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A Healthy Recipe for School Nutrition

AWAY TO A HEALTHIER GENERATION

Studies have suggested that a healthy school
environment can help improve children’s physical well-
being, enhance learning, and increase attendance.'s'®
The updated nutrition standards are supported by 89% of
the public and have had several positive effects on school
nutrition and health.'”

OVERVIEW
Y Currently, nearly one-third of
children are overweight or obese,
and an overwhelming majority of
children aged 12-19 meet none or
only one of the five components
the American Heart Association
uses to define a healthy diet.
Recent research found that 20% of
children ages 8-17 had adverse
cholesterol levels and 11% suffer
' from hypertension.® Additionally,
researchers have concluded that
an obese child's arteries can resemble those of a middle-aged adult
and children who are obese throughout childhood have a greater
risk of becoming obese adults. 7#° Schools can help put an end to
this epidemic by promoting a healthy food environment and
establishing a foundation for a lifetime of healthy behaviors.

A PUBLIC HEALTH VICTORY FOR KIDS

The process for updating national nutrition standards to school
meals began in 2004, when the USDA (based on requirements in
the Child Nutrition and WIC Reauthorization Act of 2004)
commissioned the Institute of Medicine (IOM) to provide
recommendations on what constitutes a healthy school meal.'®'" In
December 2010, President Obama signed the bipartisan Healthy,
Hunger-Free Kids Act into law, which empowered the USDA to
update the national nutrition standards based on the |OM report for
school meals and establish nutrition standards for other foods sold
in schools throughout the school day.'? According to the latest data,
nearly 100% of schools in the National School Lunch Program
(NSLP) are meeting these nutritional standards, up from 14% in
2009-2010."*'* The increase in participation means an
overwhelming majority of children are receiving heart-healthy
lunches at school.
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Kids are now choosing healthier foods and are eating
16% more vegetables and 23% more fruit. 1819
School meals are now lower in sodium and
Ca|0ri85.20‘21'22

Children who participate in the National School Lunch
Program eat greater amounts of healthy foods,
consume less sugar and calories, and have an overall
better quality diet.??

The number of elementary schools offering fresh fruit
and whole grains has increased by nearly 20% since
2006.23

Kids are throwing away less of their entrees and
vegetables.'® Plate waste can also be reduced by the
manner in which fruits and vegetables are prepared
and presented, and by farm-to-school programs,
which have increased the amount of local food being
served in school meals by 55%.24%5

Studies have shown that incorporating technical
assistance and using creative and fun games can
counter plate waste and increase fruit and vegetable
consumption.?8:27.28

70% of elementary school administrators and food

service staff report positive feedback from their
students on the new lunch standards.?®

By 2025, healthy nutritional standards for all foods
sold in schools have been estimated to potentially
decrease the number of childhood obesity cases by
maore than two million. In particular, foods sold outside
of meal programs can lead to cost savings of nearly
$800 million.®®

A Government Accounting Office (GAO) report
concluded that while there have been some
challenges in implementing the school lunch
standards, school meals are now healthier than ever
and challenges are expected to resolve over time as
school food service and students adjust to the
changes.?!

Although there has been some criticism about
participation declining, this downward trend started in
2007 and lasted throughout the recession, well before
the school meal standards went into effect in 2012.%2
In fact, the decline is mostly attributable to a reduction
in the number of students paying full-price for meals.*?
The latest data from USDA suggest an uptick in
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participation rates among students eligible for free or
reduced-price meals. ¥

Only 37% of School Food Authorities report having
the necessary budget to train food service personnel
in implementing the updated nutrition requirements,*
Since then, programs like Team Up for School
Nutrition Success have connected hundreds of school
food services directors to technical assistance and
peer mentoring. Attendees have called these trainings
“life changing.” 3

Recent media reports have warned about the National
School Lunch Program'’s increasing fiscal burden on
school districts.3 However, a recent USDA analysis
found that $200 million in revenue has been gained
since the implementation of the new standards.?”

Prevalence Estimates for Poor, Intermediate,
and Ideal Cardiovascular Health: US Children
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THE ASSOCIATION ADVOCATES

Strong implementation of the nutrition standards for
school meals and Smart Snacks. These standards
include reducing sodium; eliminating trans fat;
decreasing saturated fat; minimizing fried foods; offering
healthy beverages; and increasing the offering of fruits
and vegetables, whole grains, seafood, and low fat
dairy.

Robust technical assistance to support schools in
implementing nutrition standards.

Effective nutrition education, nutrition promotion, and
model local wellness policies with effective
implementation, evaluation, transparency and
accountability.

Investments in kitchen equipment and infrastructure that
can help schools serve healthier meals.

Increased reimbursement, based on the latest evidence,
for school meals to help ease the burden of increased
costs.

Regional or local cooperative agreements between
school districts to increase purchasing power for healthy
foods.

Cooperative agreements with local farmers and
markets, as well as implementation of school gardens to
increase the use of fresh fruits and vegetables in the
school meal program and foster nutrition education that
increases learning opportunities.

To find out more, visit www.heart.org/schoolmeals.
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By Steven L. Gortmaker, Y. Claire Wang, Michael W, Long; Catherine M. Giles, Zachary J. Ward,
lessica L. Barrett, Erica L. Kenney, Kendrin R. Sonneville, Amna Sadaf' Afzal,-Stephen C. Resch, and

Angle L. Cradock

Three Interventions That Reduce
Childhood Obesity Are Projected
To Save More Than They Cost

To Implement

ABSTRACT Policy make
*pnontlz" .investment in

secking to reduce cliﬂdhoo-& obesity must
Tient and pnmary prevention. We estimated

the cost-effectweness of séﬁeh mterventwns lngh on t]ie obe51ty pohcy

he childhood. obesity epidemic in

| the United States affects all seg-

ments of society. There is a clear

niged for action by governments;

: foundations, and other relevant in-
stitutions to address this publichealth problen,
Controlling childhood obesity is: complex be-

cause many risk behavmrs are involved, shaped

by multiple environments and requiring muiti-
ple inteivention strategies.'* However, simply
agking what works. without considering costs
has led to the proliferation of obesity trearment

and prevention initiatives with limited evalua--

tive informatian. Little serious discussion has
taken place about relative costs orcost-effective-

NOVEMBER 20135 341
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ness. When we searched the PubMed database of
the National lerary of Medicine for articles pub-
lished through 2014 containing the term child’

‘obesity, we found moré than 31,000, but only

89 of these also ¢ontained the terth cost-effective-
tiess, Communities and health agencies have lim-
ited resources to-address high rates of childhood
obesity and need to know' how best to invest
those résdurces..

