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Abstract
Background: Family Child Care Homes (FCCHs) are the second-largest childcare option in the US. Given that young children are

increasingly becoming overweight and obese, it is vital to understand the FCCH mealtime environment. There is much interest in
examining the impact of the Child and Adult Care Food Program (CACFP), a federal initiative to support healthy nutrition, by
providing cash reimbursements to eligible childcare providers to purchase nutritious foods. This study examines the association
among the FCCH provider characteristics, the mealtime environment, and the quality of foods offered to 2–5-year-old children in
urban FCCHs and examines the quality of the mealtime environment and foods offered by CACFP participation.

Methods: A cross-sectional design with a proportionate stratified random sample of urban FCCHs by the CACFP participation
status was used. Data were collected by telephone using the Nutrition and Physical Activity Self-Assessment for Child Care survey.

Results: A total of 91 licensed FCCHs (69 CACFP, 22 non-CACFP) participated. FCCH providers with formal nutrition training
met significantly more of the quality standards for foods offered than providers without nutrition training (b = 0.22, p = 0.034). The
mealtime environment was not related to any FCCH provider characteristics. CACFP-participating FCCH providers had a healthier
mealtime environment (b = 0.326, p = 0.002) than non-CACFP FCCHs.

Conclusions: Findings suggest that nutrition training and CACFP participation contribute to the quality of nutrition-related
practices in the FCCH. We recommend more research on strengthening the quality of foods provided in FCCHs and the possible
impact on childhood obesity.
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Introduction

N
early 2 million children less than 5 years of age in
the US are in the care of family child care providers,
a labor force that provides care for children in li-

censed home settings outside the child’s home, often
termed Family Child Care Homes (FCCHs).1 FCCH pro-
viders play an essential role in shaping children’s food
preferences and habits as children spend an average of
35 hours a week in FCCHs, where they consume most of
the day’s meals and beverages.2,3 Hence, having a better

understanding of the relationship between FCCH provider
characteristics and their nutrition practices, namely their
mealtime environment, which refers to the norms, values,
and culture surrounding feeding interactions between
providers and children, and the quality of foods offered to
young children, can provide the information needed for
tailored provider-level interventions to promote children’s
adoption of healthy eating habits and prevention of obe-
sity. Examples of mealtime best practices in the child care
setting include serving meals family-style, role model-
ing healthy behaviors, praising children for trying new
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foods, respecting children’s satiety, and setting up healthy
nonfood reward systems, all while providing a cultur-
ally responsive mealtime environment. In a 2018 systematic
review examining the obesity-promoting attributes
of the FCCH environment, few of the studies reported
sociocultural–demographic information, such as the location
of FCCHs (i.e., rural, urban), neighborhood-level informa-
tion, provider race/ethnicity, level of education, household
income, language spoken in the FCCH, and adverse social
determinants of health.4 Although not widely studied, pro-
vider race/ethnicity, level of education, income level, and
languages spoken in child care are shown to influence
mealtime practices in the childcare setting.5,6

Evidence does not support making generalizations based
solely on ethnicity. In one study, Hispanic FCCH providers
were more likely to force children to eat,7 cook food that
children like,7 and less likely to allow children to deter-
mine their satiety6 than non-Hispanic providers. In con-
trast, another study found that being a Hispanic provider
was associated with children consuming high-quality foods
compared with non-Hispanic providers.5

FCCH providers’ level of education and exhibiting less
authoritarian and controlling feeding practices were found
to be significantly inversely correlated,8 and FCCH pro-
viders were more likely to participate in training related to
obesity compared with center-based providers, which
consequently led to more FCCH providers than center-
based providers engaging in health promotion activities
with parents.9

Finally, child care providers participating in the Child
and Adult Care Food Program (CACFP), a federal subsidy
nutrition program that reimburses child care providers for
nutritious food,10 have been shown to have optimal nutri-
tion practices in center-based care. However, less is known
about the mealtime environment of CACFP-participating
FCCHs.11–14

Understanding the relationships between FCCH pro-
vider characteristics and the mealtime environment is
critical since the mealtime environment’s quality relates to
children’s consumption of healthy foods.15–22 For example,
caregiver role modeling and encouragement during meal-
times positively relate to children’s fruit and vegetable
intake.15,16 Evidence from center-based child care facilities
has shown that provider encouragement is positively as-
sociated with children’s vegetable intake20 and that chil-
dren’s involvement in food preparation is associated with
less intake of sweet snacks20 and greater acceptance of new
foods in the absence of peer pressure.21 Providers sharing
meals and eating the same foods as children have been
associated with higher vegetable intake.22

