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Abstract
Objective To update primary care providers practising well-child and well-baby 
clinical care on the evidence that contributed to the recommendations of the 
2020 edition of the Rourke Baby Record (RBR).

Quality of evidence Pediatric preventive care literature was searched from 
June 2016 to May 2019, primary research studies were reviewed and critically 
appraised using the GRADE (Grading of Recommendations Assessment, 
Development and Evaluation) methodology, and recommendations were 
updated where there was support from the literature.  

Main message Notable changes in the 2020 edition of the RBR include the 
recommendations to limit or avoid consumption of highly processed foods high 
in dietary sodium, to ensure safe sleep (healthy infants should sleep on their 
backs and on a firm surface for every sleep, and should sleep in a crib, cradle, 
or bassinette in the parents’ room for the first 6 months of life), to not swaddle 
infants after they attempt to roll, to inquire about food insecurity, to encourage 
parents to read and sing to infants and children, to limit screen time for 
children younger than 2 years of age (although it is accepted for videocalling), 
to educate parents on risks and harms associated with e-cigarettes and 
cannabis, to avoid pesticide use, to wash all fruits and vegetables that cannot 
be peeled, to be aware of the new Canadian Caries Risk Assessment Tool, to 
note new red flags for cerebral palsy and neurodevelopmental problems, and  
to pay attention to updated high-risk groups for lead and anemia screening. 

Conclusion The RBR endeavours to guide clinicians in providing evidence-
informed primary care to Canadian children. The revisions are rigorously 
considered and are based on appraisal of a growing, albeit still limited, 
evidence base for pediatric preventive care.

Editor’s key points
} The 2020 edition of the Rourke 
Baby Record (RBR) is an update 
of the 2017 edition and provides 
updated recommendations for the 
primary care of children younger 
than 6 years of age. The knowledge 
translation tools and supporting 
literature are available at www.
rourkebabyrecord.ca.  

} Important revisions include the 
recommendations to limit or avoid 
consumption of highly processed 
foods high in dietary sodium, to 
ensure safe sleep (healthy infants 
should sleep on their backs and 
on a firm surface for every sleep, 
and should sleep in a crib, cradle, 
or bassinette in the parents’ room 
for the first 6 months of life), to 
not swaddle infants after they 
attempt to roll, to inquire about 
food insecurity, to encourage 
parents to read and sing to infants 
and children, to limit screen time 
for children younger than 2 years 
of age (although it is accepted for 
videocalling), to educate parents 
on risks and harms associated with 
e-cigarettes and cannabis, to avoid 
pesticide use, to wash all fruits and 
vegetables that cannot be peeled, 
to be aware of the new Canadian 
Caries Risk Assessment Tool, to 
note new red flags for cerebral 
palsy and neurodevelopmental 
problems, and to pay attention to 
updated high-risk groups for lead 
and anemia screening.

} The 2020 edition of the RBR 
was completed before the onset 
of the coronavirus disease 2019 
pandemic, and thus does not 
include recommendations regarding 
virtual care. The RBR will continue 
to find ways to support primary 
care providers within the shifting 
landscape of health care delivery. 

Primary prevention, through primary care and public health interven-
tions, plays a key role in preventing many of the leading causes of 
death and morbidity in childhood.1-5 For example, each year, more 

children die in Canada from injuries than any single disease.1 Motor vehicle–
related deaths are the leading cause of injury in children, and numerous stud-
ies spanning several decades have demonstrated significantly reduced risk of 
death when children are properly restrained in car seats compared with chil-
dren restrained by seat belts or unrestrained children.2,3 Primary prevention 
in early childhood might also reduce the risk of disease and morbidity in later 
adult life. A compelling case for the latter is supported by longitudinal studies 
that have demonstrated how cardiometabolic risk factors in childhood such 
as high body mass index (BMI), blood pressure, lipid level, and blood glucose 
level can track into adulthood, resulting in further health issues including 
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metabolic syndrome, type 2 diabetes, and atheroscle-
rotic disease.6,7 

For the past 3 decades, primary care providers (PCPs) 
across Canada have used the Rourke Baby Record (RBR) 
to guide the provision of evidence-informed preventive 
care in children younger than 6 years of age.8-10 The RBR 
can be accessed at no cost online (www.rourkebaby 
record.ca) and is endorsed by the College of Family 
Physicians of Canada, the Canadian Paediatric Society, 
and Dietitians of Canada. The RBR knowledge transla-
tion tools for PCPs to support well-baby and well-child 
visits include RBR structured forms (Guides I to IV) in a 
printable version or embedded within electronic medi-
cal records, an immunization chart (Guide V), and a 
summary of supporting evidence and websites for the 
recommendations (Resources 1 to 4). There are supple-
mental resources for parents and caregivers on the RBR 
website. The RBR is also a teaching tool for undergradu-
ate and postgraduate trainees across Canada, as exem-
plified by LearnFM, a matrix of educational resources 
developed by the Canadian Undergraduate Family 
Medicine Education Directors and supported by the 
College of Family Physicians of Canada.11 

This current clinical review aims to highlight the 
updates of the 2020 RBR. Our goal is to update busy 
PCPs with the current evidence and recommendations 
included in this newest version of the RBR. 

