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EXECUTIVE SUMMARY

Studies haveincreasingly documented low level sof physical activity and anincreasein obesity among adults
with intellectual disabilities in the United States and many other countries. Health screenings conducted
during the 1999 and 2001 World Specia Olympics Games showed that many of the athl eteswere overwei ght
or obese. Moreover, surveys of Special Olympics coachesfrom all over theworld provide aconsensusthat
athletes are in need of fitness training above and beyond what they receive from their sports practices. In
2002, Special Olympics started locally-based health promotion pilot programs for athletes that lasted for
multiple weeks. Theactivitiesin these pil ot programs extended beyond the regular Special Olympics sports
and training activities.

Six pilot programsin the U.S. and onein Latin Americawere initiated to test different strategies aimed at
improving physical fitnessand lifestyle choices/habits and to determineif there could be effective predictors
of program success. The research team at UIC provided training for each program director for the six pilot
sites on the assessment tool sthat were being used for the evaluation. The purpose of thisreport isto present
both quantitative findingsfrom four of the six sitesand qualitative findingsfrom al six sites (two sitesdid
not provide any quantitative data). Results from the evaluation focused on the following areas. 1) health
status and health behaviors among SOI athletes; 2) program satisfaction among coaches and SOI athletes;
and, 3) process and structural variables associated with implementation of health promotion programswithin
Ol.

The mean age of SO athletes participating in four of the six pilot sites (N = 56) was 32 years of age (S.D.
11.3). Fifty-four percent of athletes were women (mean age = 33) and 46% were men (mean age = 31).
Eleven percent of participants were African American; 84% were Caucasian; 4% were Hispanic; and 2%
Other (Haitian). Overall, although the projects had many different approaches, many positive psychosocial
and health benefits emerged across the sites. The evaluation showed sucesses across different domains
immediately after the health promotion programsincluding thefollowing:

. improved perceived hedlth, rﬂ.ﬁﬁﬁ.

. reduced body weight, &'@‘

. !ncreased fiber mtake, Special “'mymp,.,__s
. improved self-confidence,

. more positive attitudes toward exercise, and Health ./Athl tes”
. decreased barriers to exercising. ea ﬂ) eles



Athletesal so reported having morefriends after the health promotion program; and informantsrated athletes
health status higher than at baseline. Additionally, findings at one sitethat incorporated an 8-week structured
circuit training program for athletes showed significant changesin aerobic fitness and upper and lower body
muscle strength and endurance. Athletes participating in the health promotion programs reported that they
liked having the opportunity to “hang out with friends,” * usethe machines,” and “learn about health and food
choices’ during the health promotion program.

In terms of implementing health promotion programs, several themes emerged with the program eval uation.
Themes stressed theimportance of obtaining buy-in from athl etes, coaches, family members, and caregivers
before starting the program to insure ongoing support; implementing structured recruitment strategies;
formalizing existing relationships; and, identifying and incorporating time, money, and transportation
constraints, and assessment protocols into the program design. Several additional themes also emerged
related to being able to improve or expand existing programs. One issue was devel oping structured fitness
training programsas many “fitness activitiesthat were previoudy in place were morerecreationa in nature.”
Another issuewas using existing resources more effectively. Site directors a so reported that expanding the
health promotion program from an 8-week program to a 12-week program and developing motivational
strategieswould be beneficial in encouraging athletesto become more accountablefor their health behaviors.

Results support the need to broaden the health promotion programsto include more sites acrossthe U.S.
Recommendations for future initiatives in the Healthy Athletes Health Promotion Program include the
following activities:

* Incorporatinga control group, such asalag group, in future research may increase the validity of
findings.

* Including explicit participatory procedures in future health promotion programs may enhance
communication across al levels. Specifically, establishing clear expectations of required deadlines will
ensure accountability in achieving proposed project goals.

» Broadening the health promotion programs to include more sites would increase the
generalizability of findings. As was suggested by some of the pilot sites, devel oping mechanisms to
enhance effective sharing of resources and to invol ve more coachesin the program may be useful.

» Choosing partnersthat athletesknow and are committed to train consistently for the duration of the
programisvery important for success.

» Introducing the program to athletesbefore they start isauseful strategy to give the program a
better and faster start.

» Havingastrongworking relationship with community partnersis paramount to achieving awide
spectrum of successful health promotion strategies that will ensure active, ongoing participation from
athletes, coaches, and carers; and long-term positive health benefitsfor athletes.
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HeaLTH PROMOTION FOR PERSONS WITH
INTELLECTUAL DISABILITIES

Individuaswithintellectud disabilities(ID) residingin
community settingshave el evated risk factorsfor
cardiovascular disease (CVD) and areat ahighrisk of
dyingfrom CVD. Specificaly, theprevaenceof elevated
CVD risk factorsand obesity, and the overall mortality in
adultswith 1D isgreater thantheprevalenceinthe
genera population.* Adultswith mild to moderate
intellectual disabilitiesresiding in community settings
havethehighest risk for CVD of al adultswith
developmenta disabilities.® % CVD isoneof themost
common causes of death among adultswith 1D;* and the
onset of CVD isstrongly associated with health-rel ated
behaviors—specificaly lack of physicd activity and poor
nutrition.

Whiledendtitutionalization of adultswith ID hasallowed
greater freedom of personal choice, evidence suggests
that they have adopted unhealthy

dietary habitsand sedentary .
lifestyle. Specifically, 93%of adults N, ¥ Qf
with 1D consumeahighfat diet,

63% of adultswith ID do not \
consumeenoughfruitsand

vegetables. 4781819 Thesefindings

suggest aneed to devel op,
implement, and eval uatetargeted health promotion
programsfor adultswith ID.

