should not be forced to visit if they feel anxious or unwilling.
Sibling visits will be permitted once daily, for a maximum of 30 minutes, only one sibling per shift
Parents must prepare the sibling with an age-appropriate explanation about the NICU environment. 
Hand washing must be performed before entering the NICU.
Siblings must wear clean clothing and shoes, and a coat will be provided by the NICU.
No toys, food, or personal belongings should be brought into the NICU.

Within this context, sibling visitation is an
important issue that deserves careful
consideration, balanced policies, and clear
protocols. At the Colombo South Teaching
Hospital and De Soysa Maternity Hospital
NICUs, we have successfully introduced
sibling visits, which is a revolutionary step
in the history of Sri Lankan NICUs. A survey
conducted among the staff of both units, it
has been approved by 75% of the staff, and
the implementation is carried out as a
component of ‘Empowering Parents in the
NICU’ (EPiNICU) study.
In phase one of EPiNICU study, extremely
high levels of depression, anxiety and stress
were identified in the mothers of neonates
admitted to our NICUs. A stakeholder
meeting was conducted, and co-creation of
interventions identified implementing
sibling visits as a priority. This was followed
by several rounds of discussion with the
stakeholders in order to recognise the
stratergies that are needed to be
implemented to facilitate sibling visits. 
We formulated a protocol specifying
instructions to allow sibling visits (Table 1). 

FEATURE ARTICLE

Neonatal Intensive Care Units (NICUs) are
shifting from traditional clinician and nurse-
centred care to family-centred care (FCC),
where the family is considered to be a part
of the team managing the neonate.
Relaxing rigid visiting policies and allowing
siblings to visit the neonate in the NICU is
promoted in FCC and has evolved since the
1980s. 

Admission of a neonate to NICU affects the
entire family, not just the parents. Siblings
may experience confusion, anxiety,
jealousy, or fear when they are separated
from a new baby without explanation or
contact. Allowing siblings to visit the NICU
helps to reduce emotional distress and
foster early bonding. Contrary to popular
belief, sibling visits do not increase the
psychological distress of the elder sibling
or infection rate in the NICU. 

However, in Sri Lanka, NICUs operate under
significant constraints, including limited
space, staff shortages, and infection-
control challenges.

Introducing sibling visits to Neonatal Intensive Care Units of
Colombo South Teaching Hospital and De Soysa Maternity Hospital
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We trained the staff to facilitate sibling
visits. Parents were instructed on the
preparation of the sibling to visit the NICUs.
A children’s story book and a video suitable
for kids were prepared to introduce to
families. Special colourful overalls were
designed to welcome them to the unit (Figure
1). 

We requested them to draw a picture
following the visit, which could be kept as a
memory. (Figure 2)

Figure 1: Facilitating sibling visits 

Figure 2: Few pictures drawn by the sibling
during the NICU visit 

The following barriers were identified.
Lack of infrastructure: Limited space,
absence of waiting areas, and poor
ventilation, all of which increase safety
concerns.
·Absence of clear guidelines: Many
facilities lack national or institutional
policies addressing sibling visits.

·Cultural and educational gaps: staff
and families may not be adequately
informed about infection risks or
appropriate behaviour in the NICU.

With thoughtful planning and clear
protocols, sibling visitation can be
implemented safely and humanely. As
neonatal survival improves globally,
attention must also be given to the quality
of care and family experience, because
healing in the NICU extends beyond the
incubator to the entire family. Continued
staff education and support, and
empowering families through health
education are the keys to overcoming
barriers in implementing sibling visits.

Dr N C Gamhewage
Consultant Neonatologist, 
Senior Lecturer in Paediatrics
University of Sri Jayewardenepura

― Hippocrates
“Wherever the art of Medicine is loved, there is also a love of Humanity.”
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KidsToxLK: Strengthening Paediatric Poison Information
Services in Sri Lanka
 

Poisoning remains as an important yet
under-recognised cause of morbidity among
children in Sri Lanka, particularly in younger
age groups where accidental exposures are
common. Timely access to accurate,
context-appropriate toxicology advice is
crucial for safe and effective management.
KidsToxLK, an initiative of the Faculty of
Medicine, University of Kelaniya, has been
established to address this critical need
through a dedicated Paediatric Poison
Information and Research platform. The
initiative is endorsed by the Director General
of Health Services of the Ministry of Health,
Sri Lanka, underscoring its national
relevance and credibility.

KidsToxLK aims to support healthcare
professionals caring for children by
providing evidence-based guidance on the
assessment and management of paediatric
poisoning, alongside educational resources,
training activities, and locally relevant
clinical guidelines. The initiative is led by a
multidisciplinary team of paediatricians and
clinicians with expertise in toxicology,
emergency care, research, and public health,
with a strong focus on strengthening
national capacity in poison management in
children.

The service supports risk assessment,
decontamination decisions, antidote use,
monitoring, and patient disposition,
particularly in emergency and resource-
limited settings. Early consultation can
improve clinical decision-making and
enhance patient safety. 

The KidsToxLK team currently provides this
service entirely on a voluntary basis,
alongside routine clinical, academic, and
service commitments, and looks forward to
progressively scaling up its services to
better serve children and healthcare
professionals across Sri Lanka.

Healthcare professionals are encouraged to
access the educational materials available
on the KidsToxLK website and utilise the
helpline when managing challenging
poisoning cases. Any members interested in
collaboration, education, research, or service
development are warmly invited to contact
KidsToxLK via 071 846 0130 by contacting
me, Professor Kavinda Dayasiri, personally.
However, calls on clinical advice or guidance
on management should be routed through
the helpline 011-2958337.

A key component of KidsToxLK is
its telephone helpline, which
offers real-time expert advice for
clinicians managing children
presenting with suspected or
confirmed poisoning. This service
is accessible via its helpline:

011-2958337
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Micronutrient deficiencies in children and
basics of supplementation 

                                       have a variety of
essential biochemical functions which are
crucial for metabolic pathways and chemical
reactions. Simply expressed, the
micronutrients are vitamins and trace
minerals for example iron, zinc, copper,
manganese, iodine and selenium. (1)
Imbalances are common among the
paediatric population, and especially the
deficiencies are seen when they are
malnourished or when they have other
diseases. 

The timely identification of deficiencies and
management are challenging and quite
often they are missed in clinical practice.
These can cause detrimental effects on
children and some of them are irreversible. 

