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Slide 2. Introduction
The epidemic of obesity in the United States and in many other countries throughout the world has made this one of the most significant public health problems confronting our society today.

Obesity prevalence in people with disabilities is even higher than in the general population.

Slide 3. Introduction
Among people with disabilities, increasing BMI also presents a greater risk of secondary conditions, defined as preventable medical, emotional, or social problems resulting directly or indirectly from an initial disabling condition.

People with disabilities appear to be at the highest end of the risk curve for obesity.

Slide 4. Introduction
Consequences of obesity may cause greater harm to people with disabilities due to: 

lower threshold of health associated with various secondary and associated conditions accommodating certain disabling conditions.

difficulty in accessing health promotion programs in their home or community leading to continuing weight gain. 

Slide 5. Reality

“I am in a great relationship with a man who thinks the world of me and is pretty tolerant of my physical issues. I have a great job, hobbies, friends and pets. My problem: I cannot stop gaining weight!” 

“This weight gain is really going to start wreaking havoc on my mobility and my happiness if I cannot get at least some of it reversed. I love to travel and be as active as my body will allow, but I fear I am going to face a day when my size will impede my adventurous spirit.” 

 -- a “happy, fairly well adjusted woman of 41 who happens to have cerebral palsy”. 

Slide 6. Obesity Prevalence: Adults with Disabilities
Slide 7. Obesity Prevalence: Adults with Disabilities
Results of data from the 1994-1995 National Health Interview Survey Disability Supplement (NHIS-D), and the 1995 Healthy People 2000 Supplement indicate that among adults with physical disabilities, there was a 66% higher rate of obesity compared to people without disabilities. 

Obesity appears to be more prevalent in adults with sensory, physical, intellectual and mental health conditions.
Slide 8. Adjusted Odds Ratios of Being Obese by Type of Disability
This slide contains a chart depicting various disabilities and the associated odds ratios of obesity
Any Disability has an odds ratio of 1.9
Blind/low vision odds ratio is 1.5

Deaf/hard of hearing odds ratio is 1.3

Lower extremity mobility (some difficulty) odds ratio is 2.4

Lower extremity mobility (severe difficulty) odds ratio is 2.5

Upper extremity mobility (some difficulty) odds ratio is 1.6

Upper extremity mobility (severe difficulty) odds ratio is 1.6

Hand dexterity (some difficulty) odds ratio is 1.6

Hand dexterity (severe difficulty) odds ratio is 1.5
Serious mental illness odds ratio is 1.5

Weil et al. (2002).  Obesity Among Adults With Disabling Conditions, JAMA, 288, 1265-1268. Odds ratios are statistically significant using 95% Confidence Interval.
Slide 9. Obesity and Physical Inactivity by Disability Status

This slide contains a graph depicting levels of obesity and physical inactivity based on disability status

The rate of obesity for individuals with disability is 31.2 percent, while the obesity rate for individuals without disability is 19.6 percent.

The rate of physical inactivity for individuals with disability is 22.4 percent, while the rate of physical inactivity for individuals without disability is 11.9 percent.
Centers for Disease Control and Prevention. Disability and Health State Chartbook, 2006: Profiles of Health for Adults with Disabilities. Atlanta (GA): Centers for Disease Control and Prevention: 2006.
Data source: 2001 and 2003 BRFSS 

Slide 10. Prevalence Data
Available data may actually underestimate the magnitude of the problem. 

Self-report data may have a higher error rate among people with disabilities. 

Slide 11. Prevalence of Obesity and Physical Inactivity in Adults (18-64 yrs) by Disability and Race
This slide contains a graph comparing percentage rates of physical inactivity and obesity in African Americans and Whites by disability status. The four comparison criteria are obesity, morbid obesity, meet weekly exercise criteria, and never exercise.

In the Obesity category: 40.5% of African Americans with disabilities and 26% without disability are obese, while 33.2% of Whites with disabilities and 16.3% without disability are obese. 

In the Morbid Obesity category: 12.4% of African Americans with disabilities and 3.3% without disability are obese, while 6.2% of Whites with disabilities and 1.2% without disability are obese. 

