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Abstract
Purpose In hospitalized children with a chronic disease,
malnutrition was associated with a lower subjective health
status. In outpatient children with a chronic disease
attending special schools, this association has never been
studied. The aim of this study was to assess the association
between nutritional status and subjective health status in
chronically ill children attending special schools.
Methods Overall, 642 children, median age 9.8 years
(IQR 7.7–11.5), 60 % male, 72 % Caucasian, were included in this prospective study in nine special schools for
chronically ill children in the Netherlands. Overall malnutrition was assessed as: acute malnutrition (\-2 SDS for
weight for height (WFH)) and chronic malnutrition (\-2
SDS for height for age). The malnutrition risk was assessed
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with the nutritional risk-screening tool STRONGkids. Subjective health status was assessed with EQ-5D.
Results Overall, 16 % of the children had overall malnutrition: 3 % acute and 13 % chronic malnutrition. Nurses
reported ‘some/severe problems’ on the health status
dimensions mobility (15 %), self-care (17 %), usual
activities (19 %), pain/discomfort (22 %), and anxiety/depression (22 %) in chronically ill children. Their mean
visual analogue scale score (VAS) was 73.0 (SD 11.1).
Malnutrition, medication usage, and younger age explained
38 % of the variance of the VAS score.
Conclusions The presence of overall malnutrition in
chronically ill children attending special schools was
associated with lower subjective health status, especially in
younger children and in those with chronic medication
usage. Therefore, it is important to develop and use profilescreening tools to identify these children.
Keywords Prevalence malnutrition  Chronic disease 
Subjective health status  Paediatrics  Quality of life 
Nutritional status

Introduction
In the Netherlands, approximately 300,000 children have a
chronic disease: this is 10 % of all children [1]. When
admitted to a hospital, these children with a chronic disease
have a higher risk of malnutrition than previously healthy
children [2]. Moreover, these children have a higher
prevalence of chronic malnutrition compared with those
without an underlying disease [3]. Malnutrition may
adversely affect physical, mental, and social aspects of the
child’s health [4–6]. Possible effects of malnutrition on
physical health are impaired growth, lowered immunity,
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and even mortality [7, 8]. Malnutrition has also been
associated with impaired development of executive functions and lower school achievements [5, 6]. In addition, it
may also be related to an increased incidence of attention
deficit problems, aggressive behaviour [9], and an
increased risk of emotional, social, and cognitive impairments [10]. Moreover, children and adolescents with a
chronic condition may report an impaired subjective health
status compared with healthy peers [11].
After hospitalization, chronically ill children may suffer
from sequelae, even though their chronic disease is stable. In
the Netherlands, most children with a chronic disease will
attend regular primary schools at the age of 4 years. However, those children with sequelae, necessitating medical
care, may need to attend special schools for chronically ill
children. Jelsma and Ramma [12] reported that children
with functional impairments in special schools, ranging
from learning disabilities to movement disorders, reported
more problems on the mobility and self-care dimensions,
compared with children at regular schools.
Because of the medical sequelae in chronically ill children in special schools, there is a higher risk of malnutrition, and therefore, it is important to increase awareness
about the nutritional status and practices in these children.
Since it was recently shown that malnutrition was associated with a lower subjective health status in hospitalized
chronically ill children [13], it might be hypothesized that
malnutrition in chronically ill children attending special
schools is also associated with a lower subjective health
status.
The first aim of our study was to screen the nutritional
status and subjective health status of chronically ill children attending special schools. Secondly, we investigated
the association between nutritional status, risk of malnutrition, and subjective health status in these children.

