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>> JOANN: Good afternoon, everyone.  And thank you for joining the webcast on Disparities in Obesity and Disability (Part 2), Developing Research Partnerships and Collaborations.

The webcast will be a panel discussion addressing issues related to disparities in obesity among people with disabilities, and how they can be addressed through partnerships and collaborations.  This is the second webcast on disparities in obesity and disability, the first was held in December of last year. Today's event is sponsored by the NCDDR's Community of Practice on Research Quality.

I'm your host, Joann Starks, and I'm with the National Center for the Dissemination of Disability Research or NCDDR based at SEDL in Austin, Texas.  I'll be facilitating today's webcast and getting your questions to our panelists.  I want to thank our partners at Baylor College of Medicine for providing technical support for the webcast, and The Captioning Company for real-time captioning.  Both are located in Houston, Texas.

There are some materials accompanying today's presentation that can be found on the NCDDR's website on the page developed for Webcast 24.  In addition to a description of the webcast and information about the presenters, there is a PowerPoint file for the presentation as well as a draft of a text file with the same information.  Due to a technical problem, some of the slides for our presentation today are missing from the draft.  We will replace the draft of the accessible text version when the archive file is ready for review [NOTE: file was updated 3-8-10].  Also please remember that this information is copyrighted and cannot be used without the written permission of our presenters.

We also want to make you aware that Dr. Margaret Campbell's PowerPoint presentation from Part I of the webcast series is now available.  We had quite a few requests for these slides, but they have not yet been approved by the Office of Communication and Outreach in the Department of Education, so this information cannot be cited or attributed at this time.

We also want to let you know that CRC continuing education units are now available for Part I of the webcast.  For more information, please see the NCDDR's website, www.ncddr.org, and look under archived webcasts for Documenting Disparities in Obesity and Disability, Part I.

Finally, I'm happy to note that the [NOTE: DRAFT] FOCUS technical brief authored by Dr. Rimmer and his colleagues is now available for download as a PDF file on the NCDDR website on the pages for both Part I and Part 2 of the disability and obesity webcasts.

You can submit questions at any time today during the webcast and we will do our best to respond to them as time allows.  To ask a question, please send E-mail to webcast@ncddr.org.  If you want to address your question to a specific person, please be sure to note that on your question.  We would appreciate it if you would only use this address for questions for our presenters, not for technical support.

Now, regarding technical support, the most common technical problem is that the Windows Media Player or RealPlayer window might freeze up or stop advancing.  If that should happen, please close it and open a new window.  The webcast will start up right at the current spot in the presentation.

If you should have other technical difficulties, please call 800-266-1832.  You can find this number by clicking the far right additional information tab under the presentation slides window.

We would appreciate your feedback today by filling out a very brief evaluation form at the end of the webcast.  If you click the "Downloads" tab at the bottom right-hand side of your Windows Media Player or RealPlayer screen you will find a direct link to the evaluation form.  This will be activated at the end of the webcast.  If you would like to receive 1.5 continuing education units from the Commission on Rehabilitation Counselor Certification for participating today, you must fill out the evaluation.  I will remind you about this again at the end of today's presentation.

Slide 2. Let's go to slide 2, please.  Our webcast today features brief presentations, a discussion with our panelists, and hopefully questions from our audience at the end.  We are delighted to have three distinguished panelists and a very distinguished facilitator with us today.

James Rimmer, Ph.D., is here from the University of Illinois at Chicago.  He is director of the National Center on Physical Activity and Disability, funded by the CDC, and the Rehabilitation Engineering Research Center on Exercise Physiology and Recreational Technologies for Persons with Disabilities, funded by NIDRR, the National Institute on Disability and Rehabilitation Research.  The first webcast on this topic focused on the results from Dr. Rimmer's NIDRR-funded project entitled Reducing Obesity and Obesity-Related Secondary Conditions in People with Disabilities.

Our next speaker will be Christine C. Ferguson, J. D., the director of the STOP Obesity Alliance, and she will be discussing that project today.  She is also research professor in the Department of Health Policy, School of Public Health and Health Services at George Washington University.

Today we also have with us Rochelle Rollins, Ph.D., M.P.H., who serves as director of the Division of Policy and Data, Office of Minority Health, U.S. Department of Health and Human Services.  In this role she participates in Healthy People 2010 and 2020, and she serves as alternate chair for the National Partnership for Action to End Health Disparities federal team.  And she'll be sharing information about that project today.

The facilitator for our discussion is Margaret Campbell, Ph.D., who is a senior scientist for Planning and Policy Support, with the National Institute on Disability and Rehabilitation Research, Office of Special Education and Rehabilitative Services in the U.S. Department of Education.

Slide 3. Let's go to slide 3, please.  Dr. James Rimmer is going to initiate our discussion today with a brief overview of the information that was presented at the first webcast back in December.  Dr. Rimmer, will you take it away.

Slide 4. >> DR. RIMMER: Thank you, Joann.  Thank you to all who are on the call today.  We're very excited, myself and my colleagues who are presenting information on obesity disparities, particularly relevant to people with disabilities, in sharing information with you as a collaborative venture and hopefully what we would like to do at some point is ensure that representation of youth and adults with disabilities are included in any federal initiatives.  So we're very delighted to be here and as someone who has been in the field for over 30 years and started as an adaptive physical education teacher in the New York City public school system, it's really great to now start to see the potential opportunities and collaborations that exist with other agencies and organizations such as the two speakers that will follow me.  So thank you again for the invitation and I'm delighted to be here.

>> JOANN: Excuse me, Dr. Rimmer.  I need to ask you to slow down just a little bit, please, for our real-time captioner.  Thank you.

>> DR. RIMMER: Thank you.  Thank you for letting me know that.

So with that in mind, let's go ahead and give you a basic overview of what I'd like to discuss in this very brief presentation.  As Joann mentioned at the introduction session today, the report that we prepared for our Part I of this webinar which occurred in December of 2009 has a lot of information that we won't be able to share with you in this short time frame, but I do -- I would suggest that if you are interested in identifying issues related to disparities in obesity and disability, that that document may be worthwhile to read and review.

So my presentation today is essentially going to focus on three major areas:  One, what are the prevalence data related to obesity and disability, number two, we know that there are many different definitions of disability, of course different agencies, so I wanted to clarify some of the prevalence data related to youth with disabilities, and number three, to look toward the future in terms of how we can begin to work together in order to ensure that programs that are being funded by various federal agencies will have some component that addresses the needs of adults and youth with disabilities.

Slide 5. So if we turn to slide 5.  What I'd like to do is again give you a basic overview of the prevalence of obesity and physical activity by disability and race and what this slide is showing is that if we compare the prevalence of obesity of people with and without disabilities as well as physical inactivity, the rates are significantly higher than in nondisabled populations, and we'll begin to address and break out the rate of obesity among various ethnic groups who have disabilities.  African Americans have a significantly higher rate of obesity than whites.

