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Introduction
In 2001, 13 percent of children under the age of 18 in the United States were estimated to have a special health care need.  During 2005 to 2006, the National Survey of Children with Special Health Care Needs (NS- SCHCN) estimated 14 percent (10.2 million) of children under the age of 18 in the United States have a special health care need.  Today, over 19 percent of the nations children under the age of 18 have a special health care need (1).  This represents an increase in prevalence of children with special health care needs (8-strickland, Minihanyellow).  In parallel, the childhood obesity rate (BMI ≥ 95th percentile) among regularly developing children has risen from 15 percent in 2001, to 17 percent in 2007 (1-3).  Excluded from public obesity statistics are children with special health care needs (SHCN).  36 percent of children with special health care needs, age 10 to 17 years, are overweight or obese, compared to 30 percent of regularly developing children (3).    
The target population for obesity is being overlooked.  The gap in weight management interventions between children developing normally and children with SHCN may be due to the complexity of the epidemiology of children with SHCN.  Children with SHCN represent a diverse population whose health conditions are not easily understood or managed (4).  Once these children have been diagnosed as overweight or obese the tools they are expected to use do not fit to their needs or conditions. Perhaps this is because it is easier and less expensive to implement programs geared toward the general public (5).  Schools serve as a primary hub for nutrition and weight management (5,6).  However, schools are not comprised of a homogenous population.  The population that the school nutrition and wellness programs work for is the least at-risk.  With the childhood obesity epidemic at a peak, statistics have begun showing weight stability among regularly developing school-aged children.  As obesity among the general population is being resolved, the rate of obesity among children with SHCN remains untouched.  Children with SHCN who already have one predisposing condition may not be able to cope with the secondary conditions related to obesity.  Obesity also stigmatizes these children further as “different.”
Historically, children with chronic conditions were classified using one of three approaches (7).  Condition lists were used to define populations of chronic illness.  Functional status assessments were used to identify children whose chronic conditions caused impairments in basic function, such as hearing or seeing, or impairments in higher level functioning, such as activities of daily living.  Limitations in socially defined roles, such as school or play, due to chronic conditions, have been used to identify children with disabilities.  These approaches were used to identify target populations for public programs serving children with chronic conditions (7), however they are no longer being used.  
Federal and State Title V programs have shifted their focus from narrowly defining the target population of children to a broader conception of the target population of children.  The term “children with special health care needs” was incorporated, in 1998, replacing the old term “crippled children.”  When the term “children with special health care needs” was first adopted there was no uniform definition.  Recently, the federal Maternal and Child Health Bureau (MCBH) redefined children with special health care needs for planning and advocacy purposes as:

“...those who have or are at increased risk for a chronic physical, developmental, behavioral, or emotional condition and who also require health and related services of a type or amount beyond that required by children generally” (4-8).

	This definition was created to help states develop coordinate systems of care addressing the needs of families raising children with SHCN and the chronic medical and the behavioral conditions of these children.  The idea that states should coordinate their systems of care to address children with special health care needs is where the root of the problem lies.  Coordinating systems of care is not effective or appropriate for these children because their conditions are not homogenous. Their needs differ in the type of health care required, cost, accessibility to care, severity of condition, and stableness of condition.   To begin designing and implementing programs that will be effective among this population and fight the obesity epidemic that they are facing, they first need to recognize that children with SHCN encounter other nutritional problems such as growth alterations (obesity or growth retardation), metabolic disorders, poor feeding skills, altered energy needs and food taste and texture selectivity (10) that normally developing children do not encounter as frequently.  Newacheck et al (7) has established a system to categorize children with special health care needs by (1) physical, (2) developmental, (3) behavioral, or (4) emotional condition.
	The purpose of this review is to determine why children with special health care needs are at an increased risk for obesity, which subgroups within these children are of the greatest risk, and the intervention methods that are available to them.
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Brief Overview
This section is provided to show the reader what has been surveyed and established as overweight/obese in children with SCHN.  There are limited studies and statistics available for obesity rates among children with special health care needs. The study designs of the large national influential surveys that are the sources of obesity prevalence, such as the National Health and Nutrition Examination Survey (NHANES) and the Youth Risk Behavior Survey (YRBS) are not appropriately conducted for children with special health care needs.  When the YRBS study was conducted in public schools to compare obesity in normally developing children against children with SHCN, the study collected random samples.  However, this does not represent the number of children with SHCN because children with SHCN are often in specialized classrooms during the surveys.  Furthermore, the questions in the surveys are written at a 7th grade reading level and may not be comprehendible by children with certain intellectual/developmental disabilities (5).  Additionally, the NHANES participants who cannot stand by themselves because of chronic condition or disability are not measured, and their weight status is not collected.   

