
Abstract

Background: This study aimed to explore the patterns in body mass index trajectories and obesity onset, 
as well as the prevalence of childhood obesity, among Japanese children with intellectual disabilities (ID) 
(including Down syndrome; DS). 
Methods: We evaluated 231 students (6–18 years old) who were receiving special needs education. 
Obesity was calculated via the Rohrer index and Japanese obesity index, which used height and body 
weight data that were obtained during the children’s annual school health monitoring check-up. Data 
regarding a diagnosis of DS were obtained from their entrance applications, which were completed by 
the children’s parents. Chi square and Mann-Whitney U tests were used to test the associations between 
obesity, sex, and DS. Body mass index trajectory patterns were evaluated by fitting a semiparametric 
mixture model.
Results: The highest prevalences of obesity among Japanese children with ID were 25.8% among 
6–8-year-old boys and 21.1% among 15–17-year-old girls. The onset of obesity was most likely to occur 
at the ages of 8 years and 12 years in this study.
Conclusion: Japanese children with ID have a higher prevalence of obesity (compared to non-ID 
children), and the onset of obesity predominantly occurred at the ages of 8 years and 12 years. Although 
the prevalences of obesity were similar for children with and without DS, children with DS had a 
significantly higher obesity index. These findings suggest that children with DS may easily develop 
serious obesity.
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Introduction

A Japanese survey that is performed every 5 years has indicated 
that the percentage of ≥65-year-old individuals who have intellectual 
disabilities (ID) has risen from 2.6% in 1995 to 9.3% in 2011 [1]. This 
result implies that the life expectancy of people with ID has been 
increasing in Japan. Furthermore, other studies have reported that the 
life expectancy of people with ID is increasing throughout the world 
[2-4], which highlights the importance of health promotion among 
this population.

Methods to prevent metabolic syndrome have recently focused on 
the prevention of lifestyle diseases, such as cardiovascular disease, 
cancer, chronic respiratory disease, and diabetes. These methods focus 
on preventing obesity by reducing visceral fat. In addition, the Japanese 
Ministry of Education, Culture, Sports, Science and Technology 
requires every insurance provider to provide health check-ups and 
guidance to help prevent metabolic syndrome. However, it may be 
difficult for handicapped people to use this healthcare system [5].

Despite the importance of health promotion, various studies 
have reported a higher prevalence of obesity among people with ID 
or developmental disabilities (e.g., autism spectrum disorders and 
Down syndrome) [6-9]. This may be due to genetic factors [10,11], 
psychopharmacological effects [12-14], and other risk factors for 
obesity (e.g., sleep problems, food selectivity, delayed/impaired motor 
development, and family functioning) [9]. However, methods to help 
prevent obesity among handicapped people remain unclear, as most 
studies have investigated the mechanisms of obesity in relation to 
health promotion among non-disables people. For examine, we have 
clarified the patterns in body mass index (BMI) trajectories among 
Japanese children without disabilities and discussed the timing of 
obesity onset during childhood [15]. In contrast, only a few studies 
have evaluated obesity among people with disabilities, and especially 
among people with ID and developmental disorders [8,16,17]. Thus, 
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we do not currently have enough information to develop measures 
to prevent obesity among this vulnerable population. Therefore, 
the present study aimed to explore the patterns of BMI trajectories 
and obesity onset, as well as the prevalence of childhood 
obesity,amongJapanese children with ID (including Down syndrome).

Methods
This cohort study was performed at a special needs school for 

children with ID in Yamanashi prefecture, Japan. We included 231 
students (6–18 years old) who were born between April 1994 and 
March 2006, and were receiving special needs education on April 1, 
2012 (elementary school: 53 children, junior high school: 62 children, 
high school: 116 children). All students had ID, including Down 
syndrome, and there were 155 boys and 76 girls. We collected data 
regarding the children’s height and weight using measurements that 
were taken during their annual school health monitoring check-up. 
Data regarding a diagnosis of Down syndrome were obtained from 
their entrance applications, which were completed by their parents.

