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TALKING POINTS 
Childhood obesity remains high in 
racially and ethnically diverse low-
income families.

By 2030, 16%–18% of all health 
care costs in the United States will be 
obesity related.

Factors in the home environment have 
shown promising results in addressing 
childhood obesity; as a result, similar 
strategies could be implemented in 
other environments.

Nutrition, physical activity, and family 
meals can be integrated into existing 
workplace and school intervention 
programs. 

The entire family can be included in 
interventions that take place outside 
the workplace and schools to reduce 
childhood obesity.
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ABSTRACT
Childhood obesity remains high, especially among children from racially 
and ethnically diverse and low-income households, and it is associated 
with numerous negative health consequences in adulthood. Family, home, 
school, and workplace environments are recommended areas for expanding 
policies and implementing strategic interventions for child obesity designed 
to improve nutritional intake and increase physical activity. Family-based 
interventions offer a variety of strategies to lower the incidence of obesity. 
Programs such as the federally funded Child and Adult Care Food Program 
can be extended to work with families and caregivers in schools. Further 
workplace wellness programs could use federal programs such as the USDA 
Expanded Food and Nutrition Education Program to establish policies and 
initiatives that extend obesity interventions to employees’ families. 

Child and Family Obesity and Health 
Childhood obesity prevalence has reached epidemic status in the United States. It 
is associated with a predisposition for adulthood obesity and with negative health, 
interpersonal, and economic outcomes that endure throughout an individual’s life 
span. Childhood obesity is associated with adolescent and adulthood obesity, the risk 
of chronic diseases (including type 2 diabetes and metabolic syndrome), functional 
limitations, depression and poor self-esteem, and premature adult mortality.1 Obesity 
is also associated with children’s lower academic performance, increased behavioral 
problems, and increased likelihood of being bullied.1 Furthermore, individuals with 
obesity incur higher health care expenditures than those of normal weight.2 It is 
estimated that obesity-related health care costs will reach between $860 billion and 
$957 billion by 2030, which equates to 16%–18% of total health care costs incurred 
by all Americans in the health care system.3 These negative health and economic 
outcomes associated with obesity necessitate prevention-based research as well as 
program and policy interventions.
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Many home-based efforts to reduce childhood obesity have 
shown promise, yet childhood obesity prevalence continues 
to increase, especially in children from low-income and racially 
and ethnically diverse households. Extending the successful 
elements of existing interventions to other environments 
that also influence familial interaction, such as school and 
work, may produce more dramatic effects on reducing the 
prevalence of childhood obesity. Within both environments, 
policies and practices exist that, if extended and expanded, 
could apply family-inclusive intervention strategies to increase 
children’s diet quality and physical activity. 

Childhood Obesity Trends
Since 1980, national childhood and adolescent obesity 
prevalence has increased and continues to rise (Figure 
1). Among racial and ethnic minorities (e.g., Black and 
Hispanic children and adolescents) and children from lower 
socioeconomic status (SES) households, obesity is becoming 
increasingly prevalent.⁴ Since 1988, obesity rates have been 
higher among Hispanic boys and non-Hispanic Black girls 
than they are among non-Hispanic White boys and girls.⁵ 
According to 2017–2018 data, 25.6% of Hispanic and 24.2% of 
Black children and adolescents aged 2–19 years were obese 
(compared to 16.1% of White children and adolescents).⁵ 

SES and Child Obesity
During 2011–2014, obesity prevalence among children and 
adolescents aged 2–19 years with household income of less 
than 130% of the federal poverty level was 18.9%; further, 
the obesity prevalence rate was 21.6% among children and 

adolescents whose parent had an educational attainment of 
high school or less.⁶ Among children aged 10–17 living in low 
income, low education, and high unemployment households, 
obesity prevalence increased from 23% to 33% from 2003 to 
2007.⁷ A systematic literature review published in 2017 showed 
the strongest correlations between rapid growth during the first 
2 years of life (i.e., large weight difference between two time 
points during infancy) and later obesity among children of racial 
and ethnic minorities.⁸ Children from low-income households 
are at a 3.4–4.3 times greater risk of becoming obese than for 
their higher-household-income counterparts.⁷ The divergence 
in obesity prevalence associated with income demonstrates the 
need to dedicate obesity intervention efforts to children from 
low-income households. Thus, the following recommendations 
and strategies are intended to address obesity prevalence 
specifically among children from low-income households. 

