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ABSTRACT

Childhood obesity is a major public health crisis. Obese children are at risk for
developing chronic diseases and are more likely to become obese adults. Despite efforts
to decrease the number of obese children, the rate has more than tripled since the 1980s.
Since childhood obesity is multifactorial, any person involved in caring for a child
outside of the home can have an impact on the child’s life helping to minimize risk
factors, such as poor nutrition, which is known to contribute to obesity. Purpose: The
purpose of the project was to 1) assess ECE providers’ understanding of national
childhood nutrition guidelines in relation to whether or not they participate in the STARS
to Quality program or the CACFP; 2) create and provide childhood nutrition education to
ECE providers with the objective to reinforce or increase knowledge on childhood
nutrition and the important role of the ECE provider to deliver sound nutrition; and 3) to
evaluate the effectiveness and sustainability of the education tool in increasing ECE
provider knowledge of national childhood nutrition guidelines. Methods: Licensed ECE
programs in the State of Montana completed a demographic survey, pre-test, educational
video viewing, and posttest regarding childhood nutrition recommendation guidelines.
The project was developed using the National Dietary Guidelines for all Americans and
the Child and Adult Care Food Program recommendations for reimbursable meals. Pre
and posttest scores were compared and analyzed. Evaluation: Overall, there was an
11.5% improvement in correct answers from the pretest to the posttest indicating that
viewing of the educational tool was successful in increasing knowledge. Discussion: The
use of a guideline based educational tool for ECE programs has the potential to increase
caregiver knowledge regarding childhood nutrition recommendations and contribute to
prevention efforts concerning childhood obesity.
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CHAPTER ONE

INTRODUCTION

Background

Childhood obesity is a major public health crisis worldwide that has become a
priority for government and researchers (Ali, Ali, Suhail, Tikmani, & Bano, 2016).
Obesity carries with it a burden that can last a lifetime including increased risk for
cardiovascular disease, increased risk for developing type 2 diabetes mellitus (DM),
respiratory conditions such as asthma or sleep apnea, and fatty liver disease (Ali et al.,
2016; Center for Disease Control and Prevention [CDC], 2016). Childhood obesity is
defined as a body mass index (BMI) at or above the 95™ percentile for children of the
same age and sex (CDC, 2016). The CDC and Health Resources and Services
Administration (HRSA) characterize childhood obesity as a complex, multifactorial
disease influenced by genetics, behavior, environment, and public policy decisions that
have interfered with a person’s ability to obtain safe and convenient functional fitness
(CDC, 2016; HRSA, 2018). Researchers have attempted to identify causes of the
childhood obesity epidemic and develop interventions to address this problem.
Regardless of these efforts, the number of obese children continues to rise.

“It is easier and more effective to prevent overweight and obesity during early
childhood than to reverse trends later in life” (Robert Wood Johnson Foundation [RWJF],
2018, para 2). The State of Obesity (2018) focuses on nine public policies, in place across

the nation, intended to improve access to healthy food, increase physical activity in early
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childhood education (ECE) settings, and prevent overweight and obesity (RWJF, 2018).
Although these policies exist, not every state requires licensed ECE programs to follow
every policy. In Montana, there are regulations requiring licensed ECE programs to allow
or encourage onsite breastfeeding, make drinking water available to children, have
healthy eating policies, and have time for daily physical activity (RWJF, 2018). Montana
also has ECE licensing laws related to the Child and Adult Care Food Program (CACFP),
which automatically update when the CACFP guidelines change (RWJF, 2018).
However, providing meals and snacks that meet dietary guidelines, is not among the
requirements for ECE programs in Montana to follow (RWJF, 2018).

In an attempt to continuously improve ECE in Montana, the Montana Department
of Public Health and Human Services (DPHHS), has developed the Best Beginnings
STARS to Quality Program (DPHHS, n.d.). This program is a voluntary quality rating
improvement system “that aligns quality indicators with support and incentives for early
childhood programs and early childhood professionals” (DPHHS, n.d., para. 2). There are
five STAR levels (1-5) as well as a pre-STAR level for those just beginning participation
in the program. Criteria at each level builds upon the previous level(s) and a program
must demonstrate that they are meeting all criteria at any given level to achieve and
maintain that level. As a member of the STARS to Quality Program, ECE programs are
required to participate in the CACFP (DPHHS, n.d.). The CACFP is a federally funded
program that assures the nutritional quality of meals and snacks served to children by
following such requirements as: 1) offering a wide variety of nutritious foods, 2) using

fresh and locally grown foods when possible, 3) serving meals that follow United States
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Department of Agriculture (USDA) dietary guidelines, 4) serving meals family style, 5)
serving milk with all meals for children one year of age or older, 6) supporting
breastfeeding or the use of breast milk for infants, and 7) serving iron-fortified infant
formula (DPHHS, n.d.). The STARS to Quality Program provides training and education
to ECE providers on how to properly abide by and follow the CACFP guidelines
(DPHHS, n.d.). Licensed ECE programs that are not members of the STARS to Quality
Program or do not voluntarily participate in the CACFP, are encouraged, but not required
to follow national dietary guidelines. When applying for a childcare license, the licensee
receives a one-page summary of dietary recommendations but no additional training
regarding childhood nutrition. This leaves the door open for any type, combination, and

quantity of food to be served.

Significance of the Problem

Childhood obesity rates have more than tripled since the 1980’s (CDC, 2016). In
2015-2016, the overall prevalence of obesity in children age two to 19 years was 18.5%
(CDC, 2016). Decreasing childhood obesity rates is advantageous for many reasons.
Obese children have a higher risk of developing chronic health problems such as
hypertension, hyperlipidemia, impaired glucose tolerance/insulin resistance, asthma, fatty
liver disease, gallstones, and or gastro-esophageal reflux during childhood (CDC, 2016).
As these children age, their chronic health problems may take on more severe forms
including cardiovascular disease, type 2 DM, sleep apnea, and cancer (CDC, 2016).

Obese children have a significant impact on healthcare utilization including more visits to
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general practitioners, inpatient stays, and mental health concerns (Doherty, Queally,
Cullinan, & Gillespie, 2017). In fact, childhood obesity is estimated to cost the United
States $14 billion dollars annually in direct health expenses (RWJF, 2018). Decreasing
childhood obesity rates may lead to a decreased adult obesity rate, less severe forms of
chronic diseases, and reduced healthcare costs.

