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Supporting Healthy Eating for Young Children at Child Care
Some of this handout was adapted from information found at http://www.choosemyplate.gov/

Infant Foods Served
Best Practice

Why is this important?

When infant cereal or formula is offered, it is
always iron-rich.

Iron-rich cereals and formulas are frequently
listed as “fortified with iron”
Children who are formula-fed are at higher
risk of being iron deficient, so feeding infants
iron-rich cereals and formulas is important.

When mashed or pureed meats or vegetables
are offered, these foods rarely or never
contain added salt.

When infants eat a lot of these foods, their
diets can be higher in salt than is
recommended, which can lead to a
preference for high salt diet later in life and
an increased risk for cardiovascular disease.

Baby food desserts that contain added sugar
are rarely or never offered.

Added sugars are a nutrient-poor source of
calories and can contribute to a diet that is
higher in calories than infants need. This puts
the child at risk of gaining more weight than
they should be gaining, given their length and
age, and of missing out on important
nutrients found in foods without added
sugars.

Fruits and Vegetables Served
Best Practice
Fruit (not including juice) is offered 2 times
per day or more.

Why is this important?

Vegetables (not including French fries, tater
tots, hash browns, or beans) are offered 2
times per day or more.

Fruit and vegetables are rich in a variety of
essential nutrients, including dietary fiber,
vitamins A and C, potassium, and folate
Fruit and vegetables are naturally cholesterol
free and low in sodium, fat, and calories
Eating a healthy diet, including a variety of
fruits and vegetables, is important to
lower risk of heart disease and cancer
maintain a
healthy
cholesterol
level, blood
pressure,
weight, and
dental health

Fried or pre-fried potatoes are offered less
than 1 time per week or never.

This includes French fries, tater tots, and
hash browns made from scratch or baked
from frozen.
The added fat of fried potatoes can
contribute to an overall diet that is higher in
saturated fats than is recommended. Diets
high in saturated fat can lead to unhealthy
weight gain since they are often higher in
overall calories and can increase risk of
cardiovascular disease over time.
White potatoes are lower in nutrients than
other vegetables, which are usually the types
of fried potatoes served to children.

Meats and Meat Alternatives Served
Best Practice
Fried or pre-fried meats or fish are offered
less than 1 time per week or never.
High-fat meats are offered less than 1 time
per week or never.

Why is this important?
Meats and meat alternative are important
sources of protein in the diet. Protein is
essential for everyday processes in our cells
and for building muscles and bones in young
children. Also, protein-rich foods are

Lean or low fat meats and meat alternatives
are offered every time meats and meat
alternatives are served.

important sources of iron, magnesium, zinc,
B vitamins, and omega-3 fatty acids (from
seafood).
Some meats, like beef and chicken nuggets,
should be avoided because they are high in
saturated fat, which can raise LDL cholesterol
(“bad” cholesterol) and increase risk of heart
disease.

Grains and Snacks Served
Best Practice

Why is this important?

High-fiber, whole grain foods are offered 2
times per day or more.

Whole grain foods offer more dietary fiber
and nutrients (B vitamins, iron, magnesium,
and selenium) than foods made with
processed, white flour.
Eating whole grain foods can help lower risk
of heart disease and helps to maintain
healthy bowels

High-sugar, high-fat foods are offered less than
1 time per week or never.

These unhealthy snack foods provide little
nutrition to children and contribute to a diet
that is higher in calories than recommended
for young children.
Eating these unhealthy foods regularly can
lead to a child developing a habit to eat
these unhealthy foods as they grow older.

High-salt, high-fat snacks are offered less than
1 time per week or never.

Children are given sweet or salty snacks
outside of meal or snack times less than 1 time
per week or never.

While children are young, especially at child
care, it is important to maintain a routine
where children learn that food is eaten at
regular meal and snack times, when they are
hungry.
Unhealthy snacks eaten outside of these
times can harm a child’s ability to listen to
their own hunger and fullness cues and eat
when they are not truly hungry.

Beverages Served
Best Practice

Why is this important?

Drinking water is always visible and freely
available both indoors and outdoors.

Water is needed to keep normal functions
in the body going, like kidney functioning
and temperature control, and maintains
proper blood pressure and healthy skin.

A 4-6 oz. serving of 100% fruit juice is offered 2
times per week or less.

