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The health care system of the United States is a case study in paradox: despite spending more per capita

on health care than any other country in the world,! our system ranks last among the top 11 industrial-
ized countries, according to one widely cited report.”

By passing the Patient Protection and Affordable Care Act (ACA), Congress sought to transform how
U.S. health care is financed and delivered. A guiding philosophy for the ACA has been the “Triple
Aim” developed by Donald S. Berwick, founder and former director of the Institute for Healthcare
Improvement. The Triple Aim is to improve population health, reduce per-capita costs, and improve
patient experiences.?

Any serious attempt to improve population low micronutrient intake, obesity alone accounts
health and reduce per-capita costs must address for tens of billions of dollars in U.S. health care
the epidemics of diet-related conditions, such as spending each year.’

cardiovascular diseases and diabetes mellitus,

that rank among the most important causes of Many have referred to a poor diet as a “behav-
preventable morbidity, premature mortality, and ioral” risk factor, but evidence suggests that food
health care spending in this country. The U.S. environments, which encompass the availability
leads the world in the percentage of a national and affordability of healthy food where people
population that is overweight or obese, with live, work, and attend school, are also important
more than 69 percent of the US population* in determinants of diet, nutrition, and ultimately
these two categories. Incidence rates of coronary health.® Given the physical and social barriers to
heart disease and stroke, diabetes, and certain healthy food choices and the preponderance of
cancers are projected to increase by millions of unhealthy food options, scientists have referred
cases per year in the coming decades.” While the to the predominant American food environment
causes of diet-related diseases extend beyond as toxic and obesogenic.”” Food environments,
excess bodyweight® and include factors such as in turn, reflect and are interdependent with
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food systems, or the processes by which food is
produced and distributed.® Unfortunately, the
U.S. food system has failed to provide healthy
food at affordable prices to large percentages of
the U.S. population. This ongoing failure greatly
undermines efforts to achieve the Triple Aim,
and warrants urgent and powerful attention to
improving our food system.

While our current food system creates many
barriers to achieving the Triple Aim, it remains
unclear in some circles whether or not the health
care system can or should help improve popula-
tion health and reduce per-capita costs by sup-
porting food system change. And even if it can
and should, it remains unclear exactly how best
it could. This report describes how a subset of the
health care system—tax-exempt hospitals—may
utilize existing community benefits resources to
support community-based disease prevention
via food system change.

What is population health?

The term “population health” is now ensconced
in the health care lexicon, but many in the health
care industry have interpreted “population”
narrowly to mean just the group of patients under
the care of a particular hospital, practice, or
provider.® A number of researchers have encour-
aged the industry to think broadly, however,
and to consider how clinical care may be linked
to prevention strategies in communities where
patients live and work.”'* These recommenda-
tions coincide with health care reforms that
create incentives for preventive services that may
help break down the historic separation between
health care and public health.

Historically, this separation has been rein-

forced by fee-for-service payment models:

improvements in population health thatdecrease
health care utilization could harm hospitals and
other health care organizations that are reim-
bursed based on the volume of services they
provide, discouraging them from doing more to
prevent disease in the community. As Berwick
and colleagues wrote, “Under current market
dynamics and payment incentives, it is entirely
rational for hospitals to try to fill beds and to
expand services... [T]he great task in policy is...to
change what is rational for them to do.”

The ACA represents major strides in this
direction by incorporating accountable care
organizations (ACOs) into Medicare. An ACO is a
group of health care organizations that assumes
responsibility for the care of a defined popula-
tion of patients. In an intermediate model, orga-
nizations that reduce per-capita spending on
Medicare populations share these savings with
the government. In advanced models, payments
may be capitated: an ACO receives fixed amounts
per patient per month to cover all costs. The logic
of the current system is then reversed: improve-
ments in population health that reduce health
care utilization are advantageous, as expenses
decline relative to revenue and profits increase.
The purpose of the payments shifts as well: orga-
nizations are funded to promote health, not just
to treat sickness.

The ACO model continues to grow. In April 2014,
an estimated 520 ACOs served 17% of the U.S.
population.” As health care reform continues,
incentives to prevent disease will strengthen
and expand beyond the boundaries of tradi-
tional clinical preventive services, and ACOs and
other organizations that develop the capacity
to implement cost-effective prevention strate-
gies in the community will hold an important
advantage. Nevertheless, because most payers
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currently do not reimburse for prevention activi-
ties, it is unclear how organizations should fund
such work. Fortunately, new requirements for
community benefits programs have provided a
path forward.

A path forward: community benefits

For decades, the Internal Revenue Service has
required that nonprofit hospitals demonstrate
a “community benefit” in exchange for their
exemption from federal, and often state, taxes.
In 2009, the average nonprofit hospital reported
community benefits equivalent to 7.5 percent
of operating expenses.’* While community
benefit requirements have been met primarily
through the provision of free or discount care,
the expansion of health insurance coverage
under the ACA is expected to reduce demand
for such services.

