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Background

Suboptimal nutrition is a leading cause of illness, death, healthcare spending, and lost 
productivity.1,2 Poor nutrition contributes to and exacerbates health disparities among individuals 
with low socioeconomic status, living with a disability, experiencing discrimination, and other 
populations who have difficulty accessing and affording nutritious food, contributing to higher 
rates of food insecurity and diet-related illness. Optimal nutrition is critical to achieving health 
and well-being for all. 

Generally, few sustained policy and other systems interventions have focused on improving 
nutrition to both treat and prevent chronic disease, especially within healthcare systems. 
However, this is rapidly evolving. An initial focus has been food insecurity, with the goal of 
increasing availability of and access to food that is safe, affordable, and consistent with 
individuals’ food preferences.1 Leaders in public health and healthcare systems increasingly 
recognize the links between food security, health, and well-being, and the important role 
systems play in addressing food security. State and local public health departments are engaging 
in surveillance of food security and other social needs, supporting (and sometimes staffing) 
community-based food programs, coordinating across programs and sectors, and engaging 
in community and state coalitions. Healthcare system initiatives are varied and have included 
efforts such as conducting community 
health needs assessments (CHNAs) to 
identify areas of social need, screening 
for food insecurity in clinical practice, 
documenting and tracking food insecurity 
screening results in the electronic health 
record, and establishing referral systems 
to social safety net programs.

While more work must be done to better 
support food security, it is clear that 
diet-related diseases, health disparities, 
and the economic costs of these burdens 
will also require a shift in healthcare and 
public health systems to focus on nutrition 
security. 

The concept of nutrition security is 
relatively new in the U.S. While there is 
not yet a standard definition or measure 
of nutrition security, a core concept is 
ensuring that screening, measurement, 
and programs incorporate not only access 
to sufficient calories, but also sufficient 
nutrients.2–4 Current screening tools 
to address food insecurity generally 
include few or no nutritional dimensions. 
Although the USDA Food Security Survey 
Module (FSSM) does include an item that 
assesses nutritional “balance,” nutrition 
security centralizes the role of diet quality 
and nutritional status rather than food 
quantity. Rising rates of obesity and type 

Ba
ck

gr
ou

nd
 

Food Security 

The USDA defines food security as 
access by all people at all times to 
enough food for an active, healthy life.

Nutrition Security 

The USDA defines nutrition security 
as consistent access, availability, and 
affordability of foods and beverages 
that promote well-being, prevent 
disease, and, if needed, treat disease, 
particularly among racial/ethnic 
minority, lower income, and rural and 
remote populations including Tribal 
communities and Insular areas.

Although distinct concepts, we will use 
the term ‘food and nutrition security’ 
in this resource to refer holistically 
to the accessibility, availability, and 
affordability of both sufficient quantity 
and quality of food for an active, healthy 
life that promotes well-being, prevents 
disease, and, if needed, treats disease. 
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2 diabetes, combined with other 
nutrition-related chronic conditions 
such as cardiovascular diseases 
and cancers, are among the leading 
causes of deaths, morbidity, and 
healthcare spending nationally. Thus, 
food and nutrition security must be a 
priority for healthcare systems—for 
all patients, and especially those 
experiencing food insecurity and/or 
who are at risk for or are living with a 
chronic disease.5,6

In September 2022, the White House 
hosted its first conference in fifty 
years focused on food, nutrition, and 
health. This historic event brought 
together individuals across multiple 
sectors to outline and discuss key 
priorities for addressing nutrition 
and health. At the same time, the 
administration released a National 
Strategy on Hunger, Nutrition, 
and Health that has important 
commitments for actions to reduce 
both food and nutrition insecurity and 
promote health equity. 

This resource summarizes the ways 
in which healthcare systems, public 
health practitioners, and public 
health allies can partner to support 
food and nutrition security in their 

communities through programs, policies, and practices. It is written with a lens towards 
supporting actors to work together to address diet-related health disparities, including 
healthcare systems and payors, state health agencies, local health departments, and other 
public health allies such as universities, community-based organizations, and Centers for 
Disease Control and Prevention (CDC) grantees.

The Burdens of Food Insecurity and Nutrition 
Insecurity
The U.S. healthcare system faces a remarkable challenge – a nutrition crisis that is cutting lives 
short, contributing to major health disparities, and resulting in hundreds of billions of dollars in 
preventable healthcare spending and lost human productivity. Today, most Americans do not 
meet the recommended nutrition standards as outlined by the Dietary Guidelines, putting them 
at risk for poor health. About half of adults have diabetes or prediabetes and three-quarters 

are overweight or obese, while fewer than 7% are metabolically healthy.5 Poor nutrition is also 
predisposing children to disease, disability, and lost potential. In the U.S., obesity affects about 
1 in 8 children between the ages of two to five years old and almost 1 in 4 teenagers.6 A recent 
federal report from the U.S. Government Accountability Office (GAO) concluded that diet-related 
conditions, such as cardiovascular disease, diabetes, and cancer, are deadly, costly – and largely 
preventable.7 These diseases caused over half of U.S. deaths in 2018, and during the height of 
the COVID-19 pandemic, Americans with these conditions were 12 times more likely to die after 
infection.8 

One in 10 U.S. households experience food insecurity at some time each year.9 People in these 
households worry about having sufficient food to eat; shift dietary intake from more expensive, 
healthier foods (e.g., fruits and vegetables) to less expensive, more energy-dense, nutrient-poor 
foods; and experience fluctuations in their dietary intake related to how much money is available 
for food at any given time. These dietary patterns, when sustained over a long period of time, 
increase risk of developing obesity, diabetes, and other diseases related to diet. And, once these 
diseases have developed, food insecurity makes it more challenging to access the foods critical to 
effective management and treatment plans.

Nearly half of U.S. adults consume diets of poor nutritional quality, with even higher rates among 
adults experiencing food insecurity, with low incomes, less education, and/or racial/ethnic 
minority backgrounds. Poor diet contributes to substantial disease burdens as well as health 
disparities. For example, suboptimal intake of 10 dietary factors (see footnotea) is estimated to 
cause 45% of U.S. deaths from cardiovascular diseases and diabetes.11 However, research shows 
that households experiencing food insecurity and/or low-incomes desire healthier food options, 
such as produce and protein, over items that have lower nutritional value, demonstrating that 
poor diet quality is often due to a lack of access and affordability rather than lack of demand.12,13

The economic consequences of these diet-related diseases mirror their burdens on human 
health. Healthcare spending now accounts for nearly 1 in 5 dollars in our economy, and nearly 1 
in 3 dollars in the federal budget and average state government budgets.14 Most of the spending 
goes to treatment of preventable chronic diseases. For example, 1 in every 7 healthcare dollars is 

a	 Dietary factors include fruits, vegetables, nuts/seeds, unprocessed red meat, processed meats, sugar 
sweetened beverages, unsaturated, seafood, sodium, and polyunsaturated fatty acids

Because of the benefits of a nutritious diet and the generally poor quality of the 
American diet, many populations can benefit from food and nutrition programs. 
However, programs that address food and nutrition security are typically aimed at 
individuals and families who are: 

•	 Living with or at high risk for developing a diet-related chronic disease,
•	 Low-income, and/or
•	 Food insecure 

See section Eligibility for Food is Medicine Programs for more details about how to 
identify a patient population.

National Strategy on Hunger, 
Nutrition, and Health: Key 
Recommendations for Healthcare 
Systems and Community Partners to 
Advance Nutrition Security
•	 Expand pilot programs and coverage of 

Food is Medicine programs (including 
medically tailored meals and produce 
prescription programs) in Medicare, 
Medicaid, the VA, Indian Health Service, 
and private sector healthcare

•	 Increase nutrition education for doctors 
and other healthcare providers

•	 Conduct universal screenings for food 
insecurity in federal systems

•	 Support investment in data infrastructure 
for food insecurity screenings in public 
and private healthcare

•	 Incentivize healthcare systems to conduct 
food insecurity screenings and provide 
services to support those identified as 
food insecure 

•	 Expand and diversify the registered 
dietitian nutritionist (RDN) workforce

https://health.gov/our-work/nutrition-physical-activity/white-house-conference-hunger-nutrition-and-health
https://www.whitehouse.gov/wp-content/uploads/2022/09/White-House-National-Strategy-on-Hunger-Nutrition-and-Health-FINAL.pdf
https://www.whitehouse.gov/wp-content/uploads/2022/09/White-House-National-Strategy-on-Hunger-Nutrition-and-Health-FINAL.pdf
https://www.whitehouse.gov/wp-content/uploads/2022/09/White-House-National-Strategy-on-Hunger-Nutrition-and-Health-FINAL.pdf
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attributable to diabetes, a condition that is largely preventable and treatable with good nutrition.15 
Poor diets have also been linked to $50 billion in health care costs, and these costs are steadily 
rising.16 Medical spending on diabetes alone has risen 25% over a five year period.15 In addition to 
economic costs, chronic disease burden may also have a significant impact on people’s quality of 
life. 

Nutrition Security in the Framework of Structural 
and Social Determinants of Health 

The healthcare system can play a role in 
addressing an individual’s acute social needs, 
such as providing referrals to food assistance 
programs and housing. In a national survey 
of hospitals and healthcare systems, 88% 
of organizations reported that they were 
conducting some social needs screening.17 

Healthcare systems can also address social 
determinants of health (SDOH) by working 
with other community, state, and national 
stakeholders to influence the social, cultural, and 
economic structures that affect health.18

While related to social needs and influenced by SDOH, nutrition security is a distinct challenge. 
As the top driver of poor health in the U.S. and globally, lack of access to good nutrition is not 
only a social determinant of health, but also a direct determinant of health, fundamental to the 
goals and responsibilities of a healthcare system. Thus, just as healthcare systems measure, 
follow, and address major proximal or behavioral determinants of health among their patients 
(such as smoking, physical inactivity, depression symptoms, high blood cholesterol, and high 
blood pressure), healthcare systems can better provide care to their patients by monitoring 
and addressing food and nutrition insecurity. This will require new goals and investments in 
collaboration, measurement tools, and methods of implementation. 

Equity 
Health disparities have many drivers, including unequal access to education, jobs and wages, 
structural racism, and place-based differences (e.g., in air pollution, water quality, the food 
environment, green spaces and opportunities for exercise, and neighborhood safety, to name 
just a few), that result from and interact with other inequities.19 Food and nutrition insecurity 
are critical consequences and mediators of these drivers, contributing to disparities in obesity, 
diabetes, hypertension, dyslipidemia, cardiovascular diseases, several cancers, and other diet-
related diseases. In turn, onset and severity of these diet-related conditions contribute to lost 
productivity and wages, higher out-of-pocket spending, disability, and poor learning, further 
exacerbating underlying social and economic inequities and worsening health disparities.15,20 

Based on the foundational role of food and nutrition in health, nutrition security programs can 

be an important part of addressing health disparities, helping to close the gap in prevalence, 
severity, and complications of diet-related conditions.21 Thus, program design, implementation, 
and evaluation should be centered on assessment and consideration of equity. Because 
individuals with diet-related chronic diseases are already more likely to be from historically 
marginalized groups, programs addressing these conditions, specifically within these groups, 
should theoretically help reduce health disparities. However, this will only occur if program 
access, participation, and retention are equally available to populations and communities most 
affected by these disparities. Programs should therefore track, monitor, and course correct to 
ensure that outcomes are equitable across age, sex, race/ethnicity, income, education, health 
insurance status, and geographic residence.

In addition, health equity may be accelerated if screening, eligibility, and enrollment criteria 
include factors linked to health disparities, such as insurance provider (e.g., Medicaid), food 
security status, household income, and neighborhood of residence. Some nutrition security 
programs have explicitly included one or more of these factors in their design, screening, and 
eligibility.

Potential cultural differences in food preferences should also be considered in program design 
and evaluation, as such differences may be especially relevant for racial/ethnic minority, 
immigrant, and undocumented populations who are also more likely to suffer from health 
disparities. 

Food is Medicine
Recognition of the role that food and nutrition 
security play in health has created new urgency 
for healthcare to incorporate food and nutrition 
programs into their strategy and actions – a 
Food is Medicine (FIM; also, often called Food 
as Medicine) approach. Descriptions and 
examples of FIM programs are included in the 
next section (see Food is Medicine Programs). 
A focus on FIM builds on mounting public 
awareness of the central role of food in well-
being and a demand for more holistic, patient-
centered care. The federal government is 
also taking note. Congressional leaders have 
recognized that, “86% of the nation’s $2.7 
trillion annual healthcare expenditures go to addressing chronic health conditions, including 
diet-related conditions, such as diabetes.” And, as noted above, the White House is taking 
meaningful action to support policies and programs that advance FIM programs. In the context of 
this rapid momentum, implementers are increasingly asking questions about what to do now.

