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Purpose of review

Poor diet and food insecurity contribute to the dramatic rise in diet-related chronic disease and increasing
cost of healthcare. The Food as Medicine (FAM) framework describes food-based interventions designed to
prevent, manage, and treat diet-related diseases. However, FAM interventions have not been widely
implemented or evaluated in pediatric populations, so critical questions remain about their optimal delivery
and design, efficacy, and funding opportunities. We have reviewed the recent literature and offer insights
into potential funding and implementation strategies for pediatric healthcare providers.

Recent findings

Data from adult and population-level interventions provide evidence that FAM interventions positively impact
diet quality, food security, health outcomes, and healthcare utilization and cost in adults and households with
children. Evidence from recent pediatric-based FAM interventions and population data from recent changes to
federal nutrition programs support the use of food-based interventions to improve child diet quality, food
insecurity, and potentially impact long-term health and healthcare utilization and cost.

Summary

Applying the entire spectrum of evidence-based FAM interventions in pediatric settings from prenatal to
adolescent stages will offer the greatest opportunity to ensure all children have access to enough healthful
food so they can achieve their highest potential in life.
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A background on food and nutrition security

In addition to managing clinical disease, healthcare
providers – who for the purposes of this review
include individual clinicians, health systems, and
health insurance systems – may play a critical role in
addressing a variety of health-related social needs.
One social need that can have a serious impact on
health is food insecurity, which occurs when the
household struggles to afford adequate quality and
quantity of food for every person in the household
to live an active, healthy life [1]. Households that
experience food insecurity may progress and cycle
through a series of maladaptive coping behaviors
related to stress responses, food purchasing, and
adaptation of consumption patterns. An early cop-
ing stage of food insecurity is food anxiety, and
preoccupation with food access, along with mental
distress. Subsequently, the family may begin pur-
chasing cheaper, convenient, and highly-palatable
foods to stretch dollars, decrease stress, limit waste,
and ease decision making [2–4]. These coping
uthor(s). Published by Wolters Kluwe
quality and variety. Lastly, adult members of the
household will cope by decreasing the quantity of
food eaten to off-set the limited availability of food.
Eventually, children begin decreasing food consump-
tion aswell. The toxic impacts of food insecurity likely
r Health, Inc. www.co-pediatrics.com
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KEY POINTS

� Pediatric diet-related chronic disease and cost of
healthcare are increasing at unsustainable rates,
creating a problem for the long-term outlook for public
health and healthcare.

� Food as Medicine (FAM) interventions, designed to
prevent, manage, and treat diet-related diseases
positively impact diet quality, food security, health
outcomes, and healthcare utilization and cost in adults
and households with children; however, FAM
interventions have not been widely implemented or
evaluated in pediatric populations.

� Pediatric-based FAM interventions must focus on
prevention and can improve child diet quality, food
insecurity, and potentially impact long-term health and
healthcare utilization and cost; however, research is
needed to rigorously evaluate their impact on health
proxy outcomes and results should be shared publicly
to improve key stakeholder knowledge.

� Applying the entire spectrum of FAM interventions in
pediatric settings from prenatal to adolescent stages
will offer the greatest opportunity to ensure all children
have access to enough healthful food so they can
achieve their highest potential in life.

Population health
contribute toward the higher risk of developing
chronic conditions in thoseexposed to food insecurity
[5]. In 2022, rates of food insecurity were significantly
higher than the previous year, at 12.8% of United
States (US) households and 17.3% of households with
children [1]. In children, food insecurity is associated
with poor diet quality [6], poor health [7], excess
healthcare utilization [8,9], and lower cognitive per-
formance [10]. Also, households experiencing food
insecurity have approximately $2400 greater annual
healthcare expenditures versushouseholds experienc-
ing food security [11

&

]. Given the strong association
between food insecurity and child health, it is critical
that healthcare providers screen for food insecurity as
part of routine care delivery, provide interventions to
address food insecurity for patients, and advocate for
resources to address food insecurity to improve pedia-
tric health from birth into adulthood [12].