Methods
Assessment procedure
Nine primary schools for chronically ill children throughout the Netherlands were invited to voluntarily participate
in this study. The screening of the children took place
between December 2010 and January 2011. There were no
exclusion criteria. Because of the standard nature of the
measurements taken regularly by the nurses of these
schools, waived informed consent was obtained from our
local medical ethical commission (MEC-2015-060). Parents or caregivers were asked for permission through a
letter and could refrain from participation without consequences. Two nurses at each school assessed child
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characteristics, nutritional status, risk of developing malnutrition, and subjective health status in the children.
For all children, age, gender, and diagnosis concerning
chronic illness were recorded. The chronic illness was
classified as neurologic, respiratory, endocrine, cardiac,
metabolic, gastrointestinal, renal, oncological, multiple
diagnostic groups, and others. For analysis, these types of
chronic illness were classified according to the first question
of the nutritional risk-screening tool STRONGkids (see
Fig. 1). Furthermore, the onset of the child’s chronic disease
was reported as: the chronic disease was present at birth or
the child developed the chronic disease during life. Children
were classified with or without a syndromal disorder. Ethnic
background was classified as Caucasian and non-Caucasian.
Instruments
Nutritional status
In order to assess nutritional status, anthropometric measurements of standing weight and height were obtained.
Beforehand, all participating schools were instructed to
collect all data with a standardized assessment, using
standard equipment (digital scales, stadiometer) [14].
Anthropometric data from Dutch children were compared
with published standards based on a Dutch reference
population [15]. Data of children with a Turkish or
Moroccan background were compared with available culture-specific growth charts [15]. For syndromal children,
specific growth references were used if available [16]. All
data were translated into standard deviation scores (SDS),
resulting in weight for age (WFA), weight for height
(WFH), and height for age (HFA).
Malnutrition
Acute malnutrition was indicated as a WFH SDS score
\-2. Chronic malnutrition was indicated as a HFA SDS
score\-2. Overall malnutrition was defined as the presence
of acute malnutrition and/or chronic malnutrition [17].
The risk of malnutrition was assessed with the nutritional risk-screening tool STRONGkids (Screening Tool for
Risk on Nutritional status and Growth) developed for
hospitalized children [18]. This nutritional risk-screening
questionnaire consists of four items, and each item is
allocated a score of 1 or 2 points with a maximum total
score of 5 points (Fig. 1). Questions answered ‘unclear’
were classified as ‘no’. A child with a STRONGkids risk
score of 0, 1–3, or 4–5 has, respectively, a low, moderate,
or high risk of developing malnutrition. There are no data
available on the sensitivity or specificity of the
STRONGkids tool.

Qual Life Res (2016) 25:969–977
Fig. 1 Nutritional riskscreening tool STRONGkids

971

(1) High risk disease (2 points).
Is there an underlying illness with a risk of malnutrition or expected major surgery? (see list below)
(2) Subjective clinical assessment (1 point)
Is the patient in a poor nutritional status judged by subjective clinical assessment (diminished
subcutaneous fat and/or muscle mass and/or hollow face)?
(3) Nutritional intake and losses (1 point)
Is one of the following items present?
a.

Excessive diarrhea (≥5 tunes/day) and/or vomiting (>3 tunes/day) the last few days?

b.

Reduced food intake during the last few days before admission (not including fasting for an
elective procedure or surgery)?

c.

Pre-existing dietetically advised nutritional intervention?

d.

Inability to consume adequate intake because of pain?

(4) Weight loss or poor weight gain (1 point)

High risk disease
Anorexia nervosa

Liver disease, chronic

Burns

Kidney disease, chronic

Bronchopulmonary dysplasia (maximum age 2 years)

Pancreatitis

Celiac disease

Short bowel syndrome

Cystic Fibrosis

Muscle disease

Dysmaturity/prematurity (corrected age 6 months)

Metabolic disease

Cardiac disease, chronic

Mental handicap/retardation

Infectious disease (AIDS)

Expected major surgery

Inflammatory bowel disease

Not specified (classified by doctor)