There are two main approachieste altering the

populationi prevalence of obésity in children:

treating obesity after onset and preventing ex-
cess weight gain (primary prevention). Many
studies have documented the effectiveness of in-~
tervenitions. ‘using these ‘two different ap-

3.
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proaches. For exarmplé, a meta-analysis-of ado-

lescent bariatric surgery studies indicates an av-

erage rediction in body mass index (BMI) of
'13.5 kg/m? following this procedure.” Some non-

-surgical interventions totreat childhood obesity

are effective, but effect sizes.are small relative to
the high BMIs (or BMI z-scores—that is, BMI
scores that are standardized for age.-and ‘sex)
of the children before the intervendon,” and
treatments may reach too few children t¢ have
a‘substantial population-level impact. For exam-

-ple, bariatiic surgery is used with only about

1,000 adglescents peryear.”
The promise of primary prevention. strategies

during childhood has been bolstered by recent
findings génerated by mathematical models of

the. physiological development: of excess weight

‘in children, adolescents, and adults.® Modeling

indicates that excess we;_ght accumulates slowly,
anid excess weight gain'among young children is
due to relatively smiall changesin energybalance.

For .example, among children ages 2-5, aver-
age excess weight gain is-driven by an excess of

about 33 extra kilocalories per day.® Changes
needed to prevent excess weight gain and pre-
-vent.obesity are thus quite small in.childhood. By

adolescence, however, excess weight has accu-
miulated for more than a decade, with an-average

~imbalance of almost 200 extra keal/day.*'" The

typical adult with a BMI greater than 35 (about
14 percent of the adulf populaticn) consumes
500 kcal/day more than.is needed to maintain
a healthy body weight.’ Improving energy bal-

ance via improved diet and physical activity early
in childhood thus requires much smaller

changes than those needed once obesity is estab-

_ lished in adolescence and adulthood.

In addition, a large body of experirhental evi-
dence indicates that certain behavioral changes
tan reduce BIYII and gbesity p]:evalence in chil-
dren. For example, as documented ih online
Appendlx A1 there is clear evidence of the
effectiveness. of reducing the intake of sugar-
sweetened beverages on reducing BMI and.obe-
sity prevalence.

There is also strong evidence that reducing
television viewing and other screen time leads
to 51gnLﬁcant reductions. in BMI and obesity
prevalence, mairly via dietary changes (also
documented in Appendix A2)." Despite growing
evidence that targeted intefventions can im-
prave diet and reduce BMI and obesity: preva-
lence, there is limited evidence-concerning the
cost-effectiveness of these approaches and the
potential US population-~level impact of either
treatment or preventive interventions. .

In thisarticle we present results-of arn.evidence
review and microgimulation mgdeling praject
concerning the cost-effectiveness -and popula-

tion-level impact of séven intervention's identi-

fied as potentially important strategies for:
addressing childhood chesity. We conducted sys-

tematic evidence reviews, of the interventions’

effectiveness and estimated costs.and reach un--

der specified implementation scenarios de-
scribed in Appendices-Al, A2, and A4-A8." We

developed a microsimuilation model toassess key

cost-effectiveness metrics of thesé interventions
if they weré to be implemented nationally.

Study Data And Methods

We developed an evidence review process and
microsimulation model to evaluate the cost-
effectiveness of interventions for: childhood obe-
sity. Our modeling framework built on the
Australian Assessing Cost-Effectiveness: ap-
proach™ in obesity" ‘and prevention studies.’®
Our microsimitlation model used US popula-
tion, mortality, and health care cost data. We

focused on outcomes-ofcost per BMIunitchange -

over two years following an intervention and ten-
year changes in obesity, health care costs, and

net costs. We followed recommendatmns of the .
US Panel on Cost-Effectivertess in Health and.

Medicine in reporting, our resu.lts, mcludmg us-
ing @ 3 percent discount rate.”
Qur appreach has distinct meéthodological

components designed to improve both the.

strength of evidence and the applicability of re-

sults to real-world decision ‘making. We created a.

stakeholder group of th_u'ty two US policy mak-
ers, researchers, and nutrition and physical ac-
tivity - expeits to prov:de advice concerning the
gelection of interventicns, evaluation. of data,
analyses,and implementation and equity issues.
Thils group advised us to.look broadly for intet-
ventions to evaluate across settings and sectors.
The, chmcal subgroup: selected adolescent bariat-
ric surgery as an important benchmark clinical
intervention tg evaluate, sinc¢e mary .insurers
pay for this treatment.®

INTERVENTIONS Out stakeholder group select-
ed for the study seven interventions that are high
on the treatment and prevention. policy- agenda
(farther details about the interventions are pro-
vided in the Appendices).” Theinterventions are
as follows: an excise tax of ofte cent per ounee on
sugar-sweetened beverages, applied nationally
and administered at the state level; the elimina-
tion of the tax de ductibility of advertising costs
for television ads seen by children and adoles-
cents fornutritionally poor foods-and beverages;
restaurant menu calorie labelirig, modeled on
the federal menu regulations to be implemented
under the Affordable Care Act; implémentation
of nutrition standards forfederally reimbursable
school meals sold through the National School
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Lunch and School Breakfast Programs, modeled-

on US Department of Agricultuié (USDA) regu-
lations implemented under the Healthy; Hun-
ger-Free Kids Act of 2010; implementation of
nutrition standards for all foods and beverages
sold in schools-outside of relmbursable school
meals, modeled on USDA regulations imple-
mented under the. Healthy, Hunger-Free Kids
Act; improved earlychildhood education policies.
and practices, including the national dissemina-
tion of the Niitrition and Physical Activity Self-
Assessment for Child Care (NAP SACC) program;

and a natiofiwide fourfold inerease in the use of
adolescent bariatric surgery.

INTERVENTION SPECIFICATIONS, IMPLEMENTA~
TION SCENARIOS, AND cosTs We specified a na-
tional implementation scenario for each of the
interventions using: the best available data for
population eligibility and costs at each level of
iniplementation, from fecruitment to cutcomes,
Costing followed standard guidelines™ ™ (forde:
tails of models and costing, see Appendix A3)."

All costs were caleilated in 2014 dollars.and ad-

justed for inflation using the Consumer Price
Index for all nonmedical costs and the Medical
Care Consumer Price Index for medical costs.

EVIDENCE REVIEWS OF INTERVENTION EFFECTS
We estimated the effects ‘of each of the seven
intervéntons uging an ‘evi_dence review process
consistent, with the Grading of Rec¢ommenda-
tiong Assessment, Development, and Evaluation
(GRADE) approach” and guidelines from the
Cochrane Collaboration.”* Details of the -evi-
dence reviews for the mterventmns are provided
in Appendices A1, AZ; and A4-A8."

