Appendix A: Preconception Checklist

Issues to Consider in Preconception Include:

Nutrition

U Calcium and Vitamin D
U Folic Acid

U ron

D Zinc
U Vicamin A

Q Poverty

a Body weight

U Caffeine

a Vegetarian Considerations
0 Herbal Products

Substance Use
() Paternal and/or Maternal Tobacco Use
U Alcohol Use

Q Drug Dependency

Medications

U Accutane

U ACE Inhibitors

d Aminopterin, methotrexate
(| Carbamazepine

Q Coumadin, Warfarin

U Daunorubicin

U Lichium

U Metformin

a Phenytoin

a Propylthiouracil, methimazole
a Quinolones

U Retinoic Acid

Q Tetracycline

U Trimethadione

a Valporic Acid

Infections
H No) VY%

U Human parvovirus B 19
O Rubella

(| Toxoplasmosis
U Varicella (HSV-1)

Sexually Transmitted Diseases
a Chlamydia

(| Herpes (HSV-2)

U Genital Human Papillomavirus O HIv/AIDS

U Gonorrhea (| Syphilis

U Hepatitis B

Chronic lliness

U Cancer d Lupus
Cardiovascular Disease U Maternal PKU

U Diabetes d Psychiatric Illness

(| Epilepsy (| Thyroid Problems

Other Issues

U Abuse a Infertilicy

U Genetics U Previous Outcomes

U Home and Leisure Activities
) Hot Tubs and Saunas

For more information on preconception issues, see the “Preconception and Health: Research and Strategies Manual” at www.beststart.org/resources

U Social Support
a Workplace Concerns
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Appendix B:
Antenatal Psychosocial Health Assessment

Antenatal Psychosocial Health Assessment (ALPHA)

Antenatal psychosocial health assessment is a vital component of prenatal care. A long process has led to the development of unique
assessment forms: the provider-completed and self-report ALPHA forms. These structured antenatal assessment forms are being used on
PE.L and are recommended by Health Canada in its Family-Centred Maternity Care Guidelines. Ontario has included the ALPHA
headings in its 2000 Ontario Antenatal Record, thereby giving official recognition to these important topics. The ALPHA Form has been
endorsed by the following groups: the Canadian Pediatric Association, the Canadian Psychiatric Association, the College of Family
Physicians of Canada, the Ontario Association of Midwives, the Ontario Medical Association, the Royal College of Physicians and
Surgeons of Canada, the Society of Obstetricians and Gynecologists of Canada.

The original provider-completed ALPHA was developed so that obstetrical providers could ask and document the responses of pregnant
women to 32 questions relating to maternal, family, substance use and family violence issues. The form guides providers in their
assessment of antenatal factors associated with the following poor postpartum outcomes: child abuse, woman abuse, postpartum
depression and couple dysfunction and physical illness

The ALPHA self-report, developed through a consensus process of the research team, reflected feedback from women in the original
ALPHA pilot who indicated they wanted a written form to complete. Some providers also preferred a self-report for time efficiency. The
self-report mirrors the provider form and consists of a 33 questions, either open-ended or with a five-point rating scale. If the woman
reports psychosocial issues, the woman and her provider can discuss them during a prenatal visit.

Content validity of the forms was established through an extensive evidenced-based literature review and pilot testing. Further validity
and reliability testing in Ontario indicates that the ALPHA does pick up more psychosocial issues. The self-report and the provider ALPHA
were trialed on PE.I. by public health nurses and family physicians and found to yield comparable amount of psychosocial data. The
ALPHA Provider’s Guide provides information on interventions should antenatal factors be disclosed. An ALPHA provider training video

is also available. See http://dfcm19.med.utoronto.ca/research/alpha/

Tips on using the ALPHA Forms
® Introduce the form as part of standard prenatal care given to all women
® Complete or have the woman complete after 20 weeks gestation
® Complete the provider ALPHA in one longer visit (20 minutes) or over several prenatal visits
® Bill for counselling/psychotherapy when appropriate
® Be sensitive to different cultural norms if issues are disclosed
® Remember that associations do not imply causality
® Ask the woman to complete the self-report alone, without her partner present
® Maintain confidentiality and discuss with the woman before sharing information

Self-report published in: Midmer D, Carroll ], Bryanton J, Stewart D. From research to application: The development of an antenatal
psychosocial health assessment tool. CJPH 2002; 93(4):291-6.

Provider version published in: Reid A, Biringer A, Carroll J, Midmer D, Wilson L, Chalmers B, Stewart D. Using the ALPHA Form in
practice to assess antenatal psychosocial health. CMA]J, 1998; 159(6): 677-684.

Carroll ], et al, Effectiveness of the Antenatal Psychosocial Health Assessment (ALPHA )Form in detecting psychosocial health concerns:
a randomized controlled trial. CMAJ 2005;173(3):253 -9
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Appendix C: Ontario Antenatal Record
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Appendix D: Larson Prenatal Screening Tool

Larson Prenatal Screening Tool - 3 Questions Used by Healthy Babies Healthy Children

Question

1. Mother's education

2. Has mother ever attended a prenatal
course (3 or more attendances)?

3. Mother’s present smoking habit
(cigarettes/day)

Response

0 -7 years

8 - less than h.s. degree
high school degree
college - no degree
college - degree or more

No
Yes

20

16 - 20 years
11 -15 years
6 - 10 years
1-5years

0

Score

19
13

o - W h o N

NOTE: if a mother scores 13 or more she would receive a more detailed assessment. (Larson, et.al, 1987)
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Appendix E: Parkyn Postpartum Screening Tool

Postpartum Tool, Healthy Babies Healthy Children (Parkyn Screen)
Mother's NamMEe:. ... Fathers Name:. ...
A. Children with Congenital or acquired Health Challenge:

1. Major (probability of permanent disability) e.g.: down's syndrome, cerebral palsy 9

2. Moderate (correction may be possible) e.g.: cleft palate, loss of limb 6

B. Development Factors:

3. Low birthweight: a) 0-1499 gm 9
b) 1500-1999 gm 8
) 2000-2499 gm 6

4. Complications of pregnancy:
a) Infections that can be transmitted in utero and may damage the fetus

(e.g.: AIDS, rubella) 9

b) Drugs (e.g.: alcohol or drug abuse diagnosed in mother) 9
5. Complications of labour and delivery:

a) Labour requiring mid forceps including breech delivery or emergency caesarean 4

b) Infant trauma or illness (e.g.: convulsions, respiratory distress syndrome) 6

o) If Apgar less than 7 at 5 min., deduct score from 10 .
6. Family history of a genetic health challenge (e.g.: deafness, mentally challenged) 4

C. Family Interaction Factors
7. Age of mother a) 15 and under 9
b) 160r17 8
c) 18or19 5

8. Social situation:

a) One parent family with adequate support 2

b) One parent family - no support 7

¢) Two parent family - no social support and/or severe isolation related to culture,

language or geography 4
9. Financial difficulties 3
10. No prenatal care before sixth month 4
11. Mental illness/mental challenge in mother and/or father:

Double score if both parents positive in a) or ¢)

a) Schizophrenia or bipolar affective disorder 7

b) Postpartum depression or psychosis 9

¢) Mentally challenged parent 6

12. Prolonged postpartum maternal separation (5 days or more):
a) With frequent infant contacts (visits or phone as feasible) 2
b) Little or no contact 6
13. Assessed lack of bonding (e.g.: minimal eye contact or touching) 6
14. > 3 hospitalizations in 1 year in absence of known chronic illness or condition 6
15. Other e.g.: marital distress, low education status, failure to thrive, parenting difficulties,
family violence, prenatal class attendance, maternal smoking during pregnancy (Score 0 to 9)......