Cancer

Total score
0 points

low risk

1-3 points

moderate risk

4-5 points

high

Subjective health status
The generic EQ-5D was used to assess subjective health
status [19]. It comprises a descriptive system with five
dimensions: mobility, self-care, usual activities, pain/discomfort, and anxiety/depression. Each dimension has three
levels: no problems, some problems, and severe problems.
This descriptive system of the EQ-5D was combined with
the visual analogue scale (VAS). The VAS represents the
child’s health in the past week, resulting in a score between
0 and 100, with a higher score representing a better health
status.
Statistical analysis
Descriptive analyses were used to describe the study population. WFA, HFA, and WFH deviations from 0 were
carried out using one-sample t tests and were represented

as standard deviation scores (SDS). Since age was not
normally distributed, comparison of continuous age scores
between children with malnutrition versus those without
malnutrition was completed with Mann–Whitney U test.
Pearson’s Chi-square tests were used to test differences in
nominal and ordinal distributions between children with
malnutrition versus those without malnutrition of: gender,
ethnic background, disease present at birth, and prediction
of malnutrition (low risk versus moderate/high risk).
EQ-5D scores were presented as a health profile, using
frequencies of reported problems for each level of each
dimension. For each dimension, the number of ‘severe
problems’ was very low. Therefore, the EQ-5D levels were
dichotomized into ‘no problems’ (level 1) versus
‘some/severe problems’ (level 2 and 3 together). Chisquare tests were used to compare EQ-5D percentages
between groups for: malnutrition, risk of malnutrition,
chronic disease present at birth, and medication usage.
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Between these groups, differences in continuous visual
analogue scales (VAS) were tested with unpaired t tests.
Besides, Pearson’s correlation between VAS score and age
was assessed.
To determine the association between malnutrition and
subjective health status (continuous VAS scores), first
univariate regression analysis was applied. Since VAS
scores differed significantly between special schools, these
univariate analyses were corrected for site of data collection (transformed as dummy variables). After this, all
variables that were significantly associated with VAS
scores were forced simultaneously into a multiple regression analysis. Variables that were not significant (p [ .050)
in the final model were removed (backward elimination
procedure), and then, the total explained variance (R2) was
calculated. Site of data collection was forced into the
models.
As to the assumptions of multiple regression analysis,
we first checked for multicollinearity and calculated the
variance inflation factor (VIF). For each model, the average
of the VIF’s of the entered functional health variables was
around one, which is expedient. The linearity assumption
was examined with a plot of the standardized residuals on
the Y-axis and the standardized predicted values on the Xaxis. No pattern was discovered in this scatterplot. To
check normality, the histogram of the regression-standardized residuals was inspected. This histogram was
normally distributed. Statistics were conducted using SPSS
version 21.0, and a two-sided p value of \0.05 was considered significant.

