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ABSTRACT

Food security exists when all people, at all times, have physical, social, and economic access to sufficient,
safe, and nutritious food that meets their dietary needs for an active and healthy life. While there is a lengthy
body of literature examining food insecurity among children, food insecurity among adolescents and young
adults (AYAs) has been relatively understudied. The literature demonstrates that AYAs experiencing food
insecurity have poorer physical, mental, and psychosocial health outcomes than their peers, which may
persist into adulthood. As AYAs reach reproductive maturity, those experiencing food insecurity are more
likely to have children who are also poorly nourished, perpetuating intergenerational poor nutrition and its
associated health and socioeconomic costs. In this position paper, Society for Adolescent Health and Med-
icine (SAHM) recommends actions that healthcare professionals can take to achieve a goal of universal food
security among AYAs. As SAHM strives to promote the optimal health of AYAs around the world, the po-
sitions in this paper affirm SAHM’s commitment to promoting food security for all AYAs.
© 2024 Society for Adolescent Health and Medicine. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Society for Adolescent Health and Medicine Positions

1. Healthcare professionals should provide nonstigmatizing
universal screening regarding food insecurity for all adoles-
cents and young adults (AYAs).

2. AYAs experiencing food insecurity should be connected with
clinic-based and community-based interprofessional support.

3. Healthcare professionals should consider multifactorial con-
tributors when developing and implementing strategies for
addressing food insecurity for AYAs.

4. Interventions developed to promote food security for AYAs
should be culturally and locally relevant.

Statement of the problem

Food security exists when all people, at all times, have physical,
social, and economic access to sufficient, safe, and nutritious food
that meets their dietary needs and food preferences for an active
and healthy life [1]. Food security is a multidimensional concept
dependent on four key components [1].
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o Availability (the reliability and consistency of the food supply)

e Access (economic and physical factors that allow food to be
obtained)

e Utilization (healthful cooking and eating practices, dietary
diversity, and equitable distribution of food within a
household)

e Stability (sustainability of food availability, access, and utili-
zation over time)

The United Nations’ Sustainability Development Goal of ending
global food insecurity by 2030 was adopted by all United Nations
Member States in 2015. Our ability to reach this goal was already
tenuous [2], and recent global disruptions including war, natural
disasters, climate change, and pandemics have posed additional
challenges [3]. Furthermore, domestic food price inflation remains
high, with many countries across the globe experiencing double-
digit inflation rates, making affordable access to food even more
challenging [4]. In 2022, a staggering 2.4 billion people, almost a
third of the world’s population, had moderate or severe food
insecurity [3]. The urgency has never been greater to identify so-
lutions to promote food security around the world.

While there is a large body of literature examining food
insecurity among children as a group (0—18 years, with partic-
ular focus on children aged less than 5 years), the prevalence and
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outcomes of food insecurity specifically among AYAs aged 10—
25 years have been relatively understudied [5]. Data from the
Global School-Based Student Health Survey found that 25%—30%
of surveyed adolescents from 95 countries reported that they had
experienced hunger due to insufficient availability of food in the
previous 30 days [6], likely a significant underestimate as it
excluded youth who were not attending school. Rapid growth
and increased nutritional needs during adolescence can pose a
financial strain on some families, particularly as allotted benefits
from supplemental nutrition programs may not increase to meet
these needs. Compared to peers who do not experience food
insecurity, AYAs experiencing food insecurity have poorer diet
quality, are less physically active, have poorer mental health, and
have more school absences [6]. While causation cannot be
determined, there is a strong association among AYAs between
food insecurity and both substance use and sexual risk behaviors,
including the exchange of sex for money [6,7]. These strong
correlations exist even after adjustment for income, education,
and other covariates associated with poverty, indicating that
food insecurity is a more complex risk factor than a mere proxy
for poverty [7].

Nutritional deficiency during adolescence conferred by food
insecurity may lead to stunted growth and cognitive impairment
that can persist into adulthood, which is associated with reduced
educational attainment and productivity, leading to loss of hu-
man capital on a massive scale [8,9]. As AYAs reach reproductive
maturity, those with food insecurity are more likely to have
children who are also poorly nourished, perpetuating intergen-
erational poor nutrition and its associated health and socioeco-
nomic costs [10].

