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Feeding problems occur in 25% to 50% of healthy infants and 
toddlers, representing a significant issue in the paediatric popula-

tion (1-3). Although some feeding problems are relatively common 
and transient in nature, 3% to 10% of children present with more 
severe forms of feeding problems that, if left untreated, place them 
at risk for malnutrition, failure to thrive, and behavioural and 
developmental disturbances (4,5). Although feeding problems tend 
to be nonmedical in nature, they may well be the result of medical 
disorders or interventions that interfere with the normal develop-
ment of feeding skills. Today, most clinicians agree that feeding 
problems are biopsychosocial in nature (6) because both physio-
logical and psychosocial factors contribute to their initiation and 
maintenance. The causes of feeding difficulties may be skill based 
(oral sensory-motor disorders [7-9]) and/or motivation based (inher-
ent or acquired), which is likely to result in poor weight gain (10-12) 
and influence the willingness to try new food tastes and textures. 
These physiological factors tend to trigger altered mealtime behav-
iours and interactions with parents, which subsequently maintain or 
increase the severity of feeding problems (8,13).

A number of standardized psychometric tools have been 
developed over the past 25 years to assess feeding problems. The 
earlier tools were observational scales of mother-child interactions 
during a mealtime (14,15), whereas more recent scales such as the 
Children’s Eating Behaviour Inventory (CEBI [16]), the Behavioral 
Pediatrics Feeding Assessment Scale (BPFAS [17]), and the 
Children’s Eating Behaviour Questionnaire (18) use parental 
report to assess child mealtime behaviours. The development of 
both the CEBI and the BPFAS was based on the assumption that 
both child and parental characteristics contribute to childhood 
eating and mealtime problems. The CEBI consists of 40 items 
pertaining to the child and parent behaviours, as well as inter-
actions between family members. For each item, the respondent 
indicates how often the behaviour occurs on a five-point Likert 
scale, and whether the item is perceived to be a problem. The 
scale, applicable to children two to 12 years of age, has good valid-
ity and reliability (16). The BPFAS is a 35-item parent report 
measure of the child’s mealtime behaviours and related parental 
reactions. The scale includes new items and reworded items from 
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OBJECTIVE: To establish the psychometric characteristics of a newly 
developed, brief bilingual 14-item parent report tool (The Montreal 
Children’s Hospital Feeding Scale [MCH-Feeding Scale]) designed to 
identify feeding problems in children six months to six years of age.
METHODS: To establish construct validity, 198 mothers of children 
visiting community paediatrician’s offices (normative sample) and 
174 mothers of children referred to a feeding clinic (clinical sample) 
completed the scale. Test-retest reliability was obtained by the 
 re-administration of the MCH-Feeding Scale to 25 children in each 
sample.
RESULTS: Excellent construct validity was confirmed when the mean 
[± SD] scores of the normative and clinical samples were compared 
(32.65±12.73 versus 60.48±13.04, respectively; P<0.01). Test-retest 
reliabilities were high for both groups (normative r=0.845, clinical 
r=0.92).
CONCLUSION: The MCH-Feeding Scale can be used by paediatri-
cians and other health care professionals for quick identification of 
feeding problems.

Key Words: Assessment of health care needs; Child; Failure to thrive; 
Feeding and eating disorders of childhood; Feeding behaviour; Infant

L’échelle d’alimentation de L’Hôpital de 
Montréal pour enfants : Un bref outil de 
dépistage bilingue pour repérer les problèmes 
alimentaires

OBJECTIF : Établir les caractéristiques psychométriques d’un bref outil 
bilingue de rapport en 14 points par les parents (l’échelle d’alimentation de 
L’Hôpital de Montréal pour enfants [échelle d’alimentation-HME]) 
récemment conçu pour repérer les problèmes alimentaires chez les enfants 
de six mois à six ans.
MÉTHODOLOGIE : Pour établir la validité conceptuelle de l’outil, 
198 mères d’enfants ayant consulté au cabinet de pédiatres communautaires 
(échantillon normatif) et 174 mères d’enfants ayant été aiguillés vers une 
clinique d’alimentation (échantillon clinique) ont rempli l’échelle. Pour 
obtenir la fiabilité de test-retest, les chercheurs ont réadministré l’échelle 
d’alimentation-HME à 25 enfants de chaque échantillon.
RÉSULTATS : L’excellence de la validité conceptuelle a été confirmée 
lors de la comparaison des indices moyens (± ÉT) des échantillons 
normatifs et cliniques (indice moyen de 32,65±12,73 par rapport à 
60,48±13,04, respectivement; P<0,01). La fiabilité de test-retest était 
élevée dans les deux groupes (normatif r=0,845, clinique r=0,92).
CONCLUSION : L’échelle d’alimentation-HME peut être utilisée par les 
pédiatres et les autres professionnels de la santé pour déceler rapidement 
des problèmes alimentaires.
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the CEBI. The scale, developed for children nine months to 
eight years of age, has adequate reliability. More importantly, 
results of their validity study (19) showed that children with feed-
ing difficulties engage in the same type of feeding behaviours as 
children in a nonclinical sample, but at an increased frequency.

