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Introduction

Introduction
A letter from Jamie Bussel

Friends,Friends,

As I reflect on the year that’s gone by 
and on our work to prioritize children’s 
health during this pandemic, I’m struck 
both by the progress we’ve seen and 
the relentless challenges we’ve faced.

And yet, despite ongoing shutdowns, 
dangerous virus variants, economic 
uncertainty, and rising childhood 
obesity rates, we can point to policy 
solutions that are already supporting 
the health of children and families.

Schools are providing all kids with 
healthy, free meals—whether they are 
open for in-person learning or operating 
virtually. Families face fewer barriers 
to enrolling in nutrition assistance 
programs and using their benefits. 
Policymakers have increased monthly 
benefit levels in nutrition programs and 
are providing child tax credits to help 
families meet their kids’ needs.

These changes have the potential to 
significantly decrease child hunger 
and poverty in this country. But many 
of these provisions are temporary 
emergency relief measures. We 
need to think bigger and bolder 
about permanent solutions that will 
strengthen our nation’s policies and 
expand support for kids and families for 
the long term.

We also know that racist policies and 
discriminatory practices put kids of 
color, and children and families who live 
furthest from economic opportunity, at 
high risk for obesity. We must continue 
to work across all sectors to address 
these issues.

That means building fair and 
sustainable food systems that not only 
improve access to healthy, affordable 
food, but also support Indigenous 
leaders, empower communities, and 
address the effects of climate change. 
It also means improving access to 
healthcare for all, and ensuring parents 
and caregivers have child-care options 
that work for their families.

These challenges are deep-rooted, 
systemic, and interconnected—but they 
are not intractable.

As I think about the Robert Wood 
Johnson Foundation’s enduring 
commitment to addressing childhood 
obesity, I am reminded that it is also a 
commitment to ensure that every child 
in America has a fair shot to grow up 
as healthy as possible. And I’m looking 
ahead with a renewed sense of hope for 
new thinking, new collaboration, and 
lots of learning.

Whether you’re working on health, racial 
equity, hunger, fair wages, climate 
change, obesity, or something else, I 
welcome your ideas for how we can 
change policies and systems to help all 
children grow up healthy. Please email 
us at ideas@stateofchildhoodobesity.org.

With gratitude,

Jamie Bussel
Senior Program Officer, RWJF

mailto:ideas@stateofchildhoodobesity.org
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Overview
The COVID-19 pandemic continues to have a The COVID-19 pandemic continues to have a 
significant impact on our lives and our health.significant impact on our lives and our health.

Recent studies confirm the surge 
in childhood obesity predicted by 
experts a year ago, documenting 
rising rates during the pandemic, 
with the largest increase among 
children younger than age 12.1,2,3 The 
latest national data continue to show 
significant and persistent disparities, 
with rates of obesity highest among 
children of color and children from 
families with low incomes.4

This is an urgent call to action 
for leaders at all levels and across 
all sectors.

Childhood obesity is a symptom of 
larger challenges families face in 
their communities and a sign that our 
nation’s policies are failing our kids.

Millions of families struggle with food 
insecurity, meaning they do not have 
consistent access to enough food to 

live a healthy life.5 Our nation’s safety 
net is fragile, outdated, and out of 
reach for millions of eligible kids and 
caregivers.6 Safe, affordable housing 
is scarce, forcing families to make 
hard choices about how to spend 
limited resources.7 And underlying all 
of these challenges is the structural 
racism that has been embedded in 
our policies and practices for decades.

The pandemic exacerbated these 
issues. It has disrupted and stressed 
the systems that affect every 
aspect of our daily lives—economic, 
education, healthcare, food, housing—
resulting in profound consequences 
for the health and well-being of 
children and families.

To build a healthier nation for 
the next generation, we must 
work to dismantle structural 
racism and reform our policies.
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Overview

How do we move forward?How do we move forward?

As we continue to address the 
pandemic, we must ensure federal 
programs such as school meals, the 
Supplemental Nutrition Assistance 
Program (SNAP), and the Special 
Supplemental Nutrition Program for 
Women, Infants, and Children (WIC) 
prioritize equity and health—and 
reach as many kids as are eligible.

We must also look upstream and 
approach this issue more broadly 
with far-reaching changes that 
make our food, housing, education, 
employment, and healthcare systems 
more fair, just, and sustainable. 
This will require public and private 
sector partners to collaborate on 
bold systemic solutions that address 

structural racism, poverty, food 
insecurity, and other challenges at 
the same time. Further, we must look 
to and learn from other countries that 
are passing strong policies to protect 
children’s health.

This report highlights the latest 
childhood obesity rates and trends 
and provides expert insights, 
relevant research, and policy 
recommendations. It also presents 
emerging opportunities and 
promising strategies for moving 
forward from the crisis of the 
pandemic and closer to a nation 
where every child has a fair shot to 
live the healthiest life possible.
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Fighting for 
Food Justice

In the United States, we have the 
technology and the know-how to 
grow enough food to feed all human 
beings. But that isn’t happening. 
Hunger is real for millions in America, 
particularly in Black and Brown 
communities. And while hunger is 
not a new issue in America, what 
does feel new is the sense of urgency 
to address hunger that COVID has 
ushered in.

We need to focus on the root causes 
of hunger that put high-quality 
nutritious food out of reach for so 
many, including the tremendous 
disparities in wealth and the legacy of 
slavery. We need to break away from 
the industrial food system we have 
now and build more fair, resilient, and 
localized food systems.

That’s why, in Detroit, we’re working 
to create a food system that is 
shaped, defined, and controlled by 
the people who are producing and 
consuming the food.

It starts with food production.

Most people are concentrated in 
urban areas, and it makes more 
sense—both in terms of getting 
nutrient-dense food to people quickly 
and also in terms of doing the least 
harm to the environment—to grow 
food closer to centers of population 
density.

That’s why we started D-Town Farm, 
a seven-acre farm in the city where 
we grow more than 30 different fruits, 
vegetables, and herbs.

Next, we need to examine how we 
buy and sell food.

We need co-ops on all levels. We need 
them for farmers and producers, 
distribution, and grocery stores, such 
as the Detroit People’s Food Co-op, 
which has 1,300 member owners and 
is scheduled to begin construction 
soon. Co-op businesses foster 
economic strength in neighborhoods 
and empower residents with more 
equitable pay and ownership in the 
company. We also need to look at 
how municipal governments, colleges, 
churches, and other institutions buy 
food, because they have tremendous 
purchasing power.

And if we want the food justice 
movement to be sustainable, we must 
intentionally engage young people 
by teaching them about the food 
system so they become empowered 
to make decisions that benefit their 
health, their communities, and the 
environment for generations to come.

Learn more about Detroit’s 
food justice movement at 
stateofchildhoodobesity.org.

“Access to good, clean, 
sustainably grown food 
is a basic human right.”

Malik YakiniMalik Yakini
Co-Founder and Executive Director of 

the Detroit Black Community Food 

Security Network

https://www.feedingamerica.org/sites/default/files/2021-03/National%20Projections%20Brief_3.9.2021_0.pdf
https://www.d-townfarm.com/
https://detroitpeoplesfoodcoop.com/about-us/
https://www.dbcfsn.org/copy-of-educational-youth-programs
http://www.stateofchildhoodobesity.org
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In Mexico, 
Healthy Food Is a 
Child’s Right

Last year, during the pandemic, 
legislators in Mexico banned the sale 
of unhealthy foods and beverages 
to children in three states: Oaxaca, 
Tabasco, and Colima. Many other 
states have introduced similar bills.

The laws prohibit donations, sales, or 
supplies of sugary drinks and high-
calorie packaged foods such as chips 
and candy, to children under 18.

These bans were initially part of a 
strategy to regulate advertisements 
by food and beverage companies. 
But the local congresses decided 
to advance this measure by 
autonomously enacting a nationwide 
labeling law that introduced warning 
symbols for all packaged food and 
beverages that are high in sugars, 
calories, salt, and saturated or 
trans fat.

The symbols—stark black stop signs 
with written warnings such as “excess 
sugar” and “excess sodium”—must 
be placed on the front of the package 
where it’s easy to see.

Momentum for the bans was 
triggered by the ministry of health’s 

communication around COVID-19 
prevention, including the important 
role food plays in promoting health 
and preventing disease.

What’s striking about these bans is 
that they were conceived within a 
framework of children’s rights.

This tells us a lot about how the 
health of a child is viewed in 
Mexico. It’s not just a matter of 
health or disease prevention, but 
also about the right of a child to be 
in environments that are health-
promoting and free of unhealthy 
foods and drinks.

These laws are not perfect and have 
encountered pushback from food 
and beverage industries. They also 
require a lot of political will.

But across the country, there is 
consensus that junk food and sugary 
drinks won’t help us move forward 
from the pandemic.

Learn more about Mexico’s efforts 
to protect children’s health at 
stateofchildhoodobesity.org.

