Resource Guide
All In: Data for Community Health Webinar Showcase
Nemours’ Children’s Health System Present Webinar Spotlight on Co-Creating a
New Vision for Health & Wellness
Thursday, May 13 from 11:00 a.m. - 12:00 p.m. CST with deep dive session from 12:00
p.m. - 12:30 p.m.
Webinar Description & Learning Goals
All In: Data for Community Health Webinar Spotlight on Co-Creating a New Vision for
Health & Wellness: How Population Health Networks, With Partners from the Health
Care Sector, Are Re-Defining What Collaboration Looks Like
Join Nemours Children’s Health System and leaders from population health networks
for a discussion on challenges and solutions of launching cross-sector networks, and
co-creating a new vision for what healthy, thriving communities look like. Members of
Partners for a Healthier Paterson (Paterson, NJ) and Sharswood THRIVE (Philadelphia,
PA) will join Nemours for a panel discussion. The presentation focus on three
discussion topics, with each topic including examples of how community residents and
those the network seeks to serve are being engaged in meaningful, authentic ways.
After this session, participants will be able to:
1. Articulate potential challenges and solutions to co-creating a shared vision of health
and wellbeing for the community served by the network.
2. Articulate one or more examples of ways networks can embed a focus on health and
racial equity into network decision making structures and work flows.
3. Access tools / resources used by presenters to carry out the work they described in
the presentation.

Session objectives and learning goals:
1. Articulate potential challenges and solutions to co-creating a shared vision of health
and wellbeing for the community served by the network.
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2. Articulate one or more examples of ways networks can embed a focus on health and
racial equity into network decision making structures and work flows.
3. Access tools / resources used by presenters to carry out the work they described in
the presentation.

Presenter Bios
Philabundance
Mary Gainer, is the Director of Research and Evaluation for the Ending Hunger for
Good department. She has been with Philabundance since 2003, serving as Director
Agency Community Relations, and Director Reporting & Analysis. Prior to
Philabundance, her experience includes marketing, constituent relations, and IT with the
Association of American Medical Colleges, the National Education Association, Conrail,
and the Vanguard Group. She is one of the founders of MANNA. She has a Bachelor’s
degree from American University and an MBA from Stanford University.
New Jersey Community Capital
Hanaa A. Hamdi, Ph.D., is currently the Direct of Health Impact Investment Strategies
& Partnerships at NJ Community Capital. In this role, she directs the development and
implementation of NJCC’s emerging community health investment and development
strategies
with regional and national, and health-focused partners, supporting the organization’s
holistic approach to neighborhood revitalization. Most recently she served as the
inaugural national Public Health Director at The Trust for Public Land, she where she
directed park planning, design and investments for healthy and inclusive communities,
in 35 cities across the US.
Dr. Hamdi is former health director for City of Newark, where she simultaneously
oversaw the Departments of Public Health and Human Services, Social &
Environmental Services, and served as the CEO of the Mary Eliza Mahoney Health
Centers, the City’s co-affiliate community-based medical centers.
Prior to her work with the City of Newark, Dr. Hamdi was assistant professor of Family
Medicine at Rutgers New Jersey Medical School, and Senior Research Fellow at the
Rutgers School of Nursing.
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With more than two decades of public health research and practice, Dr. Hamdi has
dedicated her career to advancing health equity in low-income and communities of
color. She holds a joint PhD in Public Health and Urban Planning from Rutgers
University and New Jersey Institute of Technology. Her research examines the impact
of social and structural inequities on health. More specifically, her work focuses on the
interaction of community design, neighborhood features and population health
outcomes.
Hanaa is a native Eritrean. She grew up in San Diego, California and currently lives in
New Jersey.
Nemours Children’s Health System
Kate Burke Blackburn, MSW, Kate has spent her career promoting community and
population health. She has worked in the health care sector for more than 20 years,
initially leading the adolescent health promotion efforts of a countywide health system
via strategies focused on the social determinants. Her interest in health care’s
movement toward addressing root causes of disparities to improve the health- and
health-related outcomes of the communities they serve led her to join Nemours’
National Office of Policy & Prevention. The National Office collaborates with partners
across the country to spread and scale policies, programs and practices that create
healthier environments in the places children live, learn and play—with an emphasis on
strategies addressing non-medical determinants of health. Relevant to today’s session,
Kate’s current portfolio of work includes exploring health care’s changing role in
population health networks, and accelerators within such cross-sector partnerships. Ms.
Blackburn received her undergraduate degree from West Chester University and her
master’s degree from Temple University. She resides in the greater Philadelphia region.
Nemours Children’s Health System
“Bilal Taylor, MPA, has spent 20 years developing, implementing and evaluating the
efficacy of programmatic and systems-level interventions that enhance the quality of life
of underserved youth & families. His interest in how multi-sector partnerships can help
address structural inequality, and contribute to health equity, brought him to the
Nemours Children’s Health System in 2019. In his role as a Senior Program & Policy
Analyst, Bilal has day-to-day responsibility for the “Integrator” project that accelerates
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the adoption of best practices for multi-sector population health networks across the
U.S. working toward broad systems-change goals.”

