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Slide 2. Agenda.
Introductions.

Overview/review of Part 1 – James Rimmer.

STOP Obesity Alliance – Christine Ferguson.

Office of Minority Health – Rochelle Rollins.

Panelist discussion – Margaret Campbell.

Q & A.

Slide 3. James Rimmer, PhD

Professor, Department of Disability and Human Development, University of Illinois at Chicago;

Professor, Department of Physical Medicine and Rehabilitation, Northwestern University Feinberg School of Medicine and Rehabilitation Institute of Chicago;

Director, National Center on Physical Activity and Disability;

Director, Rehabilitation Engineering Research Center on Exercise Physiology and Recreational Technologies for Persons with Disabilities.

Template for Slides 4-16: Slide is beige with blue right-hand border reading Documenting Disparities in Obesity and Disability.
Bottom left: NIDRR logo.
Bottom center: DRRP logo with text “Reducing Obesity and Obesity-Related Secondary Conditions in People with Disabilities.”

Bottom right: University of Illinois at Chicago Department of Disability and Human Development, College of Applied Health Sciences.

Slide 4. Disparities in Obesity and Disability Pt. 2: Developing Research Partnerships and Collaborations. March 4, 2010.

James Rimmer, PhD, University of Illinois at Chicago, Department of Disability and Human Development.

Kiyoshi Yamaki, PhD, University of Illinois at Chicago, Department of Disability and Human Development.

Brienne Davis, MPH, University of Illinois at Chicago, Department of Disability and Human Development.

Edward Wang, PhD, University of Illinois at Chicago, College of Nursing.

Lawrence Vogel, MD, Shriners Hospitals for Children, Chicago.

Slide 5. Prevalence of Obesity and Physical Inactivity by Disability and Race (18-64 yrs).
This graph compares 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; 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; 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 6. Risk of Obesity and Physical Inactivity by Disability and Race (18-64 yrs).
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 Meet weekly exercise criteria category: 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 7. Extent of Disability Among Children: National Estimates.

This chart shows the national estimates of the extent of disability among children, comparing four studies in the categories data, disability definition, age, and prevalence.

Source, Bitsko et al. (2009). 

Data: 2005-2006 National Survey of Children with Special Health Care Needs.

Disability definition: ADHD, autism, emotional disorders, MR or other DD, Down syndrome, seizure or epilepsy, CP, muscular dystrophy, and vision/hearing loss. 

Age: 3-17; Prevalence, 4.7 million.

Source, Boulet al. (2009). 

Data: 1997-2005 National Health Interview Survey (NHIS).

Disability definition: ADD, ADHD, autism, blindness, CP, deaf or trouble hearing, LD, MR, seizure, stuttering or stammering, other developmental delay. 

Age: 5-17; Prevalence, 13.2%.

Source, Newacheck et al. (2004). 

Data: 1997-2005 National Health Interview Survey (NHIS).

Disability definition: Limited in or unable to conduct major activity. Require early intervention, special education services. 

Age: 5-17; Prevalence, 5 million or 7.3%.

Source, US Dept of Ed (2006).

Data: 2004 Individuals with Disabilities Education Act (IDEA) Part B Data.

Disability definition: LD, speech, MR, emotional disturbance, multiple disabilities, hearing, orthopedic, other health, visual, autism, deaf, TBI, developmental delay.

Age: 3-21; Prevalence, 

age 3-5: 0.7 million (5.9%) age 6-21, 6.1 million (9.2%).
Slide 8. Prevalence of Disability Among Children by Race/Ethnicity.
This bar graph compares the prevalence of disability by race and ethnicity for children ages 6-21. 

American Indian/Alaskan Native had the highest prevalence, 13.7%. 

Next is Black non-Hispanic,12.4%, 

Next is White non-Hispanic, 8.7%.

Next is Hispanic, 8.3%.

Asian/Pacific Islander had the lowest prevalence, 4.6%. 

Source: U.S. Department of Education, Office of Special Education and Rehabilitative Services, & Office of Special Education Programs. (2009). 28th Annual Report to Congress on the Implementation of the Individuals with Disabilities Education Act, 2006. Washington, DC.

Slide 9. Prevalence of Obesity (Body Mass Index greater than or equal to 95th percentile) among Adolescents by Mobility Limitation and Sex.
This bar graph compares the prevalence of obesity for adolescents by mobility limitation and sex. 
All: 29.7% of adolescents with mobility limitations were obese, and 15.7% of adolescents with no mobility limitations were obese. 