Although national obesity rates remain high, data from the Special Supplemental
Nutrition Program for Women, Infants and Children (WIC) “show a statistically
significant decrease in obesity among 2- to 4-year-old children who were enrolled in
WIC, from 15.9% in 2010 to 14.5% in 2014” (RWJF, 2018, para 2). In Montana, the rate
of childhood obesity among WIC participants is 12.5% compared to 14.5% nationally
(RWJF, 2018). However, the overall rate of childhood obesity in Montana increased from
11.1% in 2003 to 11.8% in 2007 and to 14.3% in 2011 (National Conference of State
Legislatures [NCSL], 2014). The CACFP meal program, which follows the Dietary
Guidelines for Americans and National Academy of Medicine recommendations, aligns
with the WIC program guidelines for nutrition (United States Department of Agriculture
[USDA], n.d.). WIC programs have successfully reduced the rate of childhood obesity
across the nation, which offers support that the CACFP, if implemented properly by ECE
programs, could have a similar effect on reduction of childhood obesity rates in non-WIC
participants (Liping et al., 2016). Approximately 30% of licensed ECE providers across
the state of Montana participate in the STARS to Quality program (L. Lee, personal
communication, July 2, 2018). Through participation in the STARS to Quality program,

childcare providers receive the support and training necessary to properly implement the
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CACFP recommendations. By participating in this program, ECE programs are required
to offer the same nutritional guidelines as WIC programs in which studies have shown a
decrease in childhood obesity (Liping et al., 2016). Participation of Montana ECE
programs in the STARS to Quality program has the potential to support childhood
obesity rates remaining below the national average and continuing to decrease. Childhood
obesity is multifactorial (CDC, 2016). Involving caregivers outside the home can impact
a child’s life and help to minimize risk factors known to be associated with childhood

obesity, especially nutrition.

Problem and Purpose Statement

Enrollment in the voluntary Montana STARS to Quality program, which requires
adherence to the national childhood nutrition guidelines, or participation in the CACFP
has the potential to decrease the state’s childhood obesity rates (Liping et al., 2016).
Oversight of the STARS to Quality program participants by the State of Montana occurs
at a minimum of every three years and the propensity for providers to always follow the
nutrition recommendations and the provider’s working knowledge of these
recommendations is unknown (L. Lee, personal communication, July 2, 2018). Licensed
ECE providers in Montana are not required to participate in the STARS to Quality
program or in the CACFP and do not receive the additional nutrition education or
benefits of more frequent state inspection. Some Montana ECE facilities are not
inspected within five years of their previous inspection (Montana Legislative Audit

Division, 2011). The purpose of this DNP scholarly project is to 1) assess ECE providers’
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understanding of national childhood nutrition guidelines and whether or not they
participate in the STARS to Quality program or the CACFP; 2) create and provide
childhood nutrition education to ECE providers with the objective to reinforce or increase
knowledge on childhood nutrition and the important role of the ECE provider to deliver
sound nutrition; and 3) to evaluate the effectiveness and sustainability of the education

tool in increasing ECE provider knowledge of national childhood nutrition guidelines.
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CHAPTER TWO

REVIEW OF LITERATURE

Introduction

The literary search focused on childhood nutrition, the effect of teacher education
on preventing childhood obesity, and the role of ECE programs in preventing childhood
obesity. The body of evidence on childhood nutrition and specific guidelines on the
importance of nutrition and its role in preventing childhood obesity is vast. Although
limited, there is evidence to suggest a positive association between caregiver or teacher
education and lower obesity rates. Finally, there is conflicting evidence regarding the role
of ECE programs and whether or not they provide a protective effect against childhood

obesity.

Search Methods

Databases

A comprehensive literature search was conducted by consulting multiple online
research databases including CINAHL, Cochrane Library, UpToDate, PubMed, National
Guideline Clearinghouse, and MedlinePlus. Limitations were set on the year of
publication, restricting the search to research conducted with in the last ten years. All
articles were published in English. A total of 40 studies were evaluated and found to be

relevant to the identified problem.



Search Terms

Key words used for the literature search included: childhood obesity; childhood
overweight; childhood nutrition; daycare; childcare centers; preschool; childhood obesity
prevention. After thorough investigation of these search terms, the search was expanded

to include: teacher education and nutrition education.

Evidence Reviewed

Childhood Nutrition

Evidence suggests that healthy eating patterns, throughout all stages of life, can
help people achieve and maintain good health with an added benefit of reducing the risk
of developing chronic diseases (U.S. Department of Health and Human Services [HHS]
& U.S. Department of Agriculture [USDA], 2015). Children in ECE programs do not
have a choice as to what types of foods are prepared for them, therefore it is imperative
that those individuals providing and serving food are knowledgeable in nutrition and
follow national nutrition recommendations. The 8" edition of Dietary Guidelines for
Americans developed by the HHS and the USDA outlines five guidelines by which all
Americans should abide, including young children, to stay healthy and prevent the
development of chronic diseases. The guidelines include 1) follow healthy eating pattern
across the lifespan; 2) focus on variety, nutrient density, and amount; 3) limit calories
from added sugars and saturated fats and reduce sodium intake; 4) shift to healthier food
and beverage choices; and 5) support healthy eating patterns for all” (HHS & USDA,

2015, p. xii).
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Adherence to the national guidelines is associated with a reduced risk of

cardiovascular disease, type 2 diabetes, overweight, and obesity (HHS & USDA, 2015).
As part of these guidelines, the HHS and USDA (2015) recommend increasing children’s
fruit and vegetable consumption; consuming whole grains, dairy, and protein; consuming
but limiting healthy fat intake; as well as maintaining calorie balance to “support normal
growth and development without promoting excess weight gain (p. 20). These elements
of a healthy eating pattern are found in the CACFP guidelines and the recommendations
made to ECE programs participating in the Montana STARS to Quality program.

Obesity surveillance among children and families participating in WIC has shown
promising results in decreasing rates of obesity. Liping et al. (2016) studied obesity rates
among WIC participants in 2000 (14.0%), 2004 (15.5%), 2010 (15.9%), and 2014
(14.9%) and discovered a statistically significant decline in obesity rates in 2014 after
peaking in 2010. WIC programs provide nutrition education, for eligible participants,
which aligns with the Dietary Guidelines for Americans and encourages fresh fruits and
vegetables, whole grains, dairy, various forms of protein, and healthy fat options (Liping
et al., 2016). Although the results of this study are promising, generalizability is lacking
because the study only focuses on low income families participating in WIC.
Furthermore, Liping et al. (2016) reports that other factors such as national obesity

initiatives may also be contributing to the decline in childhood obesity.

