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Objective: To describe obesity prevention practices and
environments in Head Start, the largest federally funded
early childhood education program in the United States.

Design: Self-administered survey as part of the Study
of Healthy Activity and Eating Practices and Environ-
ments in Head Start (SHAPES).

Setting: Head Start, 2008.

Participants: Directors of all 1810 Head Start pro-
grams, excluding those in US territories.

Outcome Measures: Descriptive measures of re-
ported practices and environments related to healthy eat-
ing and gross motor activity.

Results: The 1583 (87%) programs responding to the
survey enrolled 828 707 preschool children. Of these pro-
grams, 70% reported serving only nonfat or 1% fat milk.

Ninety-four percent of programs reported that each day
they served children some fruit other than 100% fruit juice;
97% reported serving some vegetable other than fried po-
tatoes; and 91% reported both of these daily practices.
Sixty-six percent of programs said they celebrated spe-
cial events with healthy foods or nonfood treats, and 54%
did not allow vending machines for staff. Having an on-
site outdoor play area at every center was reported by 89%
of programs. Seventy-four percent of programs re-
ported that children were given structured (adult-led or
-guided) gross motor activity for at least 30 minutes each
day; 73% reported that children were given unstruc-
tured gross motor activity for at least 30 minutes each
day, and 56% reported both of these daily practices.

Conclusion: Most Head Start programs report doing more
to support healthy eating and gross motor activity than
required by federal performance standards in these areas.
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H EAD START IS THE LARGEST

federally funded early
childhood education pro-
gram in the United States,
serving almost 1 million

children from socioeconomically disadvan-
taged families.1 Head Start uses a holistic
approach to children’s school readiness that
goes beyond the domains of cognitive and
socioemotional development to achieve
outcomes in physical fitness, healthy nu-
trition, and gross motor skills.2 Therefore,
Head Start has great potential to help ad-
dress the problem of childhood obesity,
which affects between 15% and 25% of the
children it serves.3-6

Head Start programs must abide by fed-
eral program performance standards.7 These
standards are intentionally broad to allow
for the varied contexts in which programs
are run. For example, while the standards
do not use the term physical activity, they
require programs to provide “sufficient time,
indoor and outdoor space, equipment, ma-
terials and adult guidance for active play and
movement that support the development of

gross motor skills.”7 Regarding nutrition, the
standards require that each child in a full-
day program must receive meals and snacks
that provide “one half to two-thirds of the
child’s daily nutritional needs” through
foods “high in nutrients and low in fat, sugar
and salt.”7 To cover the costs of the meals
and snacks offered to children, Head Start
programs must use funds from the US De-
partment of Agriculture (USDA) by partici-
pating in either the Child and Adult Care
Food Program8 or the National School
Lunch and Breakfast Programs,9 adhering
to the nutritional requirements of these
USDA programs.

The Head Start Act of 2007 permits
changes in the federal program perfor-
mance standards including those that sup-
port “children’s motor development and
overall health and nutrition.”10 Mean-
while, efforts to prevent obesity are under
way in Head Start.11-13 Despite these favor-
able circumstances for programmatic
change to address obesity in Head Start,
there are no national data describing what
Head Start programs are already doing in
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this area that might exceed what is required by the exist-
ing program performance standards. Therefore, we un-
dertook a study to describe obesity prevention practices
and environments in Head Start programs and to identify
program characteristics associated with variability in these
practices and environments.

METHODS

OVERVIEW

Between February and April 2008 we administered a survey to
all Head Start programs as part of the Study of Healthy Activ-
ity and Eating Practices and Environments in Head Start
(SHAPES). The average program has approximately 6 centers,
each with 50 to 60 children aged 3 and 4 years. The targeted
survey respondents were program directors, who were encour-
aged to obtain assistance with the survey from their program’s
specialists in health and/or nutrition.

