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Key resources

 H. B. Kersten et al. (eds.), Identifying and Addressing Childhood Food Insecurity in Healthcare and 
Community Settings, SpringerBriefs in Public Health, 2018. Available at: (https://bit.ly/2MVtDUA) 

 Ashbrook, A. and Hartline-Grafton, H. Addressing Food Insecurity: A Toolkit for Pediatricians. Food 
Research and Action Center, 2017. Available at: (https://bit.ly/2PHySUy) 

 Feeding America. Food Insecurity and Health: A Tool Kit for Physicians and Health Care Organizations, 
2017. Available at: (https://bit.ly/2J86FU0) 

 Correa, N. and the ACE Coalition Food Insecurity Workgroup. Food insecurity screening in Houston and 
Harris County: A Guide for Healthcare Professionals. Houston, TX: Baylor College of Medicine and Texas 
Children’s Hospital, 2017. Available at: (https://bit.ly/2oMxQLE) 

 Social Interventions Research and Evaluation Network. Tools and Resources, 2018. Available at: 
(https://bit.ly/2M3GrCU) 

 Additional resource materials developed specifically for Policy Learning Lab teams can be accessed at 
https://www.movinghealthcareupstream.org/mhcus-policy-learning-labs/

IDENTIFYING AND ADDRESSING FOOD INSECURITY
IN HEALTHCARE AND COMMUNITY SETTINGS

https://bit.ly/2MVtDUA
https://bit.ly/2PHySUy
https://bit.ly/2J86FU0
https://bit.ly/2oMxQLE
https://bit.ly/2M3GrCU
https://protect-us.mimecast.com/s/_wYNCmZ6G4HjBE5kIGgpan?domain=movinghealthcareupstream.org




Food Insecurity Screening and Referral Process 

•Selecting a screening tool
•Developing a workflow
•Staff training

•Patient community and sensitivity
•Documentation

•Forming community partnerships
•Responding to a positive screen
•Fostering cross-sector partnerships

•Monitoring and evaluation
•Systems-level action, address root causes, policy advocacy

•Leadership and staff buy-in
•Identifying an organizational champion

Adapted from Baylor College of Medicine and Texas Children’s Hospital (https://bit.ly/2oMxQLE) 
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Food Insecurity Screening and Referral Process 

•Leadership and staff buy-in
•Identifying an organizational 
champion
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Deciding which tool is right for you
The Wilson criteria

◦ The standard applied in the last 40 years for screening processes

◦ More recently synthesized into an emerging new criteria framework that may also 
provide some helpful guidance 

• The screening program should respond to a recognized need.
• The objectives of screening should be defined at the outset. 
• There should be a defined target population. 
• There should be scientific evidence of screening program effectiveness. 
• The program should integrate education, testing, clinical services and program management. 
• There should be quality assurance, with mechanisms to minimize potential risks of screening. 
• The program should ensure informed choice, confidentiality and respect for autonomy. 
• The program should promote equity and access to screening for the entire target population. 
• Program evaluation should be planned from the outset. 
• The overall benefits of screening should outweigh the harm.

https://goo.gl/1WhqSc



Identifying food insecurity in health care settings: 
A review of the evidence 

https://goo.gl/oJJDwU



Identifying food insecurity in health care settings: 
A review of the evidence 

This report summarizes the research evidence published between January 2000 and June 
2017 about health care-based screening for FI

A total of 1376 articles were identified in the initial extraction method described in the 
appendix. One hundred and ninety articles underwent full-text review. Twenty-six unique 
articles were included in the review.



Identifying food insecurity in health care settings: 
A review of the evidence 

Authors summarized findings from these articles in three key areas:

◦ Measurement: The validity of screening tools, their ability to capture need for food-
related assistance, and the impact of the administration mode on disclosure rates (10 
articles)

◦ Acceptability: Findings on patient and provider acceptability of FI screening in health 
care settings (10 articles)

◦ Implementation: Studies that examined time needed to screen and initiatives to 
improve screening uptake among providers (16 articles)



Identifying food insecurity in health care settings: 
A review of the evidence 

Measurement



Identifying food insecurity in health care settings: 
A review of the evidence 

Acceptability



Identifying food insecurity in health care settings: 
A review of the evidence 

Implementation



Development and Validity of 
a 2-Item Screen to Identify Families 

at Risk for Food Insecurity

Hager ER, Quigg AM, Black MM, Coleman SM, Heeren T, Rose-Jacobs 
R, Cook JT, Ettinger de Cuba S, Casey PH, Chilton M, Cutts DB, Meyers 
AF, Frank DA. Development and Validity of a 2-Item Screen to Identify 
Families at Risk for Food Insecurity. Pediatrics; 2010;126:e26–e32.

