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ABSTRACT 

 

Food insecurity affects 1 in 7 households with children and has worsened due to 

the COVID-19 pandemic. Food insecurity disproportionately impacts marginalized 

populations including households with children with a single parent (usually the mother), 

families with low socioeconomic status, and Black and Latinx families. Amartya Sen, an 

economist and philosopher, was a pioneer in viewing food insecurity as a social 

phenomenon rather than a natural phenomenon. Furthermore, he highlighted the role that 

economics, politics, and social norms play in creating and perpetuating the problem. 

Therefore, to address food insecurity, we must address the root causes, which include 

poverty, structural racism, and lack of social cohesion among others. Urban bioethics 

provides a lens to examine food insecurity through agency, solidarity, social justice, 

community collaboration, and structural competency. In this thesis, I will explore the 

history of food insecurity in the United States, disparities in who is affected, the impact 

on children's health, and how government, community, and healthcare programs currently 

address the issue. Urban bioethics offers more than just a perspective for understanding 

an issue; it provides guidance on how to address this multifaceted problem in an ethical 

manner. Therefore, I will also demonstrate that there is an ethical responsibility as a 

healthcare provider and system to address the issue and explore potential solutions and 

strategies that align with urban bioethical principles.  
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CHAPTER 1 

INTRODUCTION 

 

During my freshman year at Villanova University, I discovered my passion for 

encouraging nutrition and healthy habits for children.  As part of the Let's Move Camp 

program, inspired by Michelle Obama's Let's Move Campaign against childhood obesity, 

I was able to lead a service initiative to improve the health of underserved children in 

inner-city Philadelphia. Every year on Martin Luther King Jr. Day of service, we invited 

children in grades 3-6 to campus to learn about nutrition and engage in physical activity. 

While this experience gave me the opportunity to educate children, parents, and teachers 

about nutrition and provide access to healthy foods and organized physical activity, it was 

only a one-day event that did not address the root causes of why families in inner-city 

Philadelphia struggle with nutrition and making healthy choices.  

As I began medical school at Lewis Katz School of Medicine, I decided to pursue 

the Master of Urban Bioethics in order to gain a historical, societal, environmental, and 

political context to the health disparities experienced in underserved urban communities 

and develop a toolkit to address these disparities through community engagement and 

solidarity. Food insecurity has been a continual problem in the United States throughout 

its history, and while there has been progress, 1 in 7 households with children experience 

food insecurity with the highest rates seen in marginalized communities [11]. The root of 

food insecurity is multifactorial and includes poverty, unemployment, lack of access to 

healthy food, housing insecurity, and structural racism among more. Therefore, it has 
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remained a persistent public health concern that has only worsened throughout the 

COVID-19 pandemic.  

The purpose of this paper is to examine food insecurity through the lens of urban 

bioethics. It will explore the historical context of food insecurity in the United States, the 

intentional factors that contribute to disparities in access to nutritious food, the negative 

impact on child health, and the various methods to address this issue. Urban bioethics 

offers more than just a perspective for understanding an issue; it provides guidance on 

how to address this multifaceted problem in an ethical manner. Therefore, this paper will 

also explore potential solutions and strategies that align with urban bioethical principles 

to improve food security in urban communities. 

Definition of Terms 

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” [13] 

Food security: “A situation that exists when all people, at all times, have physical, 

social, and economic access to sufficient, safe, and nutritious food that meets dietary 

needs and food preferences for an active and healthy life. Food security is often broken 

down into three components: availability (in an area), access (by a household) and 

utilization/consumption (by individuals)” [8] 

Hunger: “The discomfort, weakness, illness or pain caused by a lack of food” [10] 

Famine: “Extreme social upheaval with complete lack of food access and/or other basic 

needs where mass starvation, death and displacement are evident.” Famine is declared 

when Global Acute Malnutrition (GAM) exceeds 30 percent, Crude Death Rate (CDR) 
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exceeds two and at least 20 percent of a population receives less than 2,100 calories per 

day. It is the absolute exhaustion or inaccessibility of food in a given zone, for entire 

populations, possibly causing death in the short term” [8] 

Food desserts: “neighborhoods that lack healthy food sources.” [13] 

Social determinant of Health: “conditions in which individuals live, work, play, grow, 

and age” [13] 

Poverty: “The minimum amount of income, as determined by the U.S. Government, that 

a family needs for food, clothing, transportation, shelter and other necessities. The federal 

poverty level is used to determine eligibility for food and nutrition assistance programs, 

including the Supplemental Nutrition Assistance Program” [10] 

Malnutrition: “Acute malnutrition results in a below-average weight for height score 

and/or the presence of bilateral oedema and it reflects the current nutritional situation of a 

child. It is due to nutritional deficiencies (poor intake or absorption)” [8] 

Urban: dense, diverse, and disparate 

Bioethical Principles: Traditional bioethics focuses on the principles of autonomy, 

beneficence, non-maleficence, and justice. However, traditional bioethics is too narrow 

when considering marginalized and underserved populations.  