Quality of evidence
Although the number of pediatric clinical trials and 
studies has increased in recent years, many challenges 
remain in developing evidence-based recommenda-
tions for pediatric preventive care in the primary care 
setting.12 The number of topics reviewed by the US 
Preventive Services Task Force and the Canadian Task 
Force on Preventive Health Care (CTFPHC) for adults 
still outweigh those for children, and most pediatric rec-
ommendations are inconclusive, mainly because of the 
lack of high-quality evidence to support child-related 
preventive maneuvers.12,13 Faced with these limitations, 
the RBR team has continued to use multiple sources to 
incorporate the best available evidence and expert con-
sensus into the updated recommendations, with a pre-
dilection for studies applicable to the Canadian context. 

As with previous updates, the 2020 RBR is guided 
by the AGREE II (Appraisal of Guidelines for Research 
and Evaluation II; www.agreetrust.org) framework.14 

In addition, we engaged in a new partnership with 
the McMaster Evidence Review and Synthesis Team 
(MERST) to help streamline our literature review meth-
ods. The MERST has previously supported the work 
of other official bodies that produce guidelines, such 
as the CTFPHC.15 To update existing or integrate new 
recommendations into the 2020 RBR, we reviewed the 
latest evidence in the areas of growth monitoring, nutri-
tion, education and advice (including injury prevention, 

behaviour and family issues, environmental health, 
and other issues), developmental surveillance, phys-
ical examination, investigations and screening, and 
immunization. We searched the literature from June 
2016 (the last RBR literature update) to May 2019 using 
previously described methods.9,10 We developed new 
search strategies for issues pertinent to early child-
hood health and primary care that have emerged since 
the last version of the RBR in 2017 (eg, e-cigarettes). 
We used the GRADE (Grading of Recommendations 
Assessment, Development and Evaluation) methodol-
ogy to critically evaluate primary research studies.16 
Based on new evidence, policy statements, and reviews, 
we modified or added recommendations using our long-
standing and user-friendly categorization system of 
good, fair, and consensus or inconclusive evidence, 
which are represented in bold, italics, and regular fonts 
in the RBR tools, respectively. 

The core 2020 RBR team initially included an FP (L.R.), 
a pediatrician (D.L.), a pediatric clinical epidemiologist 
(P.L.), and research assistants (S.A. and E.T.) who were 
involved in the literature search, evidence appraisal, 
and final recommendations. The MERST assisted with 
organizing and screening the literature using DistillerSR 
(https://www.evidencepartners.com/products/dis 
tillersr-systematic-review-software). In 2019, the team 
expanded to include further expertise in the clinical 
practice of family medicine (I.B. and B.K.) and pediatrics 
(A.R.L.). All of the latter members took part in reviewing 
pertinent evidence associated with the final recommen-
dations and the knowledge translation tools associated 
with the final 2020 RBR. A team member (J.R.) has been 
continuously involved since the original development of 
the RBR and currently has an oversight role that includes 
publication input, review, and approval. Our team of 
stakeholders and advisory members from the College 
of Family Physicians of Canada, the Canadian Paediatric 
Society, and Dietitians of Canada reviewed, approved, 
and endorsed the final 2020 RBR. Furthermore, we cre-
ated and collaborated with a users’ committee to ensure 
that the updated evidence was relevant, optimally incor-
porated, and accessible in the tools. The content of the 
2020 RBR was finalized before the coronavirus disease 
2019 (COVID-19) pandemic, and hence does not include 
literature or specific recommendations that might relate 
to COVID-19 and well-child care.

Main message
The main content revisions in the 2020 edition of the 
RBR are outlined below. Table 1 provides the accompa-
nying details and rationale for the changes.17-76 The RBR 
website includes a version of the 2020 RBR with word-
ing revisions in teal print for easy identification of the 
changes, as well as a list of the revisions (www.rourke 
babyrecord.ca/updates).
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Table 1. Revisions to the 2020 RBR: Modifications highlighted in bold.
REVISION DETAILS OR RATIONALE

Growth monitoring
• WHO Growth Charts adapted for Canada with BMI tables 

and BMI calculator
• BMI tables and calculator are readily available from Dietitians of 

Canada website17

Nutrition
• Addition of Web link in Resources 1 to the 2019 Ontario 

Dietitians in Public Health Pediatric Nutrition Guidelines 
(birth to 6 y)

• Breastfeeding might reduce gastrointestinal and 
respiratory tract infections

• Lactating mothers are encouraged to consume a standard 
multivitamin or mineral supplement that contains vitamin D 
(400 IU/d)

• Iron fortified term has been removed from the infant 
formula item

• No bottles in bed recommendation has been added to the 
12- and 15-month visits

