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Developmental delay in children may be 
transitory or sustained and is character-
ized by a significant delay (i.e., perfor-

mance 1.5 standard deviations or more below 
age-expected norms) in one or more of the fol-
lowing domains: gross and fine motor skills, 
speech and language, social and personal skills, 
activities of daily living and cognition.1,2 Chil-
dren with sustained developmental delay are at 
higher risk of learning difficulties, behavioural 
problems and functional impairments later in 
life.2,3 Many factors are associated with 
increased risk of developmental delay, including 
poor maternal health during pregnancy, birth 
complications, infections, genetic characteris-
tics, exposure to toxins, trauma, maltreatment 
and possibly low socioeconomic status.1,3–7

There is considerable interest in the possibil-
ity that early identification and intervention may 
improve health outcomes among children with 
developmental delay.1,8,9 Population-based 
screening of all preschool children has been pro-
posed to facilitate early identification and treat-
ment. For example, the province of Ontario rec-
ommends developmental screening of all 
children at 18 months,10 and the American Acad-
emy of Pediatrics recommends developmental 
screening at 9, 18 and 30 months and autism 
screening at 24 and 30 months.11,12 The Canadian 
Task Force on Preventive Health Care assessed 
the evidence on the effectiveness of population-
based screening for developmental delay in pri-
mary care settings. To inform the resulting rec-
ommendations, the task force also assessed 
evidence on the accuracy of screening tools to 
identify undetected developmental delay and the 
effectiveness of behavioural interventions.

Scope

This guideline presents evidence-based recom-
mendations for primary care providers on screen-
ing for developmental delay in children aged one 
to four years with no apparent signs of such delay 
in primary care settings. Screening refers to use of 
a standardized tool to search for developmental 
delay in children without recognized signs of such 

delay and whose parents or clinicians have not 
raised concerns.11,13,14 Screening differs from 
developmental surveillance, which refers to ongo-
ing monitoring by clinicians of a child’s develop-
ment, identification of risk factors and elicitation 
of parental concerns; and from case finding, the 
identification of developmental delay in popula-
tions that are at increased risk, which may or may 
not involve the use of a specific tool.11,13,14 Both 
screening and case finding are intended to detect 
signs suggestive of developmental delay, which 
(if detected) will require diagnosis to establish the 
presence or absence of a specific condition. This 
guideline does not offer recommendations for sur-
veillance, case finding or diagnosis of develop-
mental delay (definitions summarized in Box 1). 

This guideline replaces the task force’s 1994 
guidance on well-baby care in the first two 
years of life15 and on preschool screening for 
developmental problems.16

Methods

The Canadian Task Force on Preventive Health 
Care is an independent panel of primary care 
clin icians and methodologists that develops 
recom mendations on clinical preventive services 
in primary care (www.canadiantaskforce.ca).

Recommendations on screening for developmental delay
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• This guideline focuses on population-based screening of children aged one 
to four years with no apparent signs of developmental delay, whose 
parents and clinicians have no concerns about development. It does not 
offer guidance on developmental surveillance, case finding or diagnosis.

• There is no evidence from randomized controlled trials (RCTs) that 
screening children for developmental delay improves health outcomes.

• There is no evidence that commonly used screening tools would 
consistently identify otherwise unrecognized cases, but there is 
evidence that the low specificity of these tools would lead to a high 
proportion of false positives.

• High-quality evidence from RCTs on the effectiveness of treatment for 
known developmental delay is lacking; a few small trials have suggested 
that speech and language therapy may improve language impairment 
and that treatment of autism may improve cognitive function.

• Clinicians should remain vigilant to deficits in children’s performance in 
terms of gross and fine motor skills, cognition, speech and language, and 
personal and social abilities. They should consider further evaluation for 
children whose development does not meet age-expected milestones.

