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Executive Summary

Like the rest of the nation, Massachusetts suf-
fers from a childhood obesity epidemic. Child-
hood overweight and obesity has been trending
steadily upward over the past 20 years in our
state, with almost a third of children classified
as overweight or obese. These numbers may
still be on the rise, although some recent Mas-
sachusetts data have indicated a leveling off of
the upward trend. Our state also suffers from
socioeconomic and racial disparities in over-
weight and obesity: obesity rates are around
45 percent for both low-income and Hispanic
children.

Both nutrition and physical activity play key
roles in the obesity epidemic and Massachu-
setts data from both of these domains remains
grim. Not only do our children not consume
the recommended servings of fruits, vegeta-
bles, dairy and whole grains, but the percent-
ages have been on a decline since 1999. Only
15 percent of students report consuming the
recommended five servings of fruits and vege-
tables and three servings of dairy per day.
Fourteen percent of high-school students report
never eating breakfast. Data on physical activ-
ity paint a similar picture. Less than 50 per-
cent of students report being physically active
for the recommended 60 minutes per day and
10 percent report no daily moderate or vigor-
ous activity. Physical education participation
is also on the decline, with only eight percent
of students attending classes daily. This is
compounded by an increasing percentage of
middle school (18 percent) and high school (50
percent) students who report daily screen time
in excess of three hours.

Obese children suffer multiple health compli-
cations and have a shorter life expectancy. The
prevalence of childhood diabetes has increased

in Massachusetts as demonstrated by a 35 per-
cent increase in blood glucose testing and insu-
lin pump care in our schools. The annual
medical costs of an overweight child are ap-
proximately $200 more than a healthy weight
child. Obese children are more likely to be-
come overweight or obese adults, and adult
obesity has enormous health and economic
consequences. In 2002, obesity cost $15 bil-
lion statewide in medical care, workers com-
pensation and lost productivity. In addition,
the psychosocial impacts to children of over-
weight and obesity are very real: they are
more likely to miss school, suffer from social
discrimination and teasing, and are predisposed
to sleep problems. Illness, school absenteeism
and social stigma can lead to decreased aca-
demic performance and lower test scores. In a
state where significant investment is made in
school reform, many of our children are unable
to take full advantage of this investment be-
cause of problems related to overweight and
obesity.

Lack of recognition of the magnitude of the
problem is a barrier to change. Nationally,
more than half of parents of obese children be-
tween six and eleven years of age perceive that
their children are about the right weight or are
slightly underweight.

So what can be done about the childhood obe-
sity epidemic in our state? The root causes of
the epidemic are multi-factorial, and so must
be the solution. Weight control, once thought
to be an individual problem, is now understood
to be the result of a complex of factors and en-
vironmental influences. Progress is being
made both from a programmatic and policy
level in our state, but coordinated strategies
that enable individuals to make healthy life-
style choices are still needed. The routine col-
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lection of data on children’s weight status, nu-
tritional habits and physical activity is the first
step to raising awareness and developing a stra-
tegic approach to solving the problem.

Changes in children’s nutrition and physical
activity are essential. Policy recommendations
include efforts to increase schools’ participa-
tion in breakfast programs, regulate marketing
of foods to children, change zoning require-
ments in the built environment that improve
access to healthy and affordable food, and im-
prove school nutrition standards and limit ac-
cess to junk foods. Children’s participation in
physical activity at school must be increased
and annual fitness testing required. Public offi-
cials, planners and advocates need to come to-
gether and design communities, schoolyards,
playgrounds and trails that are safe and accessi-
ble, and thus promote active living. Improved
nutrition and increased physical activity form
the basis for the solution, but a coordinated,
community-wide strategy is needed to create
change.

Introduction

About a third of Massachusetts children are
overweight or obese, as are more than half of
our adults, evidence that the problem of over-
weight and obesity has reached epidemic pro-
portions. Obese children are at increased risk
for Type II diabetes, cardiovascular disease,
hypertension, and obstructive sleep apnea, and
experts predict a continued increase in the so-
cietal and economic costs of our state and na-
tion’s unhealthy weight problem.** The prob-
lem is significant, and we are much worse off
than we were 20 to 30 years ago.” In the last
20 years, the percentage of young children who
are overweight has more than doubled and
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among adolescents, it has tripled. Childhood
overweight is affecting children at increasingly
younger ages, impacting children of all races,
ethnicities and income levels. Proper nutrition
and physical activity, the major factors impli-
cated in the obesity trend, are worsening on a
population level.

Prevention is crucial to addressing the obesity
epidemic because it is so difficult for individu-
als, once overweight, to return to a healthy
weight. An obese child has about an 80 per-
cent chance of becoming an obese adult if at
least one of his/her parents is also obese.” The
need for early prevention underscores the im-
portance of policies that promote children’s
healthy eating and physical activity. It is esti-
mated that 30 to 50 percent of new pediatric
cases of diabetes are Type II, which is closely
related to obesity, when just a decade ago the
majority of cases were Type 1.%7 Importantly,
if a child develops Type II diabetes they are
shortening their life span by 10 to 20 years.®
The problem has reached such a state that this
may be the first generation in which parents
outlive their children. This issue brief de-
scribes the problem, trends and contributors to
childhood obesity in Massachusetts, presents
the health and economic consequences of the
problem, and finally highlights policies and
programs that can play a key role in combating
the epidemic.

Childhood Obesity Prevalence and Trends

The United States has one of the highest rates
of overweight and obesity in the world, rank-
ing in the top three nations along with Malta
and Wales.” Recent national data show that 16
percent of U.S. children are obese with a total
of 32 percent classified as either overweight or



obese, with prevalence increasing with age
from 2 to 19 years.'”'" While Massachusetts
is not ranked as poorly as the rest of the nation
(we have the 2" lowest rates of adult obesity
with Colorado being the lowest)’, 20 percent
of adults are obese and this rate increased sig-
nificantly from 2004 to 2006. The numbers
get worse when looking at our children where
we are ranked 27th with nearly 14 percent of
our children classified as obese and a stagger-
ing 15 percent of children from low-income

families are already obese by the age of 2 % .°

W s.s54-11.92
% \[J11.93-13.30
13311443
e, [114.43-16.74

{} M 16.74-22.80

Figure 1. Obesity prevalence (percent) by state among US
children aged 10 to 17 years (National Survey of Children’s
Health, 2003)"2

A 2008 report suggests a disturbing trend:
while children's overall health has improved in
recent years, rising obesity rates remain a seri-
ous concern and impact children’s well-
being.” U.S. children aged 2 to 5 are nearly
three times as likely, and those aged 6 to 11
are nearly four times as likely to be obese
compared to their 1960s counterparts. Data
just released on measured body mass index
(BMI) demonstrated no significant changes in
overweight and obesity between 2003-2004
and 2005-2006 for U.S. children 2 to 19 years,
possibly indicating a leveling off of the 20-
year upward trend (Figure 2).'° Another major

survey which only examines high school
youth, also demonstrated a leveling off of this
upward trend in both Massachusetts and the
U.S. (Figure 2; see Appendix I for more infor-
mation on surveys).

During 2006-2007, BMI was measured in
Massachusetts students in the 1%, 4" 7" and
10™ grades of which almost 35 percent were
overweight or obese.'* Massachusetts boys
have slightly higher rates of overweight and
obesity than girls which is similar to national
data.'> Higher obesity prevalence is found
among children living in poverty (44.8 percent;
Figure 3), on public health insurance (42.6 per-
cent), and among those who are Hispanic (45.2
percent; Figure 4).'¢

Prevelance of Overweight & Obesity in

18 American Students

16
14 M- —e— Obesity-US

12 ,
—&— Obesity-MA
10
8 —— Overweight-US

—— Overweight-MA

%

oON O

1999 2001 2003 2005 2007

Figure 2. 1999-2007 trends for adolescent overweight and
obesity in Massachusetts and the United States (Youth Risk
Behavior Survey, 2007; U.S. rates of overweight for 2007 still
not publicly available).

The racial and socioeconomic disparities of
childhood obesity in our state mirror national
findings that children living below 200 percent
of the federal poverty level are more likely to
be obese,'” and black children are more likely
to be overweight than Hispanic children who
are, in turn, more likely to be obese than white
children.">'® Massachusetts, however, shows
a higher prevalence among Hispanic children
compared to national data.
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% Overweight or Obese Children by Family
Income

8 Massachusetts

448
8 United States
é

<100% Federal Poverty (FPL) >400% FPL

Figure 3. Percentage of overweight or obese children by fanily
income, U.S. and Massachusetts.