The survey was developed and administered in partnership
with the US Department of Health and Human Services and the
USDA. Administrative data and contact information for all 1890
programs were obtained from the Office of Head Start’s 2007 Pro-
gram Information Report.14 We excluded 50 programs in US ter-
ritories, 27 that did not provide direct services to children, and
3 that provided all services outside of centers, leaving a final sample
of 1810 programs. The study was approved by the Institutional
Review Board of Temple University.

INSTRUMENT DEVELOPMENT
AND SURVEY ADMINISTRATION

Some of the SHAPES survey items were adapted from existing
instruments15-18; others were based on guidelines or policies re-
garding nutrition and physical activity in childcare or early child-
hood education settings outside of Head Start.19,20 Drafts of the
instrument were reviewed by federal staff and by several non-
federal content experts. The instrument was further refined based
on cognitive interviews and pretesting with 7 Head Start pro-
gram directors, each from different states. The final survey con-
tained 90 items, could be completed in less than 30 minutes,
and did not require program staff to conduct menu analysis or
record review.

To reduce bias, we assured programs that their individual
responses would not be shared with federal agencies, and we
introduced the survey with the following statement: “This study
is not an assessment of whether your program is meeting cer-
tain Head Start program performance standards. We expect that
most programs have not adopted many of the practices de-
scribed in this survey. This is because these practices are not
currently an explicit part of Head Start’s program perfor-
mance standards.”

Program directors were mailed a paper survey. After send-
ing reminders by electronic and postal-service mail, we reached
nonresponding programs by telephone and allowed them to
complete the survey over the telephone. Data from all com-
pleted surveys were linked to data on program characteristics
contained in the Program Information Report.

ANALYTIC VARIABLES

This article is focused on 30 yes/no items regarding the pres-
ence of practices and environments related to healthy eating
(15 items) and physical (gross motor) activity (15 items). From
these 30 items, we created 2 summary scores. From the 15 items
describing practices and environments related to healthy eat-

ing, we developed a healthy eating score. Similarly, we devel-
oped a gross motor score from the 15 items related to chil-
dren’s gross motor activity. Similar summary scores have been
applied previously to descriptions of school food environ-
ments.21,22 Using a score addresses the inherent limitation of
making multiple comparisons between several program char-
acteristics and each of the 30 items. Each score had a value be-
tween 0 and 15 (1 point given for each “yes” response), with a
higher score indicating a more favorable environment for obe-
sity prevention. We did not compute scores for the 27 pro-
grams that were missing more than 3 items from either score.
For the remaining 1556 programs, any missing items were as-
signed a value of 1 because programs were more likely than
not to have any given practice or environment. Only 21 pro-
grams had missing data for more than 2 of the 30 items.

From the Program Information Report data, we created 8
categorical variables to describe program characteristics
(Table 1) that we hypothesized might be associated with varia-
tion in the 2 scores. These variables were selected based on dis-
cussions with federal staff and prior research assessing sources
of variation in the educational environments of Head Start pro-
grams23-25 and in the physical activity levels of preschoolers in
child care settings.26-28 Geographic region and rural-urban lo-
cation were derived from the program address. Because there
were too few programs in some states to make meaningful com-
parisons between programs at the state level, we grouped pro-
grams by 9 geographic regions based on the US Census Bu-
reau geographic divisions.29 We also grouped programs along
a rural-urban continuum, linking the county of each program
to its USDA rural-urban continuum code.30

STATISTICAL ANALYSIS

We first described the program characteristics using the 8 vari-
ables derived from the Program Information Report. We also
described the program context for providing meals and snacks
using survey items about (1) the source (provider) of meals,
(2) the location where meals were prepared, (3) the amount
of perceived control over the food and beverages served, and
(4) the percentage of food costs reimbursed by the USDA. We
then described the 30 obesity prevention practices and envi-
ronments in Head Start.

Using 1-way analysis of variance, we compared the mean
healthy eating and gross motor scores across the levels of each
program characteristic. Using multivariable linear regression
models, with the healthy eating and gross motor scores as de-
pendent variables, we derived the mean score at each level of a
program characteristic after adjusting for the other program char-
acteristics. We also used these regression models to identify the
program characteristics that had a significant independent as-
sociation with the score.