Signature Date
ADAPTED FROM PARKYN'S PRIORITY ASSESSMENT (Parkyn, 1985)
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Appendix F: Metabolic Screening of the Newborn
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Appendix G: Neurological Examination of the Newborn

Neurological Signs

Description

Significance

Developmental change

alternating limb flexion and extension

or PNS problem

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

Passive Tone *

Resistance to passive stretch

Best indicator of CNS
maturation

Earliest sign of neurologic
dysfunction

Upper limb: Extend both upper limbs
by pressing on forearms. Hold — release
a brisk symmetrical flexion not forceful
nor clonus

Absent or poor:
Hypotonia or muscle
weakness

Exaggerated: spasticity

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

As for upper limbs

Scarf sign: Hold baby’s hand and bring
to opposite shoulder: elbow should be
in line with sternum

Wraps around neck may be
hypotonia

Resists before midline
-may be spasticity

Adductor’s angle — Hold knee in
extension and abduct until resistance
-note asymmetry — measure angle with
pubis and midline 40-80 degrees

A wider angle — hypotonia.
Less-spasticity

Gradually increases to
100-140 degrees by
6-9 months

Popliteal Angle — Flexing of the thighs
over abdomen, then gently extending
the leg until resistance — measure angle
between the thigh and leg and compare
sides — 80-100 degrees

Eatly sign of spasticity
-hemiplegia or diplegia

By six months —
120-140 degrees

-baby can put feet in his
mouth

Active neck muscle tone —

1. Hold baby in sitting position allow head
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
position hold under trunk and abd.

— should straighten back and redress head.
Limbs in flexion

1. Headlag may indicate CNS
depression or hypotonia

2. In hypotonia the infant
hangs limp exaggerated spinal
curve-limbs more extended,
no extensor neck activity.
Spacticity may show
exaggerated response

Landau response: By 3 months
more sustained straightening
of head and trunk. Increasing
from head downwards
-response complete

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
ankle jerks present in newborn. Up to
two months knee jerk causes crossed
adduction response and the ankle jerk has
a few clonic beats

Responses should be brisk
and symmetrical to be
normal

Triceps; present after a few
weeks

Developmental
Primitive Reflexes

The response to a single
reflex not very significant
but a poor response to 2 or
3 may be important
neurologically. Absence of
habituation is also important.

The persistence beyond
appropriate time may signify
pathology

They should be

checked until one year

Moro Reflex: Lift baby by hands to raise
shoulders off the bed about 3 cm — release-
extension and abduction of arms with
opening of hands then smooth adduction
and flexion and a cry

An asymmetrical response
possible focal defect

eg brachial plexus palsy.
Prolongation of phases —
may indicate brain damage

After three months a positive
Moro response is abnormal

Palmar Grasp: Slight stimulation to palm
leads to strong grasp

Between three and four
months, this response lessens.
After this period a positive

response is abnormal.

Foor Grasp: Light pressure on sole of foot
-flexion and grasp response in the toes

This reflex disappears after
9 months

Rooting Reflex: Light stroke on corner of
mouth — leads to rotation of head in the
direction plus sucking movements

Response disappears after 3-4
months when awake and
7-8 months when drowsy.

Sucking Reflex: Placing a finger in infant’s
mouth produces sustained sucking.

Weaker if fed.

Absence or weak response
in presence of feeding
problem — may mean brain
involvement

Same as rooting

*Poor sucking and latch can
be associated with

future speech and
language problems

Crossed Extension Reflex: Stroke the sole of
infants foot — flexion and abduction then
extension and adduction and other leg
crossing over the extended one.

Full response in full term
infant — a test of maturity
of the nervous system

Disappears after 1st month

Tonic Neck Reflex: Lying on back rotate
baby’s head to one side — arm on same
side extends and other arm flexes- rotate
the other opposite way to obtain similar
response.

This reflex appears at 1-2
months — important if
sustained

Disappears by 7-8 months

Placing reaction: Hold baby by trunk in
upright — one leg touching table. Baby
steps on the table then takes step with other

Response should disappear
by 5-6 weeks

From: Larbrisseau, A. Neurologic Examination of the newborn,. Diagnosis, June: 69 — 79, 1986
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Appendix H: Rourke 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
typically developing children

in North America. They may be
misleading for children from other
countries or children with a

-Weight and height below 3rd
percentile

-Growth velocity less than expected
-crosses 2 percentile lines

-Weight less than 80% expected

-Examine re intake, output

-Physical examination and tests to rule

out syndromes, chronic disease

-Psychosocial — eating and sleeping behaviour
-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
predictor of cognitive

-41/2 mo not pulling to sit
-5 mo not rolling over

-Look for neurological signs
-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
dropped object

-8-9 mo no interest in peek a boo
-12 mo doesn’t search for hidden
object

records (not usually significant), family history
-Child’s environment

-Support for parents re diagnosis

-Advocate for support for parents and family
-Look to avoid secondary problems

Language and Communication

-5-6 mo not babbling

-8-9 mo not saying da or ba

-10-11 mo not saying dada or baba
-12 mo not gesturing — pointing
or waving

-24 mo no 2 word phrases

-Loss of language at any age

-Audiology testing

-Environment strongly influences language skills.

Assess these influences — parental time, substance abuse,
depression etc

-Referral: speech and language evaluation,

psychology, neurology, psychiatry

-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

-6-8 mo not laughing in playful
situations

-1 year hard to console, stiffens

-2 years bites, kicks, screams easily,
poor eye contact or engagement

-Early intervention needed — is child’s environment abusive,
neglectful, disturbed — child protection issue?

-Parent training — re difficult behaviour

-Increase contact with other children, extended family,
extra attention

-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
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Appendix K: Speech, Language and Hearing

Facts about Speech, Lanquage and Hearing

What is Communication?
Communication is the sending and receiving of information.

There are four main aspects to communication:

1. Hearing is essential for the acquisition of oral communication, speech

and language.

2.Language is the coded system which enables understanding, organization
and expression of meaning, thoughts and ideas. It takes the form of
words and patterns of words in grammatical structures. Language can
be conveyed in an oral, written or gestural/sign form. It can be further
subdivided into expressive language (how we express ourselves using
words, gestures, etc.) and receptive language (how we understand

words, gestures, etc.).

3.Speech is the production of sounds and sequences of sounds. This
can be further subdivided into voice quality, fluency and articulation

that all contribute to the intelligibility of what is said.

4. Pragmatics is the social aspect of turn-taking and joint attention

that facilitates communication.

Causes of Speech and Language Problems
Historically causes of most communication disorders have not been known.

Genetic research in the past decade has linked the most common disorder,

specific language impairment, to inherited cerebral structure and function.

Other speech, language and hearing disorders have been attributed to a
variety of factors including maternal infection, genetics, traumatic brain
injury, maxillo-facial anomolies such as cleft lip/palate, birth trauma,

or syndromes (e.g. Autism Spectrum Disorder, Down Syndrome).

The home environment is also a factor to consider. Limited stimulation
and family stressors can cause delay in speech/language development,
but do not cause disorders. Delays due to environmental factors can

be reversed with good language stimulation.

When a family member has a speech/language/hearing disorder, the

children are at higher risk for communication difficulties. Pay special
attention if there is a positive family history for: learning disabilities,
permanent early childhood hearing loss, congenital syndromes, or if

the parent indicates concern.

Key Warning Signs
Emotion and Use of Eye Gaze
—Limited ability to share attention and/or emotions with eye gaze

and facial expressions

—Limited use of eye gaze shifts between people and objects
—Delayed ability to understand and follow others’ eye gaze and finger

pointing

Use of Communication

—Limited use of gestures and/or vocalizations to communicate

—Low rate of communication using gestures and/or vocalization

—Limited number of reasons for communication (e.g., child only
communicates to protest and request food, but not to greet, label
objects, etc.)

—Limited use of communication to share interest/attention with another

Use of Gestures

—Limited number of gestures (e.g., giving, showing, reaching, pointing)

—Limited use of symbolic gestures (e.g., waving, nodding head,
gesture for talking on phone)

—Reliance on gestures and a limited use of vocalizations to communicate

Use of Sound

—Limited number of consonants

—Immature syllable structure (e.g., uses only consonant plus vowel
combinations to represent words of varying lengths, such as

na/banana or wa/water)

Understanding and Use of Words

—Delayed in understanding language and using language

Use of Objects

—Limited use of symbolic play (e.g., use of toy object to represent real
object - phone, feed baby)

—Delayed spontaneous use of actions on objects in symbolic play

—Limited ability to imitate actions on objects

Other
—Positive family history

—Heightened parental concern

When to Refer

Refer all children to the Preschool Speech and Language System when
the parent expresses concern or the child presents with high risk
indicators or does not meet developmental milestones on the Rourke

Record or Nipissing District Developmental Screen™.
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Appendix L: Autism Spectrum Disorder

Developmental Surveillance: Focus on 18-36 Months: Approach to Children with Identified Developmental Difficulty
By Wendy Roberts and Anita Jethwa

When a child has specific delays in communication and is not using verbal or nonverbal means to share interest with other people by
12 months of age there is cause for concern, and a careful diagnostic appraisal needs to be done from a developmental point of view.