SeeciAL OLYMPICS AND SPORTS FOR
PersonswiTH ID

Specia Olympicshasprovided sportstraining and
competitionfor personswithintellectual disabilitiesfor 37
years. Whileitsoriginal orientation wastowardstraining
and physical conditioning that paralleled the standards
and goalsused by the President’ s Council on Physical
Fitness, over time, fithessand
conditioning wereincorporated
intoindividua and team sports
and becameless prominent as
objectivesunto themselves.
Severa developmentshowever
haveledto arenewed focuson
physical fitnessand promoting
better health.

Increasingly, studieshave documented adeclinein
physica activity and anincreasein obesity inAmerica
and many other countries. Heal th screenings conducted
during the 1999 and 2001 World Specia Olympics
Games showed that many of theathleteswere
overweight or obese. Surveysof Specia Olympics
coachesfromall over theworld provide aconsensusthat
athletesarein need of fitnesstraining aboveand
beyond what they receivefrom their sports

pr actices. Meanwhile, health screenings performed at
Specia Olympics Gamesuniformly showed that many
athletes (25-35%) have undetected dental, vision, and
hearing health needs. Theseareindicativeof limited
accessto hedlth care and/or flawed communications
between patientsand providers, evenwhen health careis
avalable
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In responseto these unappreciated health needs, Special
Olympicsdevel oped Healthy Athletesvenuesin 1996
for athletesto receivefree screening tests, referrals, and
hedlth lifestyle counseling during sportscompetitions. The
mission of Speciad OlympicsHed thy Athletesisto
“improveathletes ability totrainand competein Specia
Olympics. Hedlthy Athletesisdesigned to hel p Special
Olympicsathletesimprovetheir health and fitness, leading
to enhanced sports experienceand improved well-
being.”

During the 2005 Specia OlympicsWorld Winter Games
inNagano, Japan, Specia OlympicsHedlthy Athletes
offered health screeningsto al of themorethan 1,800
athletes, of which, 1,208 athletesparticipated. Morethan
4,200 health screeningswere provided at no cost to the
athletesin six of the Hedthy Athletesdisciplines: Specid
Smiles(denta); Opening Eyes® (vision); Hedthy Hearing
(audiology); Hedlth Promotion (sun safety, nutrition, bone
density); FUN(fitness (physical therapy); and Fit Feet

(podiatry).

According to Dr. Mark Wagner, Director, Specid
OlympicsHedlth and Research Initiatives, the” findings
showed appalling levels of unmet
health-care needs for people with
intellectual disabilities.”
Specifically, * screenings showed
that more than two out of five
athletes failed their vision test, and
13% had an eye disease. A quarter
of the athletes screened were obese
or overweight, and a sixth were
referred to a physical therapist for
intensive therapy. A tenth of the
athletes screened needed further
screening for osteoporosis. A
staggering 47% of athletes had
obvious tooth decay, and a tenth needed urgent
dental treatment.”

During aHedlthy Athletesevent, each Specid Olympics
athletecanreceiveavariety of health screeningsand
servicesinawelcoming, fun environment. Hedlth care
professionalsand studentsaretrained to providethe

screeningsin an effort to educate the professional
community about the health needsand abilities of persons
withintellectud and developmenta disabilities. Recently,
Healthy Athleteshasendeavor ed to heighten
awarenessand interest in fitnessand better
nutrition by adding Health Promotion asoneof its
components.

SpeciaL OLympics AND COMMUNITY -
Basep HEALTH PROMOTION
DEMONSTRATION PROGRAMS

Recognizing that obesity, diabetes, and low bone
mineralization occur more often among persons with
intellectual disabilities, Healthy Athletes has
endeavored to heighten awareness and interest in
fitnessand better nutrition by adding Health Promotion as
oneof itscomponents. But in order for habitsto
meaningfully change, effortstoincreaseexerciseand
improvelifestyle choiceshaveto be ongoing, reinforced,
and encouraged. | dedlly such effortswould involve
families, caregivers, and coaches.

In 2002, Specia Olympicsstarted locally-based hedlth
promotion pilot programsfor athletesthat |asted for
multipleweeks. Theactivitiesin thesepilot programs
extended beyond theregular Specia Olympicssports
andtraining activitiesWithfedera funding (CDC grant
#U59/CCU321826-04), six pilot programsinthe U.S.
andoneinLatinAmericawereinitiated to test different
srategiestoimprove physical fitnessand lifestylechoices/
habits. Thegoa of the health promotion demonstration
projectsincludetheidentification and devel opment of
programswhich are community-based and focused on
health and fitnessbeyond thetraining and competition
settings. Specific objectivesfor thepilot programs
cons sted of thefollowing:

* improvelong-term health outcomesfor Special
Olympics athletes by giving them the information,
encouragement, and facilitiesthey need to sustain
physicdl fitnessand hedlthy lifestyle choices.

 improvethequality of lifeand self-image of athletes.

* providetheathletesthe meansby which they canwork
to better their own health and well-being.
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« dlow morepeoplewithintellectua
disahilitiesto participatein Specia
Olympicsandtoretainthoseathletes
who arecurrently active.

Each pilot program was conceptuaized
and developed by aSpecia Olympics
Program at thestateand local level.
The underlying purpose consisted of
thefollowingactivities.

- partnering opportunities between
Specid Olympicsand governmentd,
private, for-profit, and not-for-profit organizations;

- anemphasison awellnessprogram, e.g. food choices,
exercise, deep adequacy, hygiene;

- varyingintensitiesof participation (e.g. how oftenthe
interventionstake place, theratio of instructors/
motivatorsto athl etes);

- end pointsto consider asmeasuresof progress.

Anexternd program eval uation was conducted by a
researchteaminthe Rehabilitation Researchand Training
Center on Aging with Developmenta Disabilitiesat
Universgity of lllinoisat Chicago (UIC) for the Hedth
Promotion Pilot Programsat the six sSitesacrossthe
United States. The primary goal of the program

eval uation wasto discern model sfor replicationand
identify el ementsthat demonstrate successfor replication.
Theexperiencegained from these pilotswill be used to
guidethedevel opment of future community-based health
promotion programsacrossthe United States and around
theworld.

