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A survey of 2578 children aged twa to nine years was carriad out in Dhaka, Bangladesh, as part of 2 collaborative study
10 test the validity of & guestionnaire {the Ten Questions) for screening severs childhood disabilities in community set-
tings. Approximately 7% of the children were positive on the screen and this rats was slightly higher in boys than girls,
The sansitivity, specificity and negative predictive vaiue of the Ten Questions were perfect or nearly perfect for savere
and moderate [serigus| disabilities. The positive predictive value was only 22% for sarious disabilities, but 70% of chil-
dren ciassifiad as faise positives wers found to have mild disabiiitisa or other conditions {such as war infactions} for
which early detection and treatment could be beneficial. No rmajor age or gender differences in the validity of the quas-
tionnaire ware apparant, but this finding needs additional study and confirmation with studies based on largar
samples. In general, the rasults indicate that the Ten Questions is a valid tool for screening sarious disabélities in chil-
dren and can potentially improve the efficiency of health sarvices by reducing the number of children raquiring atten-
tion from prafessionals. Future studies using the Ten Questions should foster greater attention to the dimensions of

Printad in Great Britain

childhood disability as a public health problem in the jess developed world.

The burden of childhood disability as a pubilic health
problem in deveioping countries remains relatively
unrecognized. Basic data on frequencies and causes
are necessary to bring more attention to this problem
and o deveiop locally relevant programmes for
primary and secondary prevention. The Ten Questions
{see Appendix) was designed to provide a rapid and
cross-culturally useful tool for detecting several types
of disability in two to nine-vear-old children in commu-
nities where resources are scarce and formal services
for disabled children may be unavailable. Initial stud-
ies indicate that the Ten Questivns are reliable when
transiated into a variety of diulects and administered
by trained community workers. Once validated. the
Ten Questions may serve as a vase-tinding tool for epi-
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demiological studies, and as a basis for referring dis-
abled children to services as appropriate services
become increasingly available. The tvpes of disability
covered by the Ten Questions are blindness. deainess.
mencal_retardation, speech probiems, epilepsy and
movement disorders. To be useful. the questionnaire
should provide an effective screen for boys and girls
alike within the target age range. A studyv was carried
out in Dhaka, Bangladesh. to validate the Ten Ques-
tions as a tool for screening severe and moderate child-
hood disabilities. This papet examines the data from
Dhaka to determine whether the Ten Questions does
in fact appear valid for both genders as well as for older
and vounger children within the two to nine vear age
range.

We give special attention in this analysis to the vari-
ables gender and age of the child because. on the one
hand, each variable is an important risk factor or
potential risk factor for childhood disability, and, on
the other hand. it is piausible that each variabie could
be associated with differential misciassification by the
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Ter Questions of non-disabled children as disabled
{false positives) and disabled children as non-disabled
(false negatives). For exampie, if the screen is found to
be a more specific indicator of disability for older chil-
dren than for younger children (within the two to nine
year age range of the study). its use as a case-finding
tool in epidemiologicai studies would result in bias due
to over-identification of vounger children as disabled.
Similarly, bias would resuls if the Ten Questions differ-
entially misclassifies boys and girls. The possible influ-
ence of gender on the validity. of the Ten Questions is
especially relevant in light of the cultural preference
for sons in Bangladesh. It has been suggested that this
preference is a causal factor in the excess of females in
the infant and child mortality rates observed in Bangla-
desh,'™ and that a mechanism for this effect is a tend-
ency of parents ta expend greater health care resources
on sons than on daughters.* In this context, because
the screen relies on parents’ reporting. it is important
to show that it does not result in differential over-
reporting of disabilities in bovs (faise positives) or
under-reporting of disabilities in girls (faise negatives).
With these considerations in mind. this paper exam-
ines the validity of the Ten Questions screen overall
and stratified by the gender and age group of the child.
Validity is evaluated in 1erms of sensitivity, specificity
and positive and negative predictive value. [n addition.
prevalence estimates of disability (all tvpes combined}
- and a summary of the tvpes of disabiliries identified
during the course of the survev are given.