Avenues to Address Childhood Obesity
Primary strategies for reducing obesity among children from 
low-income households focus on bolstering the nutritional 
value of food intake and increasing physical activity levels. 
Interventions focus on these areas because they address two 
main causes of obesity: increased consumption of energy-dense, 
nutrient-poor foods and increasingly sedentary lifestyles.9,10 

Research examining the association 
between calorie density and weight 
gain has called for enhancements in 
the “healthfulness” of food-related 
infrastructure to reduce obesity 
prevalence.11 Therefore, efforts to 
substitute energy-dense foods with more 
nutritious options lower calorie-density 
ratios and act in opposition to obesity-
causing overconsumption of calories. 
Children from low-income households 
are especially vulnerable to consuming 
energy-dense, nutrient-poor foods, as 
these foods are most affordable and 
abundant in neighborhoods classified as 
low income.9 

Family meals have been linked with healthier diet quality 
among children, including greater intake of fruits, vegetables, 
and grains and lower intake of sugar-sweetened beverages.12,13 
In addition, frequent family meals are associated with fewer 
unhealthy weight-control practices or disordered eating 

Figure 1. Prevalence of obesity among U.S. children and adolescents age 2–19, for 
selected years from 1971–1974 through 2017–2018⁵
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behaviors,1⁴ and are associated with reduced risk of overweight 
and obesity.1⁴-1⁶ In general, children from low-income 
households have less frequent family meals than children 
from higher-income households.13 Interventions to improve 
the frequency of family meals among lower-SES families have 
shown improvements in children’s weight.1⁷ These compelling 
research findings suggest that improving the frequency of 
family meals is a way to improve nutritional status and reduce 
obesity risk among lower-SES families. 

Encouraging physical activity in children augments the 
positive effects of enhanced nutrition and is crucial to healthy 
development. It is recommended that children aged 6–17 
years participate in moderate to vigorous physical activity 
for at least 1 hour daily to meet standards set by the U.S. 
Department of Health and Human Services.1⁸ Physical activity 
has been shown to reduce risk factors of metabolic disease 
and weight gain and to enhance factors that protect and 
promote healthy lifestyles.10 Physical activity increases caloric 
expenditure, offsetting the effects of caloric overconsumption 
and protecting against weight gain.19 Living in a lower-income 
household is associated with less physical activity among 
children.20 Thus, creating opportunities to encourage and 
integrate physical activity among children and adolescents 
from low-income households could counteract the rising 
prevalence of obesity among this population and is an 
important component of obesity interventions. 

Policies identified in the following sections focus on improving 
nutrition, promoting family meals, and increasing physical 
activity among children from low-income households. All 
policy extensions and recommended initiatives enumerated in 
this brief are listed in Table 1.

Family and Home-Based Interventions
Family-based therapy (FBT) and interventions are designed 
to reduce childhood obesity through various strategies (e.g., 
improving nutrition and dietary intake, increasing physical 
activity levels, limiting sedentary activity).21,22 These programs 
significantly reduced weight in overweight or obese children 
and parents.22,23 Parental weight loss is associated with greater 
success in reducing obesity among children, as parents can 
influence child weight outcomes by modeling healthy behaviors 
and making changes in the home environment.21 The family-
inclusive nature of FBT programs has produced more enduring 
weight reductions in children than programs that treat children 
or parents in isolation.21,22 Therefore, including parents in 

intervention strategies increases the potential to yield long-
lasting outcomes among children from low-income households.