Although quality nutrition has always been a
part of definitions of food insecurity, recently, the
United States Department of Agriculture has defined
“nutrition security” as the consistent accessibility,
availability, and affordability of foods that promote
well being [13]. Nutrition security is an important
consideration because the majority of U.S. children
do not consume the recommended amount of fruits
or vegetables [14]. Additionally, 70% of calories
consumed by all children are ultra-processed foods
[15] which are associated with an increased
24 www.co-pediatrics.com
cardiometabolic and mental health risk [16]. The
past two decades have seen an alarming rise in rates
of diet-related chronic diseases inU.S. children, with
the rates of type 2 diabetes among children doubling
to a prevalence of 0.67 per 1000 [17], the rate of
overweight and obesity increasing to 35% [18], and
nearly 10% of children now having elevated blood
pressures [19]. Considering poor diet and obesity in
childhood often continue into adulthood, and the
cost of diet-related chronic diseases in adults is
estimated to be over 1 trillion annually [20], there
is great motivation to improve child nutrition to
prevent and reverse diet-related chronic disease risk
in children.
A background on federal nutrition programs
and their impact on child nutrition and
health

FNPs play an essential role in supporting food and
nutrition security and are a powerful tool for disease
prevention. FNPs offer support across the pediatric
age continuum, including Supplemental Nutrition
Assistance Program (SNAP) for all ages, the Special
Supplemental Nutrition Program for Women,
Infants, and Children (WIC) from prenatal to 5years
old, and school meals programs, including the
School Breakfast Program and the National School
Lunch Program, covering all school-age children
(which typically begins around 5years old), and
the Child and Adult Care Food Program (CACFP)
and Summer Nutrition programs supporting chil-
dren 0–18years old (see Fig. 1).

Supplemental Nutrition Assistance
Program

SNAP use in households with children is associated
with improvements in healthy food access [21],
academic achievements [22], and self-reported
health and excess healthcare use in adults [23].
Enrolling in SNAP has also been associated with
healthcare cost savings of 16–21% within the first
2 years of SNAP participation [24

&&

]. While SNAP
serves approximately 97% of eligible children [25],
there is a clear gap in enrollment and use, partic-
ularly in immigrant populations [26]. Additionally,
once enrolled, allotment amounts are often inad-
equate to support a family throughout the entire
month, potentially leading to maladaptive coping
strategies and negative health consequences [27,28].
Increases in SNAP purchasing power, such as
through increases in SNAP allotments or incentive
programs like Double Up Bucks, help reduce food
insecurity, improve diet quality [29

&

,30] and health
outcomes [31], and provides food autonomy and
dignity of choice [32].
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FIGURE 1. Food as Medicine Pediatric Implementation Continuum. This figure highlights the robustness of the pediatric
nutrition safety net with its overlapping and complementary array of programs. In the pediatric setting, various Food as
Medicine interventions can be implemented across the age continuum, from the prenatal period into late adolescence (dashed
lines). There are opportunities for overlap with more than one FNPs (e.g., WIC and Summer meals) and ideally no gaps in
access to FNPs (e.g., between WIC discontinuation and eligibility for School Meals), and if there are gaps, other programs
can fill in (such as Summer or CACFP meals). In addition to FNPs, access to MTMs, MTGs, and PRx can offer a supplemental
source of nutrition and vital nutrition education. Lastly, ongoing advocacy efforts should prioritize policies and programs that
secure greater access FAM interventions and to the pediatric nutrition safety net. CACFP, Child and Adult Care Food Program;
MTG, Medically Tailored Groceries; MTM, Medically Tailored Meals; PRx, Produce Prescriptions; SNAP, Supplemental
Nutrition Assistance Program; WIC, Special Supplemental Nutrition Program for Women, Infants, and Children.
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Special supplemental program for women,
infants, and children
Decades of research support the relationship between
participation in WIC and higher diet quality, better
pregnancy and childhood health, and higher aca-
demic achievement [33,34

