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Abstract
Food insecurity is a rising concern for US households and leads to adverse
child health outcomes. Pediatric gastroenterology providers are uniquely
equipped to help guide families experiencing this challenge given their
specialized training in nutritional support and dietary therapy for disease
management. Hence, this study aimed to evaluate food insecurity screening
practices from the perspectives of patient caregivers and healthcare
providers in a tertiary pediatric gastroenterology practice. A survey was
administered to 1279 caregivers and 121 providers. Of the 248 completed
caregiver responses, 10%−15% reported being asked about food insecurity.
Among the 36 healthcare provider responses, 53% expressed comfort in
conducting food insecurity screening but only 14% routinely screened. The
most cited barrier to screening was the lack of readily available patient
resources. Further research is imperative to address these screening barriers
and assess the impact of food insecurity screening and interventions on
pediatric gastrointestinal health outcomes.
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1 | INTRODUCTION

Food insecurity, or limited access to adequate food due
to money or other lack of resources, is prevalent among
US households.1 In fact, recent data from the US
Department of Agriculture revealed that more than 1 in
10 children live with household food insecurity.2 The
repercussions of food insecurity are long‐lasting and
children affected by food insecurity are more likely to be
sick, recover from illness slower, and are more
frequently hospitalized.3,4 Moreover, there are higher
rates of lifetime asthma diagnosis, emergency depart-
ment use, depressive symptoms, and delayed or
missed medical care in children of households who
are food insecure.4

Because of these negative impacts on child health
outcomes, the American Academy of Pediatrics (AAP)

suggests that pediatricians screen for food insecurity
using the Hunger Vital Sign™ and intervene accord-
ingly.5 The Hunger Vital Sign™ questionnaire is a
validated tool to identify households at risk for food
insecurity with a 97% sensitivity and 83% specificity.6

While the burden of screening generally falls on
primary care physicians (PCPs), PCPs often don't
have adequate time or resources to follow all recom-
mended preventative care, particularly for patients with
chronic gastrointestinal diseases.7 Moreover, many
conditions managed by pediatric gastroenterologists
including celiac disease, eosinophilic esophagitis
(EoE), inflammatory bowel disease (IBD), malnutrition,
obesity, or metabolic dysfunction‐associated steatotic
liver disease (MASLD) are treated with dietary inter-
ventions that may introduce new issues with food
insecurity for families. Thus, addressing food insecurity
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in the pediatric gastroenterology population is not only
paramount to effectively treating patients but may also
improve healthcare outcomes.

The aims of this study were to (1) to measure the
screening rates of food insecurity among patients seen
in a large tertiary care pediatric gastroenterology
practice and (2) determine provider and staff percep-
tions regarding food insecurity screening and potential
barriers to the implementation of screening.

2 | METHODS

To complete our aims, we performed two anonymous
surveys (see Tables 1 and 2 for survey questions).
The first survey was sent to caregivers of patients
ages 1 month to 18 years old seen for a gastroenter-
ology visit at a large tertiary pediatric hospital from
December 20 to December 31, 2021. This time period
was chosen out of convenience given ease of
gathering data for our institution's research personnel.
Electronic surveys were requested by email with a link
to a REDCap® survey. If email was not available,
caregivers received a paper version via mail. After two
email requests, all non‐responders received a paper
survey through mail. Caregivers were queried about
whether each one of the Hunger Vital Signs™
questions were asked during their clinic visit. If the
response was “yes,” a follow‐up question was asked
to identify which healthcare provider conducted the
screening. Caregivers were also questioned about the
primary diagnosis for the visit.

The second survey was sent to healthcare
providers and staff within the gastroenterology
department. Healthcare providers/staff included phy-
sicians, advance practice providers, nurses, medical
assistants, dietitians, social workers, and administra-
tive staff. In total, the survey was sent to 121
individuals. The survey was sent by email with a link
to a REDCap® survey. One reminder email was sent
to all providers. The survey consisted of questions
regarding clinical role, perception, and practice
toward food insecurity screening, use of Hunger Vital
Signs™ questionnaire, and barriers to food insecurity
screening. Providers did not receive formal training
from the division regarding food insecurity questions
or use of Hunger Vital Signs™. This study was
approved by the Colorado Institutional Review Board.