Although these two scales are reliable and valid tools for the 
assessment of feeding problems, they do not lend themselves to 
quick identification of these problems. Paediatricians and other 
clinicians need access to a valid and reliable instrument that can 
quickly verify parental complaints about their child’s feeding prob-
lems; otherwise, parental complaints may go unnoticed (20,21). 
Therefore, the purpose of our study was to develop and evaluate a 
one-page, easily administrable feeding scale that could help clin-
icians identify feeding problems within a couple of minutes in 
their offices. In addition, given the bilingual nature of the paediat-
ric population in several hospitals in Canada, the development of 
a bilingual feeding scale was deemed to be desirable.

METHODS
Participants
The 198 healthy children in the normative sample were recruited 
from community paediatricians’ offices. Participants for the clin-
ical sample were from a hospital-based multidisciplinary feeding 
disorders clinic (FDC). These children were referred for feeding 
problems by their paediatricians or medical speciality clinics of the 
hospital. Of the 174 children in the clinical group, 91 children 
without medical problems constituted the clinical nonmedical 
group. The clinical medical group was comprised of 83 children 
with associated medical problems (eg, gastroenterological, cardio-
respiratory or metabolic/genetic disorders). Tube-fed children were 
excluded from the study. The age range for both groups was from 
six months to six years, 11 months.

Measure: Scale construction
Item development and content: Items for The Montreal Children’s 
Hospital Feeding Scale (MCH-Feeding Scale; see Appendix 1) 
were generated over several years by psychologists working with 
children with feeding disorders. Items were selected according to 
the biopsychosocial model of feeding problems. The scale targeted 
children six months to six years of age because children younger 
than six months of age tended to be exclusively breastfed or bottle-
fed. A cut-off age of six years was used because the majority of 
clinical referrals were for children younger than six years of age, 
although it was recognized that children older than six years of age 
would also exhibit similar feeding problems (16). The items 
chosen were general in nature and covered behaviours applicable 
to all ages (eg, gags on food textures) rather than age specific (eg, 
eats with spoon). A pretest of the scale was conducted to verify its 
utility to identify feeding problems. The scale was translated into 
French by a professional translator (L’Échelle d’alimentation de 
L’Hôpital de Montréal pour enfants; see Appendix 2). The sample 
consisted of 210 children from paediatric offices and 110 children 
from the FDC. Although good construct validity was obtained for 
the 15-item scale, some items needed slight rewording and 
one item was eliminated.

The final scale consisted of 14 items covering the following 
feeding domains with some overlap: oral motor (items 8 and 
11), oral sensory (items 7 and 8) and appetite (items 3 and 4). 
Other items covered maternal concerns about feeding (items 1, 
2 and 12), mealtime behaviours (items 6 and 8), maternal strat-
egies used (items 5, 9 and 10) and family reactions to their 
child’s feeding (items 13 and 14). After approval by the 
Institutional Review Board of The Montreal Children’s Hospital 

(Montreal, Quebec), the data were collected between August 
2004 and March 2006.
Item scaling and scoring: Each item is rated on a seven-point 
Likert scale with anchor points at either end. Seven items are 
scored from the negative to positive direction, and the other 
seven from the positive to negative direction. The primary feeder 
marks each item according to frequency or difficulty level of a par-
ticular behaviour or the level of parental concern. The total feeding 
problem score is obtained by adding the scores for each item after 
reversing the scores of seven items from negative to positive.

The scale takes approximately 5 min to complete, and by using 
an acetate overlay indicating scores for each item that are clinic-
ally significant, it takes approximately 1 min to determine the 
degree of feeding problems and maternal concerns. If desired, a 
total score may be obtained in less than 10 min.