For program characteristics that were independently asso-
ciated with a given score, we examined the association be-
tween that characteristic and each of the 15 binary variables
that comprised the score. The purpose of these analyses was
to explore whether some items in the score were more strongly
associated with the program characteristic than others.

RESULTS

Surveys were completed by 1583 (87%) programs, with
188 programs completing the survey by telephone. In each
stratum of the program characteristics shown in Table 1,
the response rate was 81% or higher (data not shown).
In 27% of programs, the program director completed the
survey without assistance from other staff. Of the re-
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maining programs, for whom this task was shared, the
primary respondent was the following person: program
director (41%), health and/or nutrition specialist (47%),
or education specialist or other staff member (12%). Of
the 1583 responding programs, the median number of
students in each program was 314 and the median num-
ber of Head Start centers was 6. These programs en-
rolled 828 707 children across 13 607 centers, 89% and
90% of all Head Start children and centers, respectively.

Thirty-one percent of programs reported that the pri-
mary source of their meals was the food service pro-
gram of a school or school district, while 55% hired cooks
directly (Table 2). Approximately two-thirds of pro-
grams reported that they had “a great deal of control” over
the types of foods and beverages served to children. More
than 75% of programs reported that the USDA reim-

bursed them less than 100% “of the total costs for all meals
and snacks served.” In those programs in which USDA
reimbursement did not cover the full costs, 93% used
money from their Head Start program budget to make
up for some or all of the remaining costs.

The prevalence of the 30 practices and environments
that comprised the healthy eating and gross motor scores
are shown in Table 3 and Table 4, respectively. Ninety-
one percent of programs reported serving some fruit each
day other than 100% juice and some vegetable other than
fried potatoes. Fifty-six percent of programs provided
children with at least 30 minutes per day of structured
(adult-led or -guided) gross motor activity and at least
60 minutes per day of unstructured gross motor activ-
ity. Eighty-nine percent of programs reported that every
center had an on-site play area. Of the programs with-
out an on-site outdoor play area at every center, 77% re-
ported that all of their centers had access to an off-site
area within walking distance of the center.

The mean (SD) healthy eating and gross motor scores
were 11.8 (2.0) and 11.2 (2.1), respectively. The healthy
eating scores ranged from 4 to 15, and the gross motor scores
ranged from 2 to 15. We considered differences between
scores of more than 0.5 points (approximately0.25 SD) to
be meaningful. Geographic region was the program char-
acteristicwith thestrongest independent relationship toboth
scores (Table 5). Healthy eating scores also had a strong
independent association with the type of entity adminis-
tering the program, indicating that those programs admin-
istered by a school system had lower (less healthy) scores.
Programs administered by tribal governments had some-
what lower gross motor scores. We found no meaningful
independent associations between either of the 2 scores and
the characteristics of programs’ teachers or students.

Table 1. Characteristics of Head Start Programs

Characteristic No. (%)a

Geographic region
New England (ME, NH, VT, MA, RI, CT) 78 (5)
Middle Atlantic (NY, NJ, PA) 224 (14)
South Atlantic (DE, MD, DC, VA, WV, NC, SC, GA, FL) 238 (15)
East North Central (OH, IN, IL, MI, WI) 278 (18)
East South Central (KY, TN, AL, MS) 112 (7)
West North Central (MN, IA, MO, ND, SD, NE, KS) 143 (9)
West South Central (AR, LA, OK, TX) 166 (10)
Mountain (MT, ID, WY, CO, NM, AZ, UT, NV) 141 (9)
Pacific (WA, OR, CA, AK, HI) 203 (13)

Rural-urban continuum
Large metropolitan area (population �1 million persons) 548 (35)
Small metropolitan area (population �1 million persons) 482 (30)
Small city or town (nonmetropolitan) 368 (23)
Rural 185 (12)