Teacher Education in Preventing Childhood Obesity

A literature search regarding teacher knowledge and education concerning

childhood nutrition and its effect on childhood obesity, in children five years of age and
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younger, revealed four studies showing a positive relationship between teacher education
and healthier nutrition environments (Molloy, Kearney, Hayes, Slattery, & Corish, 2013;
Esquivel et al., 2016; Hodder et al., 2018; Natale, Lopez-Mitnik, Uhlhorn, Asfour &
Messiah, 2014). A study conducted in full-day-care preschools showed a significant
improvement (p<0.05) in nutrition and health related practice after the delivery of a
nutrition and health intervention to managers and staff (Molloy et al., 2013). Esquivel et
al. (2016) examined the influence of teachers’ personal health behaviors on childhood
nutrition. Using a seven month long multi-component intervention consisting of policy
changes to food served and service style, initiatives for employee wellness, classroom
activities promoting physical activity and healthy eating, and training and technical
assistance, teachers placed a higher priority on childhood nutrition, especially related to
foods offered in the classroom, than they did before the intervention (Esquivel et al.,
2016). A systematic Cochrane review revealed that multicomponent interventions
including nutrition education and food environment changes, may lead to a small increase
in child fruit and vegetable consumption (SMD 0.35, 95% CI 0.04 to 0.66), which is
associated with a reduced risk of developing chronic diseases (Hodder et al., 2018). The
evidence from this review is of low quality, future research is likely to change the
conclusion, and more research and rigorous methods are needed to advance the field
(Hodder et al., 2018). Finally, a study examining the effect of an early childhood obesity
prevention program, which included nutrition education for ECE facility teachers,
showed that children assigned to the intervention group had less BMI increase with 97%

of children maintaining normal weight, and 4% of the children that were overweight at
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baseline being normal weight twelve months post intervention (Natale et al., 2014).
According to the authors, children in the intervention group ate more fresh fruits and
vegetables, drank less juice and more milk, and ate less junk food than those children in
the control group. Although the number of studies examining ECE teacher nutrition
education and its effect on childhood obesity is limited, the positive effects demonstrated

in these studies illustrate a promising area of early childhood obesity prevention research.

ECE Programs and Childhood Obesity

A literature search regarding childcare and the effect it has on childhood weight
yielded mixed results. Four studies showed a positive association between childcare,
regardless of type, and childhood obesity (Benjamin et al., 2009; Gubbels et al., 2010;
Pearce et al., 2010; Scully et al., 2017). Four studies revealed a negative association
between childcare and childhood obesity (Koleilat et al., 2012; Lumeng et al., 2015;
Maher, Li, Carter, & Johnson 2008; Swyden, Sisson, Lora, Castle, & Copeland, 2017).
There are inconsistencies across studies in terms of the type of childcare evaluated (i.e.
center care, care by family or friend, informal care in someone else’s home), how
anthropometric data were gathered, as well as a lack of data regarding breastfeeding
duration, smoking during pregnancy, physical activity, and other factors which are known
to be related to obesity (Koleilat et al., 2012). Generalizability is lacking for two reasons.
First, research samples included a disproportionate number of persons of Hispanic
descent, mothers with high education levels, and persons with high family income
(Koleilat et al., 2012; Gubbels et al., 2010; Benjamin, et al., 2009). Second, researchers

investigating Head Start programs reported that participation in the study by each
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program was voluntary therefore, facilities that elected to participate may have had a
greater focus on health (Lumeng, et al., 2015).

Although weaknesses were identified in the reviewed studies, strengths were also
identified. Each study had large sample sizes (n=273-43,748) and had specific inclusion
and exclusion criteria (Benjamin et at., 2009; Gubbels et al., 2010; Koleilat et al., 2012;
Lumeng et al., 2015; Mabher et al., 2008; Scully et al., 2017; Swyden et al., 2017; Pearce
et al., 2010;). Researchers from all eight studies reported that the results were consistent
with previous findings. More research is needed on this topic as the current evidence does

not definitively indicate that childcare does or does not affect childhood weight.

Theoretical Underpinning

Introduction

The development of a scholarly doctoral nursing project requires the integration
and use of nursing theory along with past research and current clinical practice to guide
the project (Bonnel & Smith, 2018). Certain criteria such as scope, context, and
usefulness can be used to evaluate the appropriateness of nursing theories before
choosing a suitable option (Bonnel & Smith, 2018). The desired outcome for this
scholarly DNP project was to reinforce or increase ECE providers knowledge about
childhood nutrition guidelines. With this end goal in mind and through the use of specific
criteria assessing nursing theories, the Health Promotion Model (HPM) was selected for
this project. The HPM, authored by Nola Pender in 1982, defines health as a positive

dynamic state rather than just the absence of disease (Pender, Murdaugh & Parsons,
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2015). The HPM aims to increase a patient’s well-being while looking at the
multidimensional nature of people as they interact with their environment (Pender et al.,

2015).

Rationale

Numerous nursing theories were thoroughly examined using specific criteria
before the appropriate theory was chosen. Initially, many theories were ruled out based
on the fact that they did not include the concepts of the clinical project, therefore were
not useful (Bonnel & Smith, 2018). Next, the scope was considered and a mid-range
theory was selected as a mid-range theory has less abstraction, a more limited scope, and
addresses specific concepts (Meleis, 2012). Finally, the context of nursing theories was
examined to find one that was consistent with the health promotion focus of this project

(Bonnel & Smith, 2018).

Chosen Theory Components

Pender believed that a person actively participating in health promoting behaviors
should have improved health, enhanced functional ability, and a better quality of life
through all developmental stages (Pender et al., 2015). A total of fourteen theoretical
statements are derived from the HPM and although the majority of them could be directly
apply to this project, two are emphasized for their relevancy to this scholarly project: 1)
families, peers, and health care providers are important sources of interpersonal influence
that can increase or decrease commitment to and engagement in health-promoting

behavior and 2) situational influences in the external environment can increase or
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decrease commitment to or participation in health-promoting behavior (Pender et al.,
2015).

First, the assertion that families, peers, and health care providers are important
sources of interpersonal influence that can increase or decrease commitment to and
engagement in health-promoting behavior directly applies to this DNP project (Pender et
al., 2015). According to the Organization for Economic Co-operation and Development
(OECD), over 80% of 3- and 4-year-olds in developed countries attend ECE programs
(Gerritsen, 2016). Children in these facilities spend a considerable portion of their daily
time in this setting, making them an important place where nutrition education and
healthy behaviors can be taught and modeled by their caregivers (Pender et al., 2015).
According to Smaeroff (2009), children model the behavior exhibited by their
interpersonal relationships. When childcare providers model health promoting behaviors,
by adhering to national nutritional guidelines such as serving and consuming healthier
foods, that behavior is viewed and modeled by the children in their care. In addition,
children that see other children participating in these behaviors are likely to participate as
well because children also model the behavior of their peers (Smaeroff, 2009). These
actions by childcare providers can increase a child’s engagement in health-promoting
behaviors and in turn help to decrease childhood obesity rates.