Similarly, any child who loses the use of language or social skills, particularly between the age of 9 and 24 months, needs to be looked
at very carefully. When the absolute indicators for immediate evaluation are met, consideration must be given as to whether the child

could have an Autism Spectrum Disorder (ASD).

The term Autism Spectrum Disorder is now replacing the term Pervasive Developmental Disorder (PDD) since Pervasive Developmental
Disorder has become a confusing term for parents. Some parents have been given the diagnosis of PDD, and are then shocked a couple
of years later to find out that, in fact, their child has autism. The use of the term Autism Spectrum Disorder allows the idea of progress
and skill development during the initial labelling process, shifting the child in a positive direction along the spectrum. Parents may be less
likely to feel that the autistic label is a permanent life sentence. Research has shown that even experienced professionals are not reliably
able to differentiate between the various types of Pervasive Developmental Disorder particularly in the preschool years. The term "high
functioning” has become confusing becasue it may be used to describe a child who is either intellectually high functioning or who has less

autistic symptoms.

Early identification of an Autism Spectrum Disorder is critical since outcome has been shown to be quite different if children have
intensive input in the preschool years. Many high functioning children have been missed in the past because, particularly with parent’s
scaffolding and support, observed interactions between the child and parent during a short visit to the clinic have failed to show any

outstanding abnormality. A prolonged period of observation (e.g., 5-10 minutes) of the child in a play situation is needed.

Glascoe has shown that parent’s concerns are in fact very accurate and need to be paid attention to. The current 1 to 3 -year lag,

documented between the time when parents are first worried and when a physician first gives a diagnosis, must be reduced.

Early Parental Concerns Early Identified Behavioural Manifestations
in Autism of Autism (Zwaigenbaum et al, 2005)
-Extremes in temperament (passive to irritable) -Atypical early temperament (passive to extreme reactions)
-Poor eye contact -Atypical eye contact
-Lack of or inconsistent response to name -Atypical orientation to name
-Difficult to engage in social play -Atypical social interest and affect

-Poor imitation skills

Some of the more classical features of autism and those seen in older children may be missing in the early years. There is not the same
degree of stereotypic and compulsive behaviours. There is not the same insistence on routines and rituals. Many children are quite
affectionate both in accepting and in looking for affection, and many will have eye contact particularly to get their needs met, although
not sustaining eye contact for social interaction. The absence of the more typical signs has led in many cases to people making incorrect

definitive statements such as, “this is definitely not autism.”
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When autism is suspected the best current measure is still the Checklist for Autism in Toddlers (CHAT) developed by Simon Baron-
Cohen. This checklist documents parent reports of social interest, social play, pretend play, pointing to show, and bringing an object to
share interest. The CHAT is the best tool that we have for specifically looking at autism at a screening level so far, although there are
some limitations in its use. The CHAT has been shown to have high specificity, in that children who failed three key items on the CHAT
at 18 months were shown to maintain their diagnosis of autism after 3 years. However, 50 percent of children diagnosed with autism at

3 years were not detected by the CHAT at 18 months when it was carried out in a larger population study. So the sensitivity is not nearly
as good as the specificity possibly because certain features may emerge over time. As a result, if autism is suspected, further diagnosis and

repetition of the CHAT must be done on a regular basis during subsequent visits.

When a child is referred on for a diagnostic assessment usually by a Developmental Paediatrician or a Psychiatrist, the clinician must be
experienced and up-to-date in the assessment of autism. A diagnostic interview and observation scale must be used, in addition to either
questionnaires or observing videotapes from home and a community setting. The specific use of DSM-IV criteria in children under 3 is
not a reliable way to make a diagnosis. Using the DSM-IV criteria as a checklist is particularly unreliable in younger children; clinicians

need to be able to interpret DSM-1V criteria and apply them in an informed age-specific manner during the history-taking process.

A unique difference in younger children with ASD is unusual sensory interests. This can include seeking of tactile input such as rubbing
surfaces, squeezing balls that have different textures; dropping objects and watching them fall, or listening to them fall; watching unusual
light patterns; flicking light switches on and off; and looking through their fingers at a light in the background. Sensory peculiarity may

greatly limit food intake and some children will only eat very crisp food or very cold food. Many will not accept any mixtures at all.

Sensory limitations from diet can lead to quite significant iron deficiency, particularly after the 18-month period.

Younger children have less of the typical autistic repetitive behaviours such as jumping, spinning, or running around in circles. Many will

have subtle hand flapping or flicking and hyperextension of fingers.

Medical investigations should always include an audiological assessment with ABR’s if there is any doubt about hearing. Most chromosome
assessments will not reveal particular abnormalities unless there are significant dysmorphic features. The research is focusing particularly
on chromosome 7 and 15, but there is no diagnostic test yet. Children will usually be screened through DNA analysis for Fragile X
syndrome. If there is a history of pica, a lead level is suggested; if there is dietary restriction, look for decreased ferritin. If there is any
history suggestive of a metabolic disorder then a metabolic screen should be done. Many children, especially those with disturbed sleep
and those with significant regression, will have abnormalities on an overnight EEG. An awake EEG is not helpful, and most sleep

deprived EEG’s are difficult to interpret.

When autism is suspected, intervention must be urgent and intrusive. It involves the working together of a team that must include
parents. If a child is under 2 years, a referral to the Infant Development Program so that work can start in home in terms of teaching
skills to parents and working with the child to develop social reciprocity and communication. The Preschool Speech and Language
Initiative needs to be involved with the speech pathologist being a key member of the team. The Hanen Parent Program “More Than
Words” has been very helpful to give parents intensive education and modeling of intrusive interaction leading to the understanding of
communication starting in the child. The Regional Autism Services Program and the Preschool Behavioural Autism Program should be
contacted so that the child can be assessed for eligibility. Parent support and education programs run through the Geneva Centre in
Toronto, which is a Children's Mental Health Centre for children with autism, as well as local autism services, such as Autism Ontario

can be helpful.

During the last few years we have learned more about autism and have seen the results of early intervention. It is clear that children can
do better when they are detected at an earlier age, when families are able to access more support and more financial aid for both their

child’s education and respite care when it is needed. In the long term, society will pay less as children do better and families cope better.
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Appendix M: Checklist for Autism in Toddlers (CHAT)

The Checklist for Autism in Toddlers (CHAT)

How to Use the CHAT

1) Ask parents the 9 questions in Section A (Box 1). 2) Complete the 5 questions in Section B by direct observation (Box 1) 3) The 5 key
items in Sections A and B (box 2) are concerned with joint attention and pretend play. The key items in Section B validate (by
cross-checking) the parent’s answers to the key items in Section A. The remaining non-key items (Box 2) assist in distinguishing autism
from other global developmental delays, and provide an opportunity for all parents to answer "yes" to some questions. The degree of risk

for autism depends on which items a child fails. See Box 3 for risk assessment.

Box 1: The CHAT — Section A: Ask Parent

1. Does your child enjoy being swung, bounced on your knee, etc.? Yes No
2. Does your child take an interest in other children? Yes No
3. Does your child like climbing on things, such as up stairs? Yes No
4. Does your child enjoy playing peek-a-boo/hide-and-seek? Yes No
5. Does your child ever PRETEND, for example, to make a cup of tea using a toy cup and teapot, or pretend other things? Yes No
6. Does your child ever use his/her index finger to point, to ASK for something? Yes No
1. Does your child ever use his/her index finger to point, to indicate INTEREST in something? Yes No
8. Can your child play properly with small toys (e.g. cars or bricks) without just mouthing fiddling or dropping them? Yes No
9. Does your child ever bring objects over to you (parent) to SHOW you something? Yes No
Section B: General Practitioner or health visitor observation
l. During the appointment, has the child made eye contact with you? Yes No
Il. Get child's attention, then point across the room at an interesting object and say 'Oh look! There's a (name of toy)!' Watch child's face.

Does the child look across to see what you are pointing at?* Yes No*
lll. Get the child's attention, then give child a miniature toy cup and teapot and say 'Can you make a cup of tea?"