EvaLuATION OF 6 PiLoT PROJECTS

Six Special Olympics(SO) programslocatedin
Colorado, Illinois, Massachusetts, Montana, South
Carolina, and Texasreceived $15,000 each to implement
unigue pilot health promotion programsover a12-month
time period. The health promotion programs
incorporated community partnerships(e.g., community
recreationd facilities, university centers, private
rehabilitation clinics); and, each program had specific
activitiesaimed at improving health outcomesfor SO

athletesby increasing physicdl activity andimproving
healthy food choices. All of theprogramshad the
prerogativeto develop their own health promoting
content (e.g., hygiene, deep, sport safety). Theprojects
at each pilot siteranged from six to twel ve weeks cycles
andincluded thefollowing typesof activities: group
classes, persond training, and homevisits.

Refer to Table 1 for adescription of the projects, along
withtheaims.

At the outset, theresearch team at UIC provided aone-
day training for each of thesix U.S. program directorson
the assessment tools. Program staff at each Site collected
data. Athletesand their informants compl eted
guestionnaireson psychosocial dataat baselineand after
the health promotion program. Staff conducted physical
health assessmentswith athl etesbefore and after the
program. Coaches compl eted questionnaire on athlete
involvement in Specia Olympicsbeforetheprogram; and
athletesresponded to asatisfaction interview after the
program. Interviewswith program directorsat the
completion of the health promotion program provided
information on processand structural variables.

The purpose of thisreport isto present both quantitative

findingsfromfour of thesix sitesand quaitativefindings

fromall six sites(two sitesdid not provideany

quantitative datawhich reduced the samplesize). The

eval uation processfocused onthefollowing areasand

findings

1) health statusand health behavior samong SO
athletes;

2) program satisfaction among coaches and SO
athletes; and,

3) process and structural variables associated with
implementation of health promotion programs
within SOI.
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Table 1. Project Descriptions and Aims

Project Description

Project Aims

Special Olympics South Carolina implemented the Sieps to
Your Health (STYH) health promotion program. This program
included one hour classes for eight weeks with two optional
home visits.

Increase fruit intake, vegetable intake, and
increase physical activity to decrease body mass
index (BMI).

Special Olympics M assachusetts formed a partnership with
the YMCA in Cape Cod, Massachusetts to develop and
implement Fitness for All: A Unified Approach to Physical
Fitness. The program consisted of health and fithess training
three days a week and sports training one day a week.

Establish a 20 hour position at the Y MCA Cape
Cod as the SO Coordinator to recruit participants
and organize and monitor fitness training and
nutrition education program and sports training.

Special Olympics Colorado implemented a HealthOne Triple
Challenge program to provide training and education to SO
athletes at a Rehabilitation Clinics on the use of weight training
and cardiovascular machines. Athletes received training at the
clinic three days aweek for six weeks; and, had their food
diaries reviewed by a nutritionist. At the end of the six weeks,
athletes compl eting the program were offered health club
memberships.

Design athree phase program to improve heath
and well-being of SO athletes and their partners.

Special Olympicslllinoisimplemented an eight week training
program, Engagement Through Fitness, through a partnership
with the Rehabilitation Research and Training Center on Aging
and Developmental Disabilities. This program was located in a
city park district program and created an Engagement through
Fitness Easy for Me Training Manual ™ to support SO coaches
to organize, tailor, and implement a health promotion program
in various SO sites.

Train trainers to disseminate a packaged fitness
and health education curriculum throughout the
state of Illinois.

Special Olympics Texasimplemented the SOTX Healthy
Living program which provided a health fair booth at summer
games and disseminated a curriculum kit of educational and
instructional materials (brochures, workbooks, educational
video, hands-on activities, etc.). This pilot program also
provided in-depth training to one coach and one ALP facilitator
in four regionsto facilitate the year-round Healthy Living
program

Educate athletes in areas related to nutrition,
exercise, and sleep.

Special Olympics M ontana implemented a Year-round
Fitness Demonstration Program and Community Nutrition
Intervention with the Rural Health Institutein Montana to
disseminated educational materials to work with family and/or
coachesto develop their modd of year round fithess program
including three training sessions/week. This program also
proposed a three month program to provide the following:
nutrition education, altering prices of beverages, and incentives
posted at vending machines for choosing healthful beverages.

Evauate several different models of
implementing a year round fitness program in
urban and rural communities and providing
support through educational materials, program
ideas, fitness testing/evaluation, and expert
consultation.

Alter beverage selection behavior at vending
machines community day programs.

8
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PARTICIPANTS

Whower etheparticipants?

SO athletes participating in the heal th promotion pil ot
programswererecruited by program directorsat each
Steusingaconvenience
sampling method. Themean
ageof SO athletes
participatinginfour of thesix
pilot sites (N = 56) was 32
yearsof age(S.D. 11.3).
Fifty-four percent of athletes
werewomen (mean age = 33)
and 46% were men (mean age
=31). Eleven percent of
participantswereAfrican
American; 84% were Caucasian; 4% were Hispanic; and
2% Other (Haitian).

Whereareathletesliving?

Athletesliveinavariety of settingsincluding thefollowing
(n=56):

HEALTH StaTusAND HEALTH BEHAVIORS

This report presents outcomes from the health
promotion pilot projects. In particular, the following
measures are delineated:

a) psychosocial and physiological health status
(perceived health status, self-esteem, body
weight, abdominal fat, flexibility aerobic fitness,
and muscular strength and endurance);

b) physical activity and nutrition knowledge and
supports (exercise self-efficacy, exercise
perceptions, barriers to exercise, and exercise and
nutrition knowledge); and,

c) adherenceto physical activity and eating
nutritious foods (frequency and duration of

physicd activity and dietary intake of nutritious
foods). Implicationsfor future health promotion
activitiesfor personswith D will bediscussed.