Key points
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The task force uses a standard methodology, 
the Grading of Recommendations Assessment, 
Development and Evaluation (GRADE),17 to 
develop clinical practice guidelines.13 This pro-
ject was led by a work group comprising five 
members of the task force and a clinical expert, 
with support from scientific staff at the Public 
Health Agency of Canada. The work group 
established the key and contextual questions, 
outcomes, analytical framework and search 
strategy used to develop the research protocol.18 
The main question that the task force wished to 
address was whether population-based screen-
ing to identify developmental delay in children 
who would otherwise go unidentified through 
standard clinical practice (i.e., developmental 
surveillance) would improve the health out-
comes of the children who were screened, rela-
tive to those who were not screened.

The task force commissioned the McMaster 
University Evidence Review and Synthesis 
Centre to conduct an independent systematic 
review in accordance with the research proto-
col. The systematic review19,20 involved a 
search for evidence from randomized controlled 
trials (RCTs) and controlled cohort studies on 
the benefits and harms of screening for 
develop mental delay in children aged one to 
four years without recognized signs of develop-
mental delay and whose parents and clinicians 
have not raised specific concerns. Also included 
was RCT and systematic review evidence on 
the benefits and harms of treating develop-
mental delay and studies on the accuracy of 
screening tests. Critical outcomes of interest 
were cognitive function; academic perfor-
mance; incidence of mental health conditions; 
overall quality of life; survival; functionality as 
an adult; and improvements in gross and fine 
motor skills, language, adaptive functioning, 
and cognition and performance (for domain-

specific delays). Referral rates for early inter-
vention and time from referral to early interven-
tion were considered as surrogate outcomes. 
Studies examining externalizing and conduct 
disorders were excluded, because these condi-
tions are usually identified in school-aged chil-
dren. Studies examining screening for reduced 
vision and hearing were also excluded, because 
these conditions are usually detected through 
other screening programs.

The inclusion criteria for screening studies 
required a focus on children aged one to four 
years without suspected developmental delay, 
conduct of the study in clinical practice and 
public health settings, and comparison of 
screening with no screening (or standard care). 
Studies that included children suspected of hav-
ing developmental delay or who had an existing 
diagnosis were excluded; by definition, investi-
gation of these children would not represent 
screening. Studies of the accuracy of screening 
tools had to compare the screening test (index 
test) with a valid reference standard. Index and 
reference tests had to be administered concur-
rently or within a brief time interval. Studies of 
treatment were required to focus on children 
aged one to six years with diagnosis of a gen-
eral or domain-specific developmental delay. 
Studies that included children without a diagno-
sis or confirmation of a developmental delay in 
one or more domains were excluded. Treatment 
could include any behavioural, pharmacologic 
or psychologic intervention; a comparator of 
no treatment or standard care was required. 
Uncontrolled observational studies, case series 
and case reports reporting treatment outcomes 
for developmental delay were excluded because 
of their inability to adequately determine or 
account for the effects of an intervention.

Six clinical experts peer-reviewed the system-
atic review before submission for publication. The 
analytic framework and a detailed description of 
methods are available in Appendix 1 and Appendix 
2, respectively (available at www.cmaj.ca /lookup /
suppl/doi:10.1503/cmaj.151437/-/DC1). The com-
plete research protocol18 and systematic review19 
are available at www.canadian taskforce.ca.

The task force used GRADE methodology17 to 
determine the quality of evidence and the 
strength of recommendations (Box 2). Specifi-
cally, the work group examined the strength and 
quality of the chain of evidence for critical out-
comes to support the effectiveness of universal 
screening (Appendix 3, available at www.cmaj .ca 
/lookup/suppl/doi:10.1503/cmaj .151437/-/DC1). 
Recognizing that direct evidence on the health 
outcomes of screening children for develop-
mental delay was limited, the work group also 

Box 1: Definitions*

• Screening: Use of a standardized tool to search for developmental delay 
in asymptomatic populations.11,14 †

• Developmental surveillance: Ongoing monitoring of development, 
identification of risk factors and elicitation of parental concerns.3,11,14 The 
term “developmental surveillance” is commonly used in developmental 
pediatrics, but this type of monitoring is what the Canadian Task Force 
on Preventive Health Care would normally consider to be part of 
standard clinical practice for children. 