Results
Baseline characteristics
A total of 642 children were included from nine schools,
with a median of 70 children participating from each
school (range 39–109), see Supplemental Table A for
number of children in each school. Because of the standard
nature of the measurements that are taken regularly by the
nurses of these schools, all children who were present
between December 2010 and January 2011 were included
(see Fig. 2). The median age was 9.8 years (IQR 7.7–11.5),
60 % were male, and 71.8 % were Caucasian (see
Table 1). Medication use was reported in 419 children
(65.3 %) including 106 children using corticosteroids, 25
children using antibiotics, and 15 children using diuretics.
Weight and height were available in 99.2 and 99.4 %
children, respectively. The mean SDS for WFA (-0.16),
WFH (0.41), and HFA (-0.63) all significantly differed
from 0 (WFH and HFA p B 0.001; WFA p B 0.01).
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Malnutrition
The prevalence of children with acute malnutrition was
3.0 %. The prevalence of chronic malnutrition was 13.8 %.
Since almost 1 % of the children were both acute and
chronically malnourished, the overall prevalence of malnutrition was 16.0 % (see Table 1). No differences in
malnutrition were found between boys and girls or between
Caucasian and non-Caucasian children.
The year of onset of disease was known in 468 children.
The median duration of illness in these children was
7 years (IQR 5—10 years). In 250 children (53.4 %), the
disease was present at birth. The prevalence of acute,
chronic, and overall malnutrition in these 250 children was
4.0, 18.8, and 21.2 %, respectively. These were significantly higher than the prevalence among children who
became chronically ill later in life (0.9, 8.8, 9.7 %; all
p \ 0.05). The prevalence of malnutrition in the various
diagnostic groups is reported in supplemental Table B. The
highest prevalence of chronic and overall malnutrition was
found among children with a metabolic disease, while the
prevalence of acute malnutrition did not differ.
Risk of malnutrition (STRONGkids)
The four items of the STRONGkids questionnaire, i.e.
‘high-risk disease’, ‘subjective clinical assessment’, ‘nutritional intake and losses’, and ‘weight loss or poor weight
gain’, were scored with ‘yes’ in 30.1, 12.3, 10.1, and 2.6 %
of the children, respectively. Based on the STRONGkids
questionnaire, 59.3 % of the children were classified in the
low-risk group, 38.5 % in the moderate-risk group, and
2.2 % in the high-risk group for developing malnutrition.
The highest prevalence of acute, chronic, and overall
malnutrition was found in the high-risk group, though there
was no significant difference between the moderate- and
high-risk group (see supplemental Table C).
Subjective health status
Overall, chronically ill children reported ‘some problems’
or ‘severe problems’ on the health status dimensions
mobility (15 %), self-care (17 %), usual activities (19 %),
pain/discomfort (22 %), and anxiety/depression (22 %).
Their mean VAS score was 73.0 (SD 11.1). Higher age was
significantly positively associated with a higher VAS score,
r = .21, p \ .01.
In Table 2, the counts and percentages of subjective
health status problems in children with and without malnutrition, with risk of malnutrition versus those without risk,
with their chronic disease present at birth versus those
whose disease developed later in time, and for those children
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Fig. 2 Study enrolment

Eligible during study period
(n=642)

Malnutrition data
No data n = 6

EQ-5D dimensions
No mobility dimension data n = 6
No self-care dimension data n = 5
No usual activities dimension data n = 9
No pain/discomfort data n = 28
No Anxiety/depression data n = 11

Included in Chi2-tests analyses
Mobility dimension n = 631
Self-care dimension n = 632
Usual activities dimension n = 628
Pain/discomfort n = 610
No Anxiety/depression n = 626

with medication usage versus those without medication
usage are presented. For children with overall malnutrition,
nurses reported significantly more often some/severe problems on the dimensions mobility (24 %) and self-care
(24 %) than for children without overall malnutrition (13
and 15 %, respectively) (see Table 2). Nurses also reported
more often some/severe problems on the dimensions
mobility (19 %), self-care (23 %), and usual activities
(23 %) for children whose chronic disease was present at
birth, compared with those whose chronic disease developed
later in life (respectively, 10, 10, and 19 %).
For children who were at risk of developing malnutrition
(STRONGkids), nurses reported more some/severe problems on usual activities (23 %) and pain/discomfort
(29 %), compared with those children who were not at risk
(respectively, 16 and 17 %). Nurses also reported more
pain/discomfort problems (26 %) in children who used
medication compared with children who did not use medication (16 %). Nurses also reported more anxiety/depression problems in 25 % of the children who used medication
versus in 16 % of the children who did not use medication.
Children with overall malnutrition obtained a lower VAS
score than children without overall malnutrition M = 70.6
(SD = 11.3) versus M = 73.6 (SD = 11.0), t(624) = 2.46,
p \ .02. As to the risk of malnutrition, those children with a
low risk obtained a higher VAS score compared with those
with a moderate/high risk M = 74.2 (SD = 11.0) versus
M = 71.4 (SD = 11.1), t(626) = 3.11, p \ .01. For children whose chronic illness was present at birth, a significantly lower VAS score was reported compared with those
who developed their chronic illness during life M = 72.3