% Overweight or Obese by Hispanic Origin
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Massachusetts United States

Figure 4. Percentage of overweight or obese children by eth-
nicity, U.S. and Massachusetts.

Causes of Obesity

Although the causes of obesity are complex
and multifaceted, and no single cause has been
found, the preponderance of evidence impli-
cates energy imbalance caused by excess ca-
loric intake that is not offset by adequate physi-
cal activity. In Massachusetts, as in the rest of
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the U.S., we are nowhere near meeting current
recommendations for diet and physical activ-
ity, which have a critical impact on our obesity
epidemic. While the health of Massachusetts
children has improved over the past two years
in terms of usage of tobacco, alcohol, and drug
use, there has been no improvement in the nu-
trition and physical activity habits of Massa-
chusetts youth."

Poor Nutrition
In Massachusetts:

- Intake of fruits, vegetables and dairy is in-
adequate and continues to decrease: only 15
percent of students reported consuming the
recommended daily servings of fruits and
vegetables or drank three or more glasses of
milk per day in 2007."

- Sixty percent of 2 to 19 year-olds eat the
minimum recommended six daily servings
of grains, while the mean daily intake of the
more nutrient-dense whole grains is much
lower than the recommended three servings.

+ Children who eat breakfast have better qual-
ity diets. Thirty-five percent of high school
students reported eating breakfast daily for
the prior week and 14 percent report never
eating breakfast that week."

+ School breakfast program participation is
among the lowest in the country, with only
69 percent of schools participating.

- Breastfeeding for six months is protective
against obesity. Nearly 78 percent of moth-
ers initiate breastfeeding. This falls to 45
percent at six months and then 25 percent at
one year.

The American diet has changed in the last 30
years. Americans and their children are eating
away from home more, eating fewer meals



together and consuming more snacks. These
snacks are often calorie dense and nutrient
poor and are being substituted for healthy, bal-
anced meals, crowding out the nutritional
value of the balanced diet that children need to

maintain healthy weight. 2%

Energy balance and diet composition are the
nutritional keys to maintaining healthy weight.
U.S. children are not eating the recommended
amounts of fruits, vegetables, whole grains,
and dairy, and are consuming way too much
saturated fat and sugar. As children get older,
they eat less fruit, vegetables, and milk and
skip breakfast more frequently.'” In general,
diet quality decreases as children transition
from preschool to elementary and middle

schools and finally into high school.**

For children over the age of two, the U.S. Die-
tary Guidelines and the Institute of Medicine

stress energy balance as the key to maintaining
a healthy weight and suggest caloric intake
recommendations based on age and activity
level.” It has been calculated that the energy
gap needed to produce weight gain is between

110 and 165 calories per day,26’ 27

roughly
equivalent to the calories in one can of soda, a
1 ounce bag of chips, or an ice cream bar, de-
pending on activity level. The importance of
and strategies for maintaining physical activity
to complement good nutrition and achieve en-

ergy balance will be discussed further below.

From 1974 to 1994, there was a significant
change in the types of foods that U.S. children
are eating for all pediatric age groups.”® For
many children, there has been an increase in
the amount of sweets, desserts, and snack
foods in their diet which is often displacing
fruits and vegetables, dairy products, and

Definition of overweight and obesity in children

Body mass index (BMI; kg/m?®) is an easy, non-invasive approach to estimate relative weight for height
in children and in turn, has been useful in screening for and determining whether children less than 20
years of age are underweight, normal weight, overweight or obese. Because of age-related body compo-
sition changes, weight status in children is identified by BMI-for-age and gender on the Centers for Dis-
ease Control and Prevention (CDC) Growth Charts (as opposed to a standard BMI measure used in
adults).1 In 2007, the Expert Committee on the Assessment, Prevention, and Treatment of Child and
Adolescent Overweight and Obesity revised its definitions and terminology for BMI classification (see
below) to eliminate confusion and improve continuity between adolescent and adult caregivers.” The
99™ percentile of measured BMI-for-age is used to identify severe childhood obesity. For children less
than two years, weight-for-length is used instead of BMI and in this age range, greater than 95" percen-
tile weight for length is defined as overweight.

BMI Category Former Terminology Recommended Terminology
<b5th Percentile Underweight Underweight

Bth-84th  Percentile Healthy Weight Healthy Weight

85t-94th Percentile At Risk of Overweight Overweight

> 95t Percentile Overweight Obese
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whole grains (Figures Sa & 5b). In total, likely
over half of U.S. and Massachusetts children
are at risk for inadequate intake of multiple
nutrients including calcium, Vitamin D, and
fiber, and consume excess unhealthy dietary
components such as saturated fat and choles-
terol.

a ) Average Daily Servings Consumed (females)
mAge2-5 mWAge611 mAge12-19
6465
6.1
2121%° 22 9
1414 T 159 4,
o 60.70.7 “
Grains Whole Vegetables Fruit Dairy Milk
Grains

b) Average Daily Servings Consumed (males)

uAge2-5 mAgR6-11 WAge12-19
87

76
7

2321 249924

Grains Whole Vegetables Fruit Dairy Milk
Grains

08081 I I413 Il 191615

Figure 5. Average daily servings consumed for a) females
and b) males.

Factors contributing to the decline in the
quality of children’s nutrition:

- Breakfast. Eating breakfast contributes to
improved diet quality, increased school at-
tendance, higher test scores and more bal-
anced nutrient intake for children.”® Despite
this, breakfast is the meal most likely to be
skipped by Americans of all ages.’’ As ado-
lescents transition into adulthood, they be-
come increasingly likely to skip breakfast.**
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However, although breakfast may provide
improved nutrient intake, research is mixed
on the link between eating breakfast and
weight status. Most studies indicate that in-
dividuals who eat breakfast regularly have a
lower BMI, but some have found that skip-
ping breakfast may increase weight loss.”
More study is needed on the effects of spe-
cific breakfast foods on children’s weight
status.

- Fast-food meals & portion sizes. Parents

and caregivers are a key influence on chil-
dren’s eating habits.*> Family meals eaten at
home, including breakfast, have a positive
effect on the quality of a child’s diet. How-
ever, American families are eating more
meals and snacks away from home, espe-
cially at fast food restaurants, that tend to be
higher in calories, fat and sugar, resulting in
a lower quality diet.*> Although there is a
stated desire for restaurants to serve health-
ier foods, menu developers cite poor de-
mand and lower profits from healthier op-
tions.** Not only do restaurant meals tend to
be less healthy, families that eat at fast food
establishments are less likely to have healthy
food choices at home.* In addition, portion
sizes at the three major fast food chains have
been increasing since the 1950s: serving
sizes of soda and hamburgers have increased
by approximately 500 percent®® and there is
some evidence that portion sizes at home
have increased as well. Children who eat at
fast food restaurants are more likely to have
a preference for larger portion sizes.”® The
increased portion sizes can result in higher
caloric intake in children and adults, if indi-
viduals do not compensate with reduced in-
take during other meals and snacks.?’



Range of Recommended Daily Servings
Dairy 7 Dairy
Fruit Fruit
Vegetables Vegetables
Whole Grains Whole Grains
Grains Grains
o 2 4 s 8 w0 w

Figure 6. Recommended daily servings.

- Food Marketing. Television viewing and
exposure to advertisements increases caloric
intake and decreases diet quality in children
and adolescents.”®* Research indicates that
for each hour of television viewed, there is a
decreased intake of fruits and vegetables by
children.*! Children who watch more televi-
sion are also more likely to have a preference
for larger portion sizes.”® Although eating
meals together as a family is associated with
healthier eating, watching television during a
meal is associated with decreased fruit and
vegetable intake.”®* Food marketing both
in the form of television advertisements and
embedded in newer media has a powerful
effect on the preferences and intake of chil-
dren and families, especially for children in
elementary and early middle school.** For
the past three decades, the television adver-
tising industry has been self-regulating mar-
keting of food and products to children, how-
ever, nearly half of commercials on Saturday
mornings are for food and the vast majority
are for energy dense and non-nutritious prod-
ucts.® In 2006, the Institute of Medicine is-
sued a report and recommendations calling
for stricter standards for food marketing and
increased promotion of healthy eating habits
for children and families.**

- Rural and urban neighborhoods. The

availability and affordability of healthy food
options is a challenge faced by people in
both rural and urban neighborhoods and is
strongly associated with poorer nutrition and
higher rates of obesity and diabetes.***
Convenience stores in low income urban
neighborhoods and rural areas that lack su-
permarkets offer a lower quality produce
selection, provide less variety, and are more
expensive than supermarkets in wealthier
neighborhoods.*® Neighborhoods surround-
ing middle and high schools are 30 percent
more likely to have a fast food restaurant or
convenience store.*” The poor food choices
at fast food and convenience stores likely
contribute to the increasing intake of energy
dense foods. Californians that live in
neighborhoods with a higher proportion of
fast food restaurants and convenience stores
relative to grocery stores and produce out-
lets are significantly more likely to be obese
or have diabetes.”® The influence of the lo-
cal food environment is even greater for low
income neighborhoods.** New York is ad-
dressing the limited availability of produce
by increasing permits for vegetable carts,
initiating a Healthy Bodegas campaign and
supporting retailers in underserved
neighborhoods where residents reported no
fruit or vegetable intake in the past 24
hours.* Efforts such as these are examples
of the multi-level nature of obesity preven-
tion and health promotion efforts being ap-
plied.