Complementary article: Are Food Insecurity’s Health Impacts 
Underestimated in the U.S. Population? Marginal Food Security Also 
Predicts Adverse Health Outcomes in Young U.S. Children and Mothers. 
Cook, JT, Black, M, Chilton, M et al. Advances in Nutrition. Advances in 
Nutrition. 2013;4: 51-61.

http://bit.ly/hungervitalsignhttp://bit.ly/marginalfoodsecurity



Testing, testing, 1,2,3

Most common affirmatively answered questions with best 
sensitivity/specificity
1st 2 questions

Compared to “gold standard” (HFSM) 

Sensitivity – 97% 
97% of families identified as FI (HVS) were also FI (HFSM)

Specificity – 83%
83% of families identified as FS (HVS) were also FS 

(HFSM)



Outcomes 
(external validity)

Young children
◦ 56% more likely to be in fair/poor health

◦ 17% more likely to have been hospitalized

◦ 60% more likely to be at risk for developmental delays

Mothers
◦ Almost 2x as likely to be in fair/poor health

◦ Almost 3x as likely to report depressive symptoms

Compared to peers in food-secure households



http://bit.ly/hungerscreen



Searching for The Holy Grail:
A Perfect Screen for Social Determinants of 

Health



The current state of comprehensive health 
related social needs (HRSN) screening tools

I’m convinced there is value in screening – what screen should I use?

There is a lack of validated, multidimensional, comprehensive screening tools for pediatric care 
professionals.1

There has been wide variation in how researchers and health care organizations develop, validate, 
and implement tools for identifying/addressing patients’ social needs.2

The lack of standardized workflows/screening tools has largely resulted in ad hoc efforts to assess 
patients’ social needs with varying degrees of success and validation in terms of sensitivity, 
specificity, or evidence that outcomes are altered.3

This is currently an area of tremendous flux and study, as we move along the learning 
curve!

1. https://goo.gl/aVSWiS, https://goo.gl/SDr2fY
2. https://bit.ly/2CEqVxW
3. https://goo.gl/6LhYPL

https://goo.gl/aVSWiS
https://goo.gl/SDr2fY
https://bit.ly/2CEqVxW
https://goo.gl/6LhYPL


A review and comparison of available 
HRSN screening tools

SIREN Screening Tools Comparison (https://bit.ly/2uBXB3P) 

Comprehensive, general population

The Centers for Medicare & Medicaid Services (CMS) Center for Medicare and Medicaid Innovation 
(CMMI) Accountable Health Communities (AHC) HRSN Screening Tool (https://goo.gl/wFr9rp)

The American Academy of Family Physicians (AAFP) EveryONE Project recommends the AHC tool 
(https://goo.gl/p8VdN3)

The Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences 
(PRAPARE) Assessment Tool (https://goo.gl/MqdFR3) was developed by the National Association of 
Community Health Centers

Health Leads developed their Social Needs Screening Toolkit (https://goo.gl/dm6tCB) 

The Institute of Medicine (IOM) report on capturing social and behavioral measures in electronic 
health records (EHRs) identified 17 domains that had valid measures (https://goo.gl/YqqHbS) 

https://bit.ly/2uBXB3P
https://goo.gl/wFr9rp
https://goo.gl/p8VdN3
https://goo.gl/MqdFR3
https://goo.gl/dm6tCB
https://goo.gl/YqqHbS


A review and comparison of available 
HRSN screening tools

Specific, target population(s)

SIREN Screening Tools Comparison (https://bit.ly/2uBXB3P)   

From the American Academy of Pediatrics (AAP) Screening Technical Assistance & Resource (STAR) 
Center (https://goo.gl/gXdjgH): 

https://bit.ly/2uBXB3P
https://goo.gl/gXdjgH




A review and comparison of available HRSN screening tools
Emerging tools – Electronic Health Record (EHR) providers

Cerner

Domains TBD

Ochin Epic

Alcohol use

Tobacco use and exposure

Depression

Education and learning

Financial resource strain

Intimate partner violence

Physical activity

Social connections & social isolation

Stress

Sexual orientation/gender identity

Housing

Food insecurity

Epic 2018 Base
Education
Financial Risk
Stress
Depression
Physical Activity
Social Connections
Intimate Partner Violence
Alcohol Use
Food Insecurity
Transportation Needs
Housing



A review and comparison of available HRSN screening tools
Emerging tools – Hospitals and Accountable Care Organizations