In the category for individuals who meet weekly exercise criteria: 25% of African Americans with disabilities and 30% without disability met the criteria, while 34.4% of Whites with disabilities and 37.9% without disability met the criteria. 

In the Never Exercise category: 56.9% of African Americans with disabilities and 46% without disability never exercise, while 41.3% of Whites with disabilities and 31.7% without disability never exercise. 

AA = African-American; Disability refers to having a mobility limitation.

Unpublished CDC Report 

Source: National Health Interview Survey. (1997-2004). 
Slide 12. A growing problem: Obesity in adults with intellectual disabilities
This slide contains a graph illustrating the growing percentage rate of obesity among individuals with intellectual disability (ID) from 1985 to 2000, compared with obesity rate for individuals without intellectual disability.

In 1985-1988, approximately 20% of individuals with ID were obese, compared to approximately 12% of individuals without ID. 

In 1989-1992, approximately 25% of individuals with ID were obese, compared to approximately 13% of individuals without ID. 

In 1993-1996, approximately 27% of individuals with ID were obese, compared to approximately 15% of individuals without ID. 

In 1997-2000, approximately 35% of individuals with ID were obese, compared to approximately 19% of individuals without ID. 

Yamaki (2005). Body Weight Status Among Adults With Intellectual Disability in the Community. Mental Retardation, 43, 1-10. Data source: National Health Interview Survey.

Slide 13. Prevalence of Obesity among US Adults with ID

This slide contains a bar graph illustrating the prevalence of obesity among US adults with intellectual disability as identified in a number of different studies.

General population obesity is 32.2%.

Yamaki (2005), 35%.

Fujiura (1997), 34%.

Lewis (2992), 37%.

Rimmer (1993), 43%.

Kelly (1986), 48%.

Moran (2005), 36%.

Rimmer & Wang (2005), 61%.

Harris (2003) 32%.

Source: Rimmer & Yamaki (2006).Prevalence of Obesity among US Adults with ID. MRDD Res. Rev,12:22-27.
Slide 14. International Research on Obesity Prevalence in Adults with ID
This slide shows a chart comparing obesity rates of individuals with Intellectual Disabilities (ID) in several countries, as compared to individuals without ID.

In the United States, 32% of individuals without ID were obese, compared to 44% of individuals with ID.

In England, 23% of individuals without ID were obese, compared to 34% of individuals with ID.

In Ireland, 25% of individuals without ID were obese, compared to 36% of individuals with ID.

In Australia, 8% of individuals without ID were obese, compared to 21% of individuals with ID.

In Germany, 16% of individuals without ID were obese, compared to 24% of individuals with ID.

Rimmer & Yamaki (2006).Prevalence of Obesity among US Adults with ID. MRDD Res. Rev,12:22-27.
Slide 15. Risk of Obesity and Physical Inactivity in Adults (18-64 yrs) by Disability and Race
This slide contains a graph comparing adjusted odds ratios for obesity and physical inactivity in African Americans and Whites by disability status. The four comparison criteria are obesity, morbid obesity, meet weekly exercise criteria, and never exercise.

Adjusted odds ratios in the Obesity category: 4.3 for African American with disabilities and 1.8 for African American without disability; 2.6 for White with disabilities and 1 for White without disability. 

Adjusted odds ratios in the Morbid obesity category: 10.5 for African American with disabilities and 2.6 for African American without disability; 5 for White with disabilities and 1 for White without disability. 

Adjusted odds ratios in the category for individuals who Meet weekly exercise criteria: 0.4 for African American with disabilities and 0.5 for African American without disability; 0.7 for White with disabilities and 1 for White without disability. 

Adjusted odds ratios in the Never exercise category: 2.7 for African American with disabilities and 1.8 for African American without disability; 1.4 for White with disabilities and 1 for White without disability.

Reference group: white with no disability. AA, African-American; Disability refers mobility limitation.

Unpublished CDC Report 

Source: National Health Interview Survey. (1997-2004). 
Slide 16. Rimmer & Wang (2005). Prevalence of obesity among a group of Chicago residents with disabilities. Arch Phy Med Rehabil: 86:1461-1464.