- School nutrition. The school environment

influences children’s eating habits and has

been blamed for not serving healthy choices
to students. No more than seven percent of
schools serve meals that meet all of the fed-
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eral School Meal Initiative standards.”
These standards expect that school lunch
provides 30 percent and school breakfast
provides 25 percent of the RDA for calories,
protein, vitamin A, vitamin C, calcium and
iron. In addition, both breakfast and lunch
should provide less than 30 percent of total
calories as fat and less than 10 percent of
total calories as saturated fat. Schools are
least likely to meet goals for energy, fat and
saturated fat.’® Foods sold outside of school
meals, including a la carte, vending ma-
chines, school stores and food based fund-
raisers, are not required to meet the School
Meal Initiative guidelines and are generally
high-sugar, high-saturated fat, processed
foods that often displace the more balanced
meal offered as part of the school lunch pro-
gram.”*! Although the presence of junk
foods at school places all students at higher
risk of increased BMI, students who are
overweight or have an obese parent show
greater increases in BMI compared with
healthy weight students.”®> Importantly,
however, schools that have attempted to im-
prove their competitive food choices by ap-
plying nutrient standards and portion size
controls have struggled to find products that
meet their criteria.”®> Additionally, policy
changes may not have the intended effect:
in a sample of middle schools in Texas, in-
take of soda and chips did not decrease after
these foods were no longer sold in the cafe-
teria because students purchased more of
these items from the school vending ma-
chine or brought them from home.>*

- Fetal and infant nutrition. Newer research
has explored how obesity risk may “start in
the womb” and the early months of life
through breastfeeding and infant feeding
practices. Mothers who gain excessive
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amounts of weight during pregnancy or are
obese during pregnancy are more likely to
produce high birth-weight babies and in-
crease the risk of their child becoming over-
weight.”> Breastfeeding for more than six
months is protective against developing obe-
sity® and the Centers for Disease Control
(CDC) and Surgeon General recommend it
to reduce a child’s risk of becoming obese.
Breastfeeding rates are rising nationally with
74 percent of mothers initiating breastfeed-
ing, approaching the Healthy People 2010
goal of 75 percent.”” Unfortunately, de-
creased rates are seen at six and twelve
months both nationally and in Massachusetts

(Figure 7).

Comparison of Breastfeeding Rates Among
2004 Births
M Healthy People 2010 Goals ™ National Massachusetts

75.0% 73.8% 77.6%
50.0%
415% 452%

250% 5099, 238%

Ever Breastfed Breastfed at 6 months Breastfed at 12 months

Figure 7. Comparison of breastfeeding rates.

Lack of Physical Activity

Physical activity is necessary to expend energy
and 1s helpful in achieving energy balance, im-
proving eating behavior, and enhancing psy-
chological well-being, but the majority of
American children and adults are not physi-
cally active.””®* Physical activity declines dra-
matically across age groups, especially be-
tween childhood and adolescence, and then
continues to decline as people get older.”® The
Surgeon General, along with the American
College of Sports Medicine and the CDC, rec-
ommend that children accumulate at least 60



minutes per day of physical activity,** but only
42 percent of 6-11 year olds and less than
eight percent of adolescents reach this goal.”’

In Massachusetts:

- More than 50 percent of students are not
physically active.

- Fewer than half of students report moderate
or heavy physically activity for at least 60
minutes per day on 5 or more days during
the past week."

- Activity declines with grade level, with 49
percent of 9™ graders and 36 percent of 12
graders reporting meeting the guidelines."

- Approximately 10 percent of children report
absolutely no daily moderate or vigorous
activity."”

These reported youth physical activity levels
have remained fairly constant since 1999 and
are very similar to U.S. youth.

Why aren’t our children physically active?

Factors range from increased sedentary time
spent watching television or sitting behind a
computer screen to parents not encouraging
free play in the outdoors due to over-
scheduling or other time demands and safety
concerns. Other factors include the built envi-
ronment where the ability to access sidewalks
and parks has diminished or even in some ar-
eas where parks and sidewalks abound, safety
concerns restrict the ability of children to play
outside. Finally, schools have been blamed
for decreasing physical education and recess
time.

- Increased screen time. Not only has in-
creased screen time and television viewing
been linked to unhealthy nutritional prac-
tices in children, but it is also related to in-

creased BMI in children because screen
time reduces active time.®®” Nearly half of
Boston high school students reported daily
screen time that exceeded three hours® with
non-school screen time estimated at 3.6
hours on an average school day for Massa-
chusetts high school students'®. Even in
middle school 18 percent of Massachusetts
students report three or more hours of daily
Internet use alone. In total, students’ screen
time is well beyond the recommended 2-
hour limit suggested by the American Acad-
emy of Pediatrics.®’

Built environment. An active lifestyle may
be limited by our environment. For exam-
ple, walking to school for many children is
not easy or safe if sidewalks are unavailable.
Playing outdoors is more difficult if there
are not adequate parks and recreational ar-
eas for children to play safely. Many hous-
ing developments lack sidewalks or recrea-
tional areas.”” Physical activity in children
has been shown to be associated with pro-
portion of green space, residential density,
general impression of activity-friendliness
of the neighborhood, sports fields, water,
dog waste, heavy traffic, and safe walking
and cycling conditions in the neighbor-
hood.”" State spending on parks and recrea-
tion is positively associated with girls’ over-
all physical activity.”” Children's physical
activity is, therefore, associated with certain
modifiable factors of the built environment.

- Free play. State park officials, educators,

and innovativors have advocated for more
free play time.” This implies that our chil-
dren are over-scheduled and need time to
play as they please, in an unstructured man-
ner which will spontaneously stimulate
physical activity on a regular basis. This

Page 9



may also give children the time and freedom
to explore the outdoors and nature and be-
come more interested in being outside which
would increase physical activity. There may
also be an overestimation of how much ac-
tivity a child is getting in structured play set-
tings. For example, a parent may assume
that a child playing organized soccer is suf-
ficiently active. However, a child may only
have a game and/or practice a few times per
week, or may not play an entire 50-minute
game, and possibly not even meet the rec-
ommendation of 60 minutes of physical ac-
tivity per day even on a soccer day.

- Physical education and recess time. In
Massachusetts, where physical education
(PE) attendance is on the decline (Figure 8),
61 percent of adolescents attend PE class
one or more days per week and a mere 8
percent attend PE classes daily."” Schools
have been blamed for scheduling inadequate
time for exercise, whether that be recess or
physical education classes.”* Budgetary con-
straints and increasing pressure to improve
standardized test scores have caused school
officials to question the value of PE and re-
cess. PE classes may be important in main-
taining and/or improving children’s physical
fitness and may also decrease adiposity and
insulin sensitivity.” Only four percent of
elementary schools, eight percent of middle
schools, and two percent of high schools in
the U.S. provide daily PE.”® Massachusetts
law requires that PE be taught to all public
school students, but in 1996, the Board of
Education repealed regulations mandating
minimum annual hours of PE.”” Currently,
Illinois is the only state that requires PE five
days per week from kindergarten through
high school. In Alabama, daily PE is re-
quired through the 8" grade. California,
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Kentucky, Maine, Missouri, New York,
South Carolina and Vermont are in the proc-
ess of developing standards for health and
PE programs.

Adolescents Who Attended PE Class
in an Average Week

——US

90 —a—MA

80
70
60
% 50

1993 1995 1997 1999 2001 2003 2005 2007

Figure 8. Physical education attendance in high school stu-
dents, 1993-2007 (Youth Risk Behavior Survey).