Special health care needs children with intellectual/developmental disabilities
Children with intellectual/development disabilities (ID) will be looked at in-depth in this review because they have the most risk factors associated with obesity, both lifestyle and genetic.  Children with ID compromise a specific population of CSHCN  (6,11).  Specifically, NHANES has identified children with physical limitations, attention deficit disorder, learning disability, and those receiving special education or early intervention services as having a developmental disability (9).  Studies have shown that 40 percent of children with ID are overweight or obese (12). These children often have one or more predisposing factors associated with obesity such as certain dietary factors (9), genetic syndromes (12), reduced levels of physical activity, and the use of medications that cause weight gain (12).  Dietary factors such as parents using food as a behavioral reinforce, lack of participation in physical activities because of a lack of inclusion in team sports, poor coordination, and/or social isolation may contribute to positive energy balance and, in time, to increased weight gain (9).  The limited available literature on the prevalence of overweight in children with developmental disorders has been based on clinical observations and studies with small sample sizes (5). Although the high prevalence of overweight among children with genetically-related disabilities such as Prader-Willi syndrome, Down syndrome, congenital disabilities such as spina bifida, and some types of cerebral palsy is well documented, there is little data for children with other types of developmental disorders.  Children with the conditions listed above may be at a disadvantage for weight management because their health care provider may focus on their primary condition, rather than preventative efforts for weight management (5,9). 
A study in the UK examined the incidence of obesity and obesity-related health conditions in children with ID in schools (13). Results were compared to children without ID to determine if there were any health disparities between the two groups.  A convenience sample of children with ID, ages 12 to 18 years, was selected.  Results showed that children with autism, Down syndrome, and spina bifida were more likely to be overweight (BMI ≥ 85th percentile) and obese (BMI ≥ 95th percentile) than children without ID. This study concluded that there is a significantly higher prevalence of overweight and obesity among children with ID than children without ID.  The rate of children with autism, Down syndrome, and spina bifida are two to three times higher than non-disabled youths.  The study also concluded that children with ID are at greater risk for secondary conditions associated with obesity, such as high blood pressure, high blood cholesterol, and early maturation (13).  While Prader-Willi and Down syndrome includes obesity as a clinical feature (5,6), weight management interventions should still occur.
In Scotland, a study was conducted using body mass index (BMI) to test the prevalence of obesity among ambulatory children with ID in schools (11).  This study excluded non-ambulatory children and children with diagnoses known to alter obesity (e.g. Down syndrome; Prader-Willi syndrome).  The study sample consisted of 206 ambulatory students, nine to 17 years old, from ten small-medium-sized non-residential schools, separated from ‘mainstream’ schools because they had large ambulatory populations and were designated for those with mild-moderate ID. The study found ambulatory children with mild-moderate autism are a high-risk population for obesity (11).  The finding of a high prevalence of overweight in children with developmental disorders emphasizes the importance of implementing strategies, for the prevention, early identification and management of excess weight gain for this population (9,12).  Strategies for weight management will be discussed further in this review.

Nutrition
In a survey by Betz et al (11), families of children with disabilities reported the following barriers to nutritional services: (1) lack of service provider’s knowledge about available services, (2) insufficient funding for services, (3) the family had other medical priorities, (4) lack of knowledgeable dietitians and (5) lack of transportation (10).  
The World Health Organization Cross-National Study Questionnaire concluded that children with physical disabilities consumed more candy and french-fries and less servings of vegetables and low-fat milk products (14).  In a study by Fragala-Pinkham et al (10), the nutrition-counseling component of a fitness program was designed geared towards children with disabilities.  28 children with neuromuscular or developmental disabilities, ages 6–14 years participated.  Participants had a variety of diagnoses such as intellectual disabilities, pervasive developmental disorders, genetic disorders or cerebral palsy.  The comprehensive fitness program involved exercise, parent education on physical activity promotion and nutrition counseling. The 16-week program met twice a week where the children participated in three individual and two group nutrition sessions, along with exercise and physical activity promotion.  At the end of the 16-weeks parents reported a significant change in their child’s eating habits and behaviors.  However, no significant decreases in BMI were observed.  Parents who participated in the nutrition counseling said they had learned new ways to teach nutrition and fitness to their child.  Some parents admitted to never having enforced healthy eating because other health concerns for their child seemed more important (10).  A post intervention was held where parents discussed the effectiveness of the verbal and kinetic teaching methods used.  A long-term study would need to be conducted to evaluate the long-term effectiveness of programs such as this. 
Children with autism spectrum disorders are an example of children with SHCN who’s condition needs to be understood before prevention strategies can be implemented. Autism is a severe neurodevelopmental disorder with restrictive repetitive patterns of behavior (15).  Children with autism spectrum disorders have been widely recognized because of abnormalities in eating.  For these children, weight management is difficult due to eating behaviors and activity levels.  They may fixate on certain colors or textures of foods, limiting the diversity of their diets and leading to increased energy intake (5,15).  Only small studies have been performed to evaluate eating habits among children with autism spectrum disorders.  More large studies need to be conducted before an intervention can be established.  