MICROSIMULATIGN ModEL We develdped a mi-
crogimutation model to calculate the costs and
effectiveness of the interventions throiigh their
impact o BMI cha.nges, obesity prevalence, and
obiesity-related health care costs over ten years
(2015-25). This is a stochastic, discrete-time,
individual-level microsimulation model of the
US population-designed to simulate thé éxperi-
ence of the population from 2015 to 2025,

The model used data from the Census Bureau,
Anmerican Communify Survey, Behavioral Risk
Factor :Surveillance System, National Health
and Nutritiob-Exathination Surveys. (NHANES),
and National Survey of Children’s Health. It also

used longitudinal data about weight and height

from the National Longitudinal Survey of Youth;
National. Longitudinal Study of Adolescent to
Adult Health, Early Childhood Longitudinal
Study—KlndergaIten, Panel Survey of Income
Dynanucs, and NHANES [ Epldem_lologic Fol-
lowup Study.

We used smoking initiation and cessation
rates fromthe National Health Interview Surveys
and mortahty rates by smoklng status:and BMI

HEALTH AFFAIRS NOVEMBER 2015 34:1

from the NIH-AARP Diet and Health Study. De-

‘tails pf the data, analyses, anid model aré provid-

edin Appendix A3, and key model input param-

-eters: are listed in Appendix Exhibit A3,1."

The estimated effects-of the interventions on
health care costs were based en national analyses:
thatindicated excess health care costs assoctated

‘with obesity among children and adults (see Ap-

pendix A3)." We'assumed that eachrintervention
took time—typically 18-36 months—to-decréasé:
the BMI of individirals who received each infer-

vention.t® Estimates of interventiofi costs ‘izi-
clnded one-time start-up and ongoeing costs, as

well as enforcement and compliance costs, but

did not include costs. of passing a. policy. The:

annual costs for each intervention are the aver-
age of its discounted fotal costs.

We used a “modified” societal perspective on
costs. This means that we did not include several
possible economic impacts.of the interventions,.

such as productivity losses associated with obe-

sity or patient costs for items such-as transpor-
tation to: clinic visits or the value of time spent
seekulg or receiving medical care. It was reason-
able to exclude these economic impacts because
they are difficult to estimate systematically and
likely to be small within a ten-year period, rela-
tive to the intervention and health care costs.
We -assumed that effects were sustained over

the model's titne frame—that is, eighit years after’

twa start-up years. Forpolicy changes such as the
sugar-sweetened beverage excise tax, the elimi-
nation of the: tax subsidy for advertising un-
healthy food to children, and restaurant menu.
calorielabeling, sustaining an eﬂ'ectforten years-
is reasonable, as the changed pollcy will contin-
ue overthat period. For the interventions that set
nutrition standards for school meals and other
foods and beverages sald in schools, we can as-
swime that most children will be exposed to these:
for a-substantial period of time—for example,
from first through twelfth grades For-bariatric
surgery, we ¢an also assume that the su_rglcal-
change will persist over this time period.

Details of key input parameters for the inter-
ventions modeled where there is known varia-
tion from reviews of the relevant hteramre, in-
cluding the parameters’ distributions and
assumptions, ‘are outlined in Appendices Al,
A2, and A4-A8." As explained above, all results
are expressed in 2014 US dollars and, discounted
at 3 percent annually.

‘We caleulated costs per BMI units reduced over
two years (2015- 17) We estimated health care
costs, net costs; and net-costs saved per- dollar
SPent over ten yedrs” (2015—25_), girice this is a
time frame frequently used in policy calcula-
tions.We inflated health care coststo 2014 dollars.
using the Medical Care Consumer Price Index.
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“We. estimated obesity ‘cases prevented and
changes in childhood obesity prevalence in
2025, at the end of the'period of analysis;

UNCERTAINTY AND SENSITIVITY ANALYSES We
calculated probabilistic sensitivity ana_lys_c_s by

..simul’tan_equs_ly sampling alf parameter values

from predetermined distributions. We report
95 percent uncertainty intervals (around point
estimates) in Exhibits 1 and 2, taking 2.5 and

.97.5 petcentile values from simulated data: B We

calculated: uncertainty intervals using -Monte
Carlo simulations programmed in Java Over
one thousand iterations of the model for a pop-
ulation of one million simylated individuals
scaled to the natipnal population size.

consuiTaTion The stakeholder group-assisted
us in reviewing additional considerations, in-
cluding quality of evidence, equity; acceptability,
feasibility, sustainability, side effects, and.im-
pacts on secial and policy notms.

LimiTatioNs The study had several limitations.

- First, its results weré based.ona sr.mu]aﬂon mod-

el th_ atincorporated a broad r.an_ge.qf datainputs.

While we included the bestavailable evidence.on
population characteristics, likely trajectories of
obesity prevalence, and obesity-related health
careé costs, our ability to forecast precise impacts

"EXHISIT L

of all of the modeled interventions was limited by
the. uncerta.mty around each of these inputs and
by the assumptions required to build the model
(see Appendix A3)."

In previous publications- we used.a Markoy
cohort simulation modél-to estimate the impact
of two of the interventions modeled here, the
sugar-sweétened beverage excise tax and. the
elimination of the tax subsidy for advertising

unkiealthy food to children.** The cohort mod-

el was:limited in its ability to model heterogene-
ity of individual differences, exposure to the in-
tervention, and- trajectones of BM! over the life
course, and it could not calculate pop.ul_atlon_
estimates for specific years. With the microsimu-
lation model, wewere able to estimmate the num-
ber of cases of obesity prevented. For both of
these intérventions, the estimatéed costs per
BMI unit reduction were' similar under both
modéling approaches, and both interventions
were cost-saving.

Second, we model&d edch of the interventions:

separately, which limited our ability to.estimate
their cumulative. effects. Future obesity preven-

tion simulation modeling should begin to evalu-

ate the:impact of simultaneous impléementation
of miultiple interventions.

Papulatlon Reach And Cost For Seven Childhood Obesity iterventions In The United States, 2015-25

{Intefvention cost

Population reach Par year Per unit of BM{

Interventien [mitlions) {# millions) reduced ($)
Sugar-sweetened beverage ' _
_ axcise tax 3066 4785 249
959% Ul 3063, 307.0 310,638 062 1059
Restaurant memu calorie labeling 306.6 955 1308
95ve LI ) 506.3, 307.0 BZ7 1085 ~12261, 15442
Elimination of the tax subsidy for

advertising unhealthy food to

children 723 o082 | Ltk D
9596 Ul 718,728 0.82, 082 0.27, 113
Nutrition standards for school meals 280 1112 53
9596 Ui 278,282 L1712 1,112 —185; 186
Nutrition standards for all other

food and beverages-sold in _

schoals: 45.2 _ 223 610
9596 Ui 450, 454 223,223 234; 772
Iniproved early care snd. education

policies and practices. {NAP SACC) 118 760 613
955 Ul _ 114,123 758,764 99, 730
Increased deress td addlescent _

hariatric surgary- 00049 303 1611
959% U ' Q.0025, 0,0077 208, 40.2° 1,241, 2337

source Anthors’ calculations, hased on the microsimulstion meddel deseribed in Appandix A2 {see Note 11 in text), moTES Costs are n
2014 dallars. Cust per badymass index {BMI) unlt reduction is-anincremental cost- -effectlveness ratio, Ulis uncertamty interval. NAP
SACC Is Nutrition and Physicat Activity Seif-Assessment for Child.Care.
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EXHIBIT 2