Recess can also add significant activity time
to a child’s total daily physical activity.”® ™
In Massachusetts, recess time depends on the
individual school’s wellness policy. Legisla-
tion has been proposed to increase recess

time, but none has passed in Massachusetts.

- Physical fitness. Cambridge and Somerville

are among the few communities in Massa-
chusetts that perform fitness testing in the
public schools. In 2007, 61 percent of 4™
through 8" grade students in Cambridge and
half of the 4™ through 8™ grade students in
Somerville did not pass the physical fitness
test.***! In Cambridge, researchers demon-
strated that the endurance shuttle run, which
is a good measure of cardiovascular fitness,
was predictive of the incidence of over-
weight over one year in these schoolchil-
dren.® National data on the physical fitness
of school children in the United States are
limited to the 1980s.%* However, there are



some data indicating declines in cardiovas-
cular physical fitness as measured by the
shuttle run test from 1981 to 2000.*** Only
eleven states have policies requiring admini-
stration of a physical fitness test and Massa-
chusetts is not among them.® These trends
highlight the need for updated national
physical fitness data for American youth.

Lack of recognition

At the same time that survey data demonstrate
that childhood overweight and obesity have
reached epidemic proportions, there are also
data showing that parents do not recognize the
problem, especially in their own children. Na-
tionally, more than half of parents of obese
children between 6 and 11 years old reported
that their child was about the right weight or
slightly underweight.®” This was consistent
with several studies that showed a disconnect
between a child’s BMI classification and their
parents’ perception of weight status.®**° Like-
wise, a recent study of the school food envi-
ronment found that school principals and food
service managers acknowledged that child-
hood obesity is a problem but did not see it as
a problem in their school.”’ In Arkansas, pa-
rental perception of their child’s weight status
improved with BMI notification by schools.’*
Increased awareness by all parties, including
schools, governments, communities, health-
care providers and parents, will be needed to
reverse the childhood obesity trend.

According to recent research, other factors
may contribute to the obesity epidemic such as
sleep duration” and the fetal environment.**
Just as the nature of the problem is complex,
so will be the solution. Weight control was
once thought to be primarily an individual’s

problem, leading to weight control interven-
tions primarily focused on individual behavior
change, but experts now agree that environ-
mental factors have a substantial impact on
weight status. This indicates that a shift to-
wards a social-ecological approach that inte-
grates behavior change strategies with environ-
mental-based interventions is necessary.”” Re-
search suggests that changes in these contrib-
uting factors can form parts of an integrated
solution to the childhood obesity epidemic.

Costs and Consequences

Obesity creates a significant health, productiv-
ity and economic cost burden, nationally and
in Massachusetts. The considerable healthcare
costs attributable to obesity are borne by insur-
ers, public payers, consumers and employers.
In 2002, physical inactivity, overweight and
obesity cost an estimated $27.2 billion in the
United States.”® A 2008 report found that obe-
sity costs the nation’s businesses $45 billion
annually due to medical expenses and lost pro-
ductivity.”” In Massachusetts, Medicare and
Medicaid spent approximately 1.1 billion dol-
lars attributable to adult obesity in 1998, and
it is estimated that costs for medical care,
workers compensation and lost productivity
statewide related to adult obesity were nearly
$15 billion in 2002.”. These costs are ex-
pected to increase with the increasing preva-
lence of obesity. Nationally, out of pocket
medical costs attributable to adult obesity in-
creased 26 percent between 1996 and 1998.'"
Annually, per child medical expenditures for
overweight and obese children are $180-$220
more than expenditures for a healthy weight
child."”"

We know that the consequences of obesity on
the health of children in the Commonwealth
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are considerable, but difficult to estimate with
precision. Overweight and obese children are
more likely to become overweight or obese
adults and their chances increase as they get
older, from an increased likelihood of eight
percent at the youngest ages to 79 percent in
older children.’ The odds of becoming an
obese adult more than double for children un-
der ten years with one or more obese parent,
regardless of whether the child is normal
weight or obese.” Overweight adults, in turn,
are likely to develop obesity-related diseases
such as Type II diabetes and cardiovascular
disease'®” and risk a high rate of mortality
from these diseases.'” Importantly, these dis-
eases are now showing up in obese children.

Obese children have a greater than two-fold
chance of having diabetes and are at increased
risk for developing cardiovascular disease,
compared to children of normal weight.'™* Tt is
estimated that among the 0.5 percent of U.S.
12 to 19 year-olds with diabetes, almost a third

105 which is

probably have Type II diabetes,
historically rarely found in children. This
form of diabetes is associated with obesity and

106 and

was previously more common in adults
accounted for less than five percent of all
childhood diabetes.'”” During the 2006-2007
school year, the prevalence of Type II diabetes
for Massachusetts students was 0.6 per 1000
students (0.06 percent)."*This may likely be a
conservative estimate and even though these
numbers seem small, they are increasing. This
is evidenced by the increased number of chil-
dren assisted by medical technology in the
Massachusetts public school system in recent
years: in-school blood glucose testing and in-
sulin pump care by school nurses for diabetic

students have gone up by over 35 percent since
2001."
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The physiological stress caused by excess
body weight and adiposity can influence health
of the immune system'® and impact health
over the long term by increasing the risk for
development of coronary heart disease and
diabetes in adulthood.'”'"! Risk factors that
are important in the development of cardiovas-
cular disease and diabetes that are common in
overweight children and adolescents include
low HDL, elevated triglycerides, high blood
pressure, and impaired glucose tolerance.''* '
One recent study showed that children with
these risk factors were significantly more
likely to have cardiovascular disease 25 years

later as adults compared to their peers.'*

In a cascade of negative health and social im-
pacts, overweight youth are involved in less
physical activity and are less physically fit
than their lean counterparts.'>"''® Fitness is
important to maintaining skeletal muscle
health,'"® % which plays a critical role in insu-
lin sensitivity and effects blood lipid profile
and in turn the risk of developing obesity, dia-
betes, and cardiovascular disease.'*! In addi-
tion to biological health effects, childhood
obesity has other psychosocial ramifications
for children such as predisposition to sleeping
problems, social stigmas and teasing.'*

Obese children have lower circulating levels of
several of nutrients, specifically antioxidant
nutrients.'*'%* Whether these lower levels in
obese children are due to increased usage due
to higher levels of metabolic stress, poor die-
tary intake, or sequestering in the adipose tis-
sue is still subject to further investigation.
Obesity aside, ten percent of U.S. children do
not receive adequate levels of vitamins A, C,
and E and low intake of these nutrients in-
creases throughout adolescence.'”” Nutrient
intake is a concern for all children, but needs



to be particularly emphasized and further re-
searched in overweight children.

Severely obese children have been shown to
be absent up to four times more often than
healthy weight students,'*® but there is very
little research on whether overweight children
miss school due to illness as schools do not
systematically collect and report reasons for
students’ absences.'** '* Boys who became
overweight during the first four years of
school had significantly more absences than
boys who remained normal weight."** Being
overweight may cause students to miss more
class time because being overweight can trig-
ger or exacerbate a variety of chronic medical
conditions in school-aged children, including
asthma, Type II diabetes, high blood pressure,

high cholesterol, depression and anxiety.""'**

Clearly, illness, school absenteeism and these
two in combination can lead to decreased aca-
demic performance by children. Indeed, over-
weight youth have significantly lower test
scores than healthy weight children.'” How-
ever, this association may be strongly influ-
enced by social factors such as parental educa-
tion and the home environment.'” Still, this
association exists and may further exacerbate
the social stigma of weight bias that teachers
and normal weight children may have toward
overweight children. In Massachusetts, a
Cambridge-based study showed that physical
fitness is positively associated with MCAS
scores.'*>** Advocates for school-based
physical activity programs argue that allocat-
ing time for daily PE does not adversely im-
pact academic performance and that regular
exercise may improve students’ concentration
and cognitive functioning.'*>"** Short activity
breaks, such as recess, during the school day

can improve students’ concentration skills and

classroom behavior.'*

In Massachusetts, with the obesity-related in-
crease in Type II diabetes and related medical
procedures, there are multiple physical and
economic challenges for children, parents,
school administrators, teachers and school
health services personnel.'* The few studies
specifically examining the economic costs of
obesity suggest that healthcare costs and length
of stay for overweight and obese children are
significantly higher than for healthy weight
children.""* In a study of adolescents in-
sured through North Carolina Medicaid, medi-
cal expenditures were 25 percent greater for
obese adolescents and 33 percent greater for
overweight adolescents when compared to
those who were of healthy weight.'* Obese
adolescents were more like to have a claim for
treating diabetes, obesity, or asthma and were
less likely to have a claim for a well-care visit
or injury."* It is estimated that the annual cost
of obesity-related hospitalization of children is
$127 million nationally.'** Higher BMI in
adolescence is associated with higher health
care costs in middle age,'* which bodes ill for
future attempts to contain health costs, given
current adolescent obesity trends. The cost and
care burden across the delivery system strains
individuals’, payers’ and providers’ ability to
pay for and deliver services.

