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Wi th overweight on the rise

among our youngest children,

experts are recommending that

preventive initiatives begin

much earlier—even before birth.

The most sustainable solutions

may lie in increasing access to

healthy, affordable foods and

opportunities for physical activity

in communities where the

youngest children spend their

first five years. This policy

overview focuses on improving

those environmental factors.
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any of the most effective strategies for

preventing overweight among children

from birth to five involve taking the

leap from focusing solely on individual behavior

change to encouraging changes in environments. In

other words, seeking ways to make healthy choices

easier for parents and caregivers of our youngest

children will be more effective

than lecturing them about

how or why healthy choices

are important for their kids.

Very few studies have

explored exactly how environ-

mental improvements in nutri-

tion and physical activity can

prevent early childhood over-

weight, but it is clear that pol-

icymakers will need to focus

on institutions such as child

care, as well as on changes

that can be realized in family

and community settings.

Since it is far easier to

influence eating and activity habits when a child is just

learning to eat and move than to change ingrained

tastes for foods and alter sedentary habits, experts

are now recommending that preventive healthy

weight initiatives begin much earlier— even before

birth. School-based obesity-prevention programs

may come too late to prevent long-term weight

problems for the many children, especially those in

low-income families, who are already overweight

when they reach kindergarten. Far more sustain-

able solutions may lie in increasing access to

healthy, affordable foods and opportunities for

physical activity in communities where our

youngest children spend their first five years.

This Overview for Decision Makers, based on an

extensive literature review (Starting Earlier: What We

Know About Preventing Overweight in Children

from Birth to Five Years Old, available online at

http://www.calwic.org), provides a framework

from which to develop an

agenda for action. Rather

than emphasizing increased

parental knowledge and

education, this policy agenda

should focus on improving

the environments in which

parents make choices and

children spend their earliest

years. Creating communi-

ties where young parents

have access to affordable

and healthy foods and

indoor and outdoor spaces

where infants and toddlers

can safely explore and be

active will prevent needless disability and early

death —trends that are now projected for our

youngest Californians.

We begin with a discussion of what contributes

to children being overweight. Next, we look at

model strategies that could be used to prevent over-

weight among young children. Last, we explore

how existing federal and state-funded programs

serving young children in low-income families can

expand attention to both the quality and the quantity

of choices in foods and activities they offer these

young children.

M
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Throughout the United States overweight is seen in both girls and boys and in all age, race, 

and ethnic groups [30].

In California, 14 percent of children from birth to five years old were overweight in 2001 [19].

Poverty and overweight often go together. More than 20 percent of California’s children five years

or younger live in poverty [38]; 13.5 percent of them were overweight in 2002 [31]. 

Among low-income children under five years old in California…

• Nearly 19 percent of Hispanic children are overweight

• Nearly 21 percent of American Indian children are overweight

• About 13 percent of African American and white children are overweight [31]

�
�

�
�

t is well known that being overweight can cause

serious health problems for both children and

adults. Yet obesity among adults and over-

weight among children are worsening problems in

California, as throughout the nation. 

Even more serious is that far too many of our

youngest children are overweight by the age of six

(10.4 percent nationally) or, equally disturbing, at

risk for becoming overweight (10.7 percent of two- to

five-year-olds nationally). Perhaps most distressing is

that those who are overweight as children tend to

continue to be overweight into adulthood.

In California, rates of overweight and risk for

overweight differ among ethnic/racial groups. All

groups, however, exceed the national Healthy

People 2010 goal of no more than 5 percent of children

between two and five years old being overweight

(Figure 1).

Overweight: A Worsening Problem 

I

Overweight in the Youngest Children

In California, far more young 

children are overweight or at

risk for overweight than the

national average. This puts a

generation at risk for increased

disease and even early death—

for the first time in history.
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Figure 1:  Prevalence of Overweight and Risk of Overweight* in California
Among Children Aged 2 to <5 Years, By Race and Ethnicity

he scientific literature suggests that a 

number of social and environmental factors

contribute significantly to young children

being overweight. Important among these factors

are environmental barriers to breastfeeding; increas-

ingly high consumption of soft drinks and foods

high in fat and sugar; larger portion sizes in 

fast- food chains and restaurants; easy availability of

fast-food, soda, and junk food [7, 32] combined with 

limited access to healthy and affordable foods in

low-income communities [6]; aggressive marketing

of junk food to children and their families; a 

lack of access to safe spaces to play and exercise,

such as community playgrounds and parks; and

communities not designed to encourage walking and

physical activity [42].
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Barriers to Breastfeeding

Breastfeeding is known to have great beneficial

effects on children’s weight and overall health.