Estimated Ten-Year Cost-Effactiveness And E:onn_rnic Dutcomes For Seven C_ﬁil_l_ilhnm_:l"Obes_lty.'!ntervemi'bns In-The United

States, 2015-25

Intervention Cases of childhood Health care costs .
Net costs obesity prevented saved per dollar
{# millions) as of 2025 spent ($)

Sugar-sweetenied beverage extise tax -14,169 575936: 3078
95% L) 47118, ~2645  131,794,1890715 607, 11294
Restaurant meny calorle Iabelmg —'4,675 41,015 580
9594 Ut 16010, 5,284 —41:324, 122396 -5.06,-18.00
Elimination of the tax subsidy for . _
__advertising urhealthy food to children. <260 129061 3253
859 LN —431, -84 48,200, 212365 1242 5335
Mutrition-standards for school meals 6436° 1.815:956 042,
9595 Ul 2458, 12560. ~547,074, 3,381 312 -0:13,.078
Nutritlon standards for all other food L

and-beverages sold-in schools 792 344049 450
S99 Ui -—1,338, —251 163,023, 522,285 243,701
Imiproved early caré-and education

policies and practices {NAP 3AAQ) 73 38385 004
56 LI 706, 754 8,258, 69111 001,007
Increased access io adolescent bariatric _

surgery. 303 - —
95% U 208, 401 - -

sounce Authars’ caleuldtions based on the micresimulation modél described In Appendix A3 (seé Note 11 in'text) keres Costs are’lin
2014 doliars; negative net costs indicate cost savings; Cast- “saving interventions result in at least 51 of biealth care costs saved per 51
spent on the intervention. Ul is uncertainty Interval, MAP SACC is. Nutritmﬂ an¢ Physical Activity 521f -Assessment fnr Ch[td Card. Nl:zt

applicable,

Third, there is limited evidence that directly
links the interventions we evaluated to change in
population-level obesity prevalence. However, as
detailed in Appendices Al, A2, and A4-A8,"
of the iriterventions were supported by random~
ized trials o natural or quasi-experimental eval-
uations” that linked the intervention or behav-
ioral mechanism targeted by the intervention
directly to réductions in BMI for recipients of
each intervention. We inicorporated uncertaitity
for all of the underlying model-inputs into the
probabilistic uncertainty analyses (see Ap-
pendix A3.1).1 _

Fourth, because we focused on-obesity, we did
notincorporate, additional health improvements
and’ health care cost reductions due toimprove-
ments in diet and physical activity that were in-
dependent of reductions in BMI (for example,
reductions in diabetes and heart-disease).?®’

Study Results

There were. large differences in the projected
populationreach of the interventions (Exhibit1).
The reach of bariatric surgery, the smallest, was
very limited, -gven assuming a f_ourf_old increase
in the number of adolescents who receive the
procedure. The most recent national data indi-

HEALTH AFFAIRS NOVEMBER 2015

cate thatin 2012, among -adolescents classified
as having grade 3 obesity (a BMI of roughly 40 or
above), fewer than two in a thousand received

the procedure (Appendlx A8)." The largest pop-

ulation reaches occurred with interventions that,
wonild-affect the whole populat:lon, such as the
sugar-sweetened beverage exrise tax and restau-
rant menu calorie labeling—both of which would

reach 307 million people.

The annual costs of the ‘interventions were

driven by both the cost per person and the pop-
ulation reach and varied greatly (Exhibit 1).

Differences across.interveations in cost per
BMI unitreduction varied more thar 2,000-fold,
Eliminating the tax deduction for :advertising
nutritionally poor foed to children would reduce.
aBM! unit for $0;66 perperson, while increasing
access to bariatric surgery would reduce a BMI
unit for $1,611. '

Three of the interventions studied were found
to-be cost-saying. across the tange of modeled

uncertainty: the. sugar-sweetened beverage ex-

cise tax, eliminating the tax subsidy for advertis-:
ing unbealthy food to children, and setting nu-.
trition standatds for food and beverages sold in
schools gutside of school meals (Exhibit 7). In
other words, these interventions were projected
to save more in reduced hea]th costs over the
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pétiod studied than the intervéntions would cost

to implement, Perhaps more important, the in-

terveritions were projected to prevent 576,000,
129,100, and 345,000 cases: ofchlldhood obeSLty,

-respectwe]y, in.2025. The net savmgs te society

for each dollar spent were projected to be $30.78,

$32.53, and $4.56, respectively.

Restaurant. mexiu calorielabeling was also pro-

Jected to be cost-saving (Exhibit 2), although on.

average the uncertainty intervals were wide be-
cause of the wide unicertainty interval arcundthe
estimated per meal reduction in calories ordered

‘or purchased as a result of the intervention (see

Appendix A4)." This unce_rta_l_nty highlights the
need for ongoing monitoring of this policy when:
itis implemented nationwide in 2016. Ofnote, a

: study of restaizrant menu calorie labelin g inKing

County, Washington, found that exghteen
inonths after implementation of menu calorie
labeling regulations, restaurants had reduced
theii calorie content by 41 kilocalories per en-
trée,® a much 1arger effect than the reduction of
8 kilocalories per meal estimated in this study.
Setting nutrition standards for school meals
would reach a very large population of- children

.and have a substantial. impact: An estimated

1,816,000 cases of childhood obesity would. be
prevented, at a. cost of $53 per BMI unit change’
(Exhibits’t and 2). Improved early care and edu-
cation policies and practices would reach'a much
smaller segment of the population (.18 mﬂhon) -
preventing 38,400 childhood obemty cases if
implemented: natmna]]y, at a cost of $613 per
BMIunit change.

The modeled. preventive interventions could
significantly reduce the overall prevalence -of
childlicod obesity in the United States. Current-
Iy, the prevalence of obesity among childien and
youth ig'about 17 percent.* Based on: our model,

‘the largest reduction in ¢hildhood obesity prev-
-alence compated to no intervention-woild occur

with the implémentation of hutrition. standards.
for schoclmeals (areduction 0f 2.6 percernit;data
not shown), followed. by the sugar'-sweeten'ed
beverage excise tax (0.8 percent). Adding in

‘the two other cost-saving-interventions (¢limi-

nation of the tax subsidy for advertising un-
healthy food to children and setting nutrition
standards for other foods and beverages- sold

in sethools)-would reduce prevalence by an addi-
tional 8.7 percent.

