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Abstract

Rising childhood obesity rates are recognized as a na-
tional epidemic, and children with autism spectrum 
disorder (ASD) are at greater risk for obesity compared 
to peers without autism. Recreational therapists are chal-
lenged to understand factors contributing to obesity so 
they can develop prevention and intervention programs. 
The socioecological model of obesity recognizes parents 
as essential to promoting health behaviors necessary to 
prevent children’s overweight/obesity. Evidence specific 
to parents of children with ASD is limited, so this ex-
ploratory study examined parent concerns related to 
ASD and overweight/obesity. Parents of children with 
ASD reported primary concerns of behavior, food se-
lectivity, and anxiousness for their child’s health and de-
velopment. Despite potential long-term, negative health 
consequences, overweight/obesity was not a concern 
identified by parents, as other behaviors were identified 
as more pressing. Implications for recreational therapy 
are provided.
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Currently, more than one-third of the children in the United States are overweight 
(Curtin, Anderson, Must, & Bandini, 2010). Furthermore, rates of obesity have tripled 
over the last 20 years, making obesity a public health concern (Hedley et. al, 2004).The 
Centers for Disease Control and Prevention recommend that children engage in 60 
minutes of moderate to vigorous daily physical activity; however, approximately two-
thirds of children in the United States do not meet this criterion (Fakhouri et al., 2014). 
Research shows that children with disabilities participate in even less physical activity 
compared to their typically developing peers, resulting in a 40% higher risk of obesity 
in children with autism spectrum disorder (ASD) (Curtin et al., 2010).

Children with ASD may be at greater risk for obesity (Curtin et al., 2010) due to 
characteristics that are commonly associated with ASD (i.e., sleep problems, medica-
tion side effects, sensory preferences, or metabolism) rather than the diagnosis itself 
(Toscano, Carvalho, & Ferriera, 2017; Xu et al., 2018). The diagnosis of ASD is becom-
ing more prevalent and is considered a significant public health issue (Zuckerman, 
Hill, Guion, Voltolina, & Fombonne, 2014). Challenges faced by children with ASD, 
such as sleep difficulties, sensory avoiding behaviors, food selectivity and or food al-
lergies, and low metabolism have major effects on health and wellness (Foster & Law-
son, 2016; Toscano et al., 2017; Xu et al., 2018). Additionally, external factors such as 
medication side effects, leisure choices, sedentary behavior, and social challenges can 
all impact children’s metabolism and weight (Toscano et al., 2017). 

Evidence suggests parents have a strong influence both in the development of 
children becoming overweight and in obesity prevention (Lindsay, Sussner, Kim, & 
Gortmaker, 2006). The socio-ecological model is an established model for investigating 
factors related to childhood obesity, particularly for typically developing children (Gy-
urcsik, Spink, Bray, Chad, & Kwan, 2006). The socio-ecological model acknowledges 
the interplay between personal and environmental factors and confirms that behavior 
is influenced by factors from five categories, including; intrapersonal, interpersonal, 
institutional, community, and public policy. Parent commitment to promoting physi-
cal activity and healthy behavior is recognized as an interpersonal factor within the 
socio-ecological model. Parental characteristics such as weight status and education 
level are consistently associated with children’s weight status (Ohri-Vachaspati, 2015). 
Additionally, in previous qualitative research examining the socio-ecological model, 
children with ASD perceived their parents did not have time to exercise with them or 
take them to physical activity programs (Obrusnikova & Cavalier, 2011). Consistent 
with the socio-ecological model, research suggests weight loss interventions targeting 
parents rather than children are more effective long term at reducing obesity (Golan 
& Crow, 2004).

Also consistent with the socio-ecological model, research indicates different so-
cialization patterns, reduced social opportunities, and lack of resources due to socio-
economic status may increase the risk of obesity (Cheng, Kato, & Tseng, 2017; Wolch 
et al., 2011). Children with ASD often have less social motivation to engage in fam-
ily meals and/or structured physical activities with other children (Zuckerman et al., 
2014). Additionally, the built environment surrounding a child’s neighborhood or 
school can significantly influence health outcomes and opportunity for physical activ-
ity. Children are less likely to experience a large increase in BMI when they have better 
access to recreational resources (Wolch et al., 2011). With complex factors influenc-
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ing childhood obesity, recreational therapists are challenged to consider factors within 
their scope of practice that may have the greatest influence. Parents of children with 
ASD report higher levels of stress than caregivers of typical children (Khanna et al., 
2011) or those with other developmental conditions (Abbeduto et al., 2004) and uti-
lize unique coping strategies, including education, to parent effectively (Ismael, Mische 
Lawson, Moqbel, & Little, 2018). Recreational therapy interventions directed at par-
ents may be beneficial for promoting healthy behaviors of children with ASD.