Girls: 28.1% of girls with mobility limitations were obese, and 14.5% of girls with no mobility limitations were obese.

Boys: 31.3% of boys with mobility limitation were obese, and 16.9% of boys with no mobility limitations were obese. 

Source: NHANES (National Health and Nutrition Examination Survey) data reported by Bandini et al. 2005.

Slide 10. Comparison of Obesity/Overweight between Youth (12-18 yrs) with Disability and without Disability - by Disability Type.
This table reports data on obesity/overweight for youth 12-18 with various types of disability, compared to youth without disability. A total of 461 youth with disabilities were compared to 12,973 youth without disabilities. The Odds Ratio and range within the 95% Confidence Interval (CI) were reported. Percent of obesity was greater than the 95th percentile; overweight was greater than the 85th percentile.

Autism: Obesity, 24.6%; Overweight, 42.5% compared with Obese, 13%, Overweight, 28.8% for youth without disability. Odds ratio is 2.19% for obesity and 1.84% for overweight. The Confidence Interval (CI) is 1.44-3.31 for obesity and 1.28-2.64 for overweight.

Down Syndrome: Obesity, 31.2%; Overweight, 55% compared with Obese, 13%, Overweight, 28.8% for youth without disability. Odds ratio is 3% for obesity and 3.01% for overweight. The Confidence Interval (CI) is 1.86-4.81 for obesity and 1.95-4.66 for overweight.

Intellectual Disability: Obesity, 12.4%; Overweight, 27.2% compared with Obese, 13%, Overweight, 28.8% for youth without disability. Odds ratio is 0.96% for obesity and 0.93% for overweight. The Confidence Interval (CI) is 0.51-1.81 for obesity and 0.58-1.49 for overweight.

Cerebral Palsy: Obesity, 4%; Overweight, 18.8% compared with Obese, 13%, Overweight, 28.8% for youth without disability. Odds ratio is .30% for obesity and .57% for overweight. The Confidence Interval (CI) is 0.13-0.68 for obesity and 0.37-0.87 for overweight.

Spina Bifida: Obesity, 18.6%; Overweight, 64.5% compared with Obese, 13%, Overweight, 28.8% for youth without disability. Odds ratio is 1.61% for obesity and 4.50% for overweight. The Confidence Interval (CI) is 0.66-3.93 for obesity and 2.16-9.41 for overweight.

a/DRRP data.; b/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 11. Impact of Obesity on Persons with Disabilities.
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.

It is imperative that we increase awareness about the obesity-related health disparities that exist between adolescents with disabilities compared to their non-disabled peers.

Slide 12. Potential Barriers to Participation in Health Promotion Activities for Youth with Disabilities.
Youth with disabilities are often denied the opportunity to participate in the same physical and recreational opportunities as their non-disabled peers. 

Certain accommodations are necessary to enable youth with disabilities to participate in physical activity and nutritional programs.

Many school-based obesity interventions do not address specific physical and nutritional concerns associated with particular disabilities.

Slide 13. Evidence-Based Physical Activity Intervention Programs for Children.

This chart gives the target age for two intervention categories, school-based physical education interventions and individually-adapted health behavior change interventions.

School-based physical education interventions:

Bienestar, Target age 0-10.

Eat Well and Keep Moving, Target age 0-10.

Sports, Play and Active Recreation for Kids (SPARK), Target age 0-10.

Youth Fit for Life, Target age 0-10, 11-18.

Coordinated Approach to Child Health (CATCH), Target age 0-10, 11-18.

Planet Health, Target age 11-18.

Individually-adapted health behavior change interventions:

Trim Kids, Target age 0-10, 11-18.

Slide 14. Currently funded projects on childhood obesity in youth with and without disability - NIH RePORTER.

This bar graph compares the number of funded projects on childhood obesity for youth in general (158) and youth with disabilities (2).

Slide 15. "Let's Move"   www.letsmove.gov
February 9, 2010 President Obama signed a memorandum on childhood obesity, an initiative launched by the First Lady called "Let's Move."

Within 90 days, the Task Force on Childhood Obesity will develop and submit a comprehensive interagency plan that details a coordinated strategy, identifies key benchmarks, and outlines an action plan. 