Fruit juice can be a good source of nutrients
found in fruit, but it does not have the fiber
of whole fruit. Portion sizes should be
watched since it is easy for children to drink
big portions of fruit juice, which simply
adds extra calories to their diet.

Sugary drinks are never offered.

Sugary drinks offer little to no nutrients and
contribute to consumption of extra calories
and should be avoided.

Fat-free or skim milk is offered to children ages
2 years and older (not including those with milk
allergies).

Recommendations from national
organizations are for children over 2 to be
served fat-free or skim milk, since the
benefits of serving higher fat milk are
outweighed by the added calories and fat
that those types of milk have.

Flavored milk is offered to children less than 1
time per week or never.

Flavored milk is high in sugar, which can
offset the good nutrients in plain milk.

utrition Environment and Parent Education
Best Practice
The program displays a large variety of posters,
books, toys, and other learning materials that
promote healthy eating, with new items
introduced often.

Why is this important?
Learning materials that show healthy eating
can show children that these things are
normal and can be part of their lives. New
materials should be introduced often to
keep children interested in learning about
nutrition.

Teachers incorporate planned nutrition
education into their classroom routines 1 time
per week or more.

Formal nutrition education can help
children learn specifically about the foods
they should eat and should avoid and why
we need to eat healthy foods, just as
children rely on teachers to learn about
things like shapes, letters, and the world
around them.

Families are offered education on child
nutrition 2 times per year or more and should
include the following topics:

Child care is an important source of
information for families, and they rely on
your expertise in childhood development to
guide their parenting. These topics are the
most important related to feeding children
ages 0-6 and should be incorporated into
educational opportunities for parents and
caregivers.

Food and beverage recommendations for
children
Serving sizes for children
The importance of variety in the child diet
Creating healthy mealtime environments
Using positive feeding practices
Using responsive feeding techniques
Not propping feeding bottles
Introducing solid foods and new foods
Infant development related to feeding and
nutrition
The program’s policies on child nutrition
A quiet and comfortable space, other than a
bathroom, is always available for mothers to
breastfeed or express breast milk.
The space set aside for mothers to breastfeed
or express breast milk offers privacy, an
electrical outlet, comfortable seating, and a
sink with running water in the room or nearby.
Enough refrigerator and/or freezer space is
always available for all breastfeeding mothers
to store expressed breast milk.

Providing an appropriate space for
breastfeeding mother to breastfeed or
express their breast milk is an essential part
of promoting breastfeeding. Mothers need
to feel that they are comfortable in this
space, and it should have an electrical
outlet and a sink needed for a pump and
for cleaning.
Another part of promoting breastfeeding is
having adequate storage space in
refrigerators and/or freezers within the
child care setting. This makes sure that all
breast milk can be stored safely.

Each day, teachers provide both a written and
verbal report to families about what, when, and
how much their infants eat.

Communication with parents is important
to make sure that an infant is eating
properly to maintain growth, especially
from child care providers feeding children
much of what they eat in a day.

Teacher Practices
Best Practice

Why is this important?

Television or videos are never on during meal
or snack times.

Having a TV on during a meal can distract
children from their fullness and hunger
cues, and children are more likely to
overeat if they are eating in front of a
television.

When in classrooms during meal and snack
times, teachers and staff always eat and drink
the same foods and beverages as children.

Eating and drinking the same foods and
beverages is a form of role modeling,
which helps children learn healthy eating
behaviors by watching you as a child care
provider eat meals and snacks.

Teachers enthusiastically role model eating
healthy foods served at every meal and snack
time.

Not only is eating the same foods and
drinking the same beverages important,
but teachers should also help children
learn what foods are good for them by
enthusiastically eating these foods. This
can include saying something as simple as
“yum!” while eating vegetables.

Teachers and staff rarely or never eat or drink
unhealthy foods or beverages in front of
children.

Eating or drinking unhealthy foods in front
of children teaches them that it is okay to
eat these foods. While okay every now
and then, this should be limited to make
sure children focus on eating the
healthiest foods and avoiding unhealthy
food.

Teachers rarely or never require that children
sit at the table until they clean their plates.

Requiring a child to sit at a table and finish
his or her plate overrides a child’s ability
to listen to their fullness cues. This can
cause a child to overeat and consume
more calories than they need to in a day.

