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Changes to the USDA’s Child and
Adult Care Food Program Can
Improve Children’s Health
A review of the literature on meal and snack nutrition standard updates

Overview
The federal Child and Adult Care Food Program (CACFP) provides funding for meals and snacks in a variety
of child care, after-school, and adult day care institutions that contribute to the health and wellness of young
children, older adults, and chronically impaired disabled people. More than 3 million children are served each
day through this program. The U.S. Department of Agriculture (USDA) recently released a final rule that includes
several updates to the program that are intended to better meet children’s nutritional needs without increasing
costs.
As part of an ongoing health impact assessment (see definition on page 4), the Kids’ Safe and Healthful Foods
Project conducted a systematic literature review to assess the potential impact of the USDA’s proposed changes
to the CACFP meal and snack nutrition standards for young children, which the agency first outlined in early
2015.1 The researchers examined peer-reviewed and gray literature on the nutritional quality of foods served in
CACFP, consumption rates, health disparities among participating children, nutrition-related health outcomes,
and policy interventions that states and child care providers have implemented to improve consumption of
healthy foods. Overall, the literature indicates that the updates to the CACFP nutrition standards present
opportunities for positive health effects on the children the program serves.
Nationwide, the prevalence of obesity among children ages 2-5 declined from 14 percent in 2003-04 to 8 percent
in 2011-12.2 Despite this progress, children served by CACFP—those in this age group who are members of

low-income families and certain racial and ethnic groups—continue to experience higher rates of obesity than
the broader population.3 In 2011-12, 17 percent of Hispanic and 11 percent of black children ages 2-5 were obese,
compared with 4 percent of non-Hispanic white children.4
Previous studies indicate that children who participate in CACFP are less likely to be overweight than those who
do not.5 However, CACFP nutrition guidance has not changed significantly since the program’s inception in the
1960s, so foods served in participating child care settings are generally lower in fiber and higher in saturated fat
and added sugars than is recommended by the Dietary Guidelines for Americans for preschool-age children.6

Probable effects of proposed updates to CACFP nutrition
standards on children’s health
Increased whole-grain intake
•• The final rule increases the required servings of whole-grain-rich foods from zero to one a day and includes an
optional best practice of at least two servings per day. Increasing the requirement should make whole-grain
foods more available in child care settings, which in turn should improve children’s intake in these settings,
where meals and snacks generally lack whole grains and dietary fiber.7 Further, studies show that child care
providers—including those that participate in CACFP—consistently serve refined grains, cannot properly
identify whole grains, and have low compliance for state-based whole-grain requirements.8
•• Recent policy efforts to improve whole-grain and fiber intake show the possible positive impacts of the CACFP
rule. For example, nutrition updates to the Special Supplemental Nutrition Program for Women, Infants, and
Children (WIC) have increased whole-grain consumption among mothers and children ages 1-4.9 In addition, a
study of 57 children from a racially and ethnically diverse preschool in Connecticut found a significant increase
in fiber intake when meals were consistent with the 2011 Institute of Medicine proposal for updating CACFP
guidance, which recommended that half of the grains served each day be whole-grain or whole-grain-rich.10

Decreased consumption of grain-based desserts
•• The rule excludes grain-based desserts, such as cakes, pies, and cookies, from federal reimbursement and
limits the sugar in ready-to-eat breakfast cereals—which are not currently regulated—to 6 grams per dry
ounce. These changes could result in a decrease in the serving and consumption of sweet grains and highly
sweetened cereals and lower the levels of added sugars in foods served in child care settings.11 Several of the
studies reviewed show that, in general, CACFP child care centers are more likely than non-CACFP centers to
limit sweets and sweet snacks,12 but most still serve or include some of these foods on their menus.13
•• The rule’s focus on lowering consumption of sweet grains and sugary cereals in child care settings supports
progress toward the Dietary Guidelines for Americans’ recommendations to limit the average daily intake of
added sugars to less than 10 percent of total calories.14