Urban Bioethical Principles: Bioethical principles that value agency, solidarity, and 

social justice as key components in addition to the traditional principles. In urban areas, 

where populations are dense, racially diverse, and disparate, the principle of agency 

prioritizes the capacity to be healthy and make autonomous decisions based on the 

context in which the individual lives. Social justice focuses on equity rather than equality 

in the distribution of resources, recognizing that different circumstances means that 
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everyone begins at a different starting point and needs varying levels of resources and 

opportunities to reach an equal outcome. Lastly, solidarity is the understanding that the 

well-being of our community is a shared responsibility of everyone in the community.  
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CHAPTER 2 

FOOD AS A SOCIAL PROBLEM: THE VIEWS OF AMARTYA SEN 

 

As a first-year medical student, I remember learning about Amartya Sen during a 

talk given by Dr. Kathleen Reeves, who is a pediatrician and the director of the Center for 

Urban Bioethics department at Temple University. Amartya Sen, an economist and 

philosopher, is one of the earlier experts who influenced how we view food insecurity 

today. In his book, "Poverty and Famines: An Essay on Entitlement and Deprivation," 

Sen argues that food insecurity is not due to lack of food production and availability, but 

rather due to failure of “entitlements” to access food [18]. As one of the first philosophers 

to recognize food insecurity as a social phenomenon rather than a natural phenomenon, 

he highlights the role economics, politics, and social norms play in creating and 

perpetuating the problem [17]. He views food insecurity as a violation of the right to 

adequate nutrition and argues that both poverty and inequality contribute [18]. 

Sen also argues that hunger and food insecurity is a violation of human 

capabilities. He defines human capabilities as capability of “people to undertake valuable 

and valued 'doings and beings'. This can extend from such elementary capabilities as the 

ability to avoid undernourishment…to more sophisticated social capabilities such as 

taking part in the life of the community and achieving self-respect” [5]. Therefore, food 

insecurity represents a failure to fulfill the capability to secure adequate nutrition, but 

more importantly to have a healthy life.  

Furthermore, a violation of this capability is a result of policies and societal norms 

that prioritize economic growth and individualism over well-being and solidarity. In 
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many parts of the world including the U.S, there is enough food to feed everyone, but the 

distribution is not equitable, leading to food insecurity and disparities. Therefore, food 

insecurity is not simply the lack of food, but instead the lack of equitable distribution, 

which is the lack of social justice through the lens of urban bioethics.  This highlights the 

need to address the root causes of hunger, such as poverty, inequality, and political 

instability. The capabilities approach also recognizes that hunger has broader social and 

economic implications, because it affects not only the well-being of individuals but also 

how we function as a society. It is our collective responsibility to ensure that every 

individual has the capability to access adequate nutrition and lead a fulfilling life [5]. 

Pediatric food insecurity in urban spaces is a clear example of how urban 

bioethics most clearly outlines the specifics for the ethical argument of practitioner 

involvement of pediatric food equity. Transforming traditional bioethics into urban 

bioethics requires a shift in focus from individual rights to social justice, from informed 

consent to community collaboration, and from cultural competency to structural 

competency and cultural humility. Urban bioethics challenges traditional bioethics by 

examining value concerns in a heterogeneous setting, addressing questions of equity and 

disparity, and broadening its focus to include the interests of family, community, and 

society. Urban bioethics utilizes capability theory, emphasizing the primary moral 

importance of freedom to achieve well-being and people's real opportunities to do and be 

what they have reason to value. The approach of urban bioethics involves engagement 

and social action, with a local and grounded perspective and a focus on narrative ethics, 

which involves witnessing. Here I will argue how these principles are evident in the 

argument for food equity in urban communities.  
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CHAPTER 3 

FOOD INSECURITY IN AMERICA 

 

Food insecurity was not acknowledged or measured as a public health issue before 

the 1690s and it was not until the 1968 documentary "Hunger in America`" that the issue 

gained public attention [13]. In the 1980s, the economic climate and media coverage 

brought more focus to the problem, leading President Reagan to establish a task force to 

study the prevalence of hunger and the effectiveness of national food assistance 

programs. The resulting 1984 report found that while personalized undernutrition was not 

widespread in the US, a larger social phenomenon of occasional inability to access 

adequate food existed. The report emphasized the need for direct, objective measures of 

hunger rather than the traditional indirect measures of poverty and unemployment rates as 

substitutes. In 1990, the Life Sciences Research Office of the Federation of American 

Societies for Experimental Biology created a seminal report where they defined "Food 

insecurity" and "hunger" and established a framework for future research [13].  

The National Nutrition Monitoring and Related Research Act was passed in 1990. 