Presenter Resources, Websites & Ideas
Moving Health Care Upstream Resources
Population Health Integrators project landing page
Moving Health Care Upstream tools & resources
Network Profiles and Achievements Overviews of networks in Nemours 2020 Integrator
Learning Lab, including Lab-related goals and achievements. Profiles for Sharswood
THRIVE and Partners for a Healthier Paterson are included.
“Voices from the Field” video collection. A collection of short videos featuring insights
from members of the Nemours Integrator Learning Lab. Topics:
○
○
○
○

Advice on Being a Strong Network Partner;
Tools & Strategies to Accelerate Network Partners;
Strategies for Putting Health Equity Into Action;
Creating a Culture of Learning in Your Network

The Engine of Population Health Networks: Understanding & Using Integrative Activities
a paper that shares the cumulative learnings from the project
Essential Integrative Activities within Cross-Sector Population Health Networks: An
Organizing Framework a stand-alone version of Nemours’ updated framework of
integrative activities, also included in the main paper as an appendix
Collection of Tools & Resources: 2020 Integrator Learning Lab a stand-alone version of
the compendium of tools and resources used as part of technical assistance, also
included in the main paper as an appendix
Nemours 2020 Integrator Learning Lab The Integrator Learning Lab is one piece of a larger
initiative supported by The Kresge Foundation: Exploring the Roles & Functions of Health
Systems within Population Health Integrator Networks
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Tools to Address Racism and Implicit Bias
Growing an Equitable Community for our Children and Families Sample training on the
Local History of Racism/Resistance and research on implicit bias.
Black Lives Matter Join the Movement to fight for Freedom, Liberation and Justice by
signing up for updates, supporting our work, checking out our resources, following us on
social media, or wearing our dope, official gear.
TalkAbout Trayvon: A Toolkit for White People Five years ago, a teenage boy went out
for a snack but never made it home to his loving family. A grown man took it upon
himself to patrol his neighborhood and to shoot dead an unarmed, unassuming boy.
Black Lives Matter resources, toolkits & downloads
Data for Black Lives Data as protest. Data as accountability. Data as collective action.
CLASP is a national, nonpartisan, anti-poverty nonprofit advancing policy solutions for
low-income people.
Actions You Can Take to Address Racism
Know their names: Black people killed by police in the U.S.
In Memoriam: I can’t Breathe I am angry. I am anguished. I am heartbroken. I am
hallowed out. I am sick and tired of police needlessly killing black and brown people.
Human Impact Partners share recommendations and specific actions for health
departments to take to end police violence. Take action!
Working in the community? Check out the Healing in Action Toolkit by Black Lives
Matter. This toolkit was created to collate, condense and share the lessons we have
learned in ensuring that our direct actions are centered on healing justice.
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Review and learn more about the BREATHE Act - a bill where Black lives matter
through investment in housing, education, health, and environmental justice.
Support the Black Lives Matter Survival Fund: a platform that supports black families
facing economic hardship during the pandemic.
#BlackLoveLetters: Help support the historic contribution of USPS and protect the
legacy for Blacks by buying stamps and sending black love letters and postcards.
Data Sharing to Address Racial Equity
Centering Racial Equity throughout Data Integration Toolkit: This body of work seeks to
encourage shifts of awareness and practice, by centering racial equity and community
voice within the context of data integration and use.
Our Data Our Bodies We are a five-person team concerned about the ways our
communities’ digital information is collected, stored, and shared by government and
corporations.
Why Am I Always Being Researched? A Guidebook for Community Organizations,
Researchers, and Funders to help us get from the Insufficient Understanding to More
Authentic Truth

Publications from All In and All In Partners
● In December 2020, All In hosted its 4th Annual National Meeting virtually for
nearly 400 participants. Recordings are now available. See:
○ A Framework for Integrating Equity into Decision Making (Recording /
Slides)
○ Transfer of Power: Cross-sector Collaboration Moves from Institutions to
Community (Recording / Slides)
○ Disrupting Business: Building a Community-led Movement to Address
Racial Disparities in Infant Mortality (Recording / Slides)
● Listen to past All In Webinars, and access the slides and handouts below:
○ All In For A Shared Racial Equity Vision Training
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○ All In Webinar: Racial Equity Throughout Data Integration Part 3
○ All In Webinar: Racial Equity Throughout Data Integration Part 2
○ All In Webinar: Racial Equity Throughout Data Integration Part 1
● All In Podcast Season 3 is Here!
○ Episode 1: Mass Surveillance of Black Bodies & Anti-Racist Data-Sharing
an Interview with Tawana Petty
What We Have Learned From the First Wave of COVID-19 Early on during the COVID
outbreak in the US, All In saw its role as providing support to the frontlines of
community-based data sharing. Participants described their efforts to leverage the multisector relationships to move quickly together in their communities and building new
data-sharing tools on top of systems they had built for other purposes.