Chicago residents with disabilities, regardless of sex, race and ethnicity, or age, had significantly higher rates of overweight, obesity, and extreme obesity compared to people without disabilities.

Extreme obesity was approximately 4 times higher among people with disabilities than in the general population.

Slide 17. Nosek et al., (2008) Overweight and obesity in women with physical disabilities: Associations with demographic and disability characteristics and secondary conditions. Disability and Health Journal,1, 89-88.
Examined weight in association with demographic and disability characteristics and secondary conditions in a sample of community living women with physical disabilities.

Nearly three-quarters of their sample were overweight (26.6%) or obese (47.6%), with 14% extremely obese. 

Women with joint and connective tissue diseases and women with more extensive functional limitations were more likely to have excess weight. 

Overweight and obesity in combination with disability in women was associated with disproportionately high rates of diabetes and hypertension.

Slide 18. Nosek et al., (2008) Secondary Conditions in a Community-Based Sample of Women With Physical Disabilities Over a 1-Year Period Archives of Physical Medicine and Rehabilitation, 87, 320-327.

Examined prevalence and predictors of secondary conditions in women with physical disabilities. 

Nearly the entire sample reported interference from pain (94.5%) and fatigue (93.7%) 

At least three quarters of the sample reported problems with spasticity (85.4%), weakness (81.8%), sleep problems (80.2%), vision impairment (77.9%), and circulatory problems (77.9%). 

Mean number of secondary conditions per woman ± standard deviation was 14.6 plus or minus 6.2 (range, 1−42), with 75% of the sample endorsing 10 or more conditions. 

Slide 19. Obesity Prevalence: Youth with Disabilities
The epidemic of childhood obesity observed in youth without disabilities is also a major public health issue in youth with disabilities.
Slide 20. Obesity Prevalence: Youth with Disabilities
Background

13% of U.S. teens are obese (2007 Youth Risk Behavior Survey).

Overweight youth have been shown to be more likely to develop chronic conditions such as high blood pressure and diabetes, as well as depression, low self-esteem, and a lower quality of life.

Little data on obesity, antecedents to obesity and related consequences in youth with disabilities.

Slide 21. Prevalence of Obesity (BMI>=95th%) among Adolescents by Mobility Limitation and Sex
This slide contains a chart depicting a comparison of obesity rates for adolescents with mobility limitations and sex. 

29.7% of adolescents with mobility limitations were obese, while 15.7% of adolescents without mobility limitations were regarded as obese. 

28.1% of female adolescents with mobility limitations were obese, while 14.5% of female adolescents without mobility limitations were obese.

31.3% of male adolescents with mobility limitation were obese, while 16.9% of male adolescents without mobility limitations were obese. 

Source: NHANES data reported by Bandini et al. 2005.
Slide 22. 

This slide reports research findings showing the likelihood of obesity for youth with and without disabilities. 

Subjects of the study included 461 youth with disabilities and 12,973 youth without disabilities. 

16.8% of participants with disabilities were obese and 36.1% were overweight, compared to 13% obesity among participants without disabilities and 28.8% overweight. 

17.9% of males with disabilities were obese and 34.4% were overweight, while 16.3% of males without disabilities were obese and 32.7% were overweight. 

15.7% of females with disabilities were obese and 37.9% were overweight, while 9.6% of females without disabilities were obese and 24.7% were overweight. 

16.3% of White youth with disabilities were obese and 31.8% were overweight, while 10.8% of White youth without disabilities were obese and 25% were overweight. 

18.1% of African-American youth with disabilities were obese and 41.2% were overweight, while 18.3% of African-American youth without disabilities were obese and 37.3% were overweight. 

17.5% of Hispanic youth with disabilities were obese and 49% were overweight, while 16.6% of Hispanic youth without disabilities were obese and 34.7% were overweight. 
Youth with disabilities were 1.36 times (95% CI 1.07-1.75) and 1.39 times (95% CI 1.15-1.69) more likely to be obese and overweight than youth without disabilities. 

Female and white youth with disabilities had the greater risk of being obese and overweight when compared to youth without disabilities. 