“With these bans, Mexico is taking a huge step in 
protecting and guaranteeing a child’s right to a healthy 

future and recovery from the pandemic.”

Ana LarrañagaAna Larrañaga
Works with Salud Crítica, a public health 

advocacy organization based in Mexico City

https://www.npr.org/2020/09/14/912029399/we-had-to-take-action-states-in-mexico-move-to-ban-junk-food-sales-to-minors
https://apps.fas.usda.gov/newgainapi/api/Report/DownloadReportByFileName?fileName=Implementation%20of%20the%20New%20Mexican%20Regulation%20for%20Front-of-Package%20Nutrition%20Label%20_Mexico%20CIty%20ATO_Mexico_04-03-2020
https://apps.fas.usda.gov/newgainapi/api/Report/DownloadReportByFileName?fileName=Implementation%20of%20the%20New%20Mexican%20Regulation%20for%20Front-of-Package%20Nutrition%20Label%20_Mexico%20CIty%20ATO_Mexico_04-03-2020
https://apps.fas.usda.gov/newgainapi/api/Report/DownloadReportByFileName?fileName=Implementation%20of%20the%20New%20Mexican%20Regulation%20for%20Front-of-Package%20Nutrition%20Label%20_Mexico%20CIty%20ATO_Mexico_04-03-2020
https://www.stateofchildhoodobesity.org
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Childhood Obesity 
Rates and Trends

This section includes the latest data 
from ongoing federal surveys that 
track obesity rates among children 
and teens, including the National 
Health and Nutrition Examination 
Survey, the National Survey of 
Children’s Health, the WIC Participant 
and Program Characteristics 
Survey, and the Youth Risk Behavior 
Surveillance System. Because 
research shows that children who 
have obesity at an early age are more 
likely to have obesity later in life,8,9 
this report also includes the latest 
findings from the Behavioral Risk 
Factor Surveillance System, which 
tracks adult obesity rates.

When describing differences by race 
and ethnicity, this section uses the 
racial and ethnic terms provided 
by the original dataset. More 
information about the datasets, a 
complete listing of state-by-state 
rates for each major survey, and a 
definition of body mass index (BMI), 
the measure used in tracking obesity 
rates, is available in the appendix.
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Childhood Obesity Rates and Trends

Key FindingsKey Findings

Childhood obesity continues to be a national epidemic, putting millions of 
children at greater risk for type 2 diabetes, high blood pressure, and other 
serious conditions.10 Black and Latinx youth have disproportionately higher 
obesity rates compared with White children. In addition, early evidence is 
beginning to show that the COVID-19 pandemic and recession are likely 
contributing to rising childhood obesity rates.

	��	 The newest available data from the 
National Survey of Children's Health 
show that in 2019-20, 16.2 percent of 
youth ages 10 to 17 had obesity, a rate 
that has held steady for the last five 
years.11 The 2020 data were collected 
from June 2020 until January 2021 
and do not yet indicate any significant 
change in rates associated with the 
COVID-19 pandemic.

	��	 Emerging evidence from other studies shows that the COVID-19 pandemic 
may be contributing to rising childhood obesity rates.

	–�	 A national study based on electronic health records from over 430,000 
people ages 2-19 nationwide show that the obesity rate for this group 
rose from 19.3 percent in August 2019 to 22.4 percent in August 2020. 
The monthly rate of increase in BMI nearly doubled from pre-pandemic 
to during the pandemic. The rates of BMI increase were greater for young 
people who were already overweight or had obesity, and among children 
ages 6-11, than among kids in other age groups.12

	–�	 A study conducted in the Philadelphia region concluded that childhood 
obesity rates rose between 2019 and 2020 and that existing racial and 
ethnic disparities in rates worsened.13 Researchers analyzed data from 
over 500,000 clinic visits of youth ages 2-17. The overall obesity rate rose 
from 13.7 percent to 15.4 percent. Increases were greater among youth 
who were Hispanic or non-Hispanic Black than among White youth, and 
among those from families with lower incomes, than for those from 
families with higher incomes.

	–�	 Research based on electronic health records from more than 190,000 
California youth tracked over time found that the obesity rate rose 
significantly during the pandemic.14 Before the pandemic, 36.2 percent of 
5- to 11-year-olds were overweight or had obesity, a rate that increased 
to 45.7 percent during the pandemic (from March 2020 to January 2021). 
The study attributes most of the increase due to a rise in obesity. Study 
authors did not report obesity rates by race and ethnicity, but the cohort 
measured was diverse: 50.4 percent Hispanic, 25.3 percent White, 10.4 
percent Asian and Pacific Islander, and 7 percent Black youth.

CHILDHOOD OBESITY SPIKES 
DURING PANDEMIC

NATIONWIDE

19.3%   22.4%
            2019                     2020

Increase in obesity rate 
among youth ages 2-19

PHILADELPHIA, PENNSYLVANIA

13.7%   15.4%
             2019                    2020

Increase in obesity rate 
among youth ages 2-17

CALIFORNIA

18.8%   26.1%
             2020                     2021

Increase in obesity rate 
 among youth ages 5-11

16.2%
of youth ages 10-17 nationwide 

have obesity

https://www.cdc.gov/obesity/childhood/causes.html
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Childhood Obesity Rates and Trends

Additional DataAdditional Data

The data measuring obesity rates among youth ages 10-
17, which come from the 2019-2020 National Survey of 
Children’s Health, include additional findings on national 
and state-by-state obesity rates.

National data for 10-17 year olds:

	��	 Between 2016 and 2019-2020, obesity rates have held 
steady; there have not been any significant changes 
over time.

	��	 Disparities by race and ethnicity persist. In 2019-2020, 
non-Hispanic Asian children had the lowest obesity rate 
(8.1%), followed by non-Hispanic White children (12.1%). 
Obesity rates were significantly higher for Hispanic 
(21.4%), non-Hispanic Black (23.8%), and non-Hispanic 
American Indian/Alaska Native (28.7%) children.

	��	 There were also significant differences based on 
household income. In 2019-2020, obesity rates ranged 
from 8.6 percent among youth in the highest income 
group to 23.1 percent among youth in the lowest 
income group.

State-by-state data for 10-17 year olds:

	��	 Kentucky had the highest youth obesity rate (23.8%) 
while Montana had the lowest (10.0%).

	��	 Six states had youth obesity rates significantly higher 
than the national rate (16.2%): Kentucky (23.8%), 
Mississippi (22.3%), Louisiana (22.2%), West Virginia 
(21.9%), Alabama (21.8%), and Tennessee (20.8%).

	��	 Eleven states had youth obesity rates significantly lower 
than the national rate (16.2%): Montana (10%), Arizona 
(10.2%), Utah (10.3%), North Dakota (10.5%), Wyoming 
(11.0%), Colorado (11.2%), New York (11.5%), Kansas 
(11.7%), Minnesota (11.7%), Massachusetts (12.2%), and 
Nebraska (12.6%).

Declining obesity rates among children participating in WIC, 
prior to the pandemic:

	��	 The national obesity rate among children ages 2-4 
participating in WIC has dropped in recent years, from 
15.9 percent in 2010 to 14.4 percent in 2018. This 
decline was statistically significant among all racial and 
ethnic groups studied: American Indian/Alaska Native, 
Asian/Pacific Islander, Black, Hispanic, and White.

OBESITY RATES BY 
RACE, ETHNICITY AND 
HOUSEHOLD INCOME 
AMONG YOUTH AGES 
10-17 NATIONWIDE

AMERICAN 
INDIAN/ALASKA 

NATIVE 

28.7%

BLACK

23.8%

HISPANIC

21.4%

WHITE

12.1%

ASIAN

8.1%

LOWEST 
INCOME

23.1%

HIGHEST 
INCOME

8.6%
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Childhood Obesity Rates and Trends

YOUTH AGES 10-17 
NSCH, 2019-2020

STUDENTS IN GRADES 9-12 
YRBS, 2019

WIC PARTICIPANTS AGES 2-4 
WICPCC, 2018

ADULTS AGES 20 AND OLDER 
BRFSS, 2020

	0–9.9%

	0–9.9%	10–14.9%

	10–14.9%

	10–14.9%	15–19.9%

	15–19.9%

	15–19.9%

	30–34.9%
	35%+

	20–24.9%
	20–24.9%

	20–24.9%
	20–24.9%

	no data
	25–29.9%

	VT
	NH
	MA
	CT
	RI
	NJ
	DE
	MD
	DC

	VT
	NH
	MA
	CT
	RI
	NJ
	DE
	MD
	DC

	VT
	NH
	MA
	CT
	RI
	NJ
	DE
	MD
	DC

	VT
	NH
	MA
	CT
	RI
	NJ
		DE
	MD
	DC

STATE-BY-STATE OBESITY RATES
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Childhood Obesity Rates and Trends