3 | RESULTS

3.1 | Caregiver survey

The caregiver survey was sent to the parents and
caregivers of 1279 patients. We received 248 responses
with a response rate of 19.4%. The response by disease

was 13.7% celiac disease (n = 34), 25.4% EoE (n = 63),
9.4% IBD (n = 48), 18.6% malnutrition (n = 46), 4.0%
obesity (n = 10), 3.2% MASLD (n = 8), and 41.5% other
(n = 103). Other diagnoses listed by caregivers included
reflux (n = 8, 3.2%), gastrostomy tube (n = 5, 2.0%),
constipation (n = 13, 5.2%), short bowel syndrome (n = 4,
1.6%), pancreatitis (n = 2, 0.8%), gastrointestinal “other”
(n = 29, 11.7%), liver disease or transplant (n = 10,
4.0%), and no response (n = 29, 11.7%). Overall, only
10.5%−15.3% of caregivers of patients reported being
asked about food insecurity. Caregivers reported that
nurses were most likely to screen for food insecurity,
however most survey participants did not remember who
asked food insecurity‐related questions. Table 1 depicts
responses to each question from the caregiver survey.

3.2 | Provider survey

The provider survey was sent to all 121 providers and
staff of our pediatric gastroenterology and hepatology
practice. The Hunger Vital Sign™ has been available in
our screening tab in the electronic medical record since
2016. We received 36 responses with a response
rate of 29.8%. The distribution of providers and staff
responses were 63.9% physician and advanced
practice providers (n = 23), 16.7% nurses (n = 6),
2.8% medical assistants (n = 1), 8.3% registered dieti-
tians (n = 3), 2.8% social workers (n = 1), 5.6% other
(n = 2). Only three providers (8.3%) reported using the
Hunger Vital Signs™ questions when screening for
food insecurity. Roughly 14% of providers “mostly”

What is Known

• Food insecurity affects more than 1 in 10
children in the United States.

• The American Academy of Pediatrics recom-
mends that pediatricians screen for food
insecurity due to its significant impact on
pediatric health outcomes.

What is New

• Among patients evaluated at a pediatric
gastroenterology clinic, 10%−15% of care-
givers report being asked about food
insecurity.

• Among providers, more than 53% feel
“comfortable” or “somewhat comfortable”
inquiring about food insecurity, and 14%
routinely screen.

• Barriers to food insecurity screening include
lack of readily available access to resources
(61.1%) and time constraints (38.9%).
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screen, but most providers did not routinely screen for
food insecurity with 80% indicating they only “some-
times” or “rarely” conduct screening. The most common
barrier to screening was “concern for access to
available resources if identified” (61.1%) followed by
“not enough time during visits to ask about food
insecurity” (38.9%). Table 2 depicts responses to the
survey questions including frequency and comfort in
screening, diagnoses associated with screening,
motives toward asking about food insecurity, and
additional barriers to screening.

4 | DISCUSSION

In this single‐center cross‐sectional study, we found that
only 10%−15% of caregivers of patients were asked
about food insecurity. We also demonstrated that
providers recognize the value of screening however felt
uncomfortable with screening due to limited time in clinic
and lack of readily available resources.

Despite the high prevalence of food insecurity in
US households and its relevance to pediatric gastroen-
terology practices, we found that screening in our
center was infrequent. Many families across the United
States struggle with having enough food to eat, and

research has consistently demonstrated its correlation
with adverse pediatric healthcare outcomes.4,8 Etiolo-
gies of food insecurity include poverty, unemployment,
low‐income, lack of affordable housing, systemic
racism and racial discrimination, chronic health condi-
tions, expensive dietary treatments, and lack of access
to healthcare.9 Within pediatric gastroenterology clin-
ics, prior studies reported rates of food insecurity
ranging from 13% to 17%.10,11 Caregiver responses
from our survey indicated that 10%−15% of families
recalled being asked about food insecurity by a
healthcare team member despite the numerous studies
showing the impact that it may have on disease
management. For example, a study of patients with
celiac disease demonstrated that one in six patients
faced food insecurity, and less than one‐quarter of
those patients adhered to a gluten‐free diet.10 Further-
more, another study of patients with celiac disease
found patients who endorsed food insecurity were more
likely to have intentional gluten exposures.12 In a youth
population with MASLD, individuals who faced food
insecurity had a 27‐fold higher likelihood of having
unmet health‐related social needs.11 In a recent study
involving adult patients with IBD, researchers discov-
ered that one out of eight patients experienced food
insecurity, and those who faced food insecurity were

TABLE 1 Caregiver survey with responses to Questions 1 and 2 by total responses and separated by condition seen during visit.

Total N (%)
Celiac
disease EOE IBD Malnutrition Obesity MASLD Other

Question 1: Within the past 12 months, did anyone at your child's gastroenterology visit ask whether you were worried if food would run out
before you had money to buy more?