&

]. WIC serves 53% of all
infants born in the USA, but enrollment drops sig-
nificantly to 57% for 1-year-olds and even further
to 24% for 4-year-olds [35]. This large drop-off has
negative nutritional [36

&

] and food security [37
&

]
implications on families. Increases in WIC funding,
changes in allowable items in 2009 and 2020, WIC
farmersmarket incentiveprograms,and the increased
WIC Cash Value Benefits all provide evidence that
greater access to produce throughWICmay improve
household consumption of nutrient rich foods.

School meals

School breakfast and lunch may provide more than
half a child’s daily calorie intake and are considered
1040-8703 Copyright © 2023 The Author(s). Published by Wolters Kluwe
to be the most nutritious meals many children
consume [38]. Federal waivers allowed schools to
offer all students meals at no charge throughout the
pandemic, resulting in increased participation in
both school breakfast and lunch. However, during
the 2022–2023 school year, most schools returned
to the traditional, tiered-eligibility system and
school meal participation significantly dropped to
88%. Furthermore, 54% of public schools nation-
wide reported a decrease in both breakfast and lunch
schoolmeal participation [39]. Declining and partial
participation in school meal programs hinders stu-
dents’ access to healthful foods, particularly fruits
and vegetables.

Child and adult care food program

An estimated 60% of children under 6 years-old
attend approximately 27h per week of child care,
making daycares an important venue for healthy
meals. The CACFP program offers meals in after
r Health, Inc. www.co-pediatrics.com 25



Population health
school programs and in daycare settings for young
children. School and daycare participation in CACFP
meals is associated with higher diet quality and food
security [40

&

]. Daycare centers that participate in
CACFP must adhere to federal nutrition guidelines
based on the Dietary Guidelines for Americans that
support a greater variety of produce, whole grains,
lean proteins, and low-fat dairy, while limiting
saturated fat and added sugar. As a result, these sites
are likely to provide more nutritionally supportive
foods compared to non-CACFP participating sites.

Summer nutrition programs

Summer nutrition programs, which include the
Seamless Summer Option, the Summer Food Service
Program and the Summer-EBT, are critically impor-
tant to children from households with low incomes
as food insecurity rates increase when students lose
access to school meals. Recently, the United States
Department of Agriculture (USDA) established a
new, permanent summer nutrition program starting
in the summer of 2024 called Summer-EBT [41],
which is estimated to benefit almost 30 million
children nationwide.

Role of the healthcare provider

Given the scope and benefit of Federal Nutrition
Programs (FNPs) for pediatric nutrition and health it
is critical that healthcare providers maximize access
and participation in these important programs for
families in need. Pediatric healthcare providers can
support families experiencing food insecurity by
screening for food insecurity and connecting chil-
dren to FNPs by sharing accurate information about
the programs, highlighting their nutritional quality,
advocating against stigma associated with partici-
pation, and connecting families to the full spectrum
of programs. Better integration and co-location of
FNP service support (enrollment and reauthoriza-
tion) within healthcare systems may prompt clini-
cians to more consistently refer families to FNPs and
enhance accessibility of these services for families,
which may ultimately increase FNP participation
and support all families in getting the healthy nutri-
tious food they need. While clinicians may not have
the capacity to directly connect families to extensive
resources during clinic visits, referrals to other essen-
tial staff (such as social workers, patient navigators,
or community health workers) or external CBOs
may be very effective ways to connect families to
necessary resources.
A background on food as medicine

There are clear nutrition and health benefits of
FNPs, however, barriers such as access, participation,
26 www.co-pediatrics.com
and adequacy limit their reach and effectiveness, so
additional support is needed. Addressing pediatric
food insecurity and nutrition security in a health-
care setting may result in health improvements and
potential cost savings. In the clinical setting, our
research group and others have focused on efforts to
address pediatric food insecurity and fruit and veg-
etable intake by increasing access to produce and
offering nutrition education for families within the
healthcare system [42,43]. However, despite some
success, pediatric interventions to increase fruit and
vegetable consumption often report difficulty
improving child eating habits, especially vegetable
consumption [44

&

], and little is known regarding the
optimal healthcare-based strategy (i.e., dose, imple-
mentation strategy, length of treatment, scalability)
to effectively address food insecurity and nutrition,
and whether such interventions impact long-term
healthcare outcomes and cost in children.