These interventions would have a modest im-

-pact on obesity prevalence. Even if all were im-
plemented and. the -effects were addmve, the

overall impact would be a reduction of 4.1 per-
cent, or 2.9 miltion ¢ases. of ¢hildhood obesity

preventf:d for the population in 2025,
Tax meveENUE In addition to their effects on

obesity, we estimated that both the sugar-sweet-

1
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ened beverage excise tax and the élimination of

the tax subsidy for advertising unhealthy food to

children would lead to substantial yearly tax rev-
enues {$12.5 billion and $80 million, respective-
ly). Thése revenues were mot included. in our
calculations of net costs.

Discussion

“Thesé results indicate that primary prevention of
childhood obesity should be the remedy of
.choice. Four of the interventions studied here

have the potential for cost-savings—that is, the

“interventions would cost less to implement than

they would save over the next tenyears in health
care.costs—and would result in substantial num-
bers of childhood obesity cases prevefited.

The sugar-sweetéried beverage excise tax—
and, to alesser extént, removing thé tax dedue-
tion for advertising unhealthy food to children—

would also generate substantial revenue t_hat
could be used to fund ‘other obesity prevention
interventions. The excise tax has been the focus
of recent policy discussion,”* and the recent
enactment of an.excise tax of one cent per ounce

-in. Berkeléy, California, and the natiénal imple-
meniation of an ex_c_ise’te_n-:-m Me’xico indicate the
‘growing political feasibility of this approach.

The improvements: in: meal standards in the

'National School Lunch and School Breakfast

Programs as well as unplementatlon of the first
meaningful nat_jor_m_! standards for all: other
foods and beyverages sold inschools make the

'Healthy; Hunger-Free Kids Act one of the most

fmportant national obesity prevention policy
achievemerits.in recerit decades. Although im-
proving nutrition standards for school meals
was not intended primarily as an obesity reduc-
tion -strategy, we -estimated that this interven-
tion—which includes unprovmg the quality of
school meals and setting limits on. portion
sizes—would have the largest impact on reduc-
inig childhood obesity of any of the interventions
evaluated in this study.

The mdmdual benéfits of bariatric surgery
and other intensive clinical interventions to treat
obesity can be lifé changing.? Anothér promis-
ing new obesity treatment strategy employs low-

cost “technological approaches—computerized -

clinical decision support—to effectively reduce
excess childhood weight,® -Our stiudy should.in
no way discourage ongoing ihvestment in ad-
vancing the quality, reach, and cost-effectiveness
of clinical obesity treatment. However, our re-
sults indicate that with current clinical practice,

the United States will not be able to treat its way

out.of the obesity epidemic. Instead, policy mak-
ers will need to expand.i_nvestment in primary
prevention, focusing on interventions with
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broad population reach; provenindividual effec-
tiveness, and low cost of implementation.

‘We modeled each intervention in this study

separately to help policy makers prioritize in-

vestment in obesity prevention. However, as
the results show, none of the interventions by
itself would be sufficient to reverse the obesity
epidemic; Instead, policy maKers niéed to develop

a multifaceted: prevention strategy that spans-

settings ‘and reaches- individuals across the life
course. _
Because the enérgy pap that drives excess

weight gain among young children is small,
-and adult obesityis difficult to-reverse, interven-
tions early in the life course have the best chance-

of having a meaningful impact on long-term obe-
sity prevalence and related mortality and health
care costs. However, €arly intervention.will not
be sufficientif youngchildren ata healthy weight
a¥e subsequently introduced into enviroriments

that promote excess weight gaiii later in child-
hood and in adulthood.

Increased access to-adolescent bariatric sur-

gery had the smallest reach and the highest cost

pér BMI unit reduction: Of the other six inter-

ventions that we analyzed, improving éarly care.

and education using-the NAP SACC modzl both
had the smallest reach, because of the interven-
tion’s relatively small age range and voluntary
implementation: strategy; and was the most cost-
ly per BMI unit reduction, Nonetheless, this in-
tervention might still be a good investment, con-
sidering that even small changes among: very
young children can be important for setting a
healthier weight trajectory in childhood.
Additionally, the intervention: focuses on im-
provements in nutrition, physical activity, and
screen time for all children and thus could have
benefits for child devélopment beyond reducing
unhealthy weight gain.: In contrast to the tax
policies we evaluated, which have been met with
opposition fiom industry, the NAP SACC pro-
gram is well liked and has been widely adopted.
While policy makers.should considerthe long-

term effectiveness of interventions. that target.

young children, substantially reducing health
care expenditures due to obesity in the near term

will require implementation of strategies that:

target both children and adults. We: estimated
that over-the decade 201525, the beverage
excise tax would save $14.2 billion in net costs,
primarily due to reductions in adult health
care costs. Interventions. that can achieve near-

térm. health cost savings among -adults and

reduce childhood obesity. offer policy makers
an opportunity to make long-term investments
in children’s health while generating short-term:
retirns. These results are consistent with previ-
ous research that estimated the potential health
cost savmgs -and health gains from reducing
childhood obesity; much of which resulted from
preventing obesity during adulthood.™

Conclusion

Reversing the tide of the c¢hildhood dbesity epi-
‘demic will requiire sustained effort across all ley~
‘els-of government and civil society for the fore~

seeable future. To make these efforts effective:
and’ sustamable dunng a period of constrained
public health resources, policy makers. need to

integraté the best available evidence on the po-.
‘tential effectiveness, reach, and cost of proposed

obesity strategies to prioritize the highest-value
interventions,

We found that a number of: -preventive inter-
ventions would have substantial populatxon«lev—
€l impacts and would be cost-saving.-An impor-

tant question for pelicy makers is, why are they
‘not actively pursuing cost-effectivé policies that

can prevent childiood obesity arid that cost less.
to implemient thai they would save for sociéty?
Our results also highlight the critical impact
that existing investments in improvements fo
the school food environment would have on-fu-
ture obesity prevalence and indicate the impor-
tance -of sustaining these preventive strategies.
Furthermore, while many of the preventive in-
terventions in childhood do not provide substan-

tial health care cost savings (because most obe-

sityrelated health: care costs oceur later, in
adulthood), childhood interventions have the
best chance of substantially reducing obesity
prevalence anid related mortality and health caré
costs.in the long run.

The fociis of action for policy makers should be
on‘implementing costeffective preventive inter-
ventions, ideally ones that would have broad
population:level impact. Particularly attractive
are interventions that affect both children and
adults, so that neai-term health care cost savings
can be achieved by reducing adult obesity and its
health consequences, whilé laying the ground--
work forlong-term cost savings by also reduicing -
childhood and-adolescent gbesity.
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Students get as much as half of their daily calories from food
and drinks served in schools, and research shows that more
nutritious choices lead to better health and academic success.