As Society for Adolescent Health and Medicine (SAHM) strives
to promote the optimal health of AYAs around the world, pro-
moting food security for all AYAs is a critical part of our mission.

Methods

Members from the SAHM Nutrition, Eating Disorder, and Di-
versity Committees, encompassing disciplines in medicine,
nursing, social work, and public health, and representing coun-
tries spanning North America, the Middle East, Asia, and Africa,
were recruited to provide diverse and global perspectives on this
complex and critical issue. Positions were developed based on a
comprehensive review of the scientific literature, using search
terms including “adolescent,” “young adult,” “transition age,”
and “food security,” combined with “prevalence,” “risk factor,”
“outcome,” “screening,” “school,” “health,” and “nutrition.” Sus-
tainability and human rights goals along with accompanying
recommendations established by the United Nations and its
subsidiaries, as well as consensus opinion among the expert co-
authors, were incorporated into positions.
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Positions and Recommendations

Healthcare professionals should provide nonstigmatizing
universal screening regarding food insecurity for all AYAs

It is critical for all nations, even those in which food insecurity
is highly prevalent, to develop and implement nonstigmatizing
universal screening practices. Universal screening for food se-
curity is recommended by the American Academy of Pediatrics,

the Food and Agricultural Organization, the American Diabetes
Association, and the National Academy of Sciences [11—14].

More research is needed to gather global data available
regarding food insecurity screening practices in general, and
specifically for AYAs. A recent US survey found that only 40% of
hospitals and 30% of physician practices screen patients for food
insecurity despite the enormous impact of food insecurity on
health outcomes [15]. One large cross-sectional study in the
United States demonstrated that one-quarter of children who
had been hospitalized in the last year had food insecurity, and a
significant proportion were not enrolled in supplemental nutri-
tional programs despite being eligible, demonstrating the
magnitude of benefit that could be incurred from routine
screening for food insecurity and subsequent connection to
appropriate resources in healthcare settings [16]. Studies have
shown that food insecurity screening can be conducted in a va-
riety of healthcare settings and is acceptable to both pro-
fessionals and patients [17]. Optimally, screening should be
performed before making any dietary recommendations as the
full context of the AYAs’ accessible food resources needs to be
elucidated first.

Healthcare professionals report that barriers to screening
include (1) lack of time, (2) lack of knowledge of how to ask
patients about food insecurity, and (3) discomfort with how to
handle a positive screen [18,19]. Healthcare professionals may
question the value of implementing universal screening for food
insecurity in settings where food insecurity is essentially uni-
versal and/or there are few resources available to support in-
dividuals with positive screens. Concerns may be raised that
universal screening in these settings may not actually confer
benefit to individuals with food insecurity, and risk worsening
feelings of hopelessness while increasing the professional’s
experience of moral distress. Despite this, the Food and Agri-
cultural Organization continues to endorse universal measure-
ment and monitoring of food security on a global scale [12].
Screening permits healthcare providers to identify those expe-
riencing the most severe degree of food insecurity so they can be
prioritized for resources, even in communities where food
insecurity is widespread. Knowing that a patient is experiencing
food insecurity permits the healthcare provider to provide
emotional support, educate about appropriate coping strategies,
and adjust medical treatment plans as needed (e.g., avoiding
prescription of medications that must be taken with food) [20].
Even if a healthcare professional is unable to render any direct
support in real time to an individual patient in front of them,
“information regarding the distribution and severity of hunger
and food insecurity in the population and the characteristics,
circumstances, and location of those most affected can
contribute to building political will, designing effective policies,
and targeting allocation of resources. While information alone is
clearly insufficient, it can be a powerful tool” [12]. Screening and
information-gathering is a necessary first step in developing
solutions to promote food security as a universal human right.

Universal screening for food security encompasses (1)
implementation of screening practices in clinical settings, (2)
selection of an appropriate screening tool, and (3) ensuring a
compassionate and nonstigmatizing approach.