Female youth with disabilities were almost two times more likely to be obese and overweight than female youth without disabilities. 

White youth with disabilities also had a higher rate of obesity and overweight compared to nondisabled White youth.
Youth with disabilities = DRRP data
Youth without disabilities = 2007 YRBS data

Slide 23. Comparison of Obesity/Overweight between Youth (12-18 yrs) with Disability and without Disability by Disability Type
This slide reports research findings showing the likelihood of obesity for youth of various disability types as compared to youth without disabilities. 

Subjects of the study included 461 youth with disabilities and 12,973 youth without disabilities. 

24.6% of youth with autism were obese and 42.5% were overweight, compared with 13% obesity and 28.8% overweight in nondisabled youth.

31.2% of youth with Down Syndrome were obese and 55% were overweight.

12.4% of youth with intellectual disability were obese and 27.2% were overweight.

4% of youth with Cerebral Palsy were obese and 18.8% were overweight.

18.6% of youth with Spina Bifida were obese and 64.5% were overweight.

Youth with disabilities = DRRP data
Youth without disabilities = 2007 YRBS data

Data were weight-adjusted by age, gender, and race using sample ranking so the proportion segments of age, gender, and race were matched between data sets.
Slide 24. Prevalence of Obesity among Youth with and without Disabilities
This slide shows a graph depicting rates of obesity among youth with and without disabilities.

Obesity rate is approximately 30% in youth with Down Syndrome.

Obesity rate is approximately 24% in youth with Autism.

Obesity rate is approximately 23% in youth with Spina Bifida.

Obesity rate is approximately 12% in youth with Intellectual Disability.

Obesity rate is approximately 6% in youth with Cerebral Palsy.

Obesity rate is approximately 13% in youth without disabilities.

Data from 2007 YRBS

Slide 25. Prevalence of Secondary Conditions in Youth with Physical Disabilities (CP, Spina Bifida)

This slide shows a bar graph depicting the prevalence of secondary conditions in youth with CP, Spina Bifida of healthy weight and obese/overweight.

High Cholesterol: healthy weight, 0%; obese/overweight 9.5%

GI problems: healthy weight, 35.4%; obese/overweight 37.5% 
Asthma: healthy weight, 23.5%; obese/overweight 28% 
Sleep Apnea: healthy weight, 15.9%; obese/overweight 4% 
Joint/bone pain: healthy weight, 34.3%; obese/overweight 34.8% 
Pressure Sores: healthy weight, 14.3%; obese/overweight 30.8% 
Early Maturation: healthy weight, 11.4%; obese/overweight 21.7% 
Fatigue: healthy weight, 9.4%; obese/overweight 23.1% 
Depression: healthy weight, 14.5%; obese/overweight 28% 
Hypertension: healthy weight, 1.5%; obese/overweight 19%

Low Self-Esteem: healthy weight, 8.8%; obese/overweight 12%

Liver/Gallbladder: healthy weight, 4.3%; obese/overweight 12.5%


Diabetes: healthy weight, 1.5%; obese/overweight 0%









Slide 26. Prevalence of Secondary Conditions in Youth with Cognitive Disabilities (Autism, Down Syndrome, Intellectual Disability) 
This slide shows a bar graph depicting the prevalence of secondary conditions in youth with Autism, Down Syndrome, Intellectual Disability of healthy weight and obese/overweight.

High Cholesterol: healthy weight, 0.7%; obese/overweight 7.6%

GI problems: healthy weight, 33.8%; obese/overweight 32.1% 
Asthma: healthy weight, 15.5%; obese/overweight 24.3% 
Sleep Apnea: healthy weight, 29.1%; obese/overweight 24.3% 
Joint/bone pain: healthy weight, 12.5%; obese/overweight 12.4% 
Pressure Sores: healthy weight, 14.3%; obese/overweight 30.8% 
Early Maturation: healthy weight, 4.6%; obese/overweight 12.4% 
Fatigue: healthy weight, 8.3%; obese/overweight 12.4% 
Depression: healthy weight, 15.1%; obese/overweight 21.9% 
Hypertension: healthy weight, 0.7%; obese/overweight 1.9%

Low Self-Esteem: healthy weight, 14.5%; obese/overweight 17.6%

Liver/Gallbladder: healthy weight, 2%; obese/overweight 2.8%


Diabetes: healthy weight, 1.4%; obese/overweight 6.5%




Slide 27. Measurement/Methodological Issues

Slide 28. Actual vs. Self-Report Measures of Height and Weight
Many national data sets reporting obesity among youth and adults with disabilities used self-reported height and weight data. 