In FCCHs, an observational study found that although
FCCH providers frequently praised the children for trying
new foods, they used both positive and coercive control-
ling feeding practices (i.e., pressuring and threats) when
responding to children’s verbal and nonverbal refusals and
acceptance of food.18 In another study, only 27% of FCCH
providers provided meals, family style.19

The purpose of this study was to examine the association
among the FCCH provider characteristics, the mealtime
environment, and the quality of foods offered to 2–5-year-
old children in FCCHs located in a major urban city in the
US. We also aimed to examine if the mealtime environment
and quality of food varied by CACFP participation. We
hypothesized that CACFP-participating FCCHs have a
healthier mealtime environment and quality of foods offered
best practices scores than non-CACFP-participating FCCHs.

Methods
This study was a cross-sectional telephone survey of

licensed FCCH providers.

Study Sample
The Maryland State Department of Education (MSDE),

the licensing agency for FCCHs, provided contact infor-
mation with CACFP status for all licensed FCCH providers
operating in Baltimore City, Maryland. We used a pro-
portionate random sampling technique to generate a study
sample that reflected the total percentage of CACFP- and
non-CACFP-participating FCCHs in Baltimore, City,
*75% CACFP, and 25% non-CACFP FCCHs.

The study’s main goals were to examine the relationship
between FCCH provider characteristics (e.g., years of
childcare experience, education) with mealtime environment
total score and the association between FCCH provider
characteristics with quality of foods offered in the FCCH
score. We estimated the sample size needed to detect a
moderate effect size of 0.30 in a linear regression with the
outcome of total mealtime environment score (or total quality
of foods offered score) with given provider characteristics as
the independent variables using PASS 14.23 With power of
0.80 and alpha = 0.05, we needed an enrollment target of 82
FCCHs to detect a significant correlation of 0.30 or greater.

Participant Recruitment
We sent recruitment letters containing the description of

the study and a prestamped return postcard to randomly
selected non-CACFP- and CACFP-participating providers.
We asked providers to return the postcard within 2 weeks
of receipt if they did not wish to be contacted. Follow-up
telephone calls were made to those not returning postcards.
Eligibility was assessed, and CACFP status was confirmed
over the phone. Inclusion criteria for providers were that
they operated a licensed FCCH in Baltimore City with at
least one participating child 2–5 years of age in full- or
half-time care and English fluency. The exclusion criterion
was the nonprovision of lunch and snacks to participating
children. For those eligible, interested, and consented, we
administered the 45-minute survey.

The FCCH providers received a $25 gift card to a local
store. Interviews were conducted between August 2015
and April 2017. The study was approved by the Institu-
tional Review Board at Johns Hopkins University School
of Medicine.
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Measures

Demographic characteristics. Providers responded to
questionnaires with information on their race/ethnicity,
height and weight, participation in any nutrition training
within the past year (Yes or No), CACFP participation
(Yes/No), years of education, years of licensed childcare
experience, and the number of children in their care.

Mealtime environment and quality of foods offered
scores. We adapted the Nutrition and Physical Activity
Self-Assessment for Child Care, Family Child Care Edi-
tion (NAP SACC) to measure best practices in the meal-
time environment and the nutritional quality of foods
offered.24,25 NAP SACC was developed by The University
of North Carolina Chapel Hill researchers consulting
several regulations and standards for nutrition in childcare
settings, including the CACFP. We included 13 of the
items that captured the mealtime environment (i.e., role
modeling behaviors, respecting satiety, serving meals
family style) and 15 items that captured the quality of
foods offered (i.e., quality of fruits, vegetables, and bev-
erages provided).