This booklet can be downloaded at:
https://www.nwf.org/pdf/Be%20Out%20There/BOT_WeatherReport_3d_forWeb2.pdf

Outdoor Activity Handout

Structured learning opportunities: Planned lessons and activities including circle time,
art projects, and reading time.
1. Look at Outdoor Play Setting Pictures and talk about what activities can be done
and where

Seasonal outdoor activities: Activities that are unique to the season or the weather,
including gardening, water play, collecting fallen leaves, and playing in the snow.
1.
2.
3.
4.
5.
6.

Mud Play
Leaf Play
Water Play
Pumpkin Play
Snow Play
Gardening

Walking trips: Activities, like nature walks and neighborhood tours, which let children
explore the outdoors nearby your program, but beyond the regular play space.

Outdoor field trips: Opportunities for children to take part in outdoor activities around
the community.
1.
2.
3.
4.
5.

Farms
Gardens
Nature centers
Local parks
Creamery

COMMON FEEDING ISSUES
Infants
a. Nipple confusion. Relevant for breastfed babies. The rubber nipple on bottles leads infants
to nurse very differently than from the breast.
i. Child experience: Introducing bottles or pacifiers within the first three to four weeks
of life to an infant can confuse him/her about latching on and successfully feeding
from the breast.
ii. Provider response: Infants will have passed this age by the time they enter care.
However; it is important that child care recommend parents to get a child used to
bottle feeding or being fed by someone other than mom before starting child care.
b. Introducing complementary foods. Signs that infants are ready to begin complimentary
foods are they can sit and hold their head up unassisted, open their mouth for a spoon,
seem interested in eating, move foods to the back of the mouth with the tongue, and
swallow foods thicker than breast milk. Developmental readiness is more important than
age, but it is recommended to wait to introduce complimentary foods until around six
months.
i. Child experience: Infants’ digestive systems become mature enough to accept foods
other than formula or breast milk around six months. Introducing them too soon
can put infants at risk of inhaling food, cause them to get too much or too little
food, and put them at risk of obesity. Infants will be more interested in
complementary foods when they are ready for them, and enjoy eating more.
ii. Provider response: Always follow the family’s lead in introducing new foods to
infants. Encourage them to avoid introducing complimentary foods before the
infant shows developmental readiness. Avoid practices like adding cereal to bottles.
c. Colic: Defined as an infant in pain, crying for more than three hours a day.
i. Child experience: A colicky infant may clench his fists or pull her knees into her chest
and seem to truly be in pain. Colic is still not completely understood, but research
has found differences in colicky infants’ gut bacteria, gut hormones, reaction to
cow’s milk, and immaturity of infant’s nervous/digestive system. Maternal diet may
be related to colic in breastfed babies. Foods such as onions, broccoli, chocolate,
cow’s milk, eggs, wheat, soy, peanuts, tree nuts, and fish have been identified to be
related to colic. Formula fed babies may also experience colic.
ii. Provider response: Let parents know of the infant’s colic while in care (they are
likely already aware of it at home) and offer support in this difficult stage. For all
babies, try feeding the infant smaller quantities at a slower pace more frequently.
Try different ways to hold the infant, and movement up and down, side to side, and
forward and backward. Wearing infants in a sling for about three hours is another
tactic to help calm colicky babies. Breastfeeding mothers may remove common
allergens from their diets. For formula-fed babies, a special formula or hydrolyzed
formula could help. Another option is to offer infants oral probiotics.