Physical Activity
The U.S. Department of Health and Human Services Physical Activity Guidelines for Americans (19) for all children and youth call for moderate-intensity and vigorous-intensity physical activity for periods of time that add up to 60 minutes or more each day (17).  As children with SHCN are at serious risk for additional health consequences such as obesity and musculoskeletal impairments as a result of a more sedentary lifestyle, increasing their levels of physical activity should be a life-long objective (17,20,21).  Mobility limitations, such as in cerebral palsy, spinal cord injury, muscular dystrophy, or spina bifida can make physical activity challenging (5).  Additional barriers such as cost, lack of appropriate equipment, limited building accessibility, and lack of information about appropriate programs may limit engagement in physical activity.  39 percent of youth with physical disabilities reported having never exercised (14).  Another barrier for children and adolescents with moderate and severe disabilities is lack of direct recreation/leisure instruction and planned opportunities for participation in many school and community recreation activities (22).  Recreational activities by volunteers are often not condusive for children with SHCN because the volunteers are not trained to address the specific condition (5).  Participation in competitive team physical activity burns more calories than solo physical activity (16,17).  It is often more difficult for children with SHCN to participate in competitive team physical activity because they may not have the mental stigma to “win” (5).   Studies have shown that children with disabilities participate in very little school-based physical activity, are much less likely to participate in healthy physical activity after school and are far more likely to be sedentary on the weekends (17, 12).  Screen-time may be increased in children with SHCN to compensate for time spent not engaging in physical activity (5).  A focus group of parents of children with behavioral conditions, such as autism, reported that television provided important social learning that their child was not receiving from their peers (5). 
Children with SHCN who incorporate regular physical activity into their lifestyle will increase the likelihood of improved health in adulthood, as well as reduce secondary conditions such as cardiovascular disease and osteoporosis. Physical activity also provides psychological benefits including opportunities to form friendships, express creativity, and develop self-esteem and confidence (12,20,21). 

School Curriculum
Curriculum in schools also plays a major role in childhood obesity.  Children attending mainstream schools are exposed to more weight management programs than children attending secondary or alternative schools (29).  Furthermore, the weight management programs are often geared towards students without special health care needs.  Children with SHCN are often overlooked in the curriculum, and may suffer unnecessary weight gain because of it (29).  In an interview with five special education teachers, the teachers reported that they were left to “do the best they could do” with the unadapted materials and curricula for childhood obesity prevention (5).  The same is true for the curriculum in physical education classes (5,28).  To reduce the likelihood of developing obesity-related secondary health conditions, educational and healthcare providers need to include this group of children in active health promotion efforts, including the provision of anticipatory guidance and specific counseling about the health risks (9).  
A pilot hospital-study conducted by Speroni et al, found that an educational approach focusing on exercise and nutrition empowers both children and their families to make better lifestyle choices around activity participation and food selections.  Improved lifestyle choices equate with improved health over a lifetime (23).  An effective education model for nutrition and fitness was created by Simpson et al (29).  The model includes hands-on learning, such as grocery shopping simulations, verbally coaching them along the way, gradually moving from basic to complex concepts, and closely monitoring what the child knows and remembers (29).  Similar models have been used in previous studies and have proven effective. 

Health Care Needs, Accessibility and Costs
Today, programs for children with SHCN, supported through Title V of the Social Security Act, exist in every state, territory, and the District of Columbia.  Public health agencies are expected to: 

“…provide and promote family-centered, community-based coordinated care …and  facilitate the development of community-based systems of services …for children with special health care needs and their families” (1-4, 8-10, 24, 25).

