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Foreword 

We are in the midst of an unprecedented scenario with extraordinary circumstances. COVID-

19 has severely affected RMNCHA services and children have been deprived of essential 

services. In India, with the second largest global population, the growing epidemic of 

Coronavirus requires that special efforts have to be made to continue the essential services 

for all children. The COVID-19 outbreak has placed unprecedented demands on our health 

system. Focusing on COVID-19 related activities, and continuing to provide essential 

services to children is very important. The coronavirus pandemic has created unique 

concerns for caregivers and people with intellectual and developmental disabilities. 

Individuals with disabilities likely have the same risk factors as the general population. 

Additionally, anyone with intellectual disability, moderate to severe developmental delay may 

also be more susceptible to severe illness from COVID-19 and need ongoing care for their 

developmental concerns. 

The Care of Children with Special Needs at District Early Intervention Centers and Child 

Development Centers requires special attention. They need ongoing care for their 

developmental issues, ensuring that the facilities are safe and adhering to Covid norms. 

Ministry of Health & Family Welfare (MOHFW) is regularly releasing advisories, guidelines 

and recommendations related to COVID. However, there have been no specific guidelines for 

care of Children with Special Needs. UNICEF is happy to collaborate with Fernandez 

Foundation to prepare the Standard Operating Procedures for Management of Children with 

Special Needs. The group of experts have put in their best efforts to prepare a 

comprehensive module to address all concerns related to management of Children with 

Special Needs. 

I congratulate Fernandez Foundation and Govt of Telangana for successfully taking up this 

endeavour and thank my colleague Dr Srikrishna RSV for the coordination.  

  

Dr Sanjeev Upadhyaya 

Health Specialist,  

UNICEF Hyderabad Field Office
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Introduction 

The COVID-19 pandemic brought the world to a standstill and disrupted the routine for everyone 

across the globe. The disruption caused by the pandemic is further amplified for families of children 

with disabilities. With schools and therapy centers closed, families are left to fend for themselves with 

limited support and provide round the clock care. 

Most families have shown profound resilience perhaps because they know how to adapt to 

uncertainties and navigate through hardships. Families across support groups are helping each other 

manage day-to-day challenges by sharing experiences and exchanging information. Several parents 

and practitioners alike have found innovative ways of engaging children in home-settings. There are a 

lot of children who have blossomed in home-settings with the love and care from their family. But 

many children are struggling without the therapeutic interventions. For some, the progress has come 

to a halt while some have increased incidences of aggression and meltdowns as they are unable to 

process the new world. Additionally, primary caregivers are beginning to feel the òburn-outó as the 

crisis continues to evolve. The stress and anxiety associated with providing care puts the caregivers at 

a higher risk of psychological distress. 

As the government announces the unlock guidelines, families are feeling the pressure to evaluate 

their intervention options for their children. While studies have shown that children are at a very low 

risk of catching the virus, one cannot forget that children with disabilities have compromised immune 

systems and need extra care. Parents of children with disabilities have to tread a thin line between 

accessing essential therapies and protecting the child and oneself from the virus. Those of us working 

with children need to ensure a safe environment for the children, their caregivers, and the staff. 

This SOP details the guidelines for reopening of centers in a variety of settings. It provides best 

practices for infection control, face-to-face consultations, online consultations, and triage. The basic 

principles of physical distancing, avoiding overcrowding, wearing masks, and washing hands 

frequently should not be compromised.  As schools and centers reopen, it is important that they follow 

all the safety precautions and hygiene measures not only for the children but also for the caregivers, 

teachers, therapists, and the staff working with the children. Families visiting the center are equally 

accountable and must adhere to the guidelines to curb the spread of the virus. Last but not the least, 

the pandemic has highlighted the importance of providing family-centric care. It is an opportunity for 

organizations to empower families so that they feel assured and can actively participate in providing 

interventions. Together, families and practitioners can draw upon each otherõs strength to provide 

children with the support they deserve and help them successfully navigate through the COVID-19 

crisis! 

Prachi Deo  

Executive Director, 

Nayi Disha Resource Centre 

 

 

https://www.bmj.com/content/370/bmj.m3249
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1. Landscape of Service Providers in Telangana 

1. Landscape of Service Providers in Telangana 

In Telangana state, the service providers for paediatric interventions can be categorized as Government supported and Non -

Government entities as is shown in the following diagram. 
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1. Landscape of Service Providers in Telangana 

Under the Non-Government category there are several hospitals (including corporate hospitals), clinics, therapy centres and 

individual practitioners across the State, who charge fees for their services. There are also several organizations that may or may not 

charge fees for their services and are run on not for profit basis. Rest are spread thinly in the urban and semi-urban areas across the 

State.  