Procedure
Normative sample: A trained research assistant visited the offices 
of paediatricians in the hospital’s catchment area who agreed to 
participate in the study, and obtained for that day a list of patients 
whose files did not indicate major medical problems. The research 
assistant approached the mothers and invited them to participate 
in the study. If a mother agreed, she was given a consent form to 
read and sign, followed by a demographic questionnaire, which 
included a question about whether the child had any major med-
ical problems. Then, the MCH-Feeding Scale was presented. For 
the reliability part, every second mother was approached once the 
scale was completed, and asked to complete the scale on a second 
occasion within seven to 10 days. Mothers who agreed were pro-
vided with a copy of the scale to complete during a telephone call 
with the research assistant. Of the 38 parents who were asked to 
participate in the reliability aspect of the study, 25 completed the 
scale for the second time. Eight declined and five could not be 
contacted within the required period of time.
Clinical sample: Mothers whose children are referred for feeding 
problems to the FDC routinely receive a home package containing 
the MCH-Feeding Scale and a demographic questionnaire, which 
they are asked to complete before their first appointment in the 
clinic. During the study period, 174 consecutive home packages 
were returned at the time of the first appointment. For the reli-
ability part of the study, every second mother received the home 
package with a consent form, which explained the purpose of the 
reliability study. Mothers, contacted seven to 10 days before their 
first visit to the FDC, were asked about their willingness to partici-
pate. Those who agreed were instructed to complete the scale that 
same day. The scale was completed for a second time on the day of 
the first appointment. Of the 38 mothers who were asked to par-
ticipate in the reliability part of the study, all agreed, but only 
25 completed the questionnaire at the time contacted. The others 
either did not complete their questionnaire that day or had to 
postpone their first appointment to the FDC.

Statistical analysis
Data were analyzed using SPSS (version 16; IBM Corporation, 
USA). Characteristics of the subjects and their parents were com-
pared among normative, clinical nonmedical and clinical medical 
groups using ANOVA and Pearson’s c2 tests. To evaluate internal 
consistency, exploratory factor analyses were performed on the 
individual items of the scale with principal component analysis 
using Keiser’s criteria and the Scree test. For construct validity, the 
total and individual item scores were compared among the norma-
tive, clinical nonmedical and clinical medical samples using 
ANOVA. The discrimination score for identifying feeding prob-
lems was set at 1 SD above the mean total score obtained by the 
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normative sample. To evaluate the accuracy of this discrimination 
score, sensitivity and specificity were calculated, and ROC analysis 
was performed. Sample size was calculated for ROC analysis. It was 
hypothesized that the area under the ROC curve would equal 
0.9 (95% CI 0.8 to 1.0). To acquire a power of 90% at a signifi-
cance level of 0.05, a minimum of 68 participants was required for 
the clinical sample and 136 participants for the normative sample. 
Pearson’s correlation coefficients were calculated for the total 
scores and individual items of the MCH-Feeding Scale between 
initial scores and scores obtained seven to 10 days later for test-
retest reliability.

RESULTS
Study population
Characteristics of subjects and their parents for the normative and 
clinical (nonmedical and medical) groups are shown in Table 1. 
Children in the clinical medical sample had a lower gestational 
age and birth weight than children in the normative and clinical 
nonmedical samples. Compared with the other two groups, a 
higher percentage of the clinical nonmedical sample were first-
born children. Although maternal education was significantly dif-
ferent between the normative and clinical groups, in practical 
terms, six months’ difference in level of education is not meaning-
ful. The types of feeding problems diagnosed in both the clinical 
nonmedical and clinical medical groups are listed in Table 2.

Internal consistency
The individual items of the MCH-Feeding Scale of the normative 
sample could be reduced to one factor that accounted for 48% of 
the variance, suggesting that the total score can be used as a meas-
ure of feeding problems. The correlations between the individual 
items and this one-component model ranged from 0.48 to 0.87.

Construct validity
There were no significant differences between the means for the 
individual items and mean total scores of the clinical nonmedical 
sample compared with the clinical medical sample (59.78±13.04 
versus 61.17±13.14, respectively). Child characteristics and parent 
demographics were not significant covariates for mean total scores. 
After combining the two clinical samples, children in the norma-
tive sample obtained significantly lower mean scores for each of 
the 14 items (P<0.01) as well as for the mean total scores (P<0.01) 
compared with children in the clinical sample (Table 3).

An ANCOVA was performed, with both age groups (from 
six to 24 months versus 25 to 83 months) and language of the 
MCH-Feeding Scale (English versus French) as covariates. There 
was no significant difference in the total scores between younger 

and older children, or between scales completed in English and 
French (Table 4).