Most children with iron deficiency are
asymptomatic. Once anaemia develops,
pallor is the most frequent presenting
feature. Poor appetite, fatiguability,
lethargy, exercise intolerance, irritability,
dizziness and shortness of breath are
features of mild to moderate iron deficiency
anaemia. Severe and prolonged iron
deficiency anaemia can result in
neurodevelopmental and cognitive deficits
in early childhood, which cannot be fully
reversed even with the correction of the iron
deficiency. 

As the first-line treatment, oral iron
supplements are recommended while in
complicated cases intravenous iron or blood
transfusions are used. (2,3) 

Micronutrients Divalent Metal Transporter 1 (DMT1),
transports elemental iron and other divalent
minerals across the luminal membrane of
absorptive cells. Zinc-induced iron
absorption involves elevation of DMT1
expression transiently. (4, 5) But prolonged
co-supplementation often diminishes iron
status due to competition for absorption,
with zinc, dose-dependently. (5, 6) Calcium
is associated iron efflux and it has also been
reported that the effect of inhibition
persists for about 4 hours. (7,8) Therefore it
is judicious to administer iron apart from
other minerals when prescribing for
correction of deficiencies. (9)

Overview of interactions Fe, Cu, Zn,
and Ca in enterocytes
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PAEDIATRICS

SLCP NEWS LETTER available online at https://slcp.lk/newsletter/ 8

Together with iron deficiency, zinc
deficiency is combined especially in children
with growth faltering. It was found that the
prevalence of zinc deficiency was around
15.3 % in Sri Lanka in children aged 6–59
months according to the 2022 National
Nutrition and Micronutrient Survey. 

strategy to reduce childhood mortality and
morbidity. 

When prescribing multi-vitamins, it is
imperative to consider concomitant
administration of vitamin A mega dose as
well, to prevent toxicity. 
Vitamin D deficiency is common among the
paediatric population in Sri Lanka which
causes rickets, bone pains, muscle
weakness, development & cognitive delays,
neurological problems, poor immunity, teeth
and nail changes and numerus other
conditions. As per latest recommendations
daily requirement should be supplemented
throughout all the age groups unless there is
deficiency. For correction of vitamin D
deficiency, therapeutic doses are
recommended.(11)

Vitamin E and K are not routinely prescribed
as they are abundant in the diet and
deficiency features are not seen in healthy
individuals, and supplementation is not
recommended except in specific clinical
conditions. 

When considering the available preparations
for micronutrient supplementation, some of
them contain amino acids in them. Lysine is
an amino acid that is frequently present in
most of the preparations, and there is no
clinical evidence to show that lysine per se
increases the appetite. 

The evidence shows that it enhances
nitrogen retention and improves
anthropometric parameters. (12) Further
studies on lysine supplementation for a
better understanding its optimal use,
potential benefits, and safety in promoting
growth are the future directions.(13) 

Zinc deficiency causes loss of appetite,
frequent infections, poor immunity and
growth failure. Therefore, adequate
treatment for deficiency is important, and
calculation of elemental zinc content in
supplements is required when prescribing
them. Data on copper, selenium, and
manganese deficiencies are not available
and clinical features are not readily
detectable as they have overlapping
features with other deficiencies. But
supplementation would be beneficial in
malnourished children who manifest other
mineral deficiencies, as the above
deficiencies can co-exist.(10) Re-emergence
of mild iodine deficiency in Sri Lankan
children has been reported, despite high
coverage of iodised salt. Iodine deficiency,
can lead to growth failure, subtle cognitive
impairment and low-grade goitre.

Water-soluble Vitamin B, C deficiencies are
not routinely tested for in paediatrics.
Glossitis, angular stomatitis, bleeding gums,
easy bruising, and slow wound healing are
some of the features of the above
deficiencies. These can be prescribed to
children if deficiencies are suspected
clinically. 

Vitamin A deficiency leads to night
blindness and to corneal xerosis, ulceration
and necrosis (keratomalacia) and permanent
blindness. Vitamin A mega dose (100.000 IU)
is given in the community setting, starting
from 6 months of age onwards at 6-monthly
intervals up to 5 years in Sri Lanka as a 
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But evidence shows a combination of vitamin
B Complex (B3, B6, B12), lysine, and zinc,
stimulates appetite through various
pathways, including orexigenic peptides and
vagus nerve stimulation and shows beneficial
effects on nutritional status. (12)

Most of the micronutrient preparations that
are claimed to supplement or correct vitamin
or mineral deficiencies do not contain
adequate amounts or hardly any at all, and
referring to the nutrition information panel is
advised. 
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Dr Pearl Mallawaarachchi 
Consultant Nutrition Physician 
Lady Ridgeway Hospital for Children

Summary                             Comprehensive knowledge
and understanding of requirements,
deficiency features, function and
pathophysiology of micronutrients lead to
better patient management. Drug-nutrient
and nutrient-nutrient interactions,
competitive inhibition, enhancers and
inhibitors of nutrients should be considered
when prescribing micronutrients.   
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PAEDIATRICSPaediatric Palliative Care Workshop for Nurses:
A Step Forward in Sri Lanka

This diversity was particularly important
given that paediatric palliative care is
delivered across a range of settings (from
tertiary care centres and local hospitals to
community and home-based services) and
highlighted the need for a coordinated
continuum of care.
The workshop introduced core principles of
paediatric palliative care, emphasising
holistic, child- and family-centred care that
addresses physical, emotional, social, and
spiritual needs. Key topics included symptom
management, communication with children
and families, psychosocial support, end-of-
life care, ethical considerations, and the
critical role of nurses in providing
compassionate and continuous care.
Interactive discussions and practical
examples encouraged participants to reflect
on their own practice and apply learning to
clinical settings.
Nurses play a pivotal role in paediatric
palliative care, often supporting children and
families during their most vulnerable
moments. Strengthening their knowledge,
skills, and confidence is therefore essential
for the sustainable development of PPC
services. Feedback indicated strong interest
in further training and increased awareness
of the importance of integrating palliative
care principles early in the disease
trajectory.
This workshop represents a significant first
step towards strengthening paediatric
palliative care services in Sri Lanka.
Continued collaboration, structured training
programmes, and supportive policies will be
vital to ensure equitable, compassionate care
for all children with palliative care needs and
their families.
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A two-day Paediatric Palliative Care (PPC)
workshop for nurses was successfully
conducted on 23rd and 24th December at
the Faculty of Medical Sciences, University
of Sri Jayewardenepura. This programme
marked an important step in the
development of paediatric palliative care
services in Sri Lanka and was organised in
collaboration with the Sri Lanka College of
Paediatricians, the Education, Training and
Research Unit of the Ministry of Health, and
Two World Cancer Collaboration,
highlighting strong national and
international partnerships. The event was
also immensely supported by the
administrative team of Colombo South
Teaching Hospital and the National Cancer
Control Programme, whose contribution was
vital to its successful organization.
The workshop was led by Ms. Melanie
Hameluck, a senior nurse specialised in
Paediatric Palliative Care and Paediatric
Oncology. She is a senior PPC and Paediatric
oncology specialist nurse also working as
the nurse educator at British Columbia
Children's Hospital and Canuck Place
Children's Hospice in Vancouver. She brings
extensive experience in paediatric palliative
care education and has contributed to
training initiatives in Nepal and India. The
programme was further supported by the
participation of local faculty members (Dr
Jayathri Jahgoda, Prof Saraji Wijesekara and
Dr S.A.S.S Dilankani) ensuring relevance to
the Sri Lankan healthcare context.
Approximately 80 nurses participated,
representing diverse clinical backgrounds,
including palliative care units, oncology
services, paediatric wards, and Public
Health Nursing Officers. Participants were
drawn from multiple districts such as
Colombo, Gampaha, Kalutara, Ratnapura,
Kandy, Kegalle, Galle, and Badulla,
reflecting broad national engagement. 