• Soy-based formula is not recommended for use in those 
with cow’s milk protein allergy or in preterm infants, and 
might interfere with absorption of thyroxine replacement 
therapy in infants with congenital hypothyroidism

• Introduction to solids: a few weeks before to just after 6 mo, 
guided by infant’s readiness (CPS Caring for Kids; https://
www.caringforkids.cps.ca/handouts/pregnancy-and-
babies/feeding_your_baby_in_the_first_year), start iron-
containing foods to avoid iron deficiency. A variety of 
soft-textured foods, ranging from purees to finger foods, 
can be introduced

• “Allergenic foods” have been added to the 6- and 9-mo 
visits in bold font (indicating good strength of 
recommendation), as well as discussion at the 4-mo visit 
regarding future introduction. The statement in Resources 
1 now includes more details: for all infants, including 
those at high risk of allergies, allergenic foods (especially 
eggs and peanut products) can be introduced with other 
solids around 6 mo, but not before 4 mo, as guided by the 
infant’s signs of readiness. Once allergenic solids are 
introduced, they should be fed a few times a wk to 
maintain tolerance

• Avoid all sweetened fruit drinks, sports drinks, energy 
drinks, and soft drinks; restrict fruit juice consumption to 
a maximum of half a cup (125 mL)/d. Limit the 
consumption of prepared food and beverage products 
that are high in sugar content

• Limit and avoid consuming highly processed foods that 
are high in dietary sodium

• Contains current, detailed, and practical recommendations  
on nutrition for each age group, including general guidelines on 
fluid and foods, milestones, red flags, and safe handling of 
expressed breastmilk and formula preparation18

• The wording to describe the association between breastfeeding 
and infections is now less definitive to reflect the limitations of 
the evidence. Most studies were conducted in low- or middle-
income countries and were of some type of observational design, 
where residual confounding and reverse causality might exist (eg, 
breastfeeding practices have been shown to differ between 
women of different sociodemographic backgrounds)19

• The 2017 RBR recommended that breastfeeding mothers should 
continue to take vitamin D supplements; the revision emphasizes 
that these mothers should continue to take a standard 
multivitamin that includes at least 400 IU/d of vitamin D20,21

• All infant formulas sold in Canada (except for a couple of very 
specialized items) contain enough iron to meet infant needs. 
Formulas generally contain iron concentrations between  
0.4 mg/100 mL and 1.3 mg/100 mL18

• The recommendation for no bottles in bed, already present at 
6-mo and 9-mo visits, has been added to visits up to 15 mo 
because of the importance of preventing dental caries and iron 
deficiency22,23

• Wording has been revised in line with current evidence of 
minimal concern for adverse effects on development or 
endocrine function in infants who consume soy-based infant 
formula. It is not recommended in preterm infants or in those 
with congenital hypothyroidism24

• Babies are ready to try solids if they can hold their head up, sit 
with little help, open their mouth when food is offered, can 
accept food from a spoon and swallow it, and can turn their 
head to refuse food25

• This is based on increasing supportive evidence from high-
quality randomized controlled trials and systematic reviews26-29

• Wording has been revised to reflect current evidence that 
supports limiting the consumption of food and beverages high in 
sugar content30

• New recommendation added based on a new CPS position 
statement. Dietary preferences, including those related to salty 
foods, start in childhood. High sodium intake in children might be 
associated with obesity and adult hypertension, as well as poor 
overall diet quality. The CPS recommends that physicians assess 
dietary sodium intake and counsel families and children using the 
reference tables and resources provided in the statement31

Table 1 continued on page 491
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Table 1 continued from page 490

REVISION DETAILS OR RATIONALE

Education and advice

Injury prevention
• The order of items in Resources 1 has been changed to 

transportation in motor vehicles, bicycles, safe sleeping 
environments, pacifier use, choking, drowning, burns, 
poisons and other toxins, falls, and firearm safety

• Never leave a child unattended in a vehicle

• Replace car seat if in a collision

• Children and youth younger than 16 y of age should not 
operate an ATV or a snowmobile, including youth models

• Bicycles: wear a bicycle helmet and advocate for helmet 
legislation for all ages. Replace if it has sustained impact 
or is > 5 y old

• Healthy infants should be positioned on their backs on a 
firm surface for every sleep 

• Counsel parents on the dangers of other contributory 
causes of SIDS such as bed sharing, overheating, maternal 
smoking, second-hand smoking, alcohol, or illicit or 
sedating drug use

• Infants should sleep in a crib, cradle, or bassinette that 
meets Health Canada regulations, is located in the 
parents’ room for the first 6 mo of life, and is without soft 
objects, loose bedding, or similar items inside

• Swaddling is contraindicated once baby shows signs of 
attempting to roll

• Avoid hard, small and round, smooth, and sticky solid 
foods until 4 y of age

• Recommend adult supervision, training for adults, 4-sided 
pool fencing with self-closing and self-latching gates, life 
jackets, swimming lessons, and boating safety to decrease 
the risk of drowning