A total score of 45, which is 1 SD above the mean obtained by 
the normative sample on the MCH-Feeding Scale, was used as the 
discrimination score for identifying feeding problems. When using 
a total score of 45 as the discrimination score, the results demon-
strated excellent sensitivity (87.3%) and specificity (82.3%). The 
area under the ROC curve was 0.845, suggesting good accuracy for 
this discrimination score.

TABLE 1
Characteristics of the study population
Characteristic Normative (n=198) Clinical nonmedical (n=91) Clinical medical (n=83) P*
Parent

Maternal age, years 34.09±5.52 32.98±5.31 32.90±5.17 0.127
Paternal age, years 36.38±5.94 37.24±6.83 36.47±5.65 0.538
Maternal education, years 15.01±2.56 14.28±2.77 14.26±2.52 0.029
Paternal education, years 14.83±2.68 14.85±2.68 14.10±2.75 0.109

Child
Age, months  31.16±19.62  24.64±15.92 26.93±17.31 0.013
Gestational age, weeks 38.96±2.27 39.03±1.57 37.21±3.79 0.000
Birth weight, g 3359±609 3130±547 2832±917 0.000
Boys, n (%) 92 (46) 48 (53) 50 (61) 0.082
First born, n (%) 91 (47) 61 (67) 37 (46) 0.005

Data presented as mean ± SD unless otherwise indicated. *One-way ANOVAs for continuous variables and Pearson’s c2 for categorical variables

TABLE 2
Types of feeding problems in the clinical sample

Type of feeding problem

Clinical  
nonmedical  
(n=91), n (%)

Clinical medical 
(n=83), n (%)

Lack of motivation 56 (61.5) 49 (59.0)
Oral-motor deficits 6 (6.6) 8 (9.6)
Food selectivity by texture 37 (40.7) 28 (33.7)
Food selectivity by type 41 (45.1) 36 (43.4)
Total 140* 121*
*The total in both groups is higher than the actual number studied because 
many children had more than one type of feeding problem diagnosed

TABLE 3
Mean total score and individual item scores of 
The Montreal Children’s Hospital Feeding Scale for 
normative and combined clinical groups
Individual item Normative (n=198) Clinical (n=174)
Item 1 2.85±1.58 5.30±1.53
Item 2 2.44±1.58 5.49±1.59
Item 3 2.64±1.44 4.60±1.51
Item 4 3.14±2.02 5.42±1.67
Item 5 2.74±1.12 3.57±1.84
Item 6 2.72±1.44 4.60±1.80
Item 7 1.87±1.24 4.02±2.04
Item 8 2.27±1.58 3.55±2.08
Item 9 2.72±1.99 4.91±2.16
Item 10 2.46±1.65 4.64±2.04
Item 11 1.48±1.03 3.32±2.09
Item 12 1.70±1.08 4.14±2.05
Item 13 1.83±1.20 3.37±1.89
Item 14 1.80±1.29 3.56±1.99
Total score* 32.65±12.73 60.48±13.04
Data presented as mean ± SD. *All 14 items and the total score differed sig-
nificantly by group at P<0.01
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Test-retest reliability
For the total score of the MCH-Feeding Scale, the correlation 
coefficients were 0.85 for the normative and 0.92 for the clinical 
sample at P<0.01 (two-tailed), indicating a high level of stability 
for the total score of the scale. Correlation coefficients for the 
individual items ranged from 0.76 to 0.98 in the normative sample 
and from 0.69 to 0.97 in the clinical sample, indicating an accept-
able level of stability for the individual items. All correlations for 
the individual items were significant at P<0.01 (two-tailed).

DISCUSSION
In the present study, the development of a valid and reliable bilin-
gual screening tool for quick detection of feeding problems in 
children from six months to six years of age was presented. Except 
for child age, no attempt was made to match child and parental 
variables for the normative and clinical groups. Nonetheless, the 
parental demographic data were similar in the three groups (nor-
mative, clinical nonmedical and clinical medical), suggesting that 
our normative sample was well matched to our clinical samples in 
terms of these variables. Although gestational age, birth weight 
and birth order were significantly different for the normative and 
two clinical groups, these variables did not influence the mothers’ 
report of feeding problems, implying that feeding difficulties cut 
across demographic variables and children’s health status, lending 
further support to the more recent biopsychosocial perspective of 
feeding problems (6,20). Although the four types of feeding prob-
lems (lack of motivation, oral-motor deficits, food selectivity 
according to texture and food selectivity according to taste) were 
diagnosed in both the clinical nonmedical and clinical medical 
groups, the severity of feeding problems likely varied according to 
their medical problems or pathophysiology (6,7,9).