Collaboration is crucial to accomplish our goals of: 

- increased awareness of the need and support for research on obesity in youth with disabilities, 

- the inclusion of youth with disabilities in all obesity prevention environmental and policy changes and interventions, including appropriate modifications where necessary, and

- dissemination and promotion of recommendations and findings to the broader public. Let’s Move logo: In block light blue capital letters, the word LET’S is on top of the word MOVE. The O in MOVE is replaced by a red apple. To the right of the words, a red silhouette of a child jumping with arms over head and knees bent, with a circle or ball under the child, makes an exclamation point.

Slide 16. For more information on the Disability Rehabilitation Research Project (DRRP) on Reducing Obesity and Obesity-Related Secondary Conditions in Adolescents with Disabilities, visit: http://www.uic-chp.org/CHP_A6_DRRP_01.html
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Slide 17. Christine Ferguson, JD

•
Director, STOP Obesity Alliance

•
Research Professor, George Washington University, School of Public Health and Health Services

•
Former Commissioner of the Massachusetts Department of Public Health 

•
Former Director of Rhode Island Department of Human Services

•
Former counsel and deputy chief of staff to the late U.S. Senator John H. Chafee (R-RI)

Slides 18 – 33 NO DESCRIPTION. 
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Slide 34. Stop Obesity Alliance: Strategies to Overcome and Prevent

http://www.stopobesityalliance.org

Slide 35. Rochelle Rollins, PhD, MPH

•
Director, Division of Policy and Data, Office of Minority Health (OMH), U.S. Department of Health and Human Services (DHHS)

•
Oversees OMH efforts to improve health disparities research coordination, evaluation and performance measurement, and data collection and reporting

•
Directs efforts to ensure minority communities benefit from and have access to health information technology and clinical trials

•
Participates on Healthy People 2010 and 2020

•
Alternate Chair, National Partnership for Action (NPA) to End Health Disparities Federal Team 

Template for Slides 36-61: Beige with teal, orange, and red NPA logo for National Partnership for Action to End Health Disparities across top and U.S. Department of Health and Human Services label and eagle logo at bottom left.

Slide 36. National Partnership for Action to End Health Disparities (NPA), U.S. Department of Health & Human Services.
Photo collage featuring individuals and groups from different racial and ethnic backgrounds

National Center for the Dissemination of Disability Research 

Disparities in Obesity and Disability:  Developing Research Partnerships and Collaborations
March 4, 2010

Slide 37. Discussion Points.
1. HHS Office of Minority Health interest in obesity and disability research

2. The National Partnership for Action to End Health Disparities (NPA)

3. HHS Center of Excellence in Research on Disability Services and Care Coordination and Integration – (upcoming effort)

Slide 38. Office of Minority Health.
Mission: Improve the health of racial and ethnic minority populations through the development of health policies and programs that will help eliminate health disparities

Slide 39. HHS/ Office of Minority Health.
Advises the HHS Secretary and the Office of Public Health and Science (OPHS) on public health program activities affecting American Indians and Alaska Natives, Asian Americans, Blacks/African Americans, Hispanics/Latinos, Native Hawaiians, and other Pacific Islanders

Slide 40. Where are we Today?

All recommendations made in 1985 Secretary’s Report on Black and Minority Health are applicable today:

Implement outreach campaign

Increase patient education and provider awareness

Improve access, delivery, financing of services

Improve communication and coordination

Encourage community efforts

Improve the quality and availability of health data

Support research facilities affecting minority health

Slide 41. Imperatives. 

· Significant racial/ethnic health disparities

· Minorities are 34% of U.S. population today and 40% of population by 2030

· Minorities will be 41.5% of workforce

· Impact on American healthcare problem

· Limited resources

· Healthy People goal to eliminate disparities 

Slide 42. Approach Prior to National Partnership for Action to End Health Disparities (NPA).
This chart shows the eight elements of the Health Issue-based Approach: Heart Disease & Stroke; HIV/AIDS; Infant Mortality; Diabetes; Overweight/Obesity; Mental Health; Environmental Health; and Cancer. The graphic shows these eight elements in individual blue circles surrounding the circle of Health Issue-based Approach, with the exception of the Mental Health circle, which is gray.

Slide 43. NPA Mission.
Increase the effectiveness of programs that target the elimination of health disparities through the coordination of partners, leaders, and stakeholders committed to action 

Slide 44. NPA Purpose & Components.
· Purpose: Establish a nationwide, comprehensive, community-driven, sustained approach to ending health disparities 

· Components: National Action Plan, Regional Blueprints, Initiatives and campaigns 

Slide 45. NPA Objectives.
· Increase awareness of the significance of health disparities 

· Strengthen and broaden leadership

· Improve health/health system experience 

· Improve cultural & linguistic competency

· Improve coordination and use of research and evaluation outcomes

Slide 46. National Plan and Regional Blueprint Strategies (as of 1/10). 

