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Nutrition and Social Determinants of Health:
The Intersection of Food Security and Quality of Life 
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Sign-In

Please click the “digital forms” link in the group chat. You may also find 
this link in the Instructions email you received earlier, or in the meeting 
details if you added this event to your calendar (such as Outlook, Google 
Calendar, etc.).

Please enter your information and click “next”. DO NOT continue to the 
next portion of the digital forms until you are prompted to do so at the 
end of the course.

When you have submitted your information, type “Ready” in the group 
chat.
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Source: 
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1. Review present day Social Determinants of Health (SDOH)

2. Define food security and the nutritional correlation to SDOH

3. Understand the impacts COVID-19 has had on SDOH and food insecurity

4. Understand relationship between health disparities and food insecurity

5. Review the impacts to the US healthcare system

6. Outline various solutions available in the current marketplace 

Learning Objectives
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Source: 
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What Are Social Determinants of Health?
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Today, the term SDOH encompass the 
quality and characteristics of a person’s:

• Economic Stability
• Education
• Social and Community Context
• Health and Healthcare
• Neighborhood and Housing

Problems with any aspect of a person’s 
SDOH can lead to health disparities.

Social Determinants of Health Defined 
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Source: https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health

Your Zip Code has more 
effect upon your health 
than your genetic code.

– David A. Ansell, MD, MPH
Senior VP for Community Health Equity
Rush University Medical Center
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• The physical 
environment, social 
determinants, and 
behavioral factors
drive 80 percent of 
health outcomes

• Only 20 percent is 
related to access to 
care and quality of 
services

• However, public health 
crises like COVID-19 
can disrupt a person’s 
access to care and 
other SDOH

Impact of Social Determinants of Health

Housing

Source: Institute for Clinical Systems Improvement; Going Beyond Clinical Walls: Solving Complex Problems, 2014 Graphic designed by ProMedica.
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Source: 

How COVID-19 Impacts SDOH
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Social isolation or compression

Employment changes and 
economic hardships

Changes in housing

Changes in access to care

Many individuals, families, businesses, 
and safety net programs are facing new 
SDOH-related challenges as a result of 
COVID-19.

The pandemic has forced cities and 
health plans to find new ways to address 
SDOH.

For example, COVID-19 has increased 
demand for charitable food services like 
congregate meals and food banks, but 
has also hindered the effectiveness and 
reliability of these programs.

Reduced access to food

SDOH Challenges Linked to COVID-19
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Health disparities are often 
measured by, and discussed in 
the context of, characteristics 
such as:

Health Disparities and Health Equity
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Source: https://www.healthypeople.gov/sites/default/files/PhaseI_0.pdf

• Race
• Ethnicity
• Immigrant status

• Disability
• Sex/gender
• Sexual orientation

• Geography
• Income
• Education Level

Health Disparity
A particular type of health difference 
that is closely linked with social or 
economic disadvantage.

Health Equity
The attainment of the highest level of 
health for all people. 

Achieving health equity means 
developing programs and 
approaches to care that take 
into account factors such as:
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Health Disparities

9

Sources: 
¹https://www.ehidc.org/sites/default/files/resources/files/Importance%20of%20SDOH%20Data%
20March%202019.pdf
² https://www.diabetes.org/resources/statistics/statistics-about-diabetes#sthash.F8fRkPqd.dpuf 

³https://www.ers.usda.gov/webdocs/publications/94870/ap-081.pdf?v=8024.2
⁴https://www.cdc.gov/obesity/data/prevalence-maps.html
⁵ https://health.ri.gov/publications/factsheets/minorityhealthfacts/Summary.pdf

Examples of 
Health Disparities

Diabetes prevalence 
by race/ethnicity²

• Whites: 7.5%
• Blacks: 11.7%
• Hispanics: 12.5%

Food insecurity
by area of residence³

• Metropolitan: 32.2%
• Rural: 36.9%

Obesity prevalence 
by education level⁴ 

• No/some high school: 35%
• High school graduate: 33.1%
• Some college: 33%
• College graduate: 24.7%

Adults with no doctor 
visits within past year⁵

• Whites: 11.5%
• Blacks: 17.3%
• Hispanics: 31.3%

Addressing SDOH is the 
primary approach to 

achieving health equity
– CDC
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SDOH Focus:
Food Security
and Quality of Life
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Without food security, you 
will have no other security.

