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INTRODUCTION
As overweight and obesity rates
continue to climb in the United
States, public health researchers and
advocates from across the country
are expanding their list of
recommendations for the most
promising strategies to reverse the
epidemic. The most effective way to
reduce the population prevalence of
overweight and obesity is to focus on
changing the environments in which
we live – this is the key to changing
individual behavior. A healthier
environment allows individuals to
practice healthier behaviors and more
easily choose the healthiest options.
Environmental change is
accomplished best through public
policy.
Obesity prevention is topping the list
of priorities for local, state, and
federal policy makers and public
health advocates. First Lady Michelle
Obama’s Let’s Move campaign is a
catalyst for new initiatives on all
levels, making real change to our
“obesogenic” environments both
imminent and reachable.
Because the policy options are many,
the Rudd Center has created this list
of issues and recommendations to
highlight those policies that have the
potential for the greatest impact.
The recommendations are evidence‐
based and many are relatively
inexpensive to implement. In

addition, because no single
environmental change can solve the
problem, the recommendations
address a wide range of issues. All of
these strategies have been
considered by state and local policy
makers around the country and, in
some cases, have already become
law.

PRESCHOOLS
Approximately 75% of children ages
3‐6 are in some type of child care,
with 57% in center‐based child care,
where they spend an average of 28
hours per week.1 In addition:


Nearly 25% of children ages 2‐5
are either overweight or obese.2



Many children consume over half
of the foods needed to meet
their Dietary Reference Intake in
child care settings.3



Approximately 3.2 million children
are fed through the USDA’s Child
and Adult Care Food Program
(CACFP),4 whose nutrition
standards for reimbursable meals
and snacks could be improved.

Research provides clear evidence that
the food habits and patterns children
acquire in early childhood remain
with them into adulthood.5 However,
according to a 2009 report from Duke
University on preschool obesity‐
prevention regulations, most

preschools in the country have
achieved only average grades for the
comprehensiveness of their obesity
prevention policies, when compared
with model standards. The list below
identifies several ways in which
preschools can improve children’s
diets, help instill healthy nutrition
patterns, and play a part in
preventing obesity and overweight in
this young population.
Preschool Beverages
Issue: Children ages 2 and older
should drink only low‐ or non‐fat
milk.6 CACFP guidelines do not
require that milk served to this age
group be low‐ or non‐fat, therefore
allowing full‐fat milk to be served.7
Recommendation: For children older
than age 2, preschools should serve
only low‐ or non‐fat milk with no
added flavoring or sweeteners.
Issue: Children should not drink more
than 4‐6 oz. of fruit juice per day.8
Because parents do not typically set
limits on consumption at home,
preschools should not serve it.
Recommendation: Limit the amount
of juice served to four ounces or
fewer per day.
Alternatively: Do not serve juice of
any kind in preschools.
Issue: Only 6 states have regulations
prohibiting preschools from serving
sugar‐sweetened beverages.9
Children should not be served
beverages with added sugar in

2

preschools. This includes juice
drinks.10
Recommendation: Prohibit sugar‐
sweetened beverages from being
served in preschools.
Issue: Preschools may not be making
water available or accessible.
Recommendation: Ensure that water
is available and accessible throughout
the day.
Preschool Food
Issue: Most children, including
preschoolers, consume an excess of
sugar, fat, cholesterol and sodium.11
Many parents rely on child care to
provide nutritious foods for their
children,12 but preschools often do
not follow model state child care
regulations, and are serving
unhealthy snacks and meals.13
Recommendation: Follow best
practices guidelines to ensure that
meals and snacks emphasize
nutrient‐rich foods, including fruits,
vegetables, whole grains, low‐fat or
non‐fat dairy, lean meats, skinless
poultry, fish, eggs, legumes, nuts,
and seeds.
Issue: Children ages 4‐8 are
consuming four times as much sugar
per day (21 teaspoons) as is
recommended.14
Recommendation: Serve meals and
snacks that contain little or no
added sugar or sweeteners.
Preschool Wellness Policies
Issue: Strong policies can improve
children’s health by guiding the day‐
to‐day practices in child care
programs.15 At present, CACFP
preschools are not required to have
wellness policies.
Recommendation: The State’s
Department of Education should
require preschools to write and
implement wellness policies which
address:
 nutrition standards







the eating environment
nutrition education
physical activity
communicating and promoting
health messages
evaluation of the policy.