Boston Medical Center

Partners Healthcare Accountable Care Organization





Deciding which tool is right for you
The Wilson criteria

◦ The standard applied in the last 40 years for screening processes

◦ More recently synthesized into an emerging new criteria framework that may also 
provide some helpful guidance 

• The screening program should respond to a recognized need.
• The objectives of screening should be defined at the outset. 
• There should be a defined target population. 
• There should be scientific evidence of screening program effectiveness. 
• The program should integrate education, testing, clinical services and program management. 
• There should be quality assurance, with mechanisms to minimize potential risks of screening. 
• The program should ensure informed choice, confidentiality and respect for autonomy. 
• The program should promote equity and access to screening for the entire target population. 
• Program evaluation should be planned from the outset. 
• The overall benefits of screening should outweigh the harm.

https://goo.gl/1WhqSc



Searching for The Holy Grail
Does a perfect screen for social determinants of health 
exist?

◦ Growing attention to the importance of social 
factors in health is encourages rapid development 
of new knowledge and innovative approaches to 
screening.

◦ Clearly, continued research, innovation, and 
development of policies and programs is needed. 

◦ Efforts that foster innovation and flexibility 
through the use of Accountable Care Organizations 
and Medicaid waivers can play an important role.

◦ One of the biggest investments in the field is the 
Centers for Medicare & Medicaid Services 
innovation initiative of $157 million toward 
creation of the Accountable Health Communities 
(AHC) Model.
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Workflow planning
1. At what ages of the child will the family receive the screenings? How often?

2. How will parents access the screening tool to complete it? (Ex: EMR portal, paper 
version in office, laminated wipe‐away)

3. If paper, who will ensure that copies of the screening tool are available for parents 
to complete each day?

4. When in the visit will the parent receive the screening tool? 

5. Who will give the parent the screening tool?

6. Who will score the screening tool?

7. When will the provider review the screening results with the parent and work with 
them to make a plan for next steps?

8. How will referrals be handled for children at risk?

http://bit.ly/aapgettingstarted



Workflow planning continued…
9. Who will be responsible for facilitating the referrals?

10. Where will referrals be documented?

11. What happens with the screening tool after it has been discussed with the parent? 
(Ex: results recorded in EMR, scanned into chart, shredded, wiped away)

12. Who will give the parent educational materials? When will these be presented?

13. Where will you keep your supply of educational materials?

14. Who will make sure that materials (including screening tools and educational 
materials) are restocked and readily available?

15. Who will facilitate following up with families to determine the outcomes of the 
referral?

16. Where will follow‐up notes be recorded?

http://bit.ly/aapgettingstarted



Engaging staff in the concepts, principles, process
•How will you work with staff to develop the process? How will new staff receive initial 
training on the concepts? How will staff be refreshed/reminded of this information?

•How will the team monitor progress and make changes as necessary? Will there be 
regular forums for feedback? Is there a structure to how feedback is presented?

http://bit.ly/aapgettingstarted

The Food Research & Action Center and AARP Foundation offer a free, online course, "Screen & 
Intervene: Addressing Food Insecurity Among Older Adults," to educate health care and community-
based providers around the country about the extent of senior hunger and the solutions that exist to 

solve it. Available at: (http://www.seniorhealthandhunger.org/)

http://www.seniorhealthandhunger.org/


Launched February 2018

Focuses on adults 50+, but often relevant across the lifespan

Free!

One-hour course

Targets health care providers and community-based agencies working with older 
adults (e.g., AAAs)

Approved for continuing education credits (e.g., CMEs for MDs/DOs, CPEUs for 
RDNs)

Downloadable resources (e.g., posters, charts)

Interactive activities and knowledge checks

Course Overview



seniorhealthandhunger.org



Food Insecurity Screening and Referral Process 

•Selecting a screening tool
•Developing a workflow
•Staff training

•Patient community and sensitivity
•Documentation

•Forming community partnerships
•Responding to a positive screen
•Fostering cross-sector partnerships

•Monitoring and evaluation
•Systems-level action, address root causes, policy advocacy

•Leadership and staff buy-in
•Identifying an organizational champion



E-referral & 
community partnership



Linking food insecure patients at Hennepin County Medical Center with SNAP 
application assistance, and food resources from Second Harvest Heartland

For more information, contact Alexandra De Kesel Lofthus Second Harvest Heartland -- alofthus@2harvest.org



A note on HIPAA compliance

For more information, contact Kim Prendergast Feeding America kprendergast@feedingamerica.org



Source: Hilary Seligman, MD
Senior Medical Advisor and Lead Scientist, Feeding America

For more information, contact Sandy Stenmark Kaiser Permanent Colorado Sandra.H.Stenmark@kp.org
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Why collect standardized 
social determinants of health data?