Slide 6. We turn to the next slide, slide 6, what that slide is representing is the adjusted odds ratios in terms of how much greater of a risk is obesity among these different groups.  And as you can see, when we look at the data in the first set of graphs, the incidents of obesity among African Americans with disabilities is 4.3 times higher than it is among whites who do not have a disability.  And when we move over to the next set of graphs and we look at the rate of morbid obesity which is a body mass index of greater than 40, the number shoots up to 10.5 which is obviously an extremely high rate and a high odds ratio of the number of people with disabilities who fall into the category of morbid obesity.  And also just when we look at the difference between whites with and without disabilities, once again, the data show that whites with disabilities have a much higher rate of obesity compared to whites who do not have a disability.

Slide 7. We turn to the next slide, I believe it's slide 7.  There are obviously different national estimates of disability and this is a slide that gives you four of these national estimates.  So I won't go into detail on the chart, but only say that when we look at the prevalence of disability among children, the rate is somewhere between four to six million children have some type of disability.

Slide 8. We turn to the next slide, which addresses the area of prevalence of disability among children by race ethnicity.  What we can see from this first bar graph is that American Indians have the highest rate of disability, 13.7.  Again, these are children.  The next highest rates are among Black, non-Hispanic, 12.4 percent and the third group is 8.7 percent, White, non-Hispanic.  8.3 percent for Hispanic and 4.6 percent for Asian/Pacific Islander.

Slide 9. Turn to the next slide, slide 9, can you see the prevalence of obesity among adolescents.  This is one subgroup we identified.  The prevalence of obesity among adolescents defined as having some type of mobility limitation and also by gender shows that the rate or the prevalence of disability among youth with disabilities is about approximately two times higher than it is among youth who do not have disabilities and I think the important point from this slide is to ensure that when we begin to address interventions and policies that will impact children, we have to consider that there are going to be racial disparities as well as disability disparities.  So I really do think that part of the discussion today is to hear from Dr. Rollins and Dr. Ferguson, you know, how can we work together to ensure that this very high rate of obesity among youth with disabilities can be addressed in future planning and minorities as well.

Slide 10. In the next slide this is a study that has not been published yet.  What we are identifying here is just a breakout of the rates of disability among different disability groups.  And if you look at -- this is among youth, 12 to 18 years of age.  You can see if you just take, for example, autism, which has an obesity rate of 24.6 percent, that's almost two times higher compared to youth without disability.  In the youth without disabilities the dataset comes from the youth risk behavior survey, the YRBS.  And we can go down the list and can you see that in each of these disabilities groups for the most part the rate of obesity is higher with the exception of cerebral palsy.  The explanation for that is that when we get into cerebral palsy, the more severe levels of CP often result in some kind of gastrointestinal or feeding disorder where it's very difficult to ingest food and they have a tendency to be severely under weight, but if we take out that group which we have done with our dataset and just compare the data among youth who are -- who have a higher level of mobility and have no feeding disorder, the rate of obesity is also higher among that group.

And then the other point I want to make here, because this is something I accentuated in my previous presentation in December, that when we look at these disparities, we have to keep in mind that the race may be actually under-reported as opposed to over- reported.  And the reason for that is that when we begin to look at physical disability, for example, children with muscular dystrophy, spina bifida, spinal cord injury, paralysis or even in the adult population with any form of paralysis, the data have clearly shown in documented reports and publications that body mass index (BMI) is not an accurate index of obesity in people with paralysis.  
And in fact, actually under-reports significantly the ratio of lean body mass to fat.  So it's really incumbent upon us in this discussion today that not only do we need to address the issue of prevalence, but we also have to understand that there are measurement issues associated with collecting good data on youth and adults with some form of paralysis.

Slide 11. Okay, so we'll move on to the next slide.  Impact of obesity on individuals with disabilities and just wanted to highlight a couple of important points.  One is that based on the data that we've collected and some other studies that have been published, the consequences of obesity may actually cause greater harm to people with disabilities than in the general population.  And there are a number of reasons for this.  
First, in general people with disabilities have a lower threshold of health associated with various secondary and associated conditions, which accommodate certain disabling conditions.  And the second point is they often have great difficulty accessing health promotion programs in their home and community, which again leads to continuing weight gain.  Some of those barriers include limited access to transportation, not having enough personal assistant services to assist an individual to get into a gym or a fitness center or to attend a seminar perhaps at a local community hospital.  So very often we see high levels of social isolation among people with disabilities and it limits their potential to get out into the community and engage in health promoting behaviors.

And then the last point there is really the point I would like to accentuate today, and that is that it's imperative upon us that as we increase awareness about these obesity related health disparities and people with disabilities between adolescents with disabilities, adolescents without disabilities as well as adults with and without disabilities that we need to begin to work together to ensure the programs that are being developed for the general population will have some element of accessibility to people with disabilities.

Slide 12. If we turn to the next slide, slide 12, entitled potential barriers to participation in health promotion activities for youth, a couple of points to accentuate what I had just said.  Youth with disabilities are often denied the opportunity to participate in the same physical and recreational opportunities as their nondisabled peers.  And obviously if someone has a physical disability, outdoor sports and recreation may be limited because of grass surfaces or inaccessible playgrounds or not having access to certain venues or programs that are generally designed for the majority of youth in their community; but very often do not have specifications for how to adapt these programs and activities for youth with disabilities.

The second point is that certain accommodations may be necessary to enable youth with disabilities to participate in physical activity and nutrition programs.  And depending on the type of disability, that accommodation may be something that relates to physical accommodation, some type of learning accommodation for children with cognitive disabilities, information may have to be tailored to certain cultural or reading level in order for them to understand how to participate in whatever health promotion activities are being offered in their community.

And then the third part is really looking at school-based obesity interventions and you'll see this in the next slide, many do not address the specific physical and nutritional concerns associated with particular disability groups.

Slide 13. If you turn to the next slide, titled Evidence-based Physical Activity Intervention Programs for Children, we sort of surveyed the research literature and came up with a few programs.  There are many out there, but a couple of them here are listed and you can see the target age group is 0 to 10 and if we get down to youth fit for life and later, you can see those programs are 0 to 18.  And these programs have been noted to have some level of evidence base so they are considered to be some of the gold star programs that are offered and have been funded for many years by various federal agencies.  And as we started to get into the actual implementation of these programs, we realized that it just -- the information associated with disability is limited in nature and for many of these programs there really wasn't any information on how these programs could be customized or adapted for youth with disabilities.

Slide 14. So finally when we get towards the end of my presentation here, these last couple of slides, can you see from this next slide, slide 14, that there is a pretty significant disparity in the number of funded projects on childhood obesity and we surveyed the NIH rePORTER, which was formerly called the CRISP database, and found there were 160 programs listed in this database which also includes not only NIH studies, but studies from various HHS, health and human service agencies, including AHRQ and CDC.  We found 160 programs.  Only two of those programs were specifically geared towards youth with disabilities.  So we've got to look at these two bar graphs and figure out a way that there is an element in the remaining programs, the 158 programs listed here that can be adapted in some way in order to be effective for integrating and including youth with disabilities.