NATIONAL OBESITY RATES BY AGE GROUP

National Survey of 
Children’s Health

Youth Risk 
Behavior 
Surveillance 
System

WIC Participant 
and Program 
Characteristics 
Survey

National Health 
and Nutrition 
Examination 
Survey

Age range studied Youth ages 10-17 High school students Children ages 2-4 
participating in WIC

Children and youth 
ages 2-19

Most recent year 
of data available

2019-20 2019
(Released Aug. 2020)

2018
(Released Aug. 2021)

2017-18
(Released Apr. 2020)

National 
obesity rate

16.2% 15.5%(a) 14.4% (b) 19.3%(c)(d)

Black 23.8% 21.1% 11.80% 22%

Hispanic 21.4% 19.2% 17.20% 25.8%

White 12.1% 13.1% 12.40% 14.1%

Asian American 8.1% 6.5%(e) 10.40%(f) 11%

American Indian/ 
Alaska Native

28.7% (g) 21.3% 18.80% N/A

Native Hawaiian/ 
other Pacific Islander

14.3% N/A 10.40%(f) N/A

Notes:
a.	 The national obesity rate is significantly 

higher than it was in 1999.
b.	 The national obesity rate declined 

significantly between 2010 and 2016. This 
trend was significant for all racial and 
ethnic groups studied, and in 41 states and 
territories.

c.	 The national obesity rate data is from 2017-18. 
The racial and ethnic breakdowns are from 
2015-16.

d.	 Youth obesity rates rose significantly from 
1999–2000 to 2015-16. Rates have plateaued 
from 2013-14 to 2015-16.

e.	 The YRBS uses the racial/ethnic group Asian 
instead of Asian American.

f.	 This survey combines Asian American and 
Pacific Islander, which is why the obesity rate 
is the same for those groups.

g.	 The confidence interval for this measure 
is very wide and so the data should be 
interpreted with caution.
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Impact of the 
COVID-19 
Pandemic on 
Childhood 
Obesity

COVID-19 is likely to affect obesity 
rates in children in a significant 
way. With so many families dealing 
with financial challenges due to the 
pandemic, the connection between 
food insecurity, unhealthy eating 
habits, and obesity have become 
even more evident.

For example, disruptions in the food 
supply chain meant changes in what 
was available in stores. Loss of jobs 
and disruptions in income increased 
food insecurity rates. Parents’ 
shopping patterns changed, with less 
frequent trips and increased reliance 
on non-perishable foods. All of these 
changes disproportionately impact 
households with children.

The pandemic also highlighted 
the crucial role schools play in 
supporting kids’ health and protecting 
against obesity. Schools provide 
structure, access to nutritious meals, 
opportunities for physical activity, and 
limits to sedentary time.

Further, research suggests particular 
benefits for students from families 
furthest from economic opportunity. 
Among those children who eat meals 
at school, doing so is associated with 
a lower risk of obesity.15 Other studies 
find that school-age children gain 
weight at a rapid rate when school 
is out during summer.16 So absence 
of regular school attendance over 
extended periods is a major concern.

Children and their families most 
certainly need support now and will 
continue to do so over time—this is 
necessary to protect children from 
long-term negative impacts of the 
pandemic.

Learn more about the impact of 
COVID-19 on childhood obesity at 
stateofchildhoodobesity.org.

“Finding ways to support 
the health of children 
year-round—whether 
during a pandemic or 

not—must be a priority 
for our nation.”

Dr. Punam Ohri-VachaspatiDr. Punam Ohri-Vachaspati
Professor of Nutrition at the College of Health 

Solutions at Arizona State University

Dr. Lindsey TurnerDr. Lindsey Turner
Director of Initiative for Healthy Schools at 

Boise State University

https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.00133
https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.00133
https://pubmed.ncbi.nlm.nih.gov/29644576/
http://www.stateofchildhoodobesity.org
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Our People Will 
Walk With Good 
Health

The “Bountiful Backpacks” program 
started at the St. Francis Indian 
School on the Rosebud Indian 
Reservation in South Dakota in 2014, 
and since then, it has taken root 
in other communities as a smart, 
scalable approach for combating child 
poverty, hunger, and malnutrition. 
The program is funded in part 
through SNAP-Ed.

Karla Trautman, director of extension 
at South Dakota State University, 
explains that students learned how 
to cook healthy recipes in their 
classrooms on a Friday, and then 
were equipped with the ingredients 
and newfound skills to role model 
to their parents, siblings, and 
grandparents over the weekend.

For many kids, their excitement could 
not be contained—“What’s the secret 
ingredient today?” “What new twist are 
we putting on the recipe?”

It took years to get the recipes just 
right and ground cultural teaching 
in the nutrition lessons—and the 
effects were wide-reaching. Bountiful 
Backpacks boosted food security 
by ensuring kids and families had 
enough to eat. Beyond this, it 
transformed diets by increasing 
fruit and vegetable consumption, 

providing nutrition and cooking 
education, and improving not only 
the health of the students, but their 
immediate and extended families.

Parents proudly posted photos 
of their kids preparing meals on 
Facebook—their kids were willing 
to try new foods and enjoyed 
healthy cooking. Grandmas raising 
their grandkids said their diabetes 
symptoms improved because of 
the program.

At the Yankton Sioux Tribe, 79 percent 
of students participating reported 
improving their diet; more than a 
third said they choose healthier 
snacks and eat vegetables and fruit 
more often.

In fact, this modest program that was 
launched eight years ago has now 
reached more than 1,000 families 
participating in Federally Recognized 
Tribal Education Programs across 
South Dakota. And nationally, through 
its Well Connected Communities 
initiative, the Cooperative Extension 
Service continues to support 
innovations like these.

Find the full version of this story at 
stateofchildhoodobesity.org.

$1.28
average cost per meal provided

~70%
of SNAP participants in South 

Dakota are in families with children

95%
of students at the St. Francis 

Indian School qualify for free or 
reduced-price lunch

“Unki-ye Wo-i-ha-bde 
Kin Ogna Oyate Zani 

Mani Pi Kte”—as 
translated, “Our vision: 

Our people will walk 
with good health.”

—Robert Flying Hawk, Yankton 

Sioux Tribal Chairman

https://extension.sdstate.edu/bountiful-backpack
https://www.fns.usda.gov/snap/snap-ed
http://indiangiver.firstnations.org/nl180708-03/
http://indiangiver.firstnations.org/nl180708-03/
https://wellconnectedcommunities.org/
https://wellconnectedcommunities.org/
http://www.stateofchildhoodobesity.org
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Sugary Drinks 
and Tobacco:
Different 
Industries, Same 
Playbook

Consuming sugary drinks poses 
potential health risks to kids because 
of its connection with excess weight 
gain, tooth decay, and preventable 
diseases, including obesity.18,19

For years, beverage companies 
have been marketing in schools, 
hiring athletes and music stars, and 
advertising in traditional and digital 
media to promote sugary drinks to 
kids. Black and Latinx children have 
been disproportionately targeted. 
These efforts are strikingly similar to 
tactics used by tobacco companies 
to get young people hooked on 
their products. 

While their practices may seem 
benevolent—funding playgrounds in 
communities of color or sponsoring 
Black and Latinx celebrities and 
sports figures—they are targeted, 
strategic advertising techniques 
aimed at specific populations 
consistently and at an early age.

Food and beverage companies have 
engaged in many activities central 
to the tobacco industry’s playbook. 
Funding research that favors their 
products. Funding lobbying efforts 
to support industry-friendly policies—
and prevent measures they oppose. 
Securing contracts to prominently 

place marketing and products where 
kids frequent, including in schools 
and at sports fields.

Fortunately, public health advocates 
have made great strides in exposing 
and countering beverage company 
(and tobacco) marketing tactics—
from implementing labeling laws 
and sugary drink taxes to raising 
awareness about how consumption of 
these products is related to negative 
health outcomes and how much 
marketing is directed at kids of color.

But there’s much more to be done. 
We need to empower communities, 
and hold companies and public 
officials accountable. It’s more 
important than ever for community 
leaders, advocates, and partners to 
come together and find bold, new 
ways to prevent harmful marketing 
tactics that put kids’ health and future 
at risk.

Learn more about the impact of 
sugary drinks on kids’ health at 
stateofchildhoodobesity.org.

$1 billion in ads spent by 
beverage companies in 
2018, disproportionately 
targeting Black and 
Hispanic youth17

“We need to be thinking not only of legislative, 
regulatory, and legal approaches, but of ways to 
mobilize public opinion to defend the health and 

well-being of our children.”