PsycHosociAL AND PHYSIoLoGICcAL HEALTH
How do athletesview ther health and themselves?

Individua’ sinvolvement in assessing their own state of
hedlthisamajor eement in eva uating theimpact of
health care services. Health status was assessed by
asking athletes to report their overall perception of
health. In this study, 28% (n = 55) of athletes reported
that their health was excellent or very good; 61%
stated that their health was good; 9% noted that their
health was fair; and 2% stated that their health was
poor. No significant difference was noted in athletes
self-rated perception of their health after the health
promotion program.

For informants, 39% (n = 54; includes coaches and
parents) reported that athletes health was either
excellent or very good; 50% stated that their health
was good; and 11% noted that their health was fair.
Following the health promotion programs, informants
rated athletes' health status higher than reports at
baseline (p<.01).

A self-esteem scale was devel eped for the
assessment. While analysis of the scale did not
demonstrate an acceptable level of reliability,
baseline analysis of the individual items found that
86% of athletes reported that they felt they looked
“okay” and 88% of athletes were “sure that somebody
loves me.”

On friends, londliness, and sadness...

Beforethe health promotion program, 49 % of athletes
stated that they had “ plenty of friends’ and 51% of
athletesreported that they “ have somefriendsbut | wish

| had more.” Following the health promotion program
72% of athletes stated that they “ had plenty of friends’ (p
<.01). Beforethe program, 21% of athleteseither felt
adone“many times’ or “felt doneall of thetime;” and 17
% of athletesfelt that they wereeither “ sad many times”
(15%) or “sad al of thetime” (2%). No statistical
differencewasfound over time.
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How fit areathletes?

Body weight. Theoverall average body weight
decreased from 178.2 poundsto 176.3 (p < .01)

TheBody MassIndex (BMI)®, whichisameasure of
body fat based on the height and weight ratio for adult
men and women, was cal cul ated for theentire sample at
baseline. Theresultsareasshownin Table2.

Table2. BMI Ratios

Participants BMI Ratios
%
Females Males Total
(n=24) (n=19) (n=43)
BMI Guiddines

<185  underweight - - -
185-249 normd 116 23 140
25.0-299 overweight 9.3 209 30.2
30-399 obexe 279 186 465
40+ extremdly obee 7.0 23 9.3

(National Heart, Lung, Blood Ingtitute, 1998)

Compared to asample of SO athletes at the 2005
Specia OlympicsWorld Winter Gamesin Nagano, in
which aquarter of the athl etes screened were obese or
overweight, 86% of theathletesparticipatinginthe
pilot health promotion programswer eoverweight or
obese. Additionally, an analysisof the National Hedlth
Interview Survey (NHIS) from 1985 to 2000 data by
Yamaki? found that 44.2% of womenwithintellectual
disability (D) and 20.8% of women without ID were
obese (compared to 34.9% of women participatinginthe
SO pilot programs). Yamaki also reported that 26.5% of
menwithintellectua disability (ID) and 20.4% of men
without | D were obese (compared to 20.9% of men
participating inthe SO pilot programs).

Abdominal Fat. Waist and hip circumference
measurementsweretaken asameasure of abdominal fat.
Waist-to-Hip Ratio (WHR) providesanindex of
abdomind fat distributionandisaguidein ng
hedlthrisk particularly CVD. Therisk of diseaserises
when the WHR risesabove 0.9in malesand above 0.85
infemales. For SO athletesin the pilot programs, the
averageWaist/Hipratio at baselinefor womenwas .85
and .96 for men.

Thewai st and hip circumference measurement (inches)
decreased dightly from baseline assessment to posttest
measures (see Table3). Thisdifferencewasnot
datigicaly sgnificant.

Table 3. WaisttoHip M eans and
Standard Deviation

M ean (S.D.)
Pretest
W aist (inches) 39.5 (5.1)
Hip (inches) 44.1 (4.1)
Posttest
W aist (inches) 39.1(5.8)
Hip (inches) 43.7 (4.4)

Flexibility. Twoflexibility measurementswereusedin
thisproject. The Behind the Back® (Apley Test)
measuresshoulder flexibility. Thistest determinesthe
range of motion or asymmetry of movementswhen
comparing thetwo shoulders.

The St and Reach® was used to measure lower back
and hamstring flexibility. Increased flexibility reduces
muscletension, preventsmuscleandjoint injuries,
increasesrange of motion, andimprovescirculation, and
balance.

Improvementswere seenin upper body flexibility across
thefour sites, but not lower body

flexibility. Thisdifferencewasnot ®
gdtigticaly sgnificant.

AerobicFitnessand Muscular

Strength and Endurance. The 6-

Minute Walk Test** was used to

assessagrobicfitness. Being

aerobically fitimprovescardiovascular function, increases
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overdl energy level, and decreasesfatigue, irritability and
depression.

Two muscle strength and endurance measurementswere
used: 1) One-Minute Timed Modified Push-up® and 2)
One-Minute Timed St-to-Stand.® The One-Minute
Timed Modified Push-up measuresthe endurance of
armsand shoulder girdle; and the One-Minute Timed Sit-
to-Stand muscular endurance test measuresmuscle
strength and endurance of largeleg muscles. The benefits
of strength and endurancetraining includeanincreasein
muscle, tendon, bone, and ligament strength, decreasein
boneloss, increased salf-esteem, confidence, and self
worth, increased physical functioning, and decreased risk
of injury.

