


Factors Affecting Health Status

Biological

Socloeconomic and
environmental

Behavioral

Access to health care #




Earlier Aging for Some Groups:
Syndrome Specific

Adults with Down syndrome
Alzheimer disease 15-20 years earlier
Earlier menopause (age 47 versus 52)

Earlier sensory, adaptive behaviors, & cognitive
losses

As age greater risk for joint problems. seizures,
tumors and heart disease

Less hypertension
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Earlier Aging for Some Groups:
Syndrome Specific

Fragile X
Heart problems (mitral valve prolapse)
Musculoskeletal disorder
Earlier menopause
Epilepsy
Visual impairment
Prader-Willi:

Obesity related outcomes: cardiovascular disease and
diabetes

Psychosis and behavioral changes




Earlier Aging for Some Groups:
Syndrome Specific

Williams
Memory loss
Gait problems
Multiple organ systems




Earlier Aging: Associated
Developmental Disabilities

Cerebral palsy

Reduced mobillity,, fractures

Decreased muscle tone and increased pain
Difficulty eating or swallowing

_ess clear speech

Bowel and bladder problems

Osteoporosis




Earlier Aging: Associated
Developmental Disabilities

Epilepsy
Osteoporosis and fractures due to medication
Remission or worsening of seizures

Autism
Mental health aspects (depression)
Long-term medications effects

More severe mental retardation and nonambulatory
Greater risk of respiratory infections
Earlier age-related declines




Emerging Challenges:
Health Promotion

A large proportion of persons who arebimd health
end up with alisablility, and a

large proportion of persons who ahgabledend up
with bad health
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Cardiovascular disease (CVD) Is one of the mc
common causes of death among adults with I/L

e Adults with I/DD living in community settings have
the highest CVD risk of all adults with I/DD

CVD is strongly associated with health behavic

e Specifically lack of physical activitgnd
poOor nutrition
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Adults living in the community have the
highest rates of obesity

Individuals with particular syndromes have a
higher prevalence of being overweight and
obese (persons with Down Syndrome are 1.5
times more likely to be obese)
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Source: Yamaki (2005). Body weight Status among Adults with Intellectual
Disability in the Community. Mental Retardation, 43, 1-10.




Source: Yamaki (2005). Final Performance Report: Statadtnfrcture Development Project for
Preventing Secondary Condition; Hsieh, Yamaki, & Houli{2006).Modifiable Risk Factors of
Cardiovascular Disease for Adults with Intellectual/Degeentd Disabilities in One State of the U.S.
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Source: Hsieh, Yamaki, & Houlihan (2006)jodifiable Risk Factors of Cardiovascular Disease for Adult
with Intellectual/Developmental Disabilities in On&ate of the U.S.A.Yamaki (2006). IL Disability and
Health Data Report.







Our knowledge of disability and nutrition is next
to nothing!

93% adults with I/DD living In the community

have a high fat diet.

63% of adults do not consume enough fruits &
vegetables.

Draheim, et al. (2002




Need for Health Promotion

People with ID have:
Worse health
More secondary conditions

Low fithess levels

Poorer nutrition

Higher obesity
More sedentary




Questions Addressed

What Is effective on what outcomes?
What approaches were used?

What Is the level of evidence?

What are promising approaches?




What was Reviewed?

Intellectual disablility (mental handicap,
learning disability, mental retardation)

Age 18-65

Health promotion intervention
1986-2006
Included 22 of 65




Types $

Physical activity (11)
Nutrition (6)

Health services (2)
Health communication (2)
Dental training (2)

Other (2)




Physical Activity

Outcomes of exercise programs:

Improved fithess

Lower Body Mass Index (BMI)
Less maladaptive behaviors
Better attitudes towards exercise
Improved life satisfaction

Only two had control groups
No long-term follow-ups




Nutrition

Screening, health behavior education,
nutritional rehabilitation programs

Outcomes: decreased BMI and weight gal

for underweight

Combined with exercise, improved fithess
and life satisfaction (only studies with
controls)