The for-profit entities seem to have presence predominantly in the urban areas barring the exception of a few for-profit and mainly not 

for profit organizations working in the remote areas of the State. There are around 500 or more private service providers in Hyderabad 

and Secunderabad put together (source: justdial.com, docprime.com & credithealth.com). 

The State government of Telangana and the Government of India supports several hospitals and Institutes like the National institute of 

Mental Health (NIMH) in the state capital as well as a few in the districts.  Apart from these, under the National Rural Health Mission, ten 

District Early Intervention Centres (DEIC) were established and they were modified into Rashtriya Bal Swasthya karyakram (RSBK) by 

adding few more features to the programme. 

1.1 Introduction to DEIC 

Under RBSK Programme, centre DEICs are established at district headquarters. They are supposed to cater to both urban and rural 

areas of the state. At present 10 DEIC centres are functioning in Telangana located at Adilabad, Hyderabad, Karimnagar, Khammam, 

Mahbubnagar, Nalgonda, Nizamabad, Ranga Reddy, Sanga Reddy and Warangal.  

Today, in this newly formed state, there are 33 Districts, and all of these are covered by the ten DEICs started originally at the ten old 

District headquarters. Proposal is in the pipeline to start more DEICs soon. 

DEICs aim to provide early identification and early intervention services for children from birth to 18 years to cover 4 Ds viz. Defects at 

birth, Deficiencies, Diseases, and Developmental delays including disability. 

DEICs receive referrals from government as well private service providers in the urban as well as remotest rural areas such tribal 

habitations with the presence of only sub centres under the umbrella of Primary Health Care Centres. DEICs also send referrals to State 

level service providers for more specialized care. 
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1. Landscape of Service Providers in Telangana 

1.2 Organogram of DEIC 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

PHC & Sub centres - Public Health Centre. In the remote areas, there are centre subcentres that substitute for services provided by 
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SNCU - Special newborn care unit  

Mobile Health Team is a team of two doctors, one nurse and pharmacist, the team screens children at government facilities and refers 

to DEIC, and DEIC refers the children to specialized centres. 
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1. Landscape of Service Providers in Telangana 

1.3 DEIC Activity Club 
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1. Landscape of Service Providers in Telangana 

1.4 Services Provided by DEIC 
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1. Landscape of Service Providers in Telangana 

1.5 Ground Level Functionaries  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1.6 Common Problems Expected to be Evaluated and Treated at DEIC  in Children from Birth to 6 Years 

1.6.1 Motor: 

Cerebral Palsy, Neuromuscular disorders, Progressive Degenerative disorders 

1.6.2 Speech and Hearing: 

Hearing Impairment, Autism Spectrum Disorders (ASD), Cleft lip & palate, childhood aphasias, specific language disorders, 

functional speech disorder, voice / fluency disorders, articulation disorder 

1.6.3 Cognition: 

Cognitive developmental delay, Mental Retardation. 

1.6.4 Vision: 

Amblyopia, Squint, cataracts, refractory errors, Nystagmus, Vitamin A deficiency, Congenital glaucoma, cerebral visual 

impairment, total blindness, ROP, Degenerative Disorders. 

1.6.5 Behavioral / Learning: 

ASD, Attention deficit hyperactivity disorder (ADHD), Specific learning disability (SLD), and other childhood behavioral disorders. 

1.6.6 Dental: 

Early childhood carries or gingivitis. 
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1. Landscape of Service Providers in Telangana 

1.7 DEIC Staff 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1.8 Activities of District Early Intervention Centre 

¶ Screening all infants discharged from Sick Newborn Care Units (SNCU) who are at-risk of developmental delays and Neuro-motor 

impairment 

¶ Monitor development of all infants discharged from the SNCUs to track whether their development trajectories are within normal 

limits up to the age of 2 years 

¶ To confirm diagnosis of the children referred for Defects at Birth, Deficiencies, Diseases & Developmental delays including 

disabilities, by the Mobile Health Teams, delivery points, ASHAs private medical practitioners and self-referral 

¶ To coordinate tertiary level treatment 

¶ To act as a resource centre for Block Early Intervention Centres (BEIC) 

¶ Assessment, intervention and parent counseling for the children who have confirmed diagnosis of Neuro-motor impairment. 