Kelly Brownell, PhDKelly Brownell, PhD
Director of the World Food Policy Center, 

Professor of Public Policy, and Former Dean 

of the Sanford School of Public Policy at 

Duke University

Matthew L. MyersMatthew L. Myers
President of the Campaign for Tobacco-

Free Kids

https://pubmed.ncbi.nlm.nih.gov/30910915/
https://pubmed.ncbi.nlm.nih.gov/30910915/
https://pubmed.ncbi.nlm.nih.gov/30910915/
https://pubmed.ncbi.nlm.nih.gov/29484192/
http://www.stateofchildhoodobesity.org
https://www.sugarydrinkfacts.org/resources/Sugary%20Drink%20FACTS%202020/Sugary_Drink_FACTS_Full%20Report_final.pdf
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PROTECTING KIDS FROM 
HARMFUL FOOD AND BEVERAGE 
MARKETING IN THE DIGITAL 
ENVIRONMENT
Food and beverage companies leverage the pandemic as an opportunity to 
target children online with ads for their unhealthy products

An analysis released in 2021 finds that increasing collaboration between 
the food and tech industries has resulted in a digital environment that 
is harming children’s health and furthering health inequities.20

From social influencers and online gaming to streaming video and 
using AI to follow customers, industry giants have invested heavily in 
major tech platforms, including Facebook, Google, and Amazon, to 
understand and track how young people behave online during the 
pandemic. Leading food and beverage companies gather data from 
mobile apps, YouTube channels, websites, video games, and more to 
create personalized, targeted ads.

And they emphasize data collection and marketing in communities of 
color, capitalizing on Black and Brown youth as digital trendsetters. 
These actions are especially concerning as Black and Latinx youth 
experience higher rates of obesity and have suffered disproportionately 
during the pandemic.21

Other governments, including in the United Kingdom, Europe, Canada, 
and Latin America, have limited or banned unhealthy food marketing 
to kids, while the United States offers only minimal protections for the 
youngest children and relies on an outdated self-regulatory model.

Experts are calling for policy changes and corporate responsibility 
initiatives to build a healthier digital environment for youth, including 
limits on the collection and use of data, elimination of digital racial 
discrimination, and uniform, global, science-based nutritional criteria.

Find the full report, Big Food, Big Tech, and the Global 
Childhood Obesity Pandemic, at democraticmedia.org.

https://www.democraticmedia.org/article/big-food-big-tech-and-global-childhood-obesity-pandemic
https://www.democraticmedia.org/article/big-food-big-tech-and-global-childhood-obesity-pandemic
http://www.democraticmedia.org
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Recommendations 
& Policies

Childhood obesity is driven by 
systemic, interconnected factors, so 
policy solutions must be broad and 
systems-based too. Some solutions 
will naturally focus on improving 
access to healthy, affordable food 
for all children and families. Others 
must go beyond those immediate 
factors, strengthening supports so 
that parents and caregivers have 
the resources they need to help all 
children grow up healthy.
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Reccomendations & Policies

Priority Policy 
Recommendations

Make universal school meals permanent and provide resources that 
ensure every child has access to a consistent source of healthy meals.

Extend eligibility for WIC, the Special Supplemental Nutrition 
Program for Women, Infants, and Children, to postpartum mothers 
through the first two years after the birth of a baby and to children 
through age 6. Doing so would align with participation in school meal 
programs so that there is no gap in support.

Extend and expand other programs that are pulling families out of 
poverty and reducing food insecurity, such as the expanded Child 
Tax Credit. After just the first month of expanded payments, the 
percentage of families with children reporting that they sometimes or 
often did not have enough to eat declined significantly.22

The federal government and state governments that have not closed 
the Medicaid coverage gap must do so. This would improve health 
outcomes and reduce racial and ethnic disparities.

https://www.rwjf.org/en/library/research/2021/09/expanding-the-child-tax-credit-could-lift-millions-of-children-out-of-poverty.html
https://www.rwjf.org/en/library/research/2021/09/expanding-the-child-tax-credit-could-lift-millions-of-children-out-of-poverty.html
https://www.rwjf.org/en/library/features/medicaid.html
https://www.rwjf.org/en/library/features/medicaid.html
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The federal government should develop a consistent approach to 
collecting timely data on obesity rates, including data organized 
by race, ethnicity, and income level, in order to ensure prevention 
strategies are grounded in evidence and center equity.

The American Rescue Plan and previous COVID-19-related bills 
recognized the importance of these family nutrition and hunger 
programs by increasing funding, breaking down bureaucratic red tape 
and requirements, making school meals universally available, and 
modernizing procedures for meal participation. However, many of 
those flexibilities and funding increases are temporary, so long-term 
changes are still required.

The remainder of this section provides additional background on and 
recommendations for two significant pieces of legislation: the Child 
Nutrition Bill and the Farm Bill. Together, they cover the school meal 
and snack programs, the Special Supplemental Nutrition Program 
for Women, Infants, and Children, (WIC), the Child and Adult Care 
Food Program (CACFP), and the Supplemental Nutrition Assistance 
Program (SNAP).
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Child Nutrition 
Reauthorization

The most recent reauthorization of child nutrition programs 
was over 10 years ago, when the Healthy, Hunger-Free Kids Act 
of 2010 (HHFKA) was signed into law. This landmark legislation 
made significant investments to update the nutrition standards 
for school meals and snacks, bringing them more in line with 
then-current dietary standards. That legislation also expanded 
afterschool meal programs and created the Community Eligibility 
Provision, which allows schools in areas furthest from economic 
opportunity to provide free meals to all students.

https://www.fns.usda.gov/cn/healthy-hunger-free-kids-act
https://www.fns.usda.gov/cn/healthy-hunger-free-kids-act
https://www.fns.usda.gov/cn/community-eligibility-provision
https://www.fns.usda.gov/cn/community-eligibility-provision
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School 
Meals

OverviewOverview

School meals are essential to tens of millions of children, especially 
those from families with lower incomes.23 These programs provide 
critical nutrients that children need to grow up healthy,24 lift families 
out of poverty,25 and alleviate food insecurity,26 which occurs when 
families have limited or uncertain access to adequate food.

COVID-19 ResponseCOVID-19 Response

As the COVID-19 pandemic forced nationwide school closures, and 
hunger and food insecurity spiked, relief measures passed by Congress 
in March 2020 enabled the United States Department of Agriculture 
(USDA) to issue nationwide waivers permitting schools to serve meals 
to all students free of charge (also known as universal school meals). 
These waivers have since been extended through June 2022.27 

These waivers enable schools to serve meals to all students, but also 
mean that those meals follow the less-stringent nutrition standards of 
the Summer Food Service Program.

In addition to the extension, schools are receiving increased 
reimbursement rates for meals served that meet current nutrition 
standards, which will help them recover from major food service 
revenue losses that occurred in districts nationwide due to pandemic-
related school closures. Finally, the Pandemic Electronic Benefit 
Transfer (P-EBT) provided students with temporary nutrition benefits 
if they could not receive school meals because of school closures.

https://fns-prod.azureedge.net/pd/overview
https://www.fns.usda.gov/sfsp/summer-food-service-program
https://www.fns.usda.gov/snap/state-guidance-coronavirus-pandemic-ebt-pebt
https://www.fns.usda.gov/snap/state-guidance-coronavirus-pandemic-ebt-pebt




26  STATE of CHILDHOOD OBESITY
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Proven BenefitsProven Benefits

Decades of research demonstrate that school meals:

Reach kids who need them most. School breakfast reduces food 
insecurity28 among elementary school children and participating in the school 
lunch program can reduce the risk of food insufficiency29 among participating 
households by 14 percent.

Alleviate poverty. In 2019 alone, the school lunch program lifted 1.2 million 
people out of poverty.30

Support healthy eating. Students who participate in school meals programs 
are more likely to consume fruits, vegetables, and milk at breakfast and lunch.31

Protect against obesity. Nutritious school meals help reduce risk of obesity, 
which is higher32 among children of color and children from families with 
low incomes.33

Improve kids’ learning and school attendance. Chronically hungry 
students are more likely to be absent, struggle to pay attention during class, 
have behavioral problems, or need mental health counseling.34
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Policy RecommendationsPolicy Recommendations

	^ Make universal school meals 
permanent and provide resources 
that ensure every child has access 
to free school meals.

	^ USDA should strengthen nutrition 
standards for school meals to 
align with the current Dietary 
Guidelines for Americans, 
particularly for added sugars.

	^ USDA should withdraw a rule 
proposed in January 2020 that 
would weaken school nutrition 
standards and adversely affect 
student health and academic 
performance.

	^ USDA should increase the 
reimbursement rate schools 
receive for each meal served that 
meets current nutrition standards.

	^ Congress should increase funding 
to support schools’ efforts to offer 
healthy meals, including resources 
for new school kitchen equipment, 
and training and technical 
assistance for school food service 
staff.

	^ States should work to make 
universal school meals permanent 
and implement nutrition 
standards that go beyond the 
federal standards.

	^ States and local districts should 
make safe, appealing drinking 
water free and available to all 
students by ensuring that every 
school has at least one water 
bottle filling station in a high-
traffic area that is accessible 
throughout the day, with filtration 
if needed.