Does the child pretend to pour out tea, drink it, etc.?** Yes No**
IV. Say to the child "Where's the light?', or 'Show me the light'. Does the child POINT with his/her index finger at the light?*** Yes No*™*
V. Can the child build a tower of bricks? (If so how many?) (Number of bricks:......... ) Yes No

* To record YES on this item, ensure the child has not simply looked at your hand, but has actually looked at the object you are pointing at. ** If you can elicit an example
of pretending in some other game, score a YES on this item. *** Repeat this with "Where's the teddy?' or some other unreachable object, if child does not understand the
word 'light." To record YES on this item, the child must have looked up at your face around the time of pointing.

Box 2: Key and non-key items

CHAT key items CHAT non-key items CHAT key items CHAT non-key items
Section A Section B
AS5: Pretend Play A1: Rough and tumble play BII: Follow a point BI: Eye Contact
AT: Protodeclarative pointing A2: Social interest Blll: Pretending BV: Tower of bricks
A3: Motor development BIV: Producing a point
A4: Social play

A6: Protoimperative pointing
A8: Functional play

A9: Showing
Box 3: Risk Assessment
High risk for autism group Fail A5, A7, BII, BIIIL, BIV
Medium risk for autism group Fail A7, BIV (but not in maximum risk group)
Low risk for autism group Not in other 2 risk groups

Source: Baron-Cohen, S, Wheelwright, S, Cox, A et al. Early identification of autism by the Checklist for Autism in Toddlers (CHAT). ] of Roy. Soc. Of Med., Vol. 93, Oct.
521-525, 2000.
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Appendix N: 18 Month Visit Flowchart

Prepared by: Elizabeth Thompson, Tara Kennedy, Wendy Roberts, Nadia Hall, Steven Cohen and Rhonda Schwartz

Adapted from: Getting it Right at 18 Months... Making it Right for a Lifetime. Report of the Expert Panel on the
18 Month Well Baby Visit. Ontario Children’s Health Network, Ontario College of Family Physicians. September 2005.
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Appendix O: Developmental Issues in an Older Child
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Appendix P: Pediatric Nutrition Guidelines for
Primary Health Care Providers

When a child presents with several red flags, it is recommended to refer the caregiver to a registered dietitian

(RD) for a nutritional assessment.

Age Developmental Milestones
and Feeding Skills

Guideline

Red Flag

Birth to 6
months

* Sucks well on nipple (1)
minutes by 4 months (1)
increased alertness or activity,

late indictor of hunger (2)

* Finishes each feeding within 45
* Signs of hunger in newborns are

mouthing or rooting. Crying is a

* Exclusive breastfeeding is recommended
for the first 6 months for healthy term
infants (3,4)

* Encourage parents to feed whenever
baby show signs of hunger (2)

* Encourage parents to hold their baby
during feedings and make eye contact (5)

* Breastfed or partially breastfed infants

drinking less than 1 L (32 oz) formula

should receive a daily vitamin D

supplement of 400 IU (10 pg) (3, 6)

Dark-skinned infants and infants whose

mothers enter pregnancy and lactation

with low vitamin D status are particularly

at risk for developing vitamin D

deficiency rickets, 6 therefore it is

important to promote the

recommendation for adequate vitamin D

to these parents

If an infant is not breastfed or is partially

breastfed, cow’s milk-based iron-fortified

infant formulas are the most acceptable

alternative (3,7)

Hypoallergenic formula should be given

if allergy to milkbased formula is

suspected (8)

Soy-based formula should be given to

infants who cannot take dairy-based

products for health, cultural, religious or
personal reasons, such as vegan lifestyle

or galactosemia (3)

Research has shown that here is no link

between ironfortified infant formula and

constipation (8,9)

Breastfed infants tend to become leaner

than formula-fed infants after 3-4

months This should be anticipated when

assessing growth to avoid unnecessary
supplementation with formula or early

introduction of solids (7,11)

Fruit juice, water or any beverages other

than breastmilk or formula should not

be given (3,4,7)

* To prevent infant botulism, honey

should not be given under 1 year (3)

For the prevention of allergy, the

avoidance of solid food for a least 4

months and preferably 6 months is

recommended (10)

* Serial growth measurements have
unexpectedly crossed 2 or more centiles
downwards (failure to thrive)(11)

* Newborn not being fed whenever they
show signs of hunger (2)

* Healthy, full term breastfed infant:

— Loses more than 7% of birth weight

— Does not regain birth weight by 10
days

— Does not have at least 3 bowel
movements each day after day 1

— Does not have at least 6 wet diapers
each day by day 4 with urine that is
clear or pale yellow (12)

* During the first 4 months, infant not
being fed frequently (3)

* Exclusively breastfed infant is not
receiving a vitamin D supplement,
particularly those at risk (3,6)

¢ Infant formula is not iron-fortified (3)

* Liquids (including water) or solids other
than breastmilk or iron-fortified formula
are given before 4 months (6 months is
recommended) (3,10)

* Infant is fed using a propped bottle (3,6)

* Infant cereal is given in a bottle (3,7)

* Private well water used for infant feeding
is not being regularly tested (3)

¢ For the first 4 months, water for infant
formula is not brought to a rolling boil
for 2 minutes (3)

* Infant formula is not being mixed
correctly (i.e., correct dilution)
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Age Developmental Milestones Guideline Red Flag
and Feeding Skills
6-9 months | ® At 6 months, babies are * Continued breastfeeding is * Serial growth measurements have

physiologically and
developmentally ready for ready
for solid foods (3)

* Sits independently for a short
timel (3)

* Drinks from a cup held by
an adult (7)

* Eats soft food from a spoon or
adult’s fingers (1)

* Uses both hands to hold a bottle
(13)

* Prefers parents to feed (13)

* Plays with spoon (7)

* Initial refusal of new flavours and
textures is not uncommon. It may
take 3-10 offerings before an infant
accepts a new food (7)

* Finger-feeding can be introduced
(13)

* By 9 months, picks up small items
using thumb and first finger (e.g.,
oat ring cereal) (1)

* Some infants have a more sensitive
gag reflex and may not tolerate
anything but pureed foods at first
®)

recommended (3,4)
e If infant is not breastfed or is partially
breastfed, cow’s milk-based iron-fortified
infant formulas are the most acceptable
alternative until 9-12 months (3,7)
For infants unable to take cow’s milk
products, give commercial soy formula
until 2 years (3)
At 6 months, introduce iron-containing
foods, such as iron-fortified cereals (3,4)
(see “Dietary sources of iron” below).
Introduce vegetables and fruit next. At
about 9 months, introduce whole cow’s
milk and milk products (3,14)
Introduce one new food at a time
with an interval of 2-7 days before
introducing another to allow infant
to acquire a taste for a new food and
make it easier to identify the cause
of an allergic reaction (7,14)
Start with small serving sizes (1-3 tsp) (7)
Complementary foods should initially
be provided 2-3 times a day (14)
Infants will indicate hunger or satiety.
Forced feeding may promote negative
associations with eating (7)
Mealtime environment should be free
of distractions such as television and
activities (17)
Gradually offer food with more texture,
progressing from purée to mashed and
then to soft finger foods of about 1/4
inch pieces (8,14)
Offer some breastmilk or formula in a
cup. Use a cup regularly with meals
by 8 months (8)
Wiait until 1 year to introduce egg
white to minimize the risk of allergic
reactions (3)
* Honey should not be given under

1 year (3)
¢ Coffee, tea, cola and hot chocolate

should not be given (3)

unexpectedly crossed 2 or more centiles
downwards (11)

* Breastfed or partially breastfed infant
drinking less than 32 oz (1 L) formula
not receiving a vitamin D supplement,
particularly those at risk (3,6)

* Infant formula is not being mixed
correctly (i.e., correct dilution) (7)

* Cow’s milk is given instead of breastmilk
or infant formula (3)

* Iron-containing foods have not been
introduced by 7 months (3,15)

* Infant is not eating willingly or parents
imply that they force-feed (7)

* Infant is drinking more than 4 oz (125
mL) of fruit juice per day (14,16)

* Fruit drinks, pop, coffee, tea, cola, hot
chocolate, soy beverage, other vegetarian
beverages, herbal tea or herbal products,
egg white or honey is given (3)

* Infant cereal is given in a bottle (3,7)