Therapies will be provided till 6 years. Any child within 6 years of age having Neuro-motor problem will be able to avail therapy 

services at DEICs (both referred and self-referral) 

Professionals Number 

To be deputed from 

the existing pool 

PAEDIATRICIAN 1 

MO, MBBS 1 

MO, DENTAL 1 

PHYSIOTHERAPIST 1 

AUDIOLOGIST & SPEECH  

THERAPIST 1 

PSHYCHOLOGIST 1 

OPTOMETRIST 1 

EARLY INTERVENTION CUM  

SPECIAL EDUCATOR 1 

SOCIAL WORKER 1 

LAB TECHNICIAN 1 

STAFF NURSE 1 

DENTAL TECHNICIAN 1 

DEIC Manager 

Nutritionist  1 

Paediatrician trained for ECHO  

in smaller children 1 

Nurses  Two on all days 

ENT specialist Twice a Week 

Ophthalmologist Twice a Week 

Orthopaedic specialist Twice a Week 

Neurologist Once a Week 

Psychiatrist Twice a Week 

Visiting Medical specialists- 
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1. Landscape of Service Providers in Telangana 

¶ To maintain records of every child who will attend DEICs for therapies and education 

¶ Children beyond six years of age with Neuro-motor impairments will be referred for further continuation of therapy and education to 

the Rehabilitative and Educational institutions 

¶ To develop BCC materials and strategies for the purpose of creation of awareness of this new concept among the public. 

¶ Laboratory for the clinical and programmatic improvement through exercising evidence based approach 

1.9 Current Service Delivery Pattern and Associated Challenges  

As per the normal practice, after the initial screening by the mobile team (as shown in the diagram above), the children with positive 

scores are taken to the DEICs for further assessment followed by treatment/therapies. Average number of 10-15 children are 

transported in a vehicle to DEIC once or twice a week for this purpose. On an average, each child undergoing treatment/receiving 

therapy visits the DEIC at least once a month after the first assessment and consultation. 

 In case of excess burden on Mobile team, Anganwadi, ASHA, PHC, CHC or SNCU staff can also be trained for this facilitation 

depending on their capabilities and availability too. 

In some of the tribal areas, Mobile team does not have outreach. Neither do they have Anganwadi workers. Most of them are equipped 

only with sub-centres under the umbrella of the Primary Health Centres.  Children in these areas are referred by the PHC doctors to the 

DEIC. Thus, training of PHC staff for online screening, consultation facilitation and treatment/therapy sessions is crucial too. 

Special Educators of the Bhavita Centres of the Education Department are placed at the Mandal level in every District. They are trained 

as caregivers for children with disabilities. Their services could also be mobilized in the case of inadequate staff at the village level. 

 In case of Government facilities at the ground level, the Education Department has trained special educators of the Bhavita Centres at 

the Mandal level. Their services could be mobilsed in case of shortage of staff.  

In addition, to that not all DEICs are well equipped and adequately staffed as is recommended by the National Rural Health Mission & 

RBSK guidelines.  

1.9 Tele-Medicine 

Many studies, especially in the developed part of the world, where accessibility to computers and smartphones is not an issue, observe 

that Telehealth increases access to healthcare due to:  

Å Increased access to therapy for individuals with physical, medical and/or mobility disabilities. 

Å Increased access to disability specialists regardless of geographic area. 

Å Access to care in a native language. 

Å More time to collect information about thoughts and feelings and behaviors outside of office appointments. 

Å More flexible scheduling of sessions. 

Å Reduction in travel stress and costs. 

Å Telehealth is especially convenient to individuals with chronic and episodic conditions. 

Source: http://www.eparent.com/features-3/telehealth-and-children-with-disabilities/ 

Today, during the COVID pandemic crisis, in order to avoid the risk of contagion and yet maintain continuity of services 

Telemedicine offers a promising solution.
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2. Assessment of Readiness to Reopen the Child Development Facility 

2. Assessment of Readiness to Reopen the Child Development Facility 

Overview ð This document provides a decision tree that will help centres determine their readiness to reopen the facility after a 

shutdown during a lockdown. 