Slide 15. The next slide is entitled  "Let's Move" slide 15, and I think we're all aware of this very exciting initiative by Mrs. Obama on February 9th, 2010, President Obama signed a memorandum on childhood obesity which is an initiative launched by the first lady called "Let's Move."  And it's a very exciting time for us because obviously there is going to be -- there is going to be a strong initiative now to try to curtail this obesity epidemic and I think Mrs. Obama is really taking a lead on this.  So it's very exciting, again, to have someone in the White House who really gets it, understands the importance of addressing this problem, starting at a very early age.  And what we hope will happen -- you know, I sort of represent the disability community when I say this -- if you look at the last bullet there -- set of bullets, we're hoping that this collaboration will include this time around youth with disabilities and so we need to have increased awareness of the need and support for research on obesity in youth with disabilities.  We have a lot of noise out there.  We have a lot a dataset that is define disability in different ways.  All of the datasets seem to indicate significantly higher percentages of disability, but we still need to get a clearer perspective on how much higher and how much greater is this disparity among minorities with disabilities.

The second point says the inclusion of youth with disabilities in all of obesity prevention environmental and policy changes and interventions is really critical.  We need some sort of a policy that suggests that just like -- just as we have with NIH grants where you have to show how you're including women, minorities, and children, I think we have to consider how do we include women, minorities, children and people with disabilities in all future federally funded initiatives.

And then the third point is there seems to be a lack of dissemination among programs related to how and why recommendations and findings can be relevant to people with disabilities.  So, for example, very often what you'll see is an initiative for exercise, just go out and walk, for example.  Well, for a significant percentage of people, walking is a very difficult task.  And so we've got to broaden that social marketing campaign and look at things like Let's Walk and Roll. You know, or maybe we don't need to walk for 30 minutes, but just even getting additional activity during the day.  So we need to also consider that in any kind of public health efforts and public health campaigns, that we have some representation that will capture the interest and the focus on people with disabilities.

Slide 16. And finally, I'd just like to end with our website.  I would be delighted to send you information, anybody on the call today, further information on what I discussed here or what I had discuss in the our previous seminar, but we do have a disability and rehabilitation research project which is funded by the National Institute on Disability and Rehabilitation Research, and we're very excited about the direction that our center has taken and we hope to continue this good work in the future.  So thank you again for identifying us the opportunity to share our information with you.

>> JOANN: Thank you very much, Dr. Rimmer.  That was great.  A nice overview of what you talked about before and reminding everyone of how important these issues are.

Slide 17. Next let's move to slide 17, please, and there is a brief overview about Christine Ferguson.  She is director of the STOP Obesity Alliance.  And Ms. Ferguson, I'd like to go ahead and hand it off to you.  Welcome.

Slide 18. >> MS. FERGUSON: Thank you so much.  We really appreciate the opportunity to be part of this panel today.  What I thought might make some sense is for us to give everybody a little bit of background on this -- on our STOP Obesity Alliance which is located at George Washington University, School of Public Health, Department of Policy, and then talk a little bit about some of the things that we see from a policy perspective and from a decision-maker perspective on folks with disabilities and who are also obese.

I spent pretty much equal time in my career at the state level if two different states and also at the federal level as a senior staff member in the Senate, and this issue of disabilities has been one of my -- one of the issues that I have spent the most time on in my career.  And so I think that the focus of combining and thinking through the effect of obesity on folks with disabilities and how that affects their ability to work, their ability to participate fully in society is really important and factually a great example of where you have multiple stigmas and biases that come into play.  And so I'll talk a little bit about that, but leave plenty of time for everybody to ask questions.

Slide 19. If you go to slide 19, this just describes to you who is part of the alliance.  It is managed by me at the Department of Policy, the home of it is at the George Washington University, School of Public Health, and we are fortunate to have the 17th Surgeon General, U.S. Surgeon General Richard Carmona as our health and wellness chairperson, and has been greatly involved and helpful in the creation of this.

Slide 20. Our steering committee members, which are -- if you turn to page 20 -- outlined a little bit more by category.  Our steering committee basically sets the tone of our work, approves our research design, really everything that we do or put out is something that this group of people looks at and have comments on, and as all of you know, that can often be difficult.  And we have on our steering committee folks who in health reform really are not talking to each other very much, but who continue to, after two and a half years, continue to be very active participants and able to work very collaboratively around the issue of obesity.  So we have the health insurance plans, America’s Health Insurance Plans, we have large provider groups like the American Group Practice Association, the Obesity Society, the Trust for America's Health which many of you may have heard of, which is a Robert Wood Johnson funded public health effort.  National Quality Forum, and then the Diabetes Association, the Heart Association, Service Employees International Union for a labor component, and the National Business Group on Health, and then we have a government liaison program that CDC--Bill Dietz, MD at CDC--is part of, and we're actually talking to others that have expressed some interest and some of the other folks that we deal with at the government level to really make sure that we are able to articulate clearly what all of the different interests and goals are of stakeholders in this issue of obesity and how they can work together more collaboratively and more directly to raise awareness and also increase the willingness of policymakers and payers to participate.

Slide 21. If you move now to slide 21, these are the four policy areas that we were able to get this group of people to come to consensus on in the first month of our existence.  And those four policy areas -- these core areas that we think are so critical to addressing this issue, whether you're talking about obesity in folks with disabilities or children or adults, these are some of the key things that really have to be done.

And I'm not going to talk about it now, but there is -- we also have a very strong sense that we should not be dividing up the high between interventions and prevention, but rather looking at it as a continuum because people who are overweight or obese, when an intervention that they may take on their own or with other people's help actually works, then they are still in the cycle of needing to prevent weight gain, maintain their loss and the same theories and the same approaches really apply across all of our population and we shouldn't be thinking about separating it between intervention and prevention. So, that's something that we're working on with folks, but if you get the sense that we're talking more intervention here, we're not.  We're really trying to link things together.

So, the first principle that we think is really important is looking at the National Heart Lung and Blood Institute's guidelines that came out in 1998 that talk about what the health benefit is from weight loss and that the health benefit actually -- a very large component of the health benefit actually is seen after sustained weight loss of 5 to 10 percent of their current weight.  And we think that one of the most important things that we should be doing right now in this discussion about obesity is separating issues around health from issues around appearance.  And that's a hard thing to do in this, but we really believe that unless we start talking about this from a health outcomes perspective, all of the biases, which I'll talk about a little bit later, continue to be barriers to actually looking at what effect representative interventions and approaches to obesity and overweight are.

So the first principle that this whole group agreed on was that we should be looking at 5 to 10 percent as a successful weight loss. That's not say that it's all the weight loss somebody should have, but if you achieve that 5 to 10 percent, you are successful and you are significantly improving your health. And that that's the focus that should be the focus.

The second is to encourage innovation and best practices, and this is really hard.  There is a lot of really great stuff that's going on out there in the community, but the truth is that we don't really know what works best for what kind of patient, whether that's somebody with a disability or that's somebody who has more health issues or less health issues.  So the question of taking that 5 to 10 percent rate as a success and then looking at interventions and best practices from the perspective of do they achieve that goal of success?  And I think that as a commissioner of public health, I can tell you if somebody had come to me and said we want to look at the idea of really helping people around 5 to 10 percent of their weight, and here are some best practices that we want to test, I would have bench more likely to say yes to that than to a request for a significant amount of money for an education campaign that was about getting people to normal weight.  And that shows my bias, which is that -- and I'm a person who struggled with my weight -- that it does -- it sets people up for failure if the only definition of success is normal weight and clearly from a health outcomes perspective that's not -- that's not the issue.