Dr Malithi Guruge 
Lecturer in Paediatrics

University of Sri Jayewardenepura
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Prologue
Family Centered Care (FCC) is a highly
recognized concept in paediatric healthcare,
in which healthcare staff collaborate with
family members to plan and implement care
programmes for hospitalized children. FCC is
defined as a holistic approach that
acknowledges families as core partners in the
healthcare delivery process, while ensuring
the well-being of both children and their
families. It is fundamentally a two-way
process based on information sharing, mutual
respect, and effective communication
between healthcare professionals, children,
and family members (1–4).
FCC is globally recognized as a standard in
paediatric care, emphasizing culturally
sensitive practices that respect their
language of communication, beliefs, values,
and structures. Key elements of FCC include
family presence during ward rounds, clinical
procedures, and participate in the decision-
making processes. These actions need to be
supported by institutional policies and staff
training (5). Even during the COVID-19
pandemic, FCC practices were sustained
through virtual tools and social support
strategies (6,7).

Benefits of FCC
Active involvement of family members plays a
significant role in improving both short-term
and long-term health outcomes of children.
Family presence in the care process enhances
the efficiency and effectiveness in the
management of paediatric patients and also
better outcome. This will also enhance the
family well-being by making them feel
recognized and contributes to the
psychosocial well-being of family members
by addressing their basic needs during
hospitalization. 

It will also help to improve physical comforts
as well.
FCC supports better adaptation of families
to the hospital environment and treatment
procedures. It increases parents’ knowledge
regarding their child’s condition and enables
healthcare staff to identify the strengths
and capacities of family members, which can
facilitate care processes. Parents are also
able to express their abilities and difficulties
in caring for their sick children, allowing for
more appropriate care planning.
Successful implementation of the FCC
improves satisfaction among children,
families, and healthcare providers. Health
professionals benefit by gaining a better
understanding of sociocultural aspects and
family dynamics, thereby enhancing overall
quality of care and health outcomes.

FCC as a Theoretical Framework
International organizations such as Family
Voices, the American Academy of Pediatrics,
and the Institute for Patient- and Family
Centered Care have promoted FCC as an
evidence-based framework (8–10). Research
has consistently demonstrated positive
outcomes of FCC for children, families,
healthcare professionals, and health
institutions.
The FCC framework is based on key
principles, including respect and dignity,
information sharing, participation, and
collaboration, particularly within paediatric
inpatient care. Healthcare professionals are
expected to respect families’ knowledge,
beliefs, values, and preferences. Providing
unbiased, accurate, clear, and timely
information to families is a core component
of FCC.

Where Family Matters: Family Centered Care in
Paediatric Inpatient Care
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Involving families in decision-making during
inpatient care of children creates a
supportive environment for ward
management. FCC recognizes families as a
constant presence in children’s lives and
provides opportunities for them to participate
in decision-making while strengthening their
capacities. The framework also respects
cultural diversity, considers children’s
developmental stages, emphasizes
community-based services, supports peer
networks, and encourages the establishment
of family-friendly policies, practices, and
systems in paediatric healthcare settings (8–
10). Globally, FCC has been associated with
improved teamwork among healthcare
professionals, enhanced continuity of care,
reduced unnecessary hospitalizations, and
lower healthcare costs. FCC practices have
been shown to reduce parental anxiety and
stress, improve communication, cooperation,
and decision-making, and reduce medical
errors through better assessment and timely
intervention (11–13). FCC also supports
smoother transitions from hospital care to
home care and improves adherence to
treatment plans by enhancing trust and
satisfaction among families (11,12).

FCC in Practice: The Sri Lankan Context
Despite its strong theoretical foundation,
FCC often remains inadequately implemented
in clinical practice, particularly in low- and
middle-income countries such as Sri Lanka. A
significant gap exists between the
theoretical teaching of FCC and its
application in real-world paediatric inpatient
care. Several factors affect the
implementation of FCC in Sri Lanka, including
infrastructure limitations, shortages of
human resources, cultural norms, policy gaps,
and deficits in knowledge and training
related to FCC practices. Open and respectful
communication between families and
healthcare staff is often limited, restricting
active family involvement in care.

In many paediatric settings, routine care
remains provider-centered rather than
family centered. Decision-making is
predominantly led by healthcare
professionals, with minimal parental
involvement. Parents’ participation in daily
ward rounds is limited, and they often
remain as passive observers. There is no
formal system to include family members in
care planning, and cultural norms may
discourage parents from expressing their
opinions, as healthcare professionals are
perceived as unquestionable authorities.
Time constraints due to high patient
volumes, busy clinical schedules, staff
shortages, language barriers, and limited
financial resources further restrict FCC
implementation. Insufficient funding affects
the availability of family-friendly spaces,
resting facilities, education programmes,
counselling services, and staff training.
Emotional strain among healthcare staff
may also affect their ability to engage
effectively with families. Consequently, FCC
practices in Sri Lankan paediatric inpatient
settings remain inconsistent, highlighting a
clear gap between theory and practice.