The mean total score on the MCH-Feeding Scale for the clin-
ical group was more than 2 SDs higher than that of the normative 
sample, confirming the construct validity of this scale. Further sup-
port for construct validity came from the findings that there was 
no difference in the total MCH-Feeding Scale scores between the 
younger and older children as well as between the French and 
English versions, either between groups or within groups.

Of note is that parents in the normative group also reported 
difficulties around mealtimes, indicating that some degree of a 
feeding problem is part of typical feeding development and meal-
time behaviours. However, the clinical and normative groups were 
clearly different with regard to parental perception of the severity 
and/or frequency of feeding difficulties and their reactions to them. 
These findings replicate those of Crist and Napier-Phillips (19), 
who found that children with feeding problems engage in the same 
types of feeding behaviours as children without feeding difficulties, 

but at a higher frequency. In addition, the two clinical groups had 
almost identical scores on every item and total scores, suggesting 
that the parents of both clinical groups perceived similarly high 
frequency or intensity of mealtime behaviours and parental reac-
tions, independent of medical issues. These results lend support to 
the notion that feeding disorders should be considered as a separ-
ate clinical entity requiring clinics specialized in feeding 
disorders.

Good sensitivity and selectivity of the scale were confirmed 
with a cut-off point of 45, suggesting that with this cut-off point, 
the scale should give a low rate of misdiagnosis of feeding prob-
lems. One caveat is that, although our assessment confirmed the 
diagnosis of feeding problems in the clinical sample, the normative 
sample was not assessed and, thus, children with feeding disorders 
could not be excluded. However, given the literature on feeding 
problems in the general paediatric population, it was expected that 
a certain percentage of mothers would report feeding problems. In 
our normative sample, 17.5% of children had total scores on the 
MCH-Feeding Scale 1 SD above the mean and 4.5% had total 
scores 2 SDs above the mean. These percentages are similar to 
findings of larger-scale studies in which approximately 25% to 
50% of children were reported to have feeding difficulties and, of 
these, 3% to 10% were reported to be severe (1,2,4,5). These 
results further confirm the need for a short and easily adminis-
trable tool that would allow quick identification of feeding diffi-
culties and mealtime struggles. With good internal consistency 
and reliability measures, the brief scale in the present report fulfills 
this need.

One limitation of the present study is that parents who 
agreed to participate may have differed from the general popu-
lation because we did not record the number of parents who 
declined participation. The other possible limitation relates to 
the reliability study. Mothers in the clinical sample were aware 
that they would be asked to complete the scale on a second 
occasion before completing the MCH-Feeding Scale for the 
first time. However, in the normative group they completed the 
scale for the first time, unaware that they would be asked to 
complete the scale for a second time. Although it was believed 
that forewarning the clinical group would inflate their reliabil-
ity scores, the results did not support this hypothesis because 
the total scale and individual item reliability correlations for 
the two groups were very similar.

CONCLUSION
The MCH-Feeding Scale compares favourably with the longer 
behavioural and unilingual feeding scales by Archer et al (16), 
Crist et al (17), and Crist and Napier-Phillips (19) in terms of 
construct validity and reliability. This one-page scale enables the 
rapid identification of feeding difficulties in clinicians’ offices. 
Regardless of whether they struggle with medical issues, the iden-
tification of these children is important because they deserve 
expert clinical attention. Unique aspects of the MCH-Feeding 
Scale are that it is bilingual and can be used for quick detection of 
feeding problems with the help of an acetate overlay.

The MCH-Feeding Scale, scoring package and template for the 
acetate page are available in both languages in Appendix 1 
(page e16) and Appendix 2 (page e17).
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TABLE 4
The Montreal Children’s Hospital Feeding Scale: 
Total scores for normative and combined clinical groups 
by age and language

Independent variables

Normative (n=198) Clinical (n=174)

n
Score,  

mean ± SD n
Score,  

mean ± SD
Age, months

6 to 24 97 31.12±13.14 100 59.80±13.60
25 to 83 101 34.11±12.21 74 61.42±12.30

Language
English 41 33.19±12.33 111 61.44±13.00
French 57 31.32±13.69 63 58.81±13.06
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The Montreal Children’s Hospital  · Pediatric Feeding Program  

 
The MCH-Feeding Scale 

(For children: 6 months - 6 years) 
 

DATE:____________________________    NAME OF CHILD:____________________________________________ 
 
    
Please CIRCLE the corresponding number on each item. Note that the meaning of the numbers vary – they do not all 
go in the same direction. Please read each question carefully. Thank you. 
 