Improvementswere seenin upper and lower body

muscle strength and endurance and aerobic fitness. The
differencesbetween basdline and posttesting were not
datistically significant acrossthe sites. However, a one
sitethat incorporated an 8-week structured circuit
training programfor athletes, findingsweresignificant for
upper body muscle strength and endurance (p <.001),
lower body muscle strength and endurance (p < .05) and
aerobicfitness(p <.001). SeeTable4 for theoverall
results.

Tabled Mean Sooresfor Messuresof Aardbic

Htnessand Upper/Lonver Bady Srength

Praes Podtet
OneMinuteTimed Pudrup 135 161
One-Minute St-to-Sand 214 229
6-Minute Walk (yards 6107 6/58

How confident ar eathletesin being physically
active?

Exer cise Self-Efficacy Scal € assesses aperson’s
degreeof certainty (or confidence) to engagein physical
activity. Following the health promotion programsat four
of thesites(n=43), sdlf efficacy to engagein physical
activity wasincreased. See Table5for results(ahigher
mean for self-efficacy indicates greater self-confidenceto
engageinexerciseactivity).

11

How do athletesview physical activity and their
supportsfor being physically active?

The Exercise Perceptions Scal €'° assesses perceptions
and attitudestoward physical activity. Resultsfromthis
scal e showed improved perceptionstoward physical
activity. TheBarriersto Exercise Scale' assesses
reasonsthat it might be difficult for apersonto engagein
physical activity. Resultsdemonstrated reduced barriers
and enhanced supportsfor physica activity. See Table5
for results.

Table5. Mean Scores for Self-Efficacy,
Exer cise Per ceptions and Supports

Pretest Posttest
Self-Efficacy 12.2 14.1*
Exer cise Per ceptions 24.3 25.3**
Exercise Supports/ 27.3 25.3*
Barriers
* p<.05
** p<.01

A higher mean scorefor thePhysical Activity

Per ceptions Scale reflects a more positive attitude
toward physical activity and exercise; whereas a
lower mean score for the Barriersto Exercise Scale
indicates fewer barriers and more supports for
exercising and engaging in physical activity.

What do athletes know about physical activity
and nutrition knowledge?

Health Knowledge Scale showed improved physical
activity and nutrition knowledge. While the
differences were not statistically significant, the
trend in the mean showed an increase in knowledge
related to both exercise/physical activity and
nutrition. See Table 6 for results.
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Table6. Mean Soresfar Exerase/Physcal

Adivity and Nutrition KnoMedge

Prees  Podted
Exaas=KnoMedge 102 107
Nutrition KnonMedge 5.7 6.1

What areathleteseating?

Participantsaverageintake of fiber increased from 15.8
gramsto 17 grams(p <.05). Theaverageintake of fats
wasnot statistically different at posttesting. Wholemilk
remained asthe number one source of fat, along with
margarine and corn chips/potato chips/popcorn/crackers.

| N\VOLVEMENT AND SATISFACTION WITH
SpeciaL OLymMPICS

How long haveathletesbeen involved with SO?

All of the participantswereregistered Special Olympics
athletes. Prior to starting the health promotion pilot
programs, athleteswereinvolved with Special Olympics
for an averageof 14.4years(n=35; S.D.=8.8; range
of 2-35years). See Table7 for an overview of
participantsinvolvement asan athletewith Specid
Olympics.

Table7. Peraataged Athletes Tatal

Numbe YearsRegdaed as
Soadd Aympcs Athlete
% of Athletes
14years 143
59years 233
10+years 805

How many trainingsand competitionsdid SO
athletesdo befor ethe health promotion programs?

Overdl, athletesparticipating inthe health promotion pilot
programs attended an average of 13 Specia Olympics

12

training sessions(n = 31; S.D. =28.0; range of 1-144)
and an average of 6 Specia Olympicscompetition
events(n=34; S.D.=11.7; range of 0-70) prior to the
health promotion program. See Table 8for an overview
of participants involvement with Specia Olympics
training and competition events.

Table 8. Percentage of Athletes' Total
Number of SO Training Sessions
and Competition Events

% of Athletes

Training Competition

Sessions Events
1-4 sessions 67.7 70.6
5-9 sessions 9.7 235
10 + sessions 22.6 5.9

What improvementswer ereported by infor mantsin
regardsto SO athletes involvement with health
promotion programs?

I mproved psychosocial health
More confident, better attitudes (more willing to
giveit all), increased ability to do exercises,
improved behavior, less stressed
* Improved physical health

More endurance, lost weight
* Improved overall health

Increased ener gy, less stressed, more enthusiasm
* Improved ills
Improved running/jogging, weight lifting,
swimming, increased accuracy, better time

How satisfied were SO athleteswith thehealth
promotion pilot programs?

Overall, acrossthepilot sites,
55% of athletesreported that
they were*very happy” with
the SO health promotion pilot
program, 38% stated that they
were*“happy” withthe
program, and 7% said that

they were* unhappy” withthe

program. Eighty-one percent stated that they thought the
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materia coveredinthe SO programwas* very helpful”
and 19% reported that theinformation was*“ alittle

hel pful.” When asked about their interest in continuing
with the health promotion program, 98% of participants
stated that they wanted to continue with the health
promotion program and 2% were not sure about
ongoing participation. Inregardsto the SO coaches,
86% of the participantsreported that the SO coach was
“very helpful” and 14% stated that the coachwas“a
litlehepful.”

What did athleteslikethe most about the health
promoation program?

» Havingmoresocial activities
being able to interact with people with disabilities,
hang out with friends; talking to friends about steps
to health, exercise and food; liked the company;
coming and being with peers

» Beinginvolved in physical activities
using the machines; the bike (bought one at home);
doing sit-ups and walking; playing basketball with
group; going ontrip; getting fit; doing leg lifts;
exercising; losing weight and toning muscles,
walking more; stress class; playing softball; tripsto
town; having a notebook

* Improvingmood
making me happy to work out; program was fun

* Improvingknowledge
learning about health and food choice; drinking
more water; learning how to eat better, to lose
weight; coach’sinstruction and support help get in
shape and stay same weight; liked the teacher;
learning new exercise; learning about food;
learning new things

What did athletesliketheleast about the health
promoation program?