Obesity prevalence estimates based on self-report data tend to be substantially lower than those based on actual measurement of height and weight.

Inaccurate estimates of obesity often result from overestimates of height and underestimates of weight.  
Slide 29. Measurement/Methodological Issues
BRFSS self-report data from 1991 to 1994 showed a prevalence of obesity of 12.7% to 14.4%....

While the corresponding NHANES data involving actual measurements of height and weight reported an obesity prevalence of 23.3% from 1988 to 1994,nearly two times higher than the BRFSS estimates. 

Slide 30. Measurement/Methodology Issues 
Discrepancy between height-weight self-report data vs. actual data may be even greater among sampling distributions involving people with disabilities. 

Rimmer and Wang (2005) reported substantially higher prevalence rates of obesity among individuals with disabilities than what was reported in two previously published reports using self-report data involving people with disabilities (NHIS & BRFSS). 

Slide 31. Measurement/Methodology Issues

In the NHIS study, 24.9% of persons with disabilities were obese.  

In the BRFSS report, 26% of whites were obese compared to 36% for blacks and 31% for Hispanics. 

After adjusting for age and sex, obesity rates in the study by Rimmer and Wang were 54% for whites, 70% for blacks, and 44% for Hispanics. 

Slide 32. Inaccuracy of BMI in Populations with Paralysis

Measurement of body composition requires an accurate instrument for the target population.

Obtaining an accurate measure of height and weight may be difficult for individuals who have some form of paralysis.

Many health care facilities do not have height-adjustable exam tables and wheelchair scales that allow for an accurate measure of weight. 

In individuals with spasticity and contractures, it is often difficult to obtain an accurate measure of supine length. 

Slide 33. Adults with SCI 

There is mounting evidence that BMI may be an inaccurate indicator of body composition for certain subgroups of adolescents and adults with physical disabilities.

Buchholz & Bugaresti (2005) and Gater (2008) recommend that SCI-specific BMI classifications be determined.

Slide 34. BMI and measured percent fat mass in cross-sectional studies of adults with chronic SCI
This slide shows chart comparing Body Mass Index (BMI) measurement and percent fat mass in 4 studies with adults with spinal cord injury (SCI). 

Buchholz et al, 2003 studied 28 paraplegic adults compared to 34 BMI-matched able-bodied controls. SCI individuals had BMI of 24.3, while controls’ BMI was 26.0. Fat mass was 30.8% for individuals with SCI and 22.8% for controls.

Jeon et al, 2003 compared 7 men with complete tetraplegia with able-bodied controls matched for age, weight, height, BMI, and waist circumference. BMI for individuals with SCI was 26.7 and 29.4 for controls, while fat mass was 34.6% for individuals with SCI and 24.4% for controls.

Jones et al, 2003 studied 20 men with SCI and 20 able-bodied controls matched for age, height, and weight. SCI individuals’ BMI was 23.1 and fat mass was 27.5%, while controls’ BMI was 24.0, with 18.1% fat mass. 

Maggioni et al, 2003 studied 13 men with SCI and 13 age and BMI-matched controls. BMI in SCI individuals was 25.7 and fat mass was 31.1%, while controls’ BMI was 24.5 with fat mass of 20.8%.

SOURCE: Laughton, et al, 2009. Lowering body mass index cutoffs better identifies obese persons with spinal cord injury. Spinal Cord (2009) 47, 757–762 

Slide 35. Estimation of body mass index (BMI) obesity cutoff at 22.1 kg.m2 at a fat mass of 22.4% using a non-linear regression analysis in men with SCI
This is a scattergram with Fat Mass percent on the x-axis and Body Mass Index on the y-axis. The trend line shows:

Fat Mass of 8% to 22%; BMI of 22. 