In anticipation of the ACA, the Internal Revenue
Service now requires all nonprofit hospitals to
conduct “community health needs assessments”
(CHNASs) every three years in the communities
they serve and to adopt “implementation strat-
egies” to address unmet needs.'* Most hospitals
will complete these requirements in the 2016
tax year, providing an important opportunity
to reallocate resources previously needed for
free or discount care to activities that improve
population health and reduce per-capita costs.
This could include activities that involve and/or
address aspects of the food system, with the aims
of improving the food environment and fostering
food choices that support overall health.

Community Health Needs Assessments

Internal Revenue Service regulations require
hospitals to conduct a CHNA that defines the

community served by the hospital, identifies
and prioritizes significant health needs of the
community, and identifies resources available to
address those needs." The hospitals are required
to take into account input from “persons repre-
senting the broad interests of the community,”
including at least one health department and
“medically underserved, low-income, and
minority populations” or organizations that

represent them.

A CHNA should assess the food environment, or
more specifically, the availability and cost of food
in the community served by the hospital. Simple
metrics at the neighborhood level include the
presence and number of supermarkets, which
typically carry healthier foods at lower prices than
smaller grocery stores, where options are rela-
tively limited and/or expensive.”” The presence
of supermarkets also is associated with healthier
diets'®'” and lower prevalence of overweight and
obesity.'® A study that directly measured healthy
food availability confirmed that low availability
was associated with poorer-quality diets."

Similar metrics, likewise based on food-store
categories and derived from public or com-
mercially available data, have been incorpo-
rated into previous assessments conducted by
hospitals, as well as “community health assess-
ments” by state and local health departments.
For example, the Johns Hopkins Hospital used
Baltimore City Health Department data to
compare the number of fast-food, carryout, and
corner-store businesses per 10,000 residents in
each ZIP code within the community it serves.*
The Philadelphia Department of Public Health
assessed healthy food access based on food-store
type: supermarkets received healthy food scores
of 100 while stores in other categories scored
proportionally lower.*
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More intensive approaches that yield richer data
require visiting each food store in an area and
determining the presence of healthy food items
on a pre-defined checklist or even measuring
the proportion of shelf-space devoted to healthy
items. The Johns Hopkins Center for a Livable
Future (CLF) has conducted such inventories
in Baltimore and has used results to produce
detailed maps offood desertsin the city.** The U.S.
Department of Agriculture’s Food Environment
Atlas also contains useful data.

Additionallyy, a CHNA should
elements of a community food assessment,

incorporate

which may use data on federal food and nutrition
programs (including the Supplemental Nutrition
Assistance Program (SNAP), the Women Infants
and Children (WIC) program, the National
School Lunch Program, and the School Breakfast
Program) to assess community food security.
The appropriate metrics will depend on the
hospital and the community it serves, but incor-
porating food environments into assessments
using currently available data should be feasible
in most contexts.

Implementation strategies

The IRS also requires each hospital to adopt an
implementation strategy that addresses each sig-
nificant health need or explain why the hospital
does not intend to address a particular need.™
The strategies will depend on the hospital, its
community, and the results of the assessment,
but hospitals are well positioned to implement
and support interventions that have improved
food environments around the country.

These interventions should aim to assure
the availability of healthy and affordable
food throughout the community served by

the hospital. While supermarkets obviously
are not practical interventions for hospitals
to implement, less capital-intensive options
might include supporting a registered dietitian
to advise supermarket customers about food
choices, funding double incentive dollars for
SNAP recipients to purchase produce at farmers
markets, and hosting community-supported
agriculture programs that link local farmers with
urban consumers.* For example, Denver Health
Medical Center has contributed personnel time
to the Denver Sustainable Food Policy Council
and the development of Denver’s Healthy Food
Access Plan. It has also partnered with the city
of Denver to evaluate food policy through a
CDC Community Transformation Grant, which
hospitals may help jurisdictions obtain.

Additionally, hospitals are well positioned to
educate patients and other individuals in the
community about the importance of choosing
healthy food options, when they are available
and affordable. UMass Memorial Medical Center
partnered with the Worcester Food & Active
Living Policy Council and used community
benefit funding to operate a mobile farmers
market for low-income areas, an urban farming
summer program for low-income youth, and
Share Our Strength’s Cooking Matters classes.
It has also trained its financial counselors to
enroll people for food assistance benefits.
Another leader in the field, Kaiser Permanente,
has supported several projects in Maryland.
These include a nutrition incentive program
for SNAP and WIC benefits at the Crossroads
Farmers Market in Takoma Park, which was one
of the first farmers market nutrition incentive
programs. Kaiser Permanente also funded the
United Fresh Produce Association to install salad
bars in neighboring Washington, D.C. elemen-
tary schools.
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The rapid expansion of electronic health records
(EHRs) provides several unique opportunities
to monitor diet and other health promoting
behaviors. The Health Information Technology
for Economic and Clinical Health (HITECH) Act
authorized $27 billion over 10 years for health
care organizations that demonstrate “meaning-
ful use” of EHR technology.”® While hospitals
can demonstrate meaningful use in several
ways, options include using EHRs to “identify
patient-specific education resources and provide
those to [each patient] as appropriate.’” This
objective might be accomplished by coordinating
patient-specific messages on healthy eating with
similar messages promoted by health depart-
ments in areas where those patients reside.