This study’s design was approved by the Ethical Review Board from 
the University of Yamanashi School of Medicine. Parents provided 
informed consent before using their children’s anonymized data 
regarding height and body weight, and were provided the opportunity 
to opt out of this study. All data were anonymized by the school nurse 
before being sent to the authors.
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Study variables and analyses

The primary outcome was obesity or overweight status, which was 
determined via the Rohrer index and Japanese obesity index ([weight 
– standard body weight] / standard body weight × 100). This index 
was used because there is a standard weight for Japanese children that 
has been recommended by Japanese pediatricians.

Associations between obesity, sex, and Down syndrome

After categorizing the independent continuous variables, we 
evaluated their association with the primary outcome using the 
chi square test. The Mann-Whitney U test was used to examine the 
association between obesity and Down syndrome. The associations 
for categorical variables were quantified as odds ratios, and we 
also calculated the 95% confidence intervals and p-values for these 
associations.

BMI trajectory patterns

BMI trajectories were determined by fitting a semiparametric 
mixture model using the PROC TRAJ macro in SAS software 
(version 9.2; SAS Institute, Cary, NC) [18, 19]. We fitted this model 
to the data for eight BMI measures among the children, who were 
grouped according to sex. This group-based modeling approach 
made it possible to identify a number of discrete classes, with each 
having a specific intercept and age-slope for the estimated population 
prevalence [20]. Based on recent studies [21], we assumed a cubic 
(third-order polynomial) trajectory shape, as this is the most flexible 
option in the PROC TRAJ macro. Estimation of the trajectories was 
performed using a censored normal model that is typically used 
to model the conditional distribution of censored variables when 
there is a cluster of data at the maximum or minimum values [21].
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Results

The distribution of obesity according to age is shown in Table 1. The 
greatest prevalences of obesity were 25.8% among boys with ID and 
21.1% among girls with ID. The greatest prevalences of obesity were 
observed among 6–8-year-old boys and among 15–17-year-old girls.
The average obesity index for each age was higher in the present study 
than the prefecture-specific and national obesity indexes, with the 
exceptions of boys who were 12 or 15 years old and girls who were 10 
years old (Figure 1). The highest average obesity indexes were observed 
among 6-year-old boys and 12-year-old girls, although we observed a 
varied distribution according to age. Therefore, we explored the BMI 
trajectory patterns using the cohort’s data, and observed that the 
Bayesian information criterion score increased as more groups were 
added. Thus, based on our clinical knowledge and the objectives of 
the analyses, we selected a three-group model for the boys (Figure 
2). However, no optimal model was selected for girls, because their 
data had too many missing values for our analyses. Group 1 (47.6%)
was defined as children with stable and normal BMI scores. Group 
2 (33.6%) was defined as children with a BMI that exceeded the 
overweight cut-off value at the age of 8 years. Group 3 (18.9%) was 
defined as children with a BMI that exceeded the overweight cut-off 
value at the age of 12 years. Groups 1 and 2 exhibited a convex shape 
change that appeared at the age of approximately 12 years.

We did not observe any significant sex-related differences among 
the children with ID (Table 2). However, the mean values for the 
Japanese obesity and Rohrer indexes were significantly higher among 
children with Down syndrome, compared to children without Down 
syndrome (p < 0.001) (Figure 2). Children with Down syndrome 
exhibited a trend towards being more likely to be obese, compared

Boys Girls P-value OR 95% CI

No. % No. %

Total

Obese 40 25.8 16 21.1 0.51 1.30 0.68–2.52

Non-obese 115 74.2 60 78.9 1.00 

Obesity according to developmental stage

6–8 years old

Obese 8 50.0 0 0.0 

Non-obese 8 50.0 6 100.0 

9–11 years old

Obese 3 16.7 2 25.0 

Non-obese 18 83.3 8 75.0 

  12–14 years old

Obese 9 26.5 4 26.7 

Non-obese 34 73.5 15 73.3 

15–17 years old

Obese 20 36.4 10 32.3 

Non-obese 55 63.6 31 67.7 

OR: odds ratio, CI: confidence interval.

P-value was calculatedusing the χ2 test

Obesity was defined as a Rohrer index that was greater than, or equal to, the 95th percentile of the Japanese standardized sex-specific growth chart.