• For visits at 9 mo to 5 y, the item “burns” has replaced “keep 
hot water < 49°C.” Be vigilant with hot liquids on countertops

• For poisons and other toxins, keep medicines, cleaners, 
and other toxic substances locked up and out of 
children’s reach. Have the local poison control centre 
number handy. Use of ipecac is contraindicated in 
children. Install carbon monoxide detectors

• This change in order in Resources 1 reflects a change in the 
prevalence of causes of accidental death in young children.32  
The order of these items does not necessarily match that in the 
guides, which more closely follow the order of strength of 
recommendation

• Since 2013, 1 child has died each year owing to hyperthermia in 
vehicles in Canada. Most were unintentional and were due to 
caregivers forgetting about the child in the car. Anticipatory 
guidance recommendations include reminding caregivers to never 
leave a child unattended in a vehicle, providing strategies for 
prevention of an event (creating habits such as always checking 
the back seat before locking the car door, and creating reminders 
by using smartphone apps, or by placing child-related objects in 
the front seat of the car), keeping the car door locked so children 
will not play inside without the caregiver’s knowledge, etc33,34

• Car seat wording has been updated and streamlined, and now 
includes the recommendation to replace the car seat if in a 
collision as this might limit its future effectiveness35

• This recommendation was added because the 2017 RBR provided 
a link to the CPS statement on prevention of ATV injuries in 
Resources 1 without an explicit recommendation. Children and 
youth operating ATVs and snowmobiles continue to suffer 
devastating morbidity and mortality36

• As per current evidence37

• Recommendations concerning safe sleeping environments were 
updated with information from the 2016 AAP Task Force on SIDS. 
An infant sleeping on a soft mattress might create a pocket or 
indentation on the surface, increasing the chance of rebreathing 
or suffocation in prone position38,39

• Current evidence has been updated on the risk factors for SIDS, 
including bed sharing with someone whose ability to be alert or 
aroused is impaired because of sedating medications or 
substances38,39

• The 2016 AAP Task Force on SIDS recommended that infants sleep 
close to the parents’ bed on a separate surface, ideally until 12 mo 
of age but at least until 6 mo of age. They acknowledged the lack 
of specific evidence supporting the recommendation to stay in the 
parents’ room until the first birthday, and that the first 6 mo were 
the most critical period where SIDS and sleep-related deaths were 
more likely to occur.38,39 In deciding the timing of moving an infant 
to his or her own room, assessment should include the risk factors 
for SIDS and implications of room sharing on parental sleep and 
breastfeeding

• A definitive age to stop swaddling has been deleted as infants 
vary in the age they begin to roll over38,39

• The age for food choking risk has been increased from 3 y to 4 y 
in line with current recommendations40

• Self-closing and self-latching pool enclosure gates further 
decrease the risk of drowning41

• Once infants start walking, their risk of burns increases. A 
statement regarding hot liquids on countertops has been added 
because scalds were the most common mechanism of burn 
injuries presenting to the emergency department in Canada42

• Wording has been broadened to include toxic substances in 
general. The recommendation on carbon monoxide detectors 
was moved to this section from the ”Burns“ section

Table 1 continued on page 492
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Table 1 continued from page 491

REVISION DETAILS OR RATIONALE

Behaviour and family issues
• Inquire if there is difficulty making ends meet or if there is 

food insecurity

• Literacy: encourage parents to read and sing to their 
infants and children and to limit television, video, and 
computer games to provide more opportunities for 
reading

• Counsel on appropriate media use: for children < 2 y, 
screen time (eg, television, computer, and electronic 
games) is not recommended except for videocalling; for 
children 2 to 4 y, screen time should be limited to < 1 h/d. 
Less is better, and educational and prosocial programming 
more acceptable

• There is increasing evidence that supports the importance of 
addressing social determinants of health to optimize early child 
development and long-term health outcomes. Validated 
questions include, “Within the past 12 months, did you worry that 
your food would run out before you got money to buy more, OR 
did the food not last and you didn’t have money to get more?”43,44

• There is preliminary evidence based mainly on small 
observational studies that early life exposure to music is 
correlated with changes in brain structure and function. Reading 
and singing should ideally begin with young infants45,46

• Because there is emerging evidence that young children might be 
able to learn words from and are able to engage in live 
videocalling with an adult and that videocalling facilitates social 
connection with family members elsewhere, the updated 
recommendation highlights the appropriate use of and 
opportunities offered by videocalling. The CPS and AAP 
guidelines on media use also emphasize the importance of 
parents as role models of healthy screen habits, and how 
parental media use might interfere with parent-child interactions 
and play47,48

Environmental health
• Second-hand smoke, e-cigarette, and cannabis exposure: 

there is no safe level of exposure. Advise caregivers to 
stop smoking and reduce second-hand smoke exposure, 
which contributes to childhood respiratory illnesses, SIDS, 
and neurobehavioural disorders. Offer smoking cessation 
resources. Educate parents on the health risks and harms 
associated with e-cigarettes and cannabis (including 
edibles), and on safe storage