To establish content validity for mealtime environment
and quality of foods offered, a panel of three experts (in-
strument development, child care, and obesity context
experts) judged the concordance between the questionnaire
items, mealtime environment, and the quality of foods
offered. We emailed each reviewer the items from the NAP
SACC tool with detailed instructions on rating, including
conceptual definitions for mealtime environment and
quality of foods offered. Each reviewer rated each item
using a 4-point rating scale (1 = not relevant; 2 = unable to
assess relevance without item revision or the item requires
such revision that it would no longer be relevant; 3 = rel-
evant but needs minor alteration; 4 = very relevant and
succinct) as described in Lynn.26

After combining the ratings and feedback and reviewing
and seeking clarification from each reviewer by email,
revisions were made regarding concerns and comments
related to sentence structure, stem-response options not
matching the question, grammar, wording of the question
(i.e., starting question with ‘‘How often’’), or replacing
leading words such as ‘‘healthy’’ with more specific words
such as ‘‘dark leafy vegetables, lean meats, and whole
grains’’ to limit responses due to social desirability. Once
revisions were made, 100% agreement was achieved to
establish content validity across items. No items were re-
moved due to misalignment with the conceptual definition.

Consistent with the scoring protocol used for NAP
SACC, we used a 4-point Likert scale (1 = barely met,
2 = met, 3 = exceeded, 4 = far exceeded childcare stan-
dards) to signify how nutrition standards were met (see
examples in the Supplementary Data).25 All the items for
assessing the mealtime environment and the quality of
foods offered can be found in Table 2. The final tool
consisting of 13 items measuring the quality of the meal-
time environment and 15 items measuring the quality of

foods offered, was pilot tested with an informal caregiver
of nonrelative young children by phone. The NAP SACC-
selected items were adapted to suit a structured telephone
interview. To avoid repeating multiple response options,
we used open-ended questions to ask about the frequency
of foods offered and the mealtime environment. Parti-
cipants’ responses were translated to the appropriate
response options.

Statistical Analyses
Normality, skewness, kurtosis, box plots, and histo-

grams were assessed, along with prevalence or means and
standard deviations (SDs) for each demographic, mealtime
environment, and the quality of foods offered. We con-
ducted independent sample t-tests for means and Pearson’s
chi-square test for Independence (v2) to examine the dif-
ferences in demographic characteristics by CACFP status.
The outcome variables of total mealtime environment
score and quality of food offered score used in the re-
gression were found to follow a normal distribution, so no
transformations were applied.

First, to describe the mealtime environment and quality
of foods offered, we conducted a series of difference in
proportion tests using chi-square (proportion of sample
exceeding or far exceeding best practices for each item) to
explore if each mealtime environment item and each
quality of food offered item differed by CACFP partici-
pation. Specifically for this analysis, each item in the
adapted NAP SACC tool was dichotomized (best practices
reported [score of 3 and 4] vs. best practices not reported
[score of 1 and 2]) and summed to create the best practice
sum scores for the mealtime environment (13 items) and the
nutritional quality of foods offered (15 items) (Table 2).27

We conducted bivariate linear regressions to examine
relations between FCCH provider characteristics (years of
education, nutrition training, years of experience, number
of children 0–23 months, number of children 2–5 years,
receiving childcare subsidy, and CACFP participation)
with total mealtime environment score and with the quality
of foods offered score. Then, we conducted multivariable
linear regressions for the total mealtime environment score
and the quality of foods offered score, including CACFP
participation and adjusting for significant variables at the
p = 0.10 level in the bivariate analyses (Table 3). We
conducted all statistical analyses using STATA version 14,
using p £ 0.05 as significant.28

Results

Sample
Figure 1 provides a summary of the recruitment process.

We mailed 533 recruitment letters, 44% (233) of potential
participants were unable to be reached (e.g., incorrect ad-
dress or phone number, etc.), 21% (111) were not interested
in participating and did not participate in eligibility
screening, 18% (94) were ineligible, 0.6% (3) CACFP status
mismatch, and one participant died after consenting. A total
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of 91 FCCH providers (69 CACFP and 22 non-CACFP)
consented and participated in the phone interview for a re-
sponse rate of 17%. The majority of the FCCH providers
(90%) were Black or African American, with a mean (SD) of
18 (9.5) years of experience and 14.5 (1.7) years of educa-
tion. Almost half of the providers had obesity (46%), with a
mean (SD) body mass index (BMI) of 30 (4.7) kg/m2. There
were no significant differences in provider characteristics by
CACFP status, with the exception that 87% of CACFP
FCCH providers reported having had nutrition training
within the past year, compared with 50% of non-CACFP
FCCH providers [v2(1, N = 91) = 13.3, p < 0.001] (Table 1).