Table 1: The prevalence of obesity among children with intellectual disabilities according to sex.
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1.88-fold greater than the value for girls in their late puberty (11.2%), 
which were reported for 2003–2004 in a Japanese study [22]. Thus, 
our findings indicate that children with ID have a greater prevalence 
of obesity, compared to their age-matched counterparts who do not 
have ID. In addition, there may be sex-related differences in the onset 
of obesity.

In Japan, parents of children with disabilities can select the school for 
their children to attend, due to the Comprehensive Support for Persons 
with Disabilities measure, which attempts to provide normalized care 
for all individuals. Unfortunately, this has led to numerous children 
changing schools to receive special needs education, which makes it 
impossible to collect longitudinal data over long periods. However, 
our results indicate that the onset of obesity predominant occurs at 
the ages of 8 years and 12 years among Japanese children with ID. 
These results are consistent with the results of a previous study, which 
reported that the optimal time to prevent obesity was pre-puberty 
for boys and late puberty for girls, due to the variable timing of body 
composition changes [23]. However, our analysis did not reveal any 
significant sex-related differences in the prevalences of obesity among 
children with ID. Therefore, our findings suggest that methods for 
preventing obesity during childhood may be the same for children 
who do and do not have disabilities. Furthermore, we did not observe 
a significance difference in the prevalence of obesity among children 
who did and did not have Down syndrome, although a significantly 
higher mean obesity index value was observed among children with 
Down syndrome. Therefore, our results may indicate that children 
with Down syndrome can easily develop serious obesity, and further 
studies are needed to examine this issue in a larger sample size. 

to children without Down syndrome. The unadjusted odds ratio 
for obesity among children with Down syndromewas 2.49 (95% CI: 
0.95–6.53, p = 0.06), compared to children without Down syndrome, 
although this result was not statistically significant.

Discussion
Our results revealed that the maximum prevalences of obesity 

among Japanese children with ID were 25.8% among 6–8-year-old 
boys and 21.1% among 15–17-year-old girls. These prevalences were 
1.71-fold greater than the value for pre-pubescent boys (15.1%) and 

Figure 1: Obesity index averages for specific ages among Japanese children with intellectual disabilities in 2012.

Figure 2: Trajectories and averages for body mass index among 6–16-year-
old Japanese children with intellectual disabilities in 2012. The ‘cut-off ’ 
line indicates the cut-off value for overweight status as defined by the 
World Health Organization, which is equal to the cut-off for obesity in 
Japan. BMI: body mass index.

Down syndrome No Down syndrome P-value OR 95% CI

No. Mean SD No. Mean SD

Obese 8 (42.1) 48 (22.6) 0.06 2.49 0.95–6.53

Non-obese 11 (57.9) 164 (77.4) 1.00 

Obesity index (%) 21.0 17.7 7.6 22.1 <0.05

Rohrer index 155.9 20.8 133.8 27.8 <0.001

SD:standard deviation, OR: odds ratio, CI: confidence interval

P-value was calculated using the Mann-Whitney U test

Table 2. Obesity among children with and without Down syndrome.
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This study has two important limitations. First, we combined both 
sexes for our analyses, in order to increase the sample size and reduce 
the likelihood of type II error. Second, we used a cohort design, 
which prevented us from evaluating the adiposity rebound that is 
associated with later-onset obesity, and precludes any discussion 
regarding its effects on obesity among children with disabilities [24-
26]. Nevertheless, to our best knowledge, the present study is the 
first to evaluate obesity among Japanese children with ID, and data 
regarding this population is urgently needed to develop optimal 
health promotion methods [27]. Therefore, future longitudinal studies 
should evaluate these children from infancy, in order to clarify any 
similarities or differences regarding the mechanism of obesity in this 
population, and to establish strategies for health promotion during 
childhood.

Conclusions

The present study demonstrated that the maximum prevalences of 
obesity among Japanese children with ID were 25.8% among 6–8-year-
old boys and 21.1% among 15–17-year-old girls. This result indicates 
that children with ID have a higher prevalence of obesity, compared 
to the previously reported prevalences among children without 
ID. We also observed that obesity onset occurred predominantly 
at the ages of 8 years and 12 years, although we did not detect any 
significant sex-related differences in the prevalences of obesity among 
children with ID. Furthermore, there was no significant difference in 
the prevalence of obesity between children with and without Down 
syndrome. However, the mean obesity index among children with 
Down syndrome was significantly higher than the index among 
children without Down syndrome. This result suggests that children 
with Down syndrome may easily develop serious obesity. Therefore, 
future studies are needed to collect longitudinal data and to clarify 
any similarities or differences in the mechanism of obesity, which 
may help establish strategies for health promotion during childhood 
among this population.