Yes 38 (15.3%) 2 (5.9%) 10 (15.9%) 1 (2.1%) 9 (19.6%) 3 (30%) 3 (37.5%) 18 (17.5%)

No 173 (69.8%) 25 (73.5%) 38 (60.3%) 44 (91.7%) 28 (60.9%) 5 (50%) 5 (62.5%) 74 (71.8%)

Unsure 37 (14.9%) 7 (20.6%) 15 (23.8%) 6 (12.5%) 9 (19.6%) 2 (20%) 0 (0%) 8 (7.8%)

Question 2: Within the past 12 months, did anyone at your child's gastroenterology visit ask if the food you bought didn't last and if you didn't
have money to get more?

Yes 26 (10.5%) 1 (2.9%) 5 (7.9%) 0 (0%) 7 (15.2%) 3 (30%) 3 (37.5%) 13 (12.6%)

No 182 (73.4%) 26 (76.5%) 43 (68.3%) 43 (89.6%) 30 (65.2%) 5 (50%) 5 (62.5%) 78 (75.7%)

Unsure 39 (15.7%) 7 (20.6%) 15 (23.8%) 7 (14.6%) 9 (19.6%) 2 (20%) 0 (0%) 9 (8.7%)

Identity of provider who screened

Question 1a. If you answered “yes” to Question 1, who asked
during the visit?

Question 2a. If you answered “yes” to Question 2, who asked during
the visit?

Physician or APP 3 (7.9%) Physician or APP 2 (7.7%)

Nurse 8 (21.1%) Nurse 7 (26.9%)

MA 1 (2.6%) MA 3 (11.5%)

Dietitian 5 (13.2%) Dietitian 2 (7.7%)

Social worker 2 (5.3%) Social worker 1 (3.9%)

Don't remember 19 (50%) Don't remember 12 (46.2%)

Abbreviations: APP, advance practice providers; EOE, eosinophilic esophagitis; IBD, inflammatory bowel disease; MASLD, metabolic dysfunction‐associated
steatotic liver disease.
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more prone to experiencing cost‐related medication
nonadherence.13 Along with improving screening rates
in gastroenterology practices, it will likely be beneficial
to improve screening across primary pediatric clinics.

Our provider survey also revealed that the primary
barrier to screening was a lack of resources once
food insecurity is identified. To increase screening
rates across all types of providers, it is crucial to
address the prevalent barriers that hinder the
identification of and response to food insecurity.
Addressing food insecurity can be facilitated through
changes in public policy and advocacy, which can
promote screening, referral, and the integration of
social services.14 In November 2022, Colorado
passed House Bill 22‐1414 (Healthy Meals for all
Public‐School Students) as a measure to address
food insecurity and pediatric obesity. This bill
provides reimbursement for free meals to students
who do not qualify for free or reduced‐price meals
under the current federal school meals program.15

Food pantries offer a resource to enhance support for
food‐insecure families but face certain limitations.
While food banks play a crucial role in promptly
addressing food insecurity, they are constrained by
the lack of nutrient‐dense food options.16 Hospital‐
based food pantries are enjoyed by patients17 but
often lack consistent funding and long‐term sustain-
ability. Despite these limitations, hospital‐based food
pantries remain a viable and promising option. One
tertiary children's hospital has demonstrated success
by establishing a food pantry entitled “Family Food
Connections” which serves over 4500 families
through consistent funding and partnerships with
local food banks.18 Additionally, the FOOD (Food to
Overcome Outcome Disparities) intervention is an
example of a successful hospital‐based food pantry
program that not only delivered meals to at‐risk
patients but also provided medically tailored food for
the past decade.17

Our survey also revealed that time constraints
during visits pose another barrier to screening. This is
consistent with a prior study showing that 35% of
providers expressed concerns about limited time.19 In
a survey of 76 US children's hospital representatives,
authors found that 58.8% of screening took place
during inpatient visits, suggesting it may be more
feasible within the constraints of available time.20

Within the realm of pediatric gastroenterology, the
majority of patients are managed predominantly in the
outpatient setting; thus screening only inpatients
would miss many at‐risk patients, including patients
where primary therapy may be solely or predominantly
food and nutrition‐based.

While this study represents an important first
step in understanding the prevalence of food

TABLE 2 Provider survey with questions and responses.

How often do you ask about food insecurity?

Always 0

Mostly 5 (14%)

Sometimes 7 (19%)

Rarely 22 (61%)

Not applicable 2 (6%)

How comfortable do you feel asking about food
insecurity?