The third is addressing and reducing stigma as a barrier to treatment.  And I know many of you on the line are voc rehab folks and folks who work with people with disabilities on a day-to-day basis, and you know this issue of stigma applies.  I can tell you that it's a lot better than it was in 1980 and '81 and '82 when we started some of the redirection of the Medicaid dollars to home and community-based care, but the stigma as a barrier still exists.  And when you compound that with the stigma and barrier that exists around obesity, it's a very big hurdle to jump over.  And so we have been quite boisterous about the idea of making sure that we address this issue head on around stigma.  The rate of obesity has increased exponentially over the last 20 years, and I don't think there is anybody who would argue that people who are overweight or obese have somehow been treated really well during that period of time.  All the data tells us that they earn less money, that they have fewer job opportunities, and that their quality of life, the way that they talk about their quality of life is much less than people who are not overweight or obese.  So stigmatizing and shunning people who are overweight or obese is not going to be the way to -- is not going to be the way to solve this problem.

And then lastly, the research agenda.  The alliance is looking at really working with people to broaden the research agenda and understand that it's a multifactorial set of things that got us to this point and it's going to be a multifactorial set of solutions and to try to be specifying silver bullet solutions and trying to find the one thing that's going to solve our problem is not going to work and we have to be much more effective and thoughtful about how we move forward with our research agenda.

Slide 22. Just a couple of things, if you go to slide 22, we translated those principles into recommendations for health reform.  These were proposed -- I don't have much time so I'm going to go quickly.  These were proposed back in September and we had a lot of interest in -- among members of Congress in sort of looking at these issues, basing them on effective clinical interventions that come from the NHLBI report and they are about to update their recommendations and guidelines that are likely to come out in the summer or fall.  And so we'll adjust to adopt to those.  Enhanced clinical preventive services and effective evidence-based community programs and interventions and then coordinated -- much better coordinated research efforts around what is successful and what is not.

Slide 23. The next few slides, 23 through 33, outline a tool that we created to help policymakers think about how they approach obesity and also to help payers -- private payers or people who are developing programs in the community or local areas to really think through what they are trying to achieve and how they are doing it.  
Slide 24. And so if you go to slide 24, there are four questions that we ask.  So slide 24 gives the first, which is really asking how will this policy or program define success for those who participate in it, the populations or organizations, being really clear about how will we know that this is successful.  
Slide 25. And then there is a series of questions on slide 25 that explain why that question is important, and what are the sort of underlying questions that we should ask.  Is it about health outcomes and sustained weight loss?  Is it about appearance?  We really need people to focus on the health outcomes component.

Slide 26. And then the next question is how will this policy or program encourage innovation and multifactorial interventions in obesity prevention and treatment?  
Slides 27-28. And again there is a series of follow-up questions to that to go through and the data that sort of backs up why the question is important.

Slide 29. The next one is how will this policy or program reduce stigma and create positive attitudes or approaches when treating or discussing obesity?  
Slide 30-31. And again, it goes through a series of questions to ask to see whether or not the program that you're thinking about actually achieves the goals and will help achieve the success that you've defined.

Slide 32-33. And then finally, how will the policy or program focus and coordinate obesity research efforts?  
Slide 34. All the more detailed GPS is available on our website which is www.stopobesityalliance.org and there is other pieces of information and I'll end with just saying that this question of the linkage between obesity and disabilities, developmental and physical disabilities, really needs to be explored much more -- much more intensely than we have.  And we would welcome definitely at both The Alliance and at George Washington University, School of Public Health, we would welcome people's suggestions on how to link efforts.  We have a whole series of associate members who participate in our calls and the development of our policies, and we would certainly be willing to talk to folks about possibly being part of that.

I think all of the things that the previous speakers went through in terms of the problems around communication and the problems around program development are absolutely on target and we really do need to figure out how to incorporate that conversation in the larger conversation about obesity.  I would say to you right now that one of the key things that I see is everybody is focused on obesity among children, and we are kind of neglecting the adult population in this case, and I think that that has to do with the fact that as adults we stigmatize each other when we have -- we have a bias against people who are overweight and we really do think it's their fault and their problem, but children are still young enough that we don't feel like it's their fault.  And so they are easier to talk about.  And you'll notice that if you were around in the '70's and '80's, that set of conversations about whose fault it was sounds chillingly similar.  And so I think that we have a long way to go on this issue.  I think that the adult obesity rate is a really important key to dealing with childhood obesity as well because without the adults, children are going to have a really hard time trying to figure out how to get the right food on the table.

So we have a lot of work to do.  I think we have a lot of opportunity to work collaboratively with those of you on the phone and are more than willing to do so.  So thank you very much for being patient and listening and later on when there are questions, I'm happy to answer any.  Thank you.

>> JOANN: Thank you very much, Christine.  That was really interesting to learn a little bit more about your project and all the work you're doing.

Slide 35. And now I'd like to have us move on to slide 35 and we'll introduce Dr. Rochelle Rollins and she is director of the Division of Policy and Data at the Office of Minority Health in the U.S. Department of Health and Human Services.  Dr. Rollins, would you like to take it away and discuss your activities?

>> DR. ROLLINS: Yes, thank you very much.  It's a pleasure to be here and I bring greetings on behalf of the U.S. Department of Health and Human Services.  I want to build on what the previous two speakers have said about the lack of research that has been happening around youth and people with disabilities.  Dr. Rimmer shows us that slide with the bar graph, slide 14, and we just heard Ms. Ferguson say a lot more thought and planning needs to go into how we do our work.

Slide 36. I want to talk in my couple of minute here with you about a new initiative that is being -- has been started across the government.  It is called the national partnership for action to end health disparities.  
Slide 37-38. And I'm going to start by just mentioning our office, which is the Office of Minority Health.  We are coordinating this activity.  We are not -- it's not an O. M. H. activity, it is a government and private sector activity.  But O. M. H., we are focused on policies and programs that eliminate health disparities.

Slide 39 shows you the populations we focus on, American Indians, Alaskan Natives, Asian Americans, Blacks, Hispanics, Native Hawaiians and Pacific Islanders.  
Slide 40. Going back to the '80's,I was around then - back in 1985 the secretary of HHS initiated a report on black and minority health.  And that led to the establishment of the Office of Minority Health.  This slide is showing what the focus was in that 1985 report and the recommendations.  And I show this slide to point out that all of this still applies today, especially those last two about improving the quality and availability of health data, and supporting research factors affecting minority health.

Slide 41. So the government has some imperatives to do a lot more than it has been doing in minority health.  Some of the imperatives -- we saw the slides from Dr. Rimmer that shows that there are many minorities making up the people with disabilities.  And they are also in the workforce, we have about 41 percent minorities.  Healthy People 2010 and Healthy People 2020 are having a goal on eliminating health disparities, and I've been involved with that.  But the most important imperative I believe is that our country has never had a national plan to end health disparities.  And that is what the National Partnership for Action (NPA) is.