Finally, the IRS requires hospitals to evaluate
implementation strategies during subsequent
community health needs assessments. EHRs
provide a unique type of data by which to assess
food environments, their effects on population
health, and potentially the impact of interven-
tions. In Pennsylvania, Schwartz and colleagues
have pioneered the use of “big data” collected by
the Geisinger Health System’s comprehensive
EHR system to study relationships among food
environments and childhood obesity.?®

Food policy advocacy

While many interventions to increase availabil-
ity and awareness of healthy food have been
effective, sustained success will require public
policy that promotes changes in the production,
distribution and consumption of food—that
is, changes in the food system itself. In recent
years, interest in food policy has increased dra-
matically at the federal and especially the state
and local levels, but most hospitals and hospital

associations generally have not engaged these
efforts, despite their relevance to population
health.

While caution is understandable, providers
enjoy enormous credibility with policymakers,
and even small steps by hospitals and their clini-
cians in support of food system advocacy could
prove influential. These steps might include
signing letters of support for proposed legisla-
tion or rules, or providing expert testimony to
legislative committees and executive agencies
with jurisdiction over food policy.

An important resource for hospitals is the state
or local “food policy council” in their area, which
typically comprises diverse organizations and
individuals - including policymakers - dedicated
to improving the regional and local food system
and increasing access to healthy and afford-
able foods. The councils can connect hospitals
with ongoing work related to the food system,
including policy initiatives. In some cities,
hospitals associations have joined food policy
councils as members.

Recommendations and resources

The ACA provides a framework for providers to
improve population health and reduce per-cap-
ita costs by engaging and improving the food
system, but getting started can be difficult. The
Johns Hopkins Center for a Livable Future (CLF),
based at the Bloomberg School of Public Health,
has deep experience and expertise in assessing
food systems, implementing and evaluating
interventions, and advancing public policy in
this domain. Several organizations are uniquely
positioned to support innovative health care
systems in their efforts, as follows:
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1. Community Health Needs Assessments. These
assessments can incorporate public data and
mapping resources increasingly utilized by
health departments and other decision-makers
at the state and local levels. The CLF’s Food
System Mapping project has pioneered the use of
GIS in the Maryland food system,* and the CLF
can advise hospitals on where they can acquire
data that will contribute to a community health
needs assessment.

2. Implementation Strategies. The CLF and
collaborators at Johns Hopkins have imple-
mented and evaluated research and program
interventions in Baltimore city, where many
neighborhoods have limited access to healthy
food. The CLF’s literature review, “Community
Food Security in the United States,” evaluates
the evidence for

investing in community

food activities.®°

Wholesome Wave has developed a Fruit and
Vegetable Prescription Program whereby health
care providers can give patients prescriptions
for fruits and vegetables that may be redeemed
at grocery stores, farmers” markets, and other
food retailers.**

The Healthier Hospitals Initiative—a Practice

Greenhealth Program—offers resources for
health care systems through their Healthier
Foods Challenge. This challenge focuses on
hospital procurement of locally grown and envi-
ronmentally sustainable foods, a reduction in
meat purchasing, and an increase in the pur-
chasing of meat that is raised without the routine

use of antibiotics.??

Building upon the success of the Los Angeles
Food Policy Council’'s Good Food Pledge,
the recently created Center for Good Food

Purchasing offers purchasing guidelines for
food service institutions that may be applied to
health care systems. The purchasing guidelines
are focused on five fundamental values, aiming
to support “sustainably produced food, healthy
eating, respect for workers” rights, humane
treatment of animals and support for the local
small business economy.”**

3. Food Policy Advocacy. While community-
based interventions are essential, lasting change
will come through policy. The CLF’s Food System
Policy program has played an active role in
advancing food policy that promotes population
health. The program can advise hospitals on
current and proposed policy and connect them
with leading advocates in their area.

4. Food Policy Councils. Food policy councils will
prove invaluable to hospitals looking to incorpo-
rate food systems and community food security
into assessments and implementation strategies.
Many food policy councils conduct community
food assessments to survey community food
security. The CLF’s Food Policy Network project
maintains an active listserv with 1,000 subscrib-
ers, a resource database with over 800 items, and
an online directory of food policy councils.?® The
project also provides technical expertise and
training to food policy councils across the U.S.

For more information, please contact the Center
for a Livable Future.

clf@jhu.edu
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