• Insect bites and repellents: prevent insect bites. Do not 
apply DEET to infants < 6 mo; to children 6 to 24 mo apply 
10% DEET maximum once daily; to children 2 to 12 y  
apply 10% DEET maximum 3 times/d

• Pesticides: ask about pesticide use and storage at home; 
avoid exposure. Wash all fruits and vegetables that 
cannot be peeled

• Blood lead screening is recommended for children who in 
the past 6 mo lived in a house or apartment built before 
1960 (revised from 1978)

• Three additional risk factors to consider blood lead screening 
include children who have emigrated or been internationally 
adopted from a country where population lead levels are 
higher than in Canada, are at risk of lead exposure from 
water pipes, or require diagnostic investigations for 
neurodevelopmental delays and disorders

• Screening for exposure to e-cigarettes and cannabis and 
educating parents on the potential risks and harms might be 
important, given their widespread use. Also, with the legalization 
of cannabis, safe storage is important to prevent unintentional 
ingestion by children49,50

• Prevent insect bites by avoiding areas and times where insects 
and ticks are most active, taking precautions with physical 
barriers (eg, window screens and light-coloured clothes) and 
insect repellents51

• The 2017 RBR statement to use pesticide-free foods has been 
removed as it is not realistic for many and evidence of 
effectiveness is lacking. It has been replaced with 
recommendations for which there is evidence: asking about 
pesticide use and storage at home.52 An additional 
recommendation is to wash fruits and vegetables53

• Lead was banned from interior house paints in Canada in 1960. 
Exterior paint in Canada might have contained some lead until 
199054,55

• The CPS published a practice point in 2019 highlighting the many 
potential sources of low-level lead exposure in children and the 
approach to management of lead toxicity55

Table 1 continued on page 493
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Table 1 continued from page 492

REVISION DETAILS OR RATIONALE

Oral health
• New item on management of teething discomfort: 

discomfort can be managed by providing gum massage 
with a cold facecloth or teething ring and appropriate use 
of oral analgesics (eg, acetaminophen [all ages] or 
ibuprofen if ≥ 6 mo). Anesthetics or numbing gels and 
teething necklaces are contraindicated 

• Canadian Caries Risk Assessment Tool can be found at 
http://umanitoba.ca/CRA_Tool_ENG_Version.pdf

• The 2017 RBR did not have a specific statement associated with 
the recommendation to screen for teething on the RBR guides 
from 6 to 15 mo. With the 2018 warning by the US Food and Drug 
Administration and Health Canada’s recall of teething gels 
containing benzocaine because of the risk of 
methemoglobinemia and the lack of efficacy in teething, a new 
recommendation was added to guide clinicians on the 
management of teething.56,57 A Canadian study demonstrated 
that 50% of teething necklaces (made of amber) did not open 
with 15 lbs of force, which is a standard for safety of children’s 
jewelry, nor did they open with 1.6 lbs of force, which is the 
amount required to occlude a child’s airway.58 Because of the risk 
of strangulation, choking, infection, and injury to the mouth, 
teething necklaces are contraindicated

• A new evidence-based Canadian Caries Risk Assessment Tool has 
been developed for non–dental health care providers, and is 
endorsed by the CPS (validation study pending)

Developmental surveillance
• The term normal developmental milestones has been 

improved to typical developmental milestones
• Note the following new red flag motor milestones: at 6 mo, 

no persistent closed or fisted hands and reaches or grasps 
objects with both hands equally; and at 9 and 12 mo, uses 
both hands equally

• Specific screening for ASD from 18 to 24 mo should be 
performed on all children with any of the following risk 
factors: failed items on the social-emotional-
communication skills inquiry, sibling with autism, or 
developmental concern by parent, caregiver, or physician. 
Increased prevalence of ASD is also associated with 
prematurity, and certain chromosomal, genetic, and 
neurologic disorders. Standardized, evidence-based 
screening tools for detection of early ASD symptoms 
should be used as per guidelines

• This modification was made to ensure inclusive and respectful 
use of terminology as it pertains to child development

• The most common physical disability in childhood is CP. Because a 
large proportion of children with CP might not have the perinatal 
risk factors (eg, prematurity, admission to the neonatal intensive 
care unit) that would streamline them to multidisciplinary follow-
up programs, the primary care provider plays an important role 
in identifying children with CP or other neurodevelopmental 
problems. Literature review and international expert consensus 
identified 6 factors that should prompt referral for diagnostic 
assessment: hand preference before 12 mo, stiffness or tightness 
in legs between 6 and 12 mo, fisted hands after 4 mo, persistent 
head lag after 4 mo, inability to sit without support beyond 9 mo, 
and asymmetry of posture and movements after 4 mo. These 
have been incorporated into the developmental milestones and 
physical examination sections59,60