* Infant is fed using a propped bottle (3,7)
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Age Developmental Milestones Guideline Red Flag
and Feeding Skills
9-12 * Begins to take an active * Continued breastfeeding is * Serial growth measurements have
months independent role in feeding (8) recommended (3,4) unexpectedly crossed 2 or more centiles
* Assists with spoon; some become * Breastfed babies should receive a daily downwards (11)
independent (13) vitamin D supplement until the infant’s| * Breastfed or partially breastfed infant
* Refining pincer grasp (13) diet includes at least 400 IU (10 pg)/ drinking less than 1 L (32 oz) formula
* Can hold cup and suck or sip day from other dietary sources (see not receiving a vitamin D supplement,
contents, but may spill (8, 7, 13) “Dietary sources of vitamin D” below) particularly those at risk (3,6)
* More willing to accept lumpy or until 1 year (3,06) * At 10 months, consistently refuses
textures, especially when self- * Between 9-11 months, increase the lumpy or textured foods (15)
feeding (8) number of times infants are fed * Infant is not supervised during
¢ Initial refusal of new flavours and complementary foods to 3-4 times a feeding (3)
textures is common. It may take day (14) * Drinks juice in a bottle or a
up to 10 offerings before infant * Parents/caregivers should encourage transportable covered cup that
accepts a new food (8) self-feeding by offering more textured allows the baby to consume juice
* Licks food from lower lip (7) finger/table foods (7,14) * Fruit drinks, pop, coffee, tea, cola, hot
¢ Include baby at the table for family chocolate, soy beverage, other vegetarian
mealtimes (17) beverages, herbal tea or herbal products,
* Mealtime environment should be egg white or honey is given (3)
free of distractions like television and
activities (17)
¢ Whole (3.25%) cow’s milk can
complement or replace breastmilk or
replace formula between 9-12 months.
(3,14) 1% or 2% milk is not
recommended until age two. (3) Skim
milk is inappropriate before age two (3)
¢ Limit deli and luncheon meats such as
hot dogs, bacon and smoked meat (18)
* Fruit juice offers no nutritional benefits
over whole fruit (16)
¢ Offer a cup with breastmilk, formula,
cow’s milk, 100% juice or water during
meals so that a natural transition from
bottle to cup will take place (8,7)
12-18 * Picks up and eats finger foods (1) ¢ Whole (3.25%) cow’s milk can * Serial growth measurements have
months * Grasps spoon with whole complement or replace breastmilk or unexpectedly crossed 2 or more centiles

hand (13)

* Holds cup with 2 hands (13)

* Holds and tips bottle (13)

* Compared with the first year
of life, a decreased or sporadic
appetite is common (7)

¢ Unfamiliar foods are often
rejected the first time (7)

replace formula.3 1% or 2% milk is
not recommended until age two. (3)
Skim milk is inappropriate before

age two (3)

If soy formula is given to babies who
cannot take dairybased products,
continue until 2 years. (3) Soy
beverage, rice milk or other vegetarian
beverages are not recommended under
2 years due to low fat content (3)

At 12 months, babies should have a
daily intake of 5 pg (200 IU) of
vitamin D 3 which they can get with
2 cups (500 mL) of milk (see “Dietary
sources of vitamin D” below).

A supplement may need to be
recommended (3, 6)

downwards (11)

* Breastfed child not receiving a
vitamin D supplement (3,6)

* Skim milk is regularly given (3)

* Drinking liquids primarily from
a baby bottle (15)

* Not eating a variety of table foods (3)

* Consistently refuses lumpy or
textured foods (15)

* At 15 months, does not finger/
self feed (3,15,17)

* Parents not recognizing and responding
to the child’s verbal and non-verbal
hunger cues (3)

* Child is not supervised during
feeding (3,17)

m Improving the Odds: Healthy Child Development




Age

Developmental Milestones
and Feeding Skills

Guideline

Red Flag

12-18
months

* Drinking too much milk can lead to
iron deficiency. Babies 12 months or
older should drink 16-24 oz (500-750
mL) milk /day (19)

Parents should encourage child to feed
themselves at the beginning of a meal
when they are hungry, but help if they
tire later in the meal (3)

The child should be included at family
mealtimes (17)

Continue to provide 3-4 meals a day.
Additional nutritious snacks may be
offered 1-2 times a day (14)

By 12 months, babies should be
eating a variety of foods from each

of the four food groups of Canadas
Food Guide (3,7)

If a child is eating according to the
Food Guide, is growing well and is
healthy, vitamin/mineral supplements
are rarely necessary. The nutrient of
greatest concern during this period is
iron (20)

* The development of healthy eating
skills is a shared responsibility: parents
and caregivers should provide a
selection of nutritious, age-appropriate
foods, and decide when and where
food is eaten; babies and children
should decide how much they want to
eat. Pressuring a child to eat may lead
to overeating or the development of
aversions to certain foods (3,7,17)
Fruit juice offers no nutritional
benefits over whole fruit (16)
Excessive fruit juice consumption may
be associated with diarrhea, flatulence,
abdominal distension, tooth decay and
poor weight gain (8,17)

Fruit drinks and pop are not
recommended as they displace
nutrient-dense foods and beverages.
Encourage parents to offer water (17)

* Excessive fluid consumption,
e.g., milk (more than 24 oz a day19),
juice (more than 4-6 oz a dayl6), pop
and fruit drinks (3,7)

18-24
months

* Chews broad range of food (13)

* Self-feeding predominates (13)

* Displays curiosity and desire
to be independent (7)

* Decreased or sporadic appetite
is common (7)

* Food neophobia (fear of the new)
increases through early childhood
and then declines. (21) Unfamiliar
foods are often rejected the first

time (7)

¢ Small, nutritious, frequent and
energy-dense feedings are important to
meet nutrient and energy needs (3)

* Avoid foods with the potential to cause
choking (see “Choking and aspiration”
below) (3, 7,17)

e Limit deli and luncheon meats such as
hot dogs, bacon and smoked meat (18)

* Parents should role model healthy
eating and introduce age-appropriate
table manners (8)

* Serial growth measurements have
unexpectedly crossed 2 or more centiles
downwards (11)

* Not eating a variety of table foods (3)

* Skim milk is given regularly (3)

* Soy beverage, rice milk, other vegetarian
beverages or herbal teas are given (3)

* Child is not supervised when eating
(3,17)

* Child does not finger/self feed (3,15,17)
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Age Developmental Milestones Guideline Red Flag
and Feeding Skills
18-24 * Food likes and dislikes become * Let the child assume responsibility * Drinking liquids primarily from a
months prominent (7) for how much to eat. Forcing a child baby bottle (15)
* Tend to go on food jags (refusal to clean their plate may lead to * Parents pressure or reward child
of all but 4 or 5 favourite foods overeating or the development of to eat (17)
over an extended period) (17) aversions to certain foods (7,17) * Child “grazes” on food all day (17)
* In non-controlling, non-coercive * 15-20 minutes is an appropriate length | ¢ Excessive fluid consumption,
conditions, healthy children have of time to stay at the table (17) e.g., milk (more than 24 oz a day (19)),
the ability to self-regulate the e If a child is eating according to the juice (more than 4-6 oz a day (16)),
amount of food and energy Food Guide, is growing well and is pop and fruit drinks (3,7)
consumed (22) healthy, vitamin/mineral supplements
are rarely necessary. The nutrient of
greatest concern during this period is
iron (20)
* Limit fluids such as juice and milk
between meals (7)
* Fruit drinks and pop are not
recommended as they displace
nutrient-dense foods and beverages.
Encourage parents to offer water (17)
2-3 * By 2 years, eats most foods ¢ Children aged 2 and older can get the | ¢ Serial growth measurements have
years without coughing and choking (1) nutrients and calories they need for unexpectedly crossed 2 or more centiles

By 2 years, eats with a utensil
with little spilling (1)

By 30 months, lifts and drinks
from a cup and replaces it on the
table (1)

May be resistant to new foods (17)
Food preferences increase with
frequency of exposure. It may
take 5-15 exposures to a new
food before a child learns to like
it (21,23)