© iStockphoto

All families want to give their kids the gift of good health to help
young minds and bodies reach their full potential. In making this
wish a reality, parents have a powerful ally in the nation's schools,
especially the federally funded nutrition programs that serve

breakfasts, lunches, and snacks to millions of students every day.

Schools nationwide have improved the quality and variety of the
foods and drinks they offer in recent years, thanks in part to new

policies and increased funding approved by Congress in 2010. That
same year, the Robert Wood Johnson Foundation and The Pew

http://www.pewtrusts.org/en/research-and-analysis/analysis/2017/04/11/6-takeaways-show-strong-progress-on-school-food-and-nutrition 2/14
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Charitable Trusts formed the Kids' Safe and Healthful Foods Project

(KSHF) to provide nonpartisan, evidence-based recommendations

to help policymakers, school nutrition professionals, parents, and
other stakeholders navigate the transition to healthier options for

all students.

Today, virtually all schools meet the nation's stronger nutrition

standards, and the project is nearing completion of its research

agenda. Here's a look back at important lessons from our work and

otherrigorous studies.

The Healthy, Hunger-Free Kids Act of
2010 was a game-changer

In December 2010, Congress passed the Healthy, Hunger-Free Kids

Act, reauthorizing federal school meal programs with a focus on
improving children's access to nutritious foods and promoting
healthy eating. At the-time, the average school lunch washighin

sodium, calories from solid fats, and added sugars and low in whole

grains. The act directed the U.S. Department of Agriculture (USDA)

to undertake the first major changes to school meal nutrition

standards in more than 15 years.

hitp:ffiwww. pawtrusts.gig/enfresea r_chaand-ana:lys_isfar_ja_ilysisa@_ﬁ-1 7i04/11 ?G-takeaway_&sh ow-sirong-progress— n-school-food-and-nutrition’
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About a year later, the USDA finalized those updated nutrition
standards, making changes that reflected the 2010 Dietary
Guidelines for Americans and the most recent science on children'’s
daily nutrient requirements. The updated standards require that
meals include more fruits, vegetables, and whole grains and only
fat-free or low-fat milk. In addition, they set weekly calorie ranges
that rise as students get older and limits on the saturated fat and
sodium content. By September 2016, nearly all districts were

meeting the healthier standards.

Thirty-one million children eat school lunches, and
nearly 15 million get school breakfasts on an
average day.

&

The act also directed the USDA to set science-based nutrition
standards for snack foods and beverages sold to students during
the school day, such as those purchased from vending machines, a
la carte cafeteria lines, and school stores. To inform the
department’s initial proposal, KSHF conducted a health impact
assessment in 2012, which found that children’s access to and
consumption-of healthy snack items and their p_arfici_p_ation in meal

programs would increase with the implementation of stronger

hitp:/iwww.pewtrusts.orglen/rassarch-and-analysisianalysis/2017/04/11/6-takeaways-show-strong-progress-on-school-faed-and-nulrition 4114
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standards. A broad range of education and health groups, including
KSHF, then urged the USDA to refine the standards and helped
generate nearly 250,000 comments from the public on the

proposal. The rule that was subsequently issued, known as Smart

Snacks in School, went into effect for the 2014-15 school year, andiit

fueled the first significant nutritional enhancements to school
snacks and beverages in more than.30 years. To meet the
requirements, an item must be a fruit, vegetable, protein, or whole
grain; have fewer than 200 calories per serving; and be low in fat,

sodium, and sugar. The USDA also set healthy limits for beverage

serving sizes.

Despite some early challenges, schools have succeeded in

improving the nutritional quality of their meals. Students are eating

more fruits, vegetables, and other healthy foods, and school meal
program revenue has held stable or increased. Moreover, many
schools are taking advantage of federal grants and other financing
strategies to upgrade kitchen equipment, making it easier to

prepare more nutritious and delicious meals.

http’:i{ww:peMrusts.orgi’énfresear‘ch—and—_a_naEys_is;_’a_nalysi_s_f?(_)-‘l.?!ﬁ#ﬁ 1'!6-takeaways~show—s._trong_—prog__res_s-on-schocl-fo'odAahd-nut'rifion




7/31/2017 6 Takeaways Show Strong Progress on School Food and Nutrition

Figurel
Kids Ate More When School Lunches Got Healthier

Average percentage consumed, by meal component, 2012 and 2014
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Notes: Percentages shown are among students who selected the meal component.

* Indicates statistically significant differences at the 5 percent level.
Source: Marlene B. Schwartz et al., "New School Meal Regulations Increase Fruit Consumption and Do Not Increase Total Plate Waste,”
Childhood Obesity 11, no. 3 (2015), http://online.liebertpub.com/doi/pdiplus/101089/chi.2015.0019

2 2016 The Pew Charitable Trusts

Students are choosing healthier
lunches

Since the updated meal standards were implemented, students of
all ages are choosing lunches higher in nutritional quality with
fewer calories per gram and consuming more fruits and larger

http:/lwww.pewtrusts.org/en/research-and-analysis/analysis/2017/04/11/6-takeaways-show-strong-progress-on-school-food-and-nutrition 6/14
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portiohs of their entrees and vegetables. (See Figure 1.) Studies of
schools inthree states showed considerable improvements in
children’s eating habits under the USDA's updated meal standards.
Some of these same reports also measured plate waste—the food
taken and later discarded by kids—and found that it either stayed

the same or declined after the transition to healthier menus.

Parents support healthier school
nutrition standards

Polls conducted by KSHF nationally and in 14 states found that most
voters with school-age children are concerned about kids’ health
and support the changes introduced by Congress and the USDA.

Nationwide:

e 7in 10 favor national nutrition standards for school meals and

snacks.

s 9in 10 support requiring schools to include a serving of fruits or

vegetables with every meal.
e 3in 4 back limiting sodium in school meals.

Voters also favored district practices that encourage healthy
behaviors. The project’s pollsin Louisiana, Ohio, and North Carolina

asked about school fundraisers, and most respondents said they

http:/iwww, pewtrusts.orglenires earch-and-analysisianalysisf201 ?@’04;’ 1 fi_.I’Slt_a_ke_aways-sh_ow—stron g-progress-an-sch vol-foad-and-nutrition 714




7/3112017 6 Takeaways Show Strong Progress on School Food and Nutrition

preferred activity-based events slich as carwashes or walk-a-thons
to food-focused events. On-campus sales of baked goods of items
such as pizza and candy during the school day were among the

least favored fundraisers.

