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The Right to Food: Building Upon “Food Is Medicine”
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INTRODUCTION
During the past decade, the “food is medicine”
movement has captured momentum and suc-
cessfully acted upon evidence that a nutrition-

ally adequate diet supports better health outcomes.
Despite progress being made in integrating provision
of food into healthcare services, there are on the ground
limitations of “food is medicine” interventions that
need to be acknowledged as barriers to creating lasting
change. Goals must now expand beyond remediating
the physiologic impacts of a poor diet and reducing
associated healthcare costs and evolve toward the larger
goal of promoting health over the long term. To do so,
the authors advocate for adoption of a framework of
thinking and action based upon the concept of the right
to food,1 a concept embodied in international law and
undergirded by rich philosophical and moral traditions.
The healthcare sector can help lead change toward the
recognition of food as a human right upheld by systems-
level protections. Although the healthcare sector alone is
not responsible for this needed paradigm change, it can
help to inspire it, especially in light of the COVID-19 pan-
demic and resulting economic fallout.
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CONTRIBUTIONS AND LIMITATIONS OF
“FOOD IS MEDICINE” INITIATIVES
In 2018, an estimated 11.1% of U.S. households were food
insecure.2 Food insecurity and poor diet quality result in
higher prevalence and poorer management of chronic dis-
eases, accounting for billions of dollars in annual medical
costs.3 This recognition has catalyzed the health sector’s
interest in “food is medicine” interventions. Some of these
interventions focus on efforts to prescribe food or meals
as part of health care for patients with complex illnesses
who have special dietary needs, such as those with diabe-
tes or congestive heart failure. The prescription of food in
these contexts may improve self-management, reduce
hospital admissions, and lower healthcare costs.4 Other
“food is medicine” interventions focus more broadly on
lower-income patients. These interventions include
screening patients for food insecurity during well visits,
tracking food insecurity as a risk factor for poor outcomes
in the electronic health record, and referring food-inse-
cure patients to community resources or federal nutrition
programs.
Although numerous “food is medicine” interventions

are being tested, some with success, there are practical
limitations that threaten their long-term impact. First,
many are funded by short-term grants. The energy
required to sustain patchwork funding is substantial and
threatens the long-term viability of many programs. Sec-
ond, many are implemented with a goal of demonstrat-
ing a return on investment. This focus has resulted in
the concentration of resources to meet immediate food
needs on a relatively small, already chronically ill popu-
lation among whom a return on investment may be
quickly observable. Yet, systems-level interventions will
likely generate a much larger, albeit slower, return on
investment. For example, Supplemental Nutrition Assis-
tance Program (SNAP) and Special Supplemental Nutri-
tion Program for Women, Infants, and Children (WIC)
enrollment early in life is likely to have an enormous
return on investment over a lengthy time horizon, given
strong evidence that this intervention improves health,
reduces metabolic syndrome, and improves economic
self-sufficiency decades later.5 Third, the duration of
time in which many people exposed to “food is medi-
cine” interventions receive services is inadequate to gen-
erate lasting impacts. Prescription produce programs are
now widespread and can provide healthy food to meet
ons.org/licenses/by-nc-nd/4.0/).
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immediate needs. However, such programs generally
offer support for a small number of weeks or months
and lack infrastructure to connect individuals to safety
net programs that may stabilize household food security
in the long term.
Finally, even when infrastructure to connect patients

to safety net programs does exist, efforts frequently still
fail because they are designed with the assumption of
individual agency within a resource-constrained envi-
ronment. For example, many “food is medicine” inter-
ventions facilitate patient enrollment into SNAP or
other community programs. However, the approach is
deeply limited by fragmentation and inadequate funding
of the social safety net, failure to address patient-identi-
fied barriers to engaging with available resources, and
limited provision of reciprocal support for community
organizations (such as food banks or home-delivered
meals programs) that generally provide the food in these
interventions.6

Although “food is medicine” efforts are well inten-
tioned and recognize the important contribution of food
to health, they are fundamentally flawed by their failure
to address structural determinants of food insecurity,
including limited educational opportunities, unemploy-
ment, lack of a living wage, structural racism, and an
inequitable food system. Thus, when these studies,
pilots, and programs end, they rarely have lasting impact
for individuals or communities. Meanwhile, concentrat-
ing more resources in the healthcare system rather than
systems better oriented toward population health (e.g.,
public health, education, and a social safety net) may
ultimately do more harm than good.
Therefore, one must ask some difficult questions:

How can the healthcare sector fully recognize what has
been learned from the “food is medicine” movement
while simultaneously pushing for long-term, structural
change? How can this sector lead the movement toward
systems-level changes that support adequate nutrition at
all stages of health?
MOVING TOWARD FOOD AS A HUMAN
RIGHT

Despite societal acknowledgment of the special impor-
tance of food to health, the U.S. does not officially recog-
nize food as a universal human right nor support systems
ensuring universal access to adequate nutrition. However,
there is strong precedent for this approach. The recog-
nition of food as a human right was codified in interna-
tional law, together with the right to health and other
rights, by the United Nation’s Universal Declaration of
Human Rights (1948), specifically the International
Covenant on Economic, Social, and Cultural Rights
(1966).
The philosophical foundations of these documents

offer a structure for understanding food as both a legal
and moral right. The legal right to food is based on the
philosophical tradition of moral universalism. Moral
universalism posits that there are universal truths on
which all people, regardless of nationality, can agree.7