Prevalence of Mealtime Environment and Quality
of Foods Offered Best Practices by CACFP Status

Table 2 provides the prevalence of FCCH providers
who reported best practices (score of 3 or 4) for mealtime

environment and nutrition (quality of foods offered) by
CACFP participation. Regarding the mealtime environ-
ment, although 24% more CACFP than non-CACFP
providers served meals family style, fewer than 50% of all
the FCCHs in this study served meals family style most or
all the time. Additionally, compared with non-CACFP
providers, significantly more CACFP providers (86% vs.
99%) praised children for trying new foods and reasoned
with their child to eat healthy foods often or always,
meaning providers provided a reason or explanation on
why certain foods were healthy and encouraged children
to eat healthy foods (27% vs. 57%). Regarding the quality
of the foods offered, 87% of providers did not provide
sugary drinks such as sweet tea and soda, but more than
50% of CACFP and non-CACFP homes provided 100%
juice more than once a day. Compared with CACFP
homes, fewer non-CACFP providers frequently offered
whole-grain foods (73% vs. 46%) and dark vegetables

Figure 1. Flowchart describing recruitment efforts. CACFP, Child and Adult Care Food Program; FCCH, Family Child Care Home.
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(96% vs. 82%), but more non-CACFP infrequently served
high-fat/high-sugar foods and mainly served 1% or skim
milk.

Relationship of FCCH Provider Characteristics
with Mealtime Environment and Quality of Foods
Offered Best Practices

Mean scores for the mealtime environment and the
quality of foods offered on the number of standards met
were normally distributed with means of 9.62 (SD = 1.62,
range 5–12 of a possible 13) and 11.13 (SD = 2.09,
range = 3–15 of a possible 15), respectively.

In unadjusted bivariate linear regression models, the
quality of the mealtime environment was not related to any
of the FCCH provider characteristics; years of childcare
experience ( p = 0.162), years of education ( p = 0.917),
formal nutrition training within the past year ( p = 0.505),
BMI ( p = 0.970), number of children 0–23 months
( p = 0.584), number of children 2–5 years ( p = 0.301),
number of children 5+ years ( p = 0.669), and receiving
childcare subsidy ( p = 0.412).

In unadjusted bivariate linear regression models, the
quality of foods offered was not related to years of child-
care experience ( p = 0.908), BMI ( p = 0.369), number of
children 0–23 months ( p = 0.508), number of children 2–5

years ( p = 0.539), number of children 5+ years ( p = 0.854),
or receiving childcare subsidy ( p = 0.184). However, years
of education ( p = 0.063) was associated at alpha = 0.10
level with those who had more education offering more
quality foods. Providers with formal nutrition training
within the past year had met significantly more of the
quality standards for foods offered than those without
nutrition training (b= 0.22, 95% confidence interval, CI
[0.08–2.05, p = 0.034]).

CACFP Status, Mealtime Environment,
and Quality of Foods Offered Best Practices

While the CACFP homes had higher quality of food
scores (M = 11.36, SD = 1.83) than non-CACFP homes
(10.41, SD = 2.32), the difference did not reach statisti-
cal significance [t(89) = -1.98, p = 0.051]. To examine the
relative importance of the provider characteristics in
quality of food offered, we used multivariable linear re-
gressions to predict the quality of foods offered, based on
provider years of education, CACFP participation, and
nutrition training of FCCH providers (Table 3). Only
provider years of education were significant (b= 0.213,
95% CI [0.12–1.14], p = 0.004). The model had an ad-
justed R2 of 0.08 [F(3, 86) = 3.72, p = 0.014]. CACFP
participation and nutrition training were moderately

Table 1. Demographic and Anthropometric Information of Family Child Care Home
Providers by the Child and Adult Care Food Program Participation Status (N = 91)

Total CACFP Non-CACFP CACFP vs.
non-CACFP(N 5 91) (n 5 69) (n 5 22)

N (%) or mean 6 SD p
aBlack or African American, N (%) 82 (90) 63 (91) 19 (86) 0.50b

Years of education, mean – SD 14.5 – 1.7 14.4 – 0.21 14.8 – 0.33 0.54c

Educational status, N (%) 0.73b

<High school 1 (1) 1 (2) 0

High school or GED 32 (35) 26 (38) 6 (27)

