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Research Snapshot
Purpose: The purpose of this study was to: 1) examine changes in 
BMI of adults with intellectual and developmental disabilities (IDD) 
residing in group homes with a Registered Dietitian Nutritionist 
(RDN) consultant and 2) to determine if time in the group home 
was associated with these changes. 

Key Findings: Limited research has been published that evalu-
ates nutrition adequacy of individuals with IDD residing in group 
homes in the United States. There is evidence supporting the no-
tion that having an RDN consultant to serve those with IDD living 
in group homes may be an e!ective way to ensure these individu-
als receive adequate nutrition, as re"ected by weight stabilization 
and normalization. However, further research should be conduct-
ed to evaluate if the provision of appropriate nutrition services and 
screening provided in group homes by an RDN, which is required 
in California, promotes weight stabilization.

Abstract
Background: Research is lacking that evaluates nutrition adequa-
cy as related to body mass index (BMI) of individuals with IDD re-
siding in United States group homes. 

Objective: This study aimed to illuminate the protective factors 
provided by an RDN through oversight of food and nutrition ser-
vices in California group homes in weight stabilization and nor-
malization (approaching “normal range” from either underweight, 
overweight, or obesity).

The Role of the Registered Dietitian 
Nutritionist in California Group Homes for 
Weight Stabilization of Individuals with 
Intellectual and Developmental Disabilities
By: Romana Brennan, MS, Jacqueline Larson, MS, RDN, Alexis Deavenport-Saman, DrPH, MPH,    
and Cary Kreutzer, EdD, MPH, RDN, FAND

Methods: A retrospective cohort study was conducted using 8 
years of data for 459 residents (ages 20-82 years) in 86 Southern 
California group homes, with time in the group home ranging 
from 1 month to 8 years. A Wilcoxon signed-rank test was used to 
examine changes in BMI and a chi-square analysis examined how 
time in the group home in"uenced BMI.

Results: Change in BMI from entry to endpoint decreased slightly 
(median 24.13 vs. 23.95) but was not signi#cant (P = 0.19). Adults 
staying 5 years or more versus 4 years or less were signi#cantly less 
likely to be classi#ed as obese (42.9% vs. 57.1%) but were more 
likely to be overweight (72.9% vs. 27.1%) and within normal range 
(64.3% vs. 35.7%) (P = 0.001). 

Conclusion: This study provides evidence that having an RDN 
serve those with IDD living in group homes may be an e!ective 
way to ensure individuals are receiving adequate nutrition, re"ect-
ed by weight stabilization and normalization. Further research is 
needed to evaluate if provision of appropriate nutrition services 
and screening provided by an RDN in group homes, required in 
California, promotes weight stabilization.

Introduction
Intellectual and developmental disabilities, or IDD, exist every-
where and across all racioethnic groups. In 2016, it was estimated 
that 7.37 million people in the United States had some intellectual 
and/or developmental disability.1 IDD are often present at birth 
but can originate and be diagnosed up until the age of 22 and can 
impact an individual’s physical, intellectual, and emotional devel-
opment by a!ecting several body systems. Intellectual disabilities 
describe problems related to learning, reasoning and problem 
solving, as well as adaptive behavior, namely social and life skills.2 
The category of developmental disabilities is broader and includes 
both intellectual and physical disabilities. Some IDD may be de-
generative, impairing an individual’s skills and abilities as they age. 
Because the term IDD includes a wide array of disabilities, there is 
an even greater variety of known and unknown causes, including 
genetic disorders, nutritional inadequacies, malnutrition, compli-
cations at the time of birth during labor and delivery, and infec-
tion, to name a few. Examples of IDD include cerebral palsy, Down 
syndrome, Fragile X syndrome, autism spectrum disorders (ASDs), 
and Rett syndrome.3
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In 2002, the U.S. Surgeon General deemed the improvement of 
nutrition for adults with IDD a national priority.4 Nutrition services 
play a pivotal role in comprehensive care for individuals with IDD 
and special healthcare needs. These services should be interdisci-
plinary, family-centered, community based, culturally competent, 
and lifelong in order to promote wellness, improve quality of life, 
maintain good health, and reduce risk and cost of comorbidities 
and complications.5 Unfortunately, despite the growing preva-
lence of intellectual and developmental disabilities, little standard-
ization exists within the United States in terms of providing care for 
and seeking to better understand those with IDD. The federal gov-
ernment does not require an RDN to be part of the group home 
interdisciplinary care team. However, California is one of 11 states 
that does require an RDN consultant in group homes in order to 
maintain licensure.6

The RDN plays a key role in the interdisciplinary care team to en-
sure the quality and e!ectiveness of nutrition services in group 
homes. Dietitians ensure dietary standards are being met accord-
ing to the guidelines set forth by the group home funding agen-
cies, for example adhering to the USDA dietary guidelines if feder-
ally funded, as well as ensuring that dietary intake is appropriate 
and individualized.7 This is especially important because individu-
als with IDD may have additional risk factors that make them more 
susceptible to weight gain, such as the use of appetite-altering 
psychotropic medications, syndromes that may increase risk for 
weight gain, physical limitations, and disordered eating habits.8 
Conversely, individuals with IDD may also be more susceptible to 
unwanted weight loss and underweight due to feeding and swal-
lowing di$culties, conditions a!ecting metabolism and nutrient 
absorption, reduced muscle mass, poor eating habits, and care-
giver knowledge de#cit.9 