	^ Local, state, and federal 
governments should work 
together to ensure safe drinking 
and cooking water in all schools, 
including by requiring and funding 
testing and remediation for lead 
in school cafeteria and kitchen tap 
water, and requesting that USDA 
report to Congress on specific 
checkpoints USDA has added 
to on-site administrative review 
to ensure that there is effective 
oversight of drinking water safety 
and access.
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Exploring the Evidence

BENEFITS OF HEALTHY SCHOOL 
MEALS FOR ALL
In response to the COVID-19 pandemic, all schools participating in our 
nation’s school meals programs may serve free meals to every student 
for the 2021-22 school year, regardless of their family’s income.

Research shows that offering healthy, free school meals for all students 
is a sound and vital investment that benefits kids, especially those living 
furthest from economic opportunity.

Providing healthy school meals for all students:35

	��	 Increases the number of children participating in school meals 
programs in nearly all cases.

	��	 Improves kids’ diet quality in the majority of circumstances, 
especially when schools have strong nutrition standards in place for 
fruits, vegetables, or whole grains.

	��	 Reduces levels of food insecurity among children from families with 
lower incomes.

	��	 Can have positive impacts on children’s academic achievement and 
school attendance.

	��	 Does not increase children’s body mass index.

	��	 Helps schools financially, especially schools with a high percentage 
of students from households with low incomes.

Find the full review of 47 studies 
at mdpi.com/journal/nutrients.

https://www.mdpi.com/nutrients
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How Baltimore 
Public Schools 
Are Innovating 
to Stop Hunger

Nearly a quarter of Baltimore’s 
young residents experience food 
insecurity. That’s why, since the 
pandemic started, Elizabeth 
Marchetta, executive director of 
food and nutrition services, and her 
team at Baltimore City Public Schools 
(BCPS) in Baltimore, Maryland, have 
made it their mission to ensure local 
families have a regular source of 
healthy meals.

Since July 1, 2020, BCPS has served 
more than 4.5 million grab-and-
go meals at their 80 sites around 
Baltimore. That’s more than 30,000 
meals every day.

Doing so has required constant 
innovation to adapt to changing 
COVID rules and varying family 
needs. One way they’ve done so is 
to run a food truck program with 
trucks that are designed and run by 
local teens. These food trucks serve 
a dual purpose: delivering meals to 
families in need and involving older 
youth, who can sometimes be harder 
to reach.

It also means delivering more than 
5,000 “ag-tivity” and “plant-a-seed” 
kits to homes, to teach kids about 
gardening and fresh produce, while 

engaging many students who were 
chronically absent during the 2020-21 
school year because of COVID-19.

BCPS even offers “FaceTime with 
a Farmer,” live virtual field trips to 
more than 3,700 students from 63 
area schools, providing lessons from 
home that connect the dots between 
agriculture and healthy foods to 
science, math, social studies, and 
English Language Arts.

With funding from the city, BCPS 
has also served more than 75,000 
pre-packed 20-pound produce 
boxes to families from more than 25 
distribution sites. And last summer, 
thanks to a partnership with World 
Central Kitchen, they served another 
10,000 boxes with recipe ideas to 
local families.

BCPS staff take their commitment 
seriously to ensure students are 
fed under any circumstances and 
Elizabeth says she knows from 
conversations with families that 
they’re making a real difference.

Learn more about the 
importance of school meals at 
stateofchildhoodobesity.org.

Since July 1, 2020, BCPS 
has served more than 
4.5 million grab-and-
go meals at their 80 

sites around Baltimore. 
That’s more than 30,000 

meals every day.

https://urbanhealth.jhu.edu/blog/home/the-granny-project
http://www.stateofchildhoodobesity.org
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Bold Solutions 
for Healthier 
Kids and a 
Healthier Planet

Obesity, hunger, and climate 
change are inextricably connected.

These three pandemics represent 
the “Global Syndemic” and much of 
what drives them is the same. For 
example, our food systems, or how 
we grow, transport, sell, consume, 
and dispose of food, are fueling the 
Global Syndemic.

That’s because they’re unhealthy—
designed to support a diet high 
in ultra-processed foods, sugary 
beverages, and red meat, which 
promotes diseases, including obesity. 
And they’re unsustainable—how 
we produce food, especially foods 
from animals, drives greenhouse gas 
emissions that harm the environment 
and contribute to conditions such as 
extreme weather and drought, which 
impact crops and the food supply.37

While the Global Syndemic affects all 
of us, people of color and children 
and families living in poverty and 
experiencing food insecurity are 
particularly impacted.38 We can—
and must—address these global 
challenges together.

One of the best things people can 
do is shift to a diet with more fresh, 
minimally processed, and plant-
based foods. That’s better for us and 
the planet.

Aligning school meals with a planet-
friendly diet has great potential. In 
the United States alone, school meals 
reach up to 30 million kids, including 
a high percentage who are from 
families with low incomes.39 If we do 
a better job of offering and marketing 
appealing, healthy plant-based meals 
in schools, kids will eat them.

We also need our governments 
to reconsider their dietary 
guidelines. Other countries—such 
as Brazil, Canada, Denmark, France, 
Germany, Norway, and Qatar—
have incorporated environmental 
sustainability principles into their 
guidelines. That hasn’t happened in 
the United States.

These ideas are just a start. We must 
apply the science and collaborate 
across borders to create bold new 
solutions that prioritize children’s 
health and reverse the impacts of 
climate change.

Learn more about the 
Global Syndemic at 
stateofchildhoodobesity.org.

“Children have the right to grow up in a healthy 
environment. It’s our responsibility as adults and leaders 

to protect their health and our planet now—and for 
generations to come.”

34%
of greenhouse gas emissions are 

driven by the world’s food systems36

Dr. Vivica KraakDr. Vivica Kraak
Associate Professor in the Department 

of Human Nutrition, Foods, and Exercise, 

Virginia Tech

https://www.foodpolitics.com/wp-content/uploads/ObesityCommission_Policy-Brief_Lancet_19.pdf
https://eatforum.org/content/uploads/2019/07/EAT-Lancet_Commission_Summary_Report.pdf
https://fns-prod.azureedge.net/pd/overview
https://www.foodpolitics.com/wp-content/uploads/Brazilian-Dietary-Guidelines-2014.pdf
https://www.canada.ca/content/dam/hc-sc/documents/services/canada-food-guide/resources/stakeholder-toolkit/canada-food-guide-presentation-eng.pdf
http://www.fao.org/nutrition/education/food-dietary-guidelines/regions/countries/Denmark/en
http://www.fao.org/nutrition/education/food-dietary-guidelines/regions/countries/France/en
https://www.dge.de/fileadmin/public/doc/fm/10-guidelines-for-a-wholesome-diet.pdf
https://www.helsedirektoratet.no/brosjyrer/helsedirektoratets-kostrad-brosjyre-og-plakat/Helsedirektoratets%20kostr%C3%A5d%20-%20engelsk.pdf/_/attachment/inline/80f68126-68af-4cec-b2aa-d04069d02471:dcb8efdbe6b6129470ec4969f6639be21a8afd82/Helsedirektoratets%20kostr%C3%A5d%20-%20engelsk.pdf
http://www.fao.org/3/az908e/az908e.pdf
http://www.stateofchildhoodobesity.org
https://www.nature.com/articles/s43016-021-00225-9
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PUTTING PLANT-FORWARD MEALS ON 
THE MENU IN CALIFORNIA SCHOOLS

Research shows that a diet rich in plant-based foods, such as whole grains, fruits, 
vegetables, nuts, and legumes, can provide important benefits, not just for our 
health, but for our planet.40 And in California, where nearly 4 million students 
participate in the school lunch program, schools are innovating to provide more 
nutritious and climate-friendly meals.

Some California school districts have started reducing the carbon footprint of 
their food by serving healthy plant-based entrees, which often run out quickly 
because they are so popular.41

In addition, districts offer support for staff training, student engagement, and 
recipe development. In some places, efforts are also underway to provide farm-
to-school whole grains for pasta, tortillas, and bread.

If every district in the state followed suit with more plant-focused meals, even 
doing as little as replacing a beef burger with a black bean burger once a month, 
carbon emissions would be reduced by nearly 222 million pounds—equivalent 
to taking 22,000 cars off the road each year.

This is an approach backed by research. Experts find that aligning our national 
nutrition standards for school meals with the EAT-Lancet Commission’s 
planetary health diet would provide high-quality nutrition for kids, reduce food 
costs, and benefit the environment.42 According to an analysis of more than 
5,000 lunches served during 2014-2015, school meals exceeded EAT-Lancet 
targets for dairy, red meat, refined grains, starchy vegetables, and fruit—and 
lacked sufficient whole grains, legumes, vegetables, and nuts.

Find the full study at healthaffairs.org.