• Case finding: Identification of developmental delay in populations that 
are at increased risk of developmental delays; often does not involve the 
use of a specific tool.11 †

*This guideline offers recommendations on screening for developmental delay; it does not 
offer recommendations on surveillance, case finding or diagnosis of developmental delay.
†Both screening and case finding are intended to detect signs and symptoms suggestive of 
developmental delay, which (if detected) will require diagnosis to establish the presence or 
absence of a specific condition.
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reviewed indirect evidence on the accuracy of 
screening tools in children without known 
de velopmental delay and on the effectiveness of 
treatment on the outcomes of interest. Evidence 
from systematic reviews on the treatment of 
autism was considered as another possible source 
of indirect evidence. The guideline was reviewed 
and approved by the entire task force and under-
went external review by content experts in the 
area and by stakeholders.

The task force used a rigorous usability test-
ing process to develop knowledge translation 
tools targeting various end-user groups (e.g., 
clinicians and patients; see Appendix 4, avail-
able at www.cmaj.ca/lookup/suppl/doi:10.1503/
cmaj.151437/-/DC1). All tools are informed by 
feedback, obtained through combinations of 
interviews, focus groups and surveys, from 
clin icians (for clinician and patient tools) and 
patients (for patient tools). More information 
about task force methods, including the process 
for updating this guideline and systematic 
reviews that support the task force recommen-
dations, can be found elsewhere21 and on the 
task force’s website (http://canadiantaskforce.
ca/methods/methods-manual/).

Recommendation

We recommend against screening for develop-
mental delay using standardized tools in chil-
dren aged one to four years with no apparent 
signs of developmental delay and whose par-
ents and clinicians have no concerns about 
development (strong recommendation; low-
quality evidence).

This recommendation applies to children aged 
one to four years with no apparent signs of 
developmental delay and whose parents and 
clin icians have no concerns about development 
(Box 3).12,22 Thus, the recommendation applies 
to children for whom there is no concern about 
failure to sequentially acquire age-appropriate 
developmental milestones for gross and fine 
motor, social, emotional, language and cogni-
tive domains (Box 3). Milestone ages should be 
based on the oldest age by which the skill 
should have been achieved.12,22

This recommendation does not apply to chil-
dren who present with signs, symptoms or paren-
tal concern that could indicate developmental 
delay or whose development is being closely 
monitored because of identified risk factors, such 
as premature birth or low birth weight.1,2

The recommendation is based on examina-
tion by the task force of the strength and quality 
of available evidence from three sources: ran-

domized trials of screening (no nonrandomized 
controlled cohort studies were identified), ran-
domized trials or systematic reviews of treat-
ment, and studies of diagnostic test accuracy. 

Screening
The systematic review19,20 examined the effects 
of screening in children aged one to four years, 
without signs of developmental delay and 
whose parents and clinicians had no concerns 
about development, on the surrogate outcomes 
of referral rates for early intervention and time 
from referral to early intervention and on the 
critical outcomes, which were cognitive func-
tion, academic performance, mental health, 
overall quality of life, survival and functionality 
as an adult. The systematic review19,20 did not 
find any evidence from RCTs or controlled 
cohort studies to show that screening for 
de velopmental delay in children aged one to 
four years with no known developmental con-
cerns improved health outcomes.

Two relevant RCTs23,24 were identified. One 
of these, conducted in the United States and 
assessed as moderate-quality in the systematic 
review,19,20 found that screening with standard-
ized tools, relative to developmental surveil-
lance, increased the likelihood of identification 

Box 2: Grading of recommendations

Recommendations are graded according to the Grading of Recommendations 
Assessment, Development and Evaluation (GRADE) system.13,17,21 GRADE offers 
two strengths of recommendation: strong and weak. The strength of 
recommendations is based on the quality of supporting evidence, the degree of 
uncertainty about the balance between desirable and undesirable effects, the 
degree of uncertainty or variability in values and preferences, and the degree of 
uncertainty about whether the intervention represents a wise use of resources.

Strong recommendations are those for which the Canadian Task Force on 
Preventive Health Care is confident that the desirable effects of an 
intervention outweigh its undesirable effects (strong recommendation for 
an intervention) or that the undesirable effects of an intervention outweigh 
its desirable effects (strong recommendation against an intervention). 
A strong recommendation implies that most individuals will be best served 
by the recommended course of action.