Some college 41 (45) 31 (45) 10 (46)

‡College 16 (18) 10 (15) 6 (27)

Years of experience, mean – SD 18 – 9.5 18.6 – 8.8 16.1 – 11.2 0.35c

Obtained nutrition training within the past year, N (%) 71 (78) 60 (87) 11 (50) <0.001b

BMI kg/m2 mean – SD 30 – 4.7 29 – 4.7 31 – 4.7 0.31c

Number of children cared for in FCCH, mean – SD 5.8 – 2.4 6.0 – 2.0 5.1 – 3.2 0.15

Mealtime environment score, mean – SD 9.6 – 1.6 9.9 – 1.5 8.7 – 1.7 0.002c

Quality of foods offered score, mean – SD 11.1 – 2.0 11.4 – 1.8 10.4 – 2.3 0.051c

aEthnicity not reported due to too few Hispanics and to protect participant confidentiality.
bPearson’s chi-square test for Independence (v2)
cIndependent sample t-test for means

Completion of HS or General Education Diploma = 12 years; Some College = 14 years and above.

BMI, body mass index; CACFP, Child and Adult Care Food Program; FCCH, Family Child Care Home; SD, standard deviation.
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Table 2. Prevalence of Mealtime Environment and Quality of Foods Offered
Exceeding (Score of 3) or Far Exceeding (Score of 4) Child Care Standards
by Child and Adult Care Food Program Status (N = 91)

NAP SACC items Total CACFP Non-CACFP p NAP SACC items Total CACFP Non-CACFP p
Mealtime environment Quality of foods offered

Meals are served family style
most or all of the timea

28% 33% 9% 0.03 Fruits and vegetables
Fruit (not juice) is served
‡1 times per day

98% 97% 100% 0.42

Provider consumes the same
food and drinks as the
children often or always

62% 65% 50% 0.20 Fruit is served fresh, frozen,
or canned in its own juice
often or every time fruit is
served

90% 88% 96% 0.33

Provider eats or drinks foods
such as soda, chips, cookies,
fried foods in front of the
children sometimes or
rarely/never.

96% 94% 100% 0.25 Vegetables (not including
French fries or fried
potatoes) are served ‡1 time
per day

91% 94% 82% 0.07

Provider’s role model healthy
eating often or at every meal
and snack time

82% 86% 73% 0.17 Vegetables that are dark
green, red, orange, or yellow
in color are served at least
3 times per week.a

92% 96% 82% 0.03

Providers praise children for
trying new or less-preferred
foods often or always a

96% 99% 86% 0.02 Cooked vegetables are rarely
or sometimes served with
added meat fat, margarine,
or butter.

81% 81% 82% 0.95

Providers ask children if they
are full before removing their
plates often or always when
children eat less than half of a
meal or snack

75% 79% 62% 0.10 Fried or prefried potatoes
(French fries, tater tots, hash
browns) are served <2 times
per week.

65% 68% 55% 0.25

When children request
seconds, providers ask if they
are still hungry before serving
more food most or all of the
time.

55% 55% 55% 0.97 Meats
Fried or prefried meats
(chicken nuggets) or fish (fish
sticks) are served <2 times
per week.

56% 53% 67% 0.27

Children are required to fin-
ish everything on their plate
before leaving the meal table
sometimes, rarely, or never.

73% 68% 86% 0.09 Meets such as sausage,
bacon, hot dogs, bologna,
ground beef are served
<2 times per week.

69% 70% 67% 0.76

Reason with a child to eat
healthy foodsa,b

49% 57% 27% 0.02 Meats, such as baked or
broiled chicken, turkey, or
fish are served ‡3 times per
week.

56% 57% 55% 0.86

Use of children’s preferred
foods to encourage them
to eat vegetables or
less-preferred foods

84% 84% 82% 0.81 Whole grains
Whole grain foods, including
whole wheat bread, whole
wheat crackers, oatmeal, and
brown rice offered ‡1 time
per day.a

66% 73% 46% 0.02

Providers use food to calm
upset children sometimes or
rarely/never

95% 96% 91% 0.40 Foods such as cookies, cakes,
doughnuts, pudding, and
muffins offered £1 time per
weeka

92% 97% 76% 0.002

Hands on help 87% 90% 76% 0.12 Beverages
100% fruit juice is served
<1 times per day.