Preschool Physical Activity
Issue: Preschool children’s activity
levels begin to decrease between the
ages of 3‐5.16 Children have
significantly higher levels of
moderate‐to‐vigorous physical
activity when outdoor play is 60
minutes or longer.17 However, few
state regulations for preschools meet
model guidelines for physical activity,
which include providing outdoor,
active play time at least twice a day.18
Recommendation: Preschool
children should be provided at least
60 total minutes of outdoor time to
play, at least twice daily, weather
and air quality permitting.
Marketing to Preschoolers
See under Marketing to Children

SCHOOLS
Among children and adolescents ages
2‐19 years, approximately 32% are
overweight or obese.19 Obese
children and adolescents are more
likely to become obese adults,
increasing their risk for adult health
problems such as type 2 diabetes,
heart disease, several types of cancer,
and strokes.20 Children spend a
significant amount of time in school,
and so can benefit from a school
environment that offers only
nutritious foods and beverages, and
plenty of opportunity for exercise.
School Beverages
Issue:
 Sugar‐sweetened beverage*
consumption is associated with
increased caloric intake, weight

gain and obesity in children.21
The American Academy of
Pediatrics (AAP) states that soft
drinks should not be sold as part
of, or in competition with, the
school lunch program and
pediatricians should work to
eliminate sweetened drinks in
schools.22
 Milk: Children ages 2 and older
no longer require full‐fat milk.23
 Juice: The AAP recommends that
children drink no more than 4‐6
oz. of fruit juice per day.24
Recommendation: Schools (K‐12)
should serve only:
 low‐ or non‐fat milk containing
no added flavoring/sweeteners
 water
 juice in no more than 4‐8 ounce
containers.
Water should be made available and
free of charge throughout the
school.
*These include soda, sports drinks, fruit juice
drinks with added sugar, energy drinks,
sweetened teas, waters, and flavored milks.

Competitive Food Standards
Issue: “Competitive foods” (aka
“foods of minimal nutritional value”)
are sold separately from the School
Breakfast Program (SBP) and
National School Lunch Program
(NSLP) meals. The standards set by
the federal government for
competitive foods are insufficient,
allowing the sale or serving of foods
high in fat, calories, sugar, and
sodium.25 A 2006 Centers for
Disease Control (CDC) study found
that 33% of elementary schools, 71%
of middle schools, and 89% of high
schools had vending machines, a
school store, canteen, and/or snack
bar where students could buy
competitive foods. Most of what was
sold was of poor nutritional quality.26
Recommendation: Schools should
sell and serve only those competitive
foods which meet the standards set

Rudd Center Strategies to Prevent Overweight and Obesity, Fall 2010

3

forth by the Institute of Medicine
(IOM).27
School Meal Nutrition Standards
Issue: The current nutrition standards
set by the federal government for
meals served as part of the SBP and
NSLP are inconsistent with the most
recent Dietary Guidelines for
Americans (DGA) and may be
contributing to the increased
prevalence of childhood obesity.28
Students participating in these
programs consume meals that are
higher in fat, sodium, sugar, and
calories, compared to non‐
participants.29
Recommendation: Schools should
follow the recommendations set
forth by the IOM (or equivalent
standards), which include:
 increasing the amount and
variety of fruits, vegetables, and
whole grains;
 setting a minimum and
maximum level of calories; and
 focusing on the reduction of
saturated fat and sodium. 30
Universal Free School Breakfast
Issue: Many schools do not offer
Universal Free School Breakfast, a
program in which breakfast is served
free of charge to all students, regardless
of income. Children who eat breakfast
are more likely to have a lower body
mass index,31 perform better on tests,32
and have improved cognitive function,
attention, and memory.33 Universal
Free School Breakfast programs
increase student participation in
breakfast.34
Recommendation: Funding should be
made available to enable schools to
implement Universal Free School
Breakfast programs.
School Wellness Policies
Issue: Strong and comprehensive
wellness policies can set excellent
standards for nutrition and physical