Slide 42. I want to go to slide 42 and show you the way we used to approach different topics in health.  It was a very issue-based approach and you see that overweight and obesity is in this spiral as well.  This creates a tendency to have silos in your work, and so we decided several years ago within the OMH that we needed to adopt a new approach and recognize the importance of social determinants of health.  Now, there will still always be an American Cancer Society, Diabetes Society, people focused specifically on HIV/AIDS and that will continue, but we need to in this time of limited resources be a little smarter in our approach.  
Slide 43. And from slide 43 offers the mission of the NPA.  The mission is to increase the effectiveness of programs that target the elimination of health disparities and we're going to do this by coordinating our partners and working with people committed to action.

Slide 44, so the NPA is not a campaign.  It's not an initiative, it's really a movement, a movement that is gaining momentum.  It has not been launched, but it's going to be across all sectors and we've been working on it, as I said, for several years.  There are three components of the NPA.  There is the national plan that is on our website that has been through all kind of federal clearances and public comment for the past six weeks.  Then we have ten regional blueprints that will be distributed and then we have targeted cross sector initiatives and campaigns.  So, for example, this is some of our partners are the national business group on health, the national conference of state legislators, and partners such as large and small, partners that come in through our website, partners that are so broad that we've been working with them for awhile.

Slide 45. The NPA has five objectives and you see those on slide 45.  I highlighted in red the last objective, improve coordination and the use of research and evaluation outcomes, as I figured that was the important objective for this audience.  Each of these has a group of individuals that are working on the different topics.  We decided to have a bottom up strategic planning approach.  And we started in 2008 with six regional meetings.  Last year, we had a national consensus meeting around the objectives, the strategies, and the actions.  And as I said earlier, we just finished a six-week public comment period, which ended on February 16th of this year.

Slide 46. So slide 46, I'm not going to go into all of these strategies, but it's the beginning of the 20 strategies that go with the five objectives.  And I want to just point out that this is as of January, 2010.  Based on the input that we've gotten from the public comment, and we had about 2,000 public comments on this national plan, we are editing the plan and so when you take a look at this later, please realize that this is as of January. 
Slide 47 is our Objective 2.  Dr. Rimmer mentioned the importance of youth and having the youth at the table.  Now, the challenge is that with people who are not focused on people with disabilities, we need to be reminded, we need to have our chain pulled and say, yes, have the youth at the table, but we need a youth who is experiencing some form of chronic disease or disability at that table as well.

Slide 48. So turning to slide 48, there are strategies around health and health systems.

Slide 49 is around cultural competency and linguistic competency.  This is a cross- cutting theme for the NPA, but we have a specific objective and strategy with it.

Slide 50. I want to stop on slide 50 and spend a moment there.  Slide 50 is around research and evaluation.  You see we have strategies around data, community-based research, coordinated research, and knowledge transfer.  Within each of these strategies, there is a whole list of action steps measures, and data sources that have been worked on and commented on by across the country.

Slide 51. Okay, I'm going to go to slide 51.  So to lead this effort, we decided that you can't end health disparities just at HHS.  You need to go much broader across government and across all sectors.  So we are working with many partners.  
Slide 52 talks about a federal team that I co-lead.  And so we have all parts of HHS.  We have ten federal departments that meet every month around this NPA.  And those departments include agriculture, commerce, defense, education, labor, transportation, housing and urban development, the VA, and the EPA.  So these federal leaders come together to talk about their mission and how it impacts health disparities.  And we are adding additional departments as we go along.

Slide 53. So what is the role of the federal team as we call it?  The federal team is the leadership.  We will be uniting around the national message of the NPA.  We're going to create opportunities so that we can get rid of some of the redundancy that goes on in our funding efforts and identify opportunities for collaboration.

Slide 54. One of the members of the federal team from the Department of Education is the Executive Director of the ICDR, the Interagency Committee on Disability Research.  And so she brings to the table the experience of the ICDR.  The ICDR outreaches to the disability community.  Their involvement is evidenced in their effort to put disability concerns on our agenda, on health disparity agenda.  And I encourage anyone that's interested in being more of a part of the NPA to use the ICDR as a liaison to the NPA.  Another way is to go into our website and read the plan and decide if you want to partner and be with us independently.  
Slide 55. But the ICDR -- and I'm looking at slide 55 has really taken up the NPA and is asking questions and making suggestions.  There is a listening session that is happening March 5th, which is tomorrow, and then another expert panel in April.  So the ICDR is making sure that the issues of persons with disabilities and obesity are in the NPA.

Slides 56. Now, slides 56 and 57 are kind of complicated, but they are showing the structural model of how we're going to implement all of these strategies across the country.  We call the one on slide 56 the wedding cake.  And what you see are layers of boards that are going to be established this year around the country at the national, regional, state, tribal, community, and neighborhood level.  Our expectation is that these boards and the regional boards will have about 30 to 50 people, will create a ripple effect and interact among each other, as well as independent.  These are voluntary boards.

On this slide you see a black dot with an "I" in it.  That is the intermediary.  And we will provide support for these boards and facilitate communication and coordination.  These are not federal intermediaries, these are nonprofits and other organizations that will serve as an intermediary.  
Slide 57 is just another view of how this board operation is going to happen.  
Slide 58. And slide 58 is our Next Steps slide.  So where we are right now is looking at these 2,000 comments that have come in.  Excellent comments and we're finalizing the national plan.  Then we're going to give the regional blueprints to the regions and launch the national plan of action.  And then we're going to implement from that point forward around those 20 strategies.

Slide 59. So our motto that we came up with is Together We Can, Together We Will.  There is a link on slide 59 for how you can link to the NPA.  Our website is www.minorityhealth.hhs.gov.  
Slide 60. I wanted to close with an upcoming effort that's coming out of our office of disability within HHS.  As you know, there was a significant amount of ARA funding, recovery funding that was disseminated and is being disseminated.  This is a new effort to create a center of excellence in research on disability services and care coordination and integration.  And I've given on this slide the name of the contact person, Dr. Rosaly Correa and her E-mail.  This will not focus on obesity research, but it will be broader than this and focus on models of care.  It is the only CER activity that HHS at this point and it's already listed in the Federal Register for federal bids.  So I wanted to make sure that this audience knew that this new CER, Comparative Effective Research activity was now being advertised.  Thank you.

Slide 61. >> JOANN: Thank you very much, Dr. Rollins.  That was very interesting.  I think we're lucky to get kind of sneak preview about this project.  I didn't realize it had not been launched.  There are so many things going on that I didn't realize it.  So I think we were really lucky to get the inside story about it.  Thank you.

>> DR. ROLLINS: You're welcome.

Slide 62. >> JOANN: Let's move to slide 62 and I'd like to introduce Margaret Campbell who is going to facilitate our discussion for the next 30 minutes or so and Margaret Campbell participated in our first webcast and shared information about different federal agencies and nonprofit that is were doing work on obesity and Margaret, would you like to go ahead and take over our discussion?

Slide 63. >> DR. CAMPBELL: Thank you very much, Joann, and greetings to everyone.  This is very much a pleasure for me to serve in this capacity today and I've been fascinated by the presentations and want to thank Dr. Rimmer and Dr. Rollins and Ms. Ferguson for your participation and for really helping us to broaden this conversation.