METHODS AND PROCEDURES

The Studv Design and Sample

A two-stage design wys followed to test the validity of
the Ten Cfuestwns tor screening disabilities. Stage 1
consisted of the household survey and screening of all
children in the samplc Stuge 1l consisted of compre-
hensive medical and, psychological evaluations of all
chlldren with_positive Ten Questions results plus a
* random sample of those with negative results. The
medical assessment focused on diagnosing disorders of
vision. hearing. speech and | cognition as well as motor
and seizure disorders. The T purpose of the psychologi-
cal evaludtions was to assist in the diagnosis of mental
retardation. The final diagnosis of mental retardation
was made jointly by a paediatrician and psychologist
after each had examined the child. The evaluations
were done within two weeks of the screening and with-
out knowledge of the child*sscréening iesult.

The design calied for drawing a sample of about 2500
chiidren between the ages of two and nine yvears from
the Dhaka Municipal Area using a modified. muiti-
stage cluster sumpling approach. First, 15 maballahs

(census enumeration argas) were selected randomly
with probability proportionate 1o size® from among the
553 mahallahs that make up the Dhaka Municipal
Area. The 15 selected mahallahs are distributed widely
throughout Dhaka C:ty Five are characterized as
urban slums. one is in a relativelv affluent area.
another is comprised of housing for government
employees. and the remaining are in middle class resi-
denttal and mixed residential and commercial areas.
Next, a household was selected at random from within
each of the 15 mahallahs and each successive house-
hold with at least one child in the target age range of
two to nine years was selected for inclusion in the studv
until a total of about 170 children were included from
each mahallah. The primary sampling unit is a mahal-
lah, the secondary sampling unit is a household in
which at least one two to nine-vear-old child resides,
and the ultimate sampling unit is a child within the tar-
get age range. The number of househoids selected
from each mahallah ranged from 80 to 99. The final
sample included a total of 1408 househoids and 2576
children. Only two households refused to participate in
Stage I of tf the s_.;uﬂy Because some households contrib-
uted more than one child, the observations are not
strictly independent. Therefore. the confidence inter-
vals for odds ratios (ORs) reported in this paper should
be viewed as approximations.* Although households
with two or more two to nine-vear-old children are
over-represented in this study, we feel this would not
have seriously biased the point estimates of sensitivity,
specificity or predictive value reported here.

The field staff for the studv -v_re all natives of Ban-
gladesh and included: two coliege students who were
responsible for identifving and numbering the house-
holds in the sample and for arranging for selected chil-
dren to be brought to the clinic for evaluation: six
community workers (all of whom had completed
primary school) who were trained as interviewers to
administer the survey forms and the Ten Questions:
five psvchologists {one of the psychologists, SZ. served
as the principal investigator. one served as the field
supervisor and also did clinical evaluations, and the
remaining three did clinical evaluations): two paedia-
trictans whe performed the medicat evaiuations, two
psychology graduate students who were responsible
for data management and microcomputing, one data
entry clerk and one driver.

© 1 the observations for children within the same houschoids ure
agsociated . one would expect the ditecnon of the associatwn w he
positive. [n the cuse of positively associated observations. the
confidence intervais estimated from the data should be tow aurrow
ruther than oo wide. Theretore. the lack of stnct indepeadence i
observations should not pose a threat to the main conclusion made
feom the data in Table 2. which is that there 1s little evsdence tor gender
or age differences in responses to the Ter Questons.
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The fieldwork began in July 1987 and was completed
in Qctober of the same vear.

The Instruments

The screening instrument under consideration. the
Ten Questions, consists of ten simple and direct ques-
tions concerning the child’s development. abilities and
general level of functioning. * The actuai questions are
given in an Appendix. A Ten Questions result is con-
sidered "positive” if a problem is reported by the parent
in response to any one or more of the Ten Questions. +

A Medical Assessment Form (developed by Leslie
Davidson, Naila Khan, Marigold Thorburn et af) was
used by the physicians for guiding and recording the
results of the medical examination. The form includes
sections on medical history, observation of function,
physical examination, neurological examination, and
testing of vision and hearing. On the last page of this
form, diagnoses (including ICD-9 codes®) and disabil-
ity ratings (none, mild. moderate and severe) are
recorded for the following areas: gross motor, fine
motor, vision, hearing. seizures, cognition, speech,
nutritional status, psychiatric status. and other. Stan-
dard criteria were developed for making these
ratings.t In the analyses reported here, moderate and
severe disabilities were collapsed into a single category
and labelled serious. The diagnosis of seizure disorders
is made on the basis of medical history information
only: it 1s regarded as more accurate than the screen
because -the physicians, unlike the community inter-
viewers, were able to ask about seizure history in sev-
eral ways and to probe for claritication. Under the
category of cognition. the presence and severity of
mental retardation is rated jointly by a physician and
psvchologist after the two prolessionals have evaluated
the child independentiv. discussed their assessments
and arrived at a consensual diagnosis.