Decades of research provide evidence that
addressing diet-related chronic disease with diet
modifications prevents chronic disease such as car-
diovascular disease [45] and cancers [46]. Pediatric
providers understand well that “an ounce of pre-
vention is worth a pound of cure”; however, the
integration of dietary interventions within health-
care systems has only recently become a priority.
With the emergence of value-based care and pay-
ment models, which link healthcare provider pay-
ments to the quality of care delivered, interventions
that prevent both the onset and exacerbation of
chronic conditions are becoming more of a priority
for the healthcare system. A strategy that has
emerged as a promising avenue to effectively pre-
vent and manage diet-related chronic diseases
through mitigation of risk factors like poor diet
and food insecurity is “Food as Medicine” (FAM)
also known as “Food is Medicine.” FAM interven-
tions are designed to work within and alongside the
healthcare setting to prevent, manage, and treat
diseases by providing high-risk patients with greater
access to high-quality foods and nutrition educa-
tion. FAM interventions are often categorized
into five levels: Medically Tailored Meals (MTM),
Medically Tailored Groceries (MTGs), Produce Pre-
scriptions (PRx), FNPs, and Population/Commun-
ity-level food policies and programs [47]. While
most of these interventions are applicable across
the entire pediatric age spectrum, a few interven-
tions within the FNP realm are uniquely tailored to
specific pediatric age groups as illustrated in Table 1.
In addition to providing food resources, core to FAM
interventions is inclusion of meaningful passive or
active culturally tailored nutrition education and
counseling through materials or from a Registered
Dietitian, or other experts and trusted community
Volume 36 � Number 1 � February 2024



Table 1. Example advocacy opportunities for healthcare providers (Clinicians, Health Systems, Accountable Care

Organizations, and so on) to support food as medicine initiatives for children

Food as medicine
intervention Advocacy considerations

Local
level

State
level

Federal
level

Medically Tailored Meals
(MTM)

Expand Centers for Medicaid and Medicare Services (CMS) coverage and
flexibilities around food as medicine initiatives and encourage states to utilize
thema

X X

Support historically and economically marginalized farmers and distributors
through collaboration and consistent purchasing of food for intervention
distributiona

X X X

Medically Tailored Groceries
(MTG)

Support clinic food pantries providing MTGs through partnerships with food banks
or other food delivery vendors

X

Produce Prescriptions (PRx) Build relationships with local food hubs, grocers, or farmers markets to streamline
produce deliveries

X X

Partner with food growers and distributors who prioritize equitable and
sustainable practices to help build a better food system that rewards climate-
smart and environmentally friendly practicesa

X X X

Federal Nutrition Programs Permanently offer all children access to healthy meals throughout the school day
and summertime

X X

Support Special Supplemental Nutrition Program for Women, Infants, and
Children (WIC) enrollment and utilization (such as co-locating services within a
healthcare setting)

X X X

Support extension of WIC age eligibility to support children starting kindergarten
at age 6 years old

X X

Population/Community Health
Food Policies & Programs

Support automated processes to ease enrollment, share applications for Medicaid
members to enroll/recertify for desired eligible federal nutrition programs

X X

Nutrition Education &
Counseling

Encourage food insecurity screening and intervening as part of standard dietary
assessment and management protocol