Children and families of racially and ethnically minoritized 
households and from poor and single-parent households 
show greater attrition in obesity prevention and intervention 
programs, which may explain the increase in obesity among 
these groups despite the effectiveness of FBT programs.2⁴ 
Some common reasons for attrition include costs involved 
(e.g., health insurance does not cover program costs), 
conflicting schedules (e.g., school, work), and the program not 
meeting their expectations. Because interactions with family 
members, peers, and teachers influence children’s behaviors,2⁵ 
extending FBT-based programs to other environments that 
influence children and families, such as school and work, could 
contribute to reducing attrition and increasing successful 
outcomes from FBT interventions. 

Opportunities in Schools
Improving the nutritional quality of food served and sold at 
schools and increasing physical activity are both important to 
enhancing nutrition and health among children living in low-
income households. School-based policies and interventions 
that focus on improving nutrition and encouraging physical 
activity have shown promising results in reducing childhood 
obesity.2⁶-2⁸ 

Under the Healthy Hunger-Free Kids Act of 2010 (HHFKA), 
schools that participate in the National School Lunch Program 
and the School Breakfast Program were required to align 
their meals with the 2010 Dietary Guidelines for Americans, 
including increased servings of fruits, vegetables, and whole 
grains; reduced levels of sodium and saturated fat; and the 
serving of fat-free or low-fat milk.29 After implementing HHFKA, 
the school nutrition environment improved, and the average 
calorie intake for children was reduced2⁷ and more fruits and 
vegetables were consumed. Increasing the nutritional quality 
of school menus under the HHFKA is comparable to strategies 
implemented in community-based obesity prevention programs 
(e.g., Go for Health; Coordinated Approach to Child Health, 
or CATCH; New Zealand’s APPLE project2⁶,30) that resulted in 
significant reductions in child calorie and fat consumption,30 
and also lowered children’s body mass index (BMI), which 
persisted for years post-intervention.2⁶ The benefits of existing 
school-based interventions may be enhanced by expanding the 
reach of initiatives in these programs. The U.S. Department of 
Agriculture’s Community Eligibility Provision enables children 
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in high-poverty areas to receive school meals at no cost and 
without households having to apply.31 Serving food to children 
from low-income households reduces their risk of food insecurity 
and the financial burden on parents to provide meals. Further, 
including breakfast in school-provided meals may reduce 
parental strain and ensure that children do not skip breakfast, 
which is common among low-income children regardless of 
their food-security status.32 School boards in major U.S. cities 
have adopted programs to offer universal free breakfast in the 
classroom, which reduces some of the challenges associated 
with serving breakfast before school.33 Further, the Biden 
administration extended universal free lunch meals through 
the 2022 school year.3⁴ Introducing universal school breakfast 
and lunch meals provides a sense of equality among children 
and reduces the stigma that “only poor students” participate in 
school meal programs.32,33

Some schools currently have such programs, inviting family 
members or caregivers to have breakfast with students in 
the school, laying the foundation for expanding the school 
breakfast program to include free meals for caregivers.3⁵ 
Implementing an expanded school breakfast program in 
schools in low-income communities and inviting parents or 
caregivers to have breakfast with their children in school at 
least once a week may effectively increase family mealtimes 
among low-income households. Eating breakfast has positive 
health benefits;3⁶ allowing parents to join the school breakfasts 
and making it a family meal may further increase the health of 
all household members. Additionally, school breakfasts may 
benefit families from low-income households by reducing food 
and grocery budgets and avoiding the skipping of breakfast. 
This programmatic strategy may address the cost burden of 
providing breakfast at home, and it also incorporates parents 
into a child-focused nutrition and obesity intervention. 

Public school enrollment begins at kindergarten, leaving 
crucial years of child development unsupported by school-
based programs. Extending the school-based family breakfast 
program to child care centers might be effective in reducing 
early childhood obesity. Existing infrastructure developed 
for the Child and Adult Care Food Program (CACFP)3⁷ may be 
built on to develop a child care initiative that offers breakfast 
to parents and children before kindergarten. The CACFP is a 
federally funded program offering nutritious meals for children 
and adults enrolled in CACFP-affiliated care centers and 
provides meal reimbursement for low-income areas. The CACFP 

program can potentially reduce obesity at an early age and 
foster the integration of family breakfasts into daily routines for 
parents and children. 