Increased vegetable consumption
•• The rule establishes a requirement that snacks for infants 6 to 11 months old include a fruit or vegetable
serving. It also requires that lunch, supper, and snacks for all children have both one serving of fruit and one of
vegetables, an improvement over current standards, which treat these produce types as one food component,
potentially allowing the service of more fruits and fewer vegetables. For additional flexibility and to promote

2

These changes
could have a
particularly positive
impact on intake of
vegetables.

greater vegetable consumption, the new standard also allows child
care providers to serve two types of vegetables instead of a fruit and a
vegetable during lunch and supper.
•• Evidence suggests that CACFP participation is associated with
increased fruit and vegetable consumption among low-income
preschool-age children.15 In addition, studies show that increased
variety of and exposure to foods, modified portion sizes, reformulated
recipes, and better nutrition education are promising strategies to
raise intake of fruits and vegetables.16 The rule could build on CACFP’s
success in this area and further increase consumption of these foods
through more frequent service and exposure at meals, which in turn
may lead to increased preference. Given that children already eat more
fruits than vegetables, these changes could have a particularly positive
impact on intake of vegetables.17

Recommendations
The available literature indicates that USDA, state agencies, and
sponsors—organizations that oversee child care homes and centers and
report to the state on their behalf—can further support, and help eliminate
potential barriers to, successful implementation of the changes related to
whole grains, vegetables, and grain-based desserts by providing CACFP
child care providers with training and technical assistance to:
•• Identify and select products, such as whole-grain-rich items, to
maintain compliance with new regulations.18
•• Support efforts to increase fruit and vegetable intake, such as
adjustments to variety, portion size, and exposure; recipe modification;
and nutrition education.19
•• Identify added sugars on ingredient labels and encourage additional
efforts to reduce added sugars in meals and snacks.

Conclusion
Research suggests that the updated CACFP nutrition standards will have
a positive effect on children’s health. Although CACFP meals served
in child care settings are already generally healthier than non-CACFP
meals, significant room for improvement remains, particularly related to
increasing vegetable and whole-grain consumption and lowering intake of
added sugar.
To facilitate an effective implementation process of the final CACFP meal
standards, USDA, state agencies, and sponsors should focus on technical
assistance, education, and training for child care providers to ensure that
the final rule has a positive impact on children’s health.
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What Is a Health Impact Assessment?
Health impact assessments help decision-makers make better choices by bringing together
scientific data, health expertise, and public input to identify the potential and often overlooked
public health effects, both positive and negative, of proposed laws, regulations, projects,
policies, and programs. HIAs broadly consider environmental, social, and economic factors
related to health and evaluate the possible impacts of a proposed project, plan, program, or
policy on the health and well-being of the community. HIAs employ a variety of data sources,
including qualitative and quantitative analyses and input from stakeholders, to identify health
concerns related to the proposal and determine how these impacts may be distributed among
the population, especially vulnerable groups such as seniors, children, and low-income families.

The HIA process*
Step 1: Screening. The HIA team and stakeholders determine whether an HIA is needed, can be
accomplished in a timely manner, and would add value to the decision-making process.
Step 2: Scoping. The HIA team and stakeholders identify the potential health effects that will
be considered and develop a plan for completing the assessment, including specifying their
respective roles and responsibilities.
Step 3: Assessment. The HIA team evaluates the proposed project, program, policy, or plan
and identifies its most likely health effects using a range of data sources, analytic methods, and
stakeholder input to answer the research questions developed during scoping.
Step 4: Recommendations. The team and stakeholders develop practical solutions that can be
implemented within the political, economic, or technical limitations of the project or policy to
minimize identified health risks and to maximize potential health benefits.
Step 5: Reporting. This step involves dissemination of information—including the HIA’s purpose,
process, findings, and recommendations—to a wide range of stakeholders.
Step 6: Monitoring and evaluation. The team and stakeholders evaluate the HIA according to
accepted standards of practice. They also monitor and measure its impact on decision-making
and on health.
*
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