All In Data for Community Health
● Subscribe to the All In Newsletter
● Join the All In national learning community
● Listen to the All In Podcast

Upcoming All In Events & Opportunities

The 5th Annual All In: Data for Community Health National Meeting will be held
virtually on November 8-10, 2021. A Call for Proposals is now live. Share your
experience tackling common challenges related to multi-sector community-based data
sharing projects focused on promoting health, wellbeing, and equity. Proposals should
demonstrate examples of innovative models, successes, failing forward moments, and
lessons learned that meeting participants can apply to transform their own communities.
The deadline to submit is June 11. View complete proposals details here.
Affinity Groups
The following Affinity Groups have recently kicked off: Behavioral Health / Substance
Use Disorder Data, Developing Meaningful Measures by Centering Community Voice,
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Re-imagining Technology in Support of Cross-Sector Referral and Care Coordination. If
you missed a meeting, we encourage you to explore these groups on the All In Online
Community. If you’re interested in formally joining these groups or any others please
email miriam.castro@iphionline.org.
If you’re interested in joining the recently launched formed, Accountable Communities
for / of Health led by Sue Grinnell, Director of the Population Health Innovation Lab at
the Public Health Institute and Dana Pearlman, Social Change Facilitator and Designer,
please review it’s learning goals. The group kicks off Wednesday, May 26 from 12-1 ET.
Please register by May 25th to reserve your spot.

Save the Date for the 4th Annual CIE Virtual Summit
211/CIE San Diego proudly presents the 4th Annual Community Information Exchange
(CIE) Virtual Summit on September 8-10, 2021. Historically, our health systems and
social service delivery infrastructure have not been responsive to or inclusive of the true
needs of communities and vulnerable populations, especially people of color.
Community Information Exchanges have the potential to promote equity and inclusivity
through their community-led model. A Virtual Special Session will take place August 11,
2021 to provide an overview of the Community Information Exchange and provide preSummit networking opportunities. $350 registration rate by June 1, 2021, after June 1st
- $450. Register here and learn more.
Thank you!
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Livable wage
employment and
increased generational
wealt h

Stability Scale

Thriving

Stable
Safe
Vulnerable

Crisis

Community
Resilience

Net work of individuals
wit h higher degrees
and cert ifications

Improved
Int ergenerational
Healt h

Int egrated and
Cohesive
Neighborhood Identity

Education &
Workforce
Development

Housing

Food

Health

Public Space &
Community

Residents hav e
pathways for upward
mobility, increased
wages

Residents are home
owners or hav e secure
rental housing of choice

Residents have access to
needed and wanted food
without supplemental
food or benefits

Health is not a barrier to
residents' engagement
in work, school or family
life

Sharswood is a desirable
neighborhood in which
residents feel/are healthy
and safe

Residents hav e
increased competency,
certification and
graduation rates

Residents have access to
safe, secure, nonsubsidized affordable
housing, choice limited by
income

Residents hav e
increased food literacy
and consumption of
nutritious food

Residents have increased
use of primary care,
behavioral health and
prev entativ e serv ices

Residents hav e power
to influence change

Residents hav e
increased enrollment,
engagement, and skill
building

Residents hav e access
to affordable priv ate
housing or subsidized
housing

Residents are food
secure through
supplemental food
system

Residents are health
literate

Residents look out for
and respect each
other – creating a
community safety net

Outcomes

Existing, returning and future residents of Sharswood will live
peacefully, prosperously and as a cohesive community for
generations to come. Sharswood residents will achieve their life
goals and affect sustainable neighborhood change.