Opportunities in the Workplace
A significant portion of adult life is spent at the workplace, and 
as a result, this environment has great potential to influence 
individuals’ health. The World Health Organization identified 
the workplace as an influential environment for offering health-
promoting initiatives, including those regarding nutrition and 
physical activity.3⁸ Low-wage and low-income workers face 
particular challenges at work and home, including limited time 
and resources. Therefore, workplace programs designed for 
low-income workers, such as the ones briefly described in the 
following paragraphs, attempt to address the challenges that 
workers face in balancing work and family demands and in 
meeting their health needs.

The Expanded Food and Nutrition Education Program (EFNEP), 
founded by the U.S. Department of Agriculture, specifically 
assists families from low-income households with “food and 
physical activity behaviors.”39 The core areas of this educational 
program are diet quality and physical activity. The EFNEP also 
implements strategies to include family members in health 
behavior education, which is strongly associated with positive 
and robust health behavior changes in children. To improve 
access to this program, EFNEP services could be offered at the 
workplace. If employers partnered with EFNEP coordinators to 
conduct educational sessions for employees, and potentially 
their families, employees who are caregivers would receive 
the necessary education to promote healthy habits in their 
households. Overall, the EFNEP is an incredibly valuable tool 
for promoting health and reducing obesity among children. 
Expanding the program to the workplace would make EFNEP 
much more accessible to the families it works to assist.

In addition, workplace wellness programs (WWPs) provide a 
platform of established practices and initiatives for extending 
obesity interventions to children of employees. These initiatives 
are well established within the United States; as of 2020, 53% 
of small companies (i.e., <200 employees) and 81% of large 
companies implemented a wellness program.⁴0 Advantages 
of these programs include that they are widely used, range in 
implementation strategy and topic, and show robust health 
and behavior improvements, including increased physical 
activity, increased fruit and vegetable consumption, decreased 
fat intake, and reduced weight and/or body mass index.⁴1,⁴2 



5Improving the Nutritional Intake and Physical Activity of Children from Low-Income Households via Family, School, and Workplace Policy

Policy Brief
WWPs can be used to encourage physical activity in children 
and promote family meals. This is especially important during 
the summer where prior research has indicated that low-
income children experienced weight gain over the summer 
compared to the school year.⁴3 WWP program extensions might 
include inviting families to engage in corporate-sponsored 
fitness initiatives or workplace-hosted family meals. Extending 
WWPs to include employees’ children may result in better child 
nutrition and physical activity. An additional advantage of 
using the workplace to address childhood obesity is that this 
strategy incorporates parents into the intervention, a successful 
component of FBT.21,22 Thus, the workplace can be influential in 
addressing the childhood obesity epidemic. 

The workplace may also be a site to establish healthier food 
behaviors for workers from low-income households, such 
as promoting family meals at work. Inviting children into 
the workplace for the summer months provides a place for 
families to eat together. There are existing initiatives, such as 
the Summer Food Service Program (SFSP), providing healthy 
food to children and teens in low-income areas during the 
summer. However, participation in the SFSP is low (about 16% 
of eligible children participate).⁴⁴ Reallocating some resources 
used in the SFSP to serve low-income families in the workplace 
could increase participation by providing children food in the 
same place as their parent’s work. This option will provide an 
opportunity for families from low-income households to eat 
together and reduce the strain of squeezing in meals at home 
before or after work. However, for successful implementation 
of such programs, challenges would first need to be addressed 
such as transportation for children to and from the workplace, 
staff and infrastructure for serving meals, and child care at the 
workplace. Employers may have to work with individuals or 
organizations who volunteer to assist with such programs. 