Among their responsibilities, RDNs recommend foods to meet 
special dietary needs as well as individual preferences, develop 
individualized meal and snack plans, create appropriate menus, 
recommend diet orders with individualized portion sizes to meet a 
resident’s needs, and conduct assessments and evaluations. Dieti-
tians also provide nutrition education and training for group home 
sta! in order to promote practical improvements in nutrition 
knowledge and to encourage positive changes in food choices.10 
These factors all contribute to better nourishment of individuals 
with IDD living in group homes, improving their health and well-
being, as well as improving feeding of malnourished individuals, 
preventing chronic disease, and reducing obesity risk. Therefore, 
the purpose of this study is to evaluate the impact of the services 
provided by an RDN consultant across group homes throughout 
Southern California, and to expand the limited existing knowledge 
on the bene#ts that RDNs serve for this vulnerable population with 
special healthcare needs. 

Methods

Setting and Participants

All data for this retrospective cohort study was collected by RDN 
consultants from January 2013 to January 2021. These RDNs serve 
as the dietitian consultants for each of these group homes, and 
collect annual heights and monthly weights for all residents. 
Height and weight data from 459 individuals residing in 86 group 
homes across 4 counties in Southern California was de-identi#ed 
prior to being delivered to the research team. These individuals 
were aged 20 to 82 years, with an average age of 49. Three indi-
viduals were excluded from the dataset due to age (<20 years at 
the endpoint). Their length of stay ranged from 1 month to 8 years, 
with an average length of stay being 4 years and 8 months. These 
individuals had all been diagnosed with at least one intellectual 
or developmental disability and all consumed an oral diet, mean-
ing that none were reported to be on enteral or parenteral nutri-
tion support. 

Statistical Analysis

This data was de-identi#ed by way of a coding system prior to be-
ing sent to the researcher team. Each home was assigned a number 
and the individuals within each home were assigned a letter (A-F). 
For each individual, biological sex (M/F) and year of birth was also 
provided. Data was transferred into a spreadsheet and frequencies 
and percentages were reported for categorical variables. Means 
and standard deviations were reported for continuous variables, 
and medians and interquartile ranges were reported for vari-
ables that were not normally distributed. A Wilcoxon signed-rank 
test was used to examine overall changes in BMI for males and 
females and for the full length of stay. A chi-square analysis was 
conducted to examine how time in the group home in"uenced 
BMI categories.

Results
There were a total of 459 adults who resided in the 86 group 
homes, in which they had access to an RDN for the entirety of their 
time in the group home, which ranged from 1 month to 8 years. 
Individuals ranged in age from 20 years to 82 years at endpoint. 
The entry BMI ranged from 13 to 53, while the #nal BMI ranged 
from 15 to 50.

Although decreasing slightly, there were no signi#cant changes in 
the median (IQR) entry BMI of 24.13 (6) compared to the #nal BMI 
of 23.95 (6); P = 0.19. Adults staying in the group homes 5 years or 
more versus 4 years or less were signi#cantly less likely to be obese 
(42.9% vs. 57.1%), but were more likely to be overweight (72.9% 
vs. 27.1%) and within normal BMI range (64.3% vs. 35.7%); X2 (df ) 
= 17.73 (3), P = 0.001.
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Demographic Characteristic Total Sample

 n (%) or Median (IQR)

Age 49 (26)

Length of Stay in years 5 (1)

Biological Sex

Male 281 (61.2)

Female 178 (38.8)

Entry BMI Categories

Underweight 42 (9.2)

Normal 226 (49.2)

Overweight 130 (28.3)

Obesity 61 (13.3)

Final BMI Categories

Underweight 21 (4.6)

Normal 249 (54.2)

Overweight 133 (29)

Obesity 56 (12.2)

Length of Stay 
Underweight

(N=21)
Normal
(N=249) 

Overweight 
(N=133)

Obesity
(N=56) 

X2 (df) P

 n (%) n (%) n (%) n (%) 17.73 (3) .001*

4 years or less 11 (52.4) 89 (35.7) 36 (27.1) 32 (57.1) – –

5 years or more 10 (47.6) 160 (64.3) 97 (72.9) 24 (42.9) – –

Table 1. Demographic characteristics of adults in the sample of group homes served by a Registered Dietitian Nutritionist.