The psycholegical evatuations incorporated stan-
dard psychological tests of cognitive abilities as well as
adaptive bet.aviour. Each test was either developed or
adapted for use in Bangladesh.

A Refusal Form was completed for all chiidren who
did not participate in the clinical evaluation even
though they had been invited to participate. Addi-
tional forms were developed for and used in the study

" An earlier version of the Ten Questions was tesied previously. see
Belmont L. The internaonat pitet stidy of severe childhood disabitiry:
final report. Utrecht, Nerherlands: Bishop Bekkers Institute, 1984,

* Probe questions have been added 10 the Ten Questions (o control
the occurrence of False positive results: these wiil be znalysed in a later
report.

* An unpublished Medical Assessmunt Form Manual descring the
cniteria used in the study for disabilits duignoses and severity ranungs is
available upon request from the last author.

to cotiect background information about the children
and commuaities as well as information about the
treatment needs of children found to have disabilities.
All forms administered as interviews were translated
into Bangla (the national language of Bangiadesh). All
of the forms were pre-coded for computerized data
entry.

Dara Analysis

Typically, the values for sensitivity, specificitv and posi-
tive and negative predictive vatue are obtained from a
screening evaluation study by crosstabulating two
dichotomous outcomes: the screening result (positive
versus negative} by the diagnosis {e.g, disabled versus
non-disabled). For the data from this study. however,
because only a sample of children screened were clini-
cally evaluated in Stage I1, it i3 necessary to arrange the
data in a 2 x 3 table, with the dichotomous screening
outcome crosstabulated by the trichotomous outcome:
disabled, non-disabled, not evaluated. The formulas
for sensitivity, specificity, positive and negative pre-
dictive vatue, and prevalence that are appropriate for
this study design are given in Shrout and Newman.’
Note that these formulas assume that, within a given
screening category (positive versus negative), the rates
of disability in children who were not evaluated are the
same as in the rates in those who were evaluated; the
formulas then provide a weighted average of the
results obtained for the subsample of children eval-
uated within each screening category (by multiplying
the proportion disabled within each screening stratum
by the proportion of all children screened who were in
that respective stratum}.

The sampling procedures used for this study were
devised primarily for testing the instruments and for
stimulating community-based rehabilitation pro-
grammes. Although the sample obtained is not a prob-
ability sampte of all two to nine-year-old children in the
city, it appears to be approximatety representative of
that popuiation. Ancther limitation of the sample is
that the number of children screened is too small to
allow estimation of the prevalence of specific types of
disability or of age-specific rates. Nonetheless. the
crude prevalence estimates obtained from this study
represent a significant contribution to our knowledge
of childhood disability in the less developed world and,
therefore. we include them in this report.

RESULTS

The age and gender distribution of the sample of chil-
dren screened as well as the rate of positive responses
on the Ten Questions screen are given in Table 1. This
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table shows that in both boys and girls the age distri-
bution is relatively even. and that there are slightly
more boys than girls, with boys comprising 52% of the
sample. The per cent positive on the Ten Questions is
lower for four and five-year-olds than for other ages,
and this difference is most marked for four-vear-old
girls. When all ages are combined. the probability of
screening positive 1s higher for boys than girls (7.7%
versus 5.8%). but this difference is not statistically
significant.

~ Table 2, column I shows the number and per cent of
children with positive responses to each of the individ-
ual Ten Questions, and to any one or more of the ques-
tions. Hearing problems and unclear speech were the
most common types of problems reported, whiie com-
prehension and learning problems were the least com-
mon. Column 2 shows the odds ratios (ORs) indicating
for each question and for the Ten Questions as a whole
(bottom row) whether boys were more likely than girls
to have a positive response. For one type of problem,
unclear speech, the OR was significantly different from
one; in this case the point estimate of the OR is 2.1,
indicating that parents were about twice as likely to
report unclear speech for sons than for daughters.
There were no sigmificant gender differences for any
other type of problem. or for a positive Ten Questions
result (ie, any one or more problems reported, bottom
row).