The second theoretical assertion that situational influences in the external
environment can increase or decrease commitment to or participation in health-promoting
behavior applies to this project because according to Pender (2015), “situations may

directly affect behaviors by presenting an environment ‘loaded’ with cues that trigger
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action” (p. 39). The situational influence in the case of ECE facilities relates to the
characteristics of the environment in which the behavior is to take place (Pender et al.,
2015). For example, an ECE facility that portrays a healthy nutritional environment,
through teachers promoting healthy food choices and offering healthy foods to the
children, creates a demand for healthy nutrition behaviors by the teachers as well as the
children. In addition, these situational influences “enforce commitment to health actions”
(Pender et al., 2015, p. 39). Whether modeling behavior or through situational influences,
teachers in ECE facilities have a significant influence on the behavior of the children in

their care.
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CHAPTER 3

IMPLEMENTATION PLAN

Introduction

As a doctorally prepared advanced practice registered nurse, a scholarly project
affords the opportunity to address population health issues and improve public health for
a population subset (Bonnel & Smith, 2018). Through collaboration with the State of
Montana Department of Public Health and Human Services (DPHHS), this project
addressed the growing problem of childhood obesity. This project assessed the current
knowledge of ECE providers in the realm of childhood nutrition, provided education
regarding childhood nutrition, and measured post intervention knowledge. The goal of
this project was to educate ECE providers regarding recommended childhood nutrition
guidelines as well as the important role they play in developing lifelong healthy nutrition
habits for the children in their care, which in turn, may help to decrease the rate of

childhood obesity.

Ethical Issues and Human Rights

Montana State University Institutional Review Board (IRB) was consulted on the
ethical and human rights issues of this project. University IRB approval (Appendix A)
was obtained along with permission to work with ECE facilities in Montana from
Montana DPHHS. There was no access to any personal identifiable information. The data

was collected via Qualtrics, an online research software program. After data analysis was
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complete, it was exported from the program and will be stored by the author for 10 years
after which time it will be deleted. Participation in the survey and intervention was
voluntary. Participated were appraised of identifiable risks associated with this project

which included sharing personal or professional information in a questionnaire.

Sample and Setting

A convenience sample was used for this project. Through communication with the
CACFP program manager for the state of Montana, a subset of the state’s more than 800
licensed ECE facilities were identified and invited to participate in the project. These 146
facilities were selected by the state agency because permanent agreements are in place

requiring these facilities to participate in the CACFP.

Procedure

Identified licensed ECE facilities received an email regarding the project including
a link to access the survey and educational intervention. Per the request of DPHHS, an
email link to the project was sent to the CACFP program manager who forwarded the
email on to the selected facilities. This approach was taken with the intent to foster a
greater response from ECE providers because of the established relationship that DPHHS
already has with these facilities.

Once the project was distributed via email, access to it was available to participants
for four weeks. Two weeks after the initial email was sent, a reminder email was

forwarded to all of the 146 facilities that received the initial invitation. After being
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available for four weeks, the email link was no longer active, resulting in no more

participants being able to access the project.

Instruments and Analysis

Instruments

Using the software program Qualtrics, a demographic survey, pretest, educational
video, and posttest were developed. Informed consent was embedded into the project
information and completion of this portion confirmed the participant’s voluntary
enrollment in the project and consent to participate. The demographic survey consisted of
questions to better understand who was completing the project including: 1) how long the
participant had been a childcare provider, 2) highest level of education completed, 3) age,
4) gender, 5) number of children cared for, 6) participation in the CACFP, 7)
participation in the STARS to Quality program, and 8) current STAR level (Appendix B).

Following completion of the demographic survey, participants completed a 15-
question pretest to assess their current knowledge of the National Dietary Guidelines and
the CACFP recommendations for a reimbursable meal. These questions followed the
recommended guidelines and included knowledge on calorie recommendations, meal
components, serving sizes, appropriate meal substitutes, and best practice
recommendations (Appendix C). Next, participants were directed to a 12-minute video,
developed and produced by the author, which discussed the topics addressed in the
pretest along with other recommendations from the guidelines and explored childhood

obesity, nutrition, and the role the provider plays in a child’s development. After viewing
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the video, participants were asked to complete the posttest which consisted of the same
15 questions that were answered during the pretest. These questions reassessed the
participant’s knowledge so that the effect of the educational intervention could be
measured. In order to evaluate the intervention’s impact, participants were asked if the
information was helpful and if the knowledge gained could be immediately applied to
their job (Appendix D). Finally, participants were provided with links to access more
information regarding the CACFP guidelines, the National Dietary guidelines, and the
Best Beginnings STARS to Quality program (Appendix D). Completion of the project in

its entirety was expected to take participants no more than 30 minutes.

Analysis

This DNP project used descriptive statistics and quantitative data and methods to
meet the purpose of the project. The data was analyzed for trends and variability. This
information was used to inform recommendations for practice and future evidence-based

work on childhood obesity.
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CHAPTER 4

EVALUATION OF IMPLEMENTATION PLAN

Sample Characteristics

A total of 51 participants consented to partake in the project resulting in a
response rate of 34%. All participants were female with the exception of one male. The
age of participants varied with 4% (n=2) being 18-24 years, 11.7% (n=6) being 25-34
years, 33.3% (n=17) being 35-44 years, 17.6% (n=9) being 45-54 years, and 33.3%
(n=17) being 55 years or older. More than half of the participants (n=30) hold a
bachelor’s degree and 10 participants have a graduate degree. Two participants have a 2-
year degree, five have attended some college, and three hold a high school diploma or
GED as their highest level of education. Seventy-eight percent of respondents (n=40)
have been providing care to children, in a capacity in which they are earning money, for
five years or more, seven for 2-5 years (14%), two for 1-2 years (4%), and two for less
than one year (4%). The number of children being cared for in the responding facilities
ranges from less than six children (n=5), 7-12 children (n=2), or more than 13 children
(n=44). The CACFP program is followed in 100% of the facilities that responded and 32
(62.7%) of them also participate in the STARS to Quality program (pre-star n=6, 1-star

n=7, 2-star n=8, 3-star n=8, 4-star n=3, 5-star n=0).
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Pre-test and Post-test Characteristics

Participants were not required to answer every question, nor were they required to
complete the project in its entirety. Therefore, the number of respondents to each
question varied from 41-48 responses during the pre-test and 34-36 responses during the
posttest. The National Dietary Guidelines developed by the HHS and the USDA are
considered the go-to source for nutrition advice. These guidelines are intended to help
individuals improve and maintain overall health, reduce the risk of chronic disease, and
prevent disease (HHS & USDA, 2015). For question number one, participants were
asked, in an answer all that apply format, the intent of these guidelines. Table 1 presents
the breakdown of correct responses. While the majority of respondents during the pre and
posttest correctly answered that the guidelines are intended to help individuals improve
and maintain overall health (n=47, n=36), fewer knew that they also reduce the risk of
chronic disease (n=29, n=24) and even fewer still knew that they help prevent disease

(n=22, n=19).