Entity administering the program
Community action agency 548 (35)
School system 301 (19)
Not-for-profit agency (not community action) 533 (34)
Tribal government or consortium 118 (7)
Other (government agency or for-profit)b 83 (5)

Children enrolled, No.
�210 514 (32)
210-459 536 (34)
�460 533 (34)

Program director has graduate degree
No 649 (41)
Yes 934 (59)

Teachers with college or graduate degree in early
childhood education, %

�25 504 (32)
25-59 562 (35)
�60 517 (33)

Single-parent families, %
�55 533 (34)
40-54 526 (33)
�40 524 (33)

Families with parent education less than high school, %
�35 487 (31)
20-34 556 (35)
�20 540 (34)

aNumbers across categories of each program characteristic add to 1583.
Percentages are rounded to add to 100% across categories of each program
characteristic.

bSeventy-five of the 83 programs (90.3%) were administered by a
government agency.

Table 2. Contextual Characteristics of Head Start Programs
Related to Serving Meals and Snacks

Characteristic Percentagea

Provider of meals
Food service program of school or district 31
Cooks hired directly by the program 55
Food service company (not part of school or district) 10
Other 4

Location where meals are prepared
At or adjacent to center 65
Away from center and delivered 30
Combination or otherb 5

Perceived amount of control over content of food
and beverages served

A great deal 68
Some 29
None 3

Costs reimbursed by USDA, %
100 23
80-99 46
70-79 12
�70 19

Abbreviation: USDA, US Department of Agriculture.
aPercentages are rounded to add to 100% across categories of each

program characteristic. Across the 1583 responding programs, response
rates for these items ranged from 96.9% (n = 1534) to 99.7% (n = 1579).

bMost of these programs (91.7%) reported a combination of “at or
adjacent to center” and “away from center and delivered.”
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Across the 9 geographic regions, the prevalence of the
individual practice or environmental factor differed by
20% or more for 8 of the 15 healthy eating items (eTable 1;
http://www.archpediatrics.com) and for 7 of the 15 gross
motor items (eTable 2). We divided the 9 regions into
tertiles (3 groups of 3) based on the adjusted mean healthy
eating scores in each region, and we did the same based
on the adjusted mean gross motor scores (Table 5). Only
1 region (Pacific) was in the highest tertile for both the
healthy eating and gross motor scores, and no regions
were in the lowest tertile for both scores.

Because of the association between programs being ad-
ministered by a school system and the healthy eating score,
we examined whether being administered by a school sys-
tem was related to whether a program obtained its meals
from the food service program of a school or school dis-
trict, and how this, in turn, was related to the program’s
healthy eating score. Of the programs administered by a
school system, 88% used a school food service as the
source of their meals, compared with 17% of programs
not administered by a school system (P� .001). Pro-
grams that used a school food service as their source of
meals had significantly lower healthy eating scores than
programs that did not use a school food service (10.9 vs
12.2; P� .001). This difference was also observed in pro-
grams administered by a school system (10.7 vs 12.0;
P� .001) and those not administered by a school sys-

tem (11.3 vs 12.2; P� .001). Across all programs, those
administered by a school system had mean (SD) healthy
eating scores that were approximately 1 (0.5) point lower
than those not administered by a school system (10.8 vs
12.0; P� .001). However, this difference was reduced to
approximately half of a point when controlling for the
source of meals (11.4 vs 11.9; P=.002). This finding sug-
gests that the relationship between programs being ad-
ministered by a school system and having a lower healthy
eating score is mediated, in part, by the program’s use of
a school food service as the source of its meals.31

Programs that used a school food service as the source
of their meals differed in several ways from those that
did not. For 5 of the 15 practices and environments on
the healthy eating score, the prevalence was at least 10%
lower in programs that used a school food service
(Table 6). In addition, programs that used a school food
service were less likely to obtain 100% reimbursement
of their food costs from the USDA (18% vs 25%; P=.001),
less likely to perceive a “great deal of control” over the
food and beverages served (22% vs 88%; P� .001), and
less likely to have meals prepared at or adjacent to their
Head Start centers (55% vs 70%; P� .001).