This set the stage for the creation of the Federal Food Security Measurement Project in 

1992 by a joint effort between federal agencies, academic researchers, and members of 

private organizations. In 1995, after field testing and revisions, standardized measures of 

food security were incorporated into the Census Bureau's "Current Population Survey" 

(CPS) under the “Food Security Supplement” (FSS) section. The CPS gathers data from 

around 50,000 households every month, reflecting both state and national levels in the 

US. Within the CPS, the FSS measures three main aspects: (1) the Household Food 
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Security Survey Module which provides information on the country's food security 

statistics; (2) household food expenses; and (3) usage of food and nutritional assistance 

programs by households experiencing food insecurity [13]. 

 
Table 1: Household food security survey module to detect food insecurity status [13] 

Disparities and Racism 

Further research, published as recently as 2019, showed that food insecurity 

disproportionately impacts historically marginalized groups including households with 

children more specifically led by a single parent (usually the mother), families with low 

socioeconomic status, and Black and Latinx families. In 2017, 35% of households below 
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185% of the federal poverty level with children were food insecure compared to <6% of 

households with high socioeconomic status [21]. These households were often families 

who identified as Black or Latinx. 

Although food insecurity is closely tied to poverty, the data shows that racial 

disparities are still present even when controlling for socioeconomic status [2]. That is to 

say that even when comparing black communities and white communities with 

equivalent socioeconomic status, black communities still experience higher rates of food 

insecurity. Although around 25% of poor households face food insecurity, almost 75% do 

not [2]. Additionally, despite a lower occurrence of food insecurity in families with 

higher incomes, 26% of all households with food insecurity are above 185% of the 

poverty threshold [2]. This further proves that although there is a link between poverty 

and food insecurity, the two are not synonymous. In a study by Bowen et al, 34% of 

Latinx households and 29% of black households were food insecure compared to 18% of 

white households. Furthermore, black households are more likely to be food insecure 

independent of other factors such as socioeconomic status in comparison to Latinx 

households [2]. This is due to a history of structural racism that has disenfranchised black 

bodies since slavery, a history that is not present for Latinx communities. That is not to 

say that Latinx communities do not experience discrimination but instead to acknowledge 

the difference that a history of slavery plays in the way that discrimination and racism 

manifests for black people today. Such a history has impacted laws, the prison system, 

urban planning, housing, education, employment, health care, and media in a mutually 

reinforcing manner that continues to discriminate against black people.    
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Bowen et al argued that racism is a fundamental cause of food insecurity. First, 

racism itself is a cause of racial disparities in socioeconomic status, which is then linked 

to food insecurity. Second, racism is connected to food insecurity independent of 

socioeconomic status. Bowen et al defines racism as the ideology that races are 

“populations of people whose physical differences are linked to significant cultural and 

social differences and that these differences can be measured and judged,” and the 

practice, at multiple levels, “that subordinate those races believed to be inferior” [2]. 

Racism can occur at individual, institutional and structural levels (as mutually reinforcing 

systems work together to allocate rewards to specific racial groups). Black and Latinx 

households earn lower than average incomes, and the racial wealth gap accumulates 

much faster over time and generations when compared to white households. Over half of 

the counties where 20% of the population has been impoverished for the last 30 years, are 

historically considered cotton-producing counties where slavery was most lucrative [2]. 

This provides historical context to the higher incidence of black people living in areas 

with high rates of poverty. Bowen et al writes, “spatial and social mobility often go hand-

in-hand, the segregation of the minority poor from the nonpoor connotes persistent racial 

injustice, limited opportunities for upward social mobility, and the reproduction of 

poverty and inequality from one generation to the next” [2]. These “counties have the 

highest rates of poverty, unemployment, food insecurity, child mortality, and diet related 

illnesses” [2]. Not only are black people more likely to live in areas of poverty, but Black 

and Latinx people are also less likely to be homeowners. The racial disparities within 

home ownership are due to intentional practices such as redlining, which has led to denial 

of loans, mortgages, insurance and more. Households with financial and physical assets 
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are more equipped to buffer themselves against food insecurity. Therefore, the disparity 

in homeownership among minorities has a ripple effect and contributes to the disparity in 

food insecurity [2].  

Black people are at increased risk of food insecurity when controlling for 

socioeconomic status due to lack of flexible resources that can be used to avoid or 

minimize the consequences of food insecurity. Flexible resources include non‐

occupational prestige and power, social connections, and freedom (as black people 

experience less freedom due to increased likelihood of being imprisoned, surveilled, and 

sanctioned). Racism can also impact health outcomes due to the stress of racial 

discrimination, inequalities in health care, and racial residential segregation and 

neighborhood inequality [2].  

Furthermore, racism influences people's access to food due to the role that 

redlining played in creating food deserts. “Food retailers have engaged in “retail 

redlining” or “supermarket redlining” by consciously avoiding Black neighborhoods and 

targeting them for unfavorable treatment based on racial composition of the customers 

and/or store operators” writes Bowen et al. This has resulted in very few supermarkets in 

black neighborhoods and an abundance of supermarkets in white neighborhoods [2]. This 

increases the reliance on convenience stores, corner stores, and fast-food restaurants, 

which often have unhealthy food options at higher prices. This therefore limits the access 

to affordable and nutritious foods unless there is personal, reliable, consistent, and cost-

effective transportation, which often there is not.  