New research and scientific evidence shed light on how healthcare systems can improve food and 
nutrition security, health, and health equity. There are also new state, federal, and private payer 
healthcare investments to test FIM approaches. Widescale adoption and integration of nutrition 
security programs into healthcare will require partnerships with public health and program 
implementers to understand the actors in the space, develop and apply screening and tracking 

Nutrition security is a 
direct determinant of 
health, not only a social 
determinant of health.

What is Food is Medicine 
(FIM)?

Food is Medicine is a spectrum 
of programs, services, and other 
interventions that recognize 
and respond to the critical link 
between nutrition and health, 
particularly within healthcare 
systems.22
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tools, and employ, evaluate, and scale a spectrum of nutrition security programs.

In this guide, we focus on approaches that help facilitate the healthcare system to provide 
nutritious food, or resources to access nutritious food, to high-risk patients. Other relevant 
approaches, including nutrition education and counseling, nutrition training for physicians and 
other clinical providers, and other complementary approaches are important but are not covered 
in this guide. Finally, FIM programs may also play an important role in other areas, including the 
health of local economies, rural development, and sustainable agriculture. Though these issues 
are outside the scope of the present guide, healthcare and community implementers may wish to 
consider them in the design and evaluation of their programs.

Figure 1: Connecting Patients to Healthy Foods and Beverages via the 
Healthcare Setting Can Promote Health
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Background

Eligibility for Food is Medicine Programs
FIM programs are typically designed to serve patients in clinical settings or a specific population 
catchment area. Many different patient populations can be targeted, according to risk factors, 
disease conditions, or other eligibility criteria. For example, some programs seek to reach 
individuals with or at high risk for a health condition (e.g., type 2 diabetes), while others focus on 
food insecure and low-income patients more broadly.23 Here are common ways in which patients 
have been identified for participation in FIM programs:

1.	 Food insecurity: Many clinical settings have implemented screening programs for 
food insecurity, generally using the two-item Hunger Vital Sign (HVS) screening 
tool. Patients screening positive for food insecurity can be asked: “Would you be 
interested in learning about how we can help you access nutritious food today?” 
Some healthcare systems have not implemented a formal screening process 
(such as the HVS), but providers may still become aware of their patients’ difficulty 
affording and accessing healthy food during the course of care, and instead use 
their clinical judgement to refer them to FIM programming. 

2.	 Other socioeconomic criteria: Where clinical screening of individual patients is 
not feasible, or has insufficient support, existing data in the electronic health record 
can be used to identify patients at high risk of food insecurity. For example, Kaiser 
Permanente Colorado has used criteria such as dual eligibility for Medicare and 
Medicaid to identify patients at high risk of food insecurity,24 while Kaiser Southern 
California has used Medicaid enrollment to identify patients at high risk. Because 
health inequities often overburden Black/African American populations, leading 
healthcare systems in San Francisco, Texas, and elsewhere have prioritized Black/
African American populations for access to FIM programs.

3.	 Specific disease conditions: Many programs aim to reach specific patient 
populations, including people with type 2 diabetes or hypertension, people 
hospitalized with heart failure at the time of discharge, children who are overweight 
or obese, frail, malnourished, or disabled adults with chronic disease at risk of 
institutionalization. An assessment of functional status is an important criterion for 
determining the types of programs that may be best suited to an individual patient’s 
needs. 

4.	 Nutrition security: Several tools for assessing nutrition security are under 
development and testing. This includes one module that has been pilot tested by 
both the Los Angeles County Department of Public Health and Kaiser Permanente 
in partnership with Tufts University to assess nutrition security, among produce 
prescription and medically tailored meal recipients (see Appendix). These 
measures are still in phases of development and testing, and it will be important for 
researchers to validate such measurement tools.25

Whichever patient population is identified for referral to FIM programs, and regardless of what 
strategy is used, it is critical that this information be recorded in a structured field in the electronic 
health record (EHR). Although underutilized, there are also opportunities to document food 
insecurity and associated programs using standard medical code terminologies (such as Z59.41). 
Identifying patients within the EHR allows for tracking and monitoring, quality improvement, 
streamlined and efficient workflows, and evaluation of the success of the program.26 
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Referrals to Food is 
Medicine Programs
Once a patient is identified as food insecure, it 
is important to ensure that referrals are made to 
appropriate food and nutrition resources that best 
meet the patient’s needs and cultural preferences. 
Patients may be linked to onsite, community-
based programs, or federal nutrition assistance 
resources. Actively enrolling participants onsite or 
in the clinic or providing a warm handoff directly 
to resource representatives may facilitate uptake 
of referrals. Referrals are also more likely to be 
successful if the programs are accessible and 
align with the patient’s needs and preferences. 
However, simply providing patients with a list of 
food resources is generally ineffective because of 
other barriers to enrollment.

Linking patients to food resources, particularly those outside the healthcare system, can often 
pose implementation challenges (see section on Challenges and Opportunities for Partnership 
for more details). For example, lack of interoperability between data systems and concerns over 
HIPAA (the Health Insurance Portability and Accountability Act of 1996) may limit bidirectional 

Screening for Food Insecurity 

Although several screening tools are available, the most common is the 2-item 
Hunger Vital Sign™ (HVS), which has been validated for use across many different 
household types, including households with young children, households with only 
older adults, immigrant households, and numerous others.27 Children’s Health Watch 
has developed several policy briefs with lessons learned from implementing the HVS 
in healthcare settings. In addition, the American Academy of Pediatrics (AAP) and the 
Food Research Action Center (FRAC) have released an updated toolkit designed to 
help healthcare providers implement HVS in their healthcare systems.

HVS Questions
The Hunger Vital Sign™ identifies households as being at risk for food insecurity if 
they report that either or both of the following two statements are ‘often true’ or 
‘sometimes true’ (vs. ‘never true’): 

•	 “Within the past 12 months we worried whether our food would run out before 
we got money to buy more.”

•	 “Within the past 12 months the food we bought just didn’t last and we didn’t 
have money to get more.”

Coding for Food Insecurity 
in the EHR

Food Insecurity Diagnosis: 

•	 ICD-10 Code: Z59.41
•	 SNOMED CT: 733423003

FIM Program: 

•	 Home-delivered meals, 
including preparation, per 
meal: S5170 HCPCS

communication between partners and create barriers to workflow integration. Despite this, there are 
several facilitators to successful referral implementation (see Table 1).

Table 1: Strategies to facilitate successful implementation of FIM referral systems

Strategy Example

Identify a clinical 
champion passionate 
about supporting food 
security to help create 
systems and processes

A nurse manager is excited about the opportunity to bring more 
support to patients who are experiencing food insecurity. He 
connects with a colleague at the Department of Public Health, 
who can make important connections to community partners. 
The nurse manager is empowered to bring a proposal back 
to the clinical site for a food insecurity screening and referral 
program, in partnership with others in the community. This 
same nurse manager supports and champions at each stage of 
implementation.

Invest in strong 
partnerships with 
community-based 
organizations that can 
accept referrals and close 
the referral loop (e.g., 
communicate with the 
referring organization 
that the patient has been 
offered and/or received 
services)

The health system, the local department of public health, and 
the community-based organization each have a lot of work 
to do to create a new, functional system. These relationships 
take time and require a great deal of trust. Resources for 
implementation (see Funding Mechanisms section) can help 
provide the infrastructure that facilitates strong systems. 
Ideally, the resulting collaboration results in ongoing, bi-
directional communication between the clinical site and the 
food provider so that nutritious food can be an integral part of 
the treatment plan.

Integrate screening and 
referral processes into 
existing workflows and 
data systems so that it 
causes as little additional 
work for clinical providers 
as possible

The clinic has an existing workflow for sending a “prescription” 
to an in-house provider of medical equipment, which clinicians 
are familiar with and use frequently. Rather than creating a new 
workflow, an option is added to this workflow to refer to an on-
site food pantry. This system is easy to create in the electronic 
health record because the fields already mostly exist, and it 
is easy for clinical providers to use because it is similar to an 
existing, well-used process.

Train clinical providers on 
rationale and workflows 
for addressing food 
insecurity in the clinical 
setting 

At the onset of implementation and then at regular intervals 
thereafter, the community partner is asked to attend the 
weekly staff meeting to discuss food insecurity rates in 
the community, the impact of food insecurity on health 
and wellness, community resources, and referral rates to 
community partners.

https://childrenshealthwatch.org/public-policy/hunger-vital-sign/
https://childrenshealthwatch.org/public-policy/hunger-vital-sign/
https://frac.org/aaptoolkit
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Spectrum of Food is Medicine Programs 
FIM programs range from providing healthy, medically tailored meals and grocery items; to 
providing electronic or paper prescriptions for the purchase of nutritious foods, such as fruits 
and vegetables; to on-site food provision in clinical settings (on-site food pantries); to referrals 
to local, community-based food pantries and federal nutrition assistance programs. These 
programs vary in intensity and level of support required from the healthcare system, with more 
robust, targeted services typically provided to those who have greater medical needs (e.g., home-
delivered medically tailored meals 
for those with a severe, diet-sensitive 
chronic health condition, such as 
uncontrolled diabetes or congestive 
heart failure, and one or more 
limitations in activities of daily living) 
and less labor-intensive programs 
for patients focused on prevention 
(e.g., SNAP benefits or healthy food 
vouchers for low-income families). 

Figure 2 shows a basic schema of 
this range of programming. There 
is variation in how these programs 
are operationalized; program 
duration, dose (e.g., amount) of 
the nutrition benefits, adjustment 
for household size, intensity of 
supportive nutrition education, 
eligibility criteria, and populations 
served all vary tremendously across 
different programs. This flexibility 
in programming allows different 
healthcare systems to identify and 
pursue their own priorities and 
variety of nutrition programs but 
can also add uncertainty as to which 
combination of operational features 
is most effective for which patients. 
Further, while we have categorized 
these programs by usual site of 
implementation, there is considerable 
variation in this as well. Several of 
the most salient features of different 
implementation models are described 
further below in Table 2: Food and 
Nutrition Program Models.

Food is Medicine Research

At the federal level, FIM implementation and 
evaluation programs have been initiated by 
USDA (through the USDA Gus Schumacher 
Nutrition Incentive Program, GusNIP), 
Centers for Medicare and Medicaid Services 
(CMS), Veterans Affairs, and Indian Health 
Service. 

The Rockefeller Foundation and American 
Heart Association (AHA) have committed 
to raising $250 million for FIM research, 
and Kaiser Permanente has committed $50 
million to this cause.

The ASPEN Institute also released a Food 
is Medicine Action Plan, which (1) provides 
an overview of the existing peer-reviewed 
research on FIM and federal nutrition 
programs; (2) outlines key considerations 
for FIM research; and (3) provides 
recommendations for future FIM research. 

Finally, Feeding America and the Institute for 
Hunger Research & Solutions at Foodshare 
conducted an evidence review, which outlines 
the impact of programs commonly used by 
healthcare systems and community based 
programs to address food insecurity and 
health. 

Figure 2: Intensity of Food is Medicine Services can be Tailored for Food 
and Nutrition Insecure Patients based on their Health Conditions and Risk 

Figure adapted and updated from Mozaffarian D, Blanck HM, Garfield KM, Wassung A, Petersen 
R. A Food is Medicine approach to achieve nutrition security and improve health. Nat Med. 
2022;28(11):2238-2240. doi:10.1038/s41591-022-02027-3.

MTM: Medically tailored meals



1918 1918

Food is Medicine Programs Food is Medicine Programs

Table 2: Food and Nutrition Program Models
Model Implementation Implementation Setting & Partnerships

Medically 
tailored 
meals 
(MTMs) 

Individuals living with complex or severe 
chronic illness who are too sick to shop or 
cook for themselves may qualify to receive 
MTMs, which are prepared in a central 
kitchen and ready to eat.

Community 

Healthcare systems typically partner with 
community-based organizations who deliver 
medically appropriate meals to patients 
following a referral by a medical professional or 
their health plan.

Healthy 
groceries 
(medically 
tailored and 
medically 
supportive 
groceries)

Food products for preparation at home 
distributed in numerous different models: 

•	 Onsite “food pharmacy” 
•	 Pop-up, mobile, or temporary food 

distribution
•	 Emergency food boxes provided at 

clinics
•	 Food bags provided at hospital or 

emergency department discharge
•	 Healthy food box delivery 

Onsite at the healthcare system or in the 
community 

Healthcare systems typically partner with 
community-based organizations, such as food 
banks, food pantries, and other community food 
providers, to supply and distribute food on-site 
at clinics or upon hospital discharge. These 
programs are typically implemented by health 
system staff.