Massachusetts Policy and Program
Landscape

Policies and programs that address the causes,
costs and challenges of the obesity epidemic
intersect with a number of policy domains in-
cluding health, education, housing and urban
planning, and agriculture. Just as the root
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cause of the problem is multi-dimensional and
complex, the potential solutions are far-
reaching and involve policy stakeholders in
these domains at the local, state and federal
level. To decrease obesity rates, local, state,
and federal governments need to work in con-
cert with efforts by individuals and businesses.
Enacted legislation has the potential to influ-
ence obesity trends and combat the epidemic
through both direct and indirect measures, but
broad enforcement and coordination among all
stakeholders is needed to effect societal
change. The following are a few of the impor-
tant initiatives in the state.

Massachusetts Department of Public Health

Some recent initiatives from the Massachusetts
Department of Public Health (MDPH) targeting
childhood overweight and obesity include:

o Statewide Taskforce on Obesity: In 2008,
MDPH Commissioner John Auerbach
agreed to chair a Statewide Taskforce on
Obesity to both complement and coordinate
several groups that organized around the
state to fight obesity including the Massa-
chusetts Partnership on Healthy Weight,
and initiatives by Harvard Pilgrim Health-
care Foundation and the Boston Foundation
to address childhood obesity. The Task
Force has reviewed legislative and pro-
grammatic initiatives in other states and
will be determining strategic activities for
policies and programs in Massachusetts.

o Workplace Wellness Initiative: Initiated in
the spring of 2008, MDPH: developed a
conceptual framework for worksite well-
ness initiatives; recruited 14 pilot sites from
both the public and private sector; devel-
oped and implemented one of two trainings;
and drafted a worksite wellness toolkit.
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While this effort directly targets adults, it
also addresses family issues so that parents
and other adults can model and provide
information and support for healthy life-
styles for children.

o Wellness Grants: In November, 2007,
MDPH awarded $1 million in grants across
the state that focused on wellness activities,
including specific community and school-
based activities to reduce overweight and
obesity through evidence-based practices to
support healthy eating and increased physi-
cal activity. For example, Target Hunger
Springfield — funded, in part, by a MDPH
Wellness Grant — is continuing to build
support in the neighborhood of Mason
Square for a farmers’ market, community
pantries, cooking programs, economic de-
velopment and an effort to bring a major
supermarket to the area. This initiative is
also restarting efforts to form a Springfield
Food and Fitness Policy Council.

Jump Up & Go!

Jump Up & Go! is an initiative designed by
BlueCross Blue Shield (BCBS) of Massachu-
setts that addresses the childhood obesity prob-
lem at multiple levels within the state and in
our communities. Begun in 1998, Jump Up &
Go! is a community benefit grant making pro-
gram that provides resources for families,
schools, and clinicians to support healthy eat-
ing and physical activity. In the past ten years,
the program has invested nearly $12 million
dollars to fund community-based organiza-
tions, school-based programs, media cam-
paigns, prevention and treatment programs
aimed at improving the health of children.

Among the many initiatives funded by this
program, one of the most recognizable and



successful is the 5-2-1 message of eating 5 of the Department of Public Health and BCBS

servings of fruits and vegetables daily, limit- with additional funding from the CDC. The
ing screen time to 2 hours daily, and engaging Healthy Choices program, established in 124
in physical activity for 1 hour daily. The pro- schools, has reached nearly 80,000 Massachu-
gram provides resources for health care pro- setts adolescents. Specifically, it aims to:

viders, schools, teachers and parents. .. . C
¢ Integrate nutrition and physical activity into

Healthy Choices, the school-based component existing core subjects by using the Planet
of Jump Up and Go!, is a collaborative project Health curriculum

A Massachusetts Community-Based Program: Shape-Up Somerville

With CDC sponsorship, Shape-Up Somerville: Eat Smart, Play Hard was initiated by Tufts University
and is operated by the City of Somerville. It engages schools, business and the community in coopera-
tive efforts to promote healthful diet and lifestyles, led by the Health department and a city taskforce and
a community collaboration of more than 11 initiatives and 25 stakeholders. Shape-Up Somerville has
effectively controlled child overweight and obesity, as evidenced by a decrease in BMI z-score com-
pared to control communities.'*® There are more than 11 initiatives, including:

e Healthy Eating Active Time (HEAT) curriculum for classroom and after-school programs
¢ Increasing availability of whole grains, fruits and vegetables at school meals

e Parent, city employee, pediatrician and community outreach

e Promotion of healthy entrees at participating restaurants

e Improved walkability through promotion of the Safe Routes to School program

e Extension of the Community Path to create access to a low income neighborhood. The path is cur-
rently 0.8 miles long with plans to connect to other rail-trail and bikeways in the greater Boston
area

e Outreach and training for school nurses to conduct height and weight measurements, to identify
child obesity and overweight, and to use motivational interviewing techniques to engage parents

¢ Policy initiatives to promote wellness of students, school staff and city employees
e Farmers markets and community/school gardens

Other Massachusetts towns have adopted Shape-Up Somerville practices to improve their health envi-
ronments, including Attleboro and Newton. Research projects are currently getting underway in both
rural and urban locations throughout the U.S. to see if Somerville’s success can be systematically repli-
cated. In 2008, Metrowest Healthcare Foundation launched a community wide child obesity prevention
initiative based on the Shape-Up Somerville model. Grantees receive funds and technical support to pre-

pare an obesity prevention plan. Once a plan is submitted, communities can apply for implementation
funding.

Page 15



U.S. Surgeon General Pioneers in Innovation Award 2007: “Healthy Living Cambridge Kids”

This award went to Healthy Living Cambridge Kids—Healthy Children Task Force. The program led to
a 3.6 percent decrease in obesity and 1.7 percent decrease in overweight, a 5 percent increase in healthy
weight, and a 10.6 percent increase in fitness testing pass rates in children living in Cambridge, MA."!

Key interventions included:

o Implementation of the “Health and Fitness Progress Report” that recorded both BMI for age and

fitness score

e Expansion and promotion of innovative physical education

o Improvement of school food with help from a nutritionist

o Continuation of the “CitySprouts” school garden program

e Family outreach
e Farm-to-school programs

e School nutrition policy implementation

o Staff education on nutrition and fitness programming

e Communication with public health departments

e Partnerships with the community

e Assess the nutrition and physical activity
policies and systems in schools using CDC’s
School Health Index

¢ Create before-school and after-school nutri-
tion and physical activity programs

¢ Launch school-wide campaigns to promote
the 5-2-1 message

The healthcare component incentivizes BMI
screening for all children and reimburses par-
ticipating physicians for obesity prevention and
treatment. Operation Better Start, described in
Appendix II, is one among many Massachu-
setts programs the Jump Up & Go! Initiative
has funded.
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Growing Up Healthy
In 2007, the Harvard Pilgrim Health Care
Foundation launched Growing Up Healthy, an

initiative that will invest $1 million in each of
the next five years with the goal of preventing
childhood obesity in Massachusetts, New
Hampshire and Maine. This funding will also
be used to leverage in kind resources to maxi-
mize impact.

This program will have three components: in-
formation, leadership development and fund-
ing to enhance or expand evidence-based pro-
grams. For each of these, the Foundation and
Harvard Pilgrim Health Care will work with
existing efforts and champions to maximize
resources and efforts. Also, the Foundation
will play an information and leadership coordi-



nation role among the efforts of the three
states.

Massachusetts Action for Healthy Kids

Massachusetts Action for Healthy Kids aims to
improve the health and nutrition of children in
Massachusetts through schools, encouraging
systemic, sustainable changes to achieve
sound nutrition and physical activity habits.
The group encourages schools, families, and
communities to engage in improving eating
and physical activity patterns in youth. The
group has created resources and trainings for
schools including the “A List” which identi-
fies products that meet the Massachusetts
guidelines for a la carte and vending items.
This past year the Massachusetts Action for
Healthy Kids initiated the Gold Medal Project
with funding from MetroWest Community
Healthy Care Foundation, and engages a youth
“Team” to evaluate the quality physical educa-
tion programs in schools using the CDC’s
Physical Education Curriculum Analysis Tool
and School Health Index. This was imple-
mented in 10 schools in the MetroWest area.
This Team will then provide recommendations
to strengthen and improve physical education,
promote “best practices” and create an advo-
cacy network to assist other interested school
districts.