I wanted to start actually in giving the panelists a few minutes to ask each other questions.  I know very often that you don't get an opportunity and yet the panelists that present later in the session can kind of respond to what's been presented before, but sometimes that leaves the first and second presenters out.  So I wanted to start with just ten minutes for this at the most, but if each presenter just has maybe one question, we'll start with Dr. Rimmer since he presented first.  One question you'd like to ask of your co-presenters?

>> DR. RIMMER: Yes, thank you very much, Dr. Campbell.  I think the main question I'd like to ask to both Dr. Rollins and Dr. Ferguson is that because of this high alert issue that we've been identifying in our research where the issue of obesity has been overlaid -- the disability which has already created a number of difficulties associated with participation in work, employment, education, and community.  Do you see anywhere that this could be brought to a greater level or higher level of attention given the kind of data I presented today?

>> DR. ROLLINS: This is Dr. Rollins.  I'd like to respond to that, Jim.  I think it's slides like yours that you gave in your presentation as well as Ms. Ferguson that will bring it to a higher attention.  I know -- I used to work at NHIN and I remember energy bounds and efforts such as that.  There is a distinct relationship between obesity and cancer and that's something I don't think that is in any of our slides, but I think that Mrs. Obama, her effort and efforts across the country, we will get more energy around this, but your slide 14 is really knocking my socks off.

>> DR. CAMPBELL: That's the kind of effect we wanted.  Turning to Ms. Ferguson.  What would be your question that you'd like to ask of one or more of your panelists, your one question?

>> MS. FERGUSON: I guess it would be to what extent do you see people in the disability community really focusing on the issue of obesity and the effectiveness of doing that and whether you think that the stigma even among people with disabilities, the stigma of weight almost segregating people within a particular disability category?

>> DR. RIMMER: Well, that's an excellent question.  I only do that to make reference to the fact that there are disparities within disability groups, Christine, but I don't necessarily mean to tease out.  I come from a disability studies perspective, so when you look at it in aggregate, you know, it's an enormous problem.  Now, is it being addressed in the disability community?  The answer is no it isn't, and I think it isn't because there is such a great need in the disability community to address issues with assistive technologies, getting adequate medical care, and the enormous disparities in the social determinants of health, transportation, socioeconomics, education, health access that it's really -- it doesn't come up on the radar screen in the disability community.  
And what I'm here to share with you today is the fact that if we work together on this, you know, we can bring greater representation to the bottom of the pyramid where we get the highest level of obesity among minorities and people with disabilities.  So it has to be addressed and has to given greater attention on any federal initiative because it's where the greatest problem is currently lying.

>> DR. CAMPBELL: Thank you.  Dr. Rollins, your turn.

>> DR. ROLLINS: Mine is pretty simple.  Slide 20, this is for Ms. Ferguson, when I looked at your slide, it says aligning stakeholders that matter.  I've already mentioned that I thought cancer was -- would be important here -- but in terms of government, if we had your involvement from someone from the Office of the Secretary, for example, someone from the office of disability which is at the secretary's level, is that something that you thought of and I heard you say HRSA (Health Resources and Services Administration) may be at the table in the future.  Can you say more about the government component?

>> MS. FERGUSON: Sure.  So when we started this, we really had -- CDC was part of the steering committee and then what happened was as we started talking about commenting on things like Healthy People 2010 or 2020, I guess, we realized that we really had to be careful because you guys can't comment on yourselves.  And so what we've done is created this government liaison entity that will work with the steering committee to make sure that we are incorporating some of the best ideas and also using us as a way of getting to many of these groups in one conversation instead of having to have 15 or 20.  And so we are absolutely -- I was thinking as you were talking -- that we really ought to see if we can put somebody from that shop on this liaison committee so we can really begin to make sure that those messages are incorporated in what we're talking about.

>> DR. CAMPBELL: Right.  Good.  Thank you.  Thank you all.

Now it's my turn to ask a few questions and I'd like to pick up with -- I think it was Dr. Rimmer's comment.  How do we give this greater attention?  How do we give these high prevalence rates of obesity among children, youth and adults with disabilities more attention?  And, also, more attention to the magnitude of the disparity between people with and without disabilities in terms of the prevalence rates?  So how do we really give it more attention?  And just -- before I launch in and let you have a chance to talk to that, I want to say in Part I of this webinar series, we surveyed a number of federal agencies and private organizational initiatives around obesity.  Not by any means definitive, but nevertheless we looked at a number of initiatives within HHS.  Within CDC we looked at putting communities to work, which was funded to almost 4 hundred million dollars by the American Recovery and Reinvestment Act.  We looked at several initiatives within NIH including within the National Center on Minority Health and Health Disparities, the NIH Obesity Research Task Force and the National Collaborative on Childhood Obesity Research, which is in conjunction with the Robert Wood Johnson Foundation, just to name a few.  And all those initiatives, they list different and overlapping high risk groups, but in none of those initiatives are people with disabilities regardless of age listed as a high-risk group.  
So my question is, do you think it's desirable, is this what we need to do?  Do we need to get people with disabilities of all ages, as I said children, youth, and adolescents, identified within these initiatives as high-risk groups?  And if so, how do we go about doing that?  Do you think it's really one of the important things we need to do?  And just one more comment before you answer that, I was struck by a very recent paper that just came out, published in health affairs, sponsored by the Robert Wood Johnson Foundation.  They served as editor for this issue and the paper is titled National, State and Local Disparities in Childhood Obesity.  And they conclude that the obesity epidemic among children may not yet have reached its plateau for some groups of children and they go in to document those groups of children that are high risk, including by neighborhood status, economic status, school outcomes, et cetera, and, of course, again children with disabilities are not identified as a high risk group which sort of flies in the face of the data that Dr. Rimmer presented.  
So, again, my two part question is:  Do you think it's advisable, do you think that's what we need to do as a next step to get people with disabilities designated as a high risk group in these initiatives?  And if so, how do we go about it?

And I'm going to leave it up to you -- whoever would like to start first.

>> MS. FERGUSON: So that's an interesting question, and I think that -- I think that it's very important to have that conversation explicitly outlined.  I think the danger -- you know, the danger we all face is as a particular disease state or condition becomes kind of the condition of the day, the issue du jour, that we all kind of trace that issue and get the thing that's most important to us to be a key component of it.  So, having said that, that's a cautionary note is there are a series of things that need to be done to help people with disabilities get better health care.  And in the context of getting better health care, the question of what kind of accommodation, what kind of counseling and assistance does the group of people who are involved in that person's both developmental work as well as their primary care and whatever specialty work, and I think that if we collectively work much harder at making sure that in those areas we are cognizant and that primary care docs and people in the health care community actually have the tools to work with folks with disabilities who also have obesity.  I think we have to do that, but that doesn't even exist for people who have no disability.  So, you know, I think that we have a long way to go in that regard.

The second point in terms of community-based programs and whether they are being set up or whether people are even looking at disabilities as a component particularly in the disparity context, I don't think that's being done.  I don't think it's being done at all, and I do think it's important for the disability community as a whole to have a collective set of ideas in terms of how it can influence policy on this.  So I think it's really important for the voc rehab folks and for the ARC folks and other of the voices for children, all of those groups, to really start to come together to think about what the best practices would be to ensure that people with disabilities are key participants in a lot of these initiatives.