Coaching & Community Health Workers
Diversity
Youth &
Education

Equity
Public
Realm

Inclusion

Representation

Community Engagement

Adv ocacy

Agency
Engagement
and Outreach

Philabundance Theory of Change
End Hunger. For Good
Target Population
Home ownership
or rental in a
secure
neighborhood of
choice

Health does not
get in the way of
engagement in
work, school,
family life

Safe and secure
home ownership
or rental; choice
limited by income

Health rarely gets
in the way of
engagement in
work, school,
family life

Making payments
on all debts;
building savings

Affordable private
or subsidized
housing; 50% or
less of income
spent on housing

Health limits
engagement in
work, school,
family life

Making payments
on most debts;
small savings often
spent

Income covers
monthly expenses;
savings is difficult

Often not enough
to eat

Substandard
housing (i.e.,
unaffordable,
crowded,
transitional)

Barely able to
engage in work,
school, family life
due to health
needs

Behind in
payments on
some, but not all,
debts; no savings

Income insufficient
to meet monthly
expenses, limited
ability to save

Very often not
enough to eat

Homeless, couch
surfing, doubling
up, evicted

Not able to engage
in work, school,
family life due to
health needs

Has debts and
currently not
making payments;
no savings

Not currently
employed

Enough of the
kinds of food
wanted

Enough but not
always the kinds of
food wanted

Sometimes not
enough to eat

Food

Housing

Health

Current on all debt
payments; has at
least $1000 savings

Income covers
monthly expenses,
emergencies, and
allows for savings

Income covers
monthly expenses
and allows for
some savings

Impact

Thriving
Long
Term

Stable
Medium
Term

Financial

Safe
Short
Term

Vulnerable

Outcomes
&
Measures

In Crisis

Employment

Pathway to Stability

Community Engagement + Stability Coaching + Collaborative Interventions

WORKING DRAFT, MARCH 2017

IMPROVING FINANCIAL SECURITY FOR WORKING FAMILIES
Problem Statement
Data show that food-insecure working familiesi face significant economic shocks on a regular basis.
Families that are financially secure – that is, with liquid savings, no out-of-control debt, and access to
affordable creditii – are more likely to withstand these shocks. Even relatively small amounts in
savings help. One analysis found that families with a savings cushion as little as $250 to $749 are
less likely to be evicted, miss a housing or utility payment, or receive public benefits after an
economic shock. Unfortunately, many working families have low financial security. When economic
shocks hit, these families are more likely to experience food insecurity and other hardships.
Improving financial security for working families could mean the difference between food security
and going hungry.
This problem statement outlines the data on the financial security of working families. It covers three
topics:
1. Economic disruptions are quite common for working families
2. Unfortunately, many families don’t have enough saved to weather these disruptions
3. Debt is also common, and can force working families outside the financial mainstream

1. Economic disruptions are common for working families
Data show that economic disruptions
are common across the income
spectrum, and slightly more common
for low-income families. An Urban
Institute report shows that in any given
year, a quarter of all families
experience an income disruption. Lowincome households are more likely to
experience a large income drop, with
over 20 percent experiencing a drop in
income of 50 percent or more,
compared to roughly 16 percent of
middle- and high-income households.iii
Moreover, these negative income
shocks are associated with increased
food insecurity: in one study, a negative
income shock of $1,177 (the averagesized shock) increased the probability
of food insufficiency by nearly 50
percent.iv

Figure 1

Car repair is most common economic setback

Source: 2015 Pew Charitable Trusts report, “How do families cope with
financial shock?”

Certain types of economic disruptions are more common. As Figure 1 shows, car repair is the
leading cause of economic shocks, with nearly a third of all households experiencing this kind of
shock each year, followed by home repair, health, and income drops. The Urban study also
suggests that six percent of all families experience an involuntary job loss each year and five percent
have a health-related work limitation.v
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Figure 2
Median economic shock ($) and median
days of income per shock, by income

Source: 2015 Pew Charitable Trusts report,
“How do families cope with financial shock?”

Income volatility is also increasing for earners
at the lower end of the wage spectrum.
According to one estimate, the volatility of
household income increased by nearly 50
percent between the early 1970s and the late
2000s for those without a high school degree
(compared to about 30 percent overall).vi
The relative impact of common financial
shocks is also substantially higher for lowincome families. While the size of the
economic shock rises with income, the
relative impact is higher for low-income
families. As Figure 2 shows, the median size
of an economic shock represents 31 days’
worth of income for a lower-income household
compared with 10 for a higher-income group.
Not surprisingly, data also show that lowerincome households are more likely to
experience notable fallout from income drops,
such as moving onto government support or
eviction.

While these data include households that fall
outside of the working families segment, they
paint a consistent picture for low-income households. Enhancing working families’ ability to weather
economic shocks is likely to prove crucial for creating pathways out of hunger. Indeed, according to
one study, nearly 50 percent of households that experience a financial shock also have serious
financial shortfalls during the year, compared with 16 percent for those that do not experience a
shock.vii