Comfortable 8 (22%)

Somewhat comfortable 11 (31%)

Somewhat uncomfortable 13 (36%)

Uncomfortable 4 (11%)

Which GI diagnosis or diagnoses do you feel it is important to ask
about food insecurity?

Celiac disease 31 (86.1%)

EOE 27 (75%)

IBD 29 (80.6%)

Malnutrition 35 (97.2%)

Obesity/MASLD 23 (63.9%)

Other not listed 17 (47.2%)

What drives you to ask about food insecurity?

Medical history/diagnosis 21 (58.3%)

Demographics 11 (30.6%)

I'm not sure 8 (22.2%)

I ask all patients 3 (8.3%)

Not applicable 4 (11.1%)

Other 5 (13.9%)

What is the reason(s) for not asking about food
insecurity?

I don't want to make patients/parents feel
ashamed

9 (22.2%)

I think people should make their own choices
regarding food without healthcare provider
input

2 (5.6%)

I think it is the role of the primary care provider
to ask about food insecurity

4 (11.1%)

There is not enough time during visits to ask
about food insecurity

14 (38.9%)

I don't have readily available access to
resources if food insecurity is identified

22 (61.1%)

Other reasons not stated above 12 (33.3%)

Abbreviations: EOE, eosinophilic esophagitis; GI, gastrointestinal; IBD,
inflammatory bowel disease; MASLD, metabolic dysfunction‐associated
steatotic liver disease.
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insecurity screening on children with chronic gastro-
intestinal diseases and provider perception, it is not
without limitations. First, this is a single center study
in a large academic center and may not be
generalizable to all pediatric gastroenterology prac-
tices. Second, because this study relied on care-
giver recall, it may be susceptible to recall bias from
participants. Third, it is unclear the socioeconomic
and diversity distribution of our patient population
since it was not part of the survey. During December
2021, a structured data report found patients were
38% Medicaid payers and 62% payers with other
form of insurance and with regard to ethnicity 67%
were “Not Hispanic or Latino,” 25.3% were “Hispanic
or Latino,” and 7.7% were “Not Reported.” Finally,
our response rate was relatively low at 19.4% thus
the study population may not be fully representative
of all patients seen. Despite these limitations, this
study stands out as one of the few assessments of
food insecurity screening practices in children with
gastrointestinal diseases.

In this study, we examined food insecurity
screening practices from the perspectives of both
caregivers and healthcare providers. We discovered
that 10%−15% of caregivers reported being asked
about food insecurity during their pediatric gastroen-
terology visit. Among healthcare providers, more
than 50% of respondents felt “comfortable” or
“somewhat comfortable” inquiring about food insecurity,
but only 14% routinely screened. This discrepancy
between comfort levels and the actual implementation
of screening arises from multiple barriers. The primary
reason cited by providers for not screening is the lack of
readily available access to resources (61.1%), followed
by time constraints (38.9%). Future studies should not
only address barriers related to food insecurity screen-
ing but also measure the impact of such screening and
interventions on pediatric gastrointestinal health out-
comes. Attempts should also be made to implement
existing AAP educational resources for GI providers to
improve comfort with screening and provide assistance
with finding resources.

CONFLICT OF INTEREST STATEMENT
M. G. S.: Consultant for Takeda (celiac disease advisory
board) and Pfizer (DSMB for celiac disease clinical trial). E.
L.: Consultant for Takeda Pharmaceuticals. The remaining
authors declare no conflict of interest.

REFERENCES
1. Feeding America. Hunger and food insecurity. 2023. https://

www.feedingamerica.org/hunger-in-america/food-insecurity
2. USDA Econominc Research Service. Food insecuirty in the US

in 2022. October 25, 2023. Accessed January 1, 2024. https://
www.ers.usda.gov/topics/food-nutrition-assistance/food-
security-in-the-u-s/key-statistics-graphics/#:~:text=In%
202021%3A,wi th%20adul ts%2C%20were%20food%
20insecure

3. Wolfson JA, Leung CW. Food insecurity during COVID‐19: an
acute crisis with long‐term health implications. Am J Public
Health. 2020;110(12):1763‐1765.

4. Thomas MMC, Miller DP, Morrissey TW. Food insecurity and
child health. Pediatrics. 2019;144(4):1‐9.

5. Gitterman BA, Chilton LA, Cotton WH, et al. Promoting
food security for all children. Pediatrics. 2015;136(5):e1431‐e1438.

6. Hager ER, Quigg AM, Black MM, et al. Development and
validity of a 2‐item screen to identify families at risk for food
insecurity. Pediatrics. 2010;126(1):e26‐e32.