Produce 
prescription 
programs

Typically, paper vouchers or electronic 
benefit cards that can be used to purchase 
fresh, frozen, and/or canned fruits and 
vegetables (will vary depending on 
program) at community food stores (e.g. 
grocery stores, farmer’s markets).

Community

These programs are typically implemented 
through a referral from the healthcare system 
to a community-based organization. Patients 
who meet specific criteria (variable depending 
on organization, but typically food insecure with 
a diet-sensitive chronic disease) are referred 
by their provider, clinic staff, or health plan to 
community-based organizations who administer 
these programs. Occasionally, the healthcare 
system will develop and implement their own 
produce prescription program.

Federal 
Nutrition 
Assistance 
Programs

Examples include: 

•	 Embedding an eligibility worker on-
site in the clinic or hospital to assist 
patients with enrollment in WIC or 
SNAP 

•	 Referral to the local WIC or SNAP 
agency

Onsite at the healthcare system or in the 
community

Healthcare staff may assist individuals 
experiencing food insecurity with applying for 
federal nutrition assistance programs during a 
clinic visit or hospitalization. Alternatively, the 
healthcare system may connect individuals to 
external agencies where they can complete an 
application for federal nutrition assistance.

Charitable 
Food 
Assistance

Examples include referrals to:

•	 Food pantries
•	 Free dining rooms
•	 Home-delivered meals

Community

Healthcare providers refer to charitable food 
resources, which are then administered by the 
community-based organization.

Medically Tailored Meals

Medically tailored meals (MTMs) are a treatment strategy to primarily address health needs 
among patients with severe, complex and/or chronic medical conditions. Referrals typically come 
from healthcare providers or insurance plans to community-based or private sector organizations 
that provide these services to patients. Meal plans are developed and approved by a Registered 
Dietitian Nutritionist (RDN) to meet the patient’s specific diagnosis as well as any additional 
complications or comorbidities. MTMs are paired with nutrition education and counseling from 
an RDN. Recipients typically receive 10-21 meals (50-100% of nutrition needs) per week for a 
minimum of 12 weeks delivered to their homes.28 Because MTMs eliminate the need for food 
preparation and can also be home delivered, this program is most appropriate for people with 
high burdens of disability and illness. 

Healthcare systems may also choose to partner with organizations that provide nutritious meals 
that do not fall under the definition of “medically tailored,” but can help address their patients’ 
food insecurity and/or health needs. 

There is growing research demonstrating that MTM services reduce high healthcare utilization, 
lower healthcare costs, increase medication adherence, reduce hospital and emergency 
department admissions, and support independent living (i.e., preventing nursing home 
admission).29–31 For instance, in an analysis of patients in Massachusetts, those who received 
MTMs had an estimated 49% reduction in hospitalizations and 72% reduction in nursing home 
admissions compared with those who did not receive MTMs. There was also a 16% net cost 

Funding Medically Tailored Meals 

The Ryan White HIV/AIDS Program, originally enacted by Congress in 1990 
under the Ryan White Care Act, now provides federal funding for medically 
tailored meals for people living with HIV or AIDS.33 Although there are still no 
federal funding streams to support MTMs as a standard benefit for patients 
living with other chronic diseases, increasingly these services are being 
considered for coverage through Medicaid waivers, which allows states to 
use public healthcare funding to pay for medically supportive food programs. 
For example, Centers for Medicare and Medicaid Services (CMS) has 
approved Medicaid 1115 waivers in Massachusetts and North Carolina to pilot 
MTMs, medically tailored groceries, and produce prescriptions, along with 
addressing housing and other social determinants of health; and approved 
a Medicaid 1115/1915(b) waiver in California to provide MTMs and multiple 
other Food is Medicine programs as “in lieu of services.”34 New York was the 
first state to use “in lieu of services” to cover MTMs through their Medicaid 
Managed Care Organization (MMCO) benefit package.35 Since 2020, CMS 
has also allowed Medicare Advantage healthcare plans to cover a range of 
food-based programs as Special Supplemental Benefits for the Chronically Ill  
(see Funding Mechanisms section for more details). 
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savings observed, or more than $9,000 per MTM patient per year (even after accounting for 
the cost of the program). Further, a recent economic evaluation of MTMs found that national 
expansion could avert 1.6 million hospitalizations and save $13.6 billion in net costs annually.32

Healthy Grocery Programs

Healthy grocery programs are typically comprised of nutritious food items designed to support 
patients’ general health and wellbeing. Under this umbrella are also medically supportive 
groceries, which are “groceries with nutrient rich whole foods used as a medical treatment to 
address a specific health condition,” and medically tailored groceries, which are “groceries 
approved by an RDN that reflect appropriate dietary therapy based on evidence-based practice 
guidelines.”36 Items may vary depending on programmatic goals, but often include fruits and 
vegetables, lean protein, beans and legumes, and dairy products. Healthcare system staff are 
generally responsible for screening and referring eligible patients to these programs. Services 
may occur either on-site at the healthcare system (e.g., the patient receives a referral to pick up 
a box/bag of groceries at the clinic), or off-site at a community location (the patient receives a 
referral to pick up groceries from a community-based organization or the groceries are delivered 
to their home).

Many healthcare systems host on-site programs 
to support patients who meet eligibility criteria 
defined by the healthcare system. One example 
is a food pharmacy. Food pharmacies (or 
“farmacies”) are typically operated on-site by 
clinics or healthcare systems in partnership 
with local or regional food banks who supply 
the healthy food items. They may also operate 
as a mobile food distribution program where 
a truck (typically operated by the local food 
bank) distributes healthy food on-site during 
designated time periods. In addition to providing 
healthy food items, food pharmacies often 
provide patients with nutrition and culinary 
education and counseling, as well as resources 
to help manage their disease condition (such as 
diabetes self-management education; see box 
Food Farmacy for a program example). There 
is growing evidence that food pharmacies can 
lead to improvements in nutrition knowledge 
and decrease barriers to healthy eating. A recent 
systematic review found that food pharmacies 
can improve fruit and vegetable intake and 
reduce food insecurity. However, evidence was 
inconsistent and many studies were not very 
rigorous in their design.37 Additionally, no studies have directly compared this model’s overall 
effectiveness with other FIM programs.38

Unlike MTMs, participants in these programs must be capable of cooking and preparing their own 
meals with the raw ingredients provided. Although more labor-intensive for participants, this 
program may offer more flexibility for patients to choose preferred foods and prepare culturally 
appropriate meals. However, participants may still be limited in their choices if they are provided 
with a box of pre-selected groceries. 

Healthy grocery programs can be less expensive in comparison to MTMs, which allows for a 
greater number of participants to be served. However, as a less intensive program that requires 
food pick-up and preparation, healthy grocery programs may not provide the same impact as 
home-delivered prepared meals. For example, a recent systematic review suggests that medically 
tailored groceries improve food security but inconsistently affect other outcomes.39 The variability 
in findings likely reflect large differences in the “dose,” duration, and ancillary services (such 
as cooking and nutrition education, etc.) included in the programs tested, as well as differing 
degrees of methodologic rigor in the studies.

Produce Prescriptions

Produce prescription programs are designed to augment prevention efforts and chronic 
disease treatment plans by providing individuals and families with prescriptions for fruits and 
vegetables. Produce prescriptions are typically distributed by or in partnership with health clinics 
through paper vouchers or electronic benefit cards to individuals diagnosed with a diet-related 

Role of State or Local 
Health Agency or Public 
Health Department

State and local health agencies, 
public health departments, and 
other public health allies can play 
a vital role in the implementation 
of food and nutrition security 
programs, including facilitating 
and coordinating partnerships 
between organizations, 
connecting to funding 
opportunities, and providing 
access to resources (such as 
data), program infrastructure 
(including staffing), written and 
online recruitment materials, and 
evaluation support.

Food Farmacy

The Geisinger Fresh Food Farmacy partners with local food 
organizations to provide enough fresh produce, whole grains, 
and lean proteins to program participants for 10 meals per 
week. In addition, a multidisciplinary team offers medication 
management assistance, nutrition counseling, health coaching, 
and ongoing case management to help patients develop and 
sustain their lifestyle changes. The program serves patients 
with poorly controlled diabetes who screen positive for 
food insecurity. In an initial evaluation of ~100 participants 
treated for 18 months, significant improvements were seen in 
participants’ hemoglobin A1c, blood cholesterol, blood sugar, 
and triglyceride levels.40 Furthermore, the team has been able 
to track healthcare spending among 37 participating patients, 
with preliminary results demonstrating a net decrease in per 
member spending per year, even after accounting for the cost 
of the program. Based on this success, Geisinger has extended 
the program and built three brick-and-mortar food pharmacy 
locations across their system, currently serving about 600 
patients with fruits, vegetables, whole grains, and lean proteins 
every two weeks. 
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https://www.geisinger.org/freshfoodfarmacy
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chronic condition, such as diabetes (or pre-diabetes), hypertension, obesity, or heart disease. 
Sometimes, but not uniformly, produce prescriptions include eligibility criteria related to income 
status and/or food insecurity. 

Although typically aimed towards treatment of individuals with a diet-related chronic disease, 
produce prescription programs may also be appropriate for prevention, for example in high-risk 
individuals. A simulation analysis suggested that produce prescriptions can also improve health 
and be cost-effective for the general population—including people who are currently healthy – to 
support better dietary habits and improved long-term health.41

Prescriptions can be redeemed for produce at participating vendors, such as grocery stores, 
corner stores, farmers markets, or farm stands (some programs offer Community Supported 
Agriculture (CSA)b boxes to patients receiving a produce prescription). Occasionally prescriptions 
can be exchanged for produce on-site at the clinic or hospital or offered via delivery model. 

A wide range of produce prescription programs have been implemented that differ considerably 
in eligible population, duration, and benefit amount,43 although most programs are locally 
developed and administered. The Produce Rx Evaluation and Policy Collaborative has developed 
a ‘Promising Practices’ document to help implementers in planning and evaluating produce 

b	 Community Supported Agriculture (CSA) is a system that allows consumers to purchase food directly from 
famers by pre-paying for a subscription of produce.42 

prescription programs. For those living in rural communities, Share our Strength has recently 
released a produce prescription toolkit specifically designed for those who are planning and 
operating these programs in rural areas.

Growing research suggests produce prescription programs improve dietary intake, food security, 
and health outcomes. A recent systematic review of 17 studies found that participants (defined as 
those who received a produce prescription or food box with fresh fruits and vegetables) increased 
their intake of fruits and vegetables by an average of 0.77 servings per day and reduced their BMI 
by an average of 0.4 kg/m2.48 Most of these studies, however, lacked rigor in their methodology. 
Modeling studies suggest positive downstream impacts on health outcomes and healthcare 
costs.41 

Produce Prescription Program

Community Outreach and Patient Empowerment (COPE), 
the Navajo Nation-based site of Partners in Health, 
leveraged CDC REACH funding (along with other funding 
sources) to start a produce prescription program known as 
FVRx. The Navajo FVRx program partners with healthcare 
providers and local retailers to promote healthy eating 
by providing families with a monthly voucher to purchase 
fruits and vegetables at local stores on Navajo Nation. 
Clinic providers and community health workers identify 
eligible families to participate in the program. In addition 
to a monthly prescription for produce, families meet with 
a community outreach worker each month to learn about 
healthy habits. More information about the program’s 
reach and impact can be found here.
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Examples of National Produce Prescription Programs

The Special Supplemental Nutrition Program for Women, Infants, and Children 
(WIC) can be considered an example of a national produce prescription program. 
WIC provides money for healthy food, nutrition education, and breastfeeding 
support to pregnant, postpartum, and breastfeeding individuals, as well as children 
ages 0-5 years. As part of the WIC food package, participants receive a WIC Cash 
Value Voucher/Benefit (CVV/B). The CVV/B was first introduced to the WIC food 
package in 2007 as part of an effort to increase its nutritional content. It was more 
recently expanded during the COVID-19 pandemic and provides participants money 
to purchase fruits and vegetables as part of their WIC food package.44 WIC benefits, 
particularly with recent changes to the list of approved foods, are associated with 
improvements in perinatal diet quality, maternal health, and child health.45,46 

The USDA’s Gus Schumacher Nutrition Incentive Program (GusNIP) also supports 
a national produce prescription program network, by funding the implementation 
of various heterogeneous produce prescription programs across the U.S. (as well 
as a separate, nutrition incentive program that offers a dollar match for produce 
purchased by households with SNAP dollars).47 However, in contrast to the CVV/B 
program which is available to all WIC participants, federal funding for GusNIP is time 
limited and insufficient to reach many eligible people in the U.S. 