2. Unfortunately, many working families don’t have enough savings to weather
economic disruptions
When economic shocks occur, it helps to rely on other assets such as emergency savings to cover
essential expenses. Unfortunately, many working families lack this backstop. Households with
incomes in the bottom quintile have an average of only nine days of liquid savings available (which
includes money that may be earmarked for regular monthly expenses).viii This is far less than the
value of the median economic shock, equivalent to 31 days of income, noted above.
Other non-liquid household assets are also limited, and less available in times of need. A detailed
pre-recession analysis of the assets of low-income families showed that a family in the bottom
quintile of income held $17,000 in assets, roughly a fifth of the average for the next quintile and two
percent of families in the top quintile. Renters (which make up 58 percent of working families) hold
one-twenty-fourth of the assets of homeowners.ix In addition, younger families, single parents, less
educated families, and ethnic or racial minorities hold fewer assets.x,xi
These data paint a stark picture of the assets of working families; however, low-income families can
save successfully. An evaluation of a federal program designed to incent savings (Individual
Development Accounts) showed that matching funds led to improvements in the prevalence and
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amount of household savings for low-income families.xii Notably, household income was not a strong
predictor of whether families were able to save, suggesting that savings can occur across a variety
of income levels.xiii Another international study demonstrates that poverty is compatible with asset
building, and that some individuals within poor households are able to accumulate savings over
time.xiv

3. Debt is also common and can force working families outside the financial
mainstream
Debt hardship, defined as total debts in repayment greater than 40 of household income, is much
higher for low-income families, and growing. Nearly 48 percent of families between 50 and 100
percent of the federal poverty threshold experience debt hardship, as well as 15 percent of families
between 100 and 200 percent of the federal poverty threshold.xv About a third of all adults with a
credit file have a debt that is more than 180 days past due (called a “debt in collection”), with an
average balance of over $5,178 (median balance of $1,349).xvi
When households borrow money to cover regular monthly expenses, this is considered
“unproductive debt” and can snowball, making it more difficult for low-income households to build
wealth, access affordable credit, and weather economic shocks. And families with debt have access
to fewer affordable financial tools. Debts in collection can remain on an individual’s credit report for
up to seven years, preventing future access to affordable credit.xvii These realities push families
outside of the mainstream banking system. The FDIC estimates that seven percent of all US
households were un-banked in 2015, and an additional 20 percent of households used an alternative
financial service such as “money order, international remittances, payday loans, refund anticipation
loans, rent-to-own services, pawn shop loans, or auto title loans.”xviii One study found that the
median liquid assets of families with debt living below the poverty line is $200 ($600 for families
living between 100 to 200 percent of poverty).xix
*

*

*

These data paint a picture of financial security that rivals income in importance to economic
resilience. In fact, one study found that “low-income families with savings of $2,000 to $4,999 are
more financially resilient than middle-income families without savings.”xx Greater financial security
through greater savings, better access to affordable credit, and debt reduction can thus play an
important role in helping low-income families to weather financial shocks, thereby preventing food
insecurity.

Unless otherwise stated, the term “working families” refers to food-insecure households with children under the age
of 18 where at least one member has or is seeking full-time work.
ii Experts interviewed agreed that these are the three dimensions of financial security (alongside income, which is
treated in a separate memo). In some research, financial security is defined by a threshold amount (e.g., $2,000 in
liquid assets, and/or a lack of debt exceeding 40% of income) but there is no consistent amount used in the literature.
iii McKernan, S., C. Ratcliffe, B. Braga, and E. Kalish (2016). Thriving residents, thriving cities: Family financial
security matters for cities. Urban Institute Brief.
iv Leete, L., and N. Bania (2009). “The effect of income shocks on food insufficiency.” Review of Economics of the
Household, 8(4), 505-526.
v McKernan, S., C. Ratcliffe, B. Braga, and E. Kalish (2016). Thriving residents, thriving cities: Family financial
i
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security matters for cities. Urban Institute Brief.
vi Dynan, K., D. Elmendorf, and D. Sichel (2012). “The evolution of household income volatility.” Available at:
https://www.brookings.edu/wp-content/uploads/2016/06/household-income-volatility-dynan.pdf
vii Pew Charitable Trusts (2015). How do families cope with financial shocks? The role of emergency savings in family
financial security.
viii Compared with 52 days for the top quintile. From Pew Charitable Trusts (2015). The precarious state of family
balance sheets.
ix McKernan, S., C. Ratcliffe, and T.W. Shanks (2011). “Is poverty incompatible with asset accumulation?” In P.
Jefferson (ed.), The Oxford Handbook of the Economics of Poverty. Oxford University Press.
x Soto, M. (2011). Who are low-asset low-income families? Urban Institute.
xi Carasso, A., and S. McKernan (2007). “The balance sheets of low-income households: What we know about their
assets and liabilities.” Urban Institute. Report prepared for the U.S. Department of Health and Human Series as part
of the series Poor Finances: Assets and Low-Income Households Series.
xii B. Mills, S. McKernan, C. Ratcliffe, S. Edelstein, M. Pergamit, B. Braga, H. Hahn, and S. Elkin (2016). “Building
Savings for Success: Early Impacts from the Assets for Independence Program Randomized Evaluation.” Urban
Institute Brief.
xiii Interview with Reid Kramer, February, 2017
xiv S. McKernan, C. Ratcliffe, T. Williams Shanks (2012). “Is Poverty Incompatible with Asset Accumulation?” Oxford
Handbooks Online.
xv Wagmiller, R. (2003). Debt and assets among low-income families. National Center for Children in Poverty.
xvi Ratcliffe, C., S. McKernan, B. Theodos, and E. Kalish (2014). Delinquent debt in America. Urban Institute: An
Opportunity and Ownership Initiative Brief.
xvii Ratcliffe et al. (2014).
xviii Federal Deposit Insurance Corporation (2015). FDIC National Survey of Unbanked and Underbanekd
Households: Executive Summary.
xix Wagmiller (2003).
xx McKernan, S., C. Ratcliffe, B. Braga, and E. Kalish (2016). Thriving residents, thriving cities: Family financial
security matters for cities. Urban Institute Brief.
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The Healthcare Costs of Food Insecurity
FAQ’s | July 2019