Only nutritional programs had long-term
follow-up




Health Services

In-home advanced practice nurse:
ldentified health problems
Only 40% recommendations followed

Needs based pop-in clinic
ldentified health needs/gaps
No controls, no health outcomes




Health Communication

Training program with text and video

Improved communications skills
More knowledge of ID
More pro-active behavior

Medication information provided verbally

and in leaflets

Leaflet information resulted in reduced understanding of
medications for those with mild 1D

No long-term follow-up




Dental Hygiene

Staff training In dental hygiene

One trained people with ID also, other
targeted change in policies

Outcomes: residents brushed teeth more
often, better able to reach posterior and
anterior teeth, less bleeding, improved
plague index

One study with controls/one with longer
follow-up




Health Behavior Education
Curricula
Exercise and Nutrition Health Education

Curriculum for Adults with Developmental
Disabilities

(Heller et al., 2004; Marks, Sisirak, & Heller, |
press)

Steps to your Health
(Mann et al., 2006)




Implications

Physical activity and exercise has many
benefits

Better if include health behavior education
and nutrition component

Nutrition for underweight leads to weight
gain

In-home nurses and need-based pop In
clinics show promise




Implications (2)

Written communications can confuse
-video, pictures, simple verbal instructio

Need to develop and test community-base
health promotion programs

Interventions should address:
Staff training
Knowledge / motivation of people with IC
Organizational culture and capabilities




Physical Activity

Percelved Barriers
Staffing
Money
Transportation

Equipment
Lack of knowledge
Lack of interest




*% %

? %%#

@ # 1
@ #
%% # #
? 3
H# %




Barriers to Healthy Food Choices

Poor nutrition knowledge

_imited food preparation skills

Diets high in fat calories

_ow consumption of fruits & vegetables
_Imited income




Caregiver Barriers for Nutrition

Staff/ffamily members may serve as gatekeepers

Staff turnover high

Limited staff knowledge of planning menus,
buying food, and preparing foods




Fruits and Vegetables
Expected Outcomes

Expected Outcomes for Adults with DD
Eating Fruits & Vegetables

(reported by Carers):
Improve overall health
Improve cholesterol level
Help lose or control weight
Give more energy
Reduce constipation




Interconnected Components of a Health
Promotion Program

Health
Behavior




Model Health Promotion Program:
UIC Center for Health Promotion

Intervention Protocol: One hour for each
session, 3 x per week, for 12 weeks

Center-Based Fithess Intervention
Nutrition Class
Health Behavior Education Class

Health Behavior Education Class for
Caregivers




Curriculum Overview

Based on Transtheoretical Model of Behavior Change
and Social Learning Model

Phase 1 Understanding Health and Exercise—
Making Choices About My Health

Phase 2 Considering Lifestyle Changes—
Assessing My Behaviors

Phase 3 Making Lifestyle Changes—Setting Goals
Phase 4 Lifestyle Changes—Doing My Program
Phase 5 Lifestyle Changes—Staying with My
Program







Health Education Classes

1 hour of health
education class three
days a week

classes are based on a
curriculum that has 36
Interactive sessions
designed for individuals
with 1/DD

Personal notebook/tape




Exercise and Nutrition Health Education Curriculum
for Adults with Developmental Disabilities

understand attitudes toward health,
exercise and food

find exercises that they like to do
and set goals

gain skills and knowledge about
exercising and eating nutritious
foods

support each other during the course of the class

identify places in their community where they can exercise
regularly




Curriculum Emphasizes

self-determination and choice versus social contro
responsibility

iIndividual involvement in planning and meeting
exercise goals

changes in health behaviors in five stages

support from caregivers




Program : Baseline

over 2/3 reported receiving little support
for exercising

over 50% lacked confidence to
perform exercise

Little knowledge and motivation to
exercise

Low strength and energy




Program Outcomes

knowledge about exercise

confidence Iin ability
to exercise

life satisfaction

physical activity, strength &
energy, Peak VO2, & stair
climbing

caregiver perception
of exercise benefits

Access barriers




Exercise and Nutrition Health Education for
Adults with
Developmental Disabillities:
Train-the-Trainer Curriculum

Provide staff with the skills,
knowledge, and abilities to...