32% 30% 36% 0.60

continued on page 108
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correlated (r = 0.382, p < 0.001) using Cohen’s effect size
standards,29 indicating some multicollinearity. To investi-
gate their joint association further, nutrition training was
not included in the multivariable regression and provider
years of education remained significant (b= 0.236, 95%
CI [0.09–1.19], p = 0.024), as did CACFP participation
(b = 0.251, 95% CI [0.21–2.10], p = 0.017), and the ad-
justed R2 remained at 0.08. However, when CACFP par-
ticipation instead of nutrition training was dropped from
the model, nutrition training was significant (b= 0.212,
95% CI [0.03–1.99], p = 0.043), although the adjusted R2

dropped to 0.06. CACFP status appears to contribute more
to the quality of food offered than having formal nutrition
training as it accounts for more variance in the multivari-
able model than nutrition training.

Mealtime environment mean scores were higher for
CACFP homes (M = 9.91, SD = 1.48) compared with non-
CACFP homes [M = 8.58, SD = 1.73; t(89) = -3.26,
p = 0.002]. Since none of the FCCH provider characteris-
tics was associated with the mealtime environment, we did
not conduct a multivariable regression. The final model
had CACFP participation as the sole significant predictor
(b = 0.326, 95% CI [0.48–1.98], p = 0.002) with an adjusted
R2 of 0.10.

Discussion
Our FCCH study provides important information about

the mealtime environment and the quality of foods offered
in urban FCCHs, and the impact of CACFP participation.
We show that in a sample of FCCH providers, the meal-
time environment best practices were not related to any of
the provider characteristics. Providers who obtained nu-
trition training within the past year met significantly more
best practices for foods offered than those that did not have
training. Furthermore, we found that CACFP and nutrition
training were positively related, suggesting that CACFP
participating FCCH providers were also more likely to
have had nutrition training within the past year.

Overall, our results demonstrate that provider nutrition
training enhances the quality of foods provided in the
FCCH. Although it is not clear whether providers obtain
nutrition training every year through the CACFP since
yearly training covers many different topics,30 nor is yearly
nutrition training mandated by the MSDE independent of

Table 2. Prevalence of Mealtime Environment and Quality of Foods Offered
Exceeding (Score of 3) or Far Exceeding (Score of 4) Child Care Standards
by Child and Adult Care Food Program Status (N = 91) continued

NAP SACC items Total CACFP Non-CACFP p NAP SACC items Total CACFP Non-CACFP p
Mealtime environment Quality of foods offered

Providers remind children to
drink water during indoor
and outdoor playtime often
or all of the time

86% 88% 77% 0.19 Sugary drinks (Kool-aid�,
sports drinks, sweet tea,
punches, and soda) other
than 100% juice are served
only a few times a year or
never

87% 87% 91% 0.62

Milk served to children
‡2 years of age is mostly 1%
or skim.a

55% 62% 86% 0.04

Flavored milk served £1 time
per week

91% 91% 91% 0.97

aDifference in proportions. by CACFP status (v2) p < 0.05.
bReason = Providing encouragement to children and an explanation on why it is essential to eat healthy foods.

NAP SACC, Nutrition and Physical Activity Self-Assessment for Child Care.

Table 3. Results of Multivariable Regressions
Predicting the Quality of Foods Offered

b (95% CI) p
Adjusted

R2

Model 1

Years of education 0.213 (0.015 to 1.138) 0.044 0.084

Nutrition training 0.133 (-0.426 to 1.690) 0.238

CACFP participation 0.197 (-0.122 to 1.938) 0.083

Model 2

Years of education 0.236 (0.085 to 1.191) 0.024 0.080

CACFP participation 0.251 (0.213 to 2.101) 0.017

Model 3

Years of education 0.174 (-0.085 to 1.026) 0.096 0.062

Nutrition training 0.212 (-0.030 to 1.988) 0.043

CI, confidence interval.
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the CACFP.31 CACFP-participating providers were more
likely to have received nutrition training within the past
year. In a similar study conducted in Maryland’s center-
based childcare,27 provider nutrition training was posi-
tively associated with feeding environment best practices
when considered among several center demographics,
including whether the center participated in the CACFP,
served majority Caucasian or African American chil-
dren, the center size, and center policies. Despite these
findings on nutrition training, barriers such as scheduling
conflicts, access, and prohibitive costs, persist among
childcare providers to obtaining nutrition training.32

Flexible training programs that are virtual and low cost
can alleviate some of these barriers. Additionally, man-
datory nutrition training among all providers seeking li-
censure has the potential to improve nutrition practices in
the FCCH.