About This Document
This document provides answers to frequently asked questions about a suite of materials
produced through a collaboration between Feeding America and research experts to better
understand the geographic variation of healthcare costs associated with food insecurity. That
suite includes:
1. A study that was published July 11, 2019, in Preventing Chronic Disease, a publication of
the US Centers for Disease Control and Prevention:
Berkowitz, S.A., Basu, S., Gundersen, C. & Seligman, H.K., (2019). State-Level
and County-Level Estimates of Health Care Costs Associated with Food Insecurity.
Prev Chronic Dis. 16:18549. Available at: cdc.gov/pcd/issues/2019/18_0549.htm
This latest study builds upon earlier work by the authors that was published in 2018.
2. A Tableau dashboard that allows users to explore the geographic variability of healthcare
cost estimates at the state and county levels. The dashboard is available on Feeding
America’s Tableau Public profile. For a direct link to the dashboard, click here.
3. A short brief that accompanies the Tableau dashboard, which can be found here.
Please note that this is intended to be a living document, and we will update it with questions as
the arise.

Table of Contents
I. Study Methods………………………………………………………………………………...
1. What is the study about and why is it important?
2. What data were analyzed to produce these results and where can I access the datasets?
3. Are these results available in a table by state and county? Where do I access this?
4.

Are these data available for geographies other than the county & state level?

5.

What costs are included in the model?

6.

Who bears the burden of healthcare costs associated with food insecurity?

II. Tableau Dashboard
7.

In the dashboard, which figures represent total additional healthcare costs associated
with food insecurity and which represent costs for adults only?

8.

Why have some costs been calculated for adults only but not for children only?

9.

What do the three options in the dropdown menu in part 2 mean?

10.

In part 2, why are there three options in the dropdown menu?

11.

In part 3, how was the county-level change in healthcare costs resulting from a change
in the county-level food insecurity rate calculated?
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12.

In part 3, when the percentage point slider is set to 0, the estimated healthcare costs
include both adults and children. But If I move the slider, the change in healthcare costs
only includes the change in the adult food-insecure population. Can you explain this
difference?

13.

How much of the additional healthcare costs per food-insecure adult, $1,834, can be
tied directly to food insecurity vs. poverty or other economic factors?