* Not enough activities
mor e volleyball, more soccer, baseball; having to
walk all the time; difficult to learn some concepts
* Not enoughtime
only 8 weeks, we could have done it longer
» Specificactivities
sit-ups; sit and reach; push-ups; weights-hard to
use; treadmill; having to weigh every week; not

“TheHealthy AthletesPilot Project hel ped
usrealize that the fitness activities we had
in place were more recreational in nature,

and just afew adjustments could make the
programs more effective for special needs
popul ations, especially teens and adults.”
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being able to eat cookies everyday; talking about
exercise; talking about not smoking

 Lack of specific activities
Wbuld like to have Yoga classes, stretching classes

L EssoNs L EARNED: PROCESS AND
STRUCTURAL | SSUES

Program directorswereinterviewed by the research team
at UIC after the health promotion program was
completed at each site. Questions asked about program
goasandissuesincluded thefollowing:

» Wasprogram effectivein meetingitsstated
pur pose, goals, and obj ectives?

» What positiveand negative changes/difference
wer emade?

» What would they have donedifferently or what
would they haveadded and deleted tothe
program?

» What did athletesand/or coachesthink were
program’sstrengths?

» What wer etheoutcomesof theprogram —
intended and unintended?

* What weretheoutcomesfor athletes?

* What werethelessonslearned?

Starting thehealth promotion program. Common
themesemerged in regardsto program effectiveness. One
key comment wasthe necessity of having peopl€ sbuy-in
(including athletes, coaches, family members, and
caregivers) to the program prior to starting the health
promotion program. Without buy-in, alack of support
wasexperienced at the outset. For example, logistical
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“Our involvement with this project has
allowed us to restructure our current

programs to be more responsive to the
needs of the participants.”

issuesmadeit difficult to figure out how to get the
program started (e.g., many familieswerenot familiar
withtheYMCA). Smal group discussionswere
needed to make apersona connection. Onesite
reported that “ verbal remindersand descriptives
about the program a month before the program
started” wasuseful tointroducethe programto
athletesand carersin order to achieve buy-in.

Developing effectiver ecr uitment strategieswas
another crucia issue. Onesitedirector reported that 3
ALPs(athleteleadership program club) and 8 coaches
responded with aninterestinthe program after
contacting 3000 AL Psfacilitatorsand coacheswithin
thestate.

Having existing r elationshipswith athletesbefore
starting the programwasacritical stepinthe process
of starting ahealth promotion program. Onesite
reported that they would probably not pair up the
athleteswith someonethey do not know inthefuture
asthey noticed that it was more effective to have the
athlete’ sparent or caregiver paired up withthemto
effect lifestylechange.

A sitedirector reported that time constraintslimited
their connection with coaches (athough the coaches
werevery supportive). At thissite, whilethismight
have becomeacomplicating factor, it actually “ proved
tobebeneficial” asit alowed parentsand staff from
group homesto increasetheir involvement withthe
program; and athleteswere ableto* look at othersas
their coaches and get positive reinforcement about
their health from different sources not just SO
specific sports.” Another sitedirector reported that
they started out with high expectationsbut interest level
withinthe state was not high and coachesweretoo
busy for theactual health promotion program. In
hindsight, one site stated that it wasimportant to
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“ keep the program more simple and start small.”
Getting peopleinvolved and interested at thelocal level
would be helpful to “ keep the quality of the program
high.” Similarly, while some pilot programswere not
ableto operationdizeall of thecomponentsof their
origina design, sitesfound the processof building
rgpport with community partnersextremely beneficia in
driving positive outcomes.

Thegreatest challengefor
severa stesrelated tothe
cost of theprogram. In
particular, asitedirector
noted that as peopleage
out of servicesfor
children, parentsexpect
adult servicestokickin
without any cost tothe
family. When the program ended, cost becameanissue
intrying to obtain areduced membership through the
local YMCA. * Though all were encouraged to take
out a reduced rate membership, no one seemed
interested or comfortable in coming to work out
alone; nor were they interested in working out with
aparent or staff person.” One sitedirector reported
that participantsall expressed astrong interest in being
ableto continue coming to the program so that they
couldwork out withtheir “ personal trainer,” but it
wasdifficult to get “ athletesto under stand that there
are some costs associated with doing this program.”

Another issuerelated to transportation. Transportation
wasespecialy problematic for peoplelivingingroup
homes. In certain geographic areas, public
trangportation barely exists, which makesrelyingon
othersanecessity. Evenif public transportation does
exigt, it may not beaviablealternativefor peoplewith
intellectua disabilities Saff initialy thought that it might
bemoredifficult for family-based participantsto have
continuous, reliabletransportation, but learned that
obtaining cond stent transportation wasmost difficult for
athleteslivingin group homes. Schedulingissuesadded
an additional complicationto theongoing trangportation
problemsin getting peopleto the health promotion

program.
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Staff at each of the siteshad varying opinionsregarding
the national assessments. Some sitesreported problems
ininterviewing athletes(i.e. questionsmay not have been
fully understood, some acquiescence) and getting
informantsto respond to questionnaires (parentswere
often unavailableto respond to questionnairesthat
required historical information). In regardsto the physica
assessments, staff experienced some* resistancefrom
athletes” infollowinginstructionwhendoing
assessments(i.e., push-upswerevery difficult for many
participantsto either do or maintain form). Some staff
werea so chalengedin doing the6-MinuteWalk Test,
whileother sitedirectorsthought it wasauseful measure
aswalking issomething that people are ableto do but
often can not do because of their sedentary lifestyles.
Onesitedirector found it useful to describe assessments
to athletes ahead of timeand to talk about the program
informally beforeit started. “ Coaches sat downwith
family members and athletes and introduced the
programand fitnesstesting.” Thisseemedtominimize
any fearsassociated with doing something new and
mitigate any problemsrelated to the assessments.