Implementation of screening. The Food Research and Action
Center, in conjunction with the American Academy of Pediatrics,
recommends that clinicians consider universal screening at
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every healthcare encounter “including inpatient settings and
subspecialty visits given the often cyclical and hidden nature of
food insecurity,” but at a minimum screening should be priori-
tized during annual health surveillance visits, visits for nutrition-
related conditions (e.g., weight concerns, eating disorders, food
allergies, diabetes), emergency room visits, and hospital admis-
sions [21]. Screening can be easily incorporated into existing
clinical workflows with other routinely administered screening
tools, without placing burden on the clinician to introduce the
topic separately. The majority of patients believe that screening
for food insecurity in healthcare settings is important and is a
sign that their clinicians care about them [22].

Appropriate screening tools. The Hunger Vital Sign is a brief,
highly sensitive and specific two-item questionnaire [23] that
has been validated for use in AYAs [24]. This screen can be effi-
ciently used in a variety of settings and includes the following
two statements.

1. Within the past 12 months, we worried whether our food
would run out before we got money to buy more (possible
responses: Often True, Sometimes True, or Never True).

2. Within the past 12 months, the food we bought just didn’t last
and we didn’t have money to get more (possible responses:
Often True, Sometimes True, or Never True).

The Hunger Vital Sign is efficient and easy to use but has limi-
tations. It does not assess the severity of food insecurity and may
miss capturing individuals with more marginal food insecurity. It
also only collects limited information about the respondent’s ex-
periences and behaviors related to food insecurity. In resource-poor
settings, it is likely that the Hunger Vital Sign would be universally
positive without providing sufficient information for next steps.

The Food and Agriculture Organization has developed and
tested an eight-item questionnaire, the Food Insecurity Experi-
ence Scale (FIES), with the intent of establishing a global stan-
dard for the assessment of food insecurity [12]. While still brief,
the scale assesses the degree of stress associated with procuring
food and the experience of being hungry. Respondents answer
“yes” or “no” to the following questions:

During the last 12 months, was there a time when, due to a
lack of money or other resources,

. You were worried you would run out of food?

. You were unable to eat healthy and nutritious food?
. You ate only a few kinds of foods?

. You had to skip a meal?

You ate less than you thought you should?

. Your household ran out of food?

. You were hungry but did not eat?

. You went without eating for a whole day?

NV WN A

The FIES has been piloted throughout Latin America, the
Caribbean, the Middle East, Europe, Asia, and sub-Saharan Africa,
and has been administered through the World Gallup Poll since
2014 [25], available in more than 200 languages. Data from the
FIES are comparable across cultures and countries. The FIES is
intended to provide actionable information (for healthcare pro-
fessionals on a smaller scale and policymakers on a larger scale),
allow identification of vulnerable groups and guidance of inter-
vention, and monitor trends in prevalence and severity of food
insecurity over time [12].

Compassionate and nonstigmatizing screening. Patients and
caregivers may struggle to report or under-report food insecurity
due to stigma, shame, and/or child protection concerns [18,26].
The following practices encourage caregivers to discuss food
insecurity more comfortably, by building trust and conveying
that the goal is to offer support; caregivers are appreciative when
screening is done in this manner [18,19,21,22,27].

o Normalization of food insecurity discussions in the clinic (e.g.,
through universal screening practices);

o Demonstration of open body language and empathy;

o Initiation of conversations about food insecurity by a nurse or
medical assistant rather than the physician;

e Establishment of a confidential setting for screening;

e Utilization of a paper or virtual screen (e.g., on a tablet) rather
than verbal screening, which has been found to increase
disclosure rates [27,28]; and

o Consideration of whether to conduct screening in the presence
of younger children.

It is essential to respond with compassionate and
nonjudgmental language when AYAs or their caregivers
disclose food insecurity, acknowledging the critical role that
food insecurity may be playing in physical and socioemotional
health concerns.