Objective #1: AWARENESS—Increase awareness of the significance of health disparities, their impact on the nation, and the actions necessary to improve health outcomes for racial and ethnic minority populations. Strategies:

1. 
Healthcare Agenda. Ensure that ending health disparities is a priority on local, state, regional, tribal and federal healthcare agendas. 

2. 
Partnerships. Develop and support partnerships among public and private entities to provide a comprehensive infrastructure for awareness activities, drive action, and ensure accountability in efforts to end health disparities and achieve health equity across the lifespan.

3. 
Media. Leverage local, regional, and national media outlets using traditional and new media approaches (i.e., social marketing, media advocacy) as well as information technology to reach a multi-tier audience—including racial and ethnic minority communities, rural populations, youth, persons with disabilities, older persons, and geographically isolated individuals—to compel action and accountability. 

4. 
Communication. Create messages that are targeted towards and appropriate for specific audiences across their life spans, and present varied views of the consequences of health disparities that will compel individuals and organizations to take action and to reinvest in public health. 

Slide 47. National Plan and Regional Blueprint Strategies (as of 1/10) (continued).
Objective #2: LEADERSHIP—Strengthen and broaden leadership for addressing health disparities at all levels. Strategies:
5.
Capacity Building. Support capacity building at all levels of the decision-making process as a means of promoting community solutions for ending health disparities. 

6. 
Funding and Research Priorities. Improve coordination, collaboration, and opportunities for soliciting community input on funding priorities and involvement in research. 

7. 
Youth. Invest in young Americans to prepare them to be future health leaders and practitioners by actively engaging and including them in the planning and execution of health initiatives. 

Slide 48. National Plan and Regional Blueprint Strategies (as of 1/10) (continued).
Objective #3. HEALTH AND HEALTH SYSTEM EXPERIENCE—Improve health and healthcare outcomes for racial and ethnic minorities, and underserved populations and communities. Strategies:
8. 
Access to Care. Ensure access to quality health care for all. 

9. 
Health Communication. Enhance and improve health service experiences through improved health literacy, communications, and interactions. 

10.
Education. Substantially increase, with a goal of 100%, high school graduation rates by establishing a coalition of schools, community agencies, and public health organizations to promote the connection between educational attainment and long term health benefits; and ensure health education and physical education for all children. 

11.
At-risk Children. Ensure the provision of needed services (e.g., mental, oral and physical health, and nutrition) for at-risk children. 

12.
Older Adults. Enable the provision of needed services and programs to foster healthy aging. 

Slide 49. National Plan and Regional Blueprint Strategies (as of 1/10) (continued).
Objective #4: CULTURAL AND LINGUISTIC COMPETENCY—Improve cultural and linguistic competency. Strategies:
13.
Workforce Training. Develop and support broad availability of cultural and linguistic competency training for physicians, other health professionals, and administrative workforces that are sensitive to the cultural and language variations of racially and ethnically diverse communities. 

14.
Diversity. Increase diversity of the healthcare and administrative workforces through recruitment and education of racially, ethnically, and culturally diverse individuals and through leadership action by healthcare organizations and systems. 

15.
Standards. Require interpreters and bilingual staff providing services in languages other than English to adhere to the National Council on Interpreting for Health Care Code of Ethics and Standards of Practice. 

16.
Interpretation Services. Improve financing and reimbursement for medical interpretation services. 

Slide 50. National Plan and Regional Blueprint Strategies (as of 1/10) (continued)

Objective #5: RESEARCH AND EVALUATION—Improve coordination and use of research and evaluation outcomes.

Strategies:
17.
Data. Ensure the availability of health data on all racial and ethnic minority populations.

18.
Authentic Community-Based Research [and Action] and Community-Originated Intervention Strategies. Invest in authentic community-based participatory research and evaluation of community-originated intervention strategies in order to enhance capacity development at the local level for ending health disparities. 

19.
Coordination of Research. Support and improve coordination of research that enhances understanding about, and proposes methodology for, reducing health and healthcare disparities. 

20.
Knowledge Transfer. Expand and enhance knowledge transfer regarding successful programs that are addressing social determinants of health (e.g., housing, education, poverty). 