• The CPS has published 3 new positions statements regarding the 
early detection, diagnostic assessment, and management of ASD.61-63 
Questionnaires and clinical screening tools for the detection of 
early ASD symptoms are presented in the first statement61

Table 1 continued on page 494
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Table 1 continued from page 493

REVISION DETAILS OR RATIONALE

Physical examination
• Blood pressure: check blood pressure at all visits for those 

at risk ≥ 3 y of age. Some risk factors include obesity, 
sleep-disordered breathing, prematurity, renal disease, 
congenital heart disease, diabetes, or taking medications 
that increase blood pressure

• Corneal light reflex test has been deleted for infants 
younger than 6 mo of age

• Intact palate (inspection, palpation) added to visits up to 
1 mo of age

• Check tongue mobility if there are breastfeeding problems

• Teeth or caries risk assessment added to visits starting at 
6 mo of age

• Examination of the heart, lungs, and abdomen is included 
in all visits

• Umbilicus: gently pat dry and review the signs and 
symptoms of infection

• For hip examination, there is insufficient evidence to 
recommend routine diagnostic imaging for screening for 
developmental dysplasia of the hips, but examination of 
the hips should be included until at least 1 y, or until the 
child can walk. Examination includes assessing limb 
length discrepancy and asymmetric thigh or buttock 
(gluteal) creases, performing an Ortolani test (results 
usually negative after 3 mo), and testing for limited 
abduction (results usually positive after 3 mo). Consider 
selective imaging between 6 wk and 6 mo if there is a risk 
factor (eg, breech, family history, or hip instability on 
physical examination)

• No head lag added to 6-mo visit, and muscle tone added 
to 9- and 12-mo visits

• Spine (dimple or sinus)

• The fair grade recommendation to check blood pressure in 
children ≥ 3 y of age has not changed. Risk factors for 
hypertension are now clearly outlined in Resources 2, and Web 
links to the guidelines and definition for hypertension are made 
available64

• Since strabismus can be common in the newborn period and 
intermittent strabismus can be normal in early infancy, examining 
for corneal light reflex is most clinically relevant at and after the 
6-mo visit. Strabismus that does not resolve after 4 mo of age 
warrants referral65

• Cleft lip or palate are common congenital anomalies and should 
be screened for during early well-baby visits. Visual inspection of 
the palate was added to detect a submucous cleft66

• Tongue mobility becomes clinically relevant when there are 
breastfeeding problems. This can help avoid the overdiagnosis of 
clinically insignificant ankyloglossia67

• See the new CPS-endorsed Canadian Caries Risk Assessment Tool 
(http://umanitoba.ca/CRA_Tool_ENG_Version.pdf)

• This corrects a potential misperception that not including these 
items implied they were not indicated. The principle of the 
physical examination section, as stated in Guides I to IV, has 
always been that an appropriate age-specific physical 
examination is recommended at each visit. Evidence-based 
screening for specific conditions is highlighted

• There is insufficient evidence to support the use of a topical 
antiseptic on umbilical cords compared to dry cord care to 
prevent infection in developed countries68

• Additional details regarding the hip examination have been 
added to Resources 1. Because the Barlow and Ortolani tests can 
be simply performed together during the hip examination, they 
are listed in the physical examination section of Guides I and II. 
However, because the Barlow test is a test of laxity or instability 
and has less clinical significance than the Ortolani test, it is not 
emphasized in the explanation in Resources 169

• Abnormal tone or deep tendon reflexes, or asymmetric 
movements (moving one side more than other) might be early 
signs of CP or neuromotor disorder and suggest the need for 
further assessment59,60

• For visits up to 2 wk of age, examine the spine for cutaneous 
signs of occult spinal dysraphism70

Investigations and screening
• “Hemoglobin (if at risk)” has been revised to “anemia 

screening (if at risk)”

• Anemia screening: screening for iron deficiency anemia 
should be considered between 6 and 18 mo of age for 
infants and children from high-risk groups (eg, low 
socioeconomic status, Indigenous communities, newly 
arrived refugees, internationally adopted and immigrant 
children from resource-poor countries, low-birth-weight 
and premature infants, infants and children fed whole 
cow’s milk before 9 mo of age or at quantities > 500 mL/d, 
prolonged bottle feeding beyond 15 mo of age, or 
suboptimal intake of iron-containing foods. Beyond this 
age, screen for anemia as per additional risk factors

• Because iron deficiency is a common cause of anemia, anemia 
screening, when indicated, should measure the hemoglobin and 
iron status (eg, ferritin and C-reactive protein levels)71,72

• The high-risk groups have been revised based on most recent 
evidence. Some of these groups (eg, Indigenous communities, 
newly arrived children) might be at risk of anemia because of 
poverty, food insecurity, and other factors71,72

Table 1 continued on page 495
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Table 1 continued from page 494

REVISION DETAILS OR RATIONALE

Immunizations
• During vaccination, pain reduction strategies with good 

evidence include breastfeeding or use of sweet-tasting 
solutions, giving the most painful vaccine last, and 
consideration of topical anesthetics