Exclusive breastfeeding for the first six months of

life and continued breastfeeding (with introduction

of complementary foods) up to at least one year is

advised [1, 13, 15]. Many women begin breastfeeding

in the hospital (Figure 2), but breastfeeding rates

drastically fall off during the first four months after

birth (Figure 3). 

Multiple factors influence a woman’s decision and

dedication to breastfeeding. At delivery, many women

do not receive the support they need to begin

breastfeeding successfully (hospital personnel may

not be well trained about breastfeeding techniques

and challenges) and are faced with aggressive direct

marketing of formula even before the baby is born.

Mothers returning to work are often discouraged

from continuing breastfeeding or from providing

expressed milk for their infants due to lack of work-

site policies that make it possible for them to

express their milk with privacy and dignity [23, 40].

Most mothers simply need better education about

the nutritional benefits of breastfeeding and more

support to persist with breastfeeding when problems

arise and when they return to work.

Lack of Access to Healthy Foods 

Once their children transition to table foods, 

low-income parents in particular can be stymied in

providing healthier eating by the fact that low-

income neighborhoods generally lack healthy,

affordable high-quality foods [2, 14, 27, 28, 37]. Places

where healthy foods are easily accessible in other

communities, including farmers markets, full-service

supermarkets, and grocery stores [25, 35], are simply

not located where low-income people live. Grocery

stores that do operate in low-income neighborhoods

are less likely to carry fruits and vegetables [25], less

likely to stock lower-fat milk products [37], and are

stuffed with high-fat, high-sugar snacks and sodas.
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Figure 2: Percent of California Mothers Breastfeeding, 
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Fresh produce is often lacking in low-income neighborhoods.

Source: California Department of Health Services
Data Sources: Genetic Disease Branch, Newborn Screening Data, 2004. 
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Figure 3: Percent of California Mothers Breastfeeding Since Baby’s Birth, 
by Ethnicity/Race, 2003

Data Source: Maternal and Infant Health Assessment, 2003 
Between 70 and nearly 90 percent of women of all races/ethnicities begin breastfeeding at birth. However, no ethnic group met the national goal of
50 percent of mothers continuing to breastfeed at six months. By two months postpartum, breastfeeding rates for African-American mothers and
US-born Latina mothers had already declined to 50 percent. By approximately four months after the baby’s birth, only 23 percent of African-
American and US-born Latinas continued to breastfeed, as did between 40 and 48 perent of foreign-born Latinas, Asian, and White women.  
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Although most low-income children in California are

in two-parent families, both parents are likely to be

working [19], leaving them little time to search out

and prepare healthy foods and little money to pur-

chase them. As a result, inexpensive, readily avail-

able, and less healthy high-fat foods and take-out

foods too often fill the gap [7, 32]. 

Virulent Marketing of Unhealthy
Foods to Children

Since the 1980s, the food and beverage industry 

has made children and adolescents the target of

intense and specialized food marketing and adver-

tising. The proliferation of electronic media, dereg-

ulation of and declining support for public service

advertising, and booming economy of the 1990s all

contributed to the transformation of children into a

sought-after consumer group [21].

Unfortunately, the foods being marketed to 

children—from highly sweetened cereals to cookies,

candy, fast foods, and soda—are predominantly

high in calories, sugar, and fat [33]. Children younger

than five are easily exploited because they cannot

distinguish between programs and advertisements

[36], and because they cannot yet comprehend or

evaluate advertising’s purpose in selling products.

Preschool children’s

food preferences tend

to reflect the television

commercials they see,

and even brief exposure

to commercials can

influence preschoolers

to choose low-nutrition

junk food [3].

Lack of Opportunities for Physical Activity

Many factors determine when, where, and how

children engage in physical activity. Children from

birth to five years of age are less active when neigh-

borhoods are unsafe, community playgrounds don’t

exist or are unsafe, when suburban neighborhoods

are geared for automobiles and discourage walking,

and as a result of the development and marketing of

television and computer programs geared for young

children that foster sedentary behavior [19, 29]. 



Increasing breastfeeding duration protects babies from early obesity – but low-income
new mothers need better support in hospitals, community and workplace.
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Why Many Women Don’t Breastfeed

Hospital personnel not trained to provide adequate support at birth

Aggressive marketing of formula, both in hospital and directly to mothers

Lack of policies that enable women to breastfeed or express their milk at their workplace

Lack of support for breastfeeding or providing expressed milk for infants in child care

Mothers not understanding breastfeeding’s nutritional benefits

Cultural attitudes, particularly among newly acculturated (second-generation) Hispanic women

�
�

�
�

�
�

Promising Environmental Strategies
xperience with other public health issues
(such as use of tobacco and alcohol) has
shown that effective prevention involves

not only efforts to change individual behavior
through counseling and support, but also focus on
the institutions, policies, and norms that influence
behavior. The strategies described in this section
have been shown to increase the availability of
healthy foods and opportunities for physical activity
for low-income families.