The National Strategy on Hunger, Nutrition, and Health also mobilized a number of 
national, Food is Medicine pilot programs. Congress recently authorized the Indian 
Health Service (IHS) to create a Produce Prescription Program for American Indian 
and Alaska Native (AI/AN) communities. The US Department of Veterans Affairs 
(VA) and the Rockefeller Foundation also announced that they will be partnering to 
expand Food is Medicine programs, including medically tailored meals and produce 
prescriptions programs, at a number of VA facilities across the country.

https://static1.squarespace.com/static/5a0de798ccc5c53cfc15685c/t/6148af257992466c6d17b80b/1632153382600/Produce+Prescriptions+Promising+Practices+PDF_FINAL_UPDATE+%283%29-compressed.pdf
https://bestpractices.nokidhungry.org/resource/rural-produce-prescription-toolkit
https://www.copeprogram.org/foodaccess
https://nccd.cdc.gov/nccdsuccessstories/TemplateSeven.aspx?s=2740&ds=1
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Federal Nutrition Assistance Programs

Federal Nutrition Assistance Program Outreach and Enrollment 

Although not traditionally thought of as FIM programs, federal nutrition assistance programs 
such as SNAP, WIC, and the National School Lunch and Breakfast programs are population-based 
programs that provide food or money for food to millions of low-income households each year. 
As the largest and most effective federal nutrition assistance program in the U.S., SNAP plays a 
crucial role in mitigating food insecurity and lifting families out of poverty. SNAP improves health 
and lowers healthcare costs; however, poor health outcomes and health disparities among adults 
participating in SNAP persist.49–53 Healthcare systems can play an important role in screening and 
referring patients to federal nutrition assistance programs. These programs can be an important 
part of strategies to address social determinants of health. Examples of strategies to facilitate 
enrollment include: 

•	 Developing provider education, clinical practice guidelines, and EHR fields for 
screening for food insecurity.

•	 Having an on-site enrollment specialist (or eligibility worker) for referrals and direct 
application assistance for eligible patients who screen positive for food insecurity. 
For example, healthcare staff can provide referrals to on-site, trained food bank staff 
and volunteers who can directly assist patients with completing a federal nutrition 
program application.

•	 Educating healthcare staff, such as community health workers, promotoras, social 
workers, RDNs, and health navigators, about program eligibility requirements and 
how to connect potentially eligible patients to a community partner (e.g., food bank, 
social service agency, or community food program) who can assist them with the 
application. 

•	 Directly referring patients to the local SNAP or WIC office. However, evidence 
suggests a referral—in the absence of any additional support—is usually insufficient 
to meaningfully increase enrollment.54

Federal Nutrition Assistance Programs

SNAP 

Administered by the USDA, SNAP (formerly food stamps) is the nation’s largest 
nutrition assistance program. SNAP provides low-income households with monthly 
dollars (via an electronic benefits transfer card) to support retail food purchasing 
at supermarkets, grocery stores, farmers markets, and online. Within SNAP, 
additional nutrition incentive programs in GusNIP (also commonly implemented as 
DoubleUp Food Bucks or Market Match programs) provide households who receive 
SNAP with additional dollars to purchase healthy foods, which are typically fruits 
and vegetables, but may also include dairy and whole grain products. 

WIC 
WIC provides healthy food and nutrition education to low-income pregnant 
and post-partum women, infants and children. WIC also provides an additional 
cash value benefit (CVB/CVV) for families to purchase fruits and vegetables, in 
addition to their standard WIC package. Some Market Match programs provide 
WIC participants with incentives to purchase additional fruits and vegetables by 
matching their benefits (up to a certain dollar amount) when they spend at local 
farmers markets or farm stands.

SNAP Enrollment

Through a partnership with the University of California San 
Diego (UCSD), the San Diego Racial and Ethnic Approaches to 
Community Health (SDREACH) developed a campaign to raise 
awareness about the ¡Más Fresco! More Fresh Program (a nutrition 
incentive program for SNAP recipients) and to enroll more SNAP 
recipients in Southeast and Mid-City San Diego. SDREACH and 
UCSD developed and promoted social media and Google search 
ads in English and Spanish. The social media campaign raised 
awareness and engaged the community around nutrition access. 
The target audience included African Americans/Blacks and Latinx 
women. The campaign ran April -June 2021 and resulted in 913 
new enrollments in the ¡Más Fresco! More Fresh Program in San 
Diego County.
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Food banks can partner with and support healthcare systems to facilitate federal nutrition 
program enrollment by supporting clinic staff education and training on application and/or 
referral processes. Food for Tomorrow: SNAP Application Assistance in Healthcare Settings 
provides detailed guidance for implementing this type of program. 

Programs Supported by the Charitable Food System

The charitable food system, in particular regional food banks and local food pantries, are 
increasingly recognized as important partners for healthcare systems seeking to promote food 
security. Food banks are non-profit organizations responsible for sourcing and storing food, 
which is then typically distributed to food pantries who provide the food directly to clients. Many 
food banks and pantries have deep connections to their community and a strong understanding 
of local opportunities and barriers to addressing food insecurity. As a result, many healthcare 
systems partner with food banks and food pantries to develop strategies and programs to 
connect patients who screen positive for food insecurity to food-related resources. 

Feeding America has developed several resources and evidence review designed to understand 
and facilitate food bank-healthcare partnerships.55 On-site programs include food pantries 
located in the clinic or hospital. Off-site programs may include referrals to a community-based 
food pantry, mobile food distribution outside the healthcare setting, or congregate meal 
programs. Outside of the healthcare system, food banks may also address health directly at 

https://masfresco.org/
https://hungerandhealth.feedingamerica.org/wp-content/uploads/2021/01/SNAP-Application-Assistance-in-Health-Care-Settings.pdf
https://hungerandhealth.feedingamerica.org/explore-our-work/community-health-care-partnerships/
https://hungerandhealth.feedingamerica.org/resource/food-bank-health-care-partnerships-evidence-review/
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their food distribution sites by hosting health screenings, facilitating health insurance and 
other health benefit applications, and offering healthier foods through the implementation of 
nutrition guidelines and nudges. 

Although these types of programs are growing in popularity, research on their health impact 
is limited. In addition, many of these programs have traditionally focused on food security 
(providing pounds of food), and less so on nutrition and health, but this is changing with most 
food banks now prioritizing better nutrition an important goal and metric of success.56 For 
example, many food banks now adhere to nutrition standards, such as the Healthy Eating 
Research Nutrition Guidelines for the Charitable Food System, and implementation programs, 
such as Supporting Wellness at Pantries (SWAP), to ensure availability of nutritious, culturally 
preferred foods and increase their uptake.

Challenges and Opportunities for Partnership 
Despite growing recognition and momentum to address food insecurity as a health issue, several 
barriers exist to successful implementation of programs to tackle this challenge. Once food 
insecurity has been identified, healthcare systems are tasked with finding resources and creating 
referral workflows. Some program operators lack the expertise to integrate these programs into 
existing clinical workflows. Many healthcare systems lack a formal list of all available resources for 
food in the community, do not have a standard process for tracking and closing referral loops, and 
lack coordination with external community-based organizations. Some electronic health systems 
do not support easy tracking of food insecurity screening results. Electronic health systems are 
rarely able to communicate directly with state agencies administering SNAP, WIC, and other 
federal nutrition programs. Thus, as with other programs, it can often be difficult, especially at 
scale, to track referral closures or health impact once patients are sent outside the healthcare 
system for services. 

To overcome challenges, many healthcare systems and community based organizations are 
now investing in technology that can aid in the coordination and tracking of patient referrals 
to food resources in the community (see box Example Technology Platforms for Community 
Referrals).57,58 When local solutions are implemented piecemeal, however, the capacity burden 
often falls on community-based organizations who may be asked to participate in multiple 
technology platforms with no standardization. CDC has a pilot project in North Carolina that 
has created data linkages between WIC and healthcare, but it is currently a proof-of-concept 
initiative. 

Other barriers to successful FIM implementation include a lack of long-term investment and 
a reliance on short-term funding. This can result in a shortened program duration, limiting the 
impact of the program. Referrals may also be limited by a fragmented and inadequately funded 
social safety net.18 Finally, many organizations lack the expertise to navigate complex federal 
healthcare regulations, so concerns over compliance often preclude many smaller community-
based organizations from participating in these types of programs.59 Data sharing agreements 
between healthcare systems and community partners and HIPAA compliance requirements are 
important considerations and are discussed later in this report. Healthcare systems should assess 
and address these potential local barriers.

On the positive side, healthcare systems and payers often place emphasis on programs that 
demonstrate the greatest return on investment (ROI). Growing research suggests the ROI for FIM 
programs may be similar to or larger than for many other existing healthcare system programs, 
especially over longer timeframes and when access to programming is for a longer duration.41

Common Implementation Challenges for Healthcare Systems

•	 Insufficient funding for program administration and quality improvement 

•	 Lack of staff capacity or time

•	 Burden on providers of screening and referring for food insecurity, particularly 
when there are inadequate systems and workflows in place 

•	 Lack of provider training/knowledge of screening for food insecurity and available 
programs

•	 Lack of reimbursement for nutrition programs

•	 No existing quality indicators/quality improvement metrics associated

•	 HIPPA concerns about sharing data with community-based partners

•	 Lack of bidirectional communication between healthcare system and community 
FIM providers

•	 Cost of technology to efficiently administer program and track data

Example Technology Platforms for Community Referrals

•	 Activate Care

•	 findhelp (formerly Aunt Bertha) 

•	 Now Pow

•	 One Degree

•	 United Way 211

•	 Unite Us

Please note that this is not a comprehensive list of social service referral platforms. 
See SIREN resource guide for healthcare organizations on community resource referral 
platforms for more details about the current landscape, and for recommendations on 
how to implement a community resource referral platform.

https://hungerandhealth.feedingamerica.org/explore-our-work/community-health-care-partnerships/addressing-health-at-food-distribution-sites/
https://hungerandhealth.feedingamerica.org/explore-our-work/community-health-care-partnerships/addressing-health-at-food-distribution-sites/
https://hungerandhealth.feedingamerica.org/resource/healthy-eating-research-nutrition-guidelines-charitable-food-system/
https://hungerandhealth.feedingamerica.org/explore-our-work/nutrition-education-initiatives/strategies/nudges/
https://healthyeatingresearch.org/research/healthy-eating-research-nutrition-guidelines-for-the-charitable-food-system/
https://healthyeatingresearch.org/research/healthy-eating-research-nutrition-guidelines-for-the-charitable-food-system/
https://healthyeatingresearch.org/research/supporting-wellness-at-pantries-swap-toolkit-2021/
https://www.cdc.gov/obesity/initiatives/codi/community-and-clinical-data-initiative.html
https://www.activatecare.com/
https://www.findhelp.org/
https://nowpow.com/
https://www.1degree.org/
https://www.211.org/
https://uniteus.com/
https://sirenetwork.ucsf.edu/tools-resources/resources/community-resource-referral-platforms-guide-health-care-organizations
https://sirenetwork.ucsf.edu/tools-resources/resources/community-resource-referral-platforms-guide-health-care-organizations
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Background

Every three years, non-profit hospitals are required to conduct a community health needs 
assessment (CHNA) and adopt an implementation strategy to meet the needs identified during 
that process. This report provides guidance for how hospitals, public health departments, food 
policy councils, and community-based organizations in your community can work together to 
leverage a limited number of resources to address food insecurity.60 

Whether part of a formal CHNA process or not, additional data, not directly collected by the 
healthcare system, can be an important part of informing a community’s needs assessment 
and program planning. Much data on community food security, the food environment, and 
diet-related health is publicly available (or can be made available to qualified researchers upon 
request) (see Table 3 below). Local health departments often collect or have access to additional 
data that may serve as an important part of any assessment or evaluation. These measures can 
provide important context and a broader understanding of the community’s food environment 
and support the design of more effective programs. Healthcare practitioners can use the 
assessment data to help determine which type(s) of Food is Medicine program might be most 
appropriate for their community and partners.

Table 3: Public Data Sources and Measurement Tools for Health Systems 
to Assess Food and Nutrition in Their Community

Database/
Measurement Tool

Description Example Metrics

Behavioral Risk Factor 
Surveillance System 
(BRFSS)

State data about U.S. residents regarding 
their health-related risk behaviors, chronic 
health conditions, and use of preventive 
services.

Health status

Quality of life (CDC Healthy 
Days) 

Health care access

Physical activity

Fruit and vegetable intake 

Child Opportunity Index 
(COI) 2.0

Neighborhood resources and conditions that 
matter for children’s healthy development, 
including a summary measure of the quality 
of neighborhoods children experience. COI 
2.0 includes 29 indicators including access 
and quality of early childhood education 
(ECE), high-quality schools, green space, 
healthy food, toxin-free environments, and 
socioeconomic resources. The 29 indicators 
are grouped into three domains: education, 
health and environment, and social and 
economic. 