Think about your Drink: Corner Store Pilot
Program

On January 22, 2008, the Boston Public
Health Commission, Boston Medical Center’s

Nutrition and Fitness for Life program, HP
Hood, and the New England Dairy & Food
Council implemented the program Think
About your Drink to encourage students to
choose beverages rich in nutrients and low in

146
sugar.

Project Bread: Better Breakfast Initiative,

Better Summer Meals Initiative

Project Bread is an agency devoted to fighting
hunger in Massachusetts. They have partnered
with the Massachusetts Department of Educa-
tion to provide school breakfast and summer
meals for children that exceed USDA guide-
lines, beginning in the fall of 2008. The pro-
gram has been pilot tested in ten school dis-
tricts.'*” The Better Breakfast Initiative and the
Better Summer Meals Initiative will set strict
standards for school breakfast and summer
meals to include no hydrogenated or partially
hydrogenated oils (trans fats), skim or one per-
cent milk only, limitations on flavored milk,
sweet deserts and baked goods, low fat cheeses
and whole grain bread products whenever pos-
sible, and to require fresh or frozen fruits and
vegetables at breakfast and lunch. The stan-
dards will improve the quality of breakfast
foods to limit cereal to no more than five
grams of sugar unless it provides three or more
grams of fiber, and to permit no donuts or pas-
tries. In addition, Project Bread encourages
schools to purchase locally-grown produce.

Massachusetts School and Community-
Based Activities

There are a multitude of school- and commu-
nity-based activities throughout Massachu-
setts. Many of these innovative programs
have been highlighted in 2007-2008 childhood
obesity reports.'**-** The list of innovative
programs and activities is long and we invite
the reader to visit these resources for more de-
tailed information. Unfortunately, success of
many of these programs is difficult to ascertain
besides through personal opinions. To deter-
mine success in combating the obesity epi-
demic, data needs to be collected, and unfortu-
nately most programs and activities lack the
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resources to collect this valuable information.
Two successful Massachusetts-based pro-
grams, Shape-Up Somerville and Healthy Liv-
ing Cambridge Kids, illustrate that coordinated
efforts between individuals, institutions, and
communities can make a difference in our state
(see insets).

The Massachusetts Farm to School Project

Farm to school programs function to increase
availability of fresh fruits and vegetables in
schools and support local farms. During the
2006-2007 school year, the Massachusetts
Farm to School Project provided technical as-
sistance to 85 elementary schools with a total
enrollment of 213,800 students, to purchase
local products for school meals and connected
farmers with schools and produce distributers.
The project gives schools resources—both
monetary and informational—to incorporate
fresh fruits and vegetables into the cafeteria
menu.

State Legislation: Arkansas Act 1220

Massachusetts Legislative Environment

Massachusetts appears to be increasing legisla-
tive attention to childhood obesity issues. In
2007-2008, the Massachusetts legislature de-
bated 39 bills that either directly or indirectly
addressed childhood overweight and obesity.
Thirty-eight of the bills focused on school

lunch and breakfast programs, introduced lo-
cally grown and organic foods in schools, in-
creased regulations on vending machines and
food/beverage marketing, and provided nutri-
tion information for school food. Physical fit

ness and nutrition education, along with man-
dated recess times were prominent and health
education standards and student assessments
for school districts also emerged in a number
of proposals. There were also proposals to ad-
dress the community at large, providing better
access to trails, preventive health services, and
improvement on public health programs.'>
This June, the house approved a bill that would
remove trans fats from meals served in restau-
rants in Massachusetts. In September 2007,

legislation was enacted to provide $150,000 to

Arkansas Act 1220 is best known for mandating statewide BMI screening and surveillance of public
school children. The ACT had a much wider scope; its aim was to improve the nutrition and physical
activity habits of students by improving the school environment and engaging Arkanss citizens to coop-
eratively work for a healthier future. Since the initiative was fully iimplemented in 2004, rates of child-
hood obesity in Arkansas have remained steady as opposed to trending upward as they historically had

in the past.”>'*® Success of this initiative is credited to:

e Inclusion of input and engagement of leaders in all sectors involved (healthcare, schools, state

and local government)

e Confidentiality of BMI results

o Development of an electronic data entry system (decreased labor intensity)

e Open communication between school staff and state level personnel

o Statewide protocol, training and measurement devices
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State Legislation: California

A Vision for California—I10 Steps Toward Healthy Living. In 2005 California Governor Arnold Swar-
zenegger called a summit to outline his /0 Steps Toward Healthy Living for a healthier vision of Cali-
fornia. Since then, legislative steps in line with these points have been taken to control child obesity
and promote obesity prevention. Bills promoting these principles in California schools and communi-

ties include:

o Instructional gardens
o Farmers markets
e Fresh fruits and vegetables

e Diabetes screening

e Decreasing the sale of sugar-sweetened beverages

the Childhood Obesity School Nutrition Pilot
Project within the Massachusetts Department
of Public Health. This project focuses on the
school lunch program, providing a grant of
$10,000 per school year to food service pro-
viders within the public school system to en-
hance child overweight prevention.'>

The States

State policy plays an important role in form-
ing children’s nutritional and physical activity
habits and can tilt the energy balance equation
towards achieving or maintaining a healthy
weight. State spending on parks and recrea-
tion is positively associated with girls’ overall
physical activity, while PE requirements and a
state physical education curriculum correlate
with participation in PE for both sexes.”
Across the United States, many individual
states have begun to address the issue of child
obesity. In 2007, 21 states, including Massa-
chusetts, deliberated legislation pertaining to
school nutrition. Of these 21 states, 8 enacted
legislation regarding healthful options for
food and beverages during school. In addi-
tion, more states considered additional policy

approaches. These included nutrition education,
BMI measurement and report to parents, physi-
cal activity opportunities during school, nutri-
tion information on foods provided by the
school, and taxes on snack foods with minimal
nutritional value.

BMI screening, whether done in medical clin-
ics or in schools, yields data that can indicate
the pervasiveness of the obesity epidemic. Cur-
rently, 12 states require BMI measurement in
schools and four states (including Massachu-
setts) use weight-related screening assess-
ments.” Some BMI measurement requirements
are a part of a larger physical fitness test or part
of the yearly student growth screening required
in schools. In 2007, Arkansas changed the BMI
measurement and reporting requirement from
yearly to every other year, and also allowed
parents to refuse BMI reporting.

In addition, in the past year:'**

e Twenty four states either have established or
debated legislation with regard to nutrition
education in schools

Page 19



¢ Thirty four states focused on changing
physical activity legislation, for example:
the incorporation of physical activity during
required recess

¢ Six states either enacted or proposed legisla-
tion regarding school wellness policies

¢ Fifteen states considered legislation regard-
ing trans fats. 5 of which enacted restrictions
on trans fat being served to students

e Seventeen states established school meal
regulations that exceeded federal standards
determined by the USDA

Almost half of states established parameters on
food sold in schools that did not encompass
school meal programs and over half of states
set restrictions on the time and location that
these foods are sold, but these parameters and
restrictions are not part of Massachusetts legis-
lation. All states except Colorado and Okla-
homa have health education requirements, and
all states have physical education require-
ments. Taxes on soda and snacks have been
established in twenty-four states. While poli-
cies exist, they are not well-enforced.’

Obesity treatment, not just prevention, is now
on the legislative front. One state enacted a
non-invasive screening and risk analysis for
diabetes, and two states proposed legislation
regarding this issue. Currently, two states al-
ready have legislation that requires diabetes
screening in schools. In addition to diabetes
screening, 11 states have either enacted or
considered legislation for Type II diabetes care
in school. While state insurance requirements
do not specifically cover treatment for child
obesity, 4 states have required health insur-
ance companies to cover morbid obesity in
adults. A summary of the state legislation that
has been proposed and enacted is presented in
Appendix IV.