Slide 51. Federal Collaboration: Connecting the Pieces

This graphic shows the various organizations of the federal collaboration, represented by beige, white, and blue jigsaw puzzle pieces with organization initials: HHS (Department of Health and Human Services); Commerce (Department of Commerce); DOL (Department of Labor); DOT (Department of Transportation); DOD (Department of Defense); USDA (United States Department of Agriculture); OMH (Office of Minority Health); HUD (Department of Housing and Urban Development); ED (Department of Education); EPA (Environmental Protection Agency); Other Public Sector; Private sector
Slide 52. Federal Interagency Management Team (10 Federal Departments are Represented)
•
Foster communications and activities of the NPA within federal agencies and their partners

•
Increase the efficiencies and effectiveness of policies and programs at the national, state, tribal, and local levels that work toward ending health disparities

Slide 53. Federal Team
Select Goals
•
UNITE around a national message

•
COLLABORATE around common goals

•
LEVERAGE assets and experiences of partners

•
IDENTIFY opportunities for collaborations, partnerships, and communications 

•
CREATE opportunities to transition evidence-based findings to practice / policy

Slide 54. Interagency Committee on Disability Research (ICDR) 

• Collects input from stakeholders to inform planning; 

• Identifies emerging research areas; 

• Assesses research and knowledge gaps across the federal research agenda;

• Seeks to identify unnecessary duplication of research effort;

• Makes recommendations to strengthen federal policy coordination; 

• Provides recommendations for a cohesive, strategic program of federal disability research and related activities; and

• Recommends research activities to be funded.

Slide 55. Upcoming ICDR Activities
• Health Disparities Listening Session: 3/5/10

• Health Disparities Expert Panel:  4/13 - 4/14/10

Purpose: 

• To provide the opportunity for individuals with disabilities and other stakeholders to review and submit input regarding the National Plan for Action to eliminate health disparities.

•
Inform the NPA strategic goals and implementation of the plan.

Slide 56. Exhibit 4-2 Structural Model of Implementation.
This graphic, presented as a pyramid shows National on top, followed down by Regional (intermediary) on the second tier; State (intermediary) and Tribal (intermediary) share the third tier; followed by Community (intermediary) on the fourth; with Neighborhood/Area as the bottom/fifth tier. Each tier has its own board.
Slide 57. Exhibit 4-1 Conceptual Model of Implementation.
This graphic, presented as an old fashioned archery target, shows Neighborhood/Area in the center, followed outward by Community (intermediary) in the second ring; State (intermediary) and Tribal (intermediary) share the third ring; followed by Regional (intermediary) in the fourth ring; with Neighborhood/Area National as the outside ring. Each tier is intermediary in nature and has its own board.
Slide 58. Next Steps.
•
Finalize National Plan for Action

•
Regional review of Regional Blueprints

•
Formal launch of the National Plan for Action

•
National and regional implementation meetings

Slide 59. Together we can. Together we will.
http://www.minorityhealth.hhs.gov/npa/templates/browse.aspx?lvl=1&lvlID=31

Slide 60. UPCOMING EFFORT - HHS Office on Disability Comparative Effectiveness Research Initiative.
•
Center of Excellence in Research on Disability Services and Care Coordination and Integration 
•
Build the infrastructure necessary to carry out research on the effectiveness and comparative effectiveness of services provided to people with disabilities.

•
An important building block to improve data on the health and health care for people with disabilities, including a better Medicaid data system.

Scientific Lead:  Rosaly Correa, MD, MSc, PhD, Rosaly.correa@hhs.gov

Deputy Director, HHS Office on Disability  

Slide 61. Contact Information

Rochelle Rollins, PhD, MPH

Director, Division of Policy and Data

HHS/Office of Minority Health

(240) 453-6177

rochelle.rollins@hhs.gov 
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Slide 62. Margaret Campbell, PhD

•
Senior Scientist for Planning and Policy Support, National Institute on Disability and Rehabilitation Research (NIDRR), Office of Special Education and Rehabilitative Services (OSERS), U.S. Department of Education (ED).

•
Serves as a representative from ED to the Federal Interagency Workgroup (FIW) for National Health Objectives related to Healthy People 2020.

•
Former Research Director for the NIDRR-funded RRTC on Aging with Disability at Rancho Los Amigos National Rehabilitation Center, Downey, CA

Slide 63. Questions?

•
By email: webcast@ncddr.org

•
Voice/TTY: 800-266-1832

Thank you for Participating

Please complete the Webcast Evaluation: http://survey.sedl.org/efm/wsb.dll/s/1g7e

