L))

Check for
updat

Review Article

Page 1 of 6

Telehealth and food insecurity screenings: challenges and lessons
learned

Christina Bernhardt', Christian King’

lGeorgia Health Policy Center, Georgia State University, Atlanta, GA, USA; *School of Global Health Management and Informatics, University of
Central Florida, Orlando, FL, USA

Contributions: (I) Conception and design: Both authors; (II) Administrative support: None; (III) Provision of study materials or patients: None; (IV)
Collection and assembly of data: None; (V) Data analysis and interpretation: None; (VI) Manuscript writing: Both authors; (VII) Final approval of
manuscript: Both authors.

Correspondence to: Christian King, PhD. University of Central Florida, DPAC 402G, 528 W Livingston St, Orlando, FL 32801, USA. Email:
christian.king@ucf.edu.

Abstract: Food insecurity remains a persistent problem in the United States and affected 35.2 million
Americans in 2019. In the wake of COVID-19, food insecurity has increased in many communities. Given
that food insecurity exacerbates poor health or health conditions, screening of food insecurity within medical
settings is frequently identified within the literature as an important first step in effectively addressing this
social concern and improving the health outcomes of patients. However, health care providers often do not
screen for food insecurity for a variety of reasons. In this article review, we discuss the challenges associated
with incorporating food insecurity screenings within the medical model and how the COVID-19 pandemic
has exacerbated these challenges. Specifically, the COVID-19 pandemic has substantially increased the
delivery of health care services via telehealth, making screening for food insecurity even more difficult via
remote videoconferencing. We examine the strengths and weaknesses of telehealth and their implications
for food insecurity screenings. We discuss how these implications might inform future research regarding
the use of telehealth as a means of screening patients for social determinants of health in the COVID-19 era.
Given that the use of telehealth is not expected to back to pre-pandemic levels, it is important to understand
how to best screen for social determinants of health via videoconferencing.
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Introduction families across the world. Feeding America estimated that
about 45 million people were food insecure in 2020, and the
organization projects that about 42 million people (about 1

out of 8 Americans) will experience food insecurity in 2021 (3).

Food insecurity, the inability to access enough food for an
active and healthy life (1), remains a persistent problem in
the United States. In 2019, the United States Department

Households that are at higher risk of experiencing food
of Agriculture (USDA) estimated that about 10.9 percent

insecurity include households with children; households
with children under age 6; households with children headed
by a single parent; low-income households; and households

(35.2 million) of Americans experienced food insecurity at
some time during 2019 (2), down from a peak of 16.6 percent

(50.2 million) in 2009 during the Great Recession. The
current COVID-19 pandemic has disrupted economic
activity and left a substantial number of workers without

employment, creating economic hardships for individuals and
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of racial minorities (2). Studies on food insecurity have
documented a myriad of negative health consequences
for individuals of all ages from children to elderly (4). For
example, food insecurity substantially increases the risk of
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diabetes (5). Food insecure individuals are also more likely
to have emergency room visits and hospital admissions (6),
and food insecure adults are more likely to underuse or
skip their medications due to cost (7,8). As a result of
these negative health consequences, the annual health
care expenditures for a food insecure person are $6,071
compared to $4,208 for a food secure person (6).

Because of these health implications, screening of food
insecurity within medical settings is frequently identified
within the literature as an important first step in effectively
addressing this social concern (9-11). Regular screening for
food insecurity can benefit patients by increasing awareness
of vital community resources, ensuring prompt referrals
to resources, and decreasing the stigma surrounding food
insecurity by normalizing conversations about challenges
with obtaining food and other essentials that contribute to a
healthy lifestyle (11). Screening patients for food insecurity
in a medical setting could also help healthcare providers
determine whether this underlying condition needs to be
addressed before patients can be provided with an adequate
health treatment.