Fat Mass of 30%; BMI increases to 26.  

Fat Mass of 40% BMI increases to 30.  

Fat Mass of 50% BMI increases to 36.  

SOURCE: Laughton, et al, 2009. Lowering body mass index cutoffs better identifies obese persons with spinal cord injury. Spinal Cord (2009) 47, 757–762.
Slide 36. Youth with Paralysis
Despite a good correlation between BMI and percent body fat in non-disabled youth, two small studies have indicated that BMI is not an accurate estimate of adiposity in youth with physical disabilities. 

Slide 37. Measurement/Methodological Issues

Bandini et al. (1991) found BMI levels for youth with CP (n=13) ages 15 to 20 years were lower than typically reported for non-disabled youth. 

Half the subjects with CP had a percent body fat that exceeded the 95th percentile for age compared to BMI classification.

Bandini et al. (1991) also reported that all subjects with spina bifida fell into the 95th percentile or higher on percent body fat and were obese.

Hurvitz et al. (2008) reported that ambulatory youth with CP had a high prevalence of obesity (33%); obesity levels in non-ambulatory youth with CP were much lower. 

Slide 38. Development of a New Screening Procedure for Determining Adiposity in Youth with Physical Disabilities
Purpose: 

(a) Evaluate the performance of BMI as a screening tool by examining the level of agreement between BMI-based obesity status and obesity status based on total percent body fat (TBF%) using Dual energy X-ray absorptiometry (DXA or DEXA) as the reference standard.

(b) Compare BMI cutoffs for youth without disabilities to BMI cutoffs derived from data collected during the present study.

(c) Determine if a theoretically-based model can provide a more accurate estimation of adiposity compared to the standard BMI formula in adolescents with physical disabilities.

Slide 39. Measurement/Methodological Issues
This slide shows a graph depicting body weight status – either healthy, overweight, or obese - by measurement type used, including BMI, triceps skin fold, or DEXA.

When BMI is the measurement used, 88.9% of individuals are rated as healthy, 5.5% are rated overweight, and 5.6% are obese.

When triceps measurement is used, 44.4% are healthy, 16.7 are overweight, and 38.9% are obese. 

When DEXA is used, 22.2% are rated healthy, 5.6% are overweight, and 72.2% are obese.
Slide 40. 
This slide contains a graphic illustrating misdiagnoses using Body Mass Index (BMI) as a measure of obesity in individuals with disabilities, comparing the BMI measure to a more accurate obesity measure of DEXA percentage of body fat. 

Individual #1 has a DEXA body fat percentage of 27, making them overweight; however, their BMI is 18.5 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #2 has a DEXA body fat percentage of 30.6, making them obese; however, their BMI is 17.11 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #3 has a DEXA body fat percentage of 21.9, making them overweight; however, their BMI is 20 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #4 has a DEXA body fat percentage of 39.8, making them obese; however, their BMI is 20.59 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #5 has a DEXA body fat percentage of 39.1, making them obese; however, their BMI is 22.13 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #6 has a DEXA body fat percentage of 38.7, making them obese; however, their BMI is 18.74 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #7 has a DEXA body fat percentage of 29.3, making them obese; however, their BMI is 21.21 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #8 has a DEXA body fat percentage of 24.7, making them overweight; however, their BMI is 20 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #9 has a DEXA body fat percentage of 26.1, making them obese; however, their BMI is 30.66 and their weight status per BMI percentile would be rated as overweight. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #10 has a DEXA body fat percentage of 35.2, making them obese; however, their BMI is 24.13 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #11 has a DEXA body fat percentage of 25.1, making them obese; however, their BMI is 18.9 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #12 has a DEXA body fat percentage of 53.2, making them obese. Their BMI is 38.8 and their weight status per BMI percentile would be rated as obese. Therefore, this individual’s diagnosis would be a true positive for obesity.

Individual #13 has a DEXA body fat percentage of 34.8, making them obese; however, their BMI is 18.75 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #14 has a DEXA body fat percentage of 54.4, making them obese. Their BMI is 34.78, and their weight status per BMI percentile would be rated as obese. Therefore, this individual’s diagnosis would be a true positive for obesity.