– David Beasley
Executive Director 
United Nations World Food Program
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• Malnutrition:  An acute, subacute, or chronic state of nutrition, in which a combination of varying degrees of 
overnutrition or undernutrition with or without inflammatory activity have led to a change in body 
composition and diminished function. 1

• Food Insecurity: The limited or uncertain availability of nutritionally adequate and safe foods or limited or 
uncertain ability to acquire acceptable foods in socially acceptable ways. 2

Food Insecurity and Current Day Impacts 

Almost 50% of patients are malnourished 
when admitted to a hospital⁴

50% 

In 2018, 11.1% of all US 
households experienced 

Food Insecurity⁵

11.1%
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Sources: ¹http://www.nutritioncare.org/guidelines_and_clinical_resources/toolkits/malnutrition_toolkit/definitions/
² https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/measurement/
³https://labblog.uofmhealth.org/industry-dx/even-before-covid-19-many-adults-lacked-stable-food-supply
⁴ https://onlinelibrary.wiley.com/doi/abs/10.1002/jhm.1969 
⁵https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/key-statistics-graphics.aspx

1 in 7
1 in 7 older adults have 

trouble getting enough food³
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Food Insecurity Prevalence (2016)

41.2M 
Americans lived in 
food-insecure households

Households with children

16.5%

Single woman households

31.6%

Single male households with 
children

21.7%

Low-income households

31.6%

13

Source: https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/key-statistics-graphics.aspx
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Mapping Food Insecurity
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Source: http://map.feedingamerica.org/
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The median annual income for 
households served by Feeding 
America, a non-profit hunger relief 
organization, is $9,175. In their 2014 
Hunger in America study, the people 
served reported facing choices due 
to limited resources:

Tough Choices: Personal Finance and Food Insecurity

67%
Had to choose 

between food and 
transportation

Had to choose 
between food and 

utilities

69%
Had to choose 

between food and 
housing

57%
Had to choose 

between food and 
medical care

66%
Had to choose 

between food and 
education

31%

Receive help from 
friends or family

53%
Purchase 

inexpensive, 
unhealthy food

79%
Sell or pawn 

personal property

35%
Water down food or 

drinks

40%
Grow food in a 

garden

23%

15

Source: http://www.feedingamerica.org/hunger-in-america/impact-of-hunger/

Due to their limited financial 
resources, many respondents said 
they found ways to stretch or 
supplement their food budget:



16Nutrition and Social Determinants of Health

Health Problems Related to Food Insecurity
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Source: https://frac.org/wp-content/uploads/hunger-health-impact-poverty-food-insecurity-health-well-being.pdf

Children (0-18) Adults (18-64) Older Adults (65+)

• Birth defects

• Developmental risk

• Iron deficiency anemia

• Less physical activity

• Low birth weight

• Lower bone density

• Lower health status

• Lower health-related 
quality of life

• Unrelated dental caries

• Chronic kidney disease

• Coronary heart disease

• Diabetes

• Functional limitations

• Hyperlipidemia and dyslipidemia

• Hypertension

• Less physical activity

• Obesity

• Poor dietary intake

• Poor or fair health status

• Pregnancy complications

• Stroke

• Congestive heart failure

• Diabetes

• Gum disease

• History of heart attack

• Hypertension

• Lower cognitive function

• Lower intake of calories

• Obesity

• Osteoporosis

• Poor or fair health status
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Food Insecurity “Landscapes”
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Source: https://www.ers.usda.gov/data-products/food-access-research-atlas/documentation/

Food Deserts

Areas where the nearest supermarket is more than 
1 mile away (urban) or 10 miles away (rural) for at 
least ⅓ of the residents.

Food Swamps

Areas where healthy food sources are readily 
available, but are vastly outnumbered by low-cost, 
low-quality alternatives.
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Food Insecurity

Coping 
Mechanisms

Chronic Disease

Decreased 
Employability/ 

Increased Health 
Care Expenses

Decreased 
Household 

Income/ 
Increased 

Spending Trade-
offs

Cycle of Food Insecurity and Chronic Disease
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Sources:  Essential Hospitals Institute, 2016; Health Research & Educational Trust. (2017, June). Social determinants of health series: Food insecurity and the role of hospitals. Chicago, IL: Health Research & 
Educational Trust. Accessed at www.aha.org/foodinsecurity; https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3649100/; https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6165024/

Research has highlighted the links between food 
insecurity and chronic disease.