Research indicates that food insecurity is associated with experiencing adversity 

during one’s life and over generations. Racism increases the likelihood of black people 
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experiencing adverse events therefore increasing their risk of food insecurity. A study 

found that significant interruptions in one's life like expulsion from school, job loss, 

institutionalization for mental health issues, and interaction with the criminal justice 

system, can significantly increase the risk of food insecurity [2]. This association is 

particularly noteworthy when these disruptions accumulate over time. Black people are 

more likely to experience these interruptions due to systemic racism in education, 

employment, and the criminal justice system. For example, black workers are more likely 

to lose their jobs during economic decline, and Black and Latino workers had higher rates 

of unemployment during COVID-19 compared to white workers. Black students are also 

more likely to be suspended from school than white students, and black people are 

disproportionately placed in prisons, jails, and detention centers. Prior incarceration 

furthers difficulty finding employment which exacerbates financial hardship leading to 

food insecurity [2]. Furthermore, prior incarceration negatively affects eligibility for 

government assistance programs that help to mitigate food insecurity. These outcomes 

are the result of institutionalized racism in various areas and the systemic exclusion and 

punishment of marginalized groups. Research also suggests that trauma and adversity can 

persist across generations, and food insecurity is linked to intergenerational violence and 

trauma. Food-insecure mothers often experience food hardship and emotional and 

physical abuse as children, and individuals who have experienced adverse childhood 

experiences (ACEs), such as discrimination or having a parent in jail, are more likely to 

experience food insecurity [2]. Odoms-Young and Bruce found that “a 1-unit increase in 

the frequency of lifetime racial discrimination was associated with a 5% increase in the 
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odds of being very low food secure even after adjusting for socioeconomic and 

demographic confounders” [15] 

Figure 1: Food insecurity rate for different groups compared to the national average [13] 

COVID-19 and Food Insecurity 

Throughout history, the issue of food insecurity has been embedded with racial 

and socioeconomic disparities. However, the COVID-19 pandemic brought these 

disparities to the forefront, magnifying their impact on vulnerable communities. The 

pandemic left those already struggling to make ends meet, without work and unable to 

afford basic needs such as housing and food. Furthermore, the pandemic 

disproportionately impacted individuals with low socioeconomic status and people of 

color, further widening the disparities. Prior to the pandemic, the rate of food insecurity 

approximated 11%-12%, however, as of April 2020 that rate has tripled to 38% [22].  
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In addition to those with low income and people of color, children also were hit 

hard by the pandemic with 18 million children living in food insecure households in 

2020. Due to government programs that will be discussed later, school cafeterias that 

served breakfast and lunch at either no or low cost were shut down [1]. As a result, there 

was an additional burden on parents to feed their children for two meals that they had not 

been accustomed to prior to the pandemic. Furthermore, intersectionality would lead us to 

conclude that children of color living in poverty were hit the hardest.  

For children <5 years old who are not at the age to attend school, early childcare 

is important, with almost 60% of children in this age group spending at least one day per 

week in childcare. Early childcare can include “center-based care, home-based care by 

unrelated caregivers, and family-based care by relatives.” Prior to the pandemic 

“childcare deserts”, areas that lacked licensed childcare and home care centers were 

disproportionately located in communities with mostly people of color and low-income 

communities due to racism and systemic discrimination. Children who do attend 

childcare centers often receive up to 2/3 of their daily nutritional needs while in childcare 

and are able to observe and practice healthy eating behaviors. Therefore, at the peak of 

COVID-19 when childcare centers closed it placed an increased strain on parents to meet 

their child’s nutritional needs resulting in more children experiencing food insecurity [8].   
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CHAPTER 4 

FOOD INSECURITY AND CHILD HEALTH 

 

The United States Department of Agriculture reported around 8% of households 

with children experience severe food insecurity. Sometimes food insecure families are 

able to spare their children from experiencing food insecurity. However, at times they are 

unable to fully protect them from being affected with about 6.5 million food insecure 

children. Furthermore, even if children are not food insecure themselves, they can 

experience psychosocial stress related to food insecurity within the household, which 

adds to the overall negative effect on their health [13]. 

Parents often believe that their older children are not affected by food insecurity; 

however, studies that have directly asked children questions related to food access and 

availability at home suggest that parents are unaware of the full impact [13]. One child 

stated that although there had been times when they had almost run out of food, they 

“always had hot dogs or french fries or something.” Even as young as middle school, 

children were aware of using cheap foods and repetitively eating the same food as a 

method to avoid running out of food. Another child said, “I guess chicken is like the 

easiest affordable thing to (my mother) . . . all she buys is chicken” [7] These children, 

often teenagers but can be younger, are aware of their household's food insecurity and 

frequently notice and/or use strategies to reduce or change their food intake to protect 

their younger siblings or parents, often without their parents' knowledge. They report a 

range of coping mechanisms, such as asking for less food during mealtimes, avoiding 

certain types of food at the grocery store, trying to make their meals last longer, seeking 
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assistance from their social network, selling items to generate money, and even resorting 

to criminal activities [13]. One teenager stated, “We might all get together and cut the 

grass or something. We’ll find some way people will be putting money up on fights and 

stuff, too. And they might do dog fights every now and to get money” [7]. 