The strength of the health promotion

pilot project wasthat it “ hit a niche that
was not hit before!”

Some sitedirectorsreported that they were very happy
with the assessmentsand are currently adapting the
assessment protocol to usewith other groupsintheir
organization. Another sitedirector isincorporating some
of the assessment measures asapart of theexercise

program.

I mproving/expanding existing programs. A few site
directorsnoted that the Hedthy AthletesHedl th Promation
Program brought forth concern that more support was
needed for fitnesstraining. In particular, asitedirector
reported “ fitness activities that were previously in
placeweremorerecreational in nature;” moreover,
another director stated that athleteswere not used to
doing strenuousworkouts and they “ needed to
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convince athletes
moreto befit.” This
resultedin some
projectsfocusing more
onmotivation srategies
andrestructuring
current programsto be @‘

moreresponsivetothe

needsof the participantswith disabilities. For example,
individualized training appointmentswerearranged for
thosewho need one-to-oneinstruction and could afford
personalized attention. Onesitedirector iscurrently
pursuing grant funding or recruiting acommunity partner
to help underwritethe expansion of small group fitness
programsfor special needsteeng/adults.

Another issuewasrelated to using existing r esour ces,
such ashealth-rel ated educationa materialsfor persons
withintellectua disabilities. Onesitedirector reported
that they had a“ feeling that the wrong direction was
takenwith the curriculum” (they devel oped their own
curriculum) inthat they discovered that “ therewere
community organizations that were doing similar
typesof curricula.” Inhindsight, thisdirector thought
that instead of devel oping curriculum during thegrant
process, it may be better to connect with community
organizationswho aredoing smilar typesof hedlth
promotion activitiesfor personswith disabilitiesand

“ adapt those activities and/or materials for your
needs, rather than re-creating existing materials.”
Oneexampleput forthwasto“ develop areferral list
for facilitators to access health information from
community partners.” Reportedly, “thiswould be

hel pful inteaching athleteshedlth-rel ated issues.”

Similarly, another site supported the notion of “ resource
sharing” by reporting that it was useful to havean
existing curriculumto meet it' sstated goalsasit waseasy
tofit thecurriculuminto athlete’ sschedule, which alowed
day-to-day activitiesto be moreflexible. Oneexample
that was cited rel ated to teaching more complex
informationto athletes. If agroupistryingtofita
programinto an existing schedule, thismay becomean
obstacle as some health-related conceptswere too
complicated to explaininashort session. With some
sessions, athletes needed moretimeto“ soak up the
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knowledge.” By usnganexisting curriculumwitha
variety of sessions, instructors could be moreflexiblewith
the classesand adapt the material sto meet athletes
individual needs. For example, if athletesfound a
particular session to be complex, instructorscould
expand the session over two days.

With the complexity related to teaching athleteshedlth
concepts, several sitedirectorsreported that the
program dur ation wasanissuethat needsto be
addressed in future programs. In hindsight, some
directorsthought that it might be better to makethe
program longer. For example, onedirector thought that a
12-week program would allow coachesto teach the
curriculum over alonger period and enhance athletes
ability to learn conceptsrelated to health and fitness.
Moretimewas needed to motivate athletesto befit.

Athleteswere often very familiar with therecreationa/
socia component of the sportsactivitiesand coaches
sometimesfound it difficult tointroduce new fitness
componentsthat they were not doing on aregular basis.
Directorscited aneed to develop motivational
strategiesand aneed to encourage athletesto become
more accountablefor their health behaviors. Using
motivationa strategiesover alonger period of timewould
bebeneficia insustaining positivelifestyle changes. One
director also reported that fitnesstesting wasone
effectiveway toincrease motivation asit gave athletesa
basdline measure that they could useto monitor their
progress. However, inusing motivationa strategiesto
support changesin health behaviors, more one-to-one
interaction wasrequired over alonger timeperiod.

Per ceived Outcomes. Sitedirectorsreported positive
outcomes asaresult of the health promotion program. In
particular, parentsand athletes at severd sitesstrongly
endorsed the programs. Site directorsreported that
“instructors were great at encouraging and making
surethat athletestried everything.” Athletesliked the
congistency that was created by the health promotion
program. Athletes also enjoyed trying different cardio
machines, someliked weights, somedid not. Inonesite
that utilizedaY MCA, athletesliked owninga
membership card and showing that ownershipasa
statement of being equal participantsat the Y MCA.
Athletesreported that they did not want the programto
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end. Some athl etes suggested more stress management
activitiessuchasa* yogaclass.” Onesitedirector
reported surprisethat athletes’ were motivated to do
more physical activity and make hedthier food choicesat
theend of the program.

NExT Steps/RECOMMENDATIONS

Thedstesareall to becommended for their effortsto
initiate astructured health promotion programfor
individua swithintellectua disahilities. Throughout the
course of the pilot programs, unanti cipated issuesarose
which madeit difficult for programimplementation.
However, thiswasnot unusua given the scope of the
program goa sand theinvolvement of many community
stakeholders. The uniqueness of these pilot programs
wasthefocuson community-based interventionsthat
wereimplemented by Special Olympicsvolunteersand
their community partners. Althoughtheevauation did not
includeacontrolledclinica trid design, it provides

va uableinformation ontheimplementationissuesand on
effectivenessof different model sof health promotion for
thispopulation.