• For the DTaP vaccine, immunization should be offered to 
all pregnant women (ie, ≥ 13 wk of gestation, ideally 
between 27 and 32 wk) to provide immediate protection 
to infants < 6 mo of age

• For children in medically high-risk groups (eg, 
immunocompromising conditions, chronic renal failure, or 
dialysis), see the hepatitis B chapter in the Canadian 
Immunization Guide for schedules regarding timing and 
number of hepatitis B vaccine doses and monitoring of 
antibody levels

• Influenza vaccine recommended for all children, particularly 
those aged 6 to 59 mo and other children at high risk

• Children aged 2 to 18 y should be given quadrivalent 
inactivated influenza vaccine or live attenuated influenza 
vaccine if not contraindicated. If a quadrivalent vaccine is 
not available, trivalent inactivated vaccine should be 
used. Live attenuated influenza vaccine is contraindicated 
in children with immune-compromising conditions, with 
severe asthma (defined as current active wheezing or 
currently on oral or high-dose inhaled 
glucocorticosteroids, or medically attended wheezing 
within the past 7 d), or taking acetylsalicylic acid

• Based on evidence-based clinical practice guidelines for 
vaccination pain reduction strategies73

• As per current evidence and NACI recommendations74

• As per current evidence and recommendations from NACI75

• As per current evidence76

AAP—American Academy of Pediatrics, ASD—autism spectrum disorder, ATV—all-terrain vehicle, BMI—body mass index, CP—cerebral palsy, CPS—Canadian 
Paediatric Society, DEET—diethyltoluamide, DTaP—diphtheria and tetanus toxoids and acellular pertussis, NACI—National Advisory Committee on 
Immunization, RBR—Rourke Baby Record, SIDS—sudden infant death syndrome, WHO—World Health Organization.

General principles
• If a baby did not have a visit in the first month of life, 

it might be important to perform items that are typi-
cally part of the early visits, such as femoral pulse, 
palate, and spine and back examinations, whenever 
the initial assessment ultimately occurs, since these 
items are not performed again in later visits. This is 
particularly relevant if the infant was previously seen 
by another health care professional, or assessed via 
virtual care during the COVID-19 pandemic. 

• Some items on the RBR are repeated at several visits. 
The PCP might elect to readdress items previously dis-
cussed where they perceive a risk or need. 

• The order of items in some sections has been revised. 
In the “Nutrition” and in the “Education and Advice” 
sections, we have attempted to list items in order of 
strength of recommendation: items with good evidence 
appear first, followed by items with fair evidence, and 
items with inconclusive evidence or consensus appear 
last. Where possible, physical examination items have 
been organized from head to toe, taking into consider-
ation the strength of recommendation. 

• Web links have been revised as per current evidence. 
They are identified on Resources 1 through 4 with the 
title or topic followed by the reference organization 
or journal. There are links on the RBR website for 
easy accessibility.

• A new landscape paper format has a larger font size 
and more writing space, enabling a double-sided, 
3-visits-per-page format. This is similar to the pre-
existing “stretched” version that stretches each guide 
vertically. The original 3 visits per page format is now 
available as a fillable PDF.

Growth monitoring. Since calculation of BMI is recom-
mended for children older than 2 years of age, there is 
now a link to Dietitians of Canada BMI tables and calcu-
lator resources.17 Body mass index curves are available 
through the link for growth chart sets.

Nutrition. Several practical online resources for nutri-
tion in children younger than 6 years of age have been 
added to Resources 1, including guidelines from the 
Ontario Dietitians in Public Health18 and the Baby-
Friendly Initiative Strategy for Ontario,77 and statements 
from the Canadian Paediatric Society on timing of aller-
genic food introduction26 and dietary sodium.31 Content 
changes related to nutrition include the following: some 
qualification of the association between breastfeeding 
and gastrointestinal and respiratory infections to reflect 
the limitations of the evidence19; wording to empha-
size that lactating mothers should continue a standard 
multivitamin supplement with at least 400 IU per day 
of vitamin D20,21; removal of the words “iron fortified” 
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to describe recommended infant formulas18; repeated 
advice at 12- and 15-month visits against bottles in 
bed22,23; advice against using soy-based infant formula 
in preterm infants and in those with cow’s milk protein 
allergy, and to use caution in infants being monitored 
for congenital hypothyroidism24; advice that introduc-
tion of solids should be guided by infant readiness, and 
should start between 4 and 6 months of age25; addition 
of good strength of recommendation evidence (bold 
font) for introducing allergenic foods (especially eggs 
and peanut products) in infants at high risk of aller-
gies, and for maintaining tolerance by continuing those 
foods several times a week26-29; and advice to limit the 
consumption of foods (in addition to beverages) high 
in sugar30 and to limit consumption of highly processed 
foods high in dietary sodium.31