The rise in childhood obesity is a critical health concern, demanding the attention 
of recreational therapists.  Higher prevalence of obesity of children with ASD com-
pared with typically developing peers, combined with increased challenges and barri-
ers to healthy activity necessitate research in this area (Dempsey et al., 2017). Recre-
ational therapists are uniquely trained to promote health and wellness as well as reduce 
barriers to participation in life activities, including health promoting physical activity 
(American Therapeutic Recreation Association, 2018). To eliminate participation bar-
riers, is important to identify factors contributing to childhood obesity. Because par-
ents are the primary caretakers in children’s lives, it is essential to understand parent 
concerns regarding obesity and behaviors related to obesity, particularly for children 
with ASD who are at higher risk for obesity than their peers. Therefore, the purpose of 
this descriptive study was to investigate concerns of parents with children with ASD 
and examine factors related to obesity. 

Methods

Participants
The sample was drawn from a pre-existing data set from a Midwest university 

child diagnostic center. The data set included diagnostic information of 683 children 
with diverse intellectual and developmental disabilities. Because this study was focused 
on children with ASD, participants were included in the study if 1) they were between 
the ages of 12 months to 24 years, 2) had a diagnosis of ASD confirmed by the diag-
nostic team, 3) had completed the Autism Diagnostic Observation Schedule (ADOS-
2), and 4) had completed the Childhood Autism Rating Scale (CARS) appropriate for 
their age/function. Because this was an exploratory study, inclusion criteria were pur-
posely broad to provide the best chance for detecting meaningful results (Portney & 
Watkins, 2000). Following the inclusion criteria, a total of 43 subjects were included in 
this study (see Table 1). 

Measures
The comprehensive diagnostic evaluation included intake paperwork completed 

by parents addressing a variety of questions about behavior and developmental his-
tory. It also included administration of standardized assessment measures, behavioral 
reports, a review of medical history, and a clinical diagnostic interview. For the current 
study, we utilized available data from the following measures.

Demographics. Participants provided comprehensive demographic information 
regarding child and family characteristics, including family race/ethnicity, socioeco-
nomic status, number of siblings in the home, geographic location, etc.

Parent intake form (PIF)/parent concerns. All parents completed initial intake 
paperwork before their children’s clinic visit. In addition to completing a checklist of 
developmental milestones and common concerns related to developmental disability, 
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the intake paperwork prompted parents to identify and write up to three concerns 
leading to the clinic visit (Little, Wallisch, Salley, & Jamison, 2017).

Autism Diagnostic Observation Schedule, Second Edition (ADOS-2) (Lord, 
Luyster, Gotham, & Guthrie, 2012; Lord, Rutter et al., 2012). The Autism Diagnostic 
Observation Schedule, Second Edition (ADOS-2) is a widely utilized observational as-
sessment tool for diagnosis of ASD. The ADOS-2 was included in this study to confirm 
subjects had a diagnosis of ASD. The ADOS-2 consists of five different modules for use 
with individuals of different developmental and language levels and provides a Com-
munication score, a Reciprocal Social Interaction score, and a Total score. Inter-rater 
reliability estimates across the five modules are good with correlations calculated for 
Social Affect (SA), Restrictive Repetitive Behavior (RRB), and overall total inter-rater 
reliability ranging from .79 to .98. (Lord et al., 2012). Test-retest reliability was also 
good, with intraclass correlations ranging from .68 to .92 for Modules 1 through 3 and 
correlations ranging from .64 to .88 for the Toddler Module. Published validity studies 
about the ADOS suggest good predictive validity and sensitivity ranges for all versions 

Table 1
Demographics

Participant 
Characteristics        Number       Percentage

Sex   
 Male 24 88.9
 Female 3 11.1
Race   
 American Indian
 or Alaskan Native 2 4.7
 Asian American 1 2.3
 African American 2 4.7
 Native Hawaiian/
 Pacific Islander 0 0
 Caucasian 24 55.8
 Hispanic or Latino 4 9.3
Age   
 1-2 years 1 2.4
 3-4 years 1 2.4
 5-6 years 4 9.6
 7-8 years 4 9.6
 9-10 years 8 18.9
 11-12 years 8 18.9
 13-14 years 7 16.6
 15-16 years 4 9.6
 17-19 years 4 9.6
 24 years 1 2.4
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(Lord et al., 2012). For this study, the ADOS-2 total score was used to confirm ASD 
diagnosis as an inclusion criteria.