In column 3 of Table 2. the ORs indicate whether
older (five to nine-vear-old) children were more or less
likely to have problems reported than younger (two to
four-year-old) children. For two types of probiems,
hearing and slowness (ie. whether the child appears

. generally slow and backwards in comparison to other
children the same age). older children were signifi-
cantly more likely than younger children to be positive.
For one problem, no speech, there is a significant
difference in the opposite direction; younger children
are more than twice as likely to have this problem than
older children. For the remaining seven types of prob-

lems and overall for a positive screening result (bottom
row) there were no significant differences between
children in the two age groups.

As mentioned, the design called for all children with
positive screening results plus a random sample of
those with negative results to be clinically evaluated.
Table 3 gives for each age group the number of children
actually evaluated and the proportions of these who
were boys and who were screened positive. It also gives
the number and proportion of those seen who were
found to have a serious disability. Note that prevalence
estimates cannot be made directly from the infor-
mation in this table because disabled children were
over-represented in the sample evaluated (approxi-
mately half of the children in the sample evaluated
were screened positive, while the remaining comprised
the random sample of screened negative children
selected for evaluation). The appropriate formuia for
estimating prevalence from these data is a weighted
average of the prevalence estimated in those screened
positive and those screened negative. and is described
by Shrout and Newman’ among others.

There were 35 children among the 359 evaluated
who were found to have severe or moderate ( Serious)
disabilities. A total of 55 serious disabilities were diag-
nosed, with some of the children having multiple dis-
abilities. The kinds of serious disabilities identified and
their distribution are given in Table 4.

Table 5 gives the screening evaluation results and
prevalence estimates for all children combined, for
boys and girls, and for older and younger children. As
mentioned, these estimates are based on the sub-

. sample of 359 children referred for clinical evaluation

and are adjusted for the fact that children with positive
screening results are over-represented within this sub-
sample. The values used to estimate the statistics pre-
sented in Table 5 are given in Table 6. Both sensitivity
and negative predictive value are 100%. indicating that
all 35 children found to have serious disabilities were
positive on the Ten Questions. At the same time. these

TasLe | Age and gender distribution of the sample. and the per cent positive on the Ten Questions Q)

Total

Boys ) Gurls
Age No. % TQ+ive No. "o TQ+ive No. Y% TQ+ive
2 318 7.2 176 6.8 142 7.8
3 299 . 6.7 161 6.8 138 6.5
4 363 4.4 180 6.1 183 , 27
5 351 +4.3 183 44 168 4.2
6 290 9.0 154 10.4 136 74
7 373 7.5 186 9.1 187 59
8 269 8.6 145 o1 124 5.7
9 313 8.3 161 8.1 152 8.6
Total 2576 6.9 1346 7.7 1230 59
(100% (52%) (48%)
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TasLe 2 Frequencies and Odds Ratios (OR) of Individual Questions (Rows 1-10) and the Ten Questions (TQ) as a Whole (Row 1)
No. Boys versus girls Older versus younger
Question positive (%) OR (95% CD OR (95% Ch
1. Milestones 27 (1.1) LS (0.7.3.3) 0.6 0.3, 1.2)
2. Vision 24 0.9) 0.8 0.4, 1.7) 1.4 (0.6. 3.9)
3. Hearing 50 (1.9) 1.4 (0.8, 2.4) *2.7 (1.3, 5.6)
4, Comprehension 19 0.7 0.8 (0.3, 2.0) 1.6 0.6, 4.4)
5. Movement 25 (1.0) 1.2 (0.5.2.5) L1 0.5, 2.9)
6. Seizures 38 (1.5) 1.7 (0.9.3.9) 1.3 0.7, 2.6)
7. Learning 19 0.7 0.7 (0.3. 1.6) 0.8 (0.3, 2.0)
8. No speech k] (0.9) 1.7 0.7.3.9 0.4 (0.2, 0.9)
9. Unclear speech 52 (2.0) *2.3 (1.2.3.8) 0.9 (0.5. 1.6)
10. Slowness 28 (1. 1.9 (0.9,4.1) *4.5 (1.5.13.9)
1. Positive on
any | or more
qugs(ions (TQ+ive) 177 (6.9) 1.3 (1.0, 1.8) 1.2 09. 1.7)
Notes:

1. Column 1 gives the frequencies and per cent positive responses among the 2576 children surveyed.
2. Column 2 gives the ratio of the odds of a positive response to the questions among boys to the same odds among girls.
3. Column 3 gives the ratio of the odds of a positive response among oider (ages 5-9) children to the same odds among younger (ages 2-4) children.

4. *indicates that the 95% confidence interval does not inciude unity.