Schools are meeting nutrition
standards and promoting healthy
eating

A nationally representative survey of school nutrition directors
commissioned by KSHF at the end of the 201415 school year found
that most meal programs use a mix of strategies to encourage
students to eat nutritious meals. Nine in 10 adopted at least one
practice to raise children’s fruit and vegetable consumption. For
example, almost two-thirds of directors who increased the use of
salad bars said kids ate more produce as a result. Directors also
said that holding taste tests with students and redistributing
uneaten, sealed foods were among the most effective ways to

reduce waste.

htip:/hwww.pewtrusts org/eniresearch-and-analysisianalysis/2017/04/11/6-takeaways-show-strang-prograss-on-school-food-and-nutrition 814
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Figure 2

More Than 60% of School Meal Directors Had Few or No Difficulties
Meetmg Healthier Breakfast Standards
Extent of challenges by percentage of re dents 2014-15

192
challenges

4 % Afew
challenges

Notes: The data are weighted to be representative of all public school food authorities offering the National School Lunch Program. Twenty-
seven that do not offer breakiast were excluded.

Saurce: School Meal Approaches, Resources, and Trends Study, 2015

2016 The Pew Charitable Trust

Directors report stable or rising
revenue for school meal programs

The same survey reported that 84 percent of directors saw rising or
stable revenue from their combined meal reimbursements plus
snack and beverage sales in school year 2014-15 compared with a

year earlier. More than half of respondents reported higher

http:/fwww.pewtrusts.orglen/research-and-analysis/analysis/2017/04/11/6-takeaways-show-strong-progress-on-school-food-and-nutrition
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combined revenue, and almost a third said total revenue remained
level. (See Figure 2.) Among directors who cited financial concerns,

equipment and labor costs were most frequently mentioned.

Investments in school kitchen
equipment help schools support
student health and save money

Aging kitchen infrastructure and equipment, much of it designed to
heat or handle prepackaged rather than fresh foods, pose
significant barriers to school districts’ efforts to meet updated
nutrition standards and adapt to the tastes and dietary needs of
today's students. Aging equipment is also costly to repair and

typically uses greater energy than more modern equipment.

In December 2013, another KSHF survey found that most school
meal programs (88 percent) needed one or more pieces of
equipment to help them meet nutrition standards, but only 42
percent of respondents reported that they had funding for capital
purchases, and less than half of those had a budget that was
adequate to meet their equipment needs. Fortunately, between
2009 and 2016, Congress appropriated nearly $200 million for
USDA kitchen equipment grants, which helped thousands of

schools purchase needed upgrades.

hitp:fiwwiw:pewtrusts.orglenfresearch-and-analysis/analysisi2017/04/11/6-takeaways-show-strong-progress-on-schdol-food-and-nutriticn 1014
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A 2015 KSHF-commissioned series of case studies of 19 schools in
seven states explored the effects of these federal kitchen
equipment grants on students and meal programs and found that
equipment bought with these funds helped many schools
overcome challenges reported in the 2013 study. Just one new piece
of equipment helped schools improve nutritional quality and
variety, entice more students to eat school meals, and operate

more efficiently and cost-effectively.

In 2073, in recognition of the need for a sustainable and predictable
funding mechanism to support ongoing school kitchen
improvements, lawmakers introduced the bipartisan School Food
Modernization Act to permanently authorize a USDA kitchen
equipment grant program and provide loan assistance for eligible
schools. Committees in the House of Representatives and Senate
added these provisions to their respective bills to reauthorize child
nutrition programs in 2016. Although neither became law before
the 114th Congress ended Jan. 3, policymaker support for school

kitchen equipment is clearly growing.

Taken together, these facts tell an unmistakable story of
transformation in the nation’s schools. Cafeterias, vending
machines, school stores, and fundraisers-are fueling healthier lives
for millions of children. Backed by evidence-based policy and

funding decisions, schoo! nutrition professionals, advocates,
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students, and families have driven this progress, and in seven years,
they have fundamentally remade school meal programs for
America’s kids. And even more exciting, it's clear that this

movement is just getting started.

MAJOR KIDS' SAFE AND HEALTHFUL FOODS PROJECT

PUBLICATIONS, BY DATE

« June 2012—Health Impact Assessment: National Nutrition
Standards for Snack and a la Carte Foods and Beverages
Sold in Schools

« September 2013—Serving Healthy School Meals: Despite
Chalienges, Schools Meet USDA Meal Requirements

s December 2013—Serving Healthy School Meals: Kitchen
Infrastructure, Training, and Equipment in Schools
Workshop

« December 2013—Serving Healthy School Meals: U.S.
Schools Need Updated Kitchen Equipment

» September 2014—Parents Support Healthier School Food
Policies by 3-to-1 Margin

» August 2015—Serving Healthy School Meals: Staff

Development and Training Needs
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e« May 2016—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

e June 2016—School Nutrition Gets a Boost From USDA
Kitchen Equipment Grants

e December 2016—School Meal Programs Innovate to

Improve Student Nutrition

Stephanie Scarmo and Whitney Meagher conduct research on school
nutrition programs and policies for the Kids’ Safe and Healthful Foods

Project.
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Improvements in School Lunches
Result in Healthier Options for
Millions of U.S. Children:

Results from Public Elementary
Schools between 2006—07 and 2013-14

Research Brief
April 2015

Photo credit: Matt Mayer

Introduction

Most U.S. children's diets exceed recommended levels of sugar, fat, and sodium,1 and are deficient in fruits, vegetables, and
whole grains.2’3 In 2009-10, elementary school lunches exceeded recommendations for calories from solid fats and added
sugars, and fell short of recommended daily amounts of vegetables and whole grains.“ As directed by the Healthy, Hunger-
Free Kids Act of 2010,° the U.S. Department of Agriculture (USDA) updated the national nutrition standards for school meals
to align with the 2010 Dietary Guidelines for Americans.® These updated standards’ were announced in January 2012, and
schools began to implement them at the beginning of the 2012-13 school year.

The updated standards require schools to offer: a fruit or vegetable daily, a variety of vegetables, and only fat-free or low-fat
milk. As of the 2014-15 school year, they also require that 100 percent of grain products offered at lunch be whole-grain rich®
(up from 50 percent during 2012—13 and 2013-14), although schools may seek exemptions to remain at the 50 percent
standard through 2015-16. Some schools had already been meeting these benchmarks prior to 2012-13, but the updated
standards led to widespread changes to meals served at most schools.

This brief uses data from surveys of elementary schools to examine: a) how the types of items offered in school lunches have
changed over time; and b) whether the variety of healthy options changed from the first to the second year of updated
standards.

This brief reports on nationally representative data obtained from administrators and food service personnel at U.S. public
elementary schools between the 2006—07 and 2013-14 school years. These data do not allow for evaluation of whether a
specific school was in compliance with the new meal standards, but they do provide an indication of trends in the availability of
healthier items (i.e., a variety of vegetables, fresh fruits, salad bars, and whole grains) and unhealthier items that tend ta be
high in fat and sodium (i.e., fried potatoes, regular pizza, and higher-fat milks). In 201314, the survey included several items
assessing changes in lunch characteristics from 2012-13 to 2013-14. Additional detail on the methods used for this study are

available online.®

The results show that elementary school lunches have been improving consistently since the 2006-07 school year, with more
schools offering healthier items and fewer schools offering unhealthier items. This trend has continued through the
implementation of national standards in 201213, as the overwhelming majority of schools maintained or improved their
offerings in the second year of implementation as compared with the first. Together, these findings suggest that elementary
schoals are able to successfully offer healthier lunches to students and that the national standards are consistent with those
efforts.