Just also as a former state administrator I can tell you that I don't think they are. I don't think that they are included.  It's not right.

>> DR. CAMPBELL: Thank you.  Dr. Rollins, do you mind going next?

>> DR. ROLLINS: I agree that it's not being addressed.  The picture I just drew in front of myself was a Venn diagram and what I think needs to happen is the researchers that focus on health disparities, the researchers that focus on disabilities, the researchers that focus on obesity, there is a cross section in there, and if the researchers come together and, you know, make a plan for working with policy people and make a plan for funding, then the middle part of the Venn diagram will be better addressed.

>> DR. CAMPBELL: Interesting.  Before we turn to Dr. Rimmer, would it be fair to say -- I hear a common theme and what you said Dr. Rollins and what you said Ms. Ferguson, that common theme is it has to come from the communities themselves.  Ether the communities of disability researchers or the communities of disability advocates, that they need to get together around this so -- would that be a fair interpretation of part of what you're saying?  That it needs to come from sort of the bottom up or the grassroots up instead of changing the mission statements of these initiatives and changing the -- sort of starting from the top down and changing the actual language of these initiatives to single out or to include people with disabilities as one of the high risk target groups?  Is that a fair interpretation?

>> MS. FERGUSON: From my perspective, this is Christy Ferguson, from my perspective I would say that's important and it's key.  It has to be done, but I don't think it's to the exclusion of doing it from the top down, too.  I think that efforts like this one to include people who may be just aren't thinking about the disability community at all when they are going through this because they are thinking about the population as a whole.  I think that getting to them and having that conversation is important and I don't think that that has to wait for the disability community to get together.  I'm just saying that ultimately, yes, the disability community has a whole agrees on what should be done and how it should be addressed.  That's a very powerful voice and so I think both can be done at the same time.

>> DR. ROLLINS: I agree.

>> DR. CAMPBELL: Thank you.  Dr. Rimmer, would you like to comment on that question?

>> DR. RIMMER: Yes, I would.  Thank you.  I would like to just sort of reiterate what you said that I see the area of disparities, when we think of disparities, we often think of racial and ethnic disparities and I certainly think that that's an important area to ensure that the social determinants of health are addressed in people of color, but I would like to see, you know, the phrase racial, ethnic, and disabilities disparities used more at the federal level and little in the work that Dr. Ferguson is doing, Christine is doing, you know with her initiative.  It seems like everything is nested in the bottom 20 percent of our nation's population -- race, poverty, and disability -- seems to be nested within a community of people that have extremely low levels of social determinants to health and to reiterate what Dr. Ferguson indicated is, you're right, Dr. Ferguson, it is not a major issue right now in the disability community because major issues like housing, employment, good health care services, getting assistive technologies that are needed in order to engage in social participation, and also personal assistant services have to take a higher priority, but that being said, what the literature is starting to show is that these secondary conditions that are a result of not necessarily the disability, but the obesity over-lay the impairments associated with the disability is creating enormous health problems and is likely leading to some relationship with lower employment rates and lower social participation.

>> DR. CAMPBELL: Thank you all.  I have two more questions and they are big ones, sort of the same magnitude and by my count we have about 11 minutes left, is that correct?

>> JOANN: We do, but I think we can run over just a little bit.  We got a little bit of a late start.  So we can run a little bit longer. If people have to leave then they can go ahead and go, of course, but we probably want to finish up as many as we can.

>> DR. CAMPBELL: Let me tell you what the two questions are and I'd like to take them in order.  But just for the folks that are on the phone so you know what's coming, the next question really kind of drills down on what we've been talking about to examine what are the opportunities for expanding our efforts to incorporate or as I think Dr. Rollins said to get disability represented at the table, to get disability represented at the table focused on health disparities and obesity.  So really specific ideas about collaborations and partnerships that we could expend that are currently in place that need to be further developed or new collaborations and partnerships that we need to put in place to support the incorporation of disability in these major national obesity prevention and treatment initiatives, both on the research side and the policy side.  So here I'm looking for what would be ideas of next steps, what you would envision as next steps that could be taken to really, again, as Christine said early on, to get serious about this conversation.  So we'll start in a different order.  Rochelle, you mentioned some specific steps, but I wondered if you could -- via the ICDR and the listening session on health disparities tomorrow and also what you're doing, but are there any other sort of -- I'm thinking of specific collaborations or partnerships that we need to fund this expansion of the agenda to include disability?  Can you identify any next steps that you see?
>> DR. ROLLINS: Well, the first next step is to educate the policymakers, educate federal leaders with the research that's already existing.  I started my education by reading some of Dr. Rimmer's work and learning about what the Department of Education was doing.  I see that same kind of work within HHS, maybe I don't know where to look.

The NPA -- the National Partnership for Health Disparities is creating ripples already prelaunch.  For example, there is HIV coordination going on, within our Office of Women's Health there is a strategic plan, a plan of action that has been developed.  So when you ask me about opportunities, the first thing that comes to mind is there is nothing bigger around health disparities than the NPA, but within a population like women, one could approach the Office of Women's Health within the Office of the Secretary and say we know you have a new strategy.  Where do we find people with disabilities in that strategy?  And even deeper, where do we find people with disabilities that are dealing with obesity and overweight issues?  So I think if you put a microscope on different parts of government and you ask the question of where is my stuff?

>> DR. CAMPBELL: What have you found the your experience, Rochelle, to be the most effective strategies for doing that, to put that microscope out there?  Can you suggest maybe one that's an effective way of doing that?

>> DR. ROLLINS: I believe it all starts with partnerships and approaching the key people who are writing those plans and evaluating and presenting those plans.  It happens in these kinds of conversations where during question and answer it might get a little hot under the collar if you don't have the right answer for it, but at least it gets you thinking about -- I really don't have that in my activities and I need to include it.  Only by doing the relationships with the decision-makers are you going to impact that change.  And I also just want to underline again, I think change happens at the grassroots level, whether it be elected officials or government officials, that's why the NPA had to start at the grassroots level.  It couldn't start in a federal building.

>> DR. CAMPBELL: Good point.  Good point.  Thank you.  Jim, do you want to contribute to that? Things that help you look for opportunities.

>> DR. RIMMER: Yeah.  Yes, thank you, Margaret.  When I look at the three major agencies that fund research and programs, I think of -- and I know there are several others, SAMSHA (Substance Abuse and Mental Health Services Administration) and others -- but I think of NIH, really focused on the clinical work, let's see if this works, the efficacy, and then I see the community as the Department of Ed and NIDRR which is Dr. Campbell is involved with NIDRR, the National Institute on Disability and Rehabilitation Research, and then the third piece is really the public health model which is really the CDC bringing its to the rest of the nation.