It is normal for children to lose
interest in mealtimes. When
hungry, they will focus on eating.
When satisfied, their attention
turns elsewhere (7,18)

healthy growth and development by
following Canada’s Food Guide (18)
Canada’s Food Guide recommends
that children aged 2-3 eat 2 cups
(500 mL) of vegetables and fruit each
day (18) (see “Pesticides on vegetables
and fruit” below for ways to minimize
pesticide residues)

Offer 2 cups (500 mL) of milk or
fortified soy beverage a day to help
meet the vitamin D requirement (18)
Offer a variety of nutritious foods,
including some choices that contain fat
such as milk and peanut butter (18)
Serve small, nutritious meals and
snacks and allow the child to ask for
seconds (8,18)

Structure and routine for eating is
important for young children.
Grazing between meals and snacks
should be limited (17)

* The amount of food eaten will vary
day to day depending on the child’s
appetite, activity level and whether they
are experiencing a growth spurt, or if
they are excited or overly tired (18)
Let the child assume responsibility
for how much to eat. Forcing a child
to clean their plate may lead to
overeating or the development of
aversions to certain foods (7,17,18)

downwards (11)

* BMI-for-age > 95th centile (11)

* Drinking liquids primarily from a
baby bottle 15,17

* Excessive fluid consumption, e.g., milk
(more than 24 oz a day19), juice (more
than 4-6 oz a day16), pop and fruit
drinks (3,7)

e Child does not self feed (3,15,17)

* Parent not allowing the child to decide
how much to eat (7,17,18)

* Parents are using a highly restrictive
approach to feeding (17)

* “Grazes” on food or beverages
throughout the day (17

* More than 2 hours of TV watching
a day (24)
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Age

Developmental Milestones
and Feeding Skills

Guideline

Red Flag

2-3
years

* Encourage parents to be patient. If an
unfamiliar food is rejected the first
time, it can be offered again later (18)
Food should not be used as a reward
(7,17,22)

Encourage parents to sit down and eat
with the child, provide a pleasant
setting and leave the TV off during
meal times (8,18)

A multivitamin is rarely needed for a
healthy child who is growing well and
following Canada’s Food Guide (18)
Fruit drinks and pop are not
recommended as they displace
nutrient-dense foods and beverages.
Encourage parents to offer water (17)

years

* By age 4, looks for adult approval
(1)

* Food preferences increase with
frequency of exposure. It may
take 5-15 exposures to a new
food before a child learns to
like it (21, 23)

* It is normal for children to lose
interest in mealtimes. When
hungry, they will focus on eating.
When satisfied, their attention
turns elsewhere (18)

Serve small, nutritious meals and
snacks and allow the child to ask for
seconds (8,18)

* The amount of food eaten will vary
day to day depending on the child’s
appetite, activity level and whether they
are experiencing a growth spurt or if
they are excited or overly tired (18)
Encourage parents to sit down and
eat with the child, provide a pleasant
setting and leave the TV off during
meal times (8,18)

The use of external cues related to
feeding such as prompts or rewards is
likely to build resistance, food dislikes,
and lack of self-regulation (7,17,22)
Encourage parents to be patient. If an
unfamiliar food is rejected the first
time, it can be offered again later (18)
Let the child assume responsibility
for how much to eat. Forcing a child
to clean their plate may lead to
overeating or the development of
aversions to certain foods (7,17,18)
Encourage parents to involve their
child in simple foodrelated tasks (e.g.,
making muffins together) to encourage
them to try these foods (18)

Fruit drinks and pop are not
recommended as they displace
nutrient-dense foods and beverages.
Encourage parents to offer water (17)
* Limit TV watching to 1-2 hours

or less per day (24)

* Serial growth measurements have
unexpectedly crossed 2 or more
centiles (11)

* BMI-for-age > 95th centile (11)

* NutriSTEP (parent administered
nutrition screen for 3-5 year olds)
score of 26 or greater (i.c., high
nutrition risk) (25)

* Parents are using a highly restrictive
approach to feeding (17)

* Does not self feed (3,15,17)

* Not eating a variety of table foods from
the four food groups in Canada’s Food
Guide (18)

* Does not eat at regular times
throughout the day (breakfast, lunch,
and supper and 2-3 snacks) (17)

* Drinking liquids primarily from
a baby bottle (15,17)

* Excessive fluid consumption, e.g., milk
(more than 24 oz a day19), juice (more
than 4-6 oz a day16), pop and fruit
drinks (3,7)

* More than 2 hours of TV watching
a day (24)
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General risk factors that indicate the intervention of a registered dietitian (RD) or other primary health care providers

* Family is experiencing problems around feeding — mealtimes are unpleasant; infant/child refuses many foods, or drinks excessive fluids
throughout the day so is not hungry at mealtimes. Parents are possibly force feeding or offering inappropriate amounts of food.

* Parents have distorted issues with their own eating and/or body image.

* Infant/child has medical problems that make eating or drinking a problem such as swallowing issues, gagging or choking, etc.

* Infant/child has other health problems that may be related to diet such as iron deficiency anemia, constipation, obesity, or body image issues.

* Family has different beliefs related to foods (e.g., the use of herbal products, exclusion of food groups such as meat and meat alternatives, use
of unsafe products such as unpasteurized milk).

* Family is low income. In order for families to access foods that will nourish them they need to have enough money.

* Family has problems with adequate food storage, cooking facilities or provision of adequate amounts of food because of lack of information.

Dietary sources of important nutrients

Dietary sources of iron: iron-fortified infant cereal, egg yolk, beef, chicken, turkey, lamb, fish, pork, legumes (beans, lentils, chick peas) and
tofu. Iron from meat sources is better absorbed than iron from non-meat sources. However, as a first food, some children may not like the
taste or texture of meat and refuse to eat this food. Infant cereal may have a more palatable taste and parents may be more successful starting
with this type of food as a first food.

Dietary sources of vitamin D: fortified cow’s milk (88 IU in 250 mL); fortified infant formula (100 IU in 250 mL); fortified plant based
beverage (80 IU in 250 mL); fortified margarine (25 IU in 5 mL); salmon-cooked (103 IU in 1 0z); and egg yolk (25 IU in one). (6)

Choking and aspiration

Hard, small and round, smooth and sticky solid foods can block a young child’s airway. The following foods are not safe for infants and children
under 4 years of age: popcorn, hard candies, gum, cough drops, raisins, peanuts or other nuts, sunflower seeds, fish with bones, and snacks using
toothpicks or skewers. The following foods are safer for infants and young children when they are prepared as described: wieners diced or cut

lengthwise, grated raw vegetables or fruit, fruit with pits removed, chopped grapes, and peanut butter spread thinly on crackers or bread. Peanut

butter served alone or on a spoon is potentially unsafe because it can stick in the palate or posterior pharynx leading to asphyxia. (3)

Bisphenol A

Bisphenol A (BPA) is an industrial chemical used to make a hard, clear plastic known as polycarbonate which is used in many consumer
products including some baby bottles and reusable water bottles. BPA is also found in epoxy resins, which act as a protective lining on the inside
of metal-based food and beverage cans. The main source of exposure for infants is from BPA migrating from the lining of cans into liquid infant
formula and migrating from the polycarbonate baby bottles into the liquid inside following the addition of boiling water. Exposure levels are
close to the levels where potential health effects could occur, therefore, Health Canada is working with infant formula manufacturers to reduce
levels of BPA in the lining of infant formula cans and encouraging the development of alternatives. The following is the Government of
Canada’s advice for parents and caregivers:

* Breastmilk is the best food for optimal growth. Infant formula is still the best alternative as the nutritional benefits of infant formula
far outweigh possible risk for BPA exposure.

* If using a polycarbonate bottle, water used for formula preparation should be boiled and allowed to cool to lukewarm in a non-
polycarbonate container before transferring to baby bottles. This advice is consistent with proper instructions for the preparation of
infant formula.

* Polycarbonate bottles can be sterilized according to instructions on infant formula labels and can be cleaned in the dishwasher. They

should be left to cool to room temperature before adding the infant formula. (26)
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Pesticides on vegetables and fruit

A healthy diet rich in vegetables and fruit may help reduce the risk of cardiovascular disease and some types of cancer. (18) To reduce or
eliminate pesticide residues on fresh vegetables and fruit, follow these recommendations:
* Wash all fresh vegetables and fruit with running water.
* Use a small scrub brush to clean the outer skin of vegetables and fruit, if appropriate — for example, before eating apples, potatoes,
cucumbers or other produce in which you eat the outer skin.