Teenagers are not the only group at higher risk of food insecurity; children from 

immigrant families are also at higher risk, with 40% of children who experience the most 

severe levels of food insecurity belonging to this group. One study found that children 

living in households with a mother who immigrated were three times more likely to 

experience severe food insecurity than those with native-born mothers. As a result, these 

children are also more likely to report poor health outcomes [13]. 

Physical Health 

Children who experience food insecurity are at a higher risk of falling ill 

frequently, recovering slowly, and requiring ED visits and hospitalization more often. 

Additionally, they have higher risk of micronutrient deficiencies such as anemia [13] 

which under the age of 2 can cause problems with cognitive development [19]. 

Furthermore, there is a higher risk of chronic diseases, like asthma [13]. The stress 

related to food insecurity can also contribute to a depressed immune system, potentially 

resulting in more frequent colds and abdominal complaints. In food insecure children or 

children from food insecure households, many of these acute and chronic health concerns 

can worsen or be prolonged due to a tendency to delay seeking medical care due to cost 

[21]. When considering Maslow's hierarchy of needs, physiological needs such as food 

are the most basic needs before being able to address the second tier of safety needs, 

which includes health. Therefore, applying this concept, parents/guardians cannot be held 
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responsible when society is to blame for failing to meet their basic needs of living; this 

means that delayed medical care is a consequence of food insecurity. 

While the evidence regarding the relationship between food insecurity and 

childhood obesity is mixed, some researchers suggest that food insecurity may contribute 

to childhood obesity via multiple mechanisms such as overconsumption of nutrient-

poor/energy-dense foods (often found at the convenience and corner stores), cycles of 

overeating and then food shortage, less organized opportunities for physical activity, and 

increased stress levels and hormonal imbalances [13]. Therefore, food insecurity can lead 

to unhealthy eating habits, reduced fruit and vegetable intake and excess consumption of 

sugary beverages. Although causation has not been proven, there is a correlation between 

food insecurity and childhood obesity potentially due to the prevalence of both within 

disadvantaged communities. Piere et al found that rates of food insecurity, accelerated 

weight gain, and childhood obesity increased during the pandemic [20]. This finding was 

most likely multifactorial as children were also less active during the pandemic due to 

most people staying at home, however, this finding still supports a connection between 

food insecurity and weight gain potentially leading to obesity. Furthermore, data 

supported racial disparities in childhood obesity widening throughout the pandemic [20].  

Psychosocial/Mental Health 

Children who experience food insecurity are at a higher risk of experiencing 

adverse emotional symptoms, including feeling low, irritable, and nervous, and reporting 

greater life dissatisfaction [13]. However, even when the child is shielded from personal 

food insecurity, the parental stress leading to parental mental health hardship can still 

impact the child’s mental and emotional health including their development depending on 
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the age of the child [21]. Food insecure students are more likely to engage in or be 

victims of bullying and engage in high-risk behaviors such as smoking and drinking 

alcohol. Furthermore, a longitudinal study of food insecure elementary school students 

found negative effects on interpersonal relations, self-control, approaches to learning, and 

externalizing behaviors. Even if food insecurity is resolved by the third grade, these 

negative effects may persist through the fifth grade [13]. Pai & Bahadur explain that at 

the age of three, food insecure children often exhibit aggressive behavior, inattention, 

irritability, and hyperactivity. As they progress into preschool and school-age, they also 

begin to experience negative internalizing behavior. Once they reach teenage years, they 

become four times more susceptible to dysthymia or persistent depressive disorder and 

depression and five times more likely to attempt suicide. Consequently, they seek out 

mental health services and specialized counseling more frequently [16]. The strong 

association between food insecurity and depression/ suicidal ideation and the stepwise 

fashion as children age, highlights the importance of preventing food insecurity early in 

life to support lifelong mental health.  

Academic and Developmental Health 

Studies using data from the National Health and Nutrition Examination Survey III 

found that children between ages 6 and 11 who were food insecure had significantly 

lower arithmetic scores and lower test scores in general. Furthermore, experiencing food 

insecurity in kindergarten was linked to reduced academic achievement in both math and 

reading throughout the following four years [13]. Lastly, food insecure children were 

more likely to have repeated a grade, been absent or late to school, or have been 

suspended [16].   
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CHAPTER 5 

HOW TO ADDRESS FOOD INSECURITY 

 

Understanding the history of food insecurity, the root causes, who is most affected, 

and its effects on health and well-being is all essential, however, solely understanding is 

not enough. In accordance with Amartya Sen, collective action to address food insecurity 

must take place using the understanding as guidance for change. There are many different 

methods that are currently in place to combat food insecurity including government 

programs, school programs, community programs, and programs within the healthcare 

system. This chapter will explore each of them.  