So in my mind what I envision happening, if this was an ideal world, is that these three agencies would work together in a collaborative interactive way to ensure that first disabilities represented right at the clinic and at the bench with questions that apply to people who have disabilities as well as whatever populations are being studied, whether it be the National Heart, Lung and Blood Institute or the Eunice Kennedy Shriver National Institute on Child Health and Human Development.  There would be some kind of sub-question that would relate to people with disabilities as well as people of color.  And as we go into the community, when we look at the funding that NIDRR receives, we really want to determine if at some level at the community will this intervention be successful or this program?  
And then finally, CDC does have a center called the National Center on Birth Defects and Developmental Disabilities.  And they currently fund 16 states that have disability health initiatives.  And I would think that as we move along this continuum, the ultimate goal in order to see increased synergy would be to get out in the public health framework and get these states with the information they need so they can start to infiltrate the information and the knowledge through the CDC infrastructure of programs that are being funded by other areas of CDC such as the Division of Physical Activity, Nutrition and Obesity.

In terms of two key stakeholders that need to be at the table in any work that we begin to do looking at health disparities, obviously the Disability Health Program at CDC has a number of very strong professionals who have high levels of expertise in this area, and I also think the other community is the independent living centers that could lend us an enormous contribution in terms of the knowledge and the understanding on how to break into a framework within the disability culture to begin to have them address this issue as high a priority as they did several years ago when they moved into the arena of public transportation and passage of the ADA.  So I really do think that now we've got to sort of move off the dime.  Health has to be an issue.  It creates problems with not only federal expenditures, but it creates tremendous hardship among individuals with disabilities and their caregivers and also limits opportunities for employment and community participation.

>> DR. CAMPBELL: Thank you.  Thank you.

And my last question I hope builds on this.  So assuming that we are collectively are successful in getting disability at the table, and more explicitly in terms of the health disparities and obesity, obviously once we get to the table, then we need to make a contribution.  What's our contribution going to be?  And I guess what I mean is what's our agenda?  What's our agenda in terms of what are the most pressing research needs?  And where is the greatest readiness?  So it's kind of a two-part question.  What are the most pressing research needs that need to be tackled now to build the evidence base so that we have the evidence necessary to contribute to community-based demonstration projects that includes individuals with disabilities?  What are the most pressing research needs?  And second part, do we have sort of any shovel-ready projects that have been developed -- interventions have been developed among persons without disabilities that you might consider sort of shovel-ready to be applied or tried on populations with disabilities?  So maybe we'll start with Jim first on this one.  Thank you.

>> DR. RIMMER: Yeah, thank you, Margaret.  I think that's an excellent comment and one that's extremely important here.  We certainly don't want to reinvent the wheel for people who have physical, cognitive, and sensory, and learning disabilities.  We know that there are enormously talented people when we look at that slide 14 in the 158 programs that have been funded on childhood obesity, certainly there could be a dimension in each of these programs that would allow us to adapt it for youth or adults with disabilities.  So, my feeling is, you know, right now we seem to have two circles that are spinning in opposition to each other.  One circle being enormous number of funding initiatives, policy initiatives associated with childhood and adult obesity, and then the other circle that spins is there are very, very small number of programs that are funded or have been funded to address the needs of children with disabilities.

As Dr. Rollins mentioned earlier, we really need more of the Venn diagram where we have a greater overflow of these projects because certainly when we begin to look at addressing obesity issues, they are no different in people with disabilities than they are in people without disabilities.  What needs to be addressed is how can certain adaptations or modifications be made to build in more inclusion into these interventions?  And that's what I see today among these programs is that we have these astoundingly internationally well known researchers who focus on youth without disabilities or adults without disabilities, but really don't have the energy or the resources to add on a sub-piece that would have relevance to people with disabilities.  So that's where I would start.

>> DR. CAMPBELL: Okay, thank you.  Dr. Rollins, would you like to follow?

>> DR. ROLLINS: Okay, I'm kind of struck by the comment that these researchers don't have the energy or resources -- I think they don't have the awareness.  I know these are mighty smart folks, but it starts with an awareness that there is another slice, another way of taking a look at the data and expanding the knowledge.

The number one research need that I think -- and I'm not an expert in disability, but I think built environment is something that can be easily understood by most people and if you start with that kind of comment, how do I get a community more able to be usable by whether you have a disability or not, that's a good place to start.  I don't know about shovel-ready activities, so I'm going to pass on that one.

>> DR. CAMPBELL: Thank you.  And Ms. Ferguson, what would be on the top three things on your list of pressing research needs?

>> MS. FERGUSON: I think that everybody covered really most of what I would say already, but I think the biggest pressing issue for research overall on this issue of obesity is really looking at how to successfully improve health through managing weight.  And I think there are probably some really different tools that are necessary on the ground for people with disabilities to -- for people who are working with people with disabilities to effectively have good communication and better outcomes.  But I agree with pretty much everything everybody else said, too.

>> DR. CAMPBELL: Thank you.  That ends my questions.  That's the end of my questions, but I really want to thank the three of you for rolling up your sleeves and grappling with these issues that you presented on, and being willing to really look at them from different perspectives.  I appreciate that very much.  I think it's been a very open discussion, a very genuine discussion, and intellectually stimulating discussion.  So thank you very much.  And Joann, I'll turn it back over to you.

>> JOANN: Thank you very much, Margaret.  I want to thank all of our presenters today, Ms. Ferguson, Dr. Rimmer, and Dr. Rollins.  And thank you also Dr. Campbell.  It really has been, I think, eye opening in a lot of ways and stimulating.  I'm sure we'll have additional questions that will come in.  Usually the questions seem to come a little bit after the webcast is over and we are just about out of time.

I did have one question that I wanted to bring up to Dr. Rollins.  Someone had asked if anyone can participate in the health disparities listening session you had mentioned?

>> DR. ROLLINS: Absolutely.  I would contact the ICDR, the Executive Director is Dr. Connie Pledger, but there is a phone call you can call in to.  It's going to be in Virginia. I don't remember the city, but it's goes to D. C. if you can get there, but there is a call in number and they are going to be walking through the NPA and giving feedback to the deputy director of OMH on this plan.

>> JOANN: I'll see if we can't follow up with that and then we'll post something or maybe send out an E-mail to everyone that was on the call today.  Thank you very much.

Thanks to all of you. I think we are out of time so I will not ask for final questions, but I think your discussion questions were excellent so I just want to say that we hope that our webcast today will stimulate discussion within the disability and rehab community on these issues as well as with other communities.  And I want to remind and encourage everyone to please fill out the brief evaluation form.  It is required for those who would like to receive the continuing education units.  It just takes a minute, and you should be able to do it pretty quickly as soon as you sign off.

You can click on the "Downloads" tab at the bottom right-hand side of your Windows Media Player or RealPlayer screen and you'll see a direct link to the form.  There is also a link to the evaluation form on the NCDDR's web page related to this webcast.  If you find you cannot access the evaluation right now, it may be that too many people are trying to get on at the same time, so please just wait a few minutes and try again or try later this evening or tomorrow.

Also an audio file and a transcript of this webcast will be available by next week on the NCDDR's website, Webcast #24 page.  Please visit our website at www.ncddr.org for more information and to view additional archived webcasts on topics related to knowledge translation.

I want to be sure to thank the National Institute on Disability and Rehabilitation Research (NIDRR) that provided funding for the webcast, and once again, on behalf of our panelists, our respondent, and the rest of the NCDDR staff, thank you very much and goodbye.