Individual #15 has a DEXA body fat percentage of 13.9, making them healthy. Their BMI is 18, and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s diagnosis would be a true negative for obesity.

Individual #16 has a DEXA body fat percentage of 24.2, making them overweight; however, their BMI is 19.75 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative.

Individual #17 has a DEXA body fat percentage of 39.8, making them obese; however, their BMI is 21 and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Individual #18 has a DEXA body fat percentage of 44.5, making them obese; however, their BMI is 23.15, and their weight status per BMI percentile would be rated as healthy. Therefore, this individual’s misdiagnosis would be a false negative for obesity.

Slide 41. Future Needs & Recommendations
Slide 42. Effects of Obesity on People with Disabilities
Need for prospective, longitudinal research to establish stronger scientific evidence in the areas of prevalence, measurement and intervention. 

Need to examine the rate of chronic illness and functional limitations associated with obesity in people with disabilities.

Policymakers should consider formulation of multidisciplinary research teams to examine onset, severity, impact, and economics.

Slide 43. Need for Robust Data Sets on Obesity Prevalence in Various Disabled Populations
Persons with disabilities, particularly those with severe disabilities, are likely to be underrepresented in population-based sample survey data 

Surveys sample non-institutionalized residents in community households, while many persons with disabilities reside in congregate care settings, (e.g., community-based residential programs, nursing homes, etc.). 

A lack of disability-specific accommodations prohibits the participation of people with certain types of disabilities.

Slide 44. Alternative Data Collection Channels

Collaboration among disability-specific advocacy and health organizations, pediatric hospitals, rehab centers and other clinical sites.

Development and implementation of a surveillance system involving medical chart reviews of patients from different disability groups.

Slide 45. Establish Appropriate Cutoffs for BMI for Subgroups with Paralysis
Need to determine if BMI cutoffs used for the general population are accurate for all disability groups.  

There is a strong need for further research to determine more accurate alternative methods to BMI to assess adiposity in people with SCI and other forms of paralysis, including formulas incorporating additional measurements such as abdominal circumference and limb length and other circumference measures.

Slide 46. Establish a method for accurate measurement of body composition in populations with disabilities
There is a need for development of modified measurement protocols and training for research involving direct measurement of persons with disabilities, including methods such as segmental measurement (heel to knee, knee to hip, hip to head).

Slide 47. Address the potentially higher risk of obesity among minorities with disabilities 

It remains unclear whether the higher rate of obesity among non-Hispanic Blacks and Hispanics with disabilities is associated with racial/ethnic differences, different disability types, or lifestyle and environmental differences.

There is a strong need to partner with various associations and federal agencies that have access to minorities with disabilities to ensure an adequate sampling frame for this subgroup. 

Slide 48. Need to Identify the Antecedents of Obesity in People with Disabilities
Disability-related impairments, activity limitations and participation restrictions may each have their own additive effect on adiposity in various subpopulations with disability. 

Risk factors for obesity could relate to type of disability, severity and duration of chronic/secondary conditions and associated impairments, and gender and age. 

Use of certain weight gaining medications may be more prevalent in certain disabled populations. 

Future research should identify the personal and environmental antecedents that are associated with these significant health disparities.

Slide 49. Conclusion
Obesity is much higher in youth and adults with disabilities compared to the general population.

Obesity is likely to be even higher than current estimates because of the inaccuracy of BMI and underreporting in certain disability groups. 

Chronic and secondary conditions associated with obesity in youth and adults with disabilities can undermine physical independence, limit opportunities for community engagement in work, leisure and physical activity, and impose physical and psychological burden on the individual and his/her caregiver.  

Little attention and resources have been directed at identification and treatment of obesity in people with disabilities. 

More research is needed to address this major health disparity in both youth and adults with disabilities. 
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Slide 51. Questions? 
By email: brenda.lightfoot@sedl.org.
Voice: 800-266-1832.

TTY: 512-391-6574; 800-476-6861 x6574.

Thank you for participating. 
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