This article presents an overview of the landscape of
screening for food insecurity within healthcare settings
and discusses the challenges of conducting such screenings
within the medical model. Additionally, the potential
implications that COVID-19, and telehealth, specifically,
may have on ensuring that food insecurity screenings are
performed in outpatient healthcare settings are presented.
The article concludes by examining some strengths and
weaknesses of telehealth that may impact provider efforts to
screen patients for food insecurity and other types of social
determinants of health (SDOH). We conclude with a brief
discussion on possible future areas of research concerning
telemedicine and food insecurity screening practices.

Screening for food insecurity in healthcare
settings

The US Household Food Security Survey Module (FSSM),
highly regarded for its demonstrated reliability and validity,
was developed by the USDA and is an 18-item instrument
that assesses an individual’s risk of food insecurity (12).
However, it is often unfeasible to administer this tool in
healthcare settings because of the time necessary to complete
the tool, which can overburden providers and patients (12).
As a result, other tools derived from the FSSM attempt to
alleviate the burden of administering and answering the
survey for both providers and patients. For example, the

© mHealth. All rights reserved.

mHealth, 2022

Hunger Vital Sign is a promising alternative screening
option, and the condensed screening asks patients to answer
the following questions: (I) How often within the past
12 months “we worried whether our food would run before
we got money to buy more,” and (II) The food we bought
just didn’t last and we didn’t have money to get more (12). A
patient answering “yes” to one or both questions of the tool
indicate food insecurity (12). This tool has demonstrated
to be comparable to the original 18-item FSSM, with
researchers finding the sensitivity of the condensed Hunger
Vital Sign 2-question survey to persist across multiple
populations (12). Further, the brevity of the Hunger Vital
Sign questionnaire makes it an ideal tool for implementation
within healthcare settings, including hospitals, insurance
organizations, and outpatient services (12).

Regardless of the tools available to assist with
screenings, and increasing recommendations to implement
screenings within medical appointments, screenings are
not consistently performed by providers for a multitude of
reasons (9). Previous literature notes patient and provider
comfort in discussing food insecurity may influence
screening practices (9). Providers who are not used or
trained to screen for food insecurity might feel discomfort
doing so and patients might feel uncomfortable or
stigmatized from disclosing that they may be experiencing
financial hardships. Patients may fear being judged or fear
they may be negatively affected from disclosing financial
struggle, such as having child protective services notified
due to an inability to provide their children nutritious foods
consistently (13). Creating a safe environment for patients,
facilitated through patient-provider trust and effective
communication, could help patients feel more comfortable
discussing sensitive topics with healthcare providers. For
example, in one qualitative study conducted in a pediatric
clinic, parents noted when healthcare providers explained
that the motivation behind screening for food insecurity
was founded in ensuring optimal health for their children,
and was not meant as a punitive measure, it helped to ease
their fear and discomfort with such conversations (13).
Good communication and engagement between patients
and providers could help ease patient discomfort and, in
turn, help providers feel more comfortable broaching the
topic with patients during medical appointments.

Challenges to screening for food insecurity

during COVID-19
Changes brought forth by the COVID-19 pandemic are
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important to consider in efforts to increase food insecurity
screenings, because they directly impact how patients and
providers communicate and interact with one another.
The pandemic has made food insecurity screenings even
more difficult to conduct than pre-pandemic times.
Following guidance from the Centers for Disease Control
and Prevention (CDC), providers can only see a restricted
number of patients due to social distancing guidelines
and masks are required for both providers and patients
in order to limit the risk of transmitting the disease. As a
result of these environmental changes, patients may not
feel completely comfortable discussing sensitive topics
such as food insecurity. A randomized controlled trial on
the use of facemasks shows that when providers wear face
coverings during consultations, patients’ perceived empathy
decreased (14), making it more difficult to establish and
maintain a patient-provider relationship. In addition, a
systematic review on the downsides of wearing face covering
discusses several studies showing that healthcare workers
reported difficulties communicating with patients while
wearing a face covering (15).