Bridging the Gap between Theory and
Practice
Addressing the gap between FCC theory and
practice in Sri Lanka is essential to improve
paediatric health outcomes and family
satisfaction. Bridging this gap supports
holistic care, strengthens professional
competencies, promotes equitable care, and
builds trust between healthcare
professionals and families.
Several strategies can help reduce this gap.
Regular training workshops for healthcare
staff and families can improve
understanding and application of FCC
principles. The development and
implementation of hospital policies and
guidelines that support FCC practices are
crucial. 
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Studies from developed countries highlight
the benefits of FCC, including improved
parental confidence, reduced anxiety, better
communication, enhanced breastfeeding
practices, and improved neonatal outcomes,
particularly in neonatal intensive care units
(12,13). However, research on FCC in
developing countries remains limited.
Systematic assessments and continuous
research are essential to understand the
current FCC practices, identify existing gaps,
explore stakeholder perspectives, assess
infrastructure needs, and evaluate FCC
interventions. Locally generated evidence can
inform culturally appropriate FCC models,
guide training programmes, and influence
policy development in Sri Lanka. Research
can also evaluate interventions such as
parent education, family participation in care,
and the use of technological tools to improve
child health outcomes and family
satisfaction.

Epilogue
Families play a central role as caregivers,
advocates, and decision-makers in paediatric
care. FCC strengthens partnerships between
healthcare professionals and families,
improving quality of care and health
outcomes. While FCC is widely accepted as a
theoretical framework, its practical
application in paediatric inpatient care in Sri
Lanka remains inconsistent.
Implementing evidence-based, context-
specific, and sustainable strategies to bridge
the gap between FCC theory and practice is
essential. Strengthening FCC practices can
promote healing, comfort, rehabilitation, and
disease prevention, ultimately improving
paediatric healthcare outcomes.
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Eruption Pattern of Primary Teeth and Prevention
of Early Childhood Caries

SLCP NEWS LETTER available online at https://slcp.lk/newsletter/ 14

Introduction
Oral health is an integral component of
overall health and well-being in early
childhood. The primary dentition plays a vital
role in mastication, speech development,
and guiding the proper alignment of
permanent teeth. Despite its importance,
Early Childhood Caries (ECC) remains a
significant public health concern.
Understanding the normal eruption pattern
of primary teeth, together with the
implementation of timely preventive
strategies, is essential to reduce the burden
of ECC and promote optimal child health
outcomes.

Eruption Pattern of Primary Teeth
The eruption of primary teeth typically
begins around six months of age and follows
a relatively predictable sequence (3):

Lower central incisors: 6–10 months 
Upper central incisors: 8–12 months 
Lateral incisors: 9–16 months 
First molars: 13–19 months 
Canines: 16–23 months 
Second molars: 23–30 months 

The primary dentition is generally completed
by approximately three years of age (3,4).
If the first primary tooth has not erupted by
one year of age, referral to a dental surgeon
is recommended. Although delayed eruption
may fall within the normal variation pattern,
it can be associated with nutritional
deficiencies, endocrine disorders, or
developmental disturbances (3).
Additionally, delayed eruption may lead to
feeding difficulties, delayed masticatory
development, and disruption of the normal
eruption sequence, highlighting the
importance of early assessment and
parental guidance.

Early Childhood Caries
Early Childhood Caries is defined as the
presence of one or more decayed, missing,
or filled tooth surfaces in any primary tooth
in a child under six years of age (2).
ECC often begins soon after tooth eruption
and can progress rapidly if preventive
measures are not implemented. A high
burden of disease has been reported, with
63.1% of 5-year-old children affected by
dental caries according to the National Oral
Health Survey 2015/16 (1).
ECC typically presents with (2,5):

Initial lesions on upper anterior teeth 
Rapid progression to involve posterior
teeth 
Advanced disease leading to pain,
infection, and impaired nutrition and
growth 

Key risk factors include frequent sugar
consumption, inappropriate feeding
practices such as night-time bottle feeding,
poor oral hygiene, and delayed dental visits
(5).

Prevention
ECC is largely preventable through simple,
cost-effective interventions that can be
integrated into existing maternal and child
health services.
Oral hygiene practices should begin with the
eruption of the first tooth, using a smear of
fluoridated toothpaste (1000 ppm) under
parental supervision (2).
Dietary counselling should focus on
reducing the frequency of sugar intake,
avoiding added sugars in feeds, and
discontinuing night-time bottle feeding (5).
Early dental visits, ideally by one year of
age, allow for risk assessment, anticipatory
guidance, and timely preventive care (2).
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Fluoride-based interventions, particularly
fluoride varnish application, have
demonstrated effectiveness in reducing
caries risk and are widely recommended in
preventive programmes (2).
Parental education delivered through
antenatal clinics, immunization clinics, and
well-baby clinics is essential to reinforce
healthy behaviours and improve oral health
outcomes.

Clinical Messages for Paediatricians
Paediatricians play a crucial role in early
identification and prevention of oral
diseases through routine child health
contacts.

Monitor tooth eruption: Ensure eruption
of the first tooth by 6–12 months; refer if
delayed beyond one year 
Identify early signs of ECC: White spot
lesions on upper anterior teeth require
early intervention 
Assess risk factors: Frequent sugar
exposure, night feeding, and poor oral
hygiene 
Provide anticipatory guidance: Counsel
parents on appropriate brushing
practices and healthy feeding behaviours 
Promote early dental visits: Recommend
the first dental visit by one year of age 
Integrate oral health into routine care:
Utilize every contact as an opportunity
for oral health promotion 
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Conclusion
Primary tooth eruption marks a critical
period for establishing lifelong oral health
behaviours. Completion of the primary
dentition by around three years of age
provides an important window for preventive
interventions. Given the high prevalence of
ECC, early monitoring, parental education,
and timely preventive strategies are
essential.
A collaborative approach involving
paediatricians and dental professionals is
vital to reduce the burden of ECC and
improve child health outcomes.
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Important Update: New fIPV Vaccination Schedule for 2026
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Sri Lanka is taking a significant step toward
optimizing polio immunity by aligning our
National Immunization Programme with the
latest global standards. Following
recommendations from the World Health
Organization’s SAGE and local experts
(NITAG), the schedule for fractional
Inactivated Polio Vaccine (fIPV) is officially
shifting to a 4-month and 9-month
administration.

This change is designed to enhance the
vaccine's effectiveness (immunogenicity)
and support the global mission to eradicate
polio for good.

What You Need to Know

The new schedule applies only to infants
born on or after January 1, 2026. For these
infants, the first dose eligibility will begin
from May 1, 2026.