Competing Interests

The author declares no conflict of interest in this study.

Author Contributions

CH designed the study, conducted the statistical analysis, and 
created the early versions of the manuscript. MA supported CH in 
data analysis and drafted the manuscript.

Acknowledgements

The authors thank the staff of the Special Needs School in Yamanashi 
prefecture for their cooperation.

Funding
This work was supported by a Grant-in-Aid for Scientific Research 

(KAKENHI 15K15913) from the Ministry of Education, Culture, 
Sports, Science and Technology, Japan.

References
1.	 Annual Report on Government Measures for Persons with Disabilities. 

2.	 Patja K, Iivanainen M, Vesala H, Oksanen H, Ruoppila I (2000) Life 
expectancy of people with intellectual disability: a 35-year follow-up study. 
J Intellect Disabil Res 44: 591-599.

3.	 Dieckmann F, Giovis C, Offergeld J (2015) The Life Expectancy of People 
with Intellectual Disabilities in Germany. J Appl Res Intellect Disabil 28: 
373-382.

4.	 Emerson E, Hatton C (2008) People with Learning Disabilities in England 
In: CeDR Research Report 2008. (Volume 1), Lancaster: University of 
Lancaster.

5.	 Oyama M, Nakamura K, Tsuchiya Y, Yamamoto M (2009) Unhealthy 
maternal lifestyle leads to rapid infant weight gain: prevention of future 
chronic diseases. Tohoku J Exp Med 217: 67-72.

6.	 Bandini LG, Curtin C, Hamad C, Tybor DJ, Must A (2005) Prevalence of 
overweight in children with developmental disorders in the continuous 
national health and nutrition examination survey (NHANES) 1999-2002. J 
Pediatr 146: 738-743.

7.	 Curtin C, Anderson SE, Must A, Bandini L (2010) The prevalence of 
obesity in children with autism: a secondary data analysis using nationally 
representative data from the National Survey of Children's Health. BMC 
Pediatr 10: 11.

8.	 Bandini L, Danielson M, Esposito LE, Foley JT, Fox MH, et al. (2015) 
Obesity in children with developmental and/or physical disabilities. Disabil 
Health J 8: 309-316.

9.	 Curtin C, Jojic M, Bandini LG (2014) Obesity in children with autism 
spectrum disorder. Harv Rev Psychiatry 22: 93-103.

10.	 Bochukova EG, Huang N, Keogh J, Henning E, Purmann C, et al. (2010) 
Large, rare chromosomal deletions associated with severe early-onset 
obesity. Nature 463: 666-670.

11.	 Meyre D, Delplanque J, Chevre J-C, Lecoeur C, Lobbens S, et al. (2009) 
Genome-wide association study for early-onset and morbid adult obesity 
identifies three new risk loci in European populations. Nat Genet 41: 157-
159.

12.	 Tyler CV, Schramm SC, Karafa M, Tang AS, Jain AK (2011) Chronic 
disease risks in young adults with autism spectrum disorder: forewarned is 
forearmed. Am J Intellect Dev Disabil 116: 371-380.

13.	 Basile VS, Masellis M, McIntyre RS, Meltzer HY, Lieberman JA, et al. 
(2001) Genetic dissection of atypical antipsychotic-induced weight gain: 
novel preliminary data on the pharmacogenetic puzzle. J Clin Psychiatry 
62 (Suppl 23): 45-66.

14.	 Kapoor S (2008) Strategies to control antipsychotic-induced weight gain. 
Psychoneuroendocrinology 33: 1171.

15.	 Haga C, Kondo N, Suzuki K, Sato M, Ando D, et al. (2012) Developmental 
trajectories of body mass index among Japanese children and impact of 
maternal factors during pregnancy. PLOS One 7: e51896.

16.	 Must A, Curtin C, Hubbard K, Sikich L, Bedford J, et al. (2014) Obesity 
Prevention for Children with Developmental Disabilities. Curr Obes Rep 
3: 156-170.