Access to healthy food 

Childcare access

Elementary school students’ 
eligible for free or reduced-
price lunches

Assessment

https://www.phi.org/about/impacts/helping-hospitals-tackle-hunger/
https://www.cdc.gov/brfss/index.html
https://www.cdc.gov/brfss/index.html
https://www.cdc.gov/brfss/index.html
https://www.diversitydatakids.org/child-opportunity-index
https://www.diversitydatakids.org/child-opportunity-index
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Database/
Measurement Tool

Description Example Metrics

Community Commons Database and mapping tool that includes 
a Community Health Needs Assessment 
(CHNA) tool and Vulnerable Population 
Footprint tool. Data available at the county 
level or by customizable geographic 
boundaries.

Population below poverty 
level (Vulnerable Population 
Footprint)

Health behaviors, health 
outcomes, food environment, 
Area Deprivation Index (ADI), 
population receiving SNAP 
(CHNA tool) 

County Health Ranking 
and Roadmaps

County level data on a number of health 
measures. This resource provides a snapshot 
of what is happening in your community, 
allows you to look at changes over time, and 
allows you to compare the health of your 
county to other counties. 

Quality of life (CDC Healthy 
Days) 

Access to care 

Feeding America: Map 
the Meal Gap

Food insecurity rates and income eligibility 
for federal nutrition programs at the county, 
congressional district, and state level.

Food insecurity rate 

% of food insecure population 
ineligible for federal nutrition 
assistance 

Food budget shortfall (in 
dollars)

Average meal cost (in dollars)

Racial disparities

Nutritional Environment 
Measures (NEMS) 
Survey

Community and consumer nutrition 
environments in grocery stores, corner 
stores and restaurants. Measures focus on 
availability of healthy foods, prices, and 
quality. These tools are often adapted for 
local use, including assessment of state WIC 
approved foods.

Perceived nutrition 
environment (food shopping, 
home food environment) 

Store and corner store 
measures (availability and 
pricing differences between 
more and less healthy options) 

PLACES A collaboration between the CDC, Robert 
Wood Johnson Foundation and the CDC 
Foundation showing the burden and 
geographic distribution of health-related 
outcomes. Intended to assist in planning 
public health programs. Provides model-
based population-level analysis and 
community estimates for all counties, places 
(incorporated and census designated 
places), census tracts, and zip codes in the 
US.

Physical and mental health 

Chronic disease, including 
obesity

Assessment

Database/
Measurement Tool

Description Example Metrics

USDA Food Access 
Research Atlas 

Food access indicators for low-income and 
other census tracts using different measures 
of supermarket accessibility. Also provides 
data on neighborhoods’ access to food 
stores that offer a variety of healthy and 
affordable food.

Population with low income 
and low access to healthy food

USDA Food 
Environment Atlas

Maps to visualize food access indicators by 
census tract and select subpopulations.

National School Lunch 
Program, School Breakfast 
Program, and Summer Food 
Service Program participation

Federal nutrition assistance 
(WIC, SNAP, CACFP) 
participation and redemption

FDPIR sitesc 

Grocery store access, 
proximity, availability 

Restaurant availability, 
expenditures 

Obesity rates

USDA Food Security 
Status of US 
Households

Official food insecurity rates for the US 
overall, for some sub-populations, and by 
state, released annually. 

Prevalence and severity of 
food insecurity among US 
households

Youth Risk Behavior 
Surveillance System 
(YRBSS)

Health behaviors, conditions, and 
experiences among high school students, 
grade 9-12. The system includes a national 
Youth Risk Behavior Survey (YRBS), 
conducted by CDC, and state, local school 
district, territorial, and tribal school-based 
YRBSS. YRBSS is designed to monitor priority 
health risk behaviors. Some states include a 
food security question in their survey. 

Fruit and vegetable intake 

Sugar sweetened beverage 
intake 

c	  Food Distribution Program on Indian Reservations (FDPIR)

Assessment

https://www.communitycommons.org/collections/Maps-and-Data
https://www.countyhealthrankings.org/
https://www.countyhealthrankings.org/
https://map.feedingamerica.org/
https://map.feedingamerica.org/
https://nems-upenn.org/tools/
https://nems-upenn.org/tools/
https://nems-upenn.org/tools/
https://www.cdc.gov/places/index.html
https://www.ers.usda.gov/data-products/food-access-research-atlas/
https://www.ers.usda.gov/data-products/food-access-research-atlas/
https://www.ers.usda.gov/data-products/food-environment-atlas/
https://www.ers.usda.gov/data-products/food-environment-atlas/
https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-u-s/measurement/
https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-u-s/measurement/
https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-u-s/measurement/
https://www.cdc.gov/healthyyouth/data/yrbs/overview.htm
https://www.cdc.gov/healthyyouth/data/yrbs/overview.htm
https://www.cdc.gov/healthyyouth/data/yrbs/overview.htm
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Background

Improving food and nutrition security within the healthcare system requires commitment from 
multiple stakeholders. When designing a FIM program, it is important to build engagement from 
key partners starting at the earliest stages. For example, tracking clinical data through the EHR is 
highly beneficial when it can be done, but working with EHR systems is complex and requires buy-
in from many partners.

Many successful FIM programs have started with support from a coalition whose goal is to reduce 
food and/or nutrition insecurity in the community. Coalition partners often include state and local 
public health departments, community and faith-based organizations, academic institutions, 
healthcare systems, and industry/private companies. Local food policy councils and equity task 
forces also frequently participate, and in many cases drive, these coalitions.

Examples of two national coalitions in this space include the Food is Medicine Coalition (FIMC) 
and the National Produce Prescription Collaborative (NPPC).

Example Activities for Coalitions

•	 Champion adoption of metrics, standards, and processes related to local food 
and nutrition security across the community;61 

•	 Encourage and participate in federal, state, and private research investments 
to advance nutrition security;62

•	 Advance non-profit and business innovation in allied organizations that 
provide nutrition security services;

•	 Promote coordination of federal, state, and local food policies and funding 
more broadly.7 

•	 Promote coordination of programming across sectors: healthcare, 
community-based organizations, state agencies for enrollment in federal 
nutrition assistance, small businesses (e.g., corner stores), retail (e.g., grocery 
stores), and local agriculture

The Agency for Healthcare Research and Quality (AHRQ) has developed a library 
of resources for organizations interested in planning and developing clinical-
community partnerships.

Building Support

33

https://www.foodpolicynetworks.org/councils/directory/online/
https://www.fimcoalition.org/
https://www.nppc.health/
https://www.ahrq.gov/ncepcr/tools/community/index.html
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Background

Evaluation of food and nutrition security programs is critical to building a robust evidence base 
to support adaptation, adoption, and expansion of these services. The collection of data is also 
essential to quality improvement efforts that ensure successful, equitable programming. The 
Aspen Institute recently released a comprehensive assessment of the FIM research landscape 
and recommendations for future evaluation needs.63 Evaluation planning should occur at the 
earliest stages of the program planning process to ensure that healthcare systems and partners 
are collecting the data necessary to understand the impact of the program and, notably, 
appropriately account for evaluation costs in the budget development process. The greater the 
scope and complexity of an evaluation, the greater the cost. It is important for programs to strike 
the right balance between meeting program and evaluation needs and the feasibility of data 
collection and analysis with limited funds. 

Information collected during the evaluation can help healthcare systems and their community 
partners improve collective efforts and drive future decision making. It can also identify best 
practices in different contexts and communities. Programs can more effectively and efficiently 
address equity if participant and community perspectives and priorities are assessed and 
included from the early stages of design. 

The CDC has developed a comprehensive toolkit that outlines steps for creating an effective 
evaluation plan. Kaiser Permanente has also developed a “population dose” approach (including 
a toolkit) that supports healthcare systems in measuring impact and developing strategies 
for creating high impact programs that will maximize population health. The GusNIP Nutrition 
Incentive Program Training, Technical Assistance, Evaluation, and Information Center (NTAE) 
publishes a series of metrics that can be used to align evaluations of produce prescription 
programs.64

Data Collection and Reporting
Data is often collected by surveys, interviews, or the EHR to assess program implementation 
(process metrics) and impact (outcome metrics). When developing a data collection plan, 
practitioners should consider the priorities of the organization as well as the need to minimize 
patient burden. Table 4 below describes the advantages, disadvantages, and metrics that can be 
collected using different modalities.	

Gathering feedback directly from community members and local partners, and engaging them 
in the decision-making process, both enables program evaluation and supports successful and 
equitable programs. This engagement should also begin early in the design process. Change Lab 
Solutions has developed guidance for community partnerships and community engagement.

https://www.cdc.gov/obesity/downloads/cdc-evaluation-workbook-508.pdf
https://about.kaiserpermanente.org/community-health/about-community-health/measurement-and-evaluation
https://about.kaiserpermanente.org/content/dam/internet/kp/comms/import/uploads/2019/01/DoseToolkitVersion1.1-2.pdf
https://about.kaiserpermanente.org/content/dam/internet/kp/comms/import/uploads/2019/01/DoseToolkitVersion1.1-2.pdf
https://www.changelabsolutions.org/sites/default/files/2021-05/CLS-BG243-0-Legal-Policy-Strategies-for-Health-Care-Food-System-Partners_Entire-Guide_FINAL_ACCESS_20210525.pdf
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Table 4: Methods of data collection
Method Data Types Frequency of data collection Metric examples Advantages Disadvantages

Surveys Individual level data obtained directly from 
participants

Self-reported measures 

Typically administered at two time points 
(pre- and post-enrollment) or three 
time points (pre-, mid-point, and post-
enrollment). In addition, surveys can 
be administered several months after 
enrollment to assess maintenance of 
effect.

Food security, nutrition security, 
diet quality (e.g., fruit and 
vegetable intake via screener), 
quality of life, program adherence, 
and program satisfaction 

Can be administered in-person, 
over the phone, text message etc.

Provides information on nutrition 
and health behaviors that are not 
typically captured in the EHR

Greater participant burden
Can also be high burden for 
staff
Limitations in participant recall 
and participant concerns about 
providing negative feedback

Qualitative and 
key informant 
interviews, focus 
groups 

Data can be collected either formally or 
informally from participants, program 
implementers, and/or community 
partners to better understand program 
implementation and participant 
experiences

Typically conducted after program 
completion but can be conducted at 
any timepoint depending on evaluation 
goals. For example, programs may 
choose to conduct interviews with 
participants during the pilot phase of a 
program to gather rapid feedback and 
make improvements. Or, programs may 
choose to conduct feedback during the 
development stage to assess community 
strengths, needs, and priorities.

Program satisfaction, barriers and 
facilitators affecting outcomes, 
implementation strengths and 
opportunities

Opportunity for participants and 
stakeholders to provide feedback 
and an in-depth description of 
their experience that cannot be 
captured in a survey

Time intensive

More burdensome on the 
participant

Electronic Health 
Record (EHR)

Individual-level data extracted from the 
patient’s electronic health record (e.g., lab 
values, such as HbA1c, from participants 
with diabetes who participated in a 
program; healthcare utilization) 

Aggregate or summary data of specific 
health metrics (e.g., average HbA1c from all 
participants before and after program, or 
average HbA1c from those who participated 
in program compared to those who did 
not, or average HbA1c in the clinic before 
program implemented vs. after program) 

Data continuously collected via usual 
healthcare system activities. Data 
typically analyzed at two time points, 
pre- and post-program participation, to 
assess clinical impact. 

Food security status assessed 
during clinical screening; 

HbA1c, blood pressure, body mass 
index (BMI); utilization data, such 
as hospitalizations, nursing home 
use, and emergency room visits 

Allows for tracking of clinical 
outcomes, which can be used 
to demonstrate program 
effectiveness

May not align with exposure 
to program, complicating 
interpretation of results 

Only captures the care that is 
provided during a patient visit 
and/or that is prescribed by 
the physician

Data sharing/HIPAA concerns 
if working with an external 
partner

Data extraction can be 
complex

Administrative 
claims databases

Encounter and patient level healthcare 
utilization and expenditures 

A set of standardized codes to describe 
specific diagnoses, procedures, and 
medications are routinely submitted 
by healthcare providers to payers (e.g., 
insurance companies, Medicaid, and 
Medicare) for billing purposes 

Utilization (such as hospital 
admissions, emergency 
department visits, and nursing 
home admissions), and 
expenditures (such as total cost-
of-care, out-of-pocket spending) 

Can be used to establish impact 
on costs/return on investment of 
a program

Only captures information on 
insured patients

May require considerable time 
and expertise to access 

Highly technical

Cost data for people in 
capitated insurance plans may 
be uninterpretable
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When designing an evaluation plan, it is important to determine who is responsible for tracking 
and collecting data. Data may be collected by the organization delivering the meals or produce 
(e.g., through enrollment and follow-up surveys), by the healthcare system (e.g., through the 
EHR), or by a partnering community-based organization (e.g., through community surveys). 
Because the balance of health outcomes data is held by healthcare systems and providers, 
much of the responsibility for outcomes evaluation will naturally rest with the payer or provider. 
However, many programs may also choose to involve an academic institution or other third-
party evaluator who can lead the design of the evaluation, and work with implementing agencies 
to collect data, perform analyses, and disseminate results. The development of any evaluation 
framework should be participant-centered and focus on promoting equity. 