d. Baby bottle tooth decay: Putting an infant to sleep with a bottle allows sugar in beverages
(breast milk, formula, or juice) to pool around the teeth and set them up for severe tooth
decay. Dipping pacifiers in sugar or syrup can have the same effect.
i. Child experience: The child can get more cavities in baby teeth as a toddler than one
not put to sleep with a bottle. Baby teeth may need to be removed, causing feeding
and speech problems. Adult teeth can also be damaged.
ii. Provider response: Avoid giving babies bottles when putting them to sleep. Talk to
parents about the risks of the practice and other ways to calm infants before bed.
They may sleep better since they will not have a large amount of urine in their
diaper overnight. Encourage weaning children to a cup starting at 6 months with no
bottles by 12 months. Giving children a bottle with water inside may help them
wean, as they typically lose interest in it.
e. Failure to thrive: An infant does not gain weight or height at a healthy rate due to a lack of
calories. Most critical is the brain growth in the first 2–3 years of life, so calories are
especially critical as well as positive relationships with food and mealtime. Failure to thrive
(FTT) may be based on a medical diagnosis, such as an infant who does not eat enough
calories due to developmental problems (especially swallowing), frequent reflux, or
ear/other infections. Infants with cystic fibrosis or celiac disease may get enough calories
but are not able to digest the food given. With no medical reason, failure to thrive can be
due to environmental factors such as a lack of response to infant cues resulting in feeding
going poorly. Formula may be mixed incorrectly and provide inadequate calories. Other risk
factors are poverty, depression or mental illness in the mother, or drug or alcohol abuse in
the household. Failure to thrive may also be diagnosed after infancy.
i. Child experience: The child does not grow at the expected rate. He or she may also
be easily tired, irritable, sleepy, and slow in motor and social development. Children
should be examined for anemia since a low blood iron level can cause those very
same symptoms. An additional environmental risk factor can be lead poisoning from
an environmental cause; routine screening for low hemoglobin and elevated lead in
the blood is done at well child check-ups, so all families should be advised to follow
the recommended schedule for check-ups, screening tests and immunizations.
ii. Provider response: Share this information with the director and encourage her/him
to speak with the parents to encourage them to check in with their health care
provider or at a local health clinic. Speak with the director if any signs of abuse are
present; children with FTT are four times more likely to be abused than children
without FTT.

Toddlers
f.

Food jags. Toddlers may show strong food likes and dislikes. It is normal for toddlers to
refuse a food for long periods of time that they previously liked.
i. Child experience. Tastes develop over time, even before birth. Toddlers are also
learning to exert their independence, and may do so over food.
ii. Provider response. Be patient and avoid pressuring children to eat a food they do
not want to eat. Continue to offer the new foods alongside familiar foods.
g. Appetite and Food intake. When an infant becomes a toddler, the growth rate slows down
and they tend to eat less.
i. Child experience. Toddlers can have less of an appetite or interest in food. They
can be distracted by learning new social, speech or gross and fine motor skills. Offer
toddlers small snacks of nutritious foods several times a day. Let them learn to take
food for themselves and pass food to others. They may go on “food jags” where
they only want to eat a small variety of foods. Avoid making food into a negative
experience or power struggle and find ways to make food attractive (i.e. little
sandwiches cut in shapes, vegetables that are interesting and fun to eat)
ii. Provider response. Offer toddlers toddler-sized portions. Avoid labeling a child a
picky eater, since what we say has an impact on children. When we consider a
toddler’s diet over a week instead of just one day, we will see more variety.
h. Safe and pleasant mealtimes. As toddlers continue to feed themselves, they are still at risk
for choking. It is also a time to learn how to be at a table together at mealtimes and use
good manners.
i. Child experience. Toddlers have a strong need for independence and will often want
to do things, including feeding, for themselves.
ii. Provider response. Sit with children at mealtimes and support the toddler’s
independence in self-feeding, especially with utensils. Supervise for any signs of
choking. Common choking hazards are grapes (cut them in half), hot dog slices,
peanut butter, or any substance that could block the airway. Food pieces should be
soft and small. Mealtime atmosphere should be pleasant and relaxing, without TV or
other technology. Teach and model good manners at the table.
i. Excessive fluids. When a child consumes too many calories from juice, it can cause them to
miss out on other important foods and calories. Toddlers can also drink too much cow’s,
goat’s, or soy milk. This is actually a medical condition and can displace other iron-rich
foods, which results in anemia. They need no more than 16–24 ounces of milk daily, and if
they have dairy through cheese or yogurt that amount of milk can be reduced.
i. Child experience. Children may prefer drinking to food (especially during food jags).
Drinking too much juice can cause diarrhea.
ii. Provider response. Limit juice intake to one 4- to 6-ounce serving two times per
week in child care. Serve milk with meals. Make water available throughout the
day, but avoid allowing children to carry a sippy cup of juice with them. Limit
beverages other than water to mealtimes.

j.