activity in schools. Many schools
have policies, but they lack strength,
specificity, and comprehensiveness,35
causing missed opportunities for
schools to have a positive impact on
children’s health and well‐being.
Recommendation: School wellness
policies should mandate that:
 such policies be implemented
and evaluated using a validated
measurement tool;
 a permanent school wellness
committee be instituted; and
 the policies be made public.
Marketing to Children in Schools
See under Marketing to Children

CONSUMPTION OF
SUGAR‐SWEETENED
BEVERAGES
Sugar‐sweetened beverages (SSBs)
with little or no nutrition are staples
of today’s American diet. More than
for any category of food, rigorous
scientific studies have shown that
consumption of SSBs is associated
with poor diet, increasing rates of
obesity, and risk for diabetes.36 These
links are strong for children.
Taxing SSBs to reduce consumption
has been proposed as one means of
improving the nation’s nutrition,
raising revenue for health programs,
and recovering costs caused by the
consumption of calorie‐dense,
nutrient‐poor foods. It has been
estimated that a penny per ounce tax
would be sufficient to reduce
consumption.37
A recent USDA report estimated that
a 20% increase in the price of SSBs
could result in a reduction of calories
sufficient to reduce the prevalence of
both child and adult overweight and
obesity.38 The effect of the tax on
obesity and overweight could be

enhanced by using the revenues
collected for obesity‐prevention
programs.39
Issue: Sugar‐sweetened beverages
are the single largest source of
calories in the American diet,40 and
consumption of them contributes to
obesity.
Recommendation: Raise the cost of
sugar‐sweetened beverages by 10‐
20% to have an impact on
consumption. This could be
accomplished through excise taxes;
revenue raised could be earmarked
for obesity prevention.

MARKETING TO
CHILDREN
Food marketing to children and
adolescents is a major public health
concern. It has a direct and powerful
impact on young people’s food
preferences and eating behaviors,
and negatively affects their diet,
weight, and health. The food industry
spends over $1.6 billion per year in
the U.S. to market their products
directly to young people.41 The
overwhelming majority (98%) of
television ads are for unhealthy
products which are high in calories,
fat, sugar, and/or sodium42 , such as
high‐sugar breakfast cereals, fast
food, soft drinks, and candy.
A recent study demonstrated that
children consumed 45% more when
they were exposed to TV food
advertising.43 While television is still
the predominant platform for
marketing to children, other venues
are increasingly being used: Internet,
email, text messaging, viral
marketing, cross‐promotions (e.g.,
using licensed characters from
movies on fast food packaging), and
supermarket displays.
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Issue: Children are exposed to
branded foods and other advertising
in preschools. Branding food
packages with licensed characters
substantially influences young
children’s taste preferences and
snack selection and does so most
strongly for calorie‐dense, nutrient‐
poor foods.44
Recommendation: Preschools should
be free of all materials with branded
foods.
Issue: Food marketing to youth has
been shown to increase children’s
caloric intake, and preferences for,
and consumption of, advertised
foods.45 Ninety‐eight percent of
those foods are unhealthy—i.e., high
in sugar, fat, and/or sodium.46
In 2006, the Federal Trade
Commission found that food
companies spent $186 million on in‐
school marketing.47 Materials
containing advertising for branded
foods can be found throughout
schools.
Recommendation: Schools should be
free of all materials with branded
foods.
Issue: Materials with branded foods
are displayed on government
property frequented by children,
including zoos, parks, recreation
centers, and hospitals.
Recommendation: Government
property frequented by children
should be free of all materials with
branded foods.
Issue: Chain restaurants offer toys or
other incentive items with children’s
meals and other foods. In 2006, 1.2
billion meals with toys were bought
for children under age 12.48 The
meals fail to meet good nutrition
standards (i.e., they are high in fat,
sodium and sugar). The use of sales
practices that appeal to children, such
as toy giveaways, contributes to an