X

aApplicable for Medically Tailored Meals, Medically Tailored Groceries, and Produce Prescriptions.
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leaders. As such, FAM interventions benefit from
partnerships between healthcare providers, clinic
staff, and Community-Based Organizations (CBO).
Food delivery FAM interventions (MTM, MTG, and
PRx) addressing food insecurity have been associ-
ated with positive clinical outcomes and healthcare
utilization and cost in adults, but data regarding
these FAM interventions in pediatric populations
are limited [48

&

].
The goal of the following sections of this narra-

tive review is to explore FAM strategies for pediatric
populations, which we have identified across the
pediatric lifespan, from the prenatal period into
late adolescence (Fig. 1). This figure highlights the
robustness of the pediatric nutrition safety net with
its overlapping and complementary array of pro-
grams. In the pediatric setting, various FAM inter-
ventions can be implemented across the age
continuum, from the prenatal period into late ado-
lescence (dashed lines). There are opportunities for
overlap with more than one FNPs (e.g., WIC and
Summermeals) and ideally no gaps in access to FNPs
(e.g., between WIC ending and eligibility for School
Meals), and if there are gaps, other programs can fill
in (such as Summer or CACFP meals). In addition to
1040-8703 Copyright © 2023 The Author(s). Published by Wolters Kluwe
FNPs, access to MTMs, MTGs, and PRx can offer a
supplemental source of nutrition and vital nutrition
education. Additionally, ongoing advocacy efforts
should prioritize policies and programs that secure
greater access FAM interventions and to the pedia-
tric nutrition safety net. We offer insights into
potential opportunities for healthcare providers to
obtain funding and implement FAM policies and
programs for children and families experiencing
food insecurity and diet-related diseases.
Food as medicine strategies and
considerations for pediatric healthcare
providers
Medically Tailored Meals

MTMs are the most intensive and require the largest
up-front, per patient cost of the FAM interventions.
The goal of MTMs is to provide prepreparedmeals to
vulnerable individuals with chronic conditions who
may struggle with daily activities such as cooking or
grocery shopping. MTMs are treatment-focused,
providing meals that adhere to evidence-based diet-
ary recommendations for a given chronic disease
r Health, Inc. www.co-pediatrics.com 27



Population health
and are often designed by a Registered Dietitian
and culinary experts. US-based, adult-focused
MTM interventions have reported improvements
in FI, diet quality, health outcomes, rates of hospi-
talization, medication adherence, and healthcare
cost [49–52,53

&

].
To our knowledge, there are no pediatric-

focused MTM interventions that have published
results. However, it appears the opportunities for
pediatric-based MTM interventions are on the hori-
zon. The Food is Medicine Coalition (FIMC), an
advocacy group supporting MTMs nationwide, has
issued guidelines around MTM standards and offers
an accelerator program to help nonprofits launch
MTMs in their communities. An organization deliv-
ering MTMs in the Washington, District of Colum-
bia, metro area, “Food and Friends,” has suggested
clinical criteria for delivering MTMs for children
[54]. At the federal and state government level,
the Centers for Medicare & Medicaid Services
(CMS) allow demonstration waivers as a path to
expanded coverage of nutrition services to include
home delivery of healthy meals for children or
pregnant women. The Medicaid 1115 waiver has
been initiated to expand services for pediatric pop-
ulations in 6 states: Arkansas, Massachusetts, New
Jersey, North Carolina, Oregon, and Washington
[55].

Currently, the opportunity for pediatric health-
care systems to offer MTMs is largely funded by
philanthropy such as national child antihunger
organizations or national health promotion organ-
izations. The opportunity to partner with state CMS
agencies and other healthcare payers to offer MTMs
(and other food delivery interventions) to children
is limited to small pilots due to cost and complexity.
If proven effective, however, the ultimate goal
would be for wider coverage of food delivery inter-
ventions, including MTMs, as medical interven-
tions. Until then, health providers could explore
collaborations with philanthropic foundations or
insurance payor pilot studies.