*P < 0.05

Discussion
This is the #rst study, to our knowledge, to examine weight sta-
bilization within group homes that utilize the services of an RDN 
consultant. There was no signi#cant change in BMI from entry into 
the group home to the #nal BMI measurement. Furthermore, as the 
length of time that adults resided in the group home with the RDN 
increased, there appeared to be additional bene#ts in decreasing 

the likelihood of obesity, and increasing the likelihood of having 
a normal or overweight BMI. These results suggest that over time, 
the weights of individuals living in these group homes tended to 
normalize toward normal range and overweight, moving away 
from the extremes of underweight and obesity. 
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Overweight and obesity have been suggested to increase one’s 
risk of developing multiple comorbidities, including serious 
chronic diseases. On the contrary, there is evidence suggesting 
that being overweight may serve as a protective factor for aging 
individuals, particularly those above the age of 60.17 However, 
more research is needed in order to determine if this information 
is able to be generalized to all populations, namely those with IDD. 
The Centers for Disease Control and Prevention estimated in 2018 
that close to 74% of the general U.S. population over the age of 
20 was either overweight or obese.13 According to 2018 National 
Core Indicators (NCI) survey data of all California Regional Centers, 
62% of Californians with IDD are overweight or obese.14 

In general among the population with IDD, the highest prevalence 
of obesity exists among women with IDD, those with Down syn-
drome, those with “mild” IDD, as well as those living independent-
ly or with family members as opposed to a more supervised 
environment in which dietary guidance is offered.4,15 Although 
the overweight and obesity rates of individuals with IDD living 
in group homes in California as a whole are unknown, among 
this study sample, 41.2% of individuals were overweight or 
obese at endpoint.

On the opposite end of the spectrum, individuals with IDD may 
also be at a higher risk of malnutrition resulting in underweight, 
especially with conditions such as cerebral palsy, for example. 
The 2017-2018 National Health and Nutrition Examination Survey 
(NHANES) estimated that 1.6% of U.S. adults above the age of 20 
are underweight.16 5% of Californians with IDD are underweight 
according to the NCI survey.14 In this study sample, the prevalence 
of underweight was 4.6%, although no other data has been pub-
lished on this speci#c population. On either end of the spectrum, 
individuals with IDD are likely at increased nutritional risk and are 
more susceptible to nutritionally-related risk factors that could 
negatively impact their health and well-being.5

RDN consultants can e!ectively create and implement nutritional 
programs within group homes that focus on providing individuals 
with adequate nutrition and sta! members with food and nutri-
tion education and resources. These programs, as suggested by 
the data presented in this study, can result in weight normaliza-
tion within group homes. It could be possible that these individu-
als living in group homes do not fall into the same weight gain 
patterns as the average adult, of 0.7-1.8 pounds per year, as es-
timated by Chambers et al.12 RDN consultants may also be able 
to address feeding issues and other challenges present among 
malnourished underweight individuals to prevent weight loss 
and encourage appropriate weight gain. If individuals can main-
tain their standard weight or approach what may be considered 
a more “normal” weight, they may be able to decrease their risk 

of developing multiple comorbidities, whether they are under-
weight, overweight, or obese. 

Limitations

Limited research has been published that evaluates nutrition ad-
equacy of individuals with IDD residing in group homes in the 
United States. While this study provides insight on this topic, limi-
tations must be discussed. BMI was the primary characteristic used 
to evaluate nutrition adequacy as it relates to weight and weight 
stabilization. Given the data available, BMI was considered to be 
the most measurable outcome for this study. However, there are 
few standards of practice when it comes to determining the most 
appropriate ways in which to measure health status among indi-
viduals with IDD, and BMI was not designed to assess the health 
status of an individual. There are many factors that in"uence both 
health status and weight of individuals with IDD who may have 
special healthcare needs, and weight alone may not be an accu-
rate measurement or re"ection of health status. This makes it all 
the more necessary to have a trained professional, such as an RDN, 
who is able to perform additional quantitative and qualitative as-
sessments on those residing in group homes, given their knowl-
edge of the eating behaviors, diet tolerance, changes in appetite, 
etc. of those with IDD.

Furthermore, the data de-identi#cation process involved exclud-
ing all diagnostic information, therefore it was unknown to the re-
search team whether any of the individuals had additional condi-
tions or diagnoses that may have impacted their nutritional status 
or mobility, or whether their conditions may have worsened over 
time. It was clari#ed, however, that no patients were on paren-
teral or enteral nutrition support, and all consumed an oral diet. 
The lack of racioethnic data may serve as an additional limitation, 
and more research is warranted in order to explore the racioethnic 
disparities that exist among individuals with IDD, not only those 
living in group homes.

Given the nature of this retrospective cohort study, this sample 
was unable to be compared to a population composed of individ-
uals living in group homes who did not have the oversight of an 
RDN consultant. While National Core Indicators survey data gives 
some insight into Regional Center as well as California statewide 
averages of BMI classi#cations, exercise patterns, and tobacco 
use, there are no further details helping to connect living arrange-
ments and quality of care with health status. In order to draw more 
clear conclusions on the impact of RDNs in this setting, further re-
search is needed that compares outcomes of individuals with IDD 
living in group homes served by RDN consultants with an orga-
nized nutrition program, versus those living in group homes that 
lack RDN supervision. 
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