Federal Policy Environment

The CDC, U.S. Department of Agriculture
(USDA) and the Department of Health and
Human Services (DHHS) are responsible for
the vast majority of federal programming tar-
geting obesity. Data from federal surveillance
surveys are used to develop action plans
geared toward preventing obesity. Many of

State Initiative: Arkansas - Changing the Culture of Health in Arkansas

Through CDC’s Division of Nutrition, Physical Activity and Obesity (DNPAO) funding and program
support, the state of Arkansas has worked to develop a plan entitled Changing the Culture of Health in

Arkansas. Within this plan, changes include:

e Creating 24 miles of new trails to link with an existing 225-mile wilderness trail and a pedes-

trian river bridge, The Arkansas River Trails project.

e Starting 20 new community gardens and 30 new farmers markets to increase access to fresh

fruits and vegetables.

e Within schools, adding healthy food and drink options to vending machines, implementing

healthy snack policies, changing cafeteria cooking methods to reduce frying, and adding more

fresh fruit to menus.
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these programs and initiatives encourage coop-
eration between different sectors, implementa-
tion of multi-level interventions and evaluation
of interventions for effectiveness. During the
2007 federal legislative session, 17 bills were
submitted that either directly or indirectly ad-
dressed childhood overweight or obesity, of
which several focused on school lunch and
breakfast programs, agriculture, and health-
care,”’ but no concrete proposal for an inte-
grated strategy to combat childhood obesity
was launched. Congress overrode a presiden-
tial veto to pass the Food and Energy Security
Act 0f 2007, more commonly known as the
Farm Bill. The $280 billion, five-year federal
farm bill, added $10.4 billion to support nutri-
tion programs focusing on low-income fami-

lies.!®

The Improving Head Start for School
Readiness Act was signed into law. The Act
requires Head Start staff to receive training in
obesity prevention and calls for the Secretary
of DHHS to prepare a report for Congress on
obesity prevention efforts among Head Start
participants. A listing of federal programs that
address childhood nutrition, physical exercise

or obesity is included in Appendix II.

Conclusion: The need for a coordinated
strategy

Like the rest of the nation, Massachusetts is
suffering from an epidemic of childhood
obesity. We have a problem: physical activity
is low, poor nutritional practices are rampant,
diabetes is on the rise, and the economic
burden is real.

Obesity stems from problems on many fronts:
the individual, the family, schools, communi-
ties, society, industry and the government. It is
not only a problem for the affected child, but a

public health problem. Perception and recogni-
tion, by all of these entities, are among the first
steps to addressing the problem — we need to
acknowledge that we have an epidemic in our
state. The routine collection of data on chil-
dren’s BMI, nutritional habits, and physical
activity levels may be the first step in achieving
this goal. With this data we can acknowledge
that the problem exists, and monitor the effec-
tiveness of the policies, programs and environ-
mental efforts that may impact obesity.

Just as the problem arises from several levels,
so must the solution: from the individual to the
social environment to the physical environment
and finally to the policy level. Future invest-
ments in children's well-being need to strike a
balance between good parenting and policy im-
provements, and efforts need to be made to en-
courage sound nutrition practices and promote
exercise as top policy priorities. Parents need
to be role models for healthy eating and leading
active lifestyles. They need to provide healthy
foods in the home, monitor screen time, and
promote safe outdoor play. On a broader pol-
icy level, we need to advocate for changes in
nutrition and physical activity standards.

On the nutrition front we need:

e Participation of schools in school breakfast
programs

e Regulation of marketing of foods to children

e Zoning changes in the built environment
around access to healthy and affordable food

e Changes in nutritional standards at schools
along with limiting access to junk food in
cafeterias and vending machines

In the realm of physical activity we need:

¢ Increased physical education and recess time
in schools

Page 21



e Schools to administer annual fitness testing

¢ Public officials, planners, and advocates to
design cities with attractive sidewalk
networks; create schoolyards, playgrounds,
and trails that are safe and accessible; and
convert areas to be bike-friendly within
communities to promote active living

School and community interventions that have
attacked the problem on several of these levels
have shown that it is possible to achieve
change. Successful initiatives such as Shape-
Up Somerville indicate that coordinated,
community-wide strategies may offer a
solution that could be applied on a broader
level. Efforts such as these can bring all
stakeholders together for a common goal that is
realistic in scope and catered to the individual
needs of the families and the community.
Media can play an important role in the effort
and advocacy by champions of the cause can
lead and inspire.

Many of these policy changes will cost money,
but ultimately healthier kids will offset many
of these costs. As program managers, legisla-
tors, school administrators, and academics in-
dependently work to address this far-reaching
problem, a coordinated strategy will allow for
heightened communication among these enti-
ties to positively impact the movement against
child obesity. Clearly, steps need to be taken to
attack the problem from many angles and we
are all responsible for making the move.
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Appendix L.

State, National and International Health Data on Childhood Obesity

National Health and Nutrition Examination Survey (NHANES). NHANES data are obtained by direct
measurement and physical examinations conducted by study staff. The National Health and Nutrition

Examination Survey formulated a report entitled “Health, United States, 2007,” which summarizes
child obesity trends from the early 1960s to 2004.

Pediatric Nutrition Surveillance System (PedNSS). PedNSS tracks health outcome data in low-income

children between birth and five years old participating in Federal child nutrition programs. Data are
collected as part of clinic visits then analyzed at the state level.

National Longitudinal Study of Adolescent Health (AddHealth). AddHealth examined the influence
that social and community factors have on risk behaviors of adolescents and subsequent health out-

comes in young adulthood. Subjects were initially surveyed in 1994-1996, with followup in-home
interviews one, two and six years later. BMI was assessed by self-reported height and weight, then by

direct measure in followup interviews.'”’

National Survey of Children’s Health (NSCH). NSCH data are obtained by random digit dialing us-
ing the State and Local Area Integrated Telephone Survey program. Massachusetts data are available

from the 2003-2004 survey. Data collection on the most recent round of NSCH concluded February
2008.

Youth Risk Behavior Surveillance Survey (YRBSS). The YRBSS collects anonymous self-reported
data on height, weight, diet, physical activity from students in grades 9-12. Massachusetts data are

available through 2007. Boston data from the YRBSS are available due to the city’s participation in
the CDC’s “Steps to a Healthier U.S.” campaign. Data specifically from Boston (YRBSS), indicate
that 19.7 percent of students (21.7 percent of girls, 17.7 percent of boys) are overweight and 15.8 per-
cent of students (11.8 percent of girls and 19.6 percent of boys) are obese.'*

Massachusetts Essential School Health Services Data (MESHS). The Massachusetts Department of
Public Health’s MESHS program promotes comprehensive school health services and coordination

with local healthcare providers. Health screenings, including height and weight measurements are part
of this model. During 2006-2007, height and weight of pupils in grades 1, 4, 7 and 10 were measured
in 89 of the 109 Massachusetts school districts (82 percent of participating districts) participating in
the ESHS Program. Statewide data are expected to be more complete in the 2008-2009 school year
when BMI screening will be mandatory for grantees.
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Appendix II.
National Childhood Obesity Programs
Healthy People 2010

The DHHS Office of Disease Prevention and Health Promotion coordinates Healthy People objec-
tives. This framework establishes goals and objectives for the health of the United States popula-

tion.'!

U.S. Dietary Guidelines/MyPyramid

To reduce risk of chronic disease, the Dietary Guidelines for Americans makes recommendations for
healthful dietary practices. The guidelines are formulated by a committee comprised of nutrition and
health experts and set the standard for U.S. policy on school lunch and food labeling.'®* Stemming
from the Dietary Guidelines, the “MyPyramid” campaign was launched in 2005, revising the original
Food Pyramid to offer a personalized approach to guiding dietary practices. Tailored food pyramids

focus on special populations including children, mothers, pregnant and breastfeeding women.'®’

USDA National School Lunch Program (NSLP)

The federal requirement for the establishment of a school wellness policy, in schools participating in
the USDA NSLP, has brought a focus on the school nutrition environment. Since its initiation in
1946, child nutrition programs have been expanded to include breakfast, afterschool snacks, summer
meals, farm to school initiatives and fruit and vegetable distribution programs. The common goal for
all these programs remains the same: to prevent malnutrition and improve the health of the nation’s
children. The USDA has proposed a change in commodity allocation to allow states to purchase more
fruits and vegetables at lower commodity prices. This would help schools to better achieve the goals
set by the Dietary Guidelines for Americans and the School Meals Initiative.