Table 1

Breakdown of respondent’s answers to question 1

Response options Pretest Posttest
Help individuals improve 47 36
and maintain overall
health
Reduce the risk of 29 24
chronic disease
Prevent disease 22 19

Treat disease 4 2
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The remaining 14 questions were asked in a multiple choice or true/false format
with only one correct answer. Table 2 displays the number of respondents, the number of
respondents who answered correctly, and the percentage of correct answers for each
question during the pre-test and posttest. In addition, the percentage difference, of correct

answers between the pre and posttest, is presented.

Table 2

Breakdown of correct answers by question for questions 2-15

Question Pretest Pretest  Percentage Posttest Posttest ~ Percentage Percent
number number of  number correct number of number correct difference
respondents  correct respondents  correct

2 48 46 95.83 36 36 100.00 4.17
3 48 46 95.83 36 35 97.22 1.39
4 47 14 29.79 36 20 55.56 25.77
5 42 38 90.48 34 30 88.24 -2.24
6 41 12 29.27 35 27 77.14 47.87
7 41 36 87.80 34 33 97.06 9.26
8 42 19 45.24 35 18 51.43 6.19
9 42 26 61.90 34 27 79.41 17.51
10 42 34 80.95 35 30 85.71 4.76
11 42 25 59.52 35 21 60.00 0.48
12 42 16 38.10 35 22 62.86 24.76
13 41 38 92.68 34 34 100.00 7.32
14 41 29 70.73 34 29 85.29 14.56
15 41 41 100.00 34 34 100.00 0.00

Respondents had difficulty selecting the recommended calorie requirements for a
moderately active two-year-old male (question 4) both before and after the educational
intervention. The correct number of calories for this demographic is 1,000 calories. In the
pretest, the majority of respondents (n=28, 59.6%) indicated that more calories, either
1,400 or 1,600 was the correct answer while five (10.6%) selected 500 calories as correct.

After viewing the educational intervention, the majority of respondents (n=20, 55.56%)
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were able to select the correct amount but fifteen people (41.67%) still thought the
requirements were higher, selecting either 1,400 or 1,600 calories and one person
indicated that 500 calories was correct.

A question regarding recommended serving sizes of fruits and vegetables
(question 8) appeared to be the most difficult to answer even after viewing the
educational tool. The CACFP guidelines indicate that ¥ cup of fruit and ¥ cup of
vegetable must be served with lunch and supper. During the pretest, 22 respondents
selected larger serving sizes of either % cup of fruit and ¥z cup of vegetable (n=21, 50%)
or 1 cup of fruit and 1 cup of vegetable (n=1, 2.4%) as being correct. Although the
percentage of respondents that answered this question correctly during the posttests
increased from 45.24% to 51.43% almost half (n=17, 48.57%) still thought the serving
size was larger selecting ¥ cup fruit and %2 cup vegetable as the correct answer.

Other questions that proved to be particularly difficult for respondents included
the fact that whole grain-rich food should be served at every meal. During the pretest,
59.52% of respondents indicated this to be true while 60% indicated this during the
posttest. The maximum amount of total sugar allowed for a 6-ounce serving of yogurt is
23 grams (question 12). The majority of respondents during the pretest selected fewer
grams of sugar, either 11 grams (n=8) or 6 grams (n=18), than is recommended, as the
correct answer. During the posttest, a higher percentage of respondents answered
correctly (62.86%) but 13 (37.14%) still thought 11 grams (n=3) or six grams (n=10) was

correct.
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Question 5, regarding components to be served during breakfast, was answered
correctly by more people during the pretest than during the posttest. All other questions
were either answered equally correct or more correct during the posttest than during the
pretest. One question in particular had a very large increase in correct answers from the
pretest to the posttest with a 47.87% increase. This question had to do with the serving
size of granola for breakfast. During the pretest, the majority of respondents indicated
that the serving size is larger than the recommended 1/8 cup selecting %2 cup or % cup as
the correct answer. However, after viewing the educational tool, 77.14% (n=27) correctly
identified the serving size to be 1/8 cup, while only 17.14% (n=6) selected ¥ cup and

5.71% (n=2) selected % cup.

Impact Questions Characteristics

Thirty-five respondents answered the impact questions regarding whether or not
the information was helpful and if it could be immediately applied to their job. The
majority (n=32, 91.4%) indicated that the information was helpful and three (8.6%)
indicated that they did not find the information to be helpful. The majority of respondents
(n=33, 94.3%) also signified that the knowledge gained from the education tool could be
immediately applied to their current job while two (5.7%) did not find it to be applicable

to their current job.
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Summary

The average percentage of correct answers during the pretest was 69.87% ranging
from a low of 29.27% to one question being answered correctly by 100% of respondents.
This average percentage increased during the posttest to 81.42%. The lowest percentage
of correct answers during the posttest was 51.43% and three questions were answered

correctly by 100% of respondents.
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CHAPTER 5

DISCUSSION AND IMPLICATIONS FOR PRACTICE

The use of a guideline based educational tool for ECE programs has the potential
to increase caregiver knowledge regarding childhood nutrition recommendations and
contribute to prevention efforts concerning childhood obesity. The participant’s in this
project are member facilities that have a permanent agreement in place with the State of
Montana to continuously participate in the CACFP program. The variability in answers
during the pretest directs a need for more education regarding childhood nutrition
recommendations as required by the CACFP program. The increase in correct responses
after viewing the educational tool, as evidenced by the posttest, indicates an increase in
knowledge regarding the recommendations. Furthermore, respondents indicated that they
found the information to be helpful and that they could immediately apply the knowledge
that they gained to their current job. These outcomes demonstrate that the purpose of this
project, to assess ECE providers’ current knowledge of childhood nutrition
recommendations and guidelines, provide education to reinforce or improve knowledge
regarding this topic, and evaluate the effectiveness of the educational tool, was

successful.

Comparison to the Literature

This project contributes to the literature examining the role of caregiver

knowledge concerning childhood nutrition and its positive effect on childhood obesity
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risk. Through proper knowledge and administration of the CACFP guidelines, elements
of a healthy eating pattern including 1) consuming fruits, vegetables, whole grains, dairy,
and protein while 2) maintaining calorie balance, supports growth and development
without excess weight gain (HHS & USDA, 2015). Following these guidelines also
supports the possibility of a decline in childhood obesity rates as observed by Liping et
al. (2016) and in Montana, the possibility for childhood obesity rates to remain below the
national average.