Childhood Autism Rating Scale, Second Edition (CARS2) (Schopler, Bourgon-
dien, Wellman, & Love, 2010). The CARS2 is a screening measure to identify children 
with ASD (Schopler et al., 2010). Both the standard and high-functioning (CARS-HF) 
versions of the CARS2 consist of 15 items rated on a 7-point scale that is rated from 
within normal limits to abnormal/severe. All versions of CARS can be rated by a vari-
ety of professionals and are scored based on the professional’s rating on observations 
during school, testing, parent report, and relevant medical records (Schopler et al., 
1986). The measure is included in this study because it includes parent report of con-
cerns related to ASD. Internal consistency reliability coefficients for the CARS2-ST 
is .93 and the CARS2-HF .96 (Schopler et al., 2010). The overall interrater reliability 
estimate for CARS2-ST is .84 (Schopler et al., 2010). With interrater reliability ranging 
from from .73 to .83 when administered by different professionals, indicating good 
agreement (Schopler et al., 2010). This study analyzed total score and body use data as 
potential factors related to obesity.

Data Analysis 
Researchers used Statistical Package for Social Sciences (SPSS 23) to analyze data. 

To summarize participant characteristics, researchers used descriptive statistics (e.g. 
frequencies, mean, range, and standard deviation). To investigate relationships be-
tween ASD diagnostic criteria and variables related to obesity, specifically motor mile-
stones, researchers conducted 2-tailed Spearman Rank correlations between PIF and 
CARS2/CARS2-HF variables. To explore parent concerns, data from the Parent Intake 
Form were coded using qualitative procedures described by Miles, Huberman, and Sal-
dana (2014), to extract the most common parental concerns regarding their children 
with ASD. All codes were confirmed by at least two researchers to confirm reliability. 
The categories included: anxious/worrisome, unusual or excessive fears, hyperactivity, 
impulsivity, aggression, self-injurious behavior (head-banging, biting, scratching, cut-
ting), toileting, sensory differences, hypotonia, hypertonia, and toe-walking (after age 
2). After each concern was coded, researchers calculated frequency and percentage for 
each concern reported by the parents. 

Procedures
All researchers involved in the study obtained Institutional Review Board (IRB) 

approval to view data. Due to our sample size being drawn from a large pre-existing 
data set, the study team systematically reviewed all variables and agreed on those most 
likely to inform concerns about obesity based on literature (Egan, Dreyer, Odar, Beck-
with, & Garrison, 2013). The team analyzed item level data related to obesity and total 
scores drawn from the Parent Intake Form (PIF), the Autism Diagnostic Observation 
Schedule (ADOS), and the Childhood Autism Rating Scale (CARS).

Results
Of the 43 children in this study, nearly half had psychiatric or psychological diag-

nosis in addition to ASD, and most children were receiving behavioral services, occu-
pational therapy, and/or early childhood special education (see Table 2). The primary 
parent concerns reported on the PIF included impulsivity and anxiousness/worries, 
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Table 2
Health and Educational Services

                       Parent Report Yes       Parent Report No

                Number Percentage          Number Percentage

Child currently 
taking medication 20 44.8 21 51.2
Child diagnosed with 
psychiatric or 
psychological conditions 19 44.2 24 55.8
Mental health diagnosis 19 44.2 24 55.8
Infant toddler services 
(Birth-Age 3) 20 46.5 23 53.5
Early childhood 
special education 
(3-5 years) 31 72.1 12 27.9
Individualized Education 
Program (IEP)/Special 
Education 2 4.7 41 95.3
504 Plan 20 46.5 23 53.5
Occupational Therapy 26 60.5 17 39.5
Speech Therapy 11 25.6 32 74.4
Physical Therapy 11 25.6 32 74.4
Child has not 
received services 6 14 37 86.0
Child is receiving 
psychiatry/medication 
management services 11 26.2 31 73.8
Child has been under 
the care of a mental 
health provider 13 31 29 69.0
Child currently enrolled 
in school 37 90.2 4 9.8
Child has had psycho-
educational testing by 
a school or private psychologist 14 34.1 27 65.9
Child has been admitted 
to an inpatient psychiatric facility 5 11.9 37 88.1
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whereas muscle tone was one of the least reported concerns (see Table 3). Over one-
third of parents reported their child having current feeding issues and/or reported 
their child as a picky eater, yet nearly 75% of parents reported their child was getting 
adequate nutrition (see Table 3). 