Weak recommendations are those for which the desirable effects probably 
outweigh the undesirable effects (weak recommendation for an intervention) 
or the undesirable effects probably outweigh the desirable effects (weak 
recommendation against an intervention), but appreciable uncertainty exists. 
A weak recommendation implies that most people would want the 
recommended course of action but that many would not. This means that 
clinicians must recognize that different choices will be appropriate for 
different individuals, and they must help each person to arrive at a 
management decision consistent with his or her values and preferences. 
Policy-making will require substantial debate and the involvement of various 
stakeholders. Weak recommendations result when the balance between 
desirable and undesirable effects is small, the quality of evidence is lower or 
there is more variability in the values and preferences of patients.

Evidence is graded as high, moderate, low or very low, according to how 
likely it is that further research will change the task force’s confidence in the 
estimate of effect.
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of developmental delay, increased the likeli-
hood of the child receiving a referral for spe-
cialist evaluation or multidisciplinary evalua-
tion for developmental delay (and reduced the 
time to referral for such evaluation) and 
increased eligibility for federally funded early 
intervention services.23 However, these surro-
gate, process-based outcomes do not necessar-
ily imply better clinical outcomes.

The second RCT, conducted in the Nether-
lands and assessed as low-quality in the system-
atic review,19,20 reported on academic outcomes 
of children screened for language delay at 
15–18 months and 24 months.24 An intention-
to-screen analysis showed no significant differ-
ences in educational attainment between chil-
dren who were screened and those receiving 
usual care. The relative risk (RR) of repeating a 
grade between screened and nonscreened chil-
dren with language delay was 0.99 (95% confi-
dence interval [CI] 0.81–1.21).19,20,24 Similarly, 
there was little difference in performance on 
standardized tests between screened and non-
screened children: RR 0.88 (95% CI 0.63–1.2) 
for performance on oral tests below the 10th 
percentile and RR 1.00 (95% CI 0.72–1.40) for 
scores on reading tests below the 10th percen-
tile (Appendix 5, available at www.cmaj.ca/
lookup/suppl/doi:10.1503/cmaj.151437/-/DC1).

No studies were identified that reported on 
the effect of screening on cognitive function, 
quality of life, incidence of mental health con-
ditions, survival or functionality as an adult.19

Treatment
The task force also considered findings from 
RCTs and systematic reviews on the treatment 
of children aged one to six years with known 
developmental delay, including those with asso-
ciated autism spectrum disorders.18,19 We 
included children up to six years to allow suffi-

cient time to observe treatment effects in chil-
dren in whom developmental delay was diag-
nosed at age four years. These studies were 
considered to represent potential sources of 
in direct evidence on the benefits of screening. 
Health outcomes of interest were cognitive 
function; academic performance; incidence of 
mental health conditions; overall quality of life; 
survival; functionality as an adult (for treatment 
of developmental delay and autism spectrum 
disorders); and improvement to gross and fine 
motor skills, language, adaptive functioning and 
cognition and performance (for domain-specific 
delays). Findings from uncontrolled observa-
tional studies, case series and case reports on the 
outcomes of treatment for developmental delay 
were not considered because of the inability of 
such studies to adequately determine or account 
for the effects of an intervention. 

The systematic review19 identified three 
small moderate-quality RCTs25–27 (total n = 
239) on structured language-based interven-
tions for children aged two to five years with 
speech and language impairments. These 
studies showed statistically significant improve-
ments with a standard mean difference of 0.81 
(95% CI 0.02–1.60), where standard mean val-
ues of 0.8 or higher may indicate a large effect19 
(see Appendix 6, available at www.cmaj.ca/
lookup/suppl/doi:10.1503/cmaj.151437/-/DC1). 
Additionally, the systematic review for the task 
force19 identified two systematic reviews28,29 
(eight unique studies) showing that intensive 
behavioural interventions (20–40 h/wk of indi-
vidualized, structured teaching) improved cog-
nitive function in children with known develop-
mental delay due to autism spectrum disorders. 
Pooled results showed a standard mean differ-
ence of 1.34 (95% CI 0.60–2.08) from applied 
behavioural analysis (n = 129)28 and a standard 
mean difference of 0.76 (95% CI 0.04–1.11) 
from early intensive behavioural intervention 
(n  = 172).29 The authors of these systematic 
reviews expressed concerns about the quality of 
the primary studies, including serious concerns 
about risk of bias (especially because of lack of 
blinding), imprecision due to small sample 
sizes and potential publication bias.28,29