* Peel vegetables and fruit and trim the outer leaves of leafy vegetables, along with washing them thoroughly. (27)
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Appendix Q: Key Resources and Services in Ontario

This is a selection of key healthy child development resources and services that are available across Ontario to
service providers and/or the general public. A range of supports is provided, including helpful websites, documents,
programs and phone lines. The emphasis is on linking to critical supports, rather than providing an extensive list
of all resources and services. Resources and services are organized by category, in alphabetical order.

Bereavement Services/Supports
Contact Information Brief Description

Perinatal Bereavement Service Ontario
Phone: 888-301-7276
Website: www.pbso.ca

Support services tailored specifically to meet the special needs
of perinatally bereaved families.

Canadian Foundation for the Study of Infant Deaths Education and support services for parents and families affected
Phone: 800-363-7437 by Sudden Infant Death Syndrome (SIDS).
Website:www.sidscanada.org

Breastfeeding

Contact Information Brief Description

Breastfeeding Committee for Canada The national authority for the WHO/UNICEF
Website: www.breastfeedingcanada.ca Baby-Friendly™ Hospital Initiative in Canada.

Health Canada Resources and information about breastfeeding
Website:

www.phac-aspc.gc.ca/dca-ea/publications/pdf/bf_workbook_e.pdf

La Leche League Canada Assistance to breastfeeding women through support and
Phone: 800-665-4324 education.

Website: www.lalecheleaguecanada.ca

Ontario Hospital Association Contact information for hospital based breastfeeding clinics.
Phone: 416-205-1300

Website: www.oha.com

Child and Youth Mental Health

Contact Information Brief Description

Children’s Mental Health Ontario A provincial umbrella association representing over 80
Website: www.kidsmentalhealth.ca children's mental health services.

Provincial Centre of Excellence for Child and Youth Mental An organization dedicated to improving the child and youth
Health, Children’s Hospital of Eastern Ontario (CHEO) mental health care system in Ontario through knowledge
Website: www.onthepoint.ca sharing and partnership building.

Child Health & Development - General

Contact Information Brief Description

Canadian Association of Pediatric Health Centres Information, knowledge & expertise, best practices, resources
Website: www.caphc.org related to health and welfare of children, youth and their families.
Canadian Health Network — Children’s Affiliate Searchable database on child health and development,

Website: www.canadian-health-network.ca/1children.html including information on play, learning, behaviour, parenting,

nutrition, safety, immunization, illness and special needs.

Canadian Institute of Child Health Publications and resources for parents.
Phone: 613-230-8838
Website: www.cich.ca
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Healthy Babies, Healthy Children

Info line: 800-268-1154, TTY 800-387-5559

Website:
www.health.gov.on.ca/english/public/pub/child/hbabies/hbabies.html

Prevention and early intervention for families with children
from before birth up to six years of age, including support
and services.

Infant Mental Health Promotion Program
Phone: 416-813-6062

Website:www.sickkids.on.ca/imp

Education, information, networking, and advocacy to support
best practices for enhancing infant mental health.

Nipissing District Developmental Screen
Phone: 705-752-5081 or 888-582-0944

Website:www.ndds.ca

Screening method for identifying problem areas in child
development.

{’rzlfglliicngeglgg_%lgt; 154, TTY 800-387-5559 Range of preconception, prenatal and child health services.
Website:

www.health.gov.on.ca/english/public/contact/phu/phu_mn.html

Rourke Baby Record System of care for well baby and child from birth to

Website: http://www.cfpc.ca/English/cfpc/programs/
patient%20care/rourke%20baby/default.asp?s=1

5 years of age.

Dental Health
Contact Information

Ontario Government Website on Dental Health:
www.health.gov.on.ca/english/hlinks/dental.html

Brief Description
Publications on oral health for pregnant women and children.

Fetal Alcohol Spectrum Disorder
Contact Information

FASD Information and Consultation Service
Phone: (613) 235-4048 / 800-559-4514

Website: www.ccsa.ca/index.asp?ID=17

Brief Description

Information and resources about Fetal Alcohol Spectrum

Disorder (FASD).

Health Canada Resources and information about Fetal Alcohol Spectrum
Website: www.phac-aspc.gc.ca/fasd-etcaf/index.html Disorder
Motherisk Information and guidance to pregnant or lactating patients and

Alcohol and Substance Use in Pregnancy Helpline: 877-327-4636
Website: www.motherisk.org

health care providers regarding the fetal risks associated with
alcohol and drug use during pregnancy.

Immunization
Contact Information

Canadian Coalition for Immunization Awareness and Promotion
Website: www.immunize.cpha.ca

Brief Description
Information and resources for parents and health care providers
about immunization.

Health Canada, Immunization Division
Website: www.phac-aspc.gc.ca/irid-diir/index.html

Immunization schedules and answers to questions about
immunization.

Ontario Government
www.health.gov.on.ca/english/public/pub/immun/immunization.html

Information on immunization.

Multiple Births
Contact Information

Multiple Births Canada
Phone: 705-429-0901, 866-228-8824
Website: www.multiplebirthscanada.org

Brief Description

Health information and support networks for multiple birth
individuals and their families.

Society of Obstetricians and Gynaecologists of
Canada’s Multiple Births
Website: http://sogc.medical.org/index_e.asp

Information and links related to multiple births.
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Nutrition Resources
Contact Information

Canada Prenatal Nutrition Program
Website:
www.phac-aspc.gc.ca/dca-dea/programs-mes/cpnp_goals_e.html#what

Brief Description

Information and nutrition supplements during pregnancy and
breast feeding.

Health Canada Infant Nutrition Information
Website: www.phac-aspc.gc.ca/dca-dea/prenatal/nutrition_e.html

Information and links related to infant nutrition.

How to Feed your Growing Child
Website: www.beststart.org/resources/nutrition/index.heml

Resource on nutrition for 1-5 year old children.

Parenting
Contact Information

Canadian Child Care Federation
Website: www.cccf-fesge.ca/

Brief Description

Information and resources related to child care.

Caring for Kids, Canadian Paediatric Society
Website: www.caringforkids.cps.ca

Information on caring for newborns, immunization, healthy
eating, common childhood illnesses, behaviour and
development, etc.

Child and Family Canada

Website: www.cfc-efc.ca

Information and resources about children and families.

Community Action Programs for Children
Website: www.phac-aspc.gc.ca/dca-dea/programs-mes/
cape-strongfamilies1_e.html

Community based programs for families with young children.

Family Resource Programs
Phone: 866-637-7226
Website: www.frp.ca

Drop-in programs, parenting groups, parent relief, toy libraries
and information on caring for children, child development,
health and safety, healthy eating, recreation and literacy.

Family Service Canada
Phone: 800-668-7808
Website: www.familyservicecanada.org

Links to family service agencies across Canada that provide
programs to help families in day-to-day living, in times of
crisis, and in strengthening relationships.

Growing Healthy Canadians: A Guide to Positive Child

Development
Website: www.growinghealthykids.com

Information on healthy child development

Invest in Kids
Phone: 877-583-5437/ 416-977-1222

Website: www.investinkids.ca

Resources and information for parents about healthy child
development and parenting.

One Parent Families Association of Canada
Phone: 877-773-7714 or 905-83 7098
Website: http://hometown.aol.com/opfa222/index.html

Social activities and emotional support for single parents and
their children, including sports and other activities.

Ontario Early Years Centres
Phone: 866-82 7770

Website: www.ontarioearlyyears.ca

Support and information for parents on learning, development,
and health of children birth to six years old. Links parents to
needed services.

Ontario Federation of Indian Friendship Centres
Phone: 416-956-7575
Website: www.ofifc.org

Support and programs for Aboriginal people on health, justice,
family, and employment and training.

Vanier Institute of the Family
Website: www.vifamily.ca

Information and commentary about families.
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Physical Activity

Contact Information

Canadian Society for Exercise Physiology
Website: www.csep.ca/main.cfm?cid=574

Brief Description

Guidelines on physical activity in pregnancy

Canada’s Physical Activity Guide
Phone: 888-334-9769
Website: www.phac-aspc.ge.ca/pau-uap/paguide/index.html

Information about physical activity including its benefits, risks
of being inactive and ideas about various ways to increase levels
on a daily basis.