7. Porter J, Boyd C, Skandari MR, Laiteerapong N. Revisiting the
time needed to provide adult primary care. J Gen Intern Med.
2023;38(1):147‐155.

8. Spoede E, Corkins MR, Spear BA, et al. Food insecurity and
pediatric malnutrition related to under‐ and overweight in the
United States: an evidence analysis center systematic review.
J Acad Nutr Diet. 2021;121(5):952‐978.

9. Feeding America. Hunger and food insecurity. 2023. Accessed
January 1, 2024. https://www.feedingamerica.org/hunger-in-
america/food-insecurity

10. Ma C, Singh S, Jairath V, Radulescu G, Ho SKM, Choi MY.
Food insecurity negatively impacts gluten avoidance and
nutritional intake in patients with celiac disease. J Clin
Gastroenterol. 2022;56(10):863‐868.

11. Orkin S, Yodoshi T, Sun Q, et al. Health‐related social needs
facing youth with nonalcoholic fatty liver disease. JPGN
Reports. 2022;3(1):e153.

12. Du N, Mehrotra I, Weisbrod V, Regis S, Silvester JA. Survey‐
based study on food insecurity during COVID‐19 for households
with children on a prescribed gluten‐free diet. Am J Gastroenterol.
2022;117(6):931‐934.

13. Nguyen NH, Khera R, Ohno‐Machado L, Sandborn WJ,
Singh S. Prevalence and effects of food insecurity and social
support on financial toxicity in and healthcare use by patients
with inflammatory bowel diseases. Clin Gastroenterol Hepatol.
2021;19(7):1377‐1386.

14. Brochier A, Garg A, Peltz A. Clinical and public policy
interventions to address food insecurity among children. Curr
Opin Pediatr. 2022;34(1):2‐7.

15. Colorado General Assembly. HB22‐1414: healthy meals for all
public school students. 2022. https://leg.colorado.gov/bills/
hb22-1414

16. Bazerghi C, McKay FH, Dunn M. The role of food banks in
addressing food insecurity: a systematic review. J Community
Health. 2016;41(4):732‐740.

17. Gany FM, Pan S, Ramirez J, Paolantonio L. Development of a
medically tailored hospital‐based food pantry system. J Health
Care Poor Underserved. 2020;31(2):595‐602.

18. Boston Children's Hospital. Family food connections. Accessed
January 1, 2024. https://www.childrenshospital.org/patient-
resources/family-food-connections

19. Greenthal E, Jia J, Poblacion A, James T. Patient experiences
and provider perspectives on a hospital‐based food pantry: a
mixed methods evaluation study. Public Health Nutr. 2019;
22(17):3261‐3269.

20. Markowitz MA, Tiyyagura G, Quallen K, Rosenberg J. Food
insecurity screening and intervention in United States children's
hospitals. Hospital Pediatr. 2022;12(10):849‐857

How to cite this article: Morrow R, Stahl MG,
Liu E, et al. Food insecurity screening
practices in a pediatric gastroenterology
population. JPGN Rep. 2024;5:135‐139.
doi:10.1002/jpr3.12058

MORROW ET AL. | 139

https://www.feedingamerica.org/hunger-in-america/food-insecurity
https://www.feedingamerica.org/hunger-in-america/food-insecurity
https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-u-s/key-statistics-graphics/#:~:text=In%202021%3A,with%20adults,%20were%20food%20insecure
https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-u-s/key-statistics-graphics/#:~:text=In%202021%3A,with%20adults,%20were%20food%20insecure
https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-u-s/key-statistics-graphics/#:~:text=In%202021%3A,with%20adults,%20were%20food%20insecure
https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-u-s/key-statistics-graphics/#:~:text=In%202021%3A,with%20adults,%20were%20food%20insecure
https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-u-s/key-statistics-graphics/#:~:text=In%202021%3A,with%20adults,%20were%20food%20insecure
https://www.feedingamerica.org/hunger-in-america/food-insecurity
https://www.feedingamerica.org/hunger-in-america/food-insecurity
https://leg.colorado.gov/bills/hb22-1414
https://leg.colorado.gov/bills/hb22-1414
https://www.childrenshospital.org/patient-resources/family-food-connections
https://www.childrenshospital.org/patient-resources/family-food-connections
https://doi.org/10.1002/jpr3.12058

	Food insecurity screening practices in a pediatric gastroenterology population
	1 INTRODUCTION
	2 METHODS
	3 RESULTS
	3.1 Caregiver survey
	3.2 Provider survey

	4 DISCUSSION
	CONFLICT OF INTEREST STATEMENT
	REFERENCES