Increasing Breastfeeding Duration
Prolonged, exclusive breastfeeding may play a
greater role in preventing overweight later in life
than short-term nursing or nursing along with 
supplemental formula feeding [13, 15].

The following are among the most successful 

strategies to improve breastfeeding practices:

• Increasing the number of hospitals achieving a
designation of “Baby-Friendly” (according to a UNICEF/

WHO initiative) or adopting model hospital breast-
feeding policies [20], which can ensure that maternity
wards become centers of breastfeeding support.  

• Passing legislation supporting breastfeeding 
mothers. In California, recent laws have legalized a
woman’s right to breastfeed in public, allowed
breastfeeding mothers to defer jury duty, required
all hospitals and maternal care facilities to provide

either lactation services or information on lactation,
and required employers to accommodate employees
who want to express their breast milk [4]. Issues
remain, however, around enforcement of these laws,
and more work is needed regarding aggressive 
marketing of formula to mothers. 

• Encouraging companies or employers to set up

on-site lactation programs or other supports for

women returning to work who want to continue to

breastfeed [23].

• Providing sustained funding for peer counseling

programs to increase initiation, duration, and

exclusivity of breastfeeding among low-income

women of color [5, 34].

Improving Access to Affordable Healthy

Food in Low-Income Communities

Research points to some successful strategies to
increase access to fresh fruits and vegetables in low-
income communities:

• Using research to guide model zoning and 

community design policies that would increase

access to healthy foods and decrease the numbers of

fast-food outlets and liquor stores, and conductng

environmental assessments to quantify the avail-

ability of healthy foods and/or prevalence of fast-

food outlets and liquor stores [27].

E
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• Encouraging community advocacy efforts to

recruit full-service supermarkets to low-income

neighborhoods; such advocacy has been used 

to bolster efforts by local political leadership,

backed by public health agencies, to improve food

availability [25].

• Providing technical assistance (with such things

as refrigeration, produce purchasing and handling,

and signage) to enable small, corner grocery stores

to increase availability and sales of fresh produce [25].

•  Introducing farmers markets to provide fresh

fruit and vegetable produce to low-income urban

communities. 

Increasing Opportunities for Physical
Activity

To be more physically active, young children need

time and places (including access to recreational

facilities) for free play [16]; in addition, parents need

to model and engage in physical activity with their

children. The availability of outdoor play spaces,

such as public playgrounds, designed with toddlers

and preschoolers in mind, may be especially impor-

tant for young children. 

The following strategies may promote physical
activity in communities:

• Designing new and revitalized neighborhoods to

have sidewalks and bike paths as well as green

space and playing fields.

• Orienting neighborhoods more toward public

transportation than to travel by automobiles, which

can increase the number of people who walk and

bike during their commute to work.

• Developing local policies and programs to assure

access to safe and appealing opportunities for physical

activity for families in low-resource neighborhoods.

Decreasing Marketing of Unhealthy Foods
to Children

Other countries have enacted strategies to limit the

types of advertising aimed at children. Such regula-

tions mandate, for example, that food advertising

not encourage excessive intake, contain misleading

information about the nutritional value of a product,

or discourage children from choosing fresh fruits or

vegetables [17]. Campaigns to discourage excessive

television viewing in young children are beginning

to take hold in local communities [12]. 

Environmental Changes That Can Prevent Early Childhood Overweight

Support for breastfeeding—in the hospital at birth and in the workplace

Availability of affordable, healthy foods

Safe places to play

Freedom from aggressive marketing of high-sugar, high-fat foods

�
�

�
�



Parents and caregivers can model and engage in physical activity with their children.
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WIC
The USDA’sWIC program
(Special Supplemental
Nutrition Program for
Women, Infants and
Children) serves about
eight million low-income
pregnant women, infants,
and children up to age
five each month. WIC

provides nutrition information, supplemental nutri-
tious foods, and referrals to other health, welfare,
and social service agencies; participants come from
all race and ethnicity groups, including those most
at risk for childhood overweight.

WIC is in an ideal position to identify newborns and
young children who are at highest risk for later
overweight and to develop an approach to prevent-
ing overweight in preschoolers by implementing or
expanding the following strategies:

• Conducting interventions with overweight mothers
beginning at or before the birth of their children
and in the early years of a child’s life. 

• Stressing the importance of physical activity
among WIC staff and participants (building on the
FitWIC program [18]). 