       
1. How do you find mealtimes with your child?   1 2 3 4 5 6 7 
                                                          Very difficult                                      Easy 
 
2. How worried are you about your child’s eating?   1 2 3 4 5 6 7 

                      Not worried             Very worried 
 

3. How much appetite (hunger) does your child have?  1 2 3 4 5 6 7 
                                                         Never hungry                                  Good appetite 
 
4. When does your child start refusing to eat    1 2 3 4 5 6 7 

during mealtimes?                    At the beginning                          At the end
                                               
5. How long do mealtimes take for your child    1 2 3 4 5 6 7 

(in minutes)?                                          1-10      11-20        21-30      31-40        41-50      51-60     >60 min 
                                

6. How does your child behave during mealtimes?   1 2 3 4 5 6 7 
                                                    Behaves well                                        Acts up, makes a big fuss 
 
7. Does your child gag or spit or vomit with certain    1 2 3 4 5 6 7 
            types of food?                                            Never                                           Most of the time 
 
8. Does your child hold food in his/her mouth   1 2 3 4 5 6 7 

without swallowing it?                                Most of the time                                   Never 
 
9. Do you have to follow your child around or use    1 2 3 4 5 6 7 

distractions (toys, TV) so that your child will eat?                        Never                              Most of the time
          
10. Do you have to force your child to eat or drink?                 1 2 3 4 5 6 7 

                                     Most of the time                               Never
                               

11. How are your child’s chewing (or sucking) abilities?  1 2 3 4 5 6 7 
                                                               Good                                          Very poor 
 
12. How do you find your child’s growth?     1 2 3 4 5 6 7 
                                                                 Growing poorly                                                            Growing well 
 
13. How does your child’s feeding influence    1 2 3 4 5 6 7 

your relationship with him/her?                               Very negatively            Not at all
                                       
14. How does your child’s feeding influence your    1 2 3 4 5 6 7 

family relationships?                                   Not at all                     Very negatively 
 
 
                                    

 
The Montreal Children’s Hospital  · Pediatric Feeding Program 

 
The MCH-Feeding Scale 

(For children: 6 months - 6 years) 
 

    
 
 
Numbers in boxes represent feeding difficulties 
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The Montreal Children’s Hospital   Pediatric Feeding Program 
  

The MCH-Feeding Scale Scoring Sheet  
 
Child’s name:______________________ Birth date:      
Date of screening:    Age:        
 
To get the total raw score: 
 
1. Enter the scores of the 7 items with 
asterisk in first column.  
 
2. Reverse the scores for the items with 
asterisk in the 1st column (17, 26, 
35, 44, 53, 62, 71) and enter 
the reversed scores in the 2nd column. 
 
3. Enter the scores of the 7 items without 
asterisk in the 2nd column.  
 
4. Add the scores of the 14 items in the 
2nd column to get total raw score. 
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T score equivalents for  
MCH-FS  total raw scores 

 

Raw  
score 

T-
score 

Raw 
score 

T-
score 

T- score 
Ranges 

 
Interpretation 

14 35 56 68 
15 36 57 69 

 
61 to 65 

 
Mild Difficulties 

16 37 58 70 
17 38 59 71 

 
66 to 70 

 
Moderate Difficulties 

18 39 60 72 
19 39 61 72 

 
Above 70 

 
Severe Difficulties 
 

20 40 62 73  

21 41 63 74  

22 42 64 75  

23 43 65 76  

24 43 66 76  

25 44 67 77  

26 45 68 78  

27 46 69 79  

28 46 70 80  

29 47 71 80  

30 48 72 81  

31 49 73 82  

32 50 74 83  

33 50 75 83  

34 51 76 84  

35 52 77 85  

36 53 78 86  

37 54 79 87  

38 54 80 87  

39 55 81 88  

40 56 82 89  

41 57 83 90  

42 57 84 91  

43 58 85 91  

44 59 86 92  

45 60 87 93  

46 61 88 94  

47 61 89 94  

48 62 90 95  

49 63 91 96  

50 64 92 97  

51 65 93 98  

52 65 94 98  

53 66 95 99  

54 67 96 100  

55 68 97 101  

  98 102  

 
Items 1* ______ ______ 

2   ______     

3* ______      ______ 

4* ______      ______ 

5                     ______ 

6                     ______ 

7                     ______ 

8* ______      ______ 

9                     ______   

  10*______     ______ 

  11  ______ 

  12*______     ______ 

            13*______      ______ 

  14 ______ 

 