For example, many individuals in food insecure 
households experience stress and depression, which 
both lead to metabolic changes in the body that 
increase desire for high-fat, high-sugar foods. 

To make matters worse, high-fat/sugar foods tend to be 
more accessible to low-income individuals, since they 
are cheap and widely available at fast food restaurants 
and gas stations.

Without healthy, nutritious foods, food-insecure 
individuals are more likely to suffer from chronic 
diseases like diabetes, high blood pressure, obesity, and 
heart disease.
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Food Insecurity and Health Outcomes
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Sources:  https://www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2015.0645
http://abbott.mediaroom.com/2017-08-10-The-Cost-of-Malnutrition-Study-Shows-Nutrition-Program-Could-Save-Hospitals-up-to-3-800-per-Patient

Decades of research have 
established a connection 
between food insecurity and 
poor health outcomes.

Food-insecure mothers had 2.2 times higher rates of mental health issues than fully 
food-secure mothers.

Odds of oral health problems among the working poor with food insecurity were 3.31 
times higher than among food-secure households.

Odds of iron deficiency among pregnant women ages 13–54 with food insecurity 
were 2.90 times higher than among pregnant women who were food secure. 

Food-insecure individuals have approximately twice the odds of experiencing 
diabetes compared to food-secure individuals. 

Food insecurity is associated with a 20% increase in the risk of self-reported 
hypertension and a 30% increase in risk of self-reported high cholesterol.

Seniors experiencing food insecurity are more likely to have limitations in activities of 
daily living similar to a food-secure senior 14 years older.

Food-insecure elderly individuals were 2.33 times more likely than their food-secure 
peers to report fair or poor health status.

Nearly 60% people in 
the U.S. enter a hospital 
malnourished or at-risk of 
malnourishment
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Source: Chen, et al., (2001). Journal of Advanced Nursing 36 (1), 131-142)
http://www.bread.org/sites/default/files/downloads/cost_of_hunger_study.pdf

The Health-Related Costs of Food Insecurity

20

Compromised nutrition impacts patients and 
the healthcare system through poor outcomes 
and increased costs:

• Slower healing and recovery

• More medical, surgical complications

• Longer hospital stay

• Increased readmission rates

• Higher use of long-term care and rehab

• Increased mortality          
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Source: https://royalsocietypublishing.org/doi/10.1098/rstb.2014.0114
https://www.wsj.com/articles/loneliness-is-a-health-hazard-too-11584906625
https://acl.gov/sites/default/files/Aging%20and%20Disability%20in%20America/2017OlderAmericansProfile.pdf
https://www.tandfonline.com/doi/abs/10.1080/19320248.2019.1595253
https://stonegatesl.com/one-is-the-loneliest-number-combating-senior-isolation/

Food Insecurity and Social Isolation

21

As of 2018, roughly 28% of older adults (14.3 million people) 
live alone. However, as many as 43% of older adults reported 
feelings of loneliness.

Individuals who experience social isolation, both perceived 
and actual, have much higher odds of struggling with food 
insecurity.

• Depression
• Poor sleep quality
• Impaired executive function
• Accelerated cognitive decline
• Cardiovascular problems

• Weakened immune response
• Irregular metabolic regulation
• Chronic pain and inflammation
• Early mortality

Studies show food insecurity and social isolation increase a 
person’s risk of developing:
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Taking Action to 
Address Food Insecurity



23Nutrition and Social Determinants of Health

Addressing Food Insecurity

23

Screen Connect Monitor

As a healthcare professional, you play a unique and important role to ensuring food 
insecure individuals can find the resources they need to successfully maintain good 
nutrition. 

Addressing food insecurity can be viewed as a simple three-step process:
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Step 1: Screening for Food Insecurity

24

Two questions to ask:

1. “Within the past 12 months, have you worried whether 
food would run out before you had enough money to 
buy more?”

2. “Within the past 12 months, did you buy food that 
didn’t last and were unable to buy more?”