 

Table 2: Government programs currently in place to address food insecurity [9] 

Government Programs 

SNAP is a government run program that helps low-income families by providing 

monthly benefits that can be used to buy food. It provides more support than any other 
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food assistance program and over 25% of U.S households participate. Enrollment in 

SNAP is supported by research and has numerous benefits. It provides $1.35 per person 

per meal and helps spare millions of children from experiencing food insecurity each 

year. Studies have shown that it also improves the health and academic performance of 

children while boosting local economies. The program is federally funded and operates in 

all states. Studies have demonstrated that WIC, another government run program 

described in the figure above, promotes healthier eating habits, supports child 

development, contributes to long term academic success, and decreases household food 

insecurity [13]. 

In recent years, snap and other social assistance programs have become more punitive 

and localized, further exacerbating racial inequalities. Reflecting the link between racist 

imagery and racist structures, political elites justify this punitive turn by conflating 

poverty with a Black underclass and depicting poor Black people as dysfunctional, 

pathological, and dangerous. These racist structures and ideologies, in turn, influence 

people's access to public assistance and their experience using it [2]. 

Elliott and Bowen found that poor mothers' participation in social service programs 

like WIC means exposing their feeding practices and their children's bodies to ongoing 

monitoring (ex. weigh-ins) and scrutiny, and that Black mothers perceive the stakes of 

conforming to institutional standards as especially high. Studies of welfare programs find 

that Black and Latina women are at a greater risk of being sanctioned than white women, 

and experimental research finds that welfare caseworkers are more likely to sanction 

Black than white welfare recipients for the same violation. The impacts of these 
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discriminatory behaviors are compounded by the interconnected surveillance associated 

with public assistance [2]. 

During the COVID-19 pandemic, the federal government increased its investment in 

social assistance programs, such as SNAP. This included establishing the Pandemic 

Electronic Benefits Transfer (P-EBT) program, which provided funds for families to 

purchase meals for children no longer receiving them in school and was extended to 

daycare and childcare centers. The value of P-EBT was about $114 per child per month. 

Additionally, during the pandemic, SNAP changes included expanded benefit eligibility, 

increased benefit levels for many recipients, and waived or extended paperwork deadlines 

and interview requirements, expanding its caseload to 6.2 million more participants. The 

sole requirement for P-EBT is eligibility for free or reduced-cost school meals or 

attendance at a school that provided subsidized meals to all students prior to the 

pandemic. P-EBT provides money on an electronic benefits transfer (EBT) card, similar 

to a debit card, to use for food purchases at any authorized SNAP vendor [1]. 

Both SNAP changes implemented in 2020 and P-EBT carry lessons for the 

development of future nutrition assistance programs. Within SNAP, the removal of 

administrative barriers to enrollment and the use of streamlined procedures to expedite 

access to food should continue after the pandemic resolves. School programs, such as the 

National School Lunch Program (NSLP) and School Breakfast Program (SBP), also 

played a critical role in providing meals to children during school closures. NSLP and 

SBP provide breakfast, lunch, snacks, and sometimes supper through after-school 

programs to millions of children. During this time, parents requested a meal-delivery 
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system and flexible meal pick-up times at varying locations throughout their community 

[12]. 

Community Programs 

In the United States, food banks supply thousands of food pantries, which serve 

local communities. Food pantries are run by a variety of organizations, including non-

profit organizations, faith-based organizations, and community centers. These food 

pantries serve as an emergency resource for those experiencing food insecurity. Food 

banks and pantries could work towards alleviating barriers by having additional or more 

varied hours of operation, particularly outside of standard work hours, providing home 

delivery or transportation, and engaging with people in their community with lived 

experiences to best understand how to provide food access in a culturally sensitive and 

convenient way [14]. 

 In response to the COVID-19 crisis, the emergency food system (i.e., food banks 

and other charitable organizations that distribute food) have mobilized to respond to a 

50% increase in demand. Food pantries in Massachusetts have found that black and 

Latino adults had the highest prevalence of food pantry use, but also experienced more 

barriers to pantry use, such as difficulty with transportation and meeting pantry hours. 

Barriers to food pantries include not knowing the hours of operation, inconvenient hours 

or location, transportation, not knowing the location of the pantry, and embarrassment. 

For example, Latinos may have less knowledge about where the pantry is located and 

when it is open due to language barriers, while Black and Latino adults may face 

transportation barriers and inconvenience of location and hours. On the other hand, white 

people may experience higher levels of stigma surrounding pantry use [14]. 
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Clinic-Based Programs 

Now, some innovative programs are using prescriptions as a way for providers to 

link families to needed resources and improve access to fresh fruit and vegetables. 