Overdl, whilethe projectshad avariety of different
approaches, many positive psychosocial and health
benefitsoccurred acrossthe sites. The evaluation showed
sucesses acrossdifferent domainsincluding improved
perceived hedlth, reduction in body weight, improved
self-confidence, enhanced attitudestoward physical
activity, increased fiber intake, and decreased barriers.
Additiondly, findings showed significant changesin upper
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body and lower body muscle strength and endurance and
aerobicfitnessat asitethat incorporated an 8-week
structured circuit training program for athletes.

Recommendationsfor futureinitiativesintheHealthy
AthletesHealth Promotion Programincludethe
followingactivities.

I ncor porating acontrol group, suchasalag
group, and increasing thesamplesizeinfuture
research may increasethevdidity of thefindings.

Including explicit participatory proceduresin
future health promotion programsmay enhance
communicationacrossdl levels. Specificaly,
establishing clear expectationsof required deadlines
will ensureaccountability in achieving proposed
project goals. Additionally, addressing staff turnover
through ongoing training for the eval uation process
may enhancethe quality of datathat iscollected.
Simplifying the assessment protocol inregardsto
nutrition and upper body strength may alsoimprove
thequdity of thedata.

Broadening thehealth promotion programsto
includemoresiteswouldincreasethe generdizability
of findings. Aswas suggested by someof thepilot
stedirectors, devel oping mechanismsto enhance
effective sharing of resourcesand to involvemore
coachesinthe program may beuseful.

Choosing partnersthat athletesknow and are
committed to train consistently for theduration of the
program wasfound to be very important for success.
Conversaly, havinga*“ buddy” system seemedtobe
effectivefor athletesin that they wereableto “ hold
each other accountable” and have funtogether.
Severa stesnoted that having atrainer wasvery
helpful for athletes.

Introducing theprogram to athletesbeforethey
start wasidentified asauseful strategy to givethe
program abetter and faster start. Verbal reminders
and descriptives about the program amonth before
the program started were reported to be another
beneficia strategy.

Lastly, havingastrong wor king r élationship with
community partnersisparamount to achieving awide
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gpectrum of successful health promotion that will
ensureactive, ongoing participation from athletes,
coaches, and carers; and long-term positive health
benefitsfor athletes.

Mode Health Promotion Program

A prototype of ahealth promotion program related to
exerciseand nutrition for personswith ID needsto
incorporate severa key components:

1. Theoretical support. First, the program needsto be
based on sound and tested theory. For example,
the Transtheoretical Modd of Behavior Change'® '’ and
Bandura'sSocia Cognitive Theory*2 canoffera
framework for sructuring activitiesfor participantsand
coachestolearntheprocessesof modifying or changing
hed th behaviorsandimproving one ssef-confidenceto
changehisor her behavior.

2. Supportiveenvironments. Mounting evidence
suggeststhat sustainablehed th promation programs
indudesupportiveenvironment and titudeswithinyour
organization. The Trangtheoretical Modd incorporates
organi zational level behavior changeasanother
critical factor in health promotion programsthat lead
to behavior changeon anindividua and
organizationa level. Hedlth promotion programsmust
incorporate an assessment of organi zationa capacity
to evaluatethelogisticsof theprogram (e.g., existing
services, programs, avail able equipment and facilities,
current policiesand procedures, and existing time
congrants).

Health promotion programs should a so secure' buy-
in” fromdl program partnersincluding athletes,
coaches, family member, non-family carers, and
community partnerswhiledevel oping thehedlth
promotion program. Scheduling priminary megtings
with everyone can provideand opportunity to present
the proposed program and address concernsand
respond to question related to programimplementation.
Adeqguatebuy-inwill insuresupportivedtitudesamong
al partnersfor hedthy lifestylesfor personswith 1D and
themsdves
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3. Educational focus. Health promotion programs

shouldincorporate and/or adapt existing health
promoation curriculum that have been devel oped and
tested with personswithintellectua and
developmental disabilities. For example, Sepsto
Your Health (South Carolinalnteragency Office
agency on Disabilitiesand Health) and the Exercise
and Nutrition Health Education Curriculum for
Adultswith Developmental Disabilities'* have
been used withindividua swithintellectua disabilities.
Each program should incorporate components of
caregiver support, physical activity and fithess
training, and health education related to
nutrition and physical fitness.

. Coreactivities. To addressthecritical health needs
related to physica activity and nutrition among
personswith I D, health promotion programs must
includefour coreactivities. Each program should
haveinclude caregiver support that encourages
personswith ID to increase physical activity,
engage in regular, targeted fitness activities to
change body composition, and to make healthier
food choices. Additionally, programsmust include
targeted motivationd strategiesthat support lifestyle
changes.

. Evaluation. Program evaluation isanimportant step
from programinitiation to program completion. It
enablesyouto continuoudy improve and adapt your
program to meet needs of SO athletesand each SO
site. Specificaly, theevauation alowsyouto dothe
fallowing: 1) record and understand the benefitsof your
health promotion programfor athletes, 2) assessthe
degreetowhichyou meet your stated godsand
objectives, 3) identify your program strengthsand
wesknesses, and 4) makeongoing improvementsinthe
program.

Toevduaeprogramgods, questionsmay focusonthe
needto changepriorities, timelines, and god sto secure
additiona resourcesto operatetheprogram.
Determining your program strengthsand wesknessesis
useful for dl involved partnerstoidentify problemsinthe
programand solutions, ong withthestrengthsof the

program. Outcomesfor health promotion programs
often cong & of enhanced learning (knowledge,
perceptiondatitudesor skills) or improvementsin hedlth
status. Health statusoutcomesmay consist of the
following:

I mproved psychosocial health status

* Improved physical activity and nutrition
cognitions

* Improved physical activity adherenceand
eating nutritiousfoodsmeasures

* Improved physiological health status
Ladtly, evauation of your program providesan

opportunity to describeyour program sothat it canbe
replicated throughout other Specid OlympicSites.
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