35 children are only about 22% of all children who
were positive on the Ten Questions and evaluated, and
thus the estimated positive predictive vaiue of the
screen for serious disabilities is only 22%. The overall
prevalence estimate is about 16 per 1000, and the
prevalence appears to be slightly higher for boys than
girls, and higher for oider children than younger
children.

There were a total of 123 children classified as false
positives on the Ten Questions when the criterion of
serious disability is used. However. 86 (70%) of these
children were found on clinical evaluation to have con-
ditions rated as mild disabilities (such as mild mental
retardation, speech problems. night blindness, hearing
loss, motor weakness, epilepsy) or as other health
problems that could potentially lead to disability (such
as malnutrition, ear infections). When these milder
conditions are included within the definition of a case,

the positive predictive value nearly doubles, increasing
to 41%. However, expanding the case definition to
include milder conditions costs in terms of sensitivity,
which drops from 100% to only 31%.

DISCUSSION

These results show that the Ten Questions is a sensitive
screen for serious disabilities in two to nine-year-old
children, but that most of the children who screen posi-
tive are not seriously disabled.. With a positive pre-
dictive value of only 22%. the Ten Questions cannot
function well on its own as a case-finding tool for epi-
demiological studies of serious disability or as a basis
for referring seriously disabled children to rehabili-
tation services. The fact that no cases of moderate or
severe disability were missed, however, supports the
conclusion that the Ten Questions does function well

TABLE 3 Age and gender distribution of the 359 children clinically evaluated in Stage Il of the survey. proportion of the same children who were
) positive on the Ten Questions (TQ), and number and proportion found to be seriously disabled

% TQ+ive Number (and %)
Number % Boys among Among ail with serious
Age evaiuated all evaiuated | evaluated disabilities
2 36 58 50 5(19)
3 39 44 49 5(13)
4 47 60 34 1 (2
N 45 51 33 4+ 9
6 48 56 48 2 )
7 61 36 43 5 (8)
8 39 56 49 7(18)
9 44 45 52 ' 6 (14)
Total 359 53 49 35 (10)
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TaBLE 4 Number of each tvpe of disability among the 55 serious
disabilities identified®’

Tvpe of disability No. Proportion of total
Cognitive 20 0.36
Speech 13 0.27
Hearing 10 0.18
Movement N 0.09
Vision 4 0.07
Epilepsy | 0.02
All types 58 L0

*There were a total of 35 children with serious disabilities. some of
whom had multiple disabilities.

as a screening tool when. as in this study, all children
screened positive are referred for more definitive eval-
uations. Although the screen produces many false
positives. it still reduces the number of children to be
evaluated by professionals from 100% to only about
7% (ie, the per cent with one or more problems
reported on the Ten Questions).

The observation that 70% of the children classified
as false positives (using severe or moderate disability
as the criterion) had either mild disabilities or other
health problems strengthens the evidence for the valid-
ity of the Ten Questions. It suggests that referring all
children with positive results will not necessarily result
in inefficient use of professional resources. since it is
likely that early identification and treatment of less
severe conditions could serve to prevent future cases of
more severe disabilitv. Before the Ten Questions can
be recommended as a screen for less severe conditions.
however. further studies are needed of its sensitivity
for these conditions.

Few differences were observedin the results for boys
and girls. and for older and vounger children within the
two to nine vear age range. The only significant differ-
ence between boys and girls in the frequency of a posi-
tive response to one of the Ten Questions was for
speech problems (OR = 2.1. Tabte 2). This difference
is not inconsistent with what child development
specialists observe in developed countries. and. there-
fore. does not detract trom the validity of the screen.

Comparing older and younger children. the onty sig-
nificant differences observed were that for older chil-
dren hearing problems (Question 3) and general
slowness (Question 10) were reported more frequently
than they were for younger children (ORs 2.7 and 4.5,
respectively, Table 2): and that younger children were
more than twice as likely as older children to have no
speech. Despite these differences. there were no sig-
nificant age or gender differences in the probability of
being positive on the Ten Questions (any one or more
question. Table 2). Thus. the screen does not appear to
grossly over-identify or under-identify one or another
of these groups. The best evidence of whether the Ten
Questions over- or under-identifies boys or girls. or
older or younger children is to be found in the validity
results. The parameters sensitivity, specificity and
negative predictive value (Table 5) are all either per-
fect or nearly perfect for ail groups and thus provide no
evidence for differential misclassification. The positive
predictive values in Table 5 are considerably less than
unity; they show no apparent age difference but they
do show a gender difference: the positive predictive
value for boys is only 20% while that for girls is 26%.
This difference is consistent with the observed tend-
ency for parents in Bangladesh to display more con-
cern for the health of sons than daughters.™ This
difference and its significance will be explored in future
work.