The New Schedule at a Glance:

1st Dose (fIPV 1): Administered at 4
months (alongside Pentavalent 2 and
OPV 2).
2nd Dose (fIPV 2): Administered at 9
months (alongside MMR 1).

Note: Infants born before January 1, 2026,
should follow the previous schedule,
receiving their doses at 2 months and 4
months of age.

Administration Guidelines for Staff

While the timing has changed, the technical
administration remains the same:

Dosage: 0.1 ml.

Route: Intradermal (ID).

Vials: Continue using current multi-dose

IPV vials.

Recommended Sequence of Care:

1. At 4 Months: OPV fIPV 1 (Left upper arm)
Pentavalent (Left thigh).

2. At 9 Months: fIPV 2 (Right upper arm)
MMR 1 (Left upper arm).

All healthcare providers are expected to
adhere strictly to these dates to ensure a
seamless transition and continuous
protection for our youngest citizens.

Dr Hasitha Gajaweera                             
Joint- Editor
SLCP Newsletter
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Jaffna Regional Scientific Sessions 
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Jaffna Regional Scientific Session
successfully took place in Jaffna Region
from 22  to 23  February 2026. Four CME
programmes were scheduled targeting
doctors, nurses, midwives and therapist.

nd rd
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ARTICLES RELATED TO
PROFESSIONAL DEVELOPMENT

Review articles/ Review of a review
Case History or Case Based Discussion
Patient Story with a picture
Young Paediatricians’ Niche – Open only for
Registrars and Senior registrars in Paediatrics
and related sub-specialties, and writing on
current practice of a common disease. This
has to be a detailed and up to date narrative. It
will be checked for plagiarism.
Monthly clinical update
MCQ corner 

ARTICLES RELATED TO
PERSONAL DEVELOPMENT

Non-technical article – An article on a song/
book/ painting/ cartoon/ movie
Information Technology related articles
 Finance management
Articles on any other topic of interest too can
be submitted.

ARTICLES RELATED TO
UNIT/TEAM DEVELOPMENT

New innovations in your unit/ any new
developments related to paediatrics and child
health by a paediatrician.
Briefings on regional sessions held.
Any other collaborative sessions related to
paediatrics.

Please submit the documents to paednewsletter@gmail.com
with a cover letter.

Articles submitted before the 10th of each month will be
considered for publication on that month's issue. Late
submissions will be considered for the next issue. However
depending on the availability of space and similarity of the
articles they may be considered for upcoming issues.

Guidelines on submission of articles for the SLCP NEWSLETTER

All communications should be addressed to          
Dr Hasitha Gajaweera & Dr Kasun Jayasundara,
Joint Editors of the Newsletter.

Only electronic submissions to the following email
address are accepted and no hard copies will be
entertained as submissions. 

Email: paednewsletter@gmail.com 
Intellectual responsibility for pictures/articles
submitted lies with the person submitting the
pictures/articles and The Sri Lanka College of
Paediatricians (SLCP) will not assume any
responsibility whatsoever for them.

Contents
Cover Page/ Front Page

A photograph – Can be submitted by any member
of Sri Lanka College of Paediatricians. It should be
followed by the cover story not exceeding 150
words.  A nature photograph/ a photograph of a
college function will be accepted. 

Inner pages
You are kindly requested to submit articles under
the following topics for the Newsletter in MS
Word format. Tables and figures should be
submitted separately. Pictures should be of high
quality (at least 300 DPI).
Any article with an academic interest/ non-
academic interest falling under following
categories will be accepted. Maximum word count
is 1000 for academic and 800 for non-academic
articles. Only 2 pictures, photographs (300 DPI) or
tables are allowed in one article. 
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	Launch of the Metabolic Support Sri Lanka Initiative
	The Metabolic Support Sri Lanka initiative, established to support children with rare inherited metabolic disorders (IMDs), was officially launched at the Lady Ridgeway Hospital on 4th March 2026 in collaboration with Metabolic Support UK.
	Approximately 50 families of children affected by IMDs from across the country attended the event, together with paediatricians and healthcare professionals. The primary objective of this initiative is to improve and facilitate access to essential treatment for children with inherited metabolic disorders in Sri Lanka.
	The programme was graced by the presence of Dr Hansaka Wijemuni, Deputy Minister of Health and Mass Media; Dr Rajesh Pandav, World Health Organization Representative for Sri Lanka; and Dr Dedunu Dias, Director of the Medical Supplies Division.
	With thoughtful planning and clear protocols, sibling visitation can be implemented safely and humanely. As neonatal survival improves globally, attention must also be given to the quality of care and family experience, because healing in the NICU extends beyond the incubator to the entire family. Continued staff education and support, and empowering families through health education are the keys to overcoming barriers in implementing sibling visits.
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	KidsToxLK: Strengthening Paediatric Poison Information Services in Sri Lanka
	Poisoning remains as an important yet under-recognised cause of morbidity among children in Sri Lanka, particularly in younger age groups where accidental exposures are common. Timely access to accurate, context-appropriate toxicology advice is crucial for safe and effective management. KidsToxLK, an initiative of the Faculty of Medicine, University of Kelaniya, has been established to address this critical need through a dedicated Paediatric Poison Information and Research platform. The initiative is endorsed by the Director General of Health Services of the Ministry of Health, Sri Lanka, underscoring its national relevance and credibility.
	KidsToxLK aims to support healthcare professionals caring for children by providing evidence-based guidance on the assessment and management of paediatric poisoning, alongside educational resources, training activities, and locally relevant clinical guidelines. The initiative is led by a multidisciplinary team of paediatricians and clinicians with expertise in toxicology, emergency care, research, and public health, with a strong focus on strengthening national capacity in poison management in children.
	The service supports risk assessment, decontamination decisions, antidote use, monitoring, and patient disposition, particularly in emergency and resource-limited settings. Early consultation can improve clinical decision-making and enhance patient safety.
	The KidsToxLK team currently provides this service entirely on a voluntary basis, alongside routine clinical, academic, and service commitments, and looks forward to progressively scaling up its services to better serve children and healthcare professionals across Sri Lanka.
	Healthcare professionals are encouraged to access the educational materials available on the KidsToxLK website and utilise the helpline when managing challenging poisoning cases. Any members interested in collaboration, education, research, or service development are warmly invited to contact KidsToxLK via 071 846 0130 by contacting me, Professor Kavinda Dayasiri, personally. However, calls on clinical advice or guidance on management should be routed through the helpline 011-2958337.
	A key component of KidsToxLK is its telephone helpline, which offers real-time expert advice for clinicians managing children presenting with suspected or confirmed poisoning. This service is accessible via its helpline:

	011-2958337

	PAEDIATRICS
	Micronutrient deficiencies in children and basics of supplementation
	Micronutrients
	have a variety of essential biochemical functions which are crucial for metabolic pathways and chemical reactions. Simply expressed, the micronutrients are vitamins and trace minerals for example iron, zinc, copper, manganese, iodine and selenium. (1) Imbalances are common among the paediatric population, and especially the deficiencies are seen when they are malnourished or when they have other diseases.
	The timely identification of deficiencies and management are challenging and quite often they are missed in clinical practice. These can cause detrimental effects on children and some of them are irreversible.
	Divalent Metal Transporter 1 (DMT1), transports elemental iron and other divalent minerals across the luminal membrane of absorptive cells. Zinc-induced iron absorption involves elevation of DMT1 expression transiently. (4, 5) But prolonged co-supplementation often diminishes iron status due to competition for absorption, with zinc, dose-dependently. (5, 6) Calcium is associated iron efflux and it has also been reported that the effect of inhibition persists for about 4 hours. (7,8) Therefore it is judicious to administer iron apart from other minerals when prescribing for correction of deficiencies. (9)
	Most children with iron deficiency are asymptomatic. Once anaemia develops, pallor is the most frequent presenting feature. Poor appetite, fatiguability, lethargy, exercise intolerance, irritability, dizziness and shortness of breath are features of mild to moderate iron deficiency anaemia. Severe and prolonged iron deficiency anaemia can result in neurodevelopmental and cognitive deficits in early childhood, which cannot be fully reversed even with the correction of the iron deficiency.
	As the first-line treatment, oral iron supplements are recommended while in complicated cases intravenous iron or blood transfusions are used. (2,3)
	Overview of interactions Fe, Cu, Zn, and Ca in enterocytes
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	Together with iron deficiency, zinc deficiency is combined especially in children with growth faltering. It was found that the prevalence of zinc deficiency was around 15.3 % in Sri Lanka in children aged 6–59 months according to the 2022 National Nutrition and Micronutrient Survey.
	strategy to reduce childhood mortality and morbidity.
	When prescribing multi-vitamins, it is imperative to consider concomitant administration of vitamin A mega dose as well, to prevent toxicity.  Vitamin D deficiency is common among the paediatric population in Sri Lanka which causes rickets, bone pains, muscle weakness, development & cognitive delays, neurological problems, poor immunity, teeth and nail changes and numerus other conditions. As per latest recommendations daily requirement should be supplemented throughout all the age groups unless there is deficiency. For correction of vitamin D deficiency, therapeutic doses are recommended.(11)
	Vitamin E and K are not routinely prescribed as they are abundant in the diet and deficiency features are not seen in healthy individuals, and supplementation is not recommended except in specific clinical conditions.
	When considering the available preparations for micronutrient supplementation, some of them contain amino acids in them. Lysine is an amino acid that is frequently present in most of the preparations, and there is no clinical evidence to show that lysine per se increases the appetite.
	The evidence shows that it enhances nitrogen retention and improves anthropometric parameters. (12) Further studies on lysine supplementation for a better understanding its optimal use, potential benefits, and safety in promoting growth are the future directions.(13)
	Zinc deficiency causes loss of appetite, frequent infections, poor immunity and growth failure. Therefore, adequate treatment for deficiency is important, and calculation of elemental zinc content in supplements is required when prescribing them. Data on copper, selenium, and manganese deficiencies are not available and clinical features are not readily detectable as they have overlapping features with other deficiencies. But supplementation would be beneficial in malnourished children who manifest other mineral deficiencies, as the above deficiencies can co-exist.(10) Re-emergence of mild iodine deficiency in Sri Lankan children has been reported, despite high coverage of iodised salt. Iodine deficiency, can lead to growth failure, subtle cognitive impairment and low-grade goitre.
	Water-soluble Vitamin B, C deficiencies are not routinely tested for in paediatrics. Glossitis, angular stomatitis, bleeding gums, easy bruising, and slow wound healing are some of the features of the above deficiencies. These can be prescribed to children if deficiencies are suspected clinically.
	Vitamin A deficiency leads to night blindness and to corneal xerosis, ulceration and necrosis (keratomalacia) and permanent blindness. Vitamin A mega dose (100.000 IU) is given in the community setting, starting from 6 months of age onwards at 6-monthly intervals up to 5 years in Sri Lanka as a
	Ranadip Chowdhury. et al, Zinc–iron interactions in the treatment of children with mild-to-moderate anaemia – Authors' reply, The Lancet Global Health, Volume 13, Issue 8, e1344.
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	Paediatric Palliative Care Workshop for Nurses: A Step Forward in Sri Lanka
	A two-day Paediatric Palliative Care (PPC) workshop for nurses was successfully conducted on 23rd and 24th December at the Faculty of Medical Sciences, University of Sri Jayewardenepura. This programme marked an important step in the development of paediatric palliative care services in Sri Lanka and was organised in collaboration with the Sri Lanka College of Paediatricians, the Education, Training and Research Unit of the Ministry of Health, and Two World Cancer Collaboration, highlighting strong national and international partnerships. The event was also immensely supported by the administrative team of Colombo South Teaching Hospital and the National Cancer Control Programme, whose contribution was vital to its successful organization. The workshop was led by Ms. Melanie Hameluck, a senior nurse specialised in Paediatric Palliative Care and Paediatric Oncology. She is a senior PPC and Paediatric oncology specialist nurse also working as the nurse educator at British Columbia Children's Hospital and Canuck Place Children's Hospice in Vancouver. She brings extensive experience in paediatric palliative care education and has contributed to training initiatives in Nepal and India. The programme was further supported by the participation of local faculty members (Dr Jayathri Jahgoda, Prof Saraji Wijesekara and Dr S.A.S.S Dilankani) ensuring relevance to the Sri Lankan healthcare context. Approximately 80 nurses participated, representing diverse clinical backgrounds, including palliative care units, oncology services, paediatric wards, and Public Health Nursing Officers. Participants were drawn from multiple districts such as Colombo, Gampaha, Kalutara, Ratnapura, Kandy, Kegalle, Galle, and Badulla, reflecting broad national engagement.
	This diversity was particularly important given that paediatric palliative care is delivered across a range of settings (from tertiary care centres and local hospitals to community and home-based services) and highlighted the need for a coordinated continuum of care. The workshop introduced core principles of paediatric palliative care, emphasising holistic, child- and family-centred care that addresses physical, emotional, social, and spiritual needs. Key topics included symptom management, communication with children and families, psychosocial support, end-of-life care, ethical considerations, and the critical role of nurses in providing compassionate and continuous care. Interactive discussions and practical examples encouraged participants to reflect on their own practice and apply learning to clinical settings. Nurses play a pivotal role in paediatric palliative care, often supporting children and families during their most vulnerable moments. Strengthening their knowledge, skills, and confidence is therefore essential for the sustainable development of PPC services. Feedback indicated strong interest in further training and increased awareness of the importance of integrating palliative care principles early in the disease trajectory. This workshop represents a significant first step towards strengthening paediatric palliative care services in Sri Lanka. Continued collaboration, structured training programmes, and supportive policies will be vital to ensure equitable, compassionate care for all children with palliative care needs and their families.