The NS-CSHCN is the primary source of nationally representative information about this population.  Parents are asked five qualifying questions about their child’s health care need (See Figure 1).
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  A child is characterized as having a “special health care need” if a child has a chronic health condition that has lasted more than 12 months and can answer affirmatively to at least one of the five screen questions (25). This survey revealed that in the past year, children with SHCN were more likely to have problems accessing the specialty care that they needed: 27 percent of children with SHCN has problems accessing care, compared to 21.2 percent of children without SHCN.  30.7 percent of children with SHCN in need of more complex medical services had problems gaining access to specialists that they needed (26).  The numbers of children with SHCN who were not receiving the medical care they required is partly due to lack of proper health insurance coverage. 11.6 percent of children with SHCN reported being uninsured during the past year. 31.8 percent of children with SHCN with public insurance also reported having problems accessing specialty care.  48.8 percent of children with SHCN who had one of seven emotional, behavioral, or developmental conditions, did not receive mental health services.  A recent survey asked two questions based on control of the health condition.  Parents were asked to rank their child based on severity.  Rankings ranged from zero (least severe) to ten (most severe).  Parents were also asked to rank their child based on stability of medical needs.  Ranking options consisted of “change all the time,” “change only once in a while,” “are usually stable,” and “none of the above.”  The results from these two questions raised surprising results.  Children who conditions ranked as mildly or moderately severe were significantly more likely than those in the lowest severity ranges to have an unmet need for specialty care.  Children with the highest severity ranks were equally as likely as children in the least-severe ranks to have an unmet need for specialty care.  The researchers hypothesized that there may be a threshold at which a child’s needs are so severe that a parent becomes proficient in navigating the health care system (26).  The expense of raising a child with SHCN is substantially more expensive than raising a normally developing child.  On average, children with SHCN attend 12 times more doctor’s visits than normally developing children.    Also, many parents of children with SHCN are forced to reduce the number of hours they work per week or stop working to care for their child with SHCN (17,26).  
The new Title V approach to addressing children with SHCN is flawed in that it does not address the individual needs of each child.  However, the new approach is designed for families as well as children to change their eating habits and lifestyles.  The role of families in maintaining a healthy weight is vital because healthy eating, physical activity, and sedentary behavior occur at home much of the time (5).  Prior research has shown that collaborative decision making between parents, child, and provider was associated with increased satisfaction, reduced medication errors, and increased disease self-management. Family is a support system for the child with SHCN and also an example for them to follow.  If what they are learning at school about health and wellness is not practiced and enforced at home, the child is more likely to continuing the same harmful habits.  Studies such as Frangala-Pinkham et al (10) have showed that parents often have never been educated in how to consume a healthy diet.  Once educated, parents want to continue healthy eating habits at home with their children.  
 In an effort to address the number of children with SHCN without insurance or proper care, Title V of the Social Security Act assumed responsibility for meeting the needs of children with physical disabilities by providing specialty physicians’ services through the Crippled Children’s Services Program (children with SHCN used to be referred to as “crippled children”).  However, today, many children with SHCN see a subspecialist rather than a primary care provider for their regular source of health care (5) and routine preventative screenings, such as weight assessment, are not within the realm of the sub-specialist (5). 
It is important that children and families have a “medical home.”  The “medical home” initiative began in 1994 as a collaborative effort between the MCHB and American Academy of Pediatrics.  The aim is to find new ways to ensure children receive care that is coordinated, ongoing, and family-centered.  A “medical home” has been defined as a “…convenient, reliable source for comprehensive care where families are welcomed and encouraged to be involved in their child’s care and where comprehensive services are provided and coordinated” (24,28,29).  Children with medical homes are more likely to have less delayed care, less problems getting care, fewer unmet health care needs, and fewer unmet needs for family support services (24,28).  

Conclusion
To being addressing childhood obesity among children with special health care needs, more data needs to be collected on obesity rates among children with SHCN.  There are a number of small studies but no larger studies have been performed (5,12).  The public needs to realize that children with SHCN are being overlooked and that the current school curriculums and public interventions are of no use to children with SHCN.    
Recent policy initiatives promise to extend routine preventative services, including preventive screening for weight and counseling to parents about healthy eating and physical activity, to children with SHCN (5).  The new policy initiatives plan to (1) increase “medical homes” among families and children with SHCN, (2) establish weight management programs in schools and in public for children with SHCN, (3) educate families on nutrition and wellness, and (4) redefine population of children with SHCN more specifically because addressing all children with SHCN does not distinguish specific health conditions.  Health care providers and educators need to undergo additional training to incorporate children with SHCN into their scope of practice.  Families should be able to afford the extra medical expenses their child with SHCN requires.  Preventing childhood obesity will prevent the development of secondary conditions that will follow children into adulthood.     