— Implement a physical activity and
health education program.

— Teachadults withDD ways to
Increase physical activity and
healthy food choices.

— Support adults withDD to maintain
long-term lifestyle changes.
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Exercise Classes

1. 1 hour of physical activity 3 days/week
to Improve fithess

2. Emphasis on cardiovascular endurance,
muscle strength, and flexibility

3. Use the equipment and
exercise safely







Designing a Physical Activity
Program for Adults with I/DD

Participants

Safety/screening/consenting

Components of an Exercise Program (FABS)
=ITT Principle

Program Design — FITT for FABS

Program Plan




Components of an Exercise
Program: FABS

Flexibility Training
Aerobic/Cardiovascular Training
Balance Training

Strength Training




Flexibility

Increase range of motion, relieves tight muscles
and reduces muscle soreness and In some case

psychological stress.

. Frequency- Dally, or just after exercise.

. Intensity — Only very mild discomfort in muscle
being stretched.
. Type — Static — Stretch and hold.

. Time — Hold each stretch for at least 15 seconds,
can hold for more than 30 seconds.




Aerobic/Cardio Training
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Balance

Reduces risk of falls

Intensity - Increase in difficulty

Frequency— daily or as a part of your exercise
program.

Type - sensory and motor systems.
Time — for each balance exercise repeat 8-15 times.




Strength Training

Increases or maintains muscle and bone mass (very
Important as we age

Frequency—- 2 to 3 nonconsecutive days per week.

Intensity — Last repetition should be somewhat hard t
complete.

Type — Machines, free weights, elastic bands, milk
jugs full of water.

Time — At least 30 to 60 minutes, or 1 set of 8 tol2
repetitions with 8 to 12 machines as a minimum.




All Programs Must:

. Be safe

. Be fun

. Be progressive

. Include participant’s goals

. Include flexibility, aerobic, balance, and
stretching




Program Plan Inventory

How many participants/clients in the program?

What is the number of staff available for each is@ss
How much time?

How many sessions per week?

What is the size of the space?

What kind of assistance do our clients use?

What resources and equipment do we have available?

Do we have staff that are doing and/or are inteckst
specific physical activity?




Sample Programs: No Equipment




Caregiver Support for Exercise

Staff/family members can support:
. Offer to exercise together.
. Give encouragement to stick with it.
. Plan for exercise on recreational outings.
. Discuss ways to get more exercise.
. Ensure transportation.
. Identify ways of paying.
. Shows him/her how to exercise.




Caregiver Support for Nutrition

Staff/family can influence choice/control in meal
preparation and access to snacks and food

Support can be provided in a variety of ways:

1. Encourage healthy food choices.

2. Assist In developing plans and goals for changing eating
habits.

3. Remind people to avoid high fat, salty foods and to eat more
fruits and vegetables.

4. Compliment people on changing eating habits
5. Offer fruits and vegetables as a snack .




Sustainable Health Promotion Programs

e Supportive environment and attitudes within yo
organization.

Policies supporting health and safety.

Supportive attitudes among

staff and management for healthy
lifestyles for adults with I/DD

and themselves.




Factors Related to Behavior Change:
Individual and Organizational Behaviors




Factors Related to Behavior Change:
Getting Support

Understanding expectations of management about
health promotion.

 Meet with key leaders or “decision makers.”

 Foster a “snowball effect”
with core group of “early
adoptors.”




Factors Related to Behavior Change:
Individual Needs and Interests

. Psychosocial Health Status

. Physical Activity and Nutrition
Knowledge and Supports

c. Exercising and Eating Nutritious Foods

d. Pre-activity Screening
e. Physical Health Status Measures




Factors Related to Behavior Change

Individual motivation and knowledge
combined with organizational and
environmental support lead to healthy
behavior change.