In addition, WWPs offer an efficient and effective means of 
delivering and evaluating programs that promote physical 
activity among employees and that offer opportunities to reach 
socially disadvantaged groups.⁴⁵ The 2016 National Physical 
Activity Plan provides a thorough foundation for companies to 
launch individual WWPs.⁴⁶ Employer-sponsored physical activity 
opportunities can encourage parents to be more physically 
active and consequently enable children to be physically active; 
as a result, this increases children’s calorie expenditure through 
parental modeling and counters the rise of childhood obesity. 
However, such programs must be adapted to be implemented 

in work settings in order to address barriers preventing physical 
activity (e.g., air pollution, less access to recreation facilities, 
public and infrastructure safety issues).⁴⁵ 

Challenges and Considerations
It is important to recognize that in many family-based 
interventions, the programs include only mothers, and 
that research including fathers, families from low-income 
households, and immigrant families is limited.⁴⁷,⁴⁸ The strategic 
principles established in most family-based research, often 
with majority White families, are applied here with a lens to 
a different demographic, and that may require alterations to 
elicit equivalent or more promising results. 

While there are challenges to implementing WWPs, workplace 
efforts focused on reducing childhood obesity do not need to 
be a one-size fits all approach. For instance, prior research has 
indicated that children experience weight gain over the summer 
compared to the school year.⁴3 Yet, workplace efforts to reduce 
childhood obesity need not be implemented only over the 
summer to compensate for the lack of school-based scheduling. 
Providing year-round efforts in the workplace to address 
childhood obesity is an important consideration. Additionally, 
workplace-sponsored physical activity need not occur only in 
the workplace or even require child care services. For example, 
businesses might encourage physical activity by reimbursing 
or subsidizing enrollment fees or monthly dues associated with 
gym or fitness studio memberships, or extending “steps-per-day” 
challenges and prizes to the children of employees.

A large challenge in the workplace is developing strategies 
to motivate employers to expand services to employees 
from low-income households and their families. However, 
many companies have been expanding their WWPs in recent 
years despite potentially discouraging obstacles.⁴1 The 
widespread implementation of WWPs is, in part, due to flexible 
implementation strategies that can be tailored to the needs 
of individual employers, including those that may be hesitant 
to expand such programs.⁴2 In 2017, about 70% of surveyed 
companies provided wellness resources and information: 30% 
of companies provided weight-loss programs, 16% provided 
nutritional counseling, and between 8% and 26% offered 
physical activity or fitness-related benefits.⁴9 Another example is 
an intervention delivering fresh fruit at work, designed to reach 
low-wage employees; it was successful in improving families’ 
fruit and vegetable consumption and their purchasing of fruits 
and vegetables.⁵0 Therefore, it is not unrealistic to recommend 
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the expansion of WWPs as a strategy to help reduce child obesity. 
Moreover, WWPs can offer a large return on investment—
investing in WWPs has been shown to reduce health care costs 
and absenteeism and to increase workforce productivity⁵1—
especially given the low costs of implementation.⁴2 
Implementing WWPs in workplace settings that employ people 
from low-income households will promote the health of those 
who are often also at risk of developing health issues and thus 
raising health care costs for both the employer and individual. 
Further, workforce wellness is often used as a measure of 
corporate success, so assisting with improving the health of 
employees could potentially increase corporate rankings.⁴2 
The multitude of motivating factors for implementing WWPs 
confirms that initiatives designed to increase access to these 
programs for families, particularly employees from low-income 
households, can have great potential.
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RECOMMENDATIONS FOR PRACTITIONERS, SCHOLARS, AND POLICYMAKERS 
1. Provide opportunities for parents to participate in school-provided breakfast and lunch meals. 
2. Extend workplace wellness programs to improve child and family physical activity.
3. Increase the prevalence of family meals by redirecting resources from existing federally funded programs such as the 

Summer Food Service Program.
4. Encourage family-based research in nontraditional family settings, such as schools and workplaces, to evaluate 

nutrition and physical activities policies that are designed to address childhood obesity.
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