EQ-5D Visual Analogue Scale
No data n = 14

Included in multiple regression
analysis: n=624

(SD = 9.9) versus M = 75.6 (SD = 10.9), t(453) = 3.31,
p \ .01. Nurses reported a significantly lower mean VAS
score in children who used medication than in children who
did not M = 71.8 (SD = 10.7) versus M = 75.5
(SD = 11.5), t(626) = 4.07 p \ .01.
Associations between nutritional status
and subjective health status
In univariate regression analysis, corrected for the different
special schools, malnutrition in chronically ill children was
significantly associated with worse subjective health status;
explaining 35 % of its variance (see Table 3). In multivariate regression analysis, all variables that significantly
differed between children with malnutrition and those
without malnutrition (disease present at birth, risk of
developing malnutrition (STRONGkids), medication usage,
and age in years) were forced simultaneously into the
model. Corrected for the different special schools, dichotomized risk of developing malnutrition (STRONGkids) and
disease present at birth were no longer significantly associated with VAS scores (p = .33). Medication usage and
younger age, together with malnutrition, explained 38 % of
the variance of worse subjective health status.

Discussion
The purpose of this study was to determine the associations
between malnutrition, the risk of developing malnutrition,
and subjective health status in children attending special
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Table 1 Baseline characteristics, malnutrition, and subjective health
status

illness in our study population in special schools, compared
with hospitalized children [3, 18].

n = 642

Subjective health status dimensions
Child characteristics
Gender, boy, n (%)

385 (60)

Median age (range)

9.8 (4.2–13.4)

Ethnic background:
White, n (%)

461 (72)

Disease characteristics, n (%)
High-risk disease, yes, n (%)a
Medication usage, yes, n (%)
Steroids

193 (30)
419 (65)
106 (17)

Antibiotics

25 (4)

Diuretics

15 (2)

Other

273 (42)

Disease present at birth, n (%)
Yes

250 (38.9)

No

218 (34.0)

Missing
Sick leave last 3 months (n = 573), yes
Median days sick last 3 months (IQR)

174 (27.1)
334 (58)
1 (0–4)

Nutritional status
Malnutrition, n (%)
Chronic malnutrition

88 (13.8)

Acute malnutrition
Overall malnutrition

19 (3.0)
102 (16.0)

Prediction of malnutrition, n (%)
Low risk

381 (59.3)

Moderate risk

247 (38.5)

High risk

14 (2.2)

Subjective health status
Some/severe problems with, n (%)
Mobility

96 (15.1)

Self-care

106 (16.6)

Daily activities

118 (18.6)

Pain/discomfort

137 (22.3)

Anxiety/depression

139 (22.0)

Visual analogue scale, m (sd)

73.0 (11.1)

a

High-risk disease based on first question of nutritional riskscreening tool STRONGkids (see Fig. 1)

schools for chronically ill children. The prevalence of
acute, chronic, and overall malnutrition in our sample was
3.0, 13.8, and 16.0 %, respectively. Compared with the
reported prevalence of acute and chronic malnutrition (11
and 9 %) in the Dutch hospitals, the prevalence of acute
malnutrition was lower and chronic malnutrition was
higher. This may be associated with the absence of acute
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Overall malnutrition was associated with more nurses-reported problems on mobility (capacity for walking about)
and self-care (capacity for self-care in terms of washing
and dressing). In addition, a moderate or high risk of developing malnutrition (assessed with the screening tool
STRONGkids) was associated with more problems on usual
activities (attending school, sport and leisure activities,
play, do things with family or friends) and pain/discomfort
(to what extent the child experienced pain or discomfort).
Disease characteristics such as the presence of the chronic
disease at birth and medication usage were also associated
with several subjective health dimensions. Remarkably,
only chronic medication use was associated with more
problems on anxiety/depression dimension (to what extent
the child experienced anxious or depressed feelings).
In chronically ill children who are attending special
schools, regular measurements of weight and height is
standard care. Using these measurements to calculate the
SD scores for weight and height and thereby identifying
those children with acute (WFH SD scores \-2) and
chronic (HFA SD scores \-2) malnutrition might also
help to identify children who are at risk of developing
problems on subjective health status dimensions. Besides,
determination of the risk of malnutrition using a nutritional
screening tool like STRONGkids might also be helpful in
identifying at-risk children. This is the first study in which
the STRONGkids was applied in a non-clinical setting, and
it seemed to be a practical, easy, and reliable tool for
assessment of nutritional risk and subjective health status.
Subjective health status visual analogue scale
Children with a chronic disease in our sample obtained a
lower VAS score (M = 73.0) for subjective health compared with children from previous studies with autism
spectrum disorder (M = 80.7), with intellectual disorders
(M = 79.4), with movement disorders (M = 76.9), and
with hearing disorders (M = 88.1) [20]. They also obtained
lower VAS scores compared with children with disabilities,
ranging from learning disabilities to movement disorders,
attending special schools (M = 88.4) [12]. In these two
studies, children (who were actually older) reported their
own subjective health status, whereas in our study, nurses
employed at the special schools assessed the subjective
health status of the children. Since in our study children
were younger and higher age was associated with a higher