Evidence from two other systematic reviews 
that reported on cognitive outcomes was also 
considered.30,31 One of these systematic reviews 
described parent-mediated interventions and 
found no difference between control and inter-
vention arms.30 The other documented the use of 
acupuncture or acupressure for cognitive function 
and found inconsistent and largely nonsignificant 
effects31 (Appendix 7, available at www.cmaj.ca/
lookup/suppl/doi:10.1503/cmaj.151437/-/DC1).

Box 3: Summary of recommendation for clinicians and policy-makers

We recommend against screening for developmental delay using standardized 
tools in children aged one to four years with no apparent signs of 
developmental delay and whose parents and clinicians have no concerns about 
development (strong recommendation, low-quality evidence). 

This recommendation applies to children aged one to four years without 
recognized signs of possible developmental delay and whose parents or 
clinicians have no concerns about development. These are children whose 
age-appropriate developmental milestones have been sequentially acquired 
for gross and fine motor, social, emotional, language and cognitive 
domains. Milestone ages should be based on the oldest age by which the 
skill should have been achieved.22

This recommendation does not apply to children who present with signs, 
symptoms or parental concern that could indicate delayed development or 
to whose development is being closely monitored because of identified risk 
factors, such as premature birth or low birth weight.1,2
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No studies were identified that reported on 
treatment outcomes for academic performance, 
gross or fine motor skills, mental health, quality 
of life, survival or functionality as an adult.19

Accuracy of screening tests
The task force also considered indirect evidence 
on the accuracy of screening tools used to assess 
developmental delay in children aged one to four 
years with no known developmental concerns 
(Appendix 2). The systematic review19 identified 
five studies of screening tools. These studies, 
which compared the accuracy of screening tests to 
detect concurrently assessed developmental delay, 
consisted of four studies32–35 of the Ages and 
Stages Questionnaire36 and one study of the Par-
ents’ Evaluation of Developmental Status.37 Of 
the four studies of the Ages and Stages Question-
naire that were identified, two had insufficient 
numbers of cases and noncases to accurately esti-
mate sensitivity or specificity.32,33 Of the two 
studies that were included, one evaluated the 
accuracy of both the Ages and Stages Question-
naire and the Parents’ Evaluation of Develop-
mental Status among 331 children (34 cases, 297 
noncases) aged 12 to 60 months without a docu-
mented history of developmental delay in general 
primary care settings.34 The study reported sensi-
tivity and specificity for the Ages and Stages 
Questionnaire of 82% and 78%, respectively 
(22% false-positive rate) and for the Parents’ 
Evaluation of Developmental Status of 74% and 
64%, respectively (36% false-positive rate).34 The 
other study35 evaluated the Ages and Stages Ques-
tionnaire among 565 children (13 cases, 552 non-
cases) aged 18 to 42 months who were enrolled in 
a cohort study on child development and reported 
sensitivity and specificity of 62% and 84%, 
respectively (16% false-positive rate). Only three 
of the five identified studies contemporaneously 
compared screening tools to diagnostic assess-
ments with enough cases and noncases to reason-
ably evaluate diagnostic accuracy; among these 
higher-quality studies, the false-positive rate was 
16%–22% for the Ages and Stages Questionnaire 
and 36% for the Parents’ Evaluation of Develop-
mental Status.