Metrics
A consistent set of shared metrics 
allows programs to measure, 
evaluate, and compare progress 
with other programs over time.64 FIM 
programs can differ in local context, 
scope, design and methodology 
depending on program goals, time, 
resources, and capacity. While 
not all programs have the ability 
or need to measure all metrics, 
common measures are important 
for comparison across programs 
and pooling of data from multiple 
programs to create large datasets 
with robust capacity to examine 
outcomes.64 

Evaluation Using Core 
Metrics

The Nutrition Incentive Hub, 
created by the GusNIP Training, 
Technical Assistance, Evaluation, 
and Information Center (NTAE), is a 
coalition of partners that supports 
the implementation and evaluation 
of nutrition incentive and produce 
prescription projects funded by the 
USDA. The NTAE has developed 
a core set of participant metrics 
to measure the impact of these 
programs on participant behaviors 
and outcomes and to track program processes. These metrics were chosen based on measure 
validity, reliability, and ability to assess impact. The Gretchen Swanson Center for Nutrition has 

Using Validated Instruments and 
Measures

Regardless of what a program chooses to 
evaluate, it is important, where possible, to 
use validated instruments and measures. This 
promotes standardization across studies, 
allows for benchmarking and comparison to 
other programs, and adds credibility to the 
evaluation. There are tools available that can 
help evaluators find validated instruments 
and measures:

•	 Core and optional metrics from the 
Gretchen Swanson Center GusNIP 
Training, Technical Assistance, Evaluation, 
and Information Center (NTAE)

•	 Center for Health Law and Policy 
Innovation Recommended Metrics 

•	 PhenX toolkit

•	 NIH PROMIS database

•	 National Cancer Institute, Register of 
Validated Short Dietary Assessment 
Instruments

also developed a new set of metrics to assess nutrition security.65 The Center for Health Law Policy 
and Innovation (CHLPI) has further expanded these core metrics to include additional clinical 
and utilization metrics that may help further demonstrate programmatic impact on health 
outcomes. Although designed to measure the impact of produce prescription programs, many of 
these same metrics apply to other FIM programs. 

Process Metrics 

Process metrics are an important part of any evaluation framework and all quality improvement 
efforts. They help us understand the steps that lead to a program’s success or failure. Tracking 
process metrics are also essential for systematizing and scaling a program and can be important 
indicators for helping to understand what does and does not work in different populations or 
settings.

Example Process Metrics

Although the metrics chosen will vary by program, examples of process metrics 
include: 

•	 Number of participants screened for eligibility 

•	 Number of participants referred to FIM program 

•	 Number of providers screening and referring patients

•	 Referral completion rate 

•	 Number of participants enrolled or served

•	 Program engagement

•	 Number of patient visits (overall and unique) 

•	 Average number of visits per household

•	 Redemption rate

•	 Participant retention/Percentage of participants who take advantage of the 
entire program

•	 Participant satisfaction 

•	 Cost of implementation (important component of measuring cost/benefit of a 
program and understanding return on investment (ROI))

•	 Program accessibility (e.g., challenges/barriers to program participation)

The Aspen Institute’s Food is Medicine Research Action Plan also provides a list of 
recommended process and engagement metrics. 

https://www.nutritionincentivehub.org/resources/resources/reporting-evaluation/core-metrics-produce-prescription/participant-level-metrics
https://www.nutritionincentivehub.org/resources/resources/reporting-evaluation/core-metrics-produce-prescription/participant-level-metrics
https://www.nutritionincentivehub.org/resources/resources/reporting-evaluation/supplementary-recommended-metrics
https://chlpi.org/wp-content/uploads/2013/12/Produce-RX-March-2021.pdf
https://chlpi.org/wp-content/uploads/2013/12/Produce-RX-March-2021.pdf
https://www.phenxtoolkit.org/collections/view/6
https://www.healthmeasures.net/index.php
https://epi.grants.cancer.gov/diet/shortreg/
https://epi.grants.cancer.gov/diet/shortreg/
https://epi.grants.cancer.gov/diet/shortreg/
https://www.chlpi.org/wp-content/uploads/2013/12/Produce-RX-March-2021.pdf
https://www.chlpi.org/wp-content/uploads/2013/12/Produce-RX-March-2021.pdf
https://www.aspeninstitute.org/wp-content/uploads/2022/01/Food-is-Medicine-Action-Plan-Final_012722.pdf
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Together, these metrics provide organizations and healthcare systems a way to assess important 
aspects of the program design and implementation to identify challenges, successes, and areas 
for improvement. These metrics can also contribute to a total ‘Value on Investment,’ a measure 
which moves beyond traditional health and cost return on investment (ROI) to recognize other 
factors that contribute to program success, including patient and provider satisfaction, retention/
engagement, and utilization.

Example metrics for measuring program utilization 

Produce prescriptions

Medically Tailored Meals 

Healthy groceries or food 
pharmacy 

Prescription redemption; Average amount 
spent with prescription each month

Number of meals distributed per week 

Pounds of food distributed overall and per 
household (number of meals served based 
on Feeding America calculation) 

Outcome Metrics 

Outcome metrics are designed to measure the impact of the program. Outcomes will vary 
depending on programmatic goals, target population, and capacity to track and report metrics 
and measures. Some outcomes will be self-reported via participant surveys; others, such as 
clinical and health data, may be collected directly from the EHR (see Data Collection and 
Reporting section above). EHR data can be an important part of demonstrating the links between 
addressing nutrition security and health but may require additional data sharing agreements and 
the navigation of HIPAA compliance requirements (data sharing and patient privacy are discussed 
in the Data Sharing section, below). 

Outside of the EHR, measures of fruit and vegetable intake are important tools for assessing the 
impact of FIM programs. Given the well-established association between fruit and vegetable 
intake and chronic disease prevention, implementers should prioritize collecting data on fruit and 
vegetable consumption, which can be achieved using relatively low participant burden surveys 
(see Appendix for more details about measuring dietary intake). 

Quality Improvement vs. Research 
When creating an evaluation plan, keep in mind distinctions between quality improvement 
and research. Quality improvement (QI), an integral part of any healthcare systems’ basic 
operations, can be defined as “systematic, data-guided activities designed to bring about 
immediate improvements in health delivery in particular settings.”66 QI methods should be used 
to assess all programs, including FIM programs. In comparison, research can be defined as “a 

Example outcome metrics

•	 Patient centered metrics such as quality of life (QOL) 

•	 Food security

•	 Nutrition security 

•	 Diet quality 

•	 Fruit and vegetable intake

•	 Health outcomes, such as HbA1c, blood pressure, or weight

•	 Healthcare utilization, such as hospitalizations, nursing home admissions, ER 
visits, and medication use 

Typically, these metrics are collected via participant surveys. However, some or all 
may be collected directly by the health system and tracked in the patient’s EHR. 

See Appendix for a more detailed description of each of these metrics.  

https://www.feedingamerica.org/ways-to-give/faq/about-our-claims
https://www.feedingamerica.org/ways-to-give/faq/about-our-claims
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systematic investigation, including 
research development, testing, and 
evaluation, designed to develop 
or contribute to generalizable 
knowledge.”66

There is often overlap between QI 
and research, and these activities 
frequently occur in tandem. 
However, it is necessary to be aware 
of which activities constitute QI and 
which research because the latter 
(unlike QI activities) require the 
oversight of an Institutional Review 
Board (see next section for more 
details). A 2006 Hastings Center 
report delineates the differences 
between QI and research and 
describes the ethical considerations 
for conducting QI activities. 

Institutional 
Review Boards
Institutional Review Boards (IRBs) 
are entrusted with protecting 
the rights and welfare of people 
recruited to participate in research 
activities. Typically affiliated with 
a university, medical institution, 
or governmental agency, IRBs are 
responsible for ensuring research 
participants are adequately 
protected. Organizations engaged in 
FIM programming may be required 
to obtain approval from an IRB if the 
evaluation activities are considered 
“research” involving “human 
subjects.” For IRB reviews, there 
is often a significant distinction 
between research intended to 
evaluate an ongoing, independent 
clinical program in the healthcare 
system or community (i.e., a program 
that would occur regardless of the 
research), versus research that 
incorporates the clinical program 

Considerations for working with 
EHR data

While there is considerable interest in 
tracking clinical data among healthcare 
systems engaged in FIM programs, working 
with EHR data is a complex task that 
requires buy-in from all partners and the 
necessary infrastructure to access such 
data. Embedding program workflows into 
the EHR, including the use of medical codes 
to document program activities, can benefit 
the provider, health system, and evaluators. 
Consideration should also be given to who 
the primary implementer is when considering 
whether to use EHR data. Since EHR data 
triggers privacy laws and the need for strict 
data sharing agreements (see Data Sharing 
section below), obtaining EHR data may 
be easier for healthcare partners that are 
implementing FIM programs within the walls 
of their system. Healthcare systems may have 
limited staff capacity or funding to extract 
and collate EHR data for community partners 
when they are the lead implementers or for 
academic evaluators. 

While EHR data have many attractive 
features, such data are not generally 
uniformly collected for every outcome in 
every patient. Instead, data collection is 
subject to differences in timing and frequency 
of clinical visits, underlying patient illness, 
and physician practice. For example, HbA1c or 
lipid testing may only be measured in higher 
risk patients, by certain clinics or providers, 
or under certain clinical circumstances. This 
creates complexities in the analysis that can 
bias conclusions about the impact of the 
program. Evaluators using EHR data should 
consider these issues carefully in partnership 
with experienced investigators. 

(i.e., the program is only occurring as part of 
the research project). Because the former is 
common for many FIM programs occurring 
as partnerships between healthcare systems 
and community partners, evaluators must be 
clear with the IRB about which aspects of the 
program are occurring as part of an ongoing 
clinical program (for example, distribution 
of a produce prescription), and which are 
occurring only as part of research (for example, 
distribution of a survey). The goal of the IRB is 
to ensure that any research being conducted 
is ethical and has a proper plan in place to 
comply with the laws and regulations designed 
to protect human subjects, including the 
collection and sharing of protected health 
information (PHI). Implementers should 
consult with their evaluator and/or IRB experts 
early in the planning process to determine 
need for obtaining IRB approvals. 

Data Sharing 
Organizations that are collaborating on a project may choose to enter into a data sharing 
agreement. These agreements indicate who is authorized to view raw evaluation data, what can 
be done with the data, and how data should be properly stored. These agreements help protect 
participant privacy and ensure that data is being handled securely. It is important to understand 
when and how the rules of HIPAA and state privacy laws apply to project partners and activities. 
HIPAA regulations require healthcare providers, organizations, and their business associates 
to implement safeguards that protect the privacy and security of patient’s protected health 
information (PHI). One of the first steps in developing a FIM program should be a review of privacy 
rules and the actions needed to ensure compliance. While this can be a complicated and technical 
process, there are several resources available to help organizations navigate these rules. If you are 
conducting research, it is helpful to consult with your IRB to determine if HIPAA applies to your 
project to ensure the necessary security measures are in place.