Support for such a prescription program could be through a collaborative community 

partner, facilitating a connection that may have otherwise been difficult; perhaps it could 

also include nutrition education and cooking demonstrations that would integrate 

community health resources into the healthcare setting. Furthermore, the concept of 

prescribing food, or using food as medicine, highlights the importance of nutrition as a 

key component of health and well-being. Although more research is clearly needed, 

prescriptions for food have been shown to increase fruit and vegetable consumption, 

reduce food insecurity, and improve the health of patients [6].  

Food as medicine programs may include home-delivered meals, produce 

prescription programs/vouchers, and medically tailored food packages, often including an 

educational component. The Center for Urban Bioethics at Temple University has a 

program called Farm to Families where families are screened for food insecurity, receive 

a prescription for farm to families, and present that prescription at a designated location 

to pick up their subsidized box (or as of COVID-19 have boxes delivered to their homes). 

Additionally, this program includes cooking demonstrations, culturally sensitive recipes, 

and tips on how to budget and shop for healthy foods. Another example is The Children's 

National Hospital Family Lifestyle Program's Home-Delivery Produce Prescription 

Initiative, a family-centered, clinical-community collaborative that started in 2017 by 

Children’s National alongside the YMCA, American Heart Association, and 4P Foods. 

Any adult with children aged 0-5 years old were universally screened for food insecurity 
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and then referred to the program by their pediatrician. Participants received fresh fruit 

and vegetable delivery and virtual nutrition education, including monthly virtual cooking 

classes, brief video-based education, recipe videos, and recipe and skill-building 

instruction cards included in every produce delivery [6].   

The program resulted in several positive outcomes, including lessening the food 

hardship on parents due to accessibility and reliability, encouraging family-driven 

behavioral changes after trying new foods and ways of preparing food, increasing 

economic flexibility, and allowing for family bonding. Giving families the opportunity to 

try novel fruits and vegetables without impacting their SNAP (Supplemental Nutrition 

Assistance Program) budget increases the probability that they will eat more varied fruits 

and vegetables. Parents may buy foods that they know their kids will eat rather than 

spending their limited budget on something new and healthy which their children may 

not eat [6].  

Social Cohesion 

Social cohesion is the degree of connectedness and solidarity among individuals 

within a geographic area. Research shows that more social cohesion, especially in 

minority populations, can be protective against food insecurity. The idea is that more 

cohesive communities are better equipped to use their social ties for shared goals that 

contribute to the greater good. When communities feel that they have a high level of 

social cohesion, it fosters trust, promotes reciprocity, and as a result leads to shared 

resources, including food and strategies to address food insecurity within the 

neighborhood [4]. One potential strategy to improve social cohesion is via programs 

through schools that allow parents to expand their social networks and create bonds with 
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other vulnerable families. Additionally, after-school programs that offer dinner for 

families could be expanded, particularly in marginalized neighborhoods, as a means to 

foster social cohesion and mitigate food insecurity [4]. On an even grander scale, it is 

essential that not only residents view themselves as part of this cohesive community, but 

also those who work in the community such as healthcare workers, politicians, business 

owners, and more. Furthermore, if they were to view themselves as part of the 

community and treat community members as neighbors with expertise on what the 

community needs then it would allow for increased trust and more collaboration.  
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CHAPTER 6 

ETHICAL EVALUATION 

 

Is there an ethical duty as a pediatrician to ensure food security to our patients? 

Historically, health care providers have not been extensively involved in addressing food 

insecurity. However, recent studies have shown that a significant percentage of families, 

particularly in urban primary care centers, experience food insecurity [3]. In 2015, the 

American Academy of Pediatrics released its first policy statement on food insecurity. 

The policy encourages healthcare providers to identify and address food insecurity in 

their clinical settings, particularly during scheduled routine healthcare maintenance visits. 

It advocates for programs and policies that aim to end childhood food insecurity and 

promotes the use of a specific screening tool called the "Hunger Vital Sign." However, 

healthcare providers face challenges in screening due to limited resources, knowledge, 

time constraints, personal discomfort, and concerns about families' responses. Moreover, 

since most physicians did not grow up in poverty, they require formal education on 

poverty and screening [13]. As healthcare practices move towards addressing the social 

risks of the entire family, it may be useful to inform families that questions are asked 

universally and that responses will be used to help, not penalize them. Healthcare 

providers have an opportunity to extend their advocacy beyond the clinic walls and enter 

a partnership with the community through different agencies and organizations to 

collectively address food insecurity within communities. The following figure depicts a 

multi-tiered approach to addressing food insecurity and outlines the healthcare providers 

role within each tier along with measurable outcomes [13].  
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Table 3: Multi-tiered approach to addressing food insecurity [13] 

 A team-based approach, involving clinicians, trainees, nurses, medical assistants, 

social workers, and community health workers, is the most effective strategy for 

screening and addressing food insecurity [13]. By working together, this diverse team of 

healthcare professionals and community collaborators can provide comprehensive care 

and support to families facing food insecurity, considering their social determinants of 

health. Pediatricians and health systems should advocate for continued financial 

investment from federal and state funding to expand access to early childcare centers. 