17.	 Emerson E, Robertson J (2010) Obesity in young children with intellectual 
disabilities or borderline intellectual functioning. Int J Pediatr Obes 5: 320-
326.

18.	 A SAS Procedure Based on Mixture Models for Estimating Developmental 
Trajectories. 

19.	 Traj: group-based modeling of longitudinal data.  

20.	 Nagin D (2005) Group-based modeling of development. Cambridge, Mass.: 
Harvard University Press.

21.	 Jones BL, Nagin DS, Roeder K (2001) A SAS Procedure Based on Mixture 
Models for Estimating Developmental Trajectories. Soc Meth Res 29: 374-
393.

22.	 Shirasawa T, Ochiai H, Nanri H, Nishimura R, Ohtsu T, et al. (2015) Trends 
of Underweight and Overweight/Obesity Among Japanese Schoolchildren 
From 2003 to 2012, Defined by Body Mass Index and Percentage 
Overweight Cutoffs. J Epidemiol 25: 482-488.

23.	 Poskitt EM, Edmunds L (2008) Management of childhood obesity. 
Cambridge; New York: Cambridge University Press.

24.	 Rolland-Cachera MF, Deheeger M, Bellisle F, Sempé M, Guilloud-Bataille 
M, et al. (1984) Adiposity rebound in children: a simple indicator for 
predicting obesity. Am J Clin Nutr 39: 129-135.

25.	 Rolland-Cachera MF, Deheeger M, Bellisle F (2001) Early adiposity 
rebound is not associated with energy or fat intake in infancy. Pediatrics 
108: 218-219.

doi:%20http://dx.doi.org/10.15344/2394-4978/2015/121
http://dx.doi.org/10.15344/2394-4978/2015/149
http://dx.doi.org/10.15344/2394-4978/2015/149
http://www8.cao.go.jp/shougai/whitepaper/h27hakusho/zenbun/pdf/s3_3.pdf
http://www.ncbi.nlm.nih.gov/pubmed/11079356
http://www.ncbi.nlm.nih.gov/pubmed/11079356
http://www.ncbi.nlm.nih.gov/pubmed/11079356
http://www.ncbi.nlm.nih.gov/pubmed/26256274
http://www.ncbi.nlm.nih.gov/pubmed/26256274
http://www.ncbi.nlm.nih.gov/pubmed/26256274
http://www.ncbi.nlm.nih.gov/pubmed/19155610
http://www.ncbi.nlm.nih.gov/pubmed/19155610
http://www.ncbi.nlm.nih.gov/pubmed/19155610
http://www.ncbi.nlm.nih.gov/pubmed/15973309
http://www.ncbi.nlm.nih.gov/pubmed/15973309
http://www.ncbi.nlm.nih.gov/pubmed/15973309
http://www.ncbi.nlm.nih.gov/pubmed/15973309
http://www.ncbi.nlm.nih.gov/pubmed/20178579
http://www.ncbi.nlm.nih.gov/pubmed/20178579
http://www.ncbi.nlm.nih.gov/pubmed/20178579
http://www.ncbi.nlm.nih.gov/pubmed/20178579
http://www.ncbi.nlm.nih.gov/pubmed/26058685
http://www.ncbi.nlm.nih.gov/pubmed/26058685
http://www.ncbi.nlm.nih.gov/pubmed/26058685
http://www.ncbi.nlm.nih.gov/pubmed/24614764
http://www.ncbi.nlm.nih.gov/pubmed/24614764
http://www.ncbi.nlm.nih.gov/pubmed/19966786
http://www.ncbi.nlm.nih.gov/pubmed/19966786
http://www.ncbi.nlm.nih.gov/pubmed/19966786
http://www.ncbi.nlm.nih.gov/pubmed/19151714
http://www.ncbi.nlm.nih.gov/pubmed/19151714
http://www.ncbi.nlm.nih.gov/pubmed/19151714
http://www.ncbi.nlm.nih.gov/pubmed/19151714
http://www.ncbi.nlm.nih.gov/pubmed/21905805
http://www.ncbi.nlm.nih.gov/pubmed/21905805
http://www.ncbi.nlm.nih.gov/pubmed/21905805
http://www.ncbi.nlm.nih.gov/pubmed/11603885
http://www.ncbi.nlm.nih.gov/pubmed/11603885
http://www.ncbi.nlm.nih.gov/pubmed/11603885
http://www.ncbi.nlm.nih.gov/pubmed/11603885
http://www.ncbi.nlm.nih.gov/pubmed/18650021
http://www.ncbi.nlm.nih.gov/pubmed/18650021
http://www.ncbi.nlm.nih.gov/pubmed/23272187
http://www.ncbi.nlm.nih.gov/pubmed/23272187
http://www.ncbi.nlm.nih.gov/pubmed/23272187
http://www.ncbi.nlm.nih.gov/pubmed/25530916
http://www.ncbi.nlm.nih.gov/pubmed/25530916
http://www.ncbi.nlm.nih.gov/pubmed/25530916
http://www.ncbi.nlm.nih.gov/pubmed/20210675
http://www.ncbi.nlm.nih.gov/pubmed/20210675
http://www.ncbi.nlm.nih.gov/pubmed/20210675
http://smr.sagepub.com/content/29/3/374.abstract
http://smr.sagepub.com/content/29/3/374.abstract
http://www.andrew.cmu.edu/user/bjones/
http://smr.sagepub.com/content/29/3/374.short%3Frss%3D1%26ssource%3Dmfc
http://smr.sagepub.com/content/29/3/374.short%3Frss%3D1%26ssource%3Dmfc
http://smr.sagepub.com/content/29/3/374.short%3Frss%3D1%26ssource%3Dmfc
http://www.ncbi.nlm.nih.gov/pubmed/25986154
http://www.ncbi.nlm.nih.gov/pubmed/25986154
http://www.ncbi.nlm.nih.gov/pubmed/25986154
http://www.ncbi.nlm.nih.gov/pubmed/25986154
http://www.ncbi.nlm.nih.gov/pubmed/6691287
http://www.ncbi.nlm.nih.gov/pubmed/6691287
http://www.ncbi.nlm.nih.gov/pubmed/6691287
http://www.ncbi.nlm.nih.gov/pubmed/11452967
http://www.ncbi.nlm.nih.gov/pubmed/11452967
http://www.ncbi.nlm.nih.gov/pubmed/11452967