Validity
Studies that used BMI as the measurement tool were inaccurate for many children with SHCN.  Researchers have shown that BMI may not be the best measurement for some people with disabilities.  For example, BMI can underestimate the amount of fat in people with spinal cord injuries who have less lean muscle mass.  Some researchers prefer measuring a person’s waist or neck where extra fat might be on the body, and using other methods to determine if a person is overweight or obese (5,20,1).  Alternate body mass measurement tools do exist, however, are not used regularly.  Also, previous studies have shown that studies involving parental “opt-in” consent may underestimate obesity because parents of overweight and obese children are significantly less likely to opt-in than parents of children of normal weight (30).  Because the population being looked at is under 18, all studies involve parental “opt-in.”  Some studies had the parents provide weight and height measurements for children, leading to inaccuracies.  Studies show that parents of children with disabilities or overweight children are less likely to participate studies (30).  


Reference:
1) Center for Disease Control. 2010. Available at: http://www/cdc/gov. Accessed November 24, 2011.
2) Ogden CL, Carroll MD, Curtin LR, McDowell MA, Tabak CJ, Flegal KM. Prevalence of overweight and obesity in the United States, 1999-2004. Prev Chronic Dis. 2006;295:1549-1555.
3) Data Resource Center for Children and Adolescents. 2011. Available at: http://www.childhealthdata.org. Accessed November 24, 2011. 
4) Bramlett MD, Read D, Bethell C, Blumberg SJ. Differentiating subgroups of children with special health care needs by health status and complexity of health care needs. J Matern Child Health. 2009;13:151-163. 
5) Minihan PM, Fitch SN, Must A. What does the epidemic of childhood obesity mean for children with special health care needs? Journal of Law, Medicine & Ethics. 2007;61-77. 
6) Holcomb MJ, Pufpaff LA, McIntosh DE. Obesity rates in special populations of children and potential interventions. Psychology in Schools. 2009;46(8):797-804.
7) Newacheck PW, Strickland B, Shonkoff JP, Perrin JM, McPherson M, McManus M, Lauver C, Fox H, Arango P. An epidemiologic profile of children with special health care needs. Pediatrics. 1998;102(1)117-123.
8) Strickland B, McPherson M, Weissman G, van Dyck P, Huang ZJ, Newacheck P. Access to medical home: Results of the National Survey of Children with Special Health Care Needs. Pediatrics. 2004;113:1485-1492.
9) Bandini LG, Curtin C, Hamad C, Tybor DJ, Must A. Prevalence of overweight in children with developmental disorders in the continuous national health and nutrition examination survey (NHANES 1999-2002. 2005;146:738-743.
10) Frangala-Pinkham MA, Bradford L, Haley SM. Evaluation of nutrition counseling component of a fitness programme for children with disabilities. Pediatric Rehabilitation. 2006; 9(4): 378–388.
11) Stewart L, de Van LV, Katsarou V, Rentziou E, Jackson P, Reilly JJ, Wilson D. High prevalence of obesity in ambulatory children and adolescents with intellectual disability. J Int Disabil Res. 2009;63(10)882-886.
12) De S, Small J, Baur SA. Overweight and obesity among children with developmental disabilities. Journal of Intellectual and Developmental Disabilities. 2008;33(1):43-47.
13) Rimmer JH, Yamaki K, Lowry BMD, Wang E, Vogel LC. Obesity and obesity-related secondary conditions in adolescents with intellectual/developmental disabilities. J Int Disabil Res. 2010;54(9)787-794.
14) Steele CA, Kalnins IV, Jutai JW, Stevens SE, Bortolussi JA, Biggar WD. Lifestyle health behaviors of 11- to 16-year-old youth with physical disabilities. Health Education Research. 1996;11:173-186.
15) Johnson CR, Benjamin HL, Mayer-Costa M, Sacco K. Eating habits and dietary status in young children with autism. J Dev Phys Disabil 2008; 20:437-448.
16) Zapata LB, Bryant CA, McDermott RJ, Hefelfinger JA. Dietary and physical activity behaviors of middle school youth: the Youth Physical Activity and Nutrition Survey. J Sch Health. 2008;78:9-18.
17) Rimmer JA, Rowland JL. Physical activity for youth with disabilities: A critical need in an undeserved population. Developmental Neurorehabilitation. 2008;11(2):141-148.