Early childcare centers can play a critical role in addressing food insecurity among young 

children, and pediatricians can work with policymakers and other stakeholders to ensure 

that these centers receive adequate resources to provide nutritious meals and support to 

vulnerable families [9]. 
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Providers, particularly pediatricians, should also emphasize the importance of 

targeting assistance programs and funding to those who have been most marginalized, 

with the goal of reducing disparities and promoting equity.  This includes being aware of 

the specific needs of families from low-income backgrounds or communities of color and 

advocating for tailored interventions. Pediatricians should familiarize themselves with 

assistance programs such as SNAP, WIC, NSLP, SBP and their eligibility requirements 

in order to share this information with patients and families [9]. Additionally, they should 

familiarize themselves with emergency food programs and community programs 

including, but not limited to food banks and pantries, neighborhood farmers markets, 

community gardens, and other local resources that can help families access nutritious 

food [3]. By being informed and providing education to families, pediatricians can play a 

crucial role in connecting families with available resources. Pediatric offices can further 

improve by having posters or other visual aids in each examination room that list local 

and federal nutrition resources [16]. This can serve as a reminder for clinicians to have 

this discussion and provide readily accessible information for families about their 

available options. Such visual aids can facilitate more comfortable and universal 

discussions about food insecurity and help families access the resources they need to 

improve their food security status. 

When discussing food insecurity, Pediatricians should also take the time to ask 

and understand the root causes of a family's food security status, whether that be 

financial, transportation, lack of support, discrimination, unemployment etc as this 

information can inform interventions that will be unique to each family’s needs. 

Establishing strong relationships with community organizations that provide emergency 
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food resources and creating advisory groups with policymakers, nutrition experts, and 

community-based organizations can enhance interventions and support for families 

facing food insecurity [9]. Collaborating with diverse stakeholders can help develop 

comprehensive strategies to tackle food insecurity and promote food access and equity. 

All clinics should also all strive toward having on-site resources. The following figure 

lists a variety of on-site clinic resources and methods to approach community 

engagement [13].  

 

Table 4: List of clinic-based programs and community collaborations for physicians [13] 
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CHAPTER 7 

CONCLUSION 

 

Although food insecurity has been a public health concern and political topic of 

discussion since the 1980’s, we still have a long way to go in terms of addressing the 

issue. We have made strides in objectively measuring and reporting rates of food 

insecurity and continue to support government assistance programs that have alleviated 

some of the burden. However, we must acknowledge the disparities seen in who is most 

affected by food insecurity and allow that insight to guide us toward a more ethical 

manner of tackling the issue. Addressing food insecurity is going to require going beyond 

its previous interchangeability with poverty and centering voices of not only the poor, but 

also Black people, Latinx people, single mothers, immigrants, children, and those who 

traverse multiple marginalized communities. Furthermore, the pandemic and its 

disproportionate impact on these marginalized communities have exposed areas in which 

we are failing those who are most vulnerable. Some of the efforts pursued in response, 

such as expanding SNAP eligibility or providing creative methods for children to receive 

nutritious meals when schools were closed can now inform us on how to continue 

moving forward equitably. 

As discussed previously, experiencing food insecurity can have a variety of 

adverse effects on child health. Both children who directly experience food insecurity and 

those who live in food insecure households can bear negative impacts on their physical, 

mental, and psychosocial health in addition to their academic achievement and 

development. Therefore, Pediatricians do have a significant role to play in addressing 
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food insecurity. Furthermore, as a community of healthcare providers we should be 

working together to advocate for more inclusive policies on behalf of our patients who 

are most severely impacted. As physicians we treat an entire person and must consider 

the social determinants of health before we can expect to actually make an impact. As 

mentioned earlier, Maslow’s hierarchy is always important to remember when 

considering how someone can achieve their highest potential. Furthermore, it can serve as 

a tool for a multi-tiered approach to ensure that people are able to meet each level of their 

needs.  

 

Figure 2: Maslow’s Hierarchy of Needs applied to food insecurity [13] 

The figure above provides a great example of how we can recognize the risks that 

are challenging the ability for our patients to meet their needs at each level and then use 

that knowledge to translate their risk into connections with community or in-clinic 

resources [13].  
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As we consider an ethical technique to achieve food security, we must return to 

our urban bioethical principles of agency, social justice, and solidarity. In order to 

promote the agency of our patients to be healthy and make nutritious choices we must 

first understand what limits their capacity to do so through universal but tailored 

screening for food insecurity. This can then inform us as to what resources they need in 

order to shift the focus to equitable distribution of those resources in alignment with 

social justice. Lastly, I believe solidarity is the most important and necessary in today’s 

climate. Building closer knit communities between politicians, educators, health care 

workers, social workers, business owners, community leaders, and each community 

member may be essential to reducing food insecurity and disparities. That is why 

community engagement and collaboration is an ethical obligation of physician advocates 

if we are to address the root causes of the problem and achieve food security for our 

patients. 
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