231 (83)

Moderate/high

357 (86)

Yes

59 (14)

37 (17)
352 (85)

179 (81)

190 (77)

f

195 (90)f

209 (80)

322 (85)

77 (76)

b

450 (85)b

63 (15)

43 (19)

58 (23)

339 (82)

176 (80)

188 (77)

g

193 (81)g

74 (18)

44 (20)

56 (23)

g

22 (19)g

59 (23)

c

198 (77)

59 (16)c

c

19 (19)

98 (19)

Some/severe

317 (84)c

83 (81)

428 (81)

No

Usual activities n (%)

The observed counts differed significantly from the expected counts under the assumption of no association: * p \ 0.01

103 (26)

h

296 (74)

34 (16)h
h

56 (24)

40 (19)

74 (29)d

63 (17)d

23 (23)

113 (22)

Some/severe

181 (84)h

178 (76)

170 (81)

177 (71)

d

300 (83)d

75 (77)

399 (78)

No

Pain/discomfort n (%)

The observed counts differed significantly from the expected counts under the assumption of no association: * p \ 0.05

a,e,f,g,h,i

b,c,d

f

21 (10)f

51 (20)

55 (15)

24 (24)

b

81 (15)b

Some/severe

STRONGkids: a nutritional screening tool to assess the risk of malnutrition

183 (83)

46 (19)

e

202 (81)

21 (10)e

e

46 (17)

50 (13)

194 (90)e

No

Medication usage

Yes

No

Chronic disease present at birth

327 (87)

24 (24)

a

a

78 (76)

71 (13)a

458 (87)a

No

No

Some/severe

Self-care n (%)

Mobility n (%)

Subjective health status problems

No risk

STRONGkids

Yes

No

Malnutrition

Problems

308 (75)

i

184 (84)i

202 (82)

167 (78)

195 (76)

297 (80)

77 (75)

411 (78)

No

104 (25)i

35 (16)i

43 (18)

47 (22)

63 (24)

76 (20)

25 (25)

113 (22)

Some/severe

Anxiety/depression n (%)

Table 2 Chi-square comparisons between subjective health status problems for malnutrition, prediction of malnutrition, chronic disease present at birth, and medication usage
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Table 3 Univariate and
multivariate models of
significant associations between
subjective health status (visual
analogue scale) and
malnutrition

Qual Life Res (2016) 25:969–977

Constant

Unstandardized b

SE

Standardized b

p value

Multiple R2

69.5

-2.9

1.2

-.10

\.01

0.35
0.38

Model 1a
Malnutrition (1 = yes)
Model 2a
Malnutrition (1 = yes)

63.0

Medication (1 = yes)
Age in years

-2.9

1.0

-.10

\.01

-2.1

0.8

-.09

\.01

0.8

0.2

.17

\.01

2

Model 1: F(9,614) = 36.1, p \ .001, R = .35, model 2: F(11,612) = 33.7, p \ .001, DR2 = .03,
p \ .001
a
Corrected for site of special school