Average amount in grams prepared for lunch 
in U.S. elementary, middle, and high schools

National School Lunch Program
EAT-Lancet (planetary health diet)

298.9g 68.9g

DAIRY

19.1g 3.9g

BEEF, LAMB, 
AND PORK

15.6g 8.0g

CHICKEN AND 
OTHER POULTRY

41.3g 113.2g

WHOLE GRAINS

2.8g 18.6g

LEGUMES

https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.01102
https://www.fns.usda.gov/pd/child-nutrition-tables
https://1bps6437gg8c169i0y1drtgz-wpengine.netdna-ssl.com/wp-content/uploads/2021/03/SchoolFoodReport_ExecutiveSummary.pdf
https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.01102
https://eatforum.org/eat-lancet-commission/the-planetary-health-diet-and-you/
https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.01102
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Women, 
Infants, and 
Children 
Program

OverviewOverview

The Special Supplemental Nutrition Program for Women, Infants, 
and Children (WIC) is one of the nation’s largest federal nutrition 
programs, serving millions of people43 each month, including 
nearly half of all infants44 born in the United States. Specifically, 
WIC supports expectant and new mothers, babies and children up 
to the age of 5 who have specific nutrition risks, such as anemia, 
poor diet, or other medical or dietary-based health conditions, 
and who are from families with low incomes.

The targeted, time-limited services offered through WIC are 
designed to influence lifelong nutrition and healthy behaviors. 
For example, the program helps participants purchase healthy 
food,45 at grocery stores, farmers’ markets, convenience stores, 
and other locations, with an electronic benefit transfer (EBT) or 
e-WIC card. It also provides nutrition services, health screenings, 
breastfeeding support, and referrals for health care and 
social services.

COVID-19 ResponseCOVID-19 Response

Emergency relief bills approved by Congress allocated nearly $1 
billion to WIC to boost access to nutritious foods among women 
and children, while enabling them to avoid in-person clinic 
visits that might have increased their exposure to COVID-19. 
Federal relief laws have increased flexibility by allowing newly 
eligible mothers to enroll virtually,46 permitting food package 
substitutions47 when WIC-approved versions are not available, 
and enabling more widespread use of telehealth technology 
to deliver nutrition education and breastfeeding supports. 
The American Rescue Plan Act provided funding to states to 
temporarily boost the monthly fruit and vegetable benefit up to 
$35 per child and adult per month. The legislation allocates an 
additional $390 million until September 30, 2024, to modernize 
WIC and promote the program.
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WIC by the Numbers

$35.79 per
month

average value of WIC food benefit 
per participant in 2018

$19,355 annually
WIC family average income in 2018

4.1 million
children 1.9 million

infants
participated in 2018
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Proven BenefitsProven Benefits

A growing body of evidence shows that WIC:

Encourages healthier choices and improves nutrition. Children who 
have participated in WIC for their first 24 months of life score higher on the 
Healthy Eating Index,48 a measure of diet quality used to assess how well a set of 
foods aligns with key recommendations of the Dietary Guidelines for Americans.

Improves pregnancy outcomes and the health of newborns. 
Participating in WIC reduces the risk49 of preterm birth, low birthweight, and is 
even linked with a 33 percent reduction in the risk of infant death within one 
year of birth.50

Is associated with a lower risk of childhood obesity. The obesity rate 
among children ages 2 to 4 who participate in WIC declined from 15.9 percent in 
2010 to 14.4 percent in 2018.51 The decline was statistically significant among all 
racial and ethnic groups studied: American Indian, Alaska Native, Asian/Pacific 
Islander, Black, Hispanic, and White.

Improves children’s health outcomes. Participation is associated with 
a higher likelihood52 of families showing up at well-child visits, higher rates of 
childhood immunization,53 and higher rates of accessing dental care.54

Reduces food insecurity. Participation reduces the prevalence of child food 
insecurity by at least 20 percent.55

https://www.fns.usda.gov/healthy-eating-index-hei




36  STATE of CHILDHOOD OBESITY

Reccomendations & Policies

Policy RecommendationsPolicy Recommendations

The Robert Wood Johnson Foundation recommends these evidence-
based actions to strengthen and modernize the WIC program. The 
Foundation believes such actions will help to ensure better support for 
young children, who are at risk of hunger and malnutrition, and will 
help families recover from the impacts of the COVID-19 pandemic.

	^ Extend WIC eligibility to 
postpartum mothers through the 
first two years after the birth of a 
baby, to children through age 6, to 
align with participation in school 
meal programs so there is no gap 
in supports. Policymakers should 
also enable infants and children 
to participate for two years before 
having to reapply. Currently an 
eligible individual can receive 
benefits for six months to one 
year before they need to reapply.

	^ Ensure that the current waivers 
that enable families to access 
WIC services during the pandemic 
remain in place for as long as 
needed. These include allowing 
certification via phone or drive-
thru clinics, extending certification 
periods so children and families 
receive benefits for longer periods 
of time, expanding the allowable 
food items for WIC shoppers, and 
continuing telehealth models.

	^ Ensure that all women who 
qualify for WIC based on income 
and nutritional risk are able 
to participate, regardless of 
citizenship and immigration status.
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Policy RecommendationsPolicy Recommendations

Policymakers should work to 
advance racial equity in WIC 
participation, including:

	^ Making approved foods within 
the WIC packages more culturally 
relevant.

	^ Providing targeted support based 
on health disparities.

	^ Establishing a process 
for equitable beneficiary 
participation in program design, 
implementation, and evaluation.

	^ Providing breastfeeding support 
that is inclusive and relevant for 
people of color who participate in 
WIC.

	^ Ensuring WIC outreach materials 
are available in multiple 
languages.

	^ Recruiting service providers 
who speak participants’ native 
languages.

	^ Increasing accountability, cultural 
humility, and cultural sensitivity 
of frontline staff to promote racial 
equity.

	^ Strengthening the collection 
and disaggregation of WIC 
participation data.

	^ Support and fund efforts to 
streamline and modernize WIC 
services through technology, 
including advancing the 
congressional mandate for 

all states to implement WIC 
Electronic Benefit Transfer (EBT) 
and expanding online purchasing 
options for the food package.

	^ As USDA updates the WIC food 
package (required by Congress 
to do so every 10 years), USDA 
should ensure that the process 
is grounded in the latest, most 
sound nutritional science, such as 
the updated Dietary Guidelines for 
Americans.

	^ Increase the Cash Value Benefit 
that allows for the purchase of 
fruits and vegetables. The WIC 
program currently provides a 
monthly cash value benefit of $9 
for children ages 5 and under and 
$11 for women to redeem for 
fruits and vegetables.
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Reducing Barriers for WIC Participants

While WIC provides much-needed food and support to 
families, participants report significant challenges to 
WIC shopping and redeeming benefits, including stigma 
and shame in the checkout lane, difficulty finding and 
identifying WIC-approved items in the store, and lack 
of cashier training. The pandemic exacerbated these 
challenges and introduced new ones: limited stock, 
reduced store hours, and social distancing guidelines.

Prior to the pandemic, the University of Tennessee 
partnered with the Food City regional grocery store chain 
to make it easier for WIC customers to shop for WIC 
products online. They tested a promising low-cost model 
that could be a sustainable, scalable innovation for WIC 
vendors beyond the pandemic.

Prior to the pandemic, researchers at the University of Tennessee 
partnered with the Food City regional grocery store chain to make 

it easier for WIC customers to shop for WIC products online. 
They used a three-step Click & Collect model. 

WIC customers placed an 
online order using the grocery 

store’s website. Customers 
then chose the option to “pay 
at pickup” for their groceries. 

Store sta­ prepared the order 
and saved the transaction. 

When the WIC customers arrived 
at the store, they used their 

WIC benefits to pay.

Store sta­ then loaded 
groceries in the WIC customers’
 cars and they were ready to go! 

This infographic was funded by Healthy Eating Research, a national program of the 
Robert Wood Johnson Foundation. The Click & Collect pilot study was funded by No Kid 
Hungry. Find the full brief at healthyeatingresearch.org.

https://healthyeatingresearch.org/wp-content/uploads/2021/06/HER-Online-Ordering-Brief-062321.pdf


Featured Story

STATE of CHILDHOOD OBESITY  39

WIC Gives 
Families a Sense 
of Relief Amid 
the Pandemic

During the early days of the COVID-19 
pandemic, Bo-Yee Poon and her 
children returned home to Vermont, 
after years spent studying Tai Chi in 
China. What she thought would be 
a short stay before returning to her 
studies turned into a much longer 
one as all flights back to China were 
grounded indefinitely.

With a home but no immediate 
job prospects in Vermont, Bo-Yee 
managed to access insurance through 
Vermont Health Connect, which 
fortunately made her and her family 
eligible for WIC.

Since it began in 1974, the WIC 
program has helped millions of 
families eat healthier foods on a lower 
budget, providing a sense of relief 
during difficult times. The pandemic 
has underscored how vital the 
program was and continues to be.

The unprecedented rise in 
unemployment and hunger, along 
with increases in food prices and 

shortages of staple grocery items, 
such as milk, formula, eggs, bread, 
and beans, have a profound impact 
on pregnant and postpartum women, 
infants, and young children, all 
of whom have unique nutritional 
needs. WIC enrollment has grown 
significantly during the pandemic and 
experts expect this trend to continue 
for years.