The task force also reviewed results from a 
forthcoming study38 (not included in the system-
atic review19) that evaluated the diagnostic prop-
erties of the Nipissing District Developmental 
Screen39 and the Bayley Scales of Infant 
De velopment, third edition.40 The Nipissing Dis-
trict Developmental Screen was found to have 
only moderate test–retest reliability (78% of 
retests produced the same results).38 Sensitivity 
and specificity for children between one month 
and three years, relative to the Bayley Scales of 

Infant Development, were poor to moderate, 
ranging from 29% to 65% and from 63% to 88%, 
respectively, depending on the age of the child 
and the cut-point used to define an abnormal test 
result.38

Values and preferences
The systematic review did not find any studies 
investigating the values and preferences of par-
ents or primary caregivers about screening for 
developmental delay.19

Rationale 
In summary, there was no evidence from controlled 
studies that population-based screening improves 
health outcomes for children with developmental 
delay. Although there was some evidence suggest-
ing that treatment of certain types of developmental 
delay (once identified) is beneficial relative to no 
treatment, there was no evidence that screening 
children without recognized signs of develop-
mental delay is necessary to obtain this benefit. In 
addition, there was no evidence that interventions 
offered to children with screen-detected develop-
mental delay (from any cause), but no other signs 
of delay and whose parents and clinicians are not 
concerned, improves outcomes compared with 
usual care. This latter point is relevant because the 
natural history and likelihood of response to treat-
ment may be different for conditions that are clin-
ically apparent than for milder forms that are 
detected only by screening. Furthermore, there was 
no evidence on the effectiveness of treatment for 
the remaining six critical outcomes: academic per-
formance, improvement to gross and fine motor 
skills, adaptive function, mental health, survival 
and functionality as an adult.

Screening tests had poor to moderate ac-
curacy, and their use would generate a high 
number of false positives among children with-
out developmental delay, which could lead to 
anxiety and labelling. Furthermore, unneces-
sary investigation, referral and treatment of 
children with false-positive results on screening 
would consume resources that would otherwise 
be available for the care of children who have 
clinically evident developmental delay.

In the judgment of the task force, the lack of 
RCT evidence demonstrating any clinical benefits 
associated with screening for developmental delay 
and the relatively poor diagnostic properties of 
available screening tests warrant a strong recom-
mendation against population-based screening. 

The task force places a relatively higher value 
on the absence of direct evidence showing that 
screening is beneficial, the poor diagnostic 
ac curacy of screening tests, the risk of false posi-
tives that could result from screening and the 
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potential for screening to divert resources from 
the treatment of children with clinically evident 
developmental delay. The task force places a 
relatively lower value on indirect evidence from 
the few relatively small studies that suggest a 
benefit of treating certain forms of clinically 
evident developmental delay and on the lack of 
evidence on harms and the preferences and 
values of parents and caregivers in relation to 
screening. The evidence supporting this recom-
mendation is rated overall as low quality 
because, although the systematic review found 
low-quality evidence examining the effect of 
screening on academic performance and 
moderate-quality evidence examining the effect 
of treatment on language impairment and cogni-
tion, the review did not identify any evidence 
for the remaining six outcomes.

Considerations for implementation

By definition, the recommendation against 
screening applies only to children in whom 
developmental delay is not suspected and whose 
parents and clinicians do not have specific con-
cerns. Although the causes of many develop-
mental delays are unknown, factors such as low 
birth weight, premature birth, birth complica-
tions, congenital infections, serious maternal ill-
ness during pregnancy, certain inherited condi-
tions, exposure to toxins and family history of 
developmental delay may increase the risk.1,3–7 
Clinicians should perform developmental surveil-
lance on an ongoing basis and consider the possi-
bility of developmental delay in children with 
signs that may suggest a delay in a develop-
mental domain, as well as in those whose parents, 
caregivers or clinicians have concerns about 
development and those with important risk fac-
tors. Clinicians should remain alert for any social, 
economic or environmental factors (such as 
lower maternal education level, mental illness, 
neglect or maltreatment, poverty and English as a 
second language) that might reduce the likeli-
hood of parents to raise concerns about their 
child’s development.1,3–7 Among children in 
whom developmental delay is suspected, clin-
icians should consider further assessment (or spe-
cialist evaluation) as clinically indicated. A rec-
ommendation against population-based screening 
for developmental delay should facilitate these 
objectives by reducing potentially unnecessary 
referrals to specialists and increasing access to 
specialized services for children who have clinic-
ally evident developmental delay.