18) Curin C, Bandini LG, Perrin EC, Tybor DJ, Must A. Prevalence of overweight in children and adolescents with attention deficit hyperactivity disorder and autism spectrum disorders: a chart review. BMC Pediatrics. 2005;5(48):1-7.
19) United States Department of Agriculture. 2011. Available at: http://www.choosemyplate.gov/foodgroups/physicalactivity_amount.html. Accessed October 18, 2011.
20) Washington K, Kopp K. Nutrition Interventions for Children With Special Health Care Needs: Physical activity for children with special health care needs. 2010; Available at: http://www.doh.wa.gov.  Accessed November 25, 2011.
21) Knapp CA, Madden VL, Marcu ML. Factors that affect parent perceptions of provider-family partnership for children with special health care needs. J Matern Child Health. 2010;14:742-750. 
22) Oriel KN, George CL, Blatt PJ. The impact of a community based exercise program in children and adolescents with disabilities: A pilot study. Physical Disabilities: Education & Related Services. 2005; 1-20.
23) Speroni KG, Tea C, Earley C, Niehoff V, Atherton M. Evaluation of a pilot hospital- based community program implementing fitness and nutrition education for overweight children. JPSN. 2008; 13(3):1057-1061.
24) Strickland BB, van Dyck, PC, Kogan MD, Lauver C, Blumberg SJ, Bethell CD, Newacheck PW. Assessing and ensuring a comprehensive system of services for children with special health care needs: A public health approach. Am J Pub Health. 2011;101(2):224-231.  
25) Minihan PM, Must A, Anderson B, Popper B, Dworetzky B. Children with special health care needs: Acknowledging the dilemma of difference in policy responses to obesity. Prev Chronic Dis. 2011;8(5):A95.
26) Minihan PM, Must A, Anderson B, Popper B, Dworetzky B. Children with special health care needs: Acknowledging the dilemma of difference in policy responses to obesity. Prev Chronic Dis. 2011;8(5):1-7.
27) Mayer ML, Skinner AC, Slifkin RT. Unmet need for routine and specialty care: Data from the national survey of children with special health care needs. Pediatrics. 2004; 113(2):e109-e115.  
28) McPherson M, Arango P, Fox H, Lauver C, McManus M, Newacheck P, Perrin J, Shonkoff J, Strickland B. A new definition of children with special health care needs. Pediatrics. 1998;102(1):137–140.
29) Simpson CG, Swicegood PR, Gaus MD. Nutrition and fitness curriculum: Designing interventions for children with developmental disabilities. Exceptional Children. 2006;38(6):50-53. 
30) Bandini LG, Anderson SE, Curtin C, Cermak S, Evans EW, Scampini R, Maslin M, Must A. Food selectivity in children with autism spectrum disorders and typically developing children. J Ped. 2010;57(10):259-264.
31) Bachmann SS, Comeau M. A call to action for social work: Minimizing financial hardship for families of children with special health care needs. Health and Social Work. 2010; 35(3):233-238.
32) Curtin LR, Lamb MM, Flegal KM. Prevalence of high body mass index in U.S. children and adolescents, 2007-2008. Prev Chronic Dis. 2010:303(3);242-249.
33) Ogden CL, Carroll MD, Maternal and Child Health Bureau. 2011. Available at: http://mchb.hrsa.gov. Accessed October 18, 2011.
34) Spears A. The Healthy People 2010 outcomes for the care of children with special health care needs: An effective national policy for meeting mental health care needs. J Matern Child Health. 2010;14:401-411.
35) Herndon AC, DiGuiseppi C, Johnson SL, Leiferman J, Reynolds A. Does nutritional intake differ between children with autism spectrum disorders and children with typical development? J Autism Dev Disord. 2009;39:212-222.
36) Johnson CR, Handen BL, Mayer-Costa M, Sacco K. Eating habits and dietary status in young children with autism. J Dev Phys Disabil. 2008;20:437-448.

































image1.emf
Figure |

Five Screening Questions® Used to Identify
a Child with Special Health Care Needs

Ql:
Q2:

Q3:
Q4:
Q5:

Need/use of prescription medicines

Above average need/use of medical care, mental
health, or educational services

Functional limitations
Need/use of specialized therapies

Need/use of emotional, behavioral, or developmen-
tal treatment/counseling
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