	Dr Malithi Guruge  Lecturer in Paediatrics University of Sri Jayewardenepura
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	Where Family Matters: Family Centered Care in Paediatric Inpatient Care
	Prologue Family Centered Care (FCC) is a highly recognized concept in paediatric healthcare, in which healthcare staff collaborate with family members to plan and implement care programmes for hospitalized children. FCC is defined as a holistic approach that acknowledges families as core partners in the healthcare delivery process, while ensuring the well-being of both children and their families. It is fundamentally a two-way process based on information sharing, mutual respect, and effective communication between healthcare professionals, children, and family members (1–4). FCC is globally recognized as a standard in paediatric care, emphasizing culturally sensitive practices that respect their language of communication, beliefs, values, and structures. Key elements of FCC include family presence during ward rounds, clinical procedures, and participate in the decision-making processes. These actions need to be supported by institutional policies and staff training (5). Even during the COVID-19 pandemic, FCC practices were sustained through virtual tools and social support strategies (6,7).
	Benefits of FCC Active involvement of family members plays a significant role in improving both short-term and long-term health outcomes of children. Family presence in the care process enhances the efficiency and effectiveness in the management of paediatric patients and also better outcome. This will also enhance the family well-being by making them feel recognized and contributes to the psychosocial well-being of family members by addressing their basic needs during hospitalization.
	It will also help to improve physical comforts as well. FCC supports better adaptation of families to the hospital environment and treatment procedures. It increases parents’ knowledge regarding their child’s condition and enables healthcare staff to identify the strengths and capacities of family members, which can facilitate care processes. Parents are also able to express their abilities and difficulties in caring for their sick children, allowing for more appropriate care planning. Successful implementation of the FCC improves satisfaction among children, families, and healthcare providers. Health professionals benefit by gaining a better understanding of sociocultural aspects and family dynamics, thereby enhancing overall quality of care and health outcomes.
	FCC as a Theoretical Framework International organizations such as Family Voices, the American Academy of Pediatrics, and the Institute for Patient- and Family Centered Care have promoted FCC as an evidence-based framework (8–10). Research has consistently demonstrated positive outcomes of FCC for children, families, healthcare professionals, and health institutions. The FCC framework is based on key principles, including respect and dignity, information sharing, participation, and collaboration, particularly within paediatric inpatient care. Healthcare professionals are expected to respect families’ knowledge, beliefs, values, and preferences. Providing unbiased, accurate, clear, and timely information to families is a core component of FCC.
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	Involving families in decision-making during inpatient care of children creates a supportive environment for ward management. FCC recognizes families as a constant presence in children’s lives and provides opportunities for them to participate in decision-making while strengthening their capacities. The framework also respects cultural diversity, considers children’s developmental stages, emphasizes community-based services, supports peer networks, and encourages the establishment of family-friendly policies, practices, and systems in paediatric healthcare settings (8–10). Globally, FCC has been associated with improved teamwork among healthcare professionals, enhanced continuity of care, reduced unnecessary hospitalizations, and lower healthcare costs. FCC practices have been shown to reduce parental anxiety and stress, improve communication, cooperation, and decision-making, and reduce medical errors through better assessment and timely intervention (11–13). FCC also supports smoother transitions from hospital care to home care and improves adherence to treatment plans by enhancing trust and satisfaction among families (11,12).
	FCC in Practice: The Sri Lankan Context Despite its strong theoretical foundation, FCC often remains inadequately implemented in clinical practice, particularly in low- and middle-income countries such as Sri Lanka. A significant gap exists between the theoretical teaching of FCC and its application in real-world paediatric inpatient care. Several factors affect the implementation of FCC in Sri Lanka, including infrastructure limitations, shortages of human resources, cultural norms, policy gaps, and deficits in knowledge and training related to FCC practices. Open and respectful communication between families and healthcare staff is often limited, restricting active family involvement in care.
	In many paediatric settings, routine care remains provider-centered rather than family centered. Decision-making is predominantly led by healthcare professionals, with minimal parental involvement. Parents’ participation in daily ward rounds is limited, and they often remain as passive observers. There is no formal system to include family members in care planning, and cultural norms may discourage parents from expressing their opinions, as healthcare professionals are perceived as unquestionable authorities. Time constraints due to high patient volumes, busy clinical schedules, staff shortages, language barriers, and limited financial resources further restrict FCC implementation. Insufficient funding affects the availability of family-friendly spaces, resting facilities, education programmes, counselling services, and staff training. Emotional strain among healthcare staff may also affect their ability to engage effectively with families. Consequently, FCC practices in Sri Lankan paediatric inpatient settings remain inconsistent, highlighting a clear gap between theory and practice.
	Bridging the Gap between Theory and Practice Addressing the gap between FCC theory and practice in Sri Lanka is essential to improve paediatric health outcomes and family satisfaction. Bridging this gap supports holistic care, strengthens professional competencies, promotes equitable care, and builds trust between healthcare professionals and families. Several strategies can help reduce this gap. Regular training workshops for healthcare staff and families can improve understanding and application of FCC principles. The development and implementation of hospital policies and guidelines that support FCC practices are crucial.