If the patient answers “sometimes” or “often” to either 
question, there is a strong likelihood they live in a food-
insecure household.2

1https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2751390
2https://populationhealth.humana.com/wp-content/uploads/2020/06/Food_Insecurity_Toolkit_2020_-Final.pdf

Screening for food insecurity can take less than 60 seconds, yet only 29.6% of physician practices and 39.8% 
of hospitals reported screening for food insecurity1.
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It is not uncommon for patients to feel defensive
or embarrassed when discussing food insecurity.

Here are some tips for establishing a supportive 
dialogue with patients:

 Support privacy – conduct screenings in an 
environment that supports privacy and 
confidentiality

Be empathetic – understand the hardship the 
patient might be going through, and avoid 
language that might be perceived as judgmental 
or overly critical

 Highlight medical importance – discuss the 
importance of reliable access to good nutrition 
when it comes to managing health and chronic 
conditions

Stigma and Dialogue

25
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Step 2: Connecting Patients with Resources

26

If a patient appears to be affected by food insecurity, and expresses interest in receiving support, 
the next step is to connect them services and programs that can help.

National and State Community Health Plans and Networks

Supplemental Nutrition Assistance 
Program (SNAP) Food banks Home-delivered meals benefits

Women, Infants, and Children (WIC) 
Program Congregate meals On-site food pantries

School breakfast and lunch programs 
for children

Volunteer services (ex. Meals on 
Wheels) Nutritional counseling and education

Summer meals programs for children Area Agencies on Aging (AAA) Care transition and post-discharge 
programs

Long-Term Services and Supports 
(LTSS) and Managed Long-Term Care 
(MLTC)

Chronic condition management
programs

Temporary Assistance for Needy 
Families (TANF)
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Source: 
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Connecting Patients with Meals via Health Plan Benefits

Work with discharge planner, clinic team, or 
community team to identify one of the following:
• Health plan hospital-based care navigator
• Community-based case manager/care 

coordinator 
• Network manager contacts

For patients in an outpatient setting:
• Review available benefits in provider portal or 

plan documentation
• Contact provider network manager to ask about 

available benefits

Step 1

Work with your contact identified in 
Step 1 to determine what meal 
benefits are available to the patient.

Example eligibility may include:
• Post-discharge
• Chronic care
• Long term services and support 

(LTSS) meal benefits

Step 2 Step 3

Discharge planner and/or Registered 
Dietitian, working with the contact 
identified in Step 1, will support benefit 
referral by identifying patient’s chronic care 
and dietary needs.

For example, referring a patient to a meal 
program that supports diabetes, 
hypertension, CKD/ESRD, etc.

?
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Source: 
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Tip: In response to COVID-19, many 
States have been approved for section 
1135 waivers that allow plans to offer 
benefits like home-delivered meals that 
may have not been available at the 
beginning of the year.

Likewise, CMS has granted Medicare 
Advantages Organizations flexibility to 
offer new supplemental benefits (like 
home-delivered meals) mid-year.

Check plan for existing 
partnerships (ex. Feeding 
America), or connect 
services via Aunt Bertha or 
NowPow

Tip: Some plans offer 
discounts as a VAIS or 
through an affinity 
program

Nutritional Transitions of Care:
Identifying Needs and Options For Support

Is patient eligible 
for Medicare or 

Medicaid?

Patient can pay 
OOP for home-
delivered meals

No

Yes, Medicare

Yes, Medicaid
Are they eligible 

for a meals 
benefit?

No

Refer patient to 
Food Bank or other 
community support

Not Sure
Is the patient: 
• being discharged from a hospital, 

SNF, or rehab facility?
• food insecure?
• living with a chronic illness such as 

CHF, diabetes, cancer, etc.?
• pregnant?

Work with care 
navigator/manager/coordinator or 
network manager to review health 
plan benefit design for home-
delivered meals.

For Medicare Advantage patients: 
benefit may be available under 
Special Supplemental Benefits for 
the Chronically Ill (SSBCI)

For Medicaid patients: benefit may 
be available in plan design or as 
part of Long Term Services and 
Support (LTSS) 

Yes
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Selecting Appropriate Resources

29

When connecting patients with food insecurity 
resources, it is important to realize that no single 
program or service is appropriate for all patients.

Consider:

• Does my patient have the means to reliably 
engage in this service? (ex. transportation, 
mobility, etc.)

• Does this service meet my patient’s unique 
dietary needs? (ex. Diabetes, CHF, CKD, etc.)