Table 3. Fifteen Practices and Environments Related to
Healthy Eating in Head Start Programs

Practice or Environment Percentagea

Serve each day some fruit other than 100% fruit juice 94
Serve each day some vegetable other than French fries,

tater tots, or hash browns
97

Prepare cooked vegetables without adding meat fat,
margarine, lard, or butter

86

Milk served to most children is either skim (non-fat) or
1% fat

70

Celebrate holidays or special events, such as birthdays,
with either healthy foods or non-food treats, such as
stickers

66

Never serve or serve �1�/wk fried or pre-fried meats,
such as chicken nuggets, corn dogs, or fish sticks

71

Never serve or serve �1�/wk high-fat meats, such as
sausage, bacon, hot dogs, bologna, or ground beef

74

Never serve or serve �1�/wk sweets, such as cookies
or cakes

86

Never serve sugary drinks, such as Kool-Aid, sports
drinks, sweet tea, punches, or soda

99

Never serve juice drinks that are less than 100% fruit
juice

95

Never serve flavored milk, such as chocolate or
strawberry

59

Do not allow soda or other vending machines for
staff useb

54

Staff not allowed to consume foods or beverages in
front of children that are different than those the
children are served

94

Have written guidelines about feeding children 70
Use an available curriculum that focuses on nutrition 61

aAcross the 1583 responding programs, response rates for these items
ranged from 97.3% (n = 1540) to 99.6% (n = 1577).

bOnly 11 of the 1579 programs (0.7%) reported “having soda or other
vending machines available for children to use.”

Table 4. Fifteen Practices and Environments Related to
Gross Motor Activity in Head Start Programs

Practice or Environment Percentagea

Children are given structured (adult-led or -guided)
gross motor activity for at least 30 min per dayb

74

Children are given the opportunity for unstructured
gross motor activity for at least 60 min per dayb

73

Children are not kept sitting (excluding naps and
meals) for more than 30 min at a timeb

96

Television and video use is limited to less than 60 min
per dayc

90

Children take field trips at least once per month 43
Every center in the program has an on-site outdoor

play area
89

Outdoor play areas have a large open area for group
games

98

Outdoor play areas have natural elements (eg, trees,
shrubs, smooth rocks, or uneven terrain) which the
children are free to use during play

58

Outdoor play areas have a shaded space that is large
enough for group games

70

Outdoor play areas have enough fixed play equipment
(eg, slide, swing, or climbing structure) so that
children can use it without too much competition

93

Outdoor play areas have enough portable play
equipment (eg, balls, hoops, or sand toys) so that
children can use it without too much competition

94

Outdoor play areas have enough wheeled toys (eg,
wagons or tricycles) so that children can use them
without too much competition

81

Have enough equipment that is appropriate for gross
motor activity for children with physical disabilities

41

Have written guidelines about encouraging children’s
gross motor activity

62

Use an available curriculum that focuses on gross
motor activity

54

aAcross the 1583 responding programs, response rates for these items
ranged from 97.0% (n = 1535) to 99.6% (n = 1576).

bFor children attending full-day programs.
cEighty-nine percent of programs reported that “television and videos are

used only for instructional purposes.”
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COMMENT

In this national survey of all Head Start programs, we found
that most programs reported practices and environments
related to healthy eating and gross motor activity that went
beyond the existing federal program performance stan-
dards in these areas. For example, while the performance
standards have no quantitative guidelines for the amount
of children’s daily physical activity, more than half of pro-
grams reported that they provided at least 30 minutes of
daily, structured gross motor activity and at least 60 min-
utes of unstructured gross motor activity. In the stan-
dards for meals served in Head Start, as outlined by the
Child and Adult Care Food Program,8 100% fruit juice and
fried potatoes are classified as a fruit and a vegetable, re-
spectively, and whole milk can be served. However, most

Head Start programs are serving a daily fruit other than
100% fruit juice, a daily vegetable other than fried pota-
toes, and lowfat milk (skim or 1% fat).