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	Importance of Research and Evidences Studies from developed countries highlight the benefits of FCC, including improved parental confidence, reduced anxiety, better communication, enhanced breastfeeding practices, and improved neonatal outcomes, particularly in neonatal intensive care units (12,13). However, research on FCC in developing countries remains limited. Systematic assessments and continuous research are essential to understand the current FCC practices, identify existing gaps, explore stakeholder perspectives, assess infrastructure needs, and evaluate FCC interventions. Locally generated evidence can inform culturally appropriate FCC models, guide training programmes, and influence policy development in Sri Lanka. Research can also evaluate interventions such as parent education, family participation in care, and the use of technological tools to improve child health outcomes and family satisfaction.
	Epilogue Families play a central role as caregivers, advocates, and decision-makers in paediatric care. FCC strengthens partnerships between healthcare professionals and families, improving quality of care and health outcomes. While FCC is widely accepted as a theoretical framework, its practical application in paediatric inpatient care in Sri Lanka remains inconsistent. Implementing evidence-based, context-specific, and sustainable strategies to bridge the gap between FCC theory and practice is essential. Strengthening FCC practices can promote healing, comfort, rehabilitation, and disease prevention, ultimately improving paediatric healthcare outcomes.
	Ms Erandima Sandamali Department of Paediatrics, University of Colombo
	Professor Nirmala Rathnayake Department of Nursing, University of Ruhuna
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	Eruption Pattern of Primary Teeth and Prevention of Early Childhood Caries
	Introduction Oral health is an integral component of overall health and well-being in early childhood. The primary dentition plays a vital role in mastication, speech development, and guiding the proper alignment of permanent teeth. Despite its importance, Early Childhood Caries (ECC) remains a significant public health concern. Understanding the normal eruption pattern of primary teeth, together with the implementation of timely preventive strategies, is essential to reduce the burden of ECC and promote optimal child health outcomes.
	Eruption Pattern of Primary Teeth The eruption of primary teeth typically begins around six months of age and follows a relatively predictable sequence (3):
	Lower central incisors: 6–10 months
	Upper central incisors: 8–12 months
	Lateral incisors: 9–16 months
	First molars: 13–19 months
	Canines: 16–23 months
	Second molars: 23–30 months
	The primary dentition is generally completed by approximately three years of age (3,4). If the first primary tooth has not erupted by one year of age, referral to a dental surgeon is recommended. Although delayed eruption may fall within the normal variation pattern, it can be associated with nutritional deficiencies, endocrine disorders, or developmental disturbances (3). Additionally, delayed eruption may lead to feeding difficulties, delayed masticatory development, and disruption of the normal eruption sequence, highlighting the importance of early assessment and parental guidance.
	Early Childhood Caries Early Childhood Caries is defined as the presence of one or more decayed, missing, or filled tooth surfaces in any primary tooth in a child under six years of age (2). ECC often begins soon after tooth eruption and can progress rapidly if preventive measures are not implemented. A high burden of disease has been reported, with 63.1% of 5-year-old children affected by dental caries according to the National Oral Health Survey 2015/16 (1). ECC typically presents with (2,5):
	Initial lesions on upper anterior teeth
	Rapid progression to involve posterior teeth
	Advanced disease leading to pain, infection, and impaired nutrition and growth
	Key risk factors include frequent sugar consumption, inappropriate feeding practices such as night-time bottle feeding, poor oral hygiene, and delayed dental visits (5).
	Prevention ECC is largely preventable through simple, cost-effective interventions that can be integrated into existing maternal and child health services. Oral hygiene practices should begin with the eruption of the first tooth, using a smear of fluoridated toothpaste (1000 ppm) under parental supervision (2). Dietary counselling should focus on reducing the frequency of sugar intake, avoiding added sugars in feeds, and discontinuing night-time bottle feeding (5). Early dental visits, ideally by one year of age, allow for risk assessment, anticipatory guidance, and timely preventive care (2).
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	Fluoride-based interventions, particularly fluoride varnish application, have demonstrated effectiveness in reducing caries risk and are widely recommended in preventive programmes (2). Parental education delivered through antenatal clinics, immunization clinics, and well-baby clinics is essential to reinforce healthy behaviours and improve oral health outcomes.
	Clinical Messages for Paediatricians Paediatricians play a crucial role in early identification and prevention of oral diseases through routine child health contacts.
	Monitor tooth eruption: Ensure eruption of the first tooth by 6–12 months; refer if delayed beyond one year
	Identify early signs of ECC: White spot lesions on upper anterior teeth require early intervention
	Assess risk factors: Frequent sugar exposure, night feeding, and poor oral hygiene
	Provide anticipatory guidance: Counsel parents on appropriate brushing practices and healthy feeding behaviours
	Promote early dental visits: Recommend the first dental visit by one year of age
	Integrate oral health into routine care: Utilize every contact as an opportunity for oral health promotion
	Conclusion Primary tooth eruption marks a critical period for establishing lifelong oral health behaviours. Completion of the primary dentition by around three years of age provides an important window for preventive interventions. Given the high prevalence of ECC, early monitoring, parental education, and timely preventive strategies are essential. A collaborative approach involving paediatricians and dental professionals is vital to reduce the burden of ECC and improve child health outcomes.
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	Important Update: New fIPV Vaccination Schedule for 2026
	Sri Lanka is taking a significant step toward optimizing polio immunity by aligning our National Immunization Programme with the latest global standards. Following recommendations from the World Health Organization’s SAGE and local experts (NITAG), the schedule for fractional Inactivated Polio Vaccine (fIPV) is officially shifting to a 4-month and 9-month administration.
	This change is designed to enhance the vaccine's effectiveness (immunogenicity) and support the global mission to eradicate polio for good.
	What You Need to Know
	The new schedule applies only to infants born on or after January 1, 2026. For these infants, the first dose eligibility will begin from May 1, 2026.

	The New Schedule at a Glance:
	1st Dose (fIPV 1): Administered at 4 months (alongside Pentavalent 2 and OPV 2).
	2nd Dose (fIPV 2): Administered at 9 months (alongside MMR 1).
	Note: Infants born before January 1, 2026, should follow the previous schedule, receiving their doses at 2 months and 4 months of age.
	Dr Hasitha Gajaweera                              Joint- Editor SLCP Newsletter


	Administration Guidelines for Staff
	While the timing has changed, the technical administration remains the same:
	Dosage: 0.1 ml.
	Route: Intradermal (ID).
	Vials: Continue using current multi-dose IPV vials.

	Recommended Sequence of Care:
	At 4 Months: OPV fIPV 1 (Left upper arm) Pentavalent (Left thigh).
	At 9 Months: fIPV 2 (Right upper arm) MMR 1 (Left upper arm).
	All healthcare providers are expected to adhere strictly to these dates to ensure a seamless transition and continuous protection for our youngest citizens.
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	Jaffna Regional Scientific Sessions
	Jaffna Regional Scientific Session successfully took place in Jaffna Region from 22nd to 23rd February 2026. Four CME programmes were scheduled targeting doctors, nurses, midwives and therapist.
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