During the authors evaluation of this project, new evidence-based
recommendations for parents, caregivers, health professionals and policymakers
regarding what young kids should drink and avoid has been published. The RWJF funded
Healthy Eating Research, an unprecedented collaboration of experts from the American
Academy of Pediatrics, Academy of Nutrition and Dietetics, the American Heart
Association, and the American Academy of Pediatric Dentistry (Story & Kauh, 2019).
The recommended guidelines, designed for children from birth to age five, are intended
to “help set children on the path of healthy growth and development” (Story & Kauh,
2019, para. 3). They include 1) 0-6 months: only breast milk or formula; 2) 6-12 months:
in addition to breastmilk or formula, a small amount of drinking water (4-80z per day)
once solid foods are introduced; 3) 12-24 months: add whole milk (2-3 cups per day),
continue with some plain drinking water (1-4 cups per day), and a small amount (40z per
day) of 100% fruit juice; 4) 2-3 years: 1-4 cups of water, plain fat free or low fat milk (2
cups per day), and 4oz of 100% fruit juice per day; 5) 4-5 years: 1.5-5 cups of water,

plain fat free or low fat milk (2.5 cups per day), and 4-60z of 100% juice per day.
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Reducing the pattern of sugary drink consumption, the number one source of added sugar
in a child’s diet, by following the recommendations, may decrease the risk of obesity

(Malik, Popkin, Bray, Despres, & Hu, 2010).

Recommendations for DNP Practice

Practicing healthy eating behaviors during childhood has the potential to reduce a
person’s risk for developing chronic disease, reduce health care costs, and reduce the risk
of obesity. As a doctorally prepared advance practice nurse, it is important to use
evidence to influence and support public policy decisions made regarding access to
healthy food and preventing overweight and obesity. In Montana, ECE facilities have
regulations requiring the use of a healthy eating policy, but providing meals and snacks
that meet dietary guidelines is not part of that policy (RWJF, 2018). Furthermore,
facilities are not inspected on a regular basis to make sure that these policies are being
followed. Participation in the CACFP or Best Beginnings STARS to Quality by ECE
facilities, two programs that provide guideline-based nutrition education and regular
oversite, is voluntary. By requiring all licensed ECE facilities to participate in the
CACFP, nutritional quality of food being served to children in ECE facilities could be
more closely monitored, meet nutritional guidelines, and support a reduction in childhood
obesity rates. Advocacy regarding ECE licensing requirements and support for the
recommendation that all licensed ECE be required to participate in the CACFP provides
evidence of the doctoral competency necessary for population health outcome

improvement (Appendix E).
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Strengths

There were numerous strengths of the project. First, individual responses before
and after the educational video could be matched allowing for statistical analysis,
regarding changes in responses after viewing the intervention, to be completed. By
linking these two sources of information, future effort can be based on what knowledge
was not known prior to the intervention and strategies to improve that knowledge.

The sustainability of this project for the Montana CACFP program is also a
strength. As CACFP guidelines and National Dietary Guidelines change, the educational
video can be updated to reflect those changes with minimal time required. As a student,
the author had access to the software program Qualtrics, free of charge, which usually
requires an annual fee to access. However, due to the video being created in YouTube, the
demographic questions, and pre/posttest being created by the author, and all of the project
elements being handed over to the Montana CACFP program manager, the project could
be recreated with minimal effort in any online research platform available. A one-page
primer emphasizing the areas that had the lowest scores was developed and supplied to
the Montana CACFP program for use in the future as they see fit (Appendix E). This

document can also be easily changed and updated as guidelines change.

Limitations

Several limitations may affect the validity of this project. First, the pre and
posttest and educational video were developed by the author. Although the National

Dietary Guidelines and CACFP recommendation were followed, there was no validity or
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reliability testing of the tool. Furthermore, the sample was a convenience sample and not
completely random as the participants that received the invitation have permanent
agreements with the State of Montana to participate in the CACFP. There is also a risk
for response bias as the link for the project came directly from the CACFP program
manager. Finally, there is no way to tell if the person completing the project is involved
in the meal planning and serving of food to children at the facility so whether or not their

knowledge is being applied or not is uncertain.

Recommendations for Next Steps

This project assessed the current knowledge of ECE providers who have
permanent agreements with the State of Montana to participate in the CACFP. Some of
the facilities also participate in the Best Beginning STARS to Quality program which
provides additional nutrition education. The variability in responses from this group
indicates that the recommendations are not well understood or retained by everyone.
Future evidence-based work should focus on a quality improvement effort to determine
the reason for the variability in answers from groups who receive the same nutrition
education as well as an assessment of childhood nutrition recommendation knowledge in
non-CACFP or STARS to Quality participating facilities. An effort should be made to
improve the knowledge of non-CACFP or STARS to Quality participating facilities as
they do not receive the additional nutrition education that these programs offer and may

be unsure of or unaware of the childhood nutrition recommendation guidelines.
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A recommendation for the State of Montana to help facilitate ECE providers in
providing the correct serving sizes to children, is to consider providing a standardized set
of measuring utensils to all ECE facilities. These utensils could be color coded or labeled
for each food group and used when preparing plates at meal time. This would take the
guess work out of how much 1/8 of a cup of granola is or what constitutes % cup of fruit

or vegetables as one scoop would indicate the correct serving size.

DNP Competencies

DNP prepared advanced practice nurses are expected to integrate nursing science
and theory as well as psychosocial elements as a foundation for nursing practice. With
this essential in mind, elements of the Health Promotion Model were used as a guide for
the project including the effect of situational and personal influences on health behaviors.
Furthermore, the DNP student was able to interpret and apply knowledge from
informatics to evaluate outcomes as well as assess epidemiological, occupational, and
organizational forces in the implementation and evaluation of population health. Finally,
through collaboration with the State of Montana CACFP program, the DNP student
demonstrated leadership and effective communication in intra-professional relationships,
to improve outcomes for a specific population.

Practicing preventative primary health care provides direct benefits to individuals
and the healthcare system as a whole. In 2017, the federal government spent $3.5 trillion
on healthcare and the average annual rate at which health expenditures are expected to

grow is 5.5%, reaching $6 trillion by 2027 (Centers for Medicare and Medicaid Services
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[CMS], 2019). Health promotion, through weight management, is a prevention strategy
that can lower a person’s risk for developing weight related disease such as
cardiovascular disease, diabetes, certain cancers, and hypertension, all diseases which are
some of the most expensive diseases and health conditions to treat (CMS. 2019). Obese
children are at higher risk for developing these conditions in childhood and carrying them
forward into adulthood. By ensuring that children who attend ECE programs receive
proper nutrition as recommended by the national dietary guidelines and CAFCP, their
risk for obesity may be reduced, which in turn may impact healthcare spending. As a
result of this project, the DNP student was able to influence health outcomes by
providing advanced comprehensive health care services such as health promotion and
disease prevention throughout the lifespan.