I. Study Methods
1. What is the study about and why is it important?
Food insecurity, or uncertain access to food because of limited financial resources, is
associated with higher healthcare costs. However, both food insecurity prevalence and
healthcare spending vary widely in the United States. To inform public policy, this paper
estimates state-level and county-level healthcare costs associated with food insecurity and
reveals that there is substantial variation across the country. It also found that higher healthcare
costs are more strongly associated with higher food insecurity prevalence than differences in
healthcare prices or intensity of healthcare use. For the purpose of promoting greater public
health, policies and programs that support food security may reduce healthcare costs and
improve population health.
2. What data were analyzed to produce these results and where can I access the
datasets?
For the analysis, the authors used 2011-2013 data from the National Health Interview Survey
and the Medical Expenditure Panel Survey (MEPS), and 2012-2013 data from the Dartmouth
Atlas, each of which are publicly available. The authors also used 2016 data from Map the Meal
Gap 2018, which can be accessed by request to Feeding America’s research team.
3. Are these results available in a table by state and county? Where do I access this?
Results are available within the paper published in Preventing Chronic Disease. Results by
state are presented within the Tables section on page 9, and results by county are available for
download in the appendix to the study on page 11 (page numbers refer to the pdf version of the
study found here).
4. Are these data available for geographies other than the county & state level?
Map the Meal Gap provides food-insecurity estimates by Congressional District, in addition to
the state and county levels. As well, network members can request an MMG sub-county
analysis, and we will work with them, in collaboration with our lead researcher on the study,
Craig Gundersen, to produce more localized food-insecurity estimates. Geographies that can be
requested include Census places (cities & municipalities), Census tracts, zip codes, and other
types of localities.
The cost factor – or the additional annual healthcare costs per food-insecure adult – on the
other hand, is only available from the Dartmouth Atlas at the county level. Without healthcare
cost data at the sub-county level, it is not possible to accurately estimate the total additional
annual healthcare costs associated with food insecurity for geographies smaller than counties.
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5. What costs are included in the model?
The healthcare costs category includes all healthcare-generated costs, including those
associated with clinic visits, emergency department visits, inpatient hospitalizations, prescription
medications, and durable medical equipment. However, costs described are only direct costs.
Because indirect costs and downstream tradeoffs (e.g., loss in productivity) were not estimated,
the costs reported are likely conservative.
6. Who bears the burden of healthcare costs associated with food insecurity?
While more than a third of food-insecure adults in the MEPS were uninsured, about the same
percentage had private insurance, and the rest were covered by either Medicare or some other
public insurance. Deductibles can vary widely depending on insurance coverage, and so the
healthcare costs incurred by a food-insecure adult will be covered to a varying extent by their
insurance payor. If the deductible is high, this could mean that much of the additional healthcare
costs may be paid out-of-pocket by an already-struggling household. Largely, however, for
people who are insured (either through private or public insurance), most of the additional costs
of healthcare associated with food insecurity are likely borne by the insurer.
For a patient without insurance coverage to help them pay for healthcare costs, the bills they
receive from hospitals and other providers tend to be higher than for an insured patient because
there is not an insurance carrier to negotiate lower prices. For this reason, an uninsured foodinsecure patient can see their already strained finances be further damaged by an unexpected
healthcare expense.

II. Tableau Dashboard
7. In the dashboard, which figures represent total additional healthcare costs associated
with food insecurity and which represent costs for adults only?
$52.9 billion is the total estimated healthcare costs associated with food insecurity among both
adults and children in 2016.
In part 1 of the dashboard, $1,834 refers to the additional healthcare costs per food-insecure
adult, excluding children.
In part 2, the first two options in the drop-down menu, Cost per Capita and Total Cost, both refer
to costs among the overall food-insecure population (adults and children). The third option, Cost
per Food-Insecure Adult, refers to the state-level additional healthcare costs per food-insecure
adult, excluding children. Please see this question for more information on the measures in the
drop-down menu.
In part 3, when the percentage point slider is set to 0, the estimated healthcare costs include
both adults and children. But if the slider is moved, the change in healthcare costs only includes
the change in the adult food-insecure population. Please see this question for an explanation of
this difference.
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8. Why have some costs been calculated for adults only but not for children only?
In the study, the authors estimated healthcare costs associated with food insecurity separately
for adults and children over a two-year timeframe. The annual healthcare costs for foodinsecure adults was significantly higher than the costs for food-secure adults (a difference of
$1,834). The annual healthcare costs for food-insecure children were only slightly higher than
food-secure children ($80), and the finding was not statistically significant.
While this study cannot determine why the finding for children was not significant, previous work
suggests that healthcare costs associated with food insecurity may be most related to increased
prevalence of chronic disease. If that is the case, the additional healthcare costs for children
may be low because children are at low risk of developing these conditions, regardless of food
security status.
9. What do the three options in the dropdown menu in part 2 mean?
Cost per capita refers to the
total additional healthcare
costs associated with food
insecurity, divided by the
entire (food-insecure + foodsecure) state population. For
cost per capita, both the
additional healthcare costs
associated with food insecurity
and the state population
include both adults and
children. Total cost refers to
the total additional healthcare
costs associated with food
insecurity, based on the statelevel food-insecure population,
including both adults and
children. Cost per Food-Insecure Adult refers to the additional healthcare costs that would be
expected to be incurred if the food-insecure adult population increased by one adult.
10. In part 2, why are there three options in the dropdown menu?
Cost per capita will be higher in states where the food insecurity rate is greater than average, or
in states where healthcare is more expensive. It is important to consider the per-capita cost
because Total cost will tend to be higher in more populous states (for example, Texas and
California), even where the food insecurity rate may be lower than average. Cost per FoodInsecure Adult is an indicator of the relative expense of healthcare in each state and does not
reflect the prevalence of food insecurity there.