Epic Healthy Planet
Healthy Planet is Epic’s Population Management system to help organizations deliver better 
care for a given population of patients. It is a direct outcome of the Affordable Healthcare 
Act, which established voluntary entities called Accountable Care Organizations. An ACO is 
set up to pay providers not just for delivering services, but for the healthy outcome of the 
patients who are enrolled in the ACO. Healthy Planet provides a suite of reports, dashboards, 
and workflow tools that allow Care Managers to manage patient populations in and apart 
from ACOs.

For questions specific to Healthy Planet, please contact:
Stella Furlano
Healthy Planet Technical Services
Epic | 608.271.9000
Stella@epic.com

mailto:Stella@epic.com


Why collect standardized 
social determinants of health data?

http://bit.ly/collectSDOHdata



This issue brief reviews existing and emerging
opportunities to document food insecurity
screening, assessment, intervention, and billing 
for each part of a patient visit using discrete codes 
and language from standardized EHR medical 
vocabularies.

www.childrenshealthwatch.org/foodinsecuritycoding

For more information, contact Sarah DeSilvey,
University of Vermont Medical Center
sarah.desilvey@med.uvm.edu



• When a validated screen is used in the context of 
a clinical visit, the questions and answers can be 
coded using a system called LOINC® (Logical 
Observation Identifiers Names and Codes).

• LOINC® is predominantly used to document lab 
results, and is increasingly used for validated
screening tools.

• LOINC® encodes valid instruments by giving each 
question and answer an alphanumeric code that 
is interoperable, i.e. able to be shared across all 
EHRs. This means users can both use LOINC® to 
craft internal follow-up for screening question 
responses and communicate these needs in 
referrals or orders.

FOOD INSECURITY SCREENING

www.childrenshealthwatch.org/foodinsecuritycoding



• In the US, health care providers generally use 
two sets of codes to categorize patient 
assessment: ICD-10-CM and SNOMED CT. Each 
provides an opportunity to document food 
insecurity assessments.

FOOD INSECURITY ASSESSMENT & DIAGNOSIS

www.childrenshealthwatch.org/foodinsecuritycoding



FOOD INSECURITY COUNSELING
Although there are no discrete codes specifically for 
counseling on food insecurity concerns, SNOMED and 
ICD offer codes for counseling activities that may 
include useful interventions for patients experiencing 
food insecurity. For example:

SNOMED CT has codes to describe counseling on 
financial and food matters

• Finances education, guidance, and counseling;
410292002

• Food education, guidance and counseling; 
410293007

ICD-10-CM includes code Z71.89, “other specified 
counseling” which can apply generally to counseling on 
nutrition, safety, and health

www.childrenshealthwatch.org/foodinsecuritycoding



FOOD INSECURITY ORDERS AND REFERRALS 
There also are many types of non-counseling 
interventions for food insecurity. For instance, 
health care providers can order direct food 
prescriptions as well as refer patients to both 
internal and external agencies, federal nutrition 
programs, and other food resources for 
management and assessment. 

Currently, to document referrals related to food 
insecurity, providers can use the SNOMED CT code 
“patient referral for socioeconomic factors,” 
41920009.

www.childrenshealthwatch.org/foodinsecuritycoding



Billing and Claims Opportunities
• A final step in a visit with a health care provider 

involves generating an electronic claim for 
services. 

• The charges are based on set visit criteria, 
including billable screening and procedures, and 
either prevention or complexity-based 
evaluation and management codes.

• The billable components of the visit are primarily 
based on codes called Current Procedural 
Terminology (CPT®) codes. 

• CPT® codes, trademarked and managed by the 
American Medical Association, are the most 
universal code set for billable services.

www.childrenshealthwatch.org/foodinsecuritycoding
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http://bit.ly/HVSkeyactions



http://bit.ly/HVSkeyactions



http://bit.ly/HVSkeyactions



http://bit.ly/HVSkeyactions



Linking food insecure patients at Hennepin County Medical Center with SNAP 
application assistance, and food resources from Second Harvest Heartland

A note on closed loop referral processes…
• Current frontier of screen and intervene efforts
• Two “simple” approaches: HCMC/Second Harvest and Cambridge Health Alliance/Project Bread
• More to come in November from SIREN! 

For more information, contact Alexandra De Kesel Lofthus Second Harvest Heartland -- alofthus@2harvest.org

Caroline Fichtenberg, UCSF, Caroline.Fichtenberg@ucsf.edu

mailto:Caroline.Fichtenberg@ucsf.edu


Technical assistance memo for the Los Angeles Department of Public Health team: https://bit.ly/2x1b1HQ

The dilemma: Build it or buy it?
“Unlike medically-focused interventions that are still within the bailiwick of the healthcare system (e.g., 
referral from the primary care setting to a cardiologist), linking families to a community-based 
organization for an intervention focused on the SDH calls for more intentional strategies, processes, and 
commitment from both sides.” 