VAS score, this may also explain the differences in VAS
scores between the studies.
In our study, overall malnutrition, medication usage, and
age explained almost 40 % of the variance of the subjective
health status VAS. In practice, these variables are easily
assessable and may identify those children with a chronic
disease, at admission to the special school, who are at risk
of a low subjective health status. Overall malnutrition was
the sole ‘predictor’ variable in this study that might be
influenced with an intervention. Therefore, it might be
useful to develop school-feeding intervention programmes.
These programmes may help to ameliorate and prevent
some of the subjective health status problems. A recent
Cochrane review concluded that school meals might have a
number of small benefits for children attending regular
schools. In younger children, school meals resulted in
small improvements in weight, height, school attendance,
math performance, and behaviour. Besides, it may have an
impact on intelligence scores [21]. For future research, it
might also be useful to assess the influence of schoolfeeding programmes on subjective health status in chronically ill children attending special schools.
Strengths and limitations
This is the first study in a large sample of chronically ill
children attending special schools, in which associations
between malnutrition, risk of malnutrition, and subjective
health were assessed. Moreover, nine out of 11 special
schools for chronically ill children in the Netherlands
participated in this study, so it is a nationwide study.
Although very few children in these schools did not
participate, we had no background information on these
non-participating children, so bias may have played a small
role. Another limitation is the fact that the one-dimensional
EQ-5D questionnaire was used to assess proxy-reported
subjective health status instead of a self-reported
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multidimensional subjective health status measure. For
future research, perhaps assessing both self-reported and
proxy-reported quality of life, including an emotional
reaction to problems, could be more informative.

Conclusion
Malnutrition in chronically ill children attending special
schools was associated with lower subjective health status.
Especially children who have their illness from birth, who
used medication and the youngest children were at risk of a
lower subjective health status. Therefore, it is important to
identify these children using profile-screening tools. Schoolfeeding programmes probably can improve the nutritional
status of these children which may also have a positive
effect on the subjective health status in these children.
Acknowledgments Our thanks go to all the participating children
for their cooperation, as well to all the participating schools and their
nurses for forming the measurements and questionnaire. The participating schools in the Netherlands were: A. Schweitzerschool
(Haarlem), Dr. Coronelschool (Amsterdam), W.B. Noteboomschool
(Amsterdam), Reconvalescentenschool (Rotterdam), Schutte’s Bosschool (Enschede), Groninger Buitenschool (Glimmen), Openlucht
school Rotterdam (Rotterdam), Openluchtschool Breda (Breda),
Utrechtse Buitenschool De Schans (Utrecht).
Compliance with ethical standards
Funding Partially by Ministry of EL&I, Ministry of Economic
Affairs in the Netherlands.
Conflict of interest
of interest.

The authors declare that they have no conflict

Ethical approval All procedures performed in studies involving
human participants were in accordance with the ethical standards of
the institutional and/or national research committee and with the 1964
Helsinki Declaration and its later amendments or comparable ethical
standards.

Qual Life Res (2016) 25:969–977
Open Access This article is distributed under the terms of the
Creative Commons Attribution 4.0 International License (http://crea
tivecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give
appropriate credit to the original author(s) and the source, provide a
link to the Creative Commons license, and indicate if changes were
made.