The purpose of this scholarly project was to assess the current knowledge of ECE
providers in regards to childhood nutrition recommendations, provide a guideline-based
educational intervention informing or reinforcing the recommendations, and evaluate post
intervention knowledge of the participants. Throughout the process, the author was able
to demonstrate the value of doctorally prepared scholarly effort to 1) integrate nursing
science, theory and psychosocial elements as a foundation for practice; 2) interpret and
apply knowledge from informatics to evaluate outcomes; 3) demonstrate leadership and
effective communication in intra-professional relationships and; 4) influence health
outcomes by providing health promotion services and disease prevention throughout the
lifespan. The results of the project demonstrate the value of translating evidence to

improve health outcomes for a specific population.
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ISETITUTIONAL REVIEW DOARD

For the Protection of TInman Subjeets
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MEMORAMDUM

TO: Brittany Carnahan and Susan Raph

FROM: Mk Guinn P aq.48. 'L;‘?—"*“'““""“ - EH
Chair, Instituticnal Review Board for the Prosection of Human Subjeohs

DATE: Maich 5, 2019

RE: "Childere az a Frotective Facter for Chiidhood Chesily” (BOA30518-Ex)

Tne shave rasearch, descriaed in your supmissior of March £, 2079, is exampt fram the raguirement of ravigw oy the
nEiu teaal Baviow Board in accerdance with the Codo of Federal reguiations, Parnt 46, saction 101, The specific
paragraph which gapliss to your resaanch is

CORRD

E A

k) 13
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ib (5]

Res=arch conductsd in 2etakliehed or commonly accapted sducational sstings, invalving romal
educaicnal practiceas such &z (i) rescarch on regular and special aduzation instructonal strategizs, or i)
rasaarch on the effectivensss of or the comparizon amang irsouclional Bonicues, curricaala an dasaroam
ranagarmant reathods.

Ras=arch inwalving the uee of eduestons tests (oognilive, disgrostic, aptilucke. ac avament, sunay
procedures. mberview procedures or obsenwaton af public betevar unlesa: J) infamation ohtained is
roconded in such a rannes el human subjects can be idantifed, dirgztly orthrough identifiers lirksd 1o the
subjecls, ard (1) any disc osure of the hurman subjects’ respenses cutsice iha research could reasonably
places the sukects at nak of criminal or 2wl iatility, or be ¢amaging 1o the subjects’ finarcial standing,
amployability, or reoutation; ang i} the infermation okiained 1S recorded by the invesigator in euch 8
mancran teal e icantily of the burman subjects can readily he ascertained, dirscily or through idenlifiers
lirkad fo the subieets, and &n 1B conducta a limited |R2 review 10 make the dedermination ragquined by
section 181 11(=)7).

Research invalving the use of sducabonal lests cognitive, diagnastic. aptiude. achisvement}, survey
procaduras, intarview procsdioas, or oksencallan of punlle Deheeor that 13 net exempt under paragrs ph
(B3 21 of this saction_ if: (1) iha human subjects ars eleciod or avpenbed oublic officials ar candidates for
public office; or (i) Tadedal latuteds) witour excent on taat the eonfidentiabity of the parsnnaly identifisblz
Irformrat on will be mairtsined throughoot the esesrcsh and thersafber,

Research nvalving the coll2etion or slucy of exaiing cata, decumants, recerds, psthologizal spedmans, o
diagrostic specimens. f these sources are publicly svailabla, or if tha infarmaticn is reccrdec by the
TweElgator In EUch a manner that the subjects caneal be iderdified, dirscly o Froogh ideniifierns linksd (o
the subjacts

Resesah andg cenmnnalralion peajects, which are conducted by or aubjact to the approvel of department o
agrexy hiadds, ared whiza are designed o siuey. evaluaie, or othersise examme: [ public benefit or
seyice rograAns, O pracedures for akdaining kenefita or gervicss undsr thosa orograme; (il possibls
sapnoes 1n of attematives to thoze programs or procedures: or iv) poesible changes in mathooz or levels of
paymer: for bansfis or sarvices undar thoss pragrams

Tasle and food quality cvalustan ang eensamar ancepkance studies, o) fwhelzsame foocs withou:
adclilivess are corsumsd, ar D053 food is sonsumed that mntaing a foad ingrecient at or below tha laeal
and for & use found o be safe. or sgriculural chamical or anvironmanzal condaminani gt or Beloss the el
found 1o be safe. oy the FOA, o approved by the EFA, of the Faod Satety and Inssectan Henacse of the
LshA.

Alhauigh reviess Iy tha Inetiutionsl Redaw Beard ie it raguirad for tha abova rezesm, the Commitas will ba glad to raviges it [Fyou
wigh A ravlaw and cammillas approval paaas suhmit 3 coslas o thia Laual applieation faam 849 b will ba prossassd by aepestiad
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1)

2)

3)

4)

5)

6)

7)
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Demographic Survey

How many years have you worked in early childhood education in a capacity in

which money was earned?
a. Lessthan 1 year
b. 1-2 years
c. 2-5years
d. 5+ years

What is your highest level of education completed?
Some high school, no diploma

High school graduate or GED

Some college, no degree

Associate degree

Bachelor degree

Graduate degree

SHhD OO0 T

What is your age?
<18 years
18-24 years
25-34 years
35-44 years
45-54 years
55+

S o0 T

What is your gender?
a. Male
b. Female
c. Other

How many children do you regularly provide care for?
a. 6orless
b. 7-12
c. 13 or more

Do you participate in the Child and Adult Care Food Program (CACFP)?
a. Yes
b. No

Do you participate in the Best Beginnings STARS to quality program?
a. Yes
b. No
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8) If you participate in the Best Beginnings STARS to quality program, what STAR
level are you currently at?
Pre-STAR

000 T
a P> WN -
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PRE AND POST TEST QUESTIONS
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Pre and Post Test Questions

Question 1-4 are based on the National Dietary Guidelines for all Americans. The
National Dietary Guidelines are developed by the U.S. Department of Health and Human
Services and the U.S. Department of Agriculture and are considered the go-to source for
nutrition advice.