2.1 Guidelines to be followed and measures to be considered prior to reopening 

2.1.1 Ensure that reopening be consistent with the applicable state and local orders 

2.1.2 Implement measures to protect children from unnecessary exposure to infection 

2.1.3 Consider delineating roles that can be performed online /remotely and those that have to be performed in person 

2.1.3 Implement screening measures for children and employees upon arrival for symptoms and history of exposure 

2.2 Prepare staff and facility for reopening 

2.2.1 Promote healthy hygiene practices such as hand washing and employees wearing a cloth face covering, as feasible 

2.2.2 Intensify cleaning, disinfection, and ventilation 

2.2.3 Encourage social distancing through increased spacing, small groups and limited mixing between groups, if feasible 

2.2.4 Train all employees on health and safety protocols 

2.2.5 Identify roles that need to be performed face-to-face and those that can be performed remotely 

2.2.6 Create a contingency plan for staffing in the event that several of the staff members test positive and need to be either 

quarantines/ admitted for treatment 

2.2.7 Provide mental health support within the centre or identify external resources for offering mental health support. (Mental health 

support available at 108 Helpline number Emergency Management and Research Institute) 

 

2.3 Ongoing monitoring once the centre has reopened 

2.3.1 Develop and implement procedures to check for signs and symptoms of children and employees daily upon arrival, as feasible 

2.3.2 Encourage anyone who is sick to stay home 

2.3.3 Plan for children or employees who get sick 

2.3.4 Regularly communicate and monitor developments with local authorities, employees, and families regarding cases, exposures, 

and updates to policies and procedures 

2.3.5 Monitor absences of children, their caregivers and the employees and have flexible leave policies and practices 
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2. Assessment of Readiness to Reopen the Child Development Facility 

2.3.6 Develop a plan for what to do if someone becomes ill with suspected COVID-19 at one of your workplaces 

2.3.7 The plan should cover putting the ill person in a room or area where they are   isolated from others in the workplace, limiting the 

number of people who have contact with the sick person, and contact the local health authorities. 

2.3.8 Consider how to identify persons who may be at risk, and support them, without inviting stigma and discrimination. This could 

include persons who have recently travelled to an area reporting cases or other personnel who have conditions that put them at 

higher risk of serious illness (e.g. diabetes, heart and lung disease, older age). 

2.3.9 Be ready to consult with the local health authorities if there are cases in the facility or an increase in cases in the local area 

 

If your responses to all the questions is a YES, you can reopen the centre and monitor 

In addition, to these guidelines, centers may have to consider institutional and area specific guidelines while making decisions 

about reopening or continuing operations.
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3. Best Practices for Infection Control 

3. Best Practices for Infection Control 

3.1 General precautions 

3.1.1 All health care personnel working can be done-in to hospital scrubs (if provisions are available) 

3.1.2 Restrict the use of mobile phones, laptops inside the therapy room 

3.1.3 Limit your personal belongings inside the therapy rooms (like wallet) 

3.1.4 100% hand hygiene compliance to be ensured 

3.1.5 Proper hand washing is the key to the prevention of infections. Follow the steps of hand hygiene as per WHO policy for hand 

rubs and hand wash 

3.1.6 Use non dominant hand for opening doors, switching on and off the fans, warmers, lights 

3.1.7 Social distancing of minimum 1 meter should be maintained between the team members (doctors/nurses/support staff, mothers 

and patient attendants). The following steps will help organizations adhere to social distancing norms 

3.1.7a Separate Entry and Exit areas for patients as well as the staff 

3.1.7b Consider installing physical barriers (e.g., glass or plastic windows) at reception areas to limit close contact between 

personnel and patients 

3.1.7c Staff performing thermal screening should also wear protective gear (refer to MOHFW guidelines in the document) 

3.1.7d Designated donning and doffing areas for the staff  

3.1.7e Ensure the corridor used is planned to avoid direct face-to-face contact between patients  

3.1.7f The therapy rooms should be well-ventilated  

3.1.7g Creating physical barriers between the staff and clients when possible, such as adding freestanding, mobile plexiglass in 

each area to be used during interventions that do not require direct hands-on assistance by the therapist/ other 

practitioner 

3.1.7h Clinics running from basements should preferably remain closed, or if opened, air conditioning should allow at least 12 

air exchanges/ hour 

3.1.7i Safely relocate interventions outside (e.g., therapeutic gardens)  