Table 3  
Parent Concerns Reported on Parent Intake Form

              Parent Concerns  Number  Percentage

Anxious or Worries 18 41.9
Unusual or Excessive Fears 8 18.6
Hyperactivity 14 32.6
Impulsivity 19 44.2
Aggressive 12 27.3
Self-Injurious behaviors 
(Head banging, biting, scratching, cutting) 5 11.6
Toileting 9 20.9
Sensory Differences 14 32.6
Hypotonia (low muscle tone) 4 9.3
Hypertonia (high muscle tone) 1 2.3
Toe Walking (after age 2) 9 34.6
Has current feeding issues 9 34.6
Child has adequate nutrition 19 73.1
Picky eater 18 41.9
Drinks milk 15 34.9
Avoids specific food groups 12 27.9
Is on a special diet 4 9.3
Difficulty with solids 2 4.7
Difficulty with liquids 1 2.3

Parents reported their children’s gross motor developmental milestones as being 
achieved within a similar timeframe to that of typically developing children (Case-
Smith & O’Brien, 2015). On average parents reported their children smiled in response 
to others at an average of 2.9 months, rolled over at an average of 4.5 months, sat with-
out support at 7.1 months, and crawled at 9.6 months. They then continued meet-
ing motor milestones at the same average developmental rate, pulling to stand at 10.9 
months, and walking independently at 13.8 months. There were no significant cor-
relations between CARS2/CARS2-HF total and scores and motor milestones (rolling 
over, sitting without support, crawling, pulling to a stand, and walking independently) 
reported by parents (See Table 4). CARS2/CARS-HF  body use scores indicated mild 
to moderate impairment for all participants, however lack of variability of body use 
scores prevented correlational analysis  of the body use variable.



124

Mische Lawson, Bandy, Kadolph, Le, and Pettersson

A total of 26 out of the 43 parents wrote in specific parent concerns regarding their 
children with ASD. The most commonly identified parent concern was challenging 
behaviors. Parent reported behavioral concerns included aggression, perseveration, in-
ability to focus, and ADHD-type behaviors. Social skills were also identified as a par-
ent concern. Parents reported that their children did not understand social cues, did 
not reciprocate in conversation, showed lack of empathy, and had trouble identifying 
basic feelings. Other common parent concerns included: emotional regulation, such 
as anxiety and temper tantrums, sensory differences, co-morbidities, and regression of 
skills (see Table 5).

Table 5
Examples of Top Three Parent Identified Concerns from the Parent Intake Form

Theme                                    % (n=26)              Parent’s Description

Challenging Behavior 36.6 “Tends to obsess over certain topics or 
  objects and it is very difficult to get his 
  attention to focus on another topic or idea.”

  “Behavior issues such as self-harm, 
  rages, and unpredictable mood swings.”

Social Skills 25.4 “He gets ‘stuck’ in patterns of repeating 
  the same words and phrases over and over.  
  Other children tend to get irritated with  
  him when he does this.”

  “Doesn’t hold conversation and can’t 
  describe what happened earlier in the 
  day or week without being coached.”

Table 4
Correlations between CARS2 and CARS2-HF Total Scores and Motor Milestones

     CARS 
Motor Milestone   R-value             p-value
 
Rolled Over .211 .789 
Sat without Support -.105 .895 
Crawled .211 .789 
Pulled Up to a Stand .211 .789 
Walked Independently .052 .935 

*p<.05 
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Table 5 (cont.)

Theme                                    % (n=26)              Parent’s Description

Emotional Regulation 17.0 “Has been exhibiting some behavior issues  
  at home recently such as screaming 
  and crying when he becomes frustrated.”

  “She has extreme anxiety from timing. 
  She has special times to do things such 
  as brush hair, brush teeth, shower & etc.”

