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Learning Outcomes

At the conclusion of this presentation, participants 
will be able to:

• Define food insecurity in relation to chronic disease 
risk

• Understand how a large public hospital system is 
addressing food insecurity among patients 
systemically

• Identify clinic level strategies to address those at 
risk for food insecurity



“What is food insecurity?”

“What is the connection with clinical 
care?”



Food Insecurity - Officially

• Low food security (old label=Food insecurity 
without hunger): reports of reduced quality, variety, 
or desirability of diet. Little or no indication of 
reduced food intake.

• Very low food security (old label=Food insecurity 
with hunger): Reports of multiple indications of 
disrupted eating patterns and reduced food intake.

USDA



Food Insecurity - Practically

“It’s difficult to help people lose weight and manage 
chronic conditions like diabetes if they don’t have 

reliable access to healthy food.  Patients will say, ‘All I 
have left in my kitchen is a whole bunch of carbs. So 

what do I do?’”

Participant in Lifestyle Improvement through Food and Exercise (LIFE) 
study

Englewood cohort

http://www.foodandnutrition.org/September-

October-2013/A-Tale-of-Two-Food-Deserts/



http://kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-
determinants-in-promoting-health-and-health-equity/







“Is food insecurity an issue if most of 
our patients are overweight or 

obese?”

“Who should we be screening?”



Food Insecurity       Obesity

Because of additional risk factors associated with poverty 
including:

• Limited resources

• Lack of access to healthy, affordable foods

• Fewer opportunities for physical activity

• Cycles of food deprivation and overeating

• High levels of stress

• Greater exposure to marketing of obesity-promoting 
products

• Limited access to health care

Food Insecurity and Obesity: Understanding the Connections. FRAC



Food Security is less about access to calories and 
more about access to health-promoting 

nutrition.

The goal is to improve access to HEALTHY food 
and to promote health and well-being.



Addressing Food Insecurity at Cook County 
Health & Hospitals System (CCHHS)



CCHHS Overview

• One of the largest US public hospital systems; over 
300,000 unique individuals treated annually

• 2 hospitals
• 14 community-based health centers
• Correctional health services
• Specialty care center for persons with infectious 

disease
• Nationally-certified public health department
• CountyCare – one of the largest Medicaid health 

plans serving Cook County residents with over 
160,000 members



CCHHS Patient Population

• Population at high risk for chronic disease

− 53% African American/Black

− 29% Hispanic/Latino/Spanish Origin

• Health Insurance Status

− 37% Uninsured (down from 54.4% in 2013)

− 41% Medicaid

− 10% Medicare

• Age group least protected by assistance programs

− 76% between the ages of 21-64

• 74% of community clinic patients overweight (27%) 
or obese (47%)



Cook County food 
insecurity rates with 
CCHHS locations

1 in 6 Cook County 
residents (812,100) 
receives food from 
one of the Greater 
Chicago Food 
Depository’s 
member agency 
grocery or meal 
programs

Source: Greater Chicago Food 
Depository, March 2015



CCHHS Food As Medicine 

• Brought together various stakeholders:
• CCHHS staff
• Health professionals from other hospitals
• Community partners

• Established a work group that meets 
regularly to plan and implement pilot 
program

• Created location-specific resources for 
staff to distribute as needed

• Worked on improving food access 
directly at clinics through the Greater 
Chicago Food Depository

• Began planning in September 2014

• System resources developed February 
2015

• First clinic pilot in September 2015 



Feeding America 
Screening Recommendations

• Include the FI screening questions as part of patient registration 

• Screen every patient at every visit

• Positive screen note included for review and discussion by identified 
health care provider to provide support resources

• Train all clinical staff to take note of a positive screen and conduct a 
clinical assessment of health-related FI consequences during visit

• Provide patient with local nutrition resources 

• Consider referrals and other clinical needs (dietitian, social worker, 
mental health, vitamin supplementation)

• Use existing documentation processes and EMR to track referrals and 
individual and aggregate clinic data. ICD10 code Z659 can be used to 
indicate that a food insecurity screen has been completed; use ICD10 
code Z59.4 for a positive screen.

Feeding America Clinical Training: Food Insecurity Screening handout



Identifying and Addressing 
Food Insecurity at CCHHS

• Two-question food insecurity screening administered upon 
intake: 

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

• Often true
• Sometimes true
• Never true

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

• Often true
• Sometimes true
• Never true

• Completed at intake and entered into EMR flow chart.



Identifying and Addressing 
Food Insecurity at CCHHS (cont’d)

• Patients screened positive receive: 
• Information about SNAP, WIC, and food pantries in 

their departure summary;
• Counseling from provider; and 
• A voucher to obtain fresh produce at/near clinic 

from Fresh Truck provided by the Greater Chicago 
Food Depository

• Referral to Cooking Matters culinary and nutrition 
education program conducted in community clinics

• May also refer to University of Illinois Cooperative 
Extension Nutrition Education (SNAP-Ed) programs.







First Year

• 4200+ pts screened as of April 2016, 27% 
assessed as food insecure

• 12 Fresh Truck visits at 4 clinic sites reached 
1672 individuals, feeding 5767 household 
members. Expect to roll out to 3 more clinics 
by year end.