5
11. In part 3, how was the county-level change in healthcare costs resulting from a
change in the county-level food insecurity rate calculated?
The total costs are the annual healthcare costs associated with food insecurity in the chosen
state and/or county. For each percentage point change in the slider, (i) 1% is multiplied by the
total adult population to
calculate the additional foodinsecure adult population, (ii)
the additional food-insecure
adult population is multiplied by
the local healthcare costs
associated with each foodinsecure adult (this is $1,834
nationally), (iii) this product is
added to the annual healthcare
costs associated with food
insecurity in that state/county
to calculate the “new”
healthcare costs associated
with food insecurity.
12. In part 3, when the percentage point slider is set to 0, the estimated healthcare costs
include both adults and children. But If I move the slider, the change in healthcare
costs only includes the change in the adult food-insecure population. Can you
explain this difference?
In the study, the authors estimated healthcare costs associated with food insecurity separately
for adults and children over a two-year timeframe. The annual healthcare costs for foodinsecure adults was significantly higher that the costs for food-secure adults (a difference of
$1,834). The annual healthcare costs for food-insecure children were only slightly higher than
food-secure children ($80), and the finding was not statistically significant.
For the dashboard, we erred on the side of being conservative in estimating the additional
healthcare costs associated with a change in food insecurity. Even though we are
demonstrating that working to improve food security may help reduce healthcare costs, we want
to avoid exaggerating the effect a change in food insecurity can have on the additional
healthcare needs of the population. In order to be as conservative as possible, we restrict the
additional cost prediction to multiplying $1,834 (and the local healthcare cost factor) by the
additional food-insecure adult population.
13. How much of the additional healthcare costs per food-insecure adult, $1,834, can be
tied directly to food insecurity vs. poverty or other economic factors?
Food insecurity and poverty are entangled in complicated ways. As an observational study, this
study was not able to completely disentangle the two. However, the analysis tried to account for
differences in exposure to poverty between food-secure and food-insecure households by
adjusting for age, sex, race/ethnicity, income, education, health insurance, metropolitan
residence, and region of residence within the country. To the extent that this adjusting
adequately controls for poverty, the findings reported are associated with food insecurity
independent of poverty. That is, the findings try to isolate the impact of food insecurity from the
impact of poverty more generally.

What are the Healthcare Costs Associated with Food Insecurity?

Geographic Area
United States
Pennsylvania
New Jersey

Food Insecure
Adults

Excess Total
Healthcare
Cost
Associated
with Food
Insecurity
(adults and
children) in
2016

Excess Per
Capita
Healthcare
Cost
Associated
with Food
Insecurity

Average Annual
Additional
Healthcare Costs for
Food Insecure Adults

28.3 million
1,130,340
631,780

$52.9 billion
$2.143 billion
$1.340 billion

$168
$150

$1,834
$1,863
$2,083

Source: Tableau Viz created
by Feeding America.
Research published July 11,
2019 in CDC Preventing
Chronic Disease

Authors: Berkowitz SA, Basu
S, Gundersen C, Seligman
HK. State-Level and CountyLevel Estimates of Health
Care Costs Associated with
Food Insecurity. Prev
Chronic Disease 2019;
16:180549

If the Food Insecurity rate changed, what would happen to Healthcare Costs?

Geographic Area
PH
BU
DE
CH
MO
BR
CA
GL
SA
Service Area

Average
Annual
% of
Additional
Population that Healthcare
is food
Food Insecure
Costs for Food
insecure
Adults
Insecure Adults
223,640
37,930
50,170
29,640
54,800
31,410
43,240
20,250
5,750
496,830

18%
8%
12%
8%
9%
9%
11%
9%
12%

$2,288
$2,003
$2,077
$1,905
$1,914
$1,920
$2,112
$2,102
$1,981
$2,034

Annual Healthcare
Costs

Annual
Healthcare Cost
with 1% reduction
in Food Insecure
Adults

Annual Cost
Savings

How many
adults = 1%?

$519,168,754
$77,427,992
$105,872,965
$57,631,233
$106,714,371
$61,230,357
$92,976,944
$43,328,533
$11,607,913
$1,075,959,062

$491,359,606
$67,561,266
$96,811,827
$50,201,733
$94,518,185
$54,454,267
$84,674,869
$38,599,033
$10,617,413
$988,798,199

$27,809,148
$9,866,726
$9,061,138
$7,429,500
$12,196,186
$6,776,090
$8,302,075
$4,729,500
$990,500
$87,160,863

2236
379
502
296
548
314
432
203
58
4968

If adult food insecurity in our service area was reduced by 1% (about 5,000 individuals) annual Healthcare cost savings
would be $87 million.

C:\Users\miriam.castro\Desktop\Guide\Service Area Estimates of Health Care Costs Associated with Food Insecurity (1).xlsx

Data: National Health
Interview Survey/Medical
Expenditure Panel Survey
(excess health care costs
associated with food
insecurity), Map the Meal
Gap (food insecure
population), and Dartmouth
Atlas of Health Care (state
and county spending
differences)