References
1. Prevalence of health and chronic disorders [database on the
Internet], Statistics Netherlands. http://www.cbs.nl/en-GB/menu/
home/default.htm.
2. Joosten, K. F., & Hulst, J. M. (2008). Prevalence of malnutrition
in pediatric hospital patients. Current Opinion in Pediatrics, 20,
590–596.
3. Joosten, K. F., Zwart, H., Hop, W. C., & Hulst, J. M. (2010).
National malnutrition screening days in hospitalised children in
The Netherlands. Archives of Disease in Childhood, 95, 141–145.
4. Corbett, S. S., & Drewett, R. F. (2004). To what extent is failure
to thrive in infancy associated with poorer cognitive development? A review and meta-analysis. Journal of Child Psychology
and Psychiatry, 45, 641–654.
5. Kar, B. R., Rao, S. L., & Chandramouli, B. A. (2008). Cognitive
development in children with chronic protein energy malnutrition. Behavioral and Brain Functions, 4, 31.
6. Black, M. M., Dubowitz, H., Krishnakumar, A., & Starr, R. H., Jr.
(2007). Early intervention and recovery among children with
failure to thrive: Follow-up at age 8. Pediatrics, 120, 59–69.
7. Pollack, M. M., Ruttimann, U. E., & Wiley, J. S. (1985). Nutritional depletions in critically ill children: Associations with
physiologic instability and increased quantity of care. JPEN
Journal of Parenteral and Enteral Nutrition, 9, 309–313.
8. Biolo, G., Toigo, G., Ciocchi, B., Situlin, R., Iscra, F., Gullo, A.,
& Guarnieri, G. (1997). Metabolic response to injury and sepsis:
Changes in protein metabolism. Nutrition, 13, 52S–57S.
9. Dykman, R. A., Casey, P. H., Ackerman, P. T., & McPherson, W.
B. (2001). Behavioral and cognitive status in school-aged children with a history of failure to thrive during early childhood.
Clinical Pediatrics (Phila), 40, 63–70.
10. Argyle, J. (2003). Approaches to detecting growth faltering in
infancy and childhood. Annals of Human Biology, 30, 499–519.

977
11. Varni, J. W., Limbers, C. A., & Burwinkle, T. M. (2007).
Impaired health-related quality of life in children and adolescents
with chronic conditions: A comparative analysis of 10 disease
clusters and 33 disease categories/severities utilizing the PedsQL
4.0 Generic Core Scales. Health Qual Life Outcomes, 5, 43.
12. Jelsma, J., & Ramma, L. (2010). How do children at special schools
and their parents perceive their HRQoL compared to children at
open schools? Health and Quality of Life Outcomes, 8, 72.
13. Hecht, C., Weber, M., Grote, V., Daskalou, E., Dell’Era, L.,
Flynn, D., et al. (2015). Disease associated malnutrition correlates with length of hospital stay in children. Clinical Nutrition,
34, 53–59.
14. Gerver, W., & De Bruin, R. (1996). Paediatric morphometrics: A
reference manual. Utrecht: Bunge.
15. Fredriks, A. M., van Buuren, S., Burgmeijer, R. J., Meulmeester,
J. F., Beuker, R. J., Brugman, E., et al. (2000). Continuing positive secular growth change in The Netherlands 1955–1997. Pediatric Research, 47, 316–323.
16. Ballieux, B. (2006). IGF-1 and IGF-BP3 reference values using
LMS method. In Dutch growth foundation, vol. 3, G. A. Editor.
Rotterdam.
17. WHO. (1999). Management of severe malnutrition: A manual for
physicians and other senior health workers. Geneva: World
Health Organization.
18. Hulst, J. M., Zwart, H., Hop, W. C., & Joosten, K. F. (2010).
Dutch national survey to test the STRONGkids nutritional risk
screening tool in hospitalized children. Clinical Nutrition, 29,
106–111.
19. Goossens, E., Luyckx, K., Mommen, N., Gewillig, M., Budts, W.,
Zupancic, N., Moons, P. & i, D. i., (2013). Health risk behaviors
in adolescents and emerging adults with congenital heart disease:
Psychometric properties of the Health Behavior Scale-Congenital
Heart Disease. European Journal of Cardiovascular Nursing,
12(6), 544–547.
20. Domellof, E., Hedlund, L., & Odman, P. (2014). Health-related
quality of life of children and adolescents with functional disabilities in a northern Swedish county. Quality of Life Research,
23, 1877–1882.
21. Kristjansson, E. A., Robinson, V., Petticrew, M., MacDonald, B.,
Krasevec, J., Janzen, L., Greenhalgh, T., Wells, G., MacGowan,
J., Farmer, A., Shea, B. J., Mayhew, A. & Tugwell, P. (2007).
School feeding for improving the physical and psychosocial
health of disadvantaged elementary school children. Cochrane
Database of Systematic Reviews 1. doi:10.1002/14651858.
CD004676.pub2.

123