WIC turned out to be just what 
Bo-Yee and her children needed. It 
provided access to healthy groceries 
and tips on how to feed her children 
vegetables and fruit.

But more importantly, it helped 
alleviate her stress and anxiety 
around providing nutritious food 
for her family. She knew that even 
though she couldn’t work or afford 
child care, her family would be taken 
care of.

Find the full version of this story at 
stateofchildhoodobesity.org.

“[WIC] has been really 
helpful for alleviating 
the stress and anxiety 

of: Am I going to be 
able to provide proper 

healthy food for 
my kids?”

Bo-Yee Poon

https://everyfamilyforward.org/stories/diane-chamberlain-and-bo-yee-poon
https://everyfamilyforward.org/stories/diane-chamberlain-and-bo-yee-poon
http://www.stateofchildhoodobesity.org
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Child 
and Adult 
Care Food 
Program

The Child and Adult Care Food Program (CACFP) provides federal 
funding to states to reimburse providers for the cost of providing 
nutritious meals and snacks to children and adults in their care. More 
than 4.3 million children and 130,000 adults participate each year,56 
and providers (i.e., early care and education providers and out-of-
school time providers) must serve meals that meet minimum nutrition 
standards to receive reimbursement. Many of the waivers and 
flexibilities USDA has issued in response to COVID-19 apply to CACFP 
as well.

Research shows that participating in CACFP moderately increases 
consumption of milk and vegetables among children and may reduce 
the prevalence of overweight.57 Updated nutrition standards for CACFP 
took effect in 2017, the first major changes in nearly 50 years. These 
standards require more whole grains, a wider variety of fruits and 
vegetables, fewer added sugars, and less saturated fat. Early research 
on the impact of that change shows that participating centers are 
serving healthier foods, including fewer sugary drinks and more whole 
grains.58 One study conducted in early care and education centers in 
Native American communities found that fiber consumption increased 
and sugar consumption decreased following implementation of the 
updated standards.59

The Pandemic-EBT program, in addition to covering meals missed 
due to school closures, provides benefits to children in families who 
participate in SNAP whose covered child-care center may be closed 
due to the pandemic. Another provision, the Community Eligibility 
Provision, enables schools and child-care centers to provide free meals 
to all students in areas where a certain percentage of children who 
come from families furthest from economic opportunity. Both changes 
should help ensure more children have access to healthy foods in 
child-care settings through CACFP.

Policy RecommendationsPolicy Recommendations

	^ USDA should expand CACFP to allow the option of a third meal service, and 
Congress should appropriate additional funding if required.

	^ USDA should continue streamlining CACFP program operations and 
paperwork to allow for easier enrollment for providers to serve as sponsors 
of the program.

	^ USDA should ensure that CACFP can fund nutrition and wellness education 
and program efforts.
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Farm Bill

The Farm Bill guides the nation’s overall agricultural policy and is 
reauthorized by Congress roughly every five years. The last Farm 
Bill was passed in 2018 and reauthorization discussions will likely 
begin in 2022. SNAP is by far the largest single component of the 
Farm Bill, accounting for more than 75 percent of the Farm Bill’s 
total authorized funding. 



STATE of CHILDHOOD OBESITY  43

SNAP
OverviewOverview

More than 42 million people in the United States participate in 
SNAP, which has seen a significant spike in participation during the 
pandemic.60 Unlike other programs such as school meals and WIC, 
SNAP does not have nutrition standards for purchases made with 
program benefits. Aside from a relatively small list of prohibited items 
such as hot foods or alcohol,61 participants may purchase any foods or 
beverages with their benefits. The Supplemental Nutrition Assistance 
Program-Education (SNAP-Ed) is a nutrition education component 
of the program through which USDA provides grants to states to 
encourage participants to make healthy purchases with their benefits.62

Most people who receive benefits only do so temporarily, such as when 
they are between jobs or suffering some other economic hardship. 
Two-thirds of SNAP participants are children, older adults, and people 
with disabilities.63 Approximately 36 percent of participants are White, 
25 percent are Black, and 25 percent are Asian, Hispanic, or Native 
American.64 As of 2019, about 92 percent of SNAP benefits went to 
households with incomes at or below the poverty line, and 55 percent 
went to households at or below half of the poverty line (about $10,390 
per year for a family of three in 2019).65 In 2018 alone, SNAP lifted more 
than 3 million people out of poverty by making it easier for them to 
access affordable food.

Ensuring that SNAP benefits are adequate, and that participants 
are able to make healthy choices with their benefits, is essential to 
supporting health equity. The Healthy Incentives Pilot (HIP), also 
created in 2008, provided SNAP participants with 30 cents back for 
every dollar in SNAP benefits spent on select fruits and vegetables.66 
The HIP was intentionally short-term—it ended in 2012—and was 
designed to test the efficacy of nutrition incentive programs. The Food 
Insecurity and Nutrition Incentive (FINI), created in 2014, encourages 
participants to purchase the most nutritious foods, such as fresh fruits 
and vegetables, with financial incentives. The program was authorized 
permanently as the Gus Schumacher Nutrition Incentive Program 
(GusNIP) in 2018.67
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COVID-19 Response and Other Recent ChangesCOVID-19 Response and Other Recent Changes

Since the start of the COVID-19 pandemic in early 2020, there have been several significant 
changes to SNAP.

	��	 Legislation increased funding to SNAP to cover millions of additional participants 
during the pandemic and to support a temporary 15 percent increase in monthly benefits 
for participants through September 2021.

	��	 Additional regulatory changes loosened work requirements and enabled more 
participants to use benefits online.

	��	 The Pandemic-Electronic Benefit Transfer program was created and then expanded. 
While not technically part of SNAP, the P-EBT program supports families whose 
children would have been receiving meals at school but could not because of pandemic-
related school closures.

	��	 USDA also withdrew a proposed rule that would have ended categorical eligibility, a 
change that would have resulted in millions of people losing SNAP benefits.

Finally, in fall 2021, USDA updated the Thrifty Food Plan (TFP), the underlying calculation 
of the costs and contents of a healthy diet, which is used to determine SNAP benefit levels. 
The update will mean the average SNAP participant will receive about $36 extra per month, 
a roughly 27 percent increase compared with pre-pandemic benefit levels.68 This increase 
went into effect on October 1, 2021.
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SNAP by the Numbers

44%
of all SNAP participants are children

$251 monthly
benefit

for the average SNAP participant in October 2021, reflecting both revisions 
to the Thrifty Food Plan and pandemic-related boost in benefits

3.1M
people lifted out of poverty 

by SNAP in 2018 alone

$1B → $1.54B
Increasing SNAP benefits by $1B during an economic downturn would 

increase the GDP by $1.54B and support 13,000+ jobs
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Proven BenefitsProven Benefits

Research shows SNAP:

Improves food security. The largest and most rigorous examination of the 
relationship between SNAP participation and food security, conducted by USDA, 
found that food insecurity among children fell by approximately 33 percent after 
their families received SNAP benefits for six months.69

Boosts children’s health and academic performance. Studies show that 
when children have access to SNAP, their risk of developing high blood pressure, 
heart disease, diabetes, and other poor health outcomes later in life decreases.70 
Participants also improved their reading and math skills71 and have a greater 
chance of graduating from high school.72

Supports the economy. Increasing SNAP benefits by $1 billion during an 
economic downturn would increase the gross domestic product by $1.54 billion, 
support more than 13,000 jobs, and create $32 million in farm income.73
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Policy RecommendationsPolicy Recommendations

The Robert Wood Johnson Foundation urges these actions to prevent hunger 
and increases in poverty:

	^ Streamline eligibility and enrollment processes and focus enrollment efforts 
on communities with low participation, including immigrants, people of color, 
and rural residents.

	^ Broaden SNAP eligibility to cover more college students, unemployed adults 
without children, and lawfully residing immigrants.

	^ Eliminate the lifetime ban on SNAP participation for convicted drug felons.

	^ Continue authorization and funding for the Gus Schumacher Nutrition 
Incentive Program (GusNIP) beyond 2023, to provide incentives for healthier 
SNAP purchases.
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Descriptions of 
Obesity Rate Datasets

Defining Obesity Among Defining Obesity Among 
Children and TeensChildren and Teens

Body mass index (BMI) is a measure commonly used to 
determine overweight and obesity. BMI is calculated by 
dividing a child’s weight (in kilograms) by height (in square 
meters). According to the CDC, obesity is defined as a BMI 
that is at or above the 95th percentile for children and 
teens of the same age and sex. Overweight is defined as 
a BMI that is at or above the 85th percentile and below 
the 95th percentile for children and teens of the same age 
and sex. A child’s weight status is determined using an 
age- and sex-specific percentile for BMI, which is different 
from BMI categories used for adults. Because children’s 
body fat levels change over the course of childhood and 
vary between boys and girls, their BMI levels are expressed 
relative to other children of the same age and sex.