Since the previous task force recommendation 
was published, the Canadian Paediatric Society 
released a position statement supporting an 

enhanced well-baby visit at 18 months41 (aimed in 
part at detecting developmental delay). The state-
ment recommends that practitioners incorporate 
the use of a health supervision guide, such as the 
Rourke Baby Record42,43 (which includes develop-
mental surveillance), and a developmental screen-
ing tool, such as the Nipissing District Develop-
mental Screen, the Ages and Stages Questionnaire 
or the Parents’ Evaluation of Developmental Sta-
tus, to stimulate discussions with parents about 
their child’s development. Additionally, the prov-
ince of Ontario introduced a new physician billing 
code to reimburse primary care providers for 
applying a standardized screening tool and 
de velopmental surveillance using the Nipissing 
District Developmental Screen39 and the Rourke 
Baby Record42,43 (or similar tools) as part of a 
developmental review and evaluation at the 
18-month well-baby visit.10,44,45 On the basis of the 
evidence review, use of the Nipissing District 
Developmental Screen or other screening tools 
does not appear to be justified. However, the cur-
rent task force guideline does not preclude use of 
the Rourke Baby Record,42,43 which is used for 
developmental surveillance rather than screening 
for developmental delay. 

Although the task force does not recommend 
routine screening for developmental delay using a 
standardized tool in children without develop-
mental concerns at these visits, the 18-month visit 
is an important opportunity for practitioners to 
discuss development with parents and to identify 
any abnormalities in the developmental trajec-
tory, through a careful evaluation of the child’s 
achievement of developmental milestones (i.e., 
developmental surveillance). Appendix 4 provides 
answers to questions that clinicians may have 
about this guideline. 

Suggested performance measures
Given that the task force has recommended 
against screening (and that population-based 
screening for multiple aspects of child-related 
development is currently practised in some juris-
dictions), a clear indicator of the uptake of this 
guideline would be decreased utilization of popu-
lation-based screening for developmental delay in 
children with no known developmental concerns.

Economic implications
The cost-effectiveness of screening was not con-
sidered during development of this guideline. 
However, to the extent that screening children for 
developmental delay is not supported by evidence, 
following the recommendation should allow clin-
icians to focus on more effective and cost-effective 
services, for example, attending to children at risk 
for or identified with development delay.
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Other guidelines

The 1994 task force guidelines15,16 recommended 
inquiring about and recording the developmental 
milestones of all children at each well-baby visit. 
Additionally, these guidelines recommended 
against use of the Denver Developmental Screen-
ing Test to assess asymptomatic children and 
found insufficient evidence for the use of other 
screening tests. The Denver Developmental 
Screening Test was not included in the search 
strategy for this guideline, because its use has 
been shown to increase parental anxiety without 
improving outcomes.16,46 The Canadian Paediatric 

Society position statement issued in 2011 in 
support of an enhanced well-baby check at 
18 months included developmental surveillance 
and use of a developmental screening tool, such 
as the Nipissing District Developmental Screen, 
the Ages and Stages Questionnaire or the Parents’ 
Evaluation of Developmental Status, to stimulate 
discussion with parents about their child’s devel-
opment.41 The United States Preventive Services 
Task Force 2015 guideline statement on screening 
for speech or language disorders in children aged 
five or under concluded that there was insufficient 
evidence to make a recommendation for or 
against screening.47 The American Academy of 

Table 1: International guidelines on screening for developmental delay

Organization and year Recommendation

Canadian Task Force on 
Preventive Health Care

2016 (current guideline) The task force recommends against screening for developmental delay using standardized tools in 
children aged 1 to 4 years with no apparent signs of developmental delay and whose parents and 
clinicians have no concerns about development. Thus, this recommendation applies to children for 
whom there is no concern about failure to sequentially acquire age-appropriate developmental 
milestones for gross and fine motor, social, emotional, language and cognitive domains. Milestone 
ages should be based on the oldest age by which the skill should have been achieved. The 
recommendation does not apply to children who present with signs suggestive of possible 
developmental delay, those whose parents express concern that could indicate developmental 
delay or those whose development is being closely monitored because of identified risk factors, 
such as premature birth or low birth weight.