Further, after the onset of the COVID-19 pandemic, the
use of telehealth substantially increased in order to reduce
the risk of infection from COVID-19 and to comply with
social distancing guidelines from the CDC. Telehealth—or
telemedicine—utilizes telecommunication technologies to
provide health care services when patients and providers are
not in the same physical location (16). In a survey of about
3,500 primary care providers and pediatricians, about 12%
reported using telehealth in 2016, and over 90% of practices
offered telehealth after the onset of the pandemic (17).
Furthermore, the CDC analyzed data from four of the
largest U.S. telehealth providers offering services in all
states and found that the number of telehealth visits
increased by 50% from the first quarter of 2019 to the first
quarter of 2020 (18). Telehealth visits in surveillance week
13 of 2020 increased by 154% compared to the same period
in 2019.

Strengths and limitations of telebealth

Telehealth has provided a crucial connection between
providers and patients during an unprecedented health
challenge for our nation and the world (19). The use of
telehealth allowed providers to stay connected with patients
and address their needs remotely (19). Some primary care
physicians noted that using telehealth allowed for better
access to care for some patients, as travel times to and from
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physician offices were eliminated (19). Additionally, delivery
of care was seen as more efficient by some primary care
physicians, as telehealth allows patients to be seen more
quickly and frequently compared with traditional face-to-
face appointments (19). Some providers have noted that
some benefits to communication via telehealth services
“included patients’ comfort as well as providers’ ability to
observe patients, their home environments, and their facial
expressions” (19). These aspects of telehealth make it an
invaluable tool for providers to connect with patients safely
and efficiently no matter the circumstance.

Despite the utility of telehealth services as a tool to
connect patients and healthcare providers, telehealth
comes with unique challenges to consider, many of which
may make routine screenings for SDOH, including food
insecurity, difficult to achieve. For example, though
telehealth services have increased access for some patients,
those patients that have limited access to internet or
cellular data plans required for video calls are excluded
from participating in telehealth services (19). Additionally,
some primary care providers note that while some medical
appointments can be completed via video or telephone
consultation, not all medical concerns can be addressed in
this manner as physical examinations and nonverbal cues of
patients are difficult to assess (19). Finally, some limitations
of telehealth services as described by healthcare providers
include difficulty engaging with patients and concern “about
the lack of direct human contact, which made it difficult
to foster the therapeutic relationship” (19). Specifically,
some physicians noted that in-person appointments help
to facilitate a trusting relationship between the physician
and patient that is more difficult to achieve via telehealth,
especially when patients are not already established with the
physician and the practice (19).

Prior to the pandemic, food insecurity screenings were
done in person and were largely dependent upon patients’
comfort with discussing these potentially sensitive issues,
which may make them feel ashamed to disclose (13).
Telemedicine adds another layer of complexity because
some patients may perceive video encounters to be
impersonal, thus making it more difficult to establish a
provider-patient relationship (20). There is some evidence
that while patients find consultations done remotely via
video has advantages, some patients have concerns about
privacy and whether clinicians are able to perform adequate
physical examination via telehealth services (21). A recent
study on a sample of diabetic patients at the Veterans Affairs
show that patients felt that telehealth video conferencing
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made it more difficult to establish a relationship with
their providers because they felt that providers rushed
conversations and paid less attention to them, leading some
patients to feel they had minimal opportunity to be actively
involved during appointments (20).

Creating a safe and comfortable environment for
patients and providers to have vulnerable conversations may
be more challenging when operating within a telehealth
environment. A systematic review on patients’ satisfaction
with telehealth videoconferencing concludes that while
patients generally felt satisfied with telehealth consultations,
providers need to devote additional efforts in order to
maintain the same level of communication and empathy
through telehealth (22). For example, providers should
listen to patients, provide them adequate time for asking
questions, and invest time in building rapport with the
patients (22).

Some preliminary research shows the powerful role of
telemedicine can play in screening for social determinants
of health and, as a result, improving healthcare utilization
and health outcomes. Patient outreach via telemedicine
was conducted in high-risk areas within Pittsburgh,
Pennsylvania to screen patients for any difficulties with
social determinants of health during the pandemic,
including access to food, access to prescription medications,
mental health needs, physical health needs, and financial
concerns and connect patients to appropriate resources
when needed (23). Researchers found patients who received
the outreach services were significantly less likely to visit the
emergency room than patients who did not receive outreach
services. Outreach services that address these important
social factors, provided through telemedicine mechanisms,
has the potential to “significantly impact and improve
patient barriers to care in a pandemic” (23).