The variation we observed in obesity prevention prac-
tices by geographic region was not explained by any of
the characteristics of the programs’ staff or children. The
variation might be due to geographic differences re-
flected in policies, broader sociocultural norms, or eco-
nomic conditions. Such place-based factors, ranging from
land-use mix32 to regional food preferences33 to income
inequality,34 have been associated with variation in the
prevalence of obesity. Similar factors may also shape the
contexts in which individual Head Start programs are
nested,35 making it more or less difficult for Head Start
programs in some regions to support obesity preven-
tion efforts.

Table 5. Healthy Eating and Gross Motor Scores by Head Start Program Characteristicsa

Characteristic
Healthy Eating Score,

Mean (SE)b P Valuec
Gross Motor Score,

Mean (SE)b P Valuec

Geographic region
New England (ME, NH, VT, MA, RI, CT) 13.0 (0.2)

�.001

11.0 (0.2)

�.001

Middle Atlantic (NY, NJ, PA) 12.5 (0.1) 10.7 (0.2)
South Atlantic (DE, MD, DC, VA, WV, NC, SC, GA, FL) 11.1 (0.1) 11.0 (0.1)
East North Central (OH, IN, IL, MI, WI) 11.5 (0.2) 10.5 (0.2)
East South Central (KY, TN, AL, MS) 11.6 (0.1) 11.5 (0.1)
West North Central (MN, IA, MO, ND, SD, NE, KS) 11.1 (0.2) 11.2 (0.2)
West South Central (AR, LA, OK, TX) 11.2 (0.2) 11.5 (0.2)
Mountain (MT, ID, WY, CO, NM, AZ, UT, NV) 11.8 (0.2) 11.7 (0.2)
Pacific (WA, OR, CA, AK, HI) 12.6 (0.2) 11.7 (0.2)

Rural-urban continuum
Large metropolitan area (population �1 million persons) 11.7 (0.1)

.18

11.1 (0.1)

.46
Small metropolitan (population �1 million persons) 11.9 (0.1) 11.3 (0.1)
Small city or town (nonmetropolitan) 11.8 (0.1) 11.2 (0.1)
Rural 11.6 (0.2) 11.2 (0.2)

Entity administering the program
Community action agency 12.0 (0.1)

�.001

11.2 (0.1)

.01
School system 11.0 (0.1) 11.2 (0.1)
Not-for-profit agency (not community action) 12.0 (0.1) 11.4 (0.1)
Tribal government or consortium 11.8 (0.2) 10.6 (0.2)
Other (government agency or for-profit) 11.8 (0.2) 10.9 (0.2)

Children enrolled, %
�210 11.7 (0.1)

.49
11.3 (0.1)

.80210-459 11.8 (0.1) 11.2 (0.1)
�460 11.8 (0.1) 11.2 (0.1)

Director has graduate degree
No 11.9 (0.1)

.17
11.2 (0.1)

.98
Yes 11.7 (0.1) 11.2 (0.1)

Teachers with college or graduate degree in early childhood education, %
�25 11.8 (0.1)

.97
11.4 (0.1)

.00625-59 11.8 (0.1) 11.0 (0.1)
�60 11.8 (0.1) 11.2 (0.1)

Single-parent families, %
�55 11.9 (0.1)

.25
11.2 (0.1)

.9040-54 11.7 (0.1) 11.2 (0.1)
�40 11.8 (0.1) 11.2 (0.1)

Families with highest parent education less than high school, %
�35 11.8 (0.1)

.73
11.2 (0.1)

.7920-34 11.8 (0.1) 11.2 (0.1)
�20 11.7 (0.1) 11.2 (0.1)

aScores were based on a sample of 1556. Twenty-seven programs that were missing data for more than 3 items in either the healthy eating or gross motor
score were excluded from these analyses.