Key Findings

Significantly more elementary schools were regularly offering healthier items in lunches in 2013-14 than in 2006-07. The
availability of unhealthier items in school lunches also decreased notably during the same period.
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Key Findings

All schools either increased or maintained the amount and variety of fruits and vegetables offered since the standards went
into effect in 2012-13.
« At more than half of elementary schools, lunches in 2013—14 included more fruits and vegetables and whole grains,
as well as a greater variety of fruits and vegetables, than in 2012-13.
s The majority of schools maintained the same variety of entrée options as in 2012-13, although 33 percent of schools
actually increased entrée variety.

Changes in Lunches at US Public Elementary Schools, Reported in 2013-14 School Year
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Conclusions and Policy Implications

School lunches have changed considerably over time, with significant improvements documented particularly in recent years.
The recent updates to the national nutrition standards are consistent with these improvements. A March 2015 study shows
that since the implementation of the new lunch standards—which require students to take either a fruit or vegetable at each
meal—students are selecting and eating more fruit, and throwing away less food than they did before the changes were
impiemented.m Recent surveys also show that many students have adapted well to the revised meals, with few complairal&11
It is essential for policymakers to continue to support implementation of the healthier standards for school meals to support
optimal nutrition and health for millions of U.S. children and adolescents.
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A Healthy Recipe for School Nutrition

A WAY TO A HEALTHIER GENERATION

Studies have suggested that a healthy school
environment can help improve children’s physical well-
being, enhance learning, and increase attendance.'®'®
The updated nutrition standards are supported by 89% of
the public and have had several positive effects on school
nutrition and health.!”

OVERVIEW

Currently, nearly one-third of
children are overweight or obese,
and an overwhelming majority of
children aged 12-19 meet none or
only one of the five components
the American Heart Association
uses to define a healthy diet.’®
Recent research found that 20% of
children ages 8-17 had adverse
cholesterol levels and 11% suffer
‘ from hypertension.® Additionally,
researchers have concluded that
an obese child’s arteries can resemble those of a middle-aged adult
and children who are obese throughout childhood have a greater
risk of becoming obese adults. 73 Schools can help put an end to
this epidemic by promoting a healthy food environment and
establishing a foundation for a lifetime of healthy behaviors.

A PUBLIC HEALTH VICTORY FOR KIDS

The process for updating national nutrition standards to school
meals began in 2004, when the USDA (based on requirements in
the Child Nutrition and WIC Reauthorization Act of 2004)
commissioned the Institute of Medicine (IOM) to provide
recommendations on what constitutes a healthy school meal.'®'" In
December 2010, President Obama signed the bipartisan Healthy,
Hunger-Free Kids Act into law, which empowered the USDA to
update the national nutrition standards based on the |IOM report for
school meals and establish nutrition standards for other foods sold

in schools throughout the school day.'? According to the latest data,
nearly 100% of schools in the National School Lunch Program

(NSLP) are meeting these nutritional standards, up from 14% in
2009-2010."' The increase in participation means an
overwhelming majority of children are receiving heart-healthy
lunches at schoaol.
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Kids are now choosing healthier foods and are eating
16% more vegetables and 23% more fruit.'8.1®
School meals are now lower in sodium and
calorigs.?0.21.22

Children who participate in the National School Lunch
Program eat greater amounts of healthy foods,
consume less sugar and calories, and have an overall
better quality diet.?2

The number of elementary schools offering fresh fruit
and whole grains has increased by nearly 20% since
2006.2

Kids are throwing away less of their entrees and
vegetables.'® Plate waste can also be reduced by the
manner in which fruits and vegetables are prepared
and presented, and by farm-to-school programs,
which have increased the amount of local food being
served in school meals by 55%.%42°

Studies have shown that incorporating technical
assistance and using creative and fun games can
counter plate waste and increase fruit and vegetable
consumption,26.27.28

70% of elementary school administrators and food

service staff report positive feedback from their
students on the new lunch standards 29

By 2025, healthy nutritional standards for all foods
sold in schools have been estimated to potentially
decrease the number of childhood obesity cases by
mare than two million. In particular, foods sold outside
of meal programs can lead to cost savings of nearly
$800 million. 30

A Government Accounting Office (GAQO) report
concluded that while there have been scme
challenges in implementing the school lunch
standards, school meals are now healthier than ever
and challenges are expected to resolve over time as
school food service and students adjust to the
changes.?!

Although there has been some criticism about
participation declining, this downward trend started in
2007 and lasted throughout the recession, well before
the school meal standards went into effect in 201232
In fact, the decline is mostly attributable to a reduction
in the number of students paying full-price for meals.*?
The latest data from USDA suggest an uptick in

American Heart Association - Advocacy Department + 1150 Connecticut Ave. NW + Suite 300 * Washington, DC 20036
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participation rates among students eligible for free or
reduced-price meals.*

Only 37% of School Food Authorities report having
the necessary budget to train food service personnel
in implementing the updated nutrition requirements.*
Since then, programs like Team Up for School
Nutrition Success have connected hundreds of school
food services directors to technical assistance and
peer mentoring. Attendees have called these trainings
“life changing." %5

Recent media reports have warned about the National
School Lunch Program's increasing fiscal burden on
school districts.3® However, a recent USDA analysis
found that $200 million in revenue has been gained
since the implementation of the new standards.?’

Prevalence Estimates for Poor, Intermediate,
and Ideal Cardiovascular Health: US Children
Ages12-19
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THE ASSOCIATION ADVOCATES

Strong implementation of the nutrition standards for

school meals and Smart Snacks. These standards
include reducing sodium; eliminating trans fat;

decreasing saturated fat; minimizing fried foods; offering
healthy beverages; and increasing the offering of fruits
and vegetables, whole grains, seafood, and low fat
dairy.

Robust technical assistance to support schools in
implementing nutrition standards.

Effective nutrition education, nutrition promaotion, and
model local wellness policies with effective
implementation, evaluation, transparency and
accountability.

Investments in kitchen equipment and infrastructure that
can help schools serve healthier meals.

Increased reimbursement, based on the latest evidence,
for schoal meals to help ease the burden of increased
costs.

Regional or local cooperative agreements between
school districts to increase purchasing power for healthy
foods.

Cooperative agreements with local farmers and
markets, as well as implementation of school gardens to
increase the use of fresh fruits and vegetables in the
school meal program and foster nutrition education that
increases learning opportunities.

To find out more, visit www.heart.org/schoolmeals.
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