Medically Tailored Groceries

MTGs provide produce and other healthy food
options (i.e., whole grains, legumes/beans, lean pro-
teins, etc.) to patients with diet-related disease or
risk factors who are capable of preparing their own
meals. When implemented in the healthcare set-
ting, eligible patients are offered MTGs in partner-
ship with farmers markets, grocers, or CBOs, such as
food banks/pantries or food hubs, which may be co-
located within clinics to enhance access for patients
[56]. US-based MTGs have reported improved diet-
ary quality, medication adherence, and HbA1c in
adults [57

&

,58,59,60
&&

].
28 www.co-pediatrics.com
Data in pediatric populations are sparse and the
studies that have been conducted are primarily
small, pilot, feasibility studies [61

&

]. Two MTG stud-
ies have reported pediatric outcomes, which
included increased child acceptance of grains, veg-
etables, and legumes and whole grain intake [59],
and self-reported improvements in food access,
nutrition knowledge and behaviors [62].

With the emergence of studies reporting poten-
tial benefits of MTGs and their relative lower cost
and complexity compared to MTMs, MTGs may
become increasingly appealing to healthcare sys-
tems that are interested in addressing food insecur-
ity and nutrition security in at-risk populations.
CBOs can serve an integral role in theMTGs delivery
model; however, as these organizations have limited
staffing and capacity, adequate support must be
invested in community partners to ensure they have
the appropriate infrastructure and funding to part-
ner effectively. Funding opportunities are similar to
those described for MTMs.

Produce Prescriptions

The National Produce Prescription Collaborative
(NPPC) defines PRx as a prescription generated by
a healthcare provider or health insurance plan, ful-
filled through a food retailer, that enables patients
to access healthy produce with no added fats, sugars,
or salt, at low or no cost to the patient [63]. In adults,
PRx interventions are associated with improved
food security, healthier food purchasing and con-
sumptions, improvements in disease metrics
(HbA1c, blood pressure, BMI), and financial benefits
for patients [64,65,66

&&

]. Despite these positive out-
comes, PRx studies have identified some barriers to
utilizing prescriptions thatmust be considered, such
as ease of voucher use, redemption or “fulfillment”
location or transportation issues, and a lack of
knowledge and skill regarding produce preparation
[42,67

&

,68,69].
Pediatric-focused PRx studies have shown pos-

itive associations with food insecurity [66
&&

,69–73],
produce consumption [42,66

&&

,69–71,73–75], and
BMI in children who have obesity [70], while other
pediatric studies have shown no relationship with
BMI [66

&&

]. Recently, the largest multisite PRx proj-
ect published findings from 2064 adults and 1817
children (2–17years old) at risk for or with cardio-
metabolic disease and food insecurity. This study
reported increased produce intake, enhanced self-
reported health status, and improved food security
in adults and children. While they reported
improved HbA1c, hypertension, and BMI in adults,
they reported no statistically significant change in
thesemetrics in children [66

&&

]. Although the reason
behind the lack of significant results in children was
Volume 36 � Number 1 � February 2024
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not explained, the study was likely underpowered to
detect a significant change. Additionally, metabolic
abnormalities are less common and often less severe
in children, making them harder to detect and
change. Because health outcomes like metabolic
changes are not likely to change in response to
pediatric PRx interventions, proxy measures could
be used as an indicator of intervention impact in a
relatively healthy pediatric population. Such behav-
ioral proxy measures include change in fruit and
vegetable consumption but could also include
changes in child preference and acceptance of pro-
duce and changes in culinary and nutrition skills
and knowledge. These outcomes have been reported
in pediatric PRx interventions [67

&

,68,75] and a self-
selection PRx intervention in adults [76

&

]. Nearly all
pediatric PRx studies published to date have been
feasibility or qualitative studies, therefore critical
questions remain regarding how to best implement
PRx interventions, the ideal target population, dose
and duration, theminimum standards for a redemp-
tion or fulfillment setting, and the long-term impact
on pediatric health and health proxy outcomes,
healthcare utilization, and cost.