• Using peer counselor programs to increase breast-
feeding duration rates among WIC participants and
address particular cultural beliefs and specific 
population needs and barriers to breastfeeding [5, 10,

11, 24, 26, 34].

• Changing the WIC food packages to include fresh
fruits and vegetables, reduce high-fat dairy products
and juices, and include more ethnically diverse food
choices, such as tortillas and tofu [22}. 

The Food Stamp Program

The USDA’s Food Stamp Program is the largest 
federal food program (administered at the state and
local levels) helping low-income Americans buy
food. People may use food stamps to buy virtually
any non-prepared foods at a variety of groceries,
markets, and other sites, such as farmers’ markets,
where merchants accept food stamps. 

The Food Stamp Program could encourage better
eating even more among food stamp recipients in
several ways:

• Working with small neighborhood stores to
increase their offerings of fresh produce, while pro-
viding incentives to food stamp households to
increase purchasing and consumption of fresh fruits
and vegetables.

• Improving food stamp recipients’ access to farmers
markets by helping more markets use the electronic
benefits transfer (EBT) cards that California food
stamp participants now receive. In Los Angeles
County, for example, a consortium of certified
farmers markets has worked out a way for twenty-
two of the county’s farmers markets to accept 
payment using the EBT cards [6].

• Expanding and improving the Food Stamp
Nutrition Education Program, a companion pro-
gram that assists food stamp recipients in making
healthy choices easier in their daily lives.

Child Care
Nearly half of three- to five-year-olds in California
(approximately 550,000 children) are enrolled in
some type of licensed preschool or child care, with
many more in informal daycare arrangements.  

There are a number of ways that these settings
could be used to educate children about the impor-
tance of healthy eating and physical activity:

• Caregivers could model
healthy habits by pro-
viding nutritious foods,
family-style mealtimes,
and substantial amounts
of time for active play.

• Policies could mandate
adequate play space and
active play for a certain
amount of time each day.

• The Child and Adult Care Food Program
(CACFP), which offers reimbursement for meals and
snacks, could require providers to meet specific
nutrient standards for fat, saturated fat, or sugar in

Role of State and Federal Programs
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the food they serve, and could tighten policies
around food choices to provide more direction
toward consumption of fruits and vegetables.

Head Start
Head Start, the federally
funded child development
program for very low-
income young children
and their families, serves
as a preschool program
for 91,000 low-income
families in California
with children between the
ages of three and five [9].
Head Start operates in

locally defined service delivery models, such as cen-
ter-based or preschool services (or a combination of
the two), as well as family childcare services. 

There are several ways that Head Start agencies
could play a role in preventing overweight:

• Head Start’s mandatory nutrition assessments
could identify and tally overweight children and
those at risk for overweight. 

• Head Start could ensure that onsite meals, where
provided, are healthy and nutritious and that the
food served is consistent with messages related to
preventing overweight.

• Head Start programs could take advantage of 
tested pilot strategies (such as the Healthy Start

Curriculum [41]) to develop overweight prevention
campaigns.

• Early Head Start programs (for pregnant women
and low-income families with infants or toddlers)
could add obesity-prevention messages to their
nutrition and education services.

California’s “First Five” Commissions
The California Children
and Families Commission
was created by Proposi-
tion 10, an initiative that
added a 50 cent-per-pack
tax to cigarettes and a
comparable tax to other
tobacco products and
required that the funds
from these taxes be used
to promote health, child-
care and education pro-
grams for young children and families. The
Commission helps promote early childhood devel-
opment and school readiness with a comprehensive
and integrated system of information and services
to children up to age five. 

The Commissions could assume a major role in
promoting strategies to prevent overweight for this
age group by funding and evaluating prevention
programs and strategies that affect young children.

Making Healthy Choices Easier
California’s working poor families with very young

children will continue to find it hard to make

healthy choices about breastfeeding, exercise, and

diet a personal or household priority unless policy-

makers find ways to make healthy choices easier.

New parents need help creating the critical founda-

tion for lifelong health for their babies and toddlers,

and they need help before their kids start kinder-

garten. Early intervention among preschoolers,

prior to the onset and consolidation of poor eating

habits and sedentary behaviors, is key to really 

preventing obesity instead of just treating it. 

Federal and state early childhood and nutrition

programs should recognize and strengthen their

roles in preventing overweight, and localities should

implement planning and zoning changes that would

contribute to making neighborhoods safer and

healthier for children under five.

If we start earlier and focus more broadly 

on environmental changes affecting early childhood

programs and communities, as well as on 

parents and caregivers, we can make sure that

California’s youngest generation grows into

healthy, productive adulthood.



Childcare programs are important venues for healthy eating.
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