The National Survey of The National Survey of 
Children’s HealthChildren’s Health

The National Survey of Children’s Health (NSCH) collects 
health information for children ages 0 to 17 in the United 
States. Parents or caregivers are asked to report their 
child’s height and weight, which is used to calculate body 
mass index (BMI) for children ages 10 to 17 years. BMI-for-
age percentiles are then used to identify children who have 
obesity (i.e., BMI at or above the 95th percentile).

An advantage of the NSCH is that it supports both 
national and state-by-state estimates, so obesity rates 
among states can be compared. A limitation is that the 
survey collects parents’ reports of their child’s height and 
weight, not direct measurement; parents may not always 
report accurate numbers, which impacts the assessment 
of obesity.74 In addition, parent-reported data are more 

reliable for children ages 10 to 17 than for younger 
children, which is why the survey does not provide BMI 
calculations for children ages 0 to 9.

In recent years, the NSCH was significantly redesigned, 
and the 2016 survey was the first to reflect those changes. 
Due to changes in the survey’s mode of data collection 
and sampling frame, it is not possible to directly compare 
results from the 2016 NSCH or later years to earlier 
iterations. Since 2016, the NSCH has been conducted as an 
annual survey and will continue to collect new data each 
year going forward, so trends over time can be evaluated, 
with 2016 data serving as a new baseline.

In order to increase sample size and enable more reliable 
state-level estimates, after a large initial sample size in 
2016, data are pooled for analyses across two collection 
years, in this case 2019 and 2020. The Health Resources 
and Services Administration’s Maternal and Child Health 
Bureau (HRSA MCHB) funds and directs the NSCH and 
develops survey content in collaboration with a national 
technical expert panel and the U.S. Census Bureau,75 which 
then conducts the survey on behalf of HRSA MCHB. The 
survey is conducted via web and mail, and data collection 
was not disrupted by the COVID-19 pandemic.76

WIC Participant and Program WIC Participant and Program 
CharacteristicsCharacteristics

About half of all infants born in the United States are 
served by the Special Supplemental Nutrition Program 
for Women, Infants, and Children (WIC).77 WIC provides 
qualifying women and children with healthy food, 
healthcare referrals, and nutrition education. Children 
are eligible for WIC up to their 5th birthday. WIC is 
administered by USDA. The WIC Participant and Program 
Characteristics (WICPPC) survey gathers data from all 
states on all participants.78 A strength of these data is 
that they are a census of all WIC participants and not just 
a sample of them. The data include height and weight 
measurements for children, which are collected by medical 
staff during certification visits, and then are used to 
calculate BMI and obesity rates among children ages 2 to 
4. The data are gathered in April of even-numbered years, 
and analyzed by the CDC.



STATE of CHILDHOOD OBESITY  49

Appendices

Youth Risk Behavior Youth Risk Behavior 
Surveillance SystemSurveillance System

The Youth Risk Behavior Surveillance System (YRBSS) 
collects a wide range of health data on students in grades 
9 through 12.79 The survey is conducted every two years 
by the CDC nationally and by state departments of health 
and education. It is usually conducted during the spring. 
Results are available for most states, though Minnesota, 
Oregon, Washington, and Wyoming do not participate and 
sometimes other states are not able to collect enough 
responses to adequately report results.80

The survey asks students to self-report their height and 
weight and uses those data to calculate BMI rates and 
the percentage of students who have obesity. A limit 
of self-reported data is that people tend to over-report 
their height and under-report their weight, meaning the 
obesity rates may be underestimates. Because of sampling 
methodology, it is not possible to compare national rates 
with specific state-level rates.

National Health and Nutrition National Health and Nutrition 
Examination SurveyExamination Survey

The National Health and Nutrition Examination Survey 
(NHANES) is conducted every two years by the National 
Center for Health Statistics within the Centers for Disease 
Control and Prevention. The survey has been conducted 
periodically since the 1970s and produces a wide range of 
health data for both children and adults.81 Children and 
youth ages 2 to 19 are included in the survey.

The survey includes direct measures of participants’ 
height and weight, making it the most accurate source of 
national obesity trends. However, it also has a relatively 
small sample size, which means it is important to look at 
data trends over time rather than on individual reporting 
periods. The most recent NHANES includes obesity rate 
data from 2017-18.

Behavioral Risk Factor Behavioral Risk Factor 
Surveillance SystemSurveillance System

The Behavioral Risk Factor Surveillance System (BRFSS) 
tracks adult obesity rates at the state level each year. 
The BRFSS is a health survey conducted via telephone, 
collecting health data from adults ages 18 and older from 
all 50 states, the District of Columbia, and participating U.S. 
territories.82 The survey is administered by the states and 
the Division of Population Health in the National Center 
for Chronic Disease Prevention and Health Promotion. The 
survey includes questions asking respondents for their 
height and weight; these data are not directly measured.83

The self-reported height and weight data are then used 
to calculate obesity rates for each state, territory, and 
Washington, D.C. A limit of self-reported data is that people 
tend to over-report their height and under-report their 
weight, meaning the obesity rates may be underestimates.
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STATE-BY-STATE OBESITY RATES

Youth 
Ages 10-17
(NSCH, 2019-2020)

Students in 
Grades 9-12
(YRBSS, 2019)

WIC Participants 
Ages 2-4
(WICPCC, 2018)

Adults 
Ages 20+
(BRFSS, 2020)

National 16.2% 15.5% 14.4%  –

Alabama 21.8 17.2 16.2 39%

Alaska 17.8 14.8 20.2 31.9

Arizona 10.2 13.3 12.5 30.9

Arkansas 20.6 22.1 13.1 36.4

California 15.2 15.9 15.8 30.3

Colorado 11.2 10.3 8.6 24.2

Connecticut 15.3 14.4 14.5 29.2

Delaware 18.9  – 16.3 36.5

Washington, D.C. 14.2  – 12.8 24.3

Florida 15.8 14.0 13.3 28.4

Georgia 18 18.3 13.6 34.3

Hawaii 15.5 16.4 10.7 24.5

Idaho 13.3 12.1 12.0 31.1

Illinois 17.4 15.2 15.2 32.4

Indiana 15.6 - 13.5 36.8

Iowa 16.9 17.0 15.6 36.5

Kansas 11.7 15.1 13.7 35.3

Kentucky 23.8 18.4 16.3 36.6

Louisiana 22.2 16.5 13.0 38.1

Maine 13.7 14.9 14.6 31.0

Maryland 16.7 12.8 16.4 31.0

Massachusetts 12.2 14.2 16.3 24.4

Michigan 15.7 15.3 13.7 35.2

Minnesota 11.7  – 12.5 30.7

Mississippi 22.3 23.4 14.8 39.7

Missouri 19.6 18.4 13.0 34.0
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Youth 
Ages 10-17
(NSCH, 2019-2020)

Students in 
Grades 9-12
(YRBSS, 2019)

WIC Participants 
Ages 2-4
(WICPCC, 2018)

Adults 
Ages 20+
(BRFSS, 2020)

Montana 10 11.5 11.9 28.5

Nebraska 12.6 13.3 14.7 34.0

Nevada 16 12.3 11.7 28.7

New Hampshire 13.5 12.7 17.2 29.9

New Jersey 13.8 11.9 14.9 27.7

New Mexico 15.3 15.2 13.0 30.9

New York 11.5 13.4 14.0 26.3

North Carolina 19.8 15.4 15.0 33.6

North Dakota 10.5 14.0 15.4 33.1

Ohio 17.2 16.8 12.6 35.5

Oklahoma 18.7 17.6 13.8 36.4

Oregon 13.7  – 14.6 28.1

Pennsylvania 15.1 15.4 12.8 31.5

Rhode Island 16.7 14.3 17.1 30.1

South Carolina 20.1 16.6 12.7 36.2

South Dakota 15.2 14.1 16.0 33.2

Tennessee 20.8 20.9 15.2 35.6

Texas 20.3 16.9 15.9 35.8

Utah 10.3 9.8 8.5 28.6

Vermont 14.0 13.1 12.9 26.3

Virginia 14.9 14.8 15.8 32.2

Washington 13.2  – 13.8 28.0

West Virginia 21.9 22.9 16.5 39.1

Wisconsin 14.6 14.5 14.4 32.3

Wyoming 11  – 10.6 30.7

More information: stateofchildhoodobesity.org/
children1017/

stateofchildhoodobesity.org/ 
high-school-obesity/

stateofchildhoodobesity.org/
wic/

stateofchildhoodobesity.
org/adult-obesity/

http://www.stateofchildhoodobesity.org/children1017
http://www.stateofchildhoodobesity.org/children1017
http://www.stateofchildhoodobesity.org/high-school-obesity/
http://www.stateofchildhoodobesity.org/high-school-obesity/
http://www.stateofchildhoodobesity.org/wic/
http://www.stateofchildhoodobesity.org/wic/
http://www.stateofchildhoodobesity.org/adult-obesity/
http://www.stateofchildhoodobesity.org/adult-obesity/
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