In support of our hypothesis, CACFP-participating
FCCHs had significantly higher mealtime environment
mean scores than non-CACFP FCCHs. Additionally, com-
pared with non-CACFP providers, more CACFP FCCH
providers reported having exceeded or far exceeded child
care standards in serving meals family style. Family-style
dining is supported as a mealtime best practice because it
gives providers the opportunity to role model healthy eating
and equips children with social skills around the table. Re-
cent evidence shows that delivering meals family style, in-
stead of preplating or preportioning foods, was associated
with lower levels of food restriction33 and may prevent
children from overeating.34 More research is needed in ex-
ploring the presence of family-style dining in FCCHs.

Although we found that significantly more CACFP than
non-CACFP FCCHs provided meals family style, only 9%
non-CACFP and 33% CACFP providers reported serving
meals family style most or all of the time. In one study,
only 27% of FCCH providers provided meals family
style.19 Implementing quality family-style dining will af-
fect healthy nutrition practices among providers and im-
prove parent engagement in the FCCH.35 Additional
mealtime environment findings in this study include
CACFP providers praising children for trying new foods
and reasoning or encouraging children to eat healthy foods,
both nutrition best practices.

Inconsistent with our hypothesis, the quality of food
scores did not significantly differ by CACFP status, de-
spite CACFP providers having a higher quality of food
offered scores than non-CACFP providers. However,
fewer non-CACFP homes served high-fat/high-sugar
foods and served mostly 1% or skim milk. This finding
contradicts a study finding conducted in a southern state
that showed that CACFP FCCHs were significantly more
likely to serve Skim or 1% milk than non-CACFP
FCCHs.36 More than 50% of CACFP and non-CACFP
homes provided 100% juice more than once a day. This
practice is consistent with other findings, which reported
that more than half of FCCH providers offered 100% fruit
juice 3–4 times weekly.37

Updated Meal Pattern Guidelines for CACFP
By the end of this study’s data collection, the Food and

Nutrition Service published the final rule for new CACFP
meal patterns. It gave early care and education programs
until October 1, 2017, to align their nutrition practices with
the new meal pattern guidelines.19,38 Additional follow-up
studies are needed to examine the success of implementing
the new meal patterns in the FCCH.

Strengths and Limitations
There were several limitations to this study. First, be-

cause this was a cross-sectional survey, we are unable to
determine causality. Potential biases included the will-
ingness to participate in a study, exclusively self-reported
data, and the possibility of providing socially desirable
responses. To minimize biases, we emphasized that all data
would be deidentified and reported in aggregate. Providers
were also assured that data were confidential and would not
be shared with anyone, including the MSDE. All FCCHs
were located within an urban city, limiting the generaliz-
ability of our results. However, we strengthened the re-
search design by utilizing a proportionate random stratified
sampling approach to accurately reflect the CACFP and
non-CACFP providers in the study population.

Despite the study limitations, this survey examines the
food environment of FCCHs in a major urban city where
more than 20% of its residents live in urban poverty, and
more than 60% of its residents are Black or African
American. Our study provides unique contributions to the
field of FCCH research. We show that the CACFP can be
instrumental in fostering a positive mealtime environ-
ment in FCCHs. These findings suggest that CACFP’s
impact could be increased by ensuring that the childcare
provider training is centered on what and how food are
offered to children in FCCHs.

Conclusion
Nutrition Training and CACFP support to FCCHs helps

to promote the best nutrition practices in the FCCH.
CACFP providers receive financial assistance and are
routinely audited to reinforce best practices within the
FCCH.10 Strengthening the CACFP to include training
materials on the mealtime environment and recruiting
more FCCH providers into the CACFP may improve
mealtime interactions between providers and children. Due
to newly sanctioned CACFP guidelines, future studies on
implementing the new CACFP guidelines in FCCHs is a
necessary next step. Finally, developing interventions un-
ique to FCCHs in urban settings would help providers offer
the best possible environment for young children living in
low-resourced communities.
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