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Appendix F: Newborn Screening
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Appendix G: Neurological Examination of the Newborn
Neurological Signs Description Significance Developmental change

Posture All limbs flexed Asymmetry or extension Hyperflexion past 2 months 
-hypotonia suspected suspect spasticity

Motor Activity Vigorous, constant motor activity Asymmetry or minimal-CNS 
alternating limb flexion and extension or PNS problem

Passive Tone * Resistance to passive stretch Best indicator of CNS 
maturation 
Earliest sign of neurologic 
dysfunction

Upper limb: Extend both upper limbs Absent or poor:
by pressing on forearms. Hold – release  Hypotonia or muscle 
a brisk symmetrical flexion not forceful weakness
nor clonus Exaggerated: spasticity

Lower limb: Hold feet and flex over As for upper limbs
abdomen then pull to extension. Hold 
then release. A symmetrical flexion 
should occur

Scarf sign: Hold baby’s hand and bring Wraps around neck may be  
to opposite shoulder: elbow should be hypotonia
in line with sternum Resists before midline

-may be spasticity

Adductor’s angle – Hold knee in A wider angle – hypotonia. Gradually increases to
extension and abduct until resistance Less-spasticity 100-140 degrees by
-note asymmetry – measure angle with 6-9 months
pubis and midline 40-80 degrees

Popliteal Angle – Flexing of the thighs Early sign of spasticity By six months – 
over abdomen, then gently extending -hemiplegia or diplegia 120-140 degrees
the leg until resistance – measure angle -baby can put feet in his
between the thigh and leg and compare mouth
sides – 80-100 degrees

Active neck muscle tone – 1. Headlag may indicate CNS
1. Hold baby in sitting position allow head depression or hypotonia
to extend backwards by moving his trunk
back. Infant should move head to 
vertical axis and hold briefly.

2. Ventral extension: hold baby in prone 2. In hypotonia the infant Landau response: By 3 months
position hold under trunk and abd.  hangs limp exaggerated spinal more sustained straightening 
– should straighten back and redress head. curve-limbs more extended, of  head and trunk. Increasing
Limbs in flexion no extensor neck activity. from head downwards 

Spacticity may show -response complete 
exaggerated response by 4-6 months.

Now forced flexion of the
head causes flexion of all the
limbs. By 12 months the
infant can inhibit the 
Landau response.
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Deep tendon reflexes: Biceps, knee and  Responses should be brisk Triceps; present after a few 
ankle jerks present in newborn. Up to and symmetrical to be weeks
two months knee jerk causes crossed normal
adduction response and the ankle jerk has 
a few clonic beats

Developmental The response to a single The persistence beyond
Primitive Reflexes reflex not very significant appropriate time may signify

but a poor response to 2 or pathology
3 may be important They should be
neurologically. Absence of checked until one year
habituation is also important.

Moro Reflex: Lift baby by hands to raise An asymmetrical response After three months a positive
shoulders off the bed about 3 cm – release- possible focal defect Moro response is abnormal
extension and abduction of arms with eg brachial plexus palsy.
opening of hands then smooth adduction Prolongation of phases –
and flexion and a cry may indicate brain damage

Palmar Grasp: Slight stimulation to palm Between three and four 
leads to strong grasp months, this response lessens.

After this period a positive 
response is abnormal.

Foot Grasp: Light pressure on sole of foot This reflex disappears after 
-flexion and grasp response in the toes 9 months

Rooting Reflex: Light stroke on corner of Response disappears after 3-4
mouth – leads to rotation of head in the months when awake and
direction plus sucking  movements 7-8 months when drowsy.

Sucking Reflex: Placing a finger in infant’s Absence or weak response Same as rooting
mouth produces sustained sucking.  in presence of feeding *Poor sucking and latch can
Weaker if fed. problem – may mean brain be associated with

involvement future speech and
language problems

Crossed Extension Reflex: Stroke the sole of Full response in full term Disappears after 1st month
infants foot – flexion and abduction then infant – a test of maturity
extension and adduction and other leg of the nervous system
crossing over the extended one.

Tonic Neck Reflex: Lying on back rotate This reflex appears at 1-2 Disappears by 7-8 months
baby’s head to one side – arm on same months – important if 
side extends and other arm flexes- rotate sustained
the other opposite way to obtain similar
response.

Placing reaction: Hold baby by trunk in Response should disappear
upright – one leg touching table. Baby by 5-6 weeks
steps on the table then takes step with other

From: Larbrisseau, A. Neurologic Examination of the newborn,. Diagnosis, June: 69 – 79, 1986
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Appendix H: Rourke Baby Record  
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Appendix I: Nipissing District Developmental Screen™
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Appendix J: Developmental Monitoring 
in Primary Care – Journal Article
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Assessment of Developmental Delay

Developmental Area Significant Red Flags Intervention

Growth 
Growth charts are designed for -Weight and height below 3rd -Examine re intake, output
typically developing children percentile -Physical examination and tests to rule
in North America. They may be -Growth velocity less than expected out syndromes, chronic disease 
misleading for children from other -crosses 2 percentile lines -Psychosocial – eating and sleeping behaviour
countries or children with a -Weight less than 80% expected -Referral: pediatric, public health
specific concern such as Down for age and height -Growth charts are available for children with 
syndrome or premature -Weight below 5th percentile on Down syndrome 
delivery. weight for height chart

Motor
Motor delay is not a reliable -41/2 mo not pulling to sit -Look for neurological signs
predictor of cognitive -5 mo not rolling over -Clues from birth history, family history
development -7-8 mo not sitting unsupported -Abnormal physical findings?

-9-10 mo not standing holding on -Referral: pediatric or neurological, early infant
-15 mo not walking development, physiotherapy

-No specific cause – monitor and educate family, 
encourage motor development

Cognitive -2-3 mo not alert to mother -Detailed history  and physical – prenatal, review birth 
-6-7 mo not searching for records (not usually significant), family history
dropped object -Child’s environment
-8-9 mo no interest in peek a boo -Support for parents re diagnosis
-12 mo doesn’t search for hidden -Advocate for support for parents and family
object -Look to avoid secondary problems

Language and Communication -5-6 mo not babbling -Audiology testing
-8-9 mo not saying da or ba -Environment strongly influences language skills.
-10-11 mo not saying dada or baba Assess these influences – parental time, substance abuse, 
-12 mo not gesturing – pointing depression etc
or waving -Referral: speech and language evaluation,
-24 mo no 2 word phrases psychology, neurology, psychiatry
-Loss of language at any age -Possible problems: hearing problem, global delay,

pure language disorders, autism spectrum disorder
-Practical suggestions
-Nursery school, Hanen programs etc

Social and Emotional -3 mo not smiling socially -Early intervention needed – is child’s environment abusive, 
-6-8 mo not laughing in playful neglectful, disturbed – child protection issue?
situations -Parent training – re difficult behaviour
-1 year hard to console, stiffens -Increase contact with other children, extended family,
-2 years bites, kicks, screams easily, extra attention
poor eye contact or engagement -Referral: early intervention therapist – public health, 

developmental pediatrics etc

The Key to Developmental Surveillance is the knowledge of the spectrum of normal and the indicators of serious delays – this is an
ongoing learning process. Developmental delays are common and occur in up to 10% of children.

Sources: 
Goldfarb CE, Roberts W (1996).  Developmental monitoring in primary care. Can Fam Physician. 42: 1527-1536.
Hilliard, RI. A child’s failure to thrive. The Can. J. of CME, May:125 – 137, 2000

 