Total raw score:  ______ 
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L’Hôpital de Montréal pour enfants · Programme pédiatrique d’alimentation 

     
   Échelle d’alimentation-HME 

                                                                                                                                    (POUR LES ENFANTS :6 MOIS-6 ANS)  
                               
 Date :_____________________                               Nom de l’enfant :__________________________ 
 
ENCERCLEZ  le chiffre le plus approprié. Veuillez bien lire chaque question puisque la signification des chiffres peut 
varier d’une question à l’autre. Merci 
 
                  
1. Comment trouvez-vous les repas avec votre enfant?  1 2 3 4 5 6 7

          Très  difficiles                            Faciles 
  

2. Êtes-vous inquiète au sujet de l’alimentation de votre   1 2 3 4 5 6 7         
       enfant?                                             Pas inquiète                                                          Très inquiète 
 
3. Dans quelle mesure votre enfant a-t-il de l'appétit   1 2 3 4 5 6 7  
 (a-t-il faim)?                   Aucun appétit                                               Bon appétit 
                                                                           
4. Au cours des repas, à quel moment votre enfant   1 2 3 4 5 6 7       

commence-t-il à refuser de manger ?                                   Au début                                                  À la fin 
                                                                                      
5. Combien de temps, en minutes, dure un repas pour     1 2 3 4 5 6 7 
        votre enfant?                                            1-10     11-20      21-30     31-40    41-50     51-60    > 60 Mins 
                                                                    
6. Au cours des repas, comment votre enfant                                   1 2 3 4 5 6 7 
        se comporte-t-il?                        Se comporte bien                           Se comporte mal
                                     ou fait des crises
                                           
7. Votre enfant a-t-il des haut-le-cœur, crache-t-il ou                      1 2 3 4 5             6             7 

 vomit-il lorsqu'il mange certaines catégories d'aliments?               Jamais                                      La plupart du temps 
                                                                           
8.    Votre enfant garde-t-il des aliments dans sa bouche            1 2 3 4 5 6 7 
        sans les avaler?                         La plupart du temps                                             Jamais   
                                                     
9.     Devez-vous suivre votre enfant ou le distraire    1 2 3 4 5 6 7 
        (par ex., jouets, télévision) pour le faire manger?                              Jamais         La plupart du temps           
  
10.   Devez-vous forcer votre enfant pour le faire     1 2 3 4 5 6 7 

 manger ou boire?                       La plupart du temps                                            Jamais   
                                                                               
11.    Comment est la mastication (ou la succion)    1 2 3 4 5 6 7  
         de votre enfant?                                           Bien                              Très mal 
                                                                                   
12.   Que pensez-vous de la croissance de votre enfant?            1 2 3 4 5 6 7 
                        Croissance inappropriée                                                 Grandit bien 
              
13. Comment  l'alimentation de votre enfant influence-t-elle          1 2 3 4 5 6 7 

la relation que vous avez avec elle/lui?                             De façon très négative                                           Pas du tout
                                                             

14.  Comment  l’alimentation de votre enfant influence-t-elle               1 2 3 4 5 6 7 
       les relations familiales?                                   Pas du tout                    De façon très négative    
                                      

  

 
L’Hôpital de Montréal pour enfants · Programme pédiatrique d’alimentation 

    
  Échelle d’alimentation-HME 

(POUR LES ENFANTS :6 MOIS-6 ANS)  
                               
                           Les numéros dans les boîtes indiquent les difficultés d’alimentation 
        
 
  
             
1. Comment trouvez-vous les repas avec votre enfant?  1 2 3 4 5 6 7

          Très  difficiles                            Faciles 
  

2. Êtes-vous inquiète au sujet de l’alimentation de votre   1 2 3 4 5 6 7         
       enfant?                                             Pas inquiète                                                          Très inquiète 
 
3. Dans quelle mesure votre enfant a-t-il de l'appétit   1 2 3 4 5 6 7  
 (a-t-il faim)?                   Aucun appétit                                               Bon appétit 
                                                                           
4. Au cours des repas, à quel moment votre enfant   1 2 3 4 5 6 7       

commence-t-il à refuser de manger ?                                   Au début                                                  À la fin 
                                                                                      
5. Combien de temps, en minutes, dure un repas pour     1 2 3 4 5 6 7 
        votre enfant?                                            1-10     11-20      21-30     31-40    41-50     51-60    > 60 Mins 
                                                                    