Autism. The effects of autism spectrum disorder (ASD) can impact a child’s eating patterns.
They may have strong food dislikes that limit the variety of foods they eat, not get enough
food to meet their needs, be constipated, or have medication interactions.
i. Child experience. Children may be sensitive to taste, smell, color, and textures and
accept a narrow range of foods—especially fruits, vegetables, or slippery, soft foods.
ii. Provider response. Accept guidance from parents about the child’s likes and dislikes
and mealtime routines. Encourage children with ASD to try a variety of foods, but
never pressure. Children may have difficulty concentrating and need special
assistance focusing on eating at mealtimes. Although research does not support
gluten-free, dairy-free diets to treat ASD symptoms, some people report success
with them. Be aware of this potential request from parents. Get advice from
dieticians and other health professionals so that children receive all the help
possible. They are eligible for the school district Early Intervention Programs
through each county, and typically clinics will also provide families with
consultations to experts in children’s behaviors and nutrition.

Preschoolers
k. Appetite and food intake. Preschoolers’ growth rate slows more than toddlers, so appetite
may continue to be variable.
i. Child experience. Familiar foods can be comforting to preschoolers. They are also
an area where children may try to exert control in life.
ii. Provider response. Serve children appropriate serving sizes of foods. Avoid power
struggles with food. Allow the child to decide whether to eat foods and how much
to eat. Avoid pressuring children to eat; even one bite. Unless a child’s normal
growth is disrupted, there is no cause for alarm.
l. Transitioning to healthier foods/Introducing new foods. Children may need to be exposed to
a new food 12–15 times before accepting it. However, they develop preferences for foods
that are familiar to them so it is worthwhile to expose children to a wide range of healthy
foods.
i. Child experience. Children can experience neophobia, or fear of new foods. They can
display a spectrum of accepting foods, starting with looking, smelling, touching, or
holding it to their lips. It is normal for children to put a food in his/her mouth and
take it out again. The next step is for a child to swallow a bite of the food, and
eventually, to enjoy it.
ii. Provider response. Avoid overreacting to children’s responses to new foods.
Providers can help children by encouragement, role modelling sitting and eating the
same food, talking about healthy foods, and teaching lessons on food. Consistently
timed meals and snacks in child care without grazing the rest of the day help
children feel hungry at meals and ready to eat.
m. Cerebral palsy and muscle coordination problems. Children with cerebral palsy may have
low fat stores or muscle mass on their bodies. They will have an assessment that will let
caregivers know of restrictions in types of foods the child can eat, and whether coordinating
muscles for chewing, swallowing, and/or using a spoon or fork are working well. Special
utensils are available, including bottles, nipples, cups, etc. Children should be encouraged to
feed themselves in ways that are typical for their ages.
i. Child experience. A child who needs extra energy to coordinate his/her muscles may
be able to tolerate more limited variety of foods. Raw foods may take so much
energy to eat that the child does better with softer foods. These take less energy to
eat, so the child gets more calories. These children may need to have high caloric
food supplements, such as Pediasure or Carnation Instant Breakfast, for example.
Adding butter to their foods may be advised to increase their fat/caloric intake.
Puddings and ice cream can be sources of dense calories; small amounts of
powdered milk can be added to foods to increase the calories for some children
with special health needs.
ii. Provider response. Become familiar with the feeding plan for these children, and
talk with the parents about special instructions for feeding based on their health
provider’s instructions.

n. Gastrostomy tube feeding
i. Child experience. Children with gastrostomy tubes get their nutrition in the form of
special formulas poured through their tube directly into the stomach. They may or
may not also eat solid food through the mouth. Sometimes they might receive tube
feedings using a pump during night time hours. However, if they do they will
typically be less hungry during waking hours. Feeding plans need to be adjusted
often to be developmentally appropriate and for growth rate changes and stages.
ii. Provider response. Note: This condition may require more specialized child care.
Coordinate with parents, health care provider, and other pediatric experts for this
condition.
2. Allergies
a. True food allergies can result in anaphylaxis, a life-threatening response of the immune
system. Signs include trouble breathing, a rapid weak pulse, a skin rash, or nausea and
vomiting.
i. Milk, eggs, wheat, peanuts, walnuts, soy, fish are most common food allergens
ii. Allergic responses to any of these foods can cause serious, potentially fatal,
reactions in children that could require an epinephrine injection.
iii. Milder allergic responses can show up as skin rashes, wheezing, or other symptoms.
iv. Children under four are more likely to have food allergies than older children
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