• Summer meals program for 7 weeks feeding 
461 children at 3 clinics

• Full implementation of food insecurity 
screening in all community clinics by Fall 2016



Issues Connected to Clinic Screening

• Number of intake screenings

• Time commitment

• Information overload

• Communication within multiple clinics

• Who provides info

• What information is provided

• Follow-up

• Measuring outcomes

• Food pantry expansion – managing large patient 
volume at central campus



Additional Assessment

• Appointment show rates – has there been any improvement in 
show rates for patients who have been identified as FI (i.e. 
provided with a Fresh Truck voucher)?

• Patient satisfaction – Has patient satisfaction increases at the 
health centers that have implemented the FI screening and 
Fresh Truck distribution?

• Treatment adherence/self-management goals – Have there 
been any improvements for patients identified as FI and who 
have received a Fresh Truck voucher in either of these areas? 
Regarding self-management goals, have patients with diet- or 
nutrition-related goals been more successful after an interaction 
with the Fresh Truck? Have there been any improvements in 
health outcomes?

• Staff satisfaction – Has there been any change in staff morale or 
staff satisfaction in their interaction with patients since the FI 
screenings/Fresh Truck visits started?



Counseling and Educating to 
Reduce Disease Risk



“I Don’t Have the Money to Eat Healthy”

At the clinic level, RDNs are addressing how to improve 
diet quality:

• Food access

• Moving away from the most expensive part of the plate

• Meal planning for optimal health

• Economical shopping and storage

• Food preparation

• Food waste

• Overall healthy lifestyle



Assessing Beyond 
Food Insecurity Screen

• Where are you living? Who are you living with?

• Who does the food shopping?  Where is the food 
purchased?

• Who prepares your food?

• Are there any foods you have difficulty getting?

• Are there any foods you have difficulty eating?

• How often do you skip meals?  For what reason?



Assessing Beyond 
Food Insecurity Screen (Cont.)

• What medical conditions do you have and how 
have they changed the way you eat?

• Which food assistance programs are you 
currently using?

• Any community programs that you are involved 
with?

• How do relatives or friends help out?



Food Access

• Work with social worker to maximize access to 
current programs – SNAP, WIC, Meals on Wheels, 
food pantries, etc

• Become familiar with low-income neighborhood 
food options

• Chicago – Pete’s Fresh Market, Cermak Produce, 
Food4Less, Aldi, Walmart, Target, ethnic markets

• Food pantries – Greater Chicago Food Depository locator

• Chicago Urban Farms – Growing Home, Neighborspace, 
Advocates for Urban Agriculture

• Farmer’s Markets with SNAP benefits

• Home gardens



Money isn’t the Only Barrier

• Emphasize produce:

• Increasing vegetables helps decrease proportion of plate 
taken up by more expensive animal proteins

• Frozen and low-sodium canned are OK

• Barrier may actually be unfamiliarity with various 
vegetables and how to prepare them

• Discuss strategies for making prep easier and reducing 
spoilage

• Emphasize whole vs refined foods

• More whole grains and beans

• Fiber for fullness and better GI health

• Food sources vs supplements



Money isn’t the Only Barrier

• Shopping on a budget

• USDA Meal Planning, Shopping, Budgeting resources

• SNAP-Ed through cooperative extensions

• Environmental Working Group “Good Food on a Tight 
Budget” consumer guide

• Stressing seasonality, proper storage to reduce spoilage

• Simple preparation

• Beyond the smoothie – soups, salads, stews, veggie snacks

• Academy Eat Right Nutrition Tips and Handouts

• Field to Plate online classes + nutrition roadmaps

• Cooking Matters + other cooking programs/demonstrations

• Food waste reduction



Grocery Store Tours

• Learning about vegetables they 
never knew how to prepare

• Label reading/nutrition 
comparisons:

• Bread

• Snack aisle

• Processed meats

• Juices/soda

• Marketing gimmicks



Case Study

58 yo AA F with uncontrolled T2DM

• 175#, BMI 34, 8.2% A1c

• Lives in Englewood

• Divorced, unemployed

• Reluctant to join lifestyle study – missed first two 
sessions

• Openly challenged me in her first session, stating 
there was no way the Plate I was advocating would 
work, especially on her budget.



Contemp Clin

Trials, 2014 

Nov;39(2),246-55.



18 Months Later

158# (17# wt loss), BMI 31, 7.7% A1c

What she stated worked for her:

• Veggie heavy snacks with recipes – esp jicama!

• Less meat, more veggies

• Food pantry listing

• Group support

• Label reading

Also reported her grandkids eating and enjoying 
more fruits and vegetables when they visited her.

Has continued to lose weight. Two years later, now 
147#, BMI 30



http://www.chicagotribun

e.com/suburbs/daily-

southtown/news/ct-sta-

vickroy-oak-forest-veggies-

st-0725-20160721-

column.html

Oak Forest 

Health Center 

Community 

Garden

Every Thursday in 

season, staff 

volunteers harvest.

Every Friday, organic 

produce is given away.



Consider joining the 

Hunger and 

Environmental 

Nutrition (HEN) 

Dietary Practice 

Group.

Visit the HEN 

member booth 

tomorrow morning 

for more 

information.



Practice Applications

• Start discussions with your clinic staff about 
integrating food insecurity screenings into clinic 
visits.

• Identify resources and organization contacts that 
you could provide to link your at-risk patients to 
improve their access to healthy foods.

• Address issues such as shopping on a budget, easy 
food preparation, and food waste reduction to 
make healthy eating more accessible.