6. Au cours des repas, comment votre enfant                                   1 2 3 4 5 6 7 
        se comporte-t-il?                        Se comporte bien                           Se comporte mal
                                     ou fait des crises
                                           
7. Votre enfant a-t-il des haut-le-cœur, crache-t-il ou                      1 2 3 4 5             6             7 

 vomit-il lorsqu'il mange certaines catégories d'aliments?               Jamais                                      La plupart du temps 
                                                                           
8.    Votre enfant garde-t-il des aliments dans sa bouche            1 2 3 4 5 6 7 
        sans les avaler?                         La plupart du temps                                             Jamais   
                                                     
9.     Devez-vous suivre votre enfant ou le distraire    1 2 3 4 5 6 7 
        (par ex., jouets, télévision) pour le faire manger?                              Jamais         La plupart du temps           
  
10.   Devez-vous forcer votre enfant pour le faire     1 2 3 4 5 6 7 

 manger ou boire?                       La plupart du temps                                            Jamais   
                                                                               
11.    Comment est la mastication (ou la succion)    1 2 3 4 5 6 7  
         de votre enfant?                                           Bien                              Très mal 
                                                                                   
12.   Que pensez-vous de la croissance de votre enfant?            1 2 3 4 5 6 7 
                        Croissance inappropriée                                                 Grandit bien 
              
13. Comment  l'alimentation de votre enfant influence-t-elle          1 2 3 4 5 6 7 

la relation que vous avez avec elle/lui?                             De façon très négative                                           Pas du tout
                                                             

14.  Comment  l’alimentation de votre enfant influence-t-elle               1 2 3 4 5 6 7 
       les relations familiales?                                   Pas du tout                    De façon très négative    
                                    

 

L’Hôpital de Montréal pour enfants   Programme pédiatrique d’alimentation 
  

Grille de cotation de l’Échelle d’alimentation-HME  
Nom de l’enfant:______________________ Date de naissance:      
Date complétée:              Âge :       
 
Pour obtenir le total des cotes 
brutes : 
 
1. Inscrire les cotes des 7 items avec 

un astérisque dans la 1e colonne. 
2. Inverser les cotes des items de la 1e 

colonne avec un astérisque (17, 
26, 35, 44, 53, 62, 
71) et inscrire les cotes inversées 
dans la 2e colonne. 

3. Inscrire les cotes des 7 items sans 
astérisque dans la 2e colonne. 

4. Additionner les cotes des 14 items 
de la 2e colonne pour obtenir le total 
des cotes brutes. 
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Cote normalisée 
 pour le total des cotes brutes 

 

Cote 
Brute 

Cote 
Normalisée 

Cote 
Brute 

Cote 
Normalisée 

Cote 
Normalisée 

 
Interprétation 

14 35 56 68 
15 36 57 69 

 
61 à 65 

 
Difficultés légères 

16 37 58 70 
17 38 59 71 

 
66 à 70 

Difficultés 
modérées 

18 39 60 72 
19 39 61 72 

 
 70 et + 

    
Difficultés sévères 

 
20 40 62 73  

21 41 63 74  

22 42 64 75  

23 43 65 76  

24 43 66 76  

25 44 67 77  

26 45 68 78  

27 46 69 79  

28 46 70 80  

29 47 71 80  

30 48 72 81  

31 49 73 82  

32 50 74 83  

33 50 75 83  

34 51 76 84  

35 52 77 85  

36 53 78 86  

37 54 79 87  

38 54 80 87  

39 55 81 88  

40 56 82 89  

41 57 83 90  

42 57 84 91  

43 58 85 91  

44 59 86 92  

45 60 87 93  

46 61 88 94  

47 61 89 94  

48 62 90 95  

49 63 91 96  

50 64 92 97  

51 65 93 98  

52 65 94 98  

53 66 95 99  

54 67 96 100  

55 68 97 101  

  98 102  

 
Items 1* ______ ______ 

2   ______     

3* ______      ______ 

4* ______      ______ 

5                     ______ 

6                     ______ 

7                     ______ 

8* ______      ______ 

9                     ______   

  10*______     ______ 

           11  ______ 

           12*______     ______ 

           13*______      ______ 

           14 ______ 

 

Total des cotes brutes:  ______

                                        

 
 

Échelle d’alimentation-HME 
 
 
                               
                             

 
 

 
 

        
Les numéros dans les boîtes indiquent les difficultés d’alimentation 
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