Much like MTGs, PRx offers a tangible oppor-
tunity to address pediatric health and social needs
with a more reasonable cost and ease of implemen-
tation compared to MTMs and requires strong part-
nerships with CBOs. Funding opportunities are like
those described for MTMs and MTGs and addition-
ally, federal grants from the USDA fund PRx pro-
grams in clinic settings across the country [29

&

].

Considerations for pediatric-based
Medically Tailored Meals, Medically
Tailored Groceries, Produce Prescriptions
interventions

There is still a lot to learn about implementation and
evaluation of best practices for these pediatric FAM
interventions and additional research within pedia-
tric patients is needed. It is not yet clear what food
prescription FAM interventions are most appropri-
ate or effective for different age ranges. A child’s
specific medical condition or social circumstances
may be an appropriate criterion for FAM interven-
tion selection. For example, MTM, MTG, and PRx
intervention can apply to patients with Type 1 or
type 2 diabetes mellitus or with a rapid weight gain
trajectory because these are conditions that are
often responsive to changes in diet. MTMs, MTGs,
and PRx are typically prescribed to individuals;
however, they may be more effective if provision
of food can also meet the needs of vulnerable
children in the home. A recent change to the Mas-
sachusetts Medicaid program enables adjustments
of nutrition support benefit size based on household
1040-8703 Copyright © 2023 The Author(s). Published by Wolters Kluwe
size, so therewill eventually be empirical data to test
this hypothesis. Regarding evaluations, change in
clinical health outcomes, utilization, and cost met-
rics can take many years to manifest in a young,
relativelyhealthypediatric population. If evaluators
use the same outcome metrics to assess adult and
pediatric FAM interventions, we miss a major
national opportunity to influence developmental
trajectories and prevent future disease risk
in children. Pediatric FAM interventions should
measure impact by quantitatively and qualitatively
assessing change in behaviors, food insecurity, qual-
ity of life, engagement with primary and emergency
care, knowledge and attitudes about healthy behav-
iors, and program reach, engagement, and partici-
pation with shared metrics with a focus on
prevention outcomes. To maximize the collective
impact of these interventions, results should be
shared publicly so policymakers canmake informed
decisions about funding for FAM as a covered bene-
fit through healthcare. It is very likely that primary
prevention of chronic disease in children now will
ultimately save money on costly healthcare treat-
ments for diet-related chronic disease in the future.

Population/community health food
policies and programs

FAM approaches at the policy level reach the widest
audience and are focused on prevention and pop-
ulation health. Healthcare providers can engage in
FAM intervention at this level by supporting poli-
cies that aim to increase access and adequacy of
MTMs, MTGs, PRx, and FNPs, which we summarize
in Table 1. The list of opportunities is not exhaus-
tive. We highlight potential actions at federal,
state, and local levels that may promote greater
access to the nutrition and economic safety net
for families with children. FAM policies can priori-
tize efforts that support local and sustainable food
systems to support local economies and the health
of the planet.
CONCLUSION

FAM interventions have gained momentum over
the last few years. Thus far, FAM has mainly focused
on adults, and although this work is essential, it will
not always directly translate to pediatric popula-
tions. It is important for pediatric-focused FAM
interventions to measure impact beyond laboratory
and anthropometric shifts, but also assess health
proxy outcomes and changes in behaviors, quality
of life, food security, and engagement with the
healthcare system, and when possible, engage the
whole family unit. The effects of food insecurity,
nutrition insecurity, and diet-related chronic
r Health, Inc. www.co-pediatrics.com 29
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disease will be cumulative on young children and to
improve long term health and curb costs early pre-
vention is necessary. To make the case that these
interventions are effective, they must be rigorously
evaluated in pediatric settings by multidisciplinary
teams and collaborations. Applying the entire spec-
trum of FAM interventions in pediatric settings from
prenatal to adolescent stages will offer the greatest
opportunity to ensure all children have access to
enough healthful food so they can achieve their
highest potential in life.
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