Citation: Haga C, Aihara M (2015) The Prevalence of Obesity among Japanese Children with Intellectual Disabilities.  Int J Nurs Clin Pract 2: 149. doi: http://
dx.doi.org/10.15344/2394-4978/2015/149 

Int J Nurs Clin Pract                                                                                                                                                                                                IJNCP, an open access journal                                                                                                                                          
ISSN: 2394-4978                                                                                                                                                                                                       Volume 2. 2015. 149 

       Page 5 of 5

26.	 Rolland-Cachera MF, Deheeger M, Maillot M, Bellisle F (2006) Early 
adiposity rebound: causes and consequences for obesity in children and 
adults. Int J Obes (Lond) 30(Suppl 4): S11-17.

27.	 Hinckson EA, Dickinson A, Water T, Sands M, Penman L (2013) Physical 
activity, dietary habits and overall health in overweight and obese children 
and youth with intellectual disability or autism. Res Dev Disabil 34: 1170-
1178.

doi:%20http://dx.doi.org/10.15344/2394-4978/2015/121
http://dx.doi.org/10.15344/2394-4978/2015/149
http://dx.doi.org/10.15344/2394-4978/2015/149
http://www.ncbi.nlm.nih.gov/pubmed/17133230
http://www.ncbi.nlm.nih.gov/pubmed/17133230
http://www.ncbi.nlm.nih.gov/pubmed/17133230
http://www.ncbi.nlm.nih.gov/pubmed/23400004
http://www.ncbi.nlm.nih.gov/pubmed/23400004
http://www.ncbi.nlm.nih.gov/pubmed/23400004
http://www.ncbi.nlm.nih.gov/pubmed/23400004

	Abstract
	Introduction
	Methods
	Study variables and analyses
	Associations between obesity, sex, and Down syndrome
	BMI trajectory patterns

	Results
	Table 1
	Figure 1
	Figure2
	Table 2

	Discussion
	Conclusions
	Competing Interests
	Author Contributions
	Acknowledgements
	Funding
	References