In the previous example, telemedicine services were
provided via telephone. However, some studies have
found success and patient comfort with online screening
mechanisms for food insecurity and other related social
determinants of health, such as the Online Advocate (24,25).
For example, one qualitative study examined the perceptions
of adolescent and young adult patients on an online
mechanism of screening for social problems, a tool called
the Online Advocate (25). This system electronically screens
patients for social concerns and provides appropriate resource
information for any needs identified (25). Eighty percent
of patients stated they would not if the Online Advocate was
included as part of their regular annual exam with their
healthcare provider and 94% consented for the screening
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results to be shared with their healthcare provider (25).

While many patients of this study were receptive to the
web-based screening tool, some did note the sensitivity
of the topics could induce patient discomfort (25).
As mentioned elsewhere, normalizing conversations
surrounding social determinants of health within medical
settings could help alleviate this discomfort and reduce
stigma (11,13). As telehealth becomes more integrated
into medical service delivery, it will become increasingly
important for practices to examine the various tools
available (i.e., screening for SDOH via online tool vs.
video consultation with patients directly) and determine
what mechanisms and methods are most suitable for their
practice. Further, though some research has found providers
perceive telehealth services to be more time efficient in
some respects, additional time and consideration may be
needed to ensure the patient-provider relationship is not
diminished while utilizing telehealth services.

Future considerations for telehealth research

This article reviewed challenges and discussed some
tools of telemedicine that have been used to address
social determinants of health. No matter the screening
mechanism, providers should adopt effective communication
strategies to ensure that patients do not feel that telehealth
consultations are less personal than in-person visits. Doing
so can help reduce stigma and increase patient comfort
with the discussion (11,13). In addition, providers should
ensure that they demonstrate empathy, which may be even
more challenging given the impersonal nature of video or
telephone appointments. It may be possible that screening
for food insecurity with more established patients may be
more effective because the patient-provider relationship
has already been established. For less established patients,
it may be of benefit for providers to consider screening
patients in other ways, such as an electronic survey or
questionnaire, as a way of introducing the information in a
way that is nonthreatening for patients that are unfamiliar
with providers.

Further research in this area is needed to better
understand what best practices may exist in screening
patients for SDOH via telehealth services. For example,
researchers may consider examining patient and provider
comfort discussing food insecurity via telehealth, and what
factors facilitate or inhibit comfort and, subsequently,
screening for food insecurity. Other areas of research
might include implementation of wraparound services
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to ensure that not only do telehealth screenings occur,
but that timely referrals and follow-up with patients
via telehealth mechanisms also occurs with community
resources. Integration of telehealth services with
community organizations and resources may help ensure
that patients are holistically cared for while minimizing
the spread of COVID-19. Researchers and clinicians
may also consider exploring different ways to potentially
screen patients to determine if some are more effective
than others. For example, how does screening patients via
electronic questionnaire prior to telehealth appointments
compare with face-to-face discussions of food insecurity
via telehealth platforms or face-to-face discussions of food
insecurity via traditional in-person appointments?

Conclusions

Creating processes to assess for and follow-up on food
insecurity screenings is vital to ensuring at-risk patients are
supported in their health. Regular screenings, provided with
empathy and compassion, can help normalize conversations
about food insecurity and bolster the patient-provider
relationship. But screening is half the process; providers
will also need to consider what to do when food insecure
patients need referrals. Cross-sector collaboration between
the healthcare sector and community organizations may
help create a referral system that is as seamless as possible
for patients (26). In the era of COVID-19 and increasing
telehealth services, it is now more important than ever
to screen for food insecurity, as increasing rates of food
insecurity will worsen health disparities if unaddressed.
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