environment that puts children’s
health at risk.49 It also undermines
parents’ desire to feed children
healthy meals.
Recommendation: Food sold as
children’s meals in chain restaurants
must meet specific nutrition
standards if they include incentives
(e.g., toys and other giveaways).

WEIGHT BIAS
Science has documented clear,
consistent evidence that overweight
people face discrimination in
employment, education, and health
care.50 Recent estimates suggest that
over the past decade the prevalence
of weight discrimination has
increased by 66%.51 Weight bias has
serious medical and psychological
consequences, can reduce earning
potential and affect hiring and
promotion opportunities, and affects
academic opportunities and
achievement.52
Issue: Michigan has the only state law
prohibiting discrimination against
overweight people, enacted in 1977.53
Recommendation: Discrimination
should be prohibited against
overweight and obese people in
employment, housing, real estate,
the use of public accommodations,
public service, and educational
facilities.

FOOD DESERTS
As rates of overweight, obesity, and
diet‐related chronic diseases climb
throughout the population, the
Surgeon General54 as well as doctors
and dietitians advise Americans to
eat plenty of fresh, healthy, and
unprocessed foods such as fruits,
vegetables, and whole grains, every
day. However, all Americans do not
have equal access to these

recommended foods. Low‐income
people, minorities, and rural residents
typically live in areas that have fewer
supermarkets and groceries carrying
healthy food. They also suffer the
highest rates of preventable, diet‐
related diseases linked to insufficient
consumption of healthy foods.55
When available, the cost of fresh
foods in low‐income areas is often
high and consumers don’t have easy
access to transportation to the
markets.56 These and other factors
combine to make it difficult for
people living in low‐income areas to
take steps to maintain a healthy
weight.
Issue: Access to healthy, fresh,
affordable foods is limited in low‐
income neighborhoods throughout
the United States.
Recommendation: Institute a
Healthy Food Financing Initiative to
incentivize building supermarkets in
low‐income food deserts.

SURVEILLANCE
In order to examine the impact of
obesity‐related policies, it is essential
to have accurate and ongoing
assessments of outcome variables
such as obesity rates. It is unlikely
that any one initiative will result in a
statistically significant decrease in
obesity in the short term; therefore, it
is critical to have regular assessments
not only of this long‐term outcome,
but also several more proximal
outcomes.57
Levels of physical activity and eating
behaviors are the most relevant
variables. National surveys
conducted by the CDC are available
as a general index of these behaviors,
and allow comparisons to other
states, but state‐level data are not
routinely collected.
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Issue: Thirty states do not collect
data on childhood obesity rates.58
Some states do collect data on
childhood obesity, but the efforts are
not coordinated, tracked and
evaluated by a central body that is
supported by the highest levels of
state government. Therefore, those
data cannot be used to best
advantage in coordinating efforts to
prevent childhood obesity.
Recommendation: States can
require the collection of data on
students for the purpose of
statewide surveillance, including:
 body mass index
 food security
 dietary quality
 physical fitness.
In order to protect the identity of the
subjects, only the State’s Dept. of
Education needs to keep identified
data; those data can be shared with
other agencies in de‐identified form.

Yale Rudd Center
for Food Policy and Obesity
309 Edwards St.
New Haven, CT 06520
(203) 432‐6700
www.yaleruddcenter.org
For more background,
statistics, or other
information on any of these
topics, please contact
Roberta Friedman
Director of Public Policy
roberta.friedman@yale.edu
(203) 432‐4717
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