1) What are the National Dietary Guidelines intended to do? (select all that apply)
a. Help individuals improve and maintain overall health
b. Reduce the risk of chronic disease
c. Prevent disease
d. Treat disease
i. Answer: a, b, c

2) Which group(s) of people should follow the National Dietary Guidelines?
Infants
Children
Adults
Elderly
All of the above
i. Answer: e

P00 o

3) True or false: All people, regardless of age or sex, require the same amount of
calories and nutrients in a day?
a. True
b. False
i. Answer: b

4) How many calories per day do the National Dietary Guidelines recommend for a
moderately active 2-year-old male?
a. 500 calories
b. 1,000 calories
c. 1,400 calories
d. 1,600 calories
i. Answer: b
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Question 5-12 are based on the Child and Adult Care Food Program (CACFP) guidelines
for a reimbursable meal. The purpose of the CACFP guidelines is to improve the
nutritional quality of meals served to children in early childhood education programs.

5)

6)

7)

8)

9)

According to the CACFP guidelines, what three components should be present
when serving breakfast?
a. Water, vegetable/fruit, grains
b. Milk, vegetable/fruit, grains
c. Milk, vegetable/fruit, protein
d. Water, vegetable/fruit, protein
i. Answer: b

According to the CACFP guidelines for ages 1-5, a serving size of granola for
breakfast is:
a. lcup
b. % cup
c. Yacup
d. Yscup
i. Answer:d

According to the CACFP guidelines for children ages 1-2, which of the following
are appropriate substitutes for 1 ounce of meat when serving lunch or supper?
1 ounce of Tofu
Y of a large egg
Y4 cup of cooked dry beans
2 thsp nut or seed butter
Y cup yogurt
All of the above
i. Answer: f

SO o0 T

According to the CACFP guidelines for children age 3-5, a fruit and vegetable
must be served with lunch and supper. What is the correct serving size for these
foods?

a. Y cup fruit/vegetable

b. ¥ cup fruit/vegetable

c. s cup fruit/vegetable

d. 1 cup fruit/vegetable

i. Answer: b

Can serving two different vegetables at lunch satisfy the entire fruit and vegetable
requirement?
a. Yes
b. No
i. Answer: a
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10) What type of milk satisfies the requirement when serving milk to children age 2-
5?

Unflavored whole milk

Flavored 1% or skim milk

Unflavored 1% or skim milk

Unflavored 2% milk
i. Answer: c

o0 ow

11) True or false: At least one serving of whole grain-rich food should be served at
every meal.
a. True
b. False
i. Answer: a

12) For children ages 3-5, what is the maximum amount of total sugar allowed for a
6-ounce serving of yogurt?
a. 46 grams
b. 23 grams
c. 11 grams
d. 6 grams
i. Answer: b

Questions 13-15 are based on the CACFP recommended best practice and are
encouraged but not required for a reimbursable meal.

13) What is best practice for serving purchased, pre-fried foods?
a. No more than once per week
b. No more than twice per week
c. No more than once per day
d. No more than twice per day
i. Answer: a

14) True or false: Based on the CACFP best practice recommendations, all snacks
should contain at least a fruit or vegetable.
a. True
b. False
i. Answer: a
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15) According to the best practice recommendations, which of the following foods
should be avoided?
Jam
Syrup
Honey
Soda
Candy or cookie pieces
All of the above
i. Answer: f

o o0 oo
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IMPACT QUESTIONS AND MORE INFORMATION



1)

2)

3)

4)

5)
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Impact Questions and More Information

Did you find this information to be helpful?
a. Yes
b. No

Will you be able to immediately apply the knowledge you gained from this project to
your job?

a. Yes

b. No
If you would like more information on the CACFP guidelines, you can find that
information here: https://www.fns.usda.gov/cacfp/child-day-care-centers

If you would like more information on the Best Beginnings STARS to Quality
Program, you can find that information here:
https://dphhs.mt.gov/hcsd/childcare/stars

If you would like more information on the National Dietary Guidelines, you can find
that information here: https://health.gov/dietaryguidelines/2015/



https://www.fns.usda.gov/cacfp/child-day-care-centers
https://dphhs.mt.gov/hcsd/childcare/stars
https://health.gov/dietaryguidelines/2015/
https://health.gov/dietaryguidelines/2015/
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Penny Job

Childcare Licensing Program Manager
2401 Colonial Drive, 2nd Floor
Helena MT 59620-2953

RE: Childcare Licensing Requirements
Dear Ms. Job:

As a licensed registered nurse and mother in Montana, | am writing you in regards to the public
health crisis that is childhood obesity. I ask for the Quality Assurance Division’s consideration in
changing the childcare licensing policy requirements to include more specific education for
childcare providers regarding childhood nutrition and to require all licensed childcare facilities in
Montana to participate in the Child and Adult Care Food Program (CACFP).

According to the Centers for Disease Control and Prevention, childhood obesity rates have tripled
since the 1980’s and currently, 18.5% of 2-19-year old’s in the United States are obese.
Childhood obesity is a complex, multifactorial disease influenced by genetics, behavior,
environment, and nutrition. Furthermore, obese children are more likely to become obese adults,
carrying with them their already chronic health problems such as high blood pressure, high
cholesterol, insulin resistance, and asthma. As these children age, their chronic health problems
take on more severe forms including heart disease, type 2 diabetes, sleep apnea, and cancer.
Finally, obese children have a significant impact on healthcare utilization including more visits to
general practitioners, more inpatient stays, and more mental health concerns.

Data from a study conducted amongst children participating in the Special Supplemental
Nutrition Program for Women, Infants, and Children (WIC) shows a statistically significant
decrease in obesity among 2- to 4-year-old children, from 15.9% in 2010 to 14.5% in 2014. The
results of this study are promising for reducing childhood obesity rates in non-WIC participants
that attend childcare facilities as WIC programs adhere to the CACFP guidelines. Consider the
thousands of Montana children that spend the majority of their day in a childcare facility and
potentially consume two of three meals as well as snacks and how this policy change could have
a positive impact on their lives. By requiring all licensed childcare facilities to complete
education regarding childhood nutrition and follow the CACFP guidelines, there is potential for
childcare facilities to be a protective factor against childhood obesity.

As the program manager for the childcare licensing division, | ask that you bring awareness to
childhood obesity and how childcare facilities can be a protective factor against this public health
crisis. Through specific education regarding childhood nutrition and the licensing requirement of
participating in the CACFP thousands of Montana children can learn healthy eating behaviors and
establish healthy habits that can last a lifetime. Thank you for your time.
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Childhood Nutrition E“.E:"‘;

Guideline Reminders ™7 _

Total serving size of
fruit or vegetadie for
breakfast for 3-3

only serve 1/8 cup of granola year otz Y2 ap

6 ounces Provide at
least one
serving of
whole
grain-rich
food at
every meal

of yogurt
should
not have
more
than 23
grams of

cUTa
sugar

Estimated Calorie Needs per Day by
Age, Sex, & Physical Activity Level

Males Females