Sensory 8.4 Light causes touchiness, dark causes 
  calming and more activity. Meltdowns 
  occur faster with lights on.”

  “The audiologist believes there could 
  be some auditory processing difficulties  
  since the hearing test came back that 
  his hearing was fine.”

Co-morbidities 8.4 “Has been diagnosed with multiple 
  conditions including autism spectrum 
  disorder, mood disorder NOS, bipolar, 
  generalized anxiety, post-traumatic 
  stress disorder, oppositional defiance 
  disorder, depression, dysgraphia. The 
  efforts to treat him are very 
  piecemealed and ineffective.”

  “He is also type 1 diabetic and it is 
  challenging for him to provide 
  appropriate medical care for himself.”

Regression 4.2 “Development has stalled in certain 
  aspects. Was diagnosed with mild autism 
  6 years ago, no moderate/severe.”

  “Child has regressed in peer interaction,  
  physical, and occupational abilities.”
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Discussion
Research has found that children with autism spectrum disorder are at an in-

creased risk of being overweight or obese, but more research is necessary to identify 
the factors impacting obesity in children with ASD (Egan et al., 2013). Research has 
demonstrated that children with an ASD diagnosis followed a motor skill develop-
mental trajectory similar to peers until 12 months of age (Davidovitch, Stein, Koren, 
& Friedman, 2018).  However, the same study also showed that they began showing 
developmental differences in social/emotional areas at an average age of nine months. 
Parents manage numerous concerns related to their children’s ASD diagnosis. There-
fore, the purpose of this descriptive study was to investigate concerns of parents with 
children with ASD and examine factors related to obesity. Despite the literature show-
ing that obesity is a public health crisis and children with ASD are more likely to be 
obese (Curtin, Anderson, Must, & Bandini, 2010), our research found that parents 
did not identify obesity as one of their primary concerns.  Parent concerns related to 
challenging behaviors (e.g., aggression) and social skills (e.g., not understanding social 
cues) were more immediately pressing than matters of overweight and obesity. 

However, several of the themes identified as parent concerns are commonly dis-
cussed in literature as risk factors of obesity including food selectivity, and social chal-
lenges (Foster & Lawson, 2016; Toscano, Carvalho, & Ferriera, 2017). According to 
Rogers, Magill-Evans, and Rempel (2012), 46% to 75% of children with ASD have chal-
lenges with feeding as compared to 25% to 35% of typically developing children. Chal-
lenges include food aversions and specific food preferences. Many children with ASD 
have food selectivity, which is defined as “food refusal, limited food repertoire, and 
high frequency single food intake” (Bicer & Alsaffar, 2013, p. 3978). Eating too fast was 
another common eating problem reported by parents. Eating too fast combined with 
gravitating toward high energy dense foods that are high in fat, starches, or calories and 
low intake of fruits, vegetables, and fiber may not be problematic early in life, but puts 
the child at risk of obesity and overweight in the future (Evans et al., 2012). 

Social challenges, including disruptive and aggressive behaviors, different social 
patterns, and reduced social opportunities can lead to decreased engagement in physi-
cal activity and increased weight (King, Petrenchik, Law, & Hurley, 2009). Children 
with social skill challenges, including children with ASD, have reduced opportunities 
for physical activity with peers at school (Sit, Mckenzie, Cerin, Chow, & Huang 2017). 
Children with intellectual disabilities and ASD are known to have significantly less 
opportunities to participate in activities with peers, including physical activity (Taheri, 
Perry, & Minnes, 2016). In this study, parents of children with ASD indicated behavior-
al and social concerns as most pressing, but did not recognize these social challenges as 
also influencing behaviors (e.g., physical activity) related to obesity. 

The concerns reported by parents in this study show that there are risk factors con-
cerning to parents that can contribute to an increased risk of obesity for children with 
ASD (e.g., food selectivity, behavior impeding with physical activity, etc.). However, 
due to the number of concerns needing attention, immediate challenges are addressed 
first rather than future risk factors. Of parent concerns, behavioral concerns were the 
most urgent need requiring intervention. Focusing only on immediate concerns im-
pedes opportunity to encourage preventative measures for preventing obesity and its 
related comorbidities. A systematic review of literature estimated the worldwide eco-
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nomic impact of obesity at 2 trillion U.S. dollars Gremmel (Tremmel, Gertham, Nils-
son, Saha, 2017). Therefore, failing to address this issue will not only have significant 
impact on those dealing with the effects of obesity, but also society as a whole will feel 
this impact. 