199415,16 The previous guideline recommended assessing developmental milestones at each visit and 
recommended against use of the Denver Developmental Screening Test; there was insufficient 
evidence to support the inclusion or exclusion of other screening instruments.

Canadian Paediatric Society 
(2011)41

The Canadian Paediatric Society released a position paper supporting an enhanced 18-month 
well-baby visit. As part of the enhanced 18-month visit, the society recommends that primary care 
providers in clinical settings incorporate use of an evidence-based health supervision guide, such as 
the Rourke Baby Record (which includes a developmental surveillance tool), into the visit, and 
recommends use of a developmental screening tool, such as the NDDS, ASQ or PEDS/PEDS:DM, to 
stimulate discussion with parents about their child’s development, ways to support development 
and any concerns.

United States Preventive 
Services Task Force

201547 The task force concluded that evidence was insufficient to make a recommendation for or against 
population-based screening for speech and language delay in children aged 5 years or younger. It 
recommends not screening for developmental delay in children aged 1 to 4 years if there is no 
suspicion of developmental delay.

201648 The autism recommendation statement concluded that evidence is insufficient to assess benefits 
and harms of screening for autism spectrum disorder in children for whom no concerns about this 
disorder have been raised.

American Academy of 
Pediatrics (200611 and 201612)

The academy recommends that primary care providers screen all children for developmental delay 
using a standardized screening tool at the 9-, 18- and 30-month pediatric visits. A list of screening 
tools with descriptive properties is provided with the recommendation. 

Scottish Intercollegiate 
Guidelines Network (2007)49

No guidance is provided on developmental delay, and population-based screening for autism 
spectrum disorder is not recommended.

National Institute for Health 
Care and Excellence (UK) 
(2011)50

No guidance is provided on developmental delay, and population-based screening for autism 
spectrum disorder is not recommended. Children in whom there are concerns about development 
or behaviour should be tested for autism spectrum disorder.

Note: ASQ = Ages and Stages Questionnaire, NDDS = Nipissing District Developmental Screen, PEDS = Parents’ Evaluation of Developmental Status, 
PEDS:DM = Parents’ Evaluation of Developmental Status: Developmental Milestones.
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Pediatrics recommends that primary care phys-
icians conduct developmental surveillance, as 
well as routine screening for developmental delay 
using a standardized screening tool at the 9-, 18- 
and 30-month pediatric visits and screening for 
autism using a standardized screening tool at the 
18- and 24-month visits.11,12 A list of screening 
tools with descriptive properties accompanies the 
recommendation from the American Academy of 
Pediatrics.11 Table 1 compares the current and 
previous task force guidelines, as well as recom-
mendations from other groups. Differences in 
guideline recommendations between organiza-
tions may relate to different judgements about the 
quality of evidence or about the value of interven-
tions in the absence of high-quality evidence.

Gaps in knowledge

Developmental delay is an important issue for 
families and society, but high-quality studies 
examining the benefits of screening and the long-
term effectiveness of treatment are lacking. Given 
that children with developmental delay are often 
identified in clinical practice, studies evaluating the 
best ways to treat children with known develop-
mental delay should be an urgent priority, espe-
cially given the promising findings about the 
potential benefits of treating such problems once 
they are diagnosed. In addition, high-quality stud-
ies that evaluate the potential benefits and the most 
effective methods for surveillance of develop-
mental milestones or case finding would be useful.

Conclusion

The task force recommends against population-
based screening using standardized tools in chil-
dren aged one to four years with no apparent 
signs of developmental delay whose parents and 
clinicians have no specific concerns, because of 
the lack of evidence for clinically meaningful 
benefit. Instead, primary care providers should 
remain vigilant in monitoring a child’s develop-
ment at each clinical encounter (i.e., develop-
mental surveillance) and should focus on con-
firming the diagnosis of developmental delay 
among children in whom it is suspected.
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