This tradition informs and justifies individual and col-
lective action to secure the necessary conditions for a
minimally good life, which are agreed to be universal
moral norms. Such conditions include, for example,
freedom from torture, access to health care, and access
to nutritionally adequate food.
Applying a human rights approach to food facilitates

engagement and alignment of multiple sectors in a change
process that can enable all people to meet their need for
nutritious food across the life course.1 This approach does
not respond to people in need of food out of generosity,
with a limited focus on autonomy or dignity. Instead, a
rights-based approach elevates systems, supported by
society at large, that create conditions whereby individuals
can provide for themselves. It would require the health-
care sector to adjust its thinking within and then beyond
its own domain, identify its strengths, and then collabo-
rate with other sectors to enact practices and policies that
remove the social, economic, agricultural, and educational
barriers impeding the right to food.
The Office of the High Commissioner for Human

Rights identifies 5 tenets of a right to food approach.
Although the intended audience is government bodies,
they suggest responsibilities that the healthcare sector
can uphold to move the “food is medicine” movement
toward a human rights approach1:

1. facilitating social and economic environments that
support human development;

2. strengthening people’s access to adequate nutritious
food through activities that enable them to ensure
their own livelihood;

3. respecting access to adequate food and preventing
barriers that impede peoples’ ability to acquire food;

4. providing nutritious food (or money for food)
directly, in situations where individuals and commu-
nities are unable to provide for themselves; and

5. protecting individuals from interference by third par-
ties in actions to meet their need for adequate nutri-
tious food.
AWAY FORWARD

The healthcare sector is responding to significant patient
need through “food is medicine” interventions (Tenet
www.ajpmonline.org
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4). Yet, on the ground lessons demonstrate that it must
move beyond screen and intervene and prescription
models that meet the immediate needs of some patients
and are limited in their provision of long-term solutions
for a broader patient population. Tremendous economic
power and influence lie within the healthcare sector. A
rights-based shift that is championed by health care and
influential in healthcare sector operations and policies
can set a powerful example.
Although this work will be complex, proceed slowly,

and rely on leadership and generation of trusting rela-
tionships, there are immediate steps the healthcare sec-
tor can take to align its actions with the right to food
approach. First, healthcare systems have invested in
patient navigation systems to connect patients to com-
munity-based resources. To facilitate environments that
support human development as outlined in Tenet 1,
healthcare systems can follow the examples of hospitals
in San Francisco, Boston, and Detroit that identify as
anchor institutions, seeking out employees from low-
income neighborhoods and providing a living wage, sta-
ble hours, and opportunities for training and advance-
ment.8 These activities break down barriers to
employment and advancement, strengthening the capac-
ity of community members to ensure their livelihood
and thus provide food for their household (Tenet 2).
Second, federal law requires nonprofit healthcare

systems to address community needs as a condition of
tax exemption. The law sets forth a rational, realistic
framework for conducting a sound multisectoral needs
assessment (community health needs assessment
[CHNA]).9 The CHNA process is an opportunity to
engage multisector partners and identify social and
economic patterns that contribute to poor health out-
comes in a local community. A rights-based approach
would emphasize Tenets 1 and 2 through the following
actions in the CHNA process:

1. conducting research on federal, state, and regional
social and economic conditions that create and sus-
tain environments conducive to enabling all people to
feed themselves;

2. training healthcare sector staff conducting CHNAs in
health equity to minimize unintended consequences
that increase health disparities; and

3. meaningfully investing in identified systems gaps
in partnership with other sectors and community
partners.

Third, healthcare systems can adopt policies and prac-
tices that further promote a sustainable food system
(Tenet 3).10 For example, hospital food procurement
policies should encourage purchasing of food from
October 2020
vendors that prioritize the purchase of regionally grown
food and minimize food waste. These policies should
require food service management contractors to adhere
to the same guidelines.
Fourth, healthcare systems should inform and pro-

mote local, state, and federal government policies that
protect people in need of food in an emergency, or in
circumstances when self-provision is beyond their
ability, in a way that strengthens the food system and
reduces poverty and structural racism (Tenets 4 and 5).
For example, healthcare leaders should voice the delete-
rious health (and nonhealth) effects of failing to provide
nutritious school meals to food-insecure children, limit-
ing eligibility for SNAP benefits, and shortening recerti-
fication periods for seniors on SNAP. They should also
voice the deleterious effects of policies that entrench
poverty and structural racism (Tenet 5), the root causes
of food insecurity. Such activities will require deep per-
sonal investment and training.
Finally, healthcare leaders can support strategies and

partnerships that result in enrollment of Medicaid bene-
ficiaries into federal nutrition programs (i.e., SNAP and
WIC) that are proven to support health and well-being
(Tenet 3). These policies may be implemented more effi-
ciently by supporting streamlined enrollment into multi-
ple safety net programs instead of a component of screen
and intervene programs. The healthcare sector can learn
from the example of Children’s Hospital of Denver: 85%
of their primary care clinic families were insured by
Medicaid, yet most were not enrolled in SNAP or WIC.
In response, they hired a human service enrollment
specialist to enroll families in all eligible federal bene-
fits. Leveraging Medicaid expansion infrastructure to
enroll patients based on eligibility would improve
well-being, food security, and economic security without
overburdening the clinical delivery systems.
CONCLUSIONS

The internationally recognized right to food6 offers a
framework for a paradigm shift that builds on the successes
of the “food is medicine” movement while acknowledging
the movements’ limitations. The approach transcends frag-
mented and short-term responses to food insecurity that
are now too narrowly defined. A rights-based approach
allows for recognition of the principles of self-determina-
tion, sustainability, and human dignity to drive long-term
solutions for a more just society.
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