It is important to consider the focus of the clinic from which the sample was drawn 
is to address diagnostic and behavioral issues, including sleep and feeding issues. The 
multidisciplinary team included physicians, psychologists and therapists (occupation-
al therapy, speech-language pathology), but did not include a recreational therapist. 
Though all children had completed a diagnostic battery to confirm ASD, other assess-
ment measures were varied according family concerns. There were no assessments 
specific to leisure and/or physical activity participation included in the large data base. 
Additionally, of the standardized measures conducted, only a few included questions 
about leisure or physical activity at the item level. The structure of the clinic may have 
prevented families from considering some risk factors for obesity. Recreational thera-
pists could be a valuable addition to care teams to address leisure concerns, including 
lack of physically active recreation.

Limitations
Participants from this study were from a small sample size of 43 with only three 

females. The results from this small sample might not represent the majority of those 
diagnosed with ASD. Furthermore, participants were from the same geographic re-
gion, and therefore our study does not take into consideration factors related to diverse 
geographic regions such as socio-economic statuses, education levels, and ethnicity/
race. Regarding parent concerns, a total of 26 out of 43 parents wrote in specific parent 
concerns. Of those 26 parents that reported concerns, 20 reported three concerns. The 
limited amount of written parent concerns may not have reflected all concerns parents 
of children with ASD have. Lastly, the current study did not look at the children’s BMI. 
Though at least half of our sample was of age to expect obesity to be a concern, the data 
set did not include children’s BMI so it is possible children were of healthy weight.

Implications for Research/Practice
Results suggest that due to the number of concerns needing attention, obesity and 

its associated risks may not be routinely addressed at ASD clinic visits. Further re-
search is needed to identify ways to support parents with their children’s behavioral 
and social challenges, while also aiding in the prevention of major health concerns 
stemming from unaddressed risks of obesity. Looking at BMI may be beneficial to 
consider in future research to identify whether parents did not report obesity as a con-
cern due to their child being at a healthy weight or if other concerns were simply more 
demanding. Research has shown that children with ASD with higher BMI and weight 
participated in less physically active leisure activities compared to children with ASD 
with lower BMI (Lawson & Foster, 2016). Physical activity may not only decrease the 
likelihood of obesity, it may also improve negative behaviors in children with ASD in 
areas such as motor and social deficits (Sowa & Meulenbroek, 2012). All practitio-
ners should be encouraged to ask parents questions about their child’s physical activity, 
weight gain, and eating habits and provide parents with relevant resources that can 
optimize a healthy lifestyle. Though ASD care teams include professionals qualified to 
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address obesity related issues (e.g., dieticians, physicians, etc.) they may benefit from 
the expertise of recreational therapists to promote physically active recreation. For ex-
ample, evidence suggests the President’s Council on Fitness, Sports & Nutrition I Can 
Do It (ICDI) program can improve healthy behaviors related to overweight/obesity 
(Mische Lawson, Hiskey, & Theleman, 2018). This eight-week mentoring program for 
children and their parents may be particularly beneficial for improving physical activ-
ity and food and beverage choices of children with ASD, who comprised over half the 
sample of the investigation of ICDI. Recreational therapists might also consider leisure 
education for parents to increase understanding of risk factors and conditions related 
to obesity as well as introduce interventions to prevent overweight/obesity. As leisure 
education programs are developed, it is important to systematically evaluate program 
effectiveness. Furthermore, future research is needed to further explore and address 
parent concerns, as well as investigate factors associated with the prevalence of obesity 
in children with ASD. 

Conclusion
Given that children with ASD are more likely to be overweight compared to their 

typically developing peers, it is critical to explore the factors related to obesity in this 
population. This exploratory study found that parent concerns regarding their child 
did not directly include obesity. However, it is possible that their child may be over-
weight yet other concerns are more demanding.  Additionally, care teams may benefit 
by including recreational therapists to promote physically active recreation, alongside 
other qualified professionals (e.g., dietitians) to address the complex issues contribut-
ing to obesity. Knowing the concerns that are most pressing to parents of children with 
ASD helps guide practitioners to provide relevant resources to parents. Additionally, 
practitioners should discuss the potential risk factors that can impact children’s health 
and well-being, such as the effects of obesity. 
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