HIPAA Compliance and 
IRB Resources

•	 Nutrition Incentive Hub Guide 
to IRBs

•	 Food Banks as Partners in 
Health Promotion: Navigating 
HIPAA

•	 Nutrition Incentive Hub Guide 
to the Health Information 
Portability and Accountability 
Act (HIPAA)

https://www.thehastingscenter.org/wp-content/uploads/The-Ethics-of-Using-QI-Methods.pdf
https://www.thehastingscenter.org/wp-content/uploads/The-Ethics-of-Using-QI-Methods.pdf
https://www.nutritionincentivehub.org/media/salnrqnx/guide-to-irb.pdf
https://www.nutritionincentivehub.org/media/salnrqnx/guide-to-irb.pdf
https://hungerandhealth.feedingamerica.org/wp-content/uploads/2017/03/HIPAA-Resource_FINAL_June-2020.pdf
https://hungerandhealth.feedingamerica.org/wp-content/uploads/2017/03/HIPAA-Resource_FINAL_June-2020.pdf
https://hungerandhealth.feedingamerica.org/wp-content/uploads/2017/03/HIPAA-Resource_FINAL_June-2020.pdf
https://www.nutritionincentivehub.org/media/qhunxoga/guide-to-hippa.pdf
https://www.nutritionincentivehub.org/media/qhunxoga/guide-to-hippa.pdf
https://www.nutritionincentivehub.org/media/qhunxoga/guide-to-hippa.pdf
https://www.nutritionincentivehub.org/media/qhunxoga/guide-to-hippa.pdf


4545

Funding Mechanisms

Fu
nd

in
g 

M
ec

ha
ni

sm
s

Food is Medicine Programs

Community-Level Food & Nutrition Security Assessment

Building Support for Food is Medicine Programs

Evaluation

Funding Mechanisms

Conclusions

References & Appendix

Background

Grant Funding
Finding the financial and personnel support necessary to develop partnerships between 
community-based organizations and healthcare is critical to developing and operationalizing 
most FIM programs.67 Traditionally, nutrition security programs have heavily relied on grant-based 
funding or philanthropic sources, which can come from foundations, non-profit organizations, 
government agencies, health departments, or healthcare systems and insurers, among others. 
Depending on the nature of the grant, funding may be used to cover a variety of implementation 
activities including meal/food benefit costs, administrative costs, implementation costs and 
staff salaries, evaluation activities, and/or marketing and promotion. While grant funding is an 
important form of support for many FIM programs, there is often a long timeline for applications 
to be completed and reviewed, and granting can be limited in scope (e.g., what the funds can be 
used for and for which target populations), making it a challenge to develop a sustainable funding 
stream. Further, changes in grantmaker priorities and populations of interest may limit the 
viability of those sources of support. 

CDC 

The Centers for Disease Control and Prevention (CDC) Division of Nutrition, Physical Activity, and 
Obesity (DNPAO) funds state and local health departments, tribal organizations, universities, 
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e Example of a CDC-Funded Program

Presbyterian Healthcare Services, a CDC REACH recipient 
located in Albuquerque, New Mexico, offers a “Food 
Farmacy” to help patients eat healthier at no cost. Patients 
can visit the “farmacy”, pick out the groceries they need, 
and get advice from staff and volunteers on how to prepare 
it. The “farmacy” began in 2018 and provided patients with 
an in-person grocery experience. However, in March 2020, 
during the COVID-19 pandemic, Presbyterian converted 
the Food Farmacy to a drive-thru model to ensure patients 
continued access to its benefits. Staff and volunteers were 
able to prepare and distribute large quantities of produce 
and dry items to patients’ cars. In addition, Presbyterian was 
able to provide patients with large boxes of produce and 
staple items once a week for six weeks during the pandemic. 
Between March 2020 and July 2021, the Food Farmacy 
participated in 12,507 visits. The Farmacy continues to 
utilize its drive-thru model to ensure the safety of its 
patients, staff, and volunteers.
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and non-governmental and community organizations to advance the nation’s chronic disease 
prevention and promotion efforts through cooperative agreements known as SPAN (State 
Physical Activity and Nutrition Program), HOP (High Obesity Program), and REACH (Racial and 
Ethnic Approaches to Community Health).68 These programs provide funding to recipients 
engaged in evidence-based strategies designed to increase healthy eating and active living 
and prevent adult and childhood obesity.68 SPAN funds state-level recipients to implement and 
promote policy, systems and environmental change strategies at the state and local level that 
support healthy nutrition, safe and accessible physical activity, and breastfeeding. HOP funds 
land grant universities to work with community extension services in counties with high rates of 
obesity. Efforts focus on increasing access to healthier foods and safe places for physical activity, 
including activities that will reduce or eliminate health disparities related to nutrition, physical 
activity, and obesity. The REACH program, which funds state and local health departments, 
tribes, universities, and community-based organizations, aims to improve health, prevent chronic 
diseases, and reduce health disparities among racial and ethnic populations with the highest risk 
or burden of disease. Examples of SPAN, HOP, and REACH grantee FIM strategies include produce 
prescription program partnerships with healthcare systems, produce incentive programs, as well 
as the expansion of the use of electronic benefits transfer (EBT) devices to enhance accessibility 
of SNAP and other state and community benefits. Although the CDC does not fund incentives 
for food directly, recipient funds support program staff, recruitment, implementation, technical 
assistance, evaluation, and connections between healthcare, community, and state and local 
health departments engaged in food and nutrition security work.

Community Benefits 

To maintain their tax-exempt status, non-profit hospitals are required to provide benefits to the 
community through charitable care or other services and activities. Community benefits cover a 
wide range of activities and are often informed by the CHNA process, which must be completed 
every three years to assess the health needs of the community. In communities where diet-
related disease and food insecurity have been identified as top concerns, healthcare systems 
may offer community benefit support for healthy food access initiatives to address these needs. 
Hospitals and healthcare systems may provide funding and implement programs themselves 
and/or partner with communities to implement programs that support food and nutrition 
security. Healthy Food Playbook has developed a series of opportunity briefs that describe the 
ways in which hospitals have partnered with communities to implement and support nutrition 
security programming.

USDA Gus Schumacher Nutrition Incentive Program (GusNIP)

The GusNIP program, formerly known as the Food Insecurity Nutrition Incentive (FINI) program, 
was authorized under the 2018 Farm Bill to fund nutrition incentive programs, which include 
SNAP incentives (which are not FIM programs because they are not associated with the 
healthcare system) and produce prescriptions (a type of FIM program). Produce prescriptions 
aim to increase fruit and vegetable consumption, reduce food insecurity, and improve nutrition 
and health status. Between 2019-2022, funding for produce prescription programs typically 
ranged from $80,000 to around $600,000 for pilot projects, mid-sized projects, and large-scale 
initiatives. This funding stream brings together community-based organizations, food retailers, 
and healthcare partners. In 2022, the USDA National Institute of Food and Agriculture announced 

that nearly $40 million in additional funding would be made available to support GusNIP Produce 
Prescription Programs as part of the American Rescue Plan Act.

SNAP-Ed

SNAP-Ed is a federally funded grant program that supports healthy eating and active living, in 
partnership with state and local organizations. SNAP-Ed provides funding for nutrition education 
and obesity prevention programs. In California, for example, SNAP-Ed funding is used to 
implement food insecurity screening in clinics, develop referral pathways to nutrition assistance 
programs, conduct pop up produce distributions, and provide nutrition education resources to 
low-income households.

Healthcare Quality Improvement and Private 
Sector Funds
In contrast to grant-based or philanthropic funding, healthcare systems may have funding set 
aside to perform QI projects around social determinants of health, food and nutrition security, and 
health equity. In these cases, system administrators can elect to design, implement, and evaluate 
programs to improve nutrition and health in patients. Examples include Kaiser Permanente’s 
Food for Life program, which is investing in a variety of programs including referrals to federal 
nutrition assistance programs, produce prescriptions, and MTMs.69 Levels of funding support may 
range from in-kind collaboration and contributions (e.g., screening patients, collating and sharing 
EHR data for a community or academic partner to assess clinical outcomes) to full support for the 
program (including costs of food, evaluation, etc.). Healthcare systems and community partners 
should explore such potential sources of internal funding support when designing programs.

Many new private sector companies are entering the FIM space, recognizing the value they may 
provide to the healthcare system by treating patients with diet-related conditions with healthy 
food. These private sector companies, often funded by venture capital, may have incentives to 
perform timely interventions with careful evaluations to show efficacy. Such companies may be 
able to work with healthcare, community, and academic partners to provide in-kind collaboration 
and support (e.g., providing meals or food for patient interventions). Given the potential for 
financial conflict-of-interest, such collaborations must include safeguards to ensure transparency 
of the partnership and independence of the evaluation and its reporting.

Medicaid and Medicare Benefits 
One way to make FIM programming more sustainable would be to include access to such 
programs as a covered benefit in a health insurance plan. This strategy integrates services directly 
into the insurance coverage, while also formalizing coordination between health plans, healthcare 
providers, and program implementers. Coverage as a benefit also helps to manage healthcare 
system concerns over fraud and abuse laws under the Anti-Kickback Statute (AKS) and Civil 

https://www.cdc.gov/nccdphp/dnpao/state-local-programs/span-1807/index.html
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/hop-1809/high-obesity-program-1809.html
https://www.cdc.gov/nccdphp/dnpao/state-local-programs/reach/index.htm
https://foodcommunitybenefit.noharm.org/resources/implementation-strategy
https://lookinside.kaiserpermanente.org/boosting-food-security-to-improve-nations-total-health/
https://lookinside.kaiserpermanente.org/boosting-food-security-to-improve-nations-total-health/
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Monetary Penalties Law (CMPL).d

State Medicaid programs and Medicaid managed care organizations hold the legal authority to 
provide food- and nutrition-related benefits to enrollees. For example, several state Medicaid 
programs provide meals as part of their home- and community-based services to individuals 
who would otherwise require an institutional level of care under Section 1915 Waivers.70 
Massachusetts, North Carolina, and Oregon have implemented and New York State is in the 
process of implementing Section 1115 Demonstration Waivers to pay for medically tailored meals, 
healthy food vouchers, and other nutrition-relevant services.35,71,72 

In addition to state options, Medicaid managed care organizations have the flexibility to provide 
benefits in addition to those required under a state plan, without additional waivers, through a 
series of regulatory provisions allowing for “in lieu of” services, value-added services, and quality 
improvement services. Centers for Medicare and Medicaid Services (CMS) issued a State Health 
Official letter in January 2021 to describe these opportunities.73 The state of California has a new 
1915(b) waiver to provide a range of FIM as community supports (also previously referred to as 
“in lieu of services”).

Opportunities to cover food and nutrition as a benefit are also growing in Medicare, with recent 
changes expanding insurers’ ability to offer such supports as a managed care supplemental 
benefit. Guidance on Special Supplemental Benefits for the Chronically Ill (SSBCI), a category 
launched in 2020, permits Medicare Advantage Organizations to offer meals, produce, and other 
food supports to enrollees with a chronic illness. Benefits must have a “reasonable expectation 
of improving and maintaining the health or overall function of the chronically ill enrollee.” 
Historically, Medicare Advantage plans had only been able to cover meals as supplemental 
benefits under limited circumstances and only for a short duration. A 2021 report indicates that 
meals are the most popular benefit provided under SSBCI to date, offered by more than 356 
plans enrolling 1.5 million beneficiaries.74 This number grew to 403 plans covering over 1.9 million 
beneficiaries in 2022.75 Produce prescription programs and other food supports follow close 
behind, offered by 336 plans enrolling 1.9 million beneficiaries.

Medicare Advantage Organizations also have the option to participate in the CMS Innovation 
Center’s Value-Based Insurance Design pilot. As under SSBCI, food-related supports are benefits 
entitled under the Value-Based Insurance Design model, which tests the impact of supplemental 
benefits in targeted populations. This model creates additional flexibility compared to SSBCI 
because it enables beneficiaries to receive additional benefits based on socioeconomic status as 
well as chronic conditions.76

d	 The Anti-Kickback Statute is a criminal law that prohibits the knowing and willful payment of “remuneration” 
to induce or reward patient referrals or the generation of business involving any item or service payable by the 
Federal healthcare programs (e.g., drugs, supplies, or healthcare services for Medicare or Medicaid patients). 
The Civil Monetary Penalties Law (CMPL) authorizes the Officer of Inspector General (OIG) to seek civil money 
penalties, assessments, and program exclusion for various forms of fraud and abuse involving the Medicare and 
Medicaid programs.

Healthcare Provider Pathways
Healthcare providers can look to other options to offer FIM programming, including: (1) 
flexibilities for CMS-sponsored models; (2) legal flexibility under a new patient engagement and 
support safe harbor rule; and (3) additional flexibilities under the CMPL. The highly technical 
context and rules for taking advantage of these options are provided in the Appendix.