The Small Steps Kids Campaign

This partnership between DHHS and the America on the Move Foundation focuses on making small
changes for prevention of overweight and obesity through an ad campaign promoting physical activity
and nutrition in children. Small Steps uses television advertisements featuring celebrity athletes and
online games and resources to motivate and teach children to eat healthfully and become more physi-
cally active and a website to educate children about diet and activity.'®

The Corporate Challenge To Step Up and End Childhood Obesity

This government-industry partnership aims to prevent child obesity by empowering the household
gatekeeper to model healthy lifestyle and by providing information to guide healthy food choices. A
government-sponsored meeting took place on February 6, 2008 that invited 25 trade associations to
formulate ways to encourage a healthy lifestyle for consumers. Projects are posted on the
mypyramid.gov website.
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Food and Nutrition Service Team Nutrition: Healthier U.S. School Challenge

This USDA program recognizes schools’ effectiveness in promoting healthful diet and physical activity,
hoping to encourage other schools to strive for improvement. Team Nutrition provides resources that

guide schools to improve the health and nutrition environment through education, technical assistance
and fostering community support. The tool kit Changing the Scene — Improving the School Nutrition

Environment guides schools to improve their wellness environment.'®

CDC Initiatives

The CDC conducts multiple surveillance surveys that collect data on child weight status including
evaluation and a guide to public health practice (Appendix I). The CDC provides clinical guidelines and
toolkits, and encourages health professionals to be updated on literature concerning nutrition, physical
activity, and obesity to promote clinical best practices to address childhood overweight and obesity.
These services will soon be part of a network that has the potential to enhance communication about suc-
cessful program strategies. The CDC’s Division of Nutrition, Physical Activity, and Obesity (DNPAO)
will work to reduce and prevent obesity and chronic disease through a $38 million 2008 fiscal budget.
The DNPAO funded 28 states to prevent and control obesity in 2007. The 2008 funding announcement
has not yet occurred, but newly funded states in 2008 will aim to promote physical activity, encourage
eating of fruits and vegetables, discourage sugar-sweetened beverages, promote initiation and duration of

breastfeeding, and reduce energy-dense food consumption and screen time.'% '’

In 2007, the CDC supported an expert panel to formulate recommendations for child and adolescent
overweight and obesity, which was released in Pediatrics. The CDC worked with the National Initiative
for Children’s Healthcare Quality to establish a communication and networking center to share effective
child obesity prevention practices and policies.

Fruits and Veggies - More Matters

Replacing the 5-4-Day program, "More Matters" is an awareness tool whose label accompanies fruits
and vegetables in stores. Information about the positive impact of fruits and vegetables on the
prevention of chronic diseases is published online for public viewing. In addition, the program aims to
raise awareness about the different forms of fruits and vegetables, including fresh, frozen, canned, dried,
and 100 percent juice products. Through partnerships with the CDC, and Produce for Better Health
Foundation, the More Matters program aims to increase daily eating of fruits and vegetables.

Healthy Youth for a Healthy Future

The Department of Health and Human Services launched this initiative in November 2007. It aims to
recognize communities fighting childhood obesity in the U.S. through physical activity, healthful diet,
and healthy lifestyle. It will use the HHS Childhood Overweight and Obesity Prevention Council to re-
search, support, and apply programs that prevent child obesity.
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President’s Council on Fitness and Sports

The president’s council on fitness and sports is a volunteer organization through the federal office of
HHS. The council consists of 20 members that encourage the public to be physically active through
publications, projects, and programs. For schools, this program now has four components: the physical
fitness test, the health fitness test, the active lifestyle program, and the presidential champions program.
Each component of the program aims to promote physical activity. The physical fitness and health fit-
ness tests assess basic components of fitness for students—endurance, flexibility, and strength. The ac-
tive lifestyle and presidential champions programs offer education tools and activities to allow students
to reach the physical activity goal of 60 minutes daily, five days each week.

WE CAN (Ways to Enhance Children’s Activity and Nutrition)

WE CAN is a program lead by the National Heart Lung and Blood Institute. It is an evidence-based pro-
gram focusing on nutrition, physical activity and decreased screen time for families, schools, communi-
ties, healthcare providers, health departments, and worksites. Partners in Massachusetts include:

- Boston Steps (Boston Public Health Commission) is funded by the CDC as part of the Steps to a
Healthier U.S. campaign. The program focuses on reducing overweight and obesity, diabetes and
asthma in high risk neighborhoods. The campaign is centered around a multi-level action plan that
engages community partners to enable community members to improve their diet, physical activity
and reduce tobacco use. The Commission utilized the WE CAN framework to extend its outreach to
parents. It partnered with Boston Organization of Nutritionists of Color to deliver culturally appropri-
ate nutrition and lifestyle education.

- Operation Better Start (Hillcrest Campus of Berkshire Medical Center) coordinates heathcare provid-

ers, community agencies and the Pittsfield school system to promote healthy lifestyles. WE CAN com-
ponents include:

- Implementation of CATCH curriculum at YMCA after-school programs and at Pittsfield Public
schools.

- Use of the WE CAN parent curriculum in Head Start.

- Distribution of WE CAN educational flyers by pediatricians.

The Institute of Medicine Committee on Childhood Obesity Prevention

This committee leads discussions and publishes reports outlining strategies for the prevention and treat-
ment of child overweight and obesity.
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Appendix III. National Private Initiatives

Alliance for a Healthier Generation

The Alliance for a Healthier Generation, through the American Heart Association and the Clinton
Foundation, has created a Healthy Schools Program, Industry Program, Kids Movement, and Health-
care Program to combat obesity. These programs work in different facets of society to prevent and
treat child overweight and obesity. The Healthy Schools Program works with schools to increase
physical activity, sell healthful foods in both vending machines and cafeterias, and encourage teach-
ers and staff to live healthy lifestyles and act as role models. The Industry Program works with com-
panies and trade associations to offer children healthy options for physical activity and diet. The
Kids Movement will assist children by helping them incorporate healthful foods and activities into
their day. The Healthcare Program works by providing tools and resources to healthcare profession-
als.

Active Living Research (ALR)

ALR is a program of the Robert Wood Johnson Foundation. It supports scientific research to deter-
mine factors in the environment and aspects of politics that affect physical activity. The research
mainly focuses on youth in low-income and high-risk communities. Research findings are used,
among other things to promote an active lifestyle, to inform policy and contribute to a successful de-
sign of the built environment. A local example of a funded project through ALR was the Boston
Schoolyards Initiative, which was initiated by the Boston Greenspace Alliance and the Urban Land
Use task force supported by Mayor Menino. They came together as a public-private partnership
which was dedicated to redeveloping schoolyards and transforming them into active play spaces and
outdoor learning environments. Approximately half of Boston’s schools were renovated and the
schoolyards have colorful, safe play equipment, teaching gardens, outdoor amphitheaters, and class-
room space.

AAHPERD STARS

This is a National Association for Sport and Physical Education (NASPE) national achievement pro-
gram recognizing outstanding physical education programs in K-12 schools across America. Among
others, criteria for receiving a STAR include time requirements for physical education and activity,
professional qualifications and development for school staff, physical education teacher-to-student
ratio, facilities and equipment for safe physical activity, inclusion of students with disabilities, and a
program mission statement and evaluation procedure.
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Appendix IV.

Table 1. 2007 State Legislation (adapted from Trust for America’s Health)®

Type of Legislation

Proposed, not Enacted

Enacted

School Nutrition Standards

14 States:

FL, IN, IA, ME, MA, MO, MT, NH,
NY, OH, TN, TX, VI, WV

7 States:
AR, CA, CO, MS, NJ, NC, OR

- . . 12 States:

Nutrition Education Require- 2 States:
CA, HI, IL, IA, MA, NJ, NM, NY

ment 7 y 7 y y y ’ y *
OH, TX, VA, WY MS, NV

) 6 States: 2 States:

BMI Collection
CT, KS, ME, MS, NJ, VA NY, TX
20 States: 13 States:

Physical Activity

(min requirement)

AZ, CO, CT, HI, IL, 1A, KS, KY, LA,
ME, MD, MI, MN, MO, NJ, NY,

AR, KS, CA, FL, MS, NV* NH,
NM, ND, OK, OR, PA*, RI, TX

OH, TN, VA, WA
) ) 2 States: 4 States:
Type Il Diabetes Screening
IN and VA OK, RI, SD, TN
5 States:
o 1 State:
Wellness Policies FL, MA, MN, OH, WA
MS
; - Restric 10 States: 4 States:
rans Fat Restrictions
FL, IN, ME, MA, MS, MO, NY, CA, NJ, NC, OR

OH, TN, VI

b A
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The Massachusetts Health Policy Forum
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