bScores are adjusted for the 7 other program characteristics listed in the table.
cP values are from the F change statistic in a linear regression model in which the specified program characteristic (as a group of dummy variables) is added to

a model already containing the other 7 program characteristics.
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Our data suggest that programs administered by a
school system are very likely to use the food service pro-
gram of that school system as the source of the meals they
serve. Using the school food program, compared with not
doing so, appears to be associated with at least 3 disad-
vantages: a less healthy eating environment, lower per-
ceived control over the foods and beverages served, and
a lower proportion of food costs being reimbursed. More
needs to be known before making any programmatic rec-
ommendation based on these findings. There may be po-
tential advantages that we did not identify associated with
using the school food service. More importantly, there
may be cost and quality advantages, unrelated to nutri-
tion, for programs that are administered by a school sys-
tem. It is not clear whether these programs have other
options for obtaining their meals outside the school food
service, such as by hiring cooks directly.

Despite the high response rate of the survey, which at-
tempted to reach all Head Start programs, this study had
several limitations. Programs may have reported prac-
tices that were expected in centers and classrooms but
which were not always occurring there. We did not at-
tempt to validate program reports of practices or environ-
ments with on-site observations or record reviews such
as analysis of a program’s meal menus or written staff guide-
lines. In completing the survey, most program directors
received assistance from other management staff. How-
ever, in large programs with many centers, the respon-
dents may still have lacked knowledge of specific prac-
tices related to obesity prevention. In addition, the survey
required programs to characterize their average practices
across centers. This made it more likely that programs with
large between-center variability would misclassify their pro-
gram practices. The healthy eating and gross motor scores
combined variables that described different dimensions
within these 2 broad domains (eg, type of milk served com-
bined with teacher access to vending machines and min-
utes of structured physical activity combined with access
to outdoor play areas). It is possible, therefore, that ag-
gregating 30 items on practices and environments into
2 scores obscured some meaningful differences in these
30 individual items by program characteristics.

In the last several years, there has been great interest
in the opportunities afforded by schools to prevent obe-
sity,36-38 and there have been several comprehensive as-
sessments of eating and physical activity-related prac-
tices and environments in US public schools.21,39-41 However,
there are very few data describing obesity prevention prac-
tices and environments in either childcare or early child-
hood education settings.42,43 This is the first national re-
port on practices and environments related to healthy eating
and physical activity in Head Start. This report comes at a
time when there is increasing consensus to make greater
public investments in early childhood education44,45 and
to begin childhood obesity prevention efforts early in life.37,46

As Head Start and other early childhood programs try to
take advantage of their unique position to prevent child-
hood obesity, the results of this survey provide programs
with a list of practices and environments that are poten-
tial targets for change and with a baseline against which
these changes can be assessed.
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Table 6. Practices and Environments Related to Healthy
Eating in Head Start by Whether Meals Are Provided
by School or School Districta

Healthy Eating Score Item

Meals Provided
by School or

School District, %

Yes
(n=475)

No
(n=1076)

Daily fruit other than 100% fruit juice 91 95
Daily vegetable other than fried potatoes 94 98
Prepare cooked vegetables without adding fats 85 87
Serve only low-fat milk (skim or 1% fat) 77 68
Use healthy foods or non-food treats to celebrate 66 67
Never or �1�/wk serve fried or pre-fried meatsb 46 82
Never or �1�/wk serve high-fat meatsb 62 80
Never or �1�/wk serve sweets 82 87
No sugary drinks 98 99
No juice drinks less than 100% fruit juice 90 97
No flavored milkb 45 65
Do not allow staff to use vending machinesb 42 59
Staff must eat same foods and beverages

as childrenb
87 97

Use an available curriculum on healthy eating 65 60
Written guidelines about feeding children 65 73

an=1551. Includes the 1556 programs for which the healthy eating score
was computed and excludes 5 programs with missing data on the source of
meals.

b Indicates differences of 10 or more percentage points.
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