For the moment, the magnitude of this gender
difference in positive predictive value does not appear
to be great enough to pose a serious threat to the valid-
ity of the Ten Questions.

* Future analyses of the data from Dhaka (as weli as
from related surveys carried out elsewhere in Bangla-
desh and in Jamaica and Pakistan) will aim to deter-
mine whether, by using probe questions (asked
whenever a probiem is reported by a parent in
response to one of the Ten Questions), the number of
false positives can be reduced without causing a great
loss in sensitivity. If the probe questions are effective in
this regard. it may be possible for the Ten Questions
with probes alone to serve as a valid case-finding tool.
This would be extremely cost-effective since the screen

TaBLE S Estimates of the validins of the Ten Questions for screening serious disabilities, and estimates of prevalence of serious disability in Dhaku
thased on the subsample of 359 children referred for clinical evaluation; see text for explanation)
Older Younger
All children children
children Bovs Girls (5-9 vears) (24 vears)

Sensitivity: 1.00 1.00 1.0 1.00 1.00
Specificity: 0.95 0.94 0.96 0.93 0.95
Positive predictive value 0.22 0.20 0.26 0.23 0.21
Negative predictive value 1.00 1.00 1.00 1.00 1.00
Prevalence (per 1000): 16 17 15 17 12
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TABLE 6 Values used to obtain the results in Table §

Older Younger
All children children
children Girls (5-9 years) (24 years)
Proportion positive
among all screened: 0.069 0.059 0.074 0.061
Proportion with
serious disabilities
among all who screened
positive: 0.222 0.258 0.226 0.211
Proportion with
serious disabilities
among all who screened
negative: 0 0 0 0

is administered by non-professionals. Professional
services could then be devoted more exclusively to
evaluation and treatment of children with disabilities.

CONCLUSION

These initial results concerning the validity of the Ten
Questions in Dhaka are encouraging for at least three
reasons. First. they show no evidence of serious age or

gender bias. Second. they suggest that the question--

‘naire not only provides a sensitive screen for severe
and moderate disabilities in two to nine-vear-old chil-
dren. but that thirdly it also effectively reduces the pro-
portion of children in a community that would need
professional evaluations (if the aim was to identify all
severely and moderately disabled children in a com-
munity) from 100% to only about 7%. At the same
time. the moderately low positive predictive value of
22% reinforces the conclusion that the questionnaire
cannot function alone as a method of case identifica-
tion or as a basis for referring children to treatment. [n
general. these results support the conclusion that the
Ten Questions is best used as a screening tool, whereby
children with positive results are referred for more
definitive evaluations.

Future analyses will attempt to replicate these find-
ings with data from other areas of Bangladesh and
from other countries. Theyv will also attempt to deter-
mine whether probe questions added to the Ten Ques-
tions and administered by community workers can
effectively reduce the occurrence of false positive
responses and provide valid information about the
nature of disabilities reported without at the same time
contributing excess false negatives. Finally, future
analyses will explore the utility of the Ten Questions as
a screen for less severe disabilities and other types of
health problems among voung children in community
settings. It is hoped that this work will result in greater

attention to childhood disability as a public health
problem in the less developed world.
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AppENDIX B>
Ten Questions
I. Compared with other children, did the child have any serious
delay in sitting, standing or walking?
. .Compared with other children does the child have difficulty see-
ing. cither in the daytime or at night?

3. Does the child appear to have difficulty hearing?

4. When vou tell the child to do something. does he/she seem to
understand what you are saying?

. Does the child have difficulty in walking or moving his/her arms or
does he/she have weakness and/or stiffness in the arms or legs?

6. Does the child sometimes have fits. become rigid. or lose
consciousness?

7. Does the child learn to do things like other children histher age?

8. Does the child speak at all (can he/she make himself/herselt under-
stood in words: can he/she say any recognizable words)”

9. For three to mine-year-old children ask: Is the child’s speechin any
wav different from normal (not cicar enough to be understood
by peopie other than histher immediate family)?

9. For two-vear-old children ask: Can he/she name at least une object
(for example. an ammal. a toy. a cup. a spoon)?

10. Compared with other children of his‘her age. does the child
appear in any way mentally backward, duli or siow?”

[

n
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