3.1.7j Increase hours of operation of the clinic; running the clinic in shifts /stagger appointment times to decrease client-to-

client contact  

3.1.7k Scheduling the same number of patients as rooms to eliminate treating multiple clients in the same room during the 

initial reopening 

3.1.8a Allow staff to work partially from home (preliminary concerns, documentation including evaluation of already available 

investigations and report writing can be done from home)  

3.1.8b Restrict the number of family members who accompany a child (preferably one caregiver/child). Under circumstances where 

the child is older and has significant motor disabilities and or behavioral challenges, 2 caregivers can accompany the child 
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3. Best Practices for Infection Control 

3.1.9 Instruct the caregivers to do hand washing before entering the center and also to wear mask. Consider a video based 

orientation for caregivers as they enter the center on disinfection procedures. Caregivers and staff should be cautioned against 

stigmatizing those who test positive for COVID. Staff should be sensitive to the caregivers and their children. Instructions related 

to sanitization and social distancing need to be shared respectfully and compassionately at all times 

3.1.10 Any aids, appliances that are brought by the family should be taken into the center after disinfection   

3.2 General guidelines for infection control in special schools: 

3.2.1 The schools may need to increase the staff as needed. Cleaning staff also needs to be properly trained on disinfection 

3.2.2 The use of hand sanitizers and proper use of cloth masks should be promoted by the schools. Schools should inform caregivers 

about disinfection protocols in advance and also have video based orientation at the center. This is a trying and anxious time for 

all; School personnel should be trained in communicating with caregivers and children patiently and respectfully 

3.2.3 Perform social distancing during tabletop activities by placing seats 6 feet apart and avoiding face-to-face sitting positions  

3.2.4 Use visual aids where appropriate versus physical contact  

3.2.5 Stagger the rejoining of children who are at high risk of infection, those who are unable to control their respiratory secretions, 

and children with severe maladaptive behaviours like spitting or biting. Refer these children for clinic-based management 

3.2.6 Provide school leaders with clear guidance to establish procedures if students or staff become unwell. Guidance should include 

monitoring student and staff health, maintaining regular contact with local health authorities, and updating emergency plans and 

contact lists 

3.2.7 Schools should also ensure there is space to temporarily separate sick students and staff without creating stigma. Share 

procedures with staff, parents and students, including advising all sick children, their caregivers and staff to remain home 

3.2.8 Implement large-scale remedial programs to mitigate learning loss and prevent exacerbation of learning inequality after school 

closures, with a focus on literacy and numeracy for primary-age children and accessibility accommodations for children with 

disabilities 

3.2.9 Conduct a risk assessment for therapists, teachers and other staff (considering age, chronic conditions and other risk factors 

including mental health conditions that can get aggravated), then implement a staggered approach for returning to school 

3.3 Disinfection protocol 

3.3.1 Floors, chairs, tables, door handles, telephone, light switches, reception - Once every shift, with 0.5% sodium hypochlorite 

3.3.2 Stethoscope, BP cuff, thermometer, injection tray - After every use, 70 % ethyl alcohol 

3.3.3 Follow routine biomedical waste disposal handling, segregation, transport as per biomedical waste disposal guidelines 

3.3.4 Use of toys / Cleaning of toys 

3.3.4a Ask parents to bring calming toys or favorite toys of the child for observation during the session. 

3.3.4b Advise the parents not to share the personal toys with any other children in the clinic. 

3.3.4c In case parents donõt bring their own toys, you may provide a clean set of toys from the clinic. 

3.3.4d It will be preferable to have multiple sets of commonly used toys so that a clean set is always available. 

3.3.4e Toys provided to infants and young children should have smooth solid surfaces, and should be easy to clean. 

3.3.4f Toys used once for any child should not be used for another without being cleaned. 
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3. Best Practices for Infection Control 

3.3.4g Avoid toys with small pieces and crevices, stuffed toys and toys made of fabric or plush. 

3.3.4h Toys that are awaiting cleaning should be stored in a box labelled as ôdirty toysõ and kept in an area that children cannot 

access. 

3.3.4i Any toy that is visibly soiled or comes into contact with mucous membranes or body fluid must be cleaned and 

disinfected immediately. 

3.3.4j Cleaning of toys can be done using detergent and water, and air dried. 

3.3.4k For disinfection, 1:100 diluted bleach, isopropyl alcohol, or disinfectant wipes can be used.  

3.3.4l After recommended contact times for disinfectants, toys must be rinsed in water and air-dried. 

3.4 Display infection control guidelines 
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3. Best Practices for Infection Control 

 














