Adolescents and young adults experiencing food insecurity should
be connected with clinic-based and community-based
interprofessional support

Interprofessional support is essential in healthcare and
community-based agencies to address food insecurity suc-
cessfully. It may be challenging to provide in busy clinical
settings with variability in organizational capacity. Compre-
hensive support for AYAs must address living arrangements
(e.g., housing insecurity, dividing time between two or more
households), complex social stressors, and varying dietary
needs, any of which may change food security status at any
given time [24]. Healthcare professionals serving AYAs cannot
provide comprehensive support in isolation; however, they can
(1) partner with community-based organizations and (2)
encourage optimized use and expansion of school feeding
programs (SFPs).

Partner with community-based organizations. Clinical organiza-
tions may partner with community-based organizations by
establishing co-located food resources. Examples include:

¢ food pharmacies or food pantries, in which community-based
organizations and food banks can supply food to patients in
clinical settings;

o farmers’ markets or community gardens located on or near
clinical campuses;

o “food prescriptions” for healthier eating, known globally as the
“food as medicine movement;” and

e on-site assistance with applications for or referrals to food
assistance programs (e.g., Supplemental Nutrition Assistance
Program or the Special Supplemental Nutrition Program for
Women, Infants, and Children Program in the United States)
[29—31]. Many Women, Infants, and Children offices are co-
located in healthcare clinics.
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Availability and types of community-based assistance vary by
country and healthcare system. They may include home-visiting
nurses and social workers, community health workers (known in
some areas as promotores de salud), and social health activists.
Research has demonstrated that community health workers may
be instrumental in improving food security and associated health
outcomes [32].

Encourage optimized use and expansion of school feeding pro-
grams. Healthcare professionals can encourage AYAs to use
available school-based programs that promote food security.
Globally, the majority of adolescents aged 17 years and less are
enrolled in school [33]; therefore, school-based interprofessional
support has the potential to overcome many barriers that
contribute to health disparities and can reach those at greatest
risk of food insecurity. Over time, the mission of schools has
broadened from solely academic achievement to include feeding
students, both during and outside the school day. The impor-
tance of comprehensive SFPs is recognized by the 2006 World
Food Program guidelines, which recommends that SFPs be in-
tegrated into the school environment, including nutrition edu-
cation, nutrition policies, and the provision of nutritious food in
schools. Similarly, the Whole School, Whole Community, Whole
Child model, the Center for Disease Control’s framework for
addressing health within schools, recognizes that a collaborative
approach is necessary between education and health pro-
fessionals to address complex needs in school communities
including food security [34]. Worldwide, the majority of coun-
tries have SFPs, most of which are publicly funded and univer-
sally provided at no cost to students [35]. In fact, SFPs have been
described as “the world’s most extensive social safety net,”
providing a 20-fold return on investment with both immediate
and long-lasting impacts [36].

Healthcare professionals can also advocate for the expansion
of free and universal SFPs. Universally free SFPs have been found
to be associated with increased meal participation, improved
diet quality and food security, increased household income, and
improved academic performance [37]. Making free SFPs uni-
versally available also serves to reduce stigma associated with
their use, which can further improve access [37]. In recognition
of these benefits and in an attempt to reduce health disparities,
the US Department of Health and Human Services Community
Preventive Services Task Force now recommends “Healthy
School Meals for All” to increase the number of schools that
provide universally free SFPs through the existing US Depart-
ment of Agriculture programs [38].

Low-income households with school-aged children face
“seasonal” worsening of food insecurity during the summer
months when children are no longer receiving school meals
[39—41]. One study found that less than 15% of American youth
who received school meals during the school year received
meals from SFPs during the summer months [41]. Compre-
hensive SFPs must be universally expanded to support children
and youth all year long. For example, one pilot program in the
United States offered a Summer Electronic Benefit Transfer
Program to households with youth who qualified for free or
reduced-price lunches during the school year; the program
significantly reduced the incidence of very low food security
and improved dietary quality over the summer months [42].