• Is this service available during a public health 
emergency or natural disaster? (ex. COVID-19, 
hurricane, etc.)

It is unreasonable to think 
blanket policies that aim to 
treat all populations as 
though their need for food 
transforms them into one 
homogeneous group will 
be successful.

– AARP Report: “Food Security 
Among Older Adults” (2015)

Source:  https://www.aarp.org/content/dam/aarp/aarp_foundation/2015-PDFs/AF-Food-Insecurity-2015Update-Final-Report.pdf
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Helpful Links and Resources

30

Supplemental Nutrition Assistance Program 
(SNAP)
www.fns.usda.gov/snap

Seniors Farmers’ Market Nutrition Program
www.fns.usda.gov/sfmnp/senior-famers-market-
nutrition-program

Commodity Supplemental Food Program
www.fns.usda.gov/csfp/commodity-
supplemental-food-program

Eldercare and Area Agencies on Aging
www.eldercare.acl.gov

Senior Meal Delivery Services
health.usnews.com/wellness/delivery-
kits/articles/senior-meal-delivery-services

Veterans Service Organizations
www.va.gov/vso

Women, Infants, and Children (WIC) Program
www.fns.usda.gov/wic

USDA National Hunger Hotline
1-866-348-6479 (TTY: 711)
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Step 3: Monitoring Patient Progress
After referring patients to resources, be sure to track their 
progress over time:

• Include screening dates, outcomes, and responses in the 
patient’s electronic health record (EHR)

o Check to see if your EHR has a “social history” section (or 
recommend a custom section for your practice)

• Examine trends in demographic details among food insecure 
patients – this will help you understand which referrals, 
relationships, and programs will best meet food insecurity 
needs of each patient and their families

• Compare screenings and interventions with changes to the 
patient’s vitals, including weight, blood pressure, cholesterol, 
blood sugar, medication adherence, and others

• Assess the patient’s experience with the resources they were 
referred to – did the resource meet their needs? Were there 
any barriers to access?
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Discussion: Patient Examples

Patient 1 Patient 2 Patient 3

Demographics: Male, Age 74

Location: Rural

Insurance: Medicare Advantage

Income: Fixed (social security)

Transportation: None

Health: overweight, diabetic, 
moderate vision loss

Diet: Whatever neighbors and 
family can spare, food is often fatty 
or high in sugar  

Demographics: Female, 27

Location: Urban

Insurance: Medicaid

Income: Slightly above federal 
poverty level, works two jobs

Transportation: Public bus and 
subway

Health: 8 months pregnant with 3rd

child, was underweight before 
pregnancy

Diet: Skips meals to afford rent, 
bills, and childcare

Demographics: Male, 52

Location: Suburban, but travels 
frequently

Insurance: Private 

Income: Varies – owns and operates 
food truck

Transportation: Owns car

Health: Currently recovering in 
hospital after surgery following 
heart attack

Diet: Leftover food from food truck 
business, fast food, gas station 
items
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Conclusion 
and Review
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Conclusions

34

Social Determinants of Health (SDOH) encompass the quality and 
characteristics of a person’s economic stability, education, social 
and community context, health and healthcare, neighborhood and 
housing.

Research shows only 20 percent of an individual’s health 
outcomes are related to access to care and quality of services.

Health disparities are unequal health outcomes between two or 
more groups. Health equity means attaining the highest level of 
health for all people. Both are often discussed in the context of 
SDOH and other characteristics, like race, sex, orientation, 
education level, geography, and other factors.

Food insecurity is the limited or uncertain availability of 
nutritionally adequate and safe foods or limited or uncertain ability 
to acquire acceptable foods in socially acceptable ways. 

As of 2016, 41.2 million Americans lived in food insecure 
households.

Food deserts and food swamps are areas where there is limited 
and/or unreliable access to healthy, nutritious food.

Food insecurity and chronic disease are often interrelated, and 
can lead to a downward spiral of both nutrition and health.

Food insecurity is often associated with poorer health outcomes 
and higher costs to the healthcare system.

Healthcare workers can take a threestep approach to addressing 
food insecurity: screen, connect, monitor.

There are several resources available to support healthy 
nutrition in vulnerable populations, such as include health plan 
benefits, nonprofit organizations, and community resources.