Mothers in Motion
Website: www.caaws.ca/mothersinmotion/home_e.html

Information for mothers with young children on how lead an
active lifestyle and how to encourage children to do the same.

Society of Obstetricians and Gynecologists of Canada Guidelines
Website: www.csep.ca/pdfs/joint%20sogc_csep%20guidelines.pdf

Clinical Practice Guideline: Exercise in Pregnancy and the
Postpartum Period.

Postpartum Depression and Mood Disorder Services
Contact Information

Canadian Mental Health Association
Website: www.cmha.ca/bins/index.asp

Brief Description

Postpartum depression resource.

Odur Sisters’ Place
Website: www.oursistersplace.ca

Support network for women, with a focus on mood disorders
associated with hormonal changes throughout the lifespan.

Pregnancy and Depression
Website: www.pregnancyanddepression.com

Website for professionals.

Preconception and Prenatal Services
Contact Information
Association of Ontario Midwives

Phone: 416-425-9974 or 866-418-3773

Website: www.aom.on.ca

Brief Description

List of midwifery practices available in Ontario

Best Start Resource Centre
Website: www.beststart.org

Range of resources on preconception and prenatal issues.

Doulas

Website: www.canadiandoulas.com/ontario.htm

Contact information for Doulas, prenatal educators,
breastfeeding support and midwives in Ontario.

Healthy Babies Healthy Children

Info line: 800-268-1154, TTY 800-387-5559

Website: www.health.gov.on.ca/english/public/pub/
ministry_reports/healthy_babies_report/hbabies_report.html

A prevention and early intervention initiative to provide
support and services to families with children from before birth
up to six years of age. Includes prenatal components.

Motherisk

Phone: 416-813-6780

Alcohol and Substance Use in Pregnancy Helpline: 877-327-4636
Nausea and Vomiting in Pregnancy

Helpline: 800-436-8477

HIV Treatment in Pregnancy: 888-246-5840

Website: www.motherisk.org

Information and guidance to pregnant or lactating patients and
their health care providers regarding the fetal risks associated
with drug, chemical, infection, disease and exposure(s) during
pregnancy, as well as nausea and pregnancy.

Prenatal HIV Testing
Website: www.health.gov.on.ca/english/providers/program/
hivaids/prenatal/prenatal_mn.html

Ontario government discussion guide and checklist on prenatal
HIV testing.

Society of Obstetricians and Gynaecologists of Canada
Website: www.sogc.org

Information on care before, during and after pregnancy.

Women’s Health Matters Pregnancy Resource Centre
Website: www.womenshealthmatters.ca/centres/pregnancy/index.html

Information for expectant families about healthy pregnancy.
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Pregnancy and Parental Leave
Contact Information

Human Resources Development Canada

Website: hrdc-drhe.ge.ca/ae-ei/menu/faq/fag3_e.shtml

Brief Description

Information about pregnancy and parental benefits.

Ontario Government Website:
Website: http://www.gov.on.ca/ont/portal/!ut/p/.cmd/cs/.ce/
7_0_A/l.s/7_0_252/_s.7_0_A/7_0_252/_l/en?docid=012214

Fact sheet on pregnancy and parental leave.

Ontario Human Rights Commission
Phone: 800-387-9080
Website: www.ohrc.on.ca/english/index.shtml

Information about rights related to pregnancy and
breastfeeding.

Safety & Protection
Contact Information

Lifesaving Society
Phone: 416-490-8844

Website: www.lifesavingsociety.com

Brief Description

Information on how to prevent drowning and other water-
related injuries as well as training in emergency rescue skills.

Ontario Association of Children's Aid Societies
Phone: 416 987-7725

Website: www.oacas.org

Help, support and protection for children. Information on
how to report child abuse.

Ontario Poison Centre
Toll-free: 800-268-9017 or 416-813-5900
Website: www.sickkids.on.ca/Poison/default.asp

Hotline for parents’ questions and concerns about a product
their child may have eaten, drank or otherwise ingested.
24 hour service.

Safe Kids Canada
Phone: 888-723-3847
Website: www.safekidscanada.ca

Information about how to prevent injuries in children.

Smoking Cessation
Contact Information

PREGNETS
Website: http://pregnets.org

Brief Description

Health care provider and patient resources about the negative
consequences of smoking and environmental tobacco smoke on
women, fetuses, and children.

Health Canada Smoking Information

Website: www.hc-sc.gc.ca/hecs-sesc/tobacco/quitting/mothers.html

Fact sheets and resources on smoking cessation and pregnancy.

Canadian Cancer Society Smokers' Helpline
Phone: 877-513-5333

Website: www.smokershelpline.ca

Phone line and website with smoking cessation advice.

Special Needs
Contact Information

Autism Society Ontario
Website: www.autismontario.com/

Brief Description

Support and information for parents on learning, development,
Information and referral sources on autism.

CanChild Centre for Childhood Disability Research

Website: www.fhs.mcmaster.ca/canchild

Information and current research on children with disabilities
and their families.

Hanen Centre
Website: www.hanen.org

Helps young children to communicate to the best of their abilities
through programs and resources for parents, educators etc.

earlylnterventionAutism.htm

Intensive Early Intervention Program for Children with Autism
Website: www.children.gov.on.ca/CS/en/programs/SpecialNeeds/

Information about assessment, training and intervention for
autism.

Ontario Association of Children’s Rehabilitation Services
Website: www.oacrs.com

Services for children with multiple disabilities and their families,
including assessment, diagnosis, treatment and community programs.
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Ontario Ministry of Children's Services —
Children with Special Needs
Website: www.children.gov.on.ca/CS/en/programs/

SpecialNeeds/default.htm

Information and services for children with special needs.

Speech, Language and Hearing

Contact Information

Infant Hearing Program

Website: http://www.children.gov.on.ca/CS/en/programs/
BestStart/InfantHearing/default.htm

Brief Description

Information and services for families of children with
permanent hearing loss.

Ontario Association of Speech Language Pathologists and
Audiologists

Website: www.osla.on.ca

Links to service providers and groups working to address issues
surrounding hearing loss and communications impairments

Preschool Speech and Language Program
Website: http://www.children.gov.on.ca/CS/en/programs/BestStart/
PreschoolSpeechLanguage/default.htm

Information and services related to preschool speech and
language.

Woman Abuse
Contact Information

Assaulted Women’s Helpline
Phone: 866-863-0511 or 416-863-0511 866-863-7868 (TTY)

Brief Description

Crisis line for assaulted women across Ontario with
simultaneous translation into 150 languages. 24 hour service.

Education Wife Assault

‘Website:www.womanabuseprevention.com/

Information and education about physical, psychological,
emotional and sexual violence against women.

National Clearinghouse on Family Violence
Website: www.hc-sc.ge.ca/hppb/familyviolence/

Links to resources about violence within the family and how to
address it.

Shelternet
Website: www.shelternet.ca

Lists of shelters and helplines related to woman abuse.

Vision

Contact Information

Canadian Paediatric Society
Website:www.cps.ca/english/statements/CP/cp98-01.htm

Brief Description

Vision screening information.
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Appendix R: Resources and Referral Services Form

Your Guide to Local Services

Preconception and Prenatal Resources Contact:
*Groups:
eInformation:
*Programs for teens:
*Programs for fathers:

Parenting Resources Contact:
*Groups:

*Tapes:

*Phone lines:
*Counselling:
*Programs for teens:
*Programs for fathers:

Early Education Experiences Contact:
*Play groups:
*Nursery school:
eLibrary programs:
*Toy lending services:

Hearing Services Contact:
eInfant Hearing Program — Birth to 2 years
*Audiological Services

Preschool Speech and Language Program - Birth to S.K. Contact:
*Local contact number

Autism Contact:
*Autism Society
*Preschool Autism Services

Other Developmental Programs and Services Contact:
*Developmental Pediatrician
*Child and Family Assessment
*Child Development Centre
*Children’s Services

*Central Dispatch Number
*Infant Development Program
*Learning Disability Association

Nutrition Services: Contact:
*Canada Prenatal Nutrition Programs
*Breastfeeding information and services

*School Breakfast programs

*Nutrition assessment and counselling

*Food banks and other emergency food programs

Other Local Services: Contact:
*Bereavement Services
*Postpartum Depression Support Services

*Children in Need of Dental Treatment (CINOT)
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