Sustainability through Policy
Lack of long-term, sustainable funding has been identified as a significant barrier to the widescale 
adoption and expansion of food and nutrition security programs.77 Efforts to create sustainable 
funding mechanisms to support these programs should focus on policy solutions both within 
and outside the healthcare system. Integrating FIM programs into healthcare will require policy 
solutions that broaden payment coverage by public and private health insurers. Local government 
funding streams, such as revenue from sugar sweetened beverages taxes (as is currently being 
done in Seattle and San Francisco) may be another source for sustainable support for public 
health programming beyond traditional reimbursement mechanisms. Policymakers should 
consider the breadth of the evidence around FIM programs as they are making funding decisions 
for programs such as GusNIP during the next Farm Bill reauthorization, poised for 2023. Finally, 
policy efforts should focus on strengthening federal nutrition assistance programs by expanding 
access, removing administrative barriers, supporting equitable approaches for the territories, and 
increasing the benefit amount. A 2021 report by the Center for Health Law and Policy Innovation 
titled Mainstreaming Produce Prescriptions: A Policy Strategy Report provides a detailed list of 
recommendations for sustaining these programs.77 

The guide, Food Banks as Partners in Health Promotion: Navigating Patient 
Inducement Laws, was developed by The Center for Health Law and Policy 
Innovation of Harvard Law School and Feeding America to help food banks, 
pantries, and other community-based organizations navigate some of the legal 
complexities of working with healthcare partners. The guide provides an overview 
of the legal landscape faced by healthcare partners, its potential impact on 
programming, and strategies for creating a successful partnership. 

https://www.medicaid.gov/federal-policy-guidance/downloads/sho21001.pdf
https://www.medicaid.gov/federal-policy-guidance/downloads/sho21001.pdf
https://oig.hhs.gov/compliance/physician-education/fraud-abuse-laws/
https://oig.hhs.gov/fraud/enforcement/types-of-civil-monetary-penalties-and-affirmative-exclusions/
https://chlpi.org/wp-content/uploads/2013/12/Produce-RX-March-2021.pdf
https://hungerandhealth.feedingamerica.org/wp-content/uploads/2021/09/Food-Bank-Partners-Feeding-America-v5.pdf
https://hungerandhealth.feedingamerica.org/wp-content/uploads/2021/09/Food-Bank-Partners-Feeding-America-v5.pdf
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Background

Food and nutrition security programs are important tools for health promotion and addressing 
diet-related chronic conditions and health disparities. Collaboration between healthcare 
systems, state and local health departments, community-based organizations, and other public 
health allies are critical for the success of these programs. This guide highlights opportunities 
for implementers across multiple sectors as they seek to develop solutions to tackle food and 
nutrition insecurity in their communities.

Conclusions

Future policy solutions should focus on identifying long-term, 
sustainable funding streams that will allow implementers to 
strengthen, scale, and maintain these programs.
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Background

Evaluation
Measuring Food and Nutrition Security 

Food security is an important measure of programmatic impact and may also be used to 
determine program need and participant eligibility. Brief screening tools such as the 2-question 
Hunger Vital Sign (HVS) are effective for screening for food insecurity in the clinical setting to 
determine who may benefit from an intervention. For evaluation and research, more detailed 
tools such as the USDA’s 6-item Food Security Survey Module (FSSM) provide reliable, validated 
assessments of food insecurity among households, with reduced respondent burden compared 
to the full 18-item version. Evaluators should consider and adapt the “look-back” period from 12 
months to 30 days, depending on the duration of their intervention, in order to better capture its 
impact (i.e., start each question with “In the last 30 days…” instead of “In the last 12 months…”; 
see USDA guidance).1 Other measures of food insecurity may also be suited for the program 
intervention depending on the participant population and evaluation needs.1 

While measures of food security have been studied extensively, measures of nutrition security 
are still in development stages.2 In the absence of a validated metric, use of a brief nutrition 
screener based on existing work is encouraged (see box of Sample Nutrition Security Screening 
Questions). Ideally, both food security and nutrition security should be measured, given 

https://www.ers.usda.gov/data-products/food-security-in-the-united-states/documentation/
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Sample Nutrition Security Screening Questions 

Developed and piloted by investigators at Tufts University, Kaiser Permanente, and the Los 
Angeles County Department of Public Health. More information on this screening tool is 
available at https://tuftsfoodismedicine.org/project/nss/.

The next questions are about eating healthy foods – foods that support your health and well-
being. These foods include, for example, fruits, vegetables, whole grains, beans, nuts, yogurt, 
and fish. These foods can be fresh, frozen, or canned; and don’t have to be organic. Less 
healthy foods can include foods that are highly processed, packaged, and high in salt, starch, 
sugar, and unhealthy fats.

1.	 Thinking about the last 12 months, how hard was it for you or your household to regularly 
get and eat healthy foods that support your well-being? 

b.	 Very hard
c.	 Hard
d.	 Somewhat hard
e.	 Not very hard
f.	 Not hard at all
g.	 Don’t know/prefer not to answer

2.	 People have different reasons for eating or not eating healthy foods. Please tell me which, 
if any, of the following reasons were true for you or your household in the last 12 months. 
Answer options include often true, sometimes true, or never true [for electronic survey 
randomize statements below] [voluntary responses: Don’t know, refused]

a.	 Healthy foods are too expensive
b.	 There aren’t a lot of healthy food choices at the stores where I usually shop
c.	 Stores or food pantries with healthy foods are too far away or hard to reach
d.	 I don’t have a car or transportation to reach stores or food pantries that have healthy 

foods
e.	 I don’t have enough time to shop for healthy foods
f.	 I don’t have enough time to cook healthy foods
g.	 My cooking equipment or storage space is not enough to prepare healthy foods
h.	 I don’t know how to cook healthy foods
i.	 I don’t know which foods are considered healthy foods
j.	 I or my family don’t like the taste of healthy foods
k.	 Some of the foods from my culture are hard to make healthy
l.	 I’m not sure I qualify for food assistance programs like food stamps (also known as 

SNAP or EBT) or WIC that help me buy healthy foods
m.	 I have mobility challenges or physical limitations that make it difficult for me to prepare 

and eat healthy foods
n.	 Other - please specify: _____________

their complementary conceptual underpinnings. However, this may not be able to be widely 
implemented until there is a validated measure for nutrition security available.

Measuring Dietary Quality and Fruit and Vegetable Intake

Given the interplay between food insecurity, nutritional status, and health, dietary quality is a 
critical metric for measuring program outcomes.3 The majority of programs collect information 
on dietary quality using shorter, validated dietary questionnaires. Although these can be 
relatively simple and quick to administer, these screeners may also create cognitive challenges 
for participants, and have lower accuracy and precision. While some programs aim to measure 
overall dietary intake, others have chosen to focus on measuring a few food groups (e.g., fruit 
and vegetable consumption) via brief fruit and vegetable screeners. Although not a complete 
measure of dietary quality, the strong association between fruit and vegetable consumption 
and diet-sensitive chronic diseases makes this measure a reasonable indicator of programmatic 
impact. 

Examples of dietary screeners used by programs include: 

Screener Tool Description

FRESH Foods Developed by the Gretchen Swanson Center for Nutrition 
to measure dietary behaviors and intake among food pantry 
clients. Includes questions on barriers to fruit and vegetable 
consumption, attitudes about fruit and vegetables from the 
food pantry and grocery store, and the availability of foods from 
home and the food pantry. Also includes a single item for self-
efficacy for fruit and vegetable intake. 

Dietary Screener 
Questionnaire (DSQ)

Developed by the National Cancer Institute (NCI), this 26-
item screener includes questions about the frequency of 
consumption in the past month of selected foods and drinks. 
The DSQ captures intakes of fruits and vegetables, dairy/
calcium, added sugars, whole grains/fiber, red meat, and 
processed meat. A fruit and vegetable module can be used alone 
(without the other modules) to measure fruit and vegetable 
intake. 

The National Cancer Institute houses a library of registered, validated short dietary assessment 
instruments.

Measuring Health Outcomes and Healthcare Utilization 

Based on the known observational links between food insecurity, suboptimal nutrition, poor 
health outcomes, health disparities, and increased healthcare utilization, many healthcare 
systems are investing in food and nutrition security interventions with the goal of improving 
health, advancing health equity, and reducing healthcare costs. As such, evaluations should aim to 
obtain laboratory, clinical, and utilization data to demonstrate impact. 

Clinical measures selected will depend on the patient population, setting, and type, intensity, and 

https://tuftsfoodismedicine.org/project/nss/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6642022/
https://epi.grants.cancer.gov/nhanes/dietscreen/questionnaires.html
https://epi.grants.cancer.gov/nhanes/dietscreen/questionnaires.html
https://epi.grants.cancer.gov/diet/shortreg/
https://epi.grants.cancer.gov/diet/shortreg/
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duration of the intervention. For example, interventions targeting a population with diabetes and 
lasting at least three months may choose to measure HbA1c to assess programmatic impact on 
long-term glycemic control. Shorter duration interventions, however, may consider alternative 
metrics given the time needed to meaningfully impact a clinical measure like HbA1c. Given its 
association with healthcare costs, obesity, measured by BMI, is a common nutrition-related 
priority metric for healthcare systems. However, obesity is a challenging outcome to alter with 
shorter-term programs that only target part of the diet; and may not be appropriate for severely 
ill, frail patients (e.g., in MTM interventions) or for children (where long durations and large 
sample sizes will be needed to see an impact). Further, while BMI may be useful for determining 
program eligibility, weight loss may not always be the intended goal of a program, particularly as 
there are pathways to improve both health and nutrition health outside of weight loss.

Examples of measures relevant to nutrition security interventions that can be extracted from the 
patient’s EHR include: 

•	 Clinical laboratory measures (e.g., HbA1c, blood glucose, lipids) 

•	 Blood pressure

•	 Body Mass Index (BMI)

•	 Medication adherence from pharmacy or claims data 

•	 Utilization (hospital admissions, emergency department visits, nursing home 
admissions, total cost-of-care, out-of-pocket spending) from patient visits or 
claims data 

Clinical diagnoses from ICD-10 codes (e.g., diabetes, obesity, hypertension, congestive heart 
failure) may also be extracted from the EHR, however, these are not outcomes that are likely 
to change. As a result, clinical diagnoses may be better used for identifying relevant patient 
populations, rather than evaluating impact.

While EHR data can provide important information for implementers and researchers, it is not 
always feasible or within a program’s scope or budget to collect EHR data. Outside the EHR, 
validated, self-reported survey measures can be important indicators of health status, including: 

•	 Screening tools for depression and anxiety symptoms

•	 Health-related quality of life and self-rated health status (e.g., the CDC’s Healthy 
Days Measure) 

Funding Mechanisms: Healthcare Provider 
Pathways 
CMS-Sponsored Models

Healthcare entities participating in Center for Medicare and Medicaid Services (CMS) Innovation 
Center models (“CMS-sponsored models”) – a minority of all healthcare organizations – are able 
to experiment with patient incentives that promote engagement in, and support the objectives 

of, value-based programs. Because beneficiary engagement incentives frequently involve the 
provision of items or services to patients, FIM programs may be implemented under this pathway. 
Regulators recognize that supports targeting nutrition needs may be appropriate beneficiary 
engagement incentives. Health and Human Services (HHS) has specifically cited, for instance, 
the provision of vouchers to access meal programs as one example of an allowable incentive 
by Medicare Shared Savings Program Accountable Care Organizations (ACOs).4 In addition, 
according to guidance documents for the Medicare Diabetes Prevention Program Expanded 
Model, providing food vouchers to a participant living in a food desert is an allowable—and often 
effective—tool because it supports type 2 diabetes risk reduction.5,6 Providing meals in patient 
group meetings for this intervention may also be permitted.

However, there are limiting factors. HHS does not create blanket permission on food and nutrition 
incentives, but rather flexibilities bounded by conditions: for example, that programs may not 
give multiple free meals or meal replacement services for a “substantial portion” of a person’s 
participation.7 Conditions for compliance are also vague, possibly limiting what some healthcare 
providers are willing to do.

The Patient Engagement and Support Safe Harbor

Because many providers interested in FIM approaches to improve health are not part of a CMS-
sponsored model, HHS made efforts to provide expanded opportunities with a new safe harbor 
rule in 2020.8 This new rule is for healthcare providers that are part of a “value-based enterprise” 
(VBE), protecting certain supports provided to patients to improve care quality, health outcomes, 
and efficiency. This explicitly includes items, goods, and services to address social determinants 
of health, including hospital-run food pantries, food vouchers, grocery and meal delivery services, 
and nutrition education.

However, the new safe harbor rule restricts the aggregate value of tools and supports provided 
to any single patient to $500 per patient per year, adjusted for inflation. This limits the types and 
quality of services; and further creates a zero-sum game where different health-related social 
needs (such as food, housing, and medication management) must compete under a limited 
annual resource cap. The safe harbor ruling also includes many governing technical conditions on 
how to become a VBE and how to structure and implement relevant patient support programs. 
Particularly for smaller healthcare providers, this administratively complex approach may deter 
engagement under the safe harbor rule, requiring reliance on other payment options and models 
described in this section. 

Additional CMPL Flexibilities 

A few other narrowly tailored exceptions to the Civil Monetary Penalties Law (CMPL) can assist 
healthcare providers to provide some form of nutrition security support to patients in different 
contexts and circumstances. These include, for example, the financial need-based exception; 
the preventive care exception; and an exception protecting items/services that promote access 
to care and pose a low risk of harm.8 Compliance requirements and inadequate guidance may 
reduce uptake. Yet, these CMPL exceptions can be used to facilitate a number of nutrition security 
interventions to support improved health outcomes, especially to meet short-term and/or urgent 
needs. 

https://www.hrsa.gov/behavioral-health/patient-health-questionnaire-phq-screeners
https://www.hrsa.gov/behavioral-health/gad-7-general-anxiety-disorder-7
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