Education and advice
Injury prevention: The list of preventable injuries in 

Resources 1 has been placed in order from most to least 
prevalent cause of accidental death in young children.32   

Updates include the following advice: never leave a 
child unattended in a vehicle33,34; replace any car seat 
involved in a collision35 and any bicycle helmet if it has 
sustained an impact or is more than 5 years old37; chil-
dren and youth younger than 16 years of age should not 
operate an all-terrain vehicle or a snowmobile, includ-
ing youth models36; healthy infants should be positioned 
on their backs on a firm surface for every sleep; avoid 
use of alcohol or illicit or sedating drugs, as they are 
risk factors for sudden infant death syndrome; do not 
swaddle infants once they show signs of attempting 
to roll38,39; do not introduce solid and sticky foods until 
4 years of age because of choking risk (revised from 3 
years of age)40; pool fencing should include self-closing 
and self-latching gates41; and be vigilant with hot liquids 
on countertops because of the risk of burns.42

Behaviour and family issues: Revised items include 
validated poverty identification questions about food 
security,43,44 and advice that both reading and singing 
should begin with young infants45,46; screen time should 
be optimally managed by children, parents, and caregiv-
ers; and videocalling can improve communication with 
family and friends.47,48

Environmental health items: Updated items include 
revised wording to educate parents on the health risks 
and harms associated with e-cigarettes and cannabis 
(including edibles) and on their safe storage49,50; advice 
on how to prevent insect bites51; omission of recom-
mendation for using pesticide-free foods; recommenda-
tion to ask about pesticide use and storage at home52; 
suggestion to wash all fruits and vegetables that cannot 
be peeled53; and a list of changed and expanded risk fac-
tors for blood lead screening.54,55

Oral health: Management of teething discomfort 
has been added56-58 in addition to the Smiles for Life 

curriculum for non–dental health professionals (https://
www.smilesforlifeoralhealth.org). There is a new 
Canadian Paediatric Society–endorsed Canadian Caries 
Risk Assessment Tool (http://umanitoba.ca/CRA_
Tool_ENG_Version.pdf).

Developmental surveillance. Revisions regarding spe-
cific developmental milestones have been made, includ-
ing changing the term normal developmental milestones 
to typical developmental milestones, and expanding motor 
milestones for early detection of cerebral palsy.59,60 The evi-
dence and full list of associated publications supporting this 
recommendation on cerebral palsy is available at https://
www.childhooddisability.ca/early-detection-of-cp/.

Additional risk factors have been added for autism 
spectrum disorder, as well as new standardized evidence-
based screening tools for autism spectrum disorder 
detection, assessment, and management.61-63 

Physical examination. Examination of the heart, lungs, 
and abdomen is now included in all visits. This corrects a 
misperception that not including these items implied they 
were not indicated. The principle of the physical exami-
nation section, as stated on this heading in Guides I to IV, 
has always been that an appropriate age-specific physi-
cal examination is recommended at each visit. Evidence-
based screening for specific conditions is highlighted. 

Other revised maneuvers include listing risk fac-
tors for elevated blood pressure in children older than 
3 years of age64; deleting corneal light reflex from the 
examination of infants younger than 6 months of age65; 
examining for intact palate66; examining for tongue 
mobility only if there are breastfeeding problems67; out-
lining umbilical cord care68; detailing hip assessment 
and consideration of selective imaging69; expanding 
muscle tone and motor maneuvers59,60; and examining 
the back and spine at 1- and 2-week visits.70

Investigations and screening. Anemia screening has 
been revised to reflect the high-risk groups for iron defi-
ciency anemia based on current evidence.71,72

Immunizations. Guide V and Resources 3 have been 
updated with the latest recommendations from the 
National Advisory Committee on Immunization. Changes 
in this edition of the RBR include the recommendation to 
give the most painful vaccine last as an additional pain 
reduction strategy,73 and revisions to recommendations 
for diphtheria and tetanus toxoids and acellular pertus-
sis,74 hepatitis B,75 and influenza vaccines.76 

Conclusion
The 2020 edition of the RBR continues its tradition of 
updating its recommendations for the preventive care of 
infants and young children based on new evidence. We 
have increased the rigour of our process of evidence 
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review and appraisal with new partnerships for this 2020 
edition. In outlining the rationale and evidence underly-
ing the updates and changes in the RBR recommenda-
tions in this article, we hope to help educate clinicians 
who provide primary care to children on best practices.   

In the future, the RBR group is planning an end-user 
(clinicians and parents) satisfaction evaluation with the 
RBR guides and resources. This feedback would direct 
further development to optimize the usability, accessibil-
ity, and effectiveness of the tools. 

Finally, primary care has dramatically changed since 
the COVID-19 pandemic onset, with increased reliance 
on virtual, as opposed to in-person, visits. We will seek 
ways to support PCPs with the implementation of the 
RBR within the challenging and shifting landscape of 
current health care delivery to ensure that infants and 
children continue to receive high-quality primary care.     
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