Build it: Clinics with access to CHWs, those who can bridge the gap between the healthcare provider’s 
office and the families’ home to assist with their needs are the most robust provider-based approach. 
They may meet the family in the office and go into the home to help connect families with services. 

Buy it: Increasingly, electronic-based referral platforms that act as an intermediary between the clinic 
and community partner have filled a gap for clinics that are not able to hire the staff or take on the 
level of staff support needed to implement robust closed loop referrals. 

https://bit.ly/2x1b1HQ


The Solution: Beyond build it or buy it…
It all comes down to funding!

• The Healthy Communities Funding Hub model  -- https://bit.ly/2N4MKeK
• Defining The Health Care System’s Role In Addressing Social Determinants And Population Health --

https://bit.ly/2ObJKtx
• A Balanced Portfolio Model For Improving Health: Concept And Vermont’s Experience  -- https://bit.ly/2x2EGk2
• Social Determinants As Public Goods: A New Approach To Financing Key Investments In Healthy Communities  --

https://bit.ly/2w4AHTu

Health care, public health, social services, and other sectors function and are funded in silos, with different 
funding requirements and often-incompatible data collection and information systems. These silos make it 
difficult to coordinate efforts, integrate data, and assess shared impact across sectors.

Although investments in one sector can affect outcomes and generate cost savings in another, individual 
sectors generally consider only their own investments and benefits—“the wrong pocket problem.”

The “Hub and Spoke” model (can take different forms) is where current policy and financing trends are headed.

https://bit.ly/2N4MKeK
https://bit.ly/2ObJKtx
https://bit.ly/2x2EGk2
https://bit.ly/2w4AHTu


Key resources

 H. B. Kersten et al. (eds.), Identifying and Addressing Childhood Food Insecurity in Healthcare and 
Community Settings, SpringerBriefs in Public Health, 2018. Available at: (https://bit.ly/2MVtDUA) 

 Ashbrook, A. and Hartline-Grafton, H. Addressing Food Insecurity: A Toolkit for Pediatricians. Food 
Research and Action Center, 2017. Available at: (https://bit.ly/2PHySUy) 

 Feeding America. Food Insecurity: and Health A Tool Kit for Physicians and Health Care Organizations, 
2017. Available at: (https://bit.ly/2J86FU0) 

 Correa, N. and the ACE Coalition Food Insecurity Workgroup. Food insecurity screening in Houston and 
Harris County: A Guide for Healthcare Professionals. Houston, TX: Baylor College of Medicine and Texas 
Children’s Hospital, 2017. Available at: (https://bit.ly/2oMxQLE) 

 Social Interventions Research and Evaluation Network. Tools and Resources, 2018. Available at: 
(https://bit.ly/2M3GrCU) 

 Additional resource materials developed specifically for Policy Learning Lab teams can be accessed at 
https://www.movinghealthcareupstream.org/mhcus-policy-learning-labs/
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https://bit.ly/2PHySUy
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https://bit.ly/2M3GrCU
https://protect-us.mimecast.com/s/_wYNCmZ6G4HjBE5kIGgpan?domain=movinghealthcareupstream.org
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Food insecurity

Improving population health, patient 
care, and reducing cost

Rishi Manchanda Health Begins rishi@healthbegins.org Emily McGrath Humana emcgrath1@humana.com



“The American Academy of Pediatrics recommends that 
pediatricians engage in efforts to mitigate food insecurity 
at the practice level and beyond” 

“A 2-question validated screening tool 
is recommended for pediatricians 
screening for food insecurity at 
scheduled health maintenance visits 
or sooner, if indicated”

http://bit.ly/AAPFRACtoolkit http://bit.ly/AAPfoodsecurity



The EveryONE Project Toolkit

Part I: Screening Your Patients
(screening tools)

Part II: Assessing Your Practice
(implementation guide)

Social Needs Resources for Physicians

The American Academy of Family Physicians (AAFP) 
launched The EveryONE Project to help family 
physicians take action and confront health 
disparities head on.

The AAFP is committed to helping you and your 
patients with a series of tools to use at the point of 
care by the practice team to quickly and efficiently 
screen your patients, act when needed, and link to 
community resources.

http://bit.ly/AAFPeveryONE





http://bit.ly/doctorsrecommendsnap



http://bit.ly/doctorsrecommendsnap





Thank You!