Healthcare professionals should consider multifactorial
contributors when developing and implementing strategies for
addressing food insecurity for AYAs

Healthcare professionals should consider developmental, so-
cioeconomic, and intersectional identities when developing and
implementing strategies for addressing food insecurity for AYAs.
Adolescence and young adulthood are dynamic periods of phys-
ical, emotional, and social development with major transitions in
education, economic, and social independence that impact access
to food. As they grow, AYAs may have increasing control over their
finances and capacity for future planning, which may lead to
greater ability to budget and obtain food, make their own food
choices, and prepare food. During the shift from adolescence into
young adulthood, they may experience changes in the settings in
which they buy, prepare, and eat food, making them vulnerable to
food insecurity. They may lose access to school-based nutrition
programs. They may also stop receiving support from their fam-
ilies’ supplemental nutrition assistance programs and other public
benefits including health insurance, limiting their resources for
buying food. As they transition out of their family homes, they
may live in dorms or other shared living spaces that may not have
areas or facilities to safely prepare or store food; even if available,
AYAs may lack the necessary skills to prepare food for themselves.
In addition, young adults face many financial strains, including
educational costs, low-paying jobs, and supporting their families,
possibly including children of their own.

Certain populations of AYAs, including those experiencing
social marginalization, may be at higher risk for food insecurity
[5]. For examples of populations that may face unique barriers to
food security and require additional support, see Appendix A. Of
note, these populations may face an elevated risk of physical and
mental health complications, which can further exacerbate food
insecurity [6]. For example, immigration status can directly limit
access to public benefits or create reluctance to use available
resources due to fear of placing oneself or a loved one in an
exposed or compromised position [43]. Globally, child marriage
is an example of a crisis that perpetuates and is perpetuated by
food insecurity [44]. Children, primarily girls, may be forced into
marriage to relieve the family’s economic burdens, and adoles-
cents may consent to marriage as a survival strategy and/or to
escape a deprived environment. Children entering into marriage
with inadequate socioeconomic capital and potential loss of their
reproductive autonomy are at high risk for experiencing food
insecurity. Married children also frequently drop out of school,
which further compromises food security by reducing access to
SFPs [45]. Climate change and global pandemics have been
shown to increase both food insecurity and child marriages [44].

Healthcare providers who care for marginalized populations
can use a developmental lens to support a safe transition to
adulthood that includes protection of food security. AYAs require
developmentally appropriate resources to keep them informed
about how their access to different food resources may change as
they get older. During clinical care visits, healthcare providers
can adopt the following practices.

e Provision of anticipatory guidance to emerging young adults
about how to independently enroll in supplemental nutrition
programs when they come of age;



170 Position paper / Journal of Adolescent Health 76 (2025) 166—172

e Encouragement for youth to remain in school as long as
possible to maintain access to SFPs and attain sufficient edu-
cation to seek well-paying jobs;

e Provision of barrier-free access to contraception for youth who
wish to delay childbearing, as well as nutrition resources to
support pregnant, parenting, and breastfeeding youth; and

e Offering resources such as cookbooks or online resources that
provide basic cooking instructions and simple recipes that can
be prepared on a budget, and/or information about community
cooking classes.

Healthcare providers can also advocate for

e Food resources on college campuses including food pantries,
subsidized groceries and farmers’ markets, cooking classes,
and on-site assistance with enrollment for supplemental
nutrition programs;

e Expansions of pediatric supplemental nutrition programs to
include
e Extended support for both adolescents and transitional-

aged young adults;

e Additional allocations for youth who require high-calorie
diets, modified diets, or nutritional supplements due to an
eating disorder or underlying medical condition;

e Broader inclusion of noncitizens in eligibility requirements;
and

e Universal access to high-speed internet to better allow a digital
generation of youth to seek food resources and enroll in safety
net programs.

Interventions developed to promote food security for adolescents
and young adults should be culturally and locally relevant

Local and regional advocates and policymakers need to create
culturally responsive interventions to promote consistent and
effective delivery of nutritionally adequate diets [3,46]. This in-
cludes thoughtful development of regional food systems, promo-
tion of culturally and regionally relevant foods and nutritional
practices, and addressing associated social determinants of health.

Regional food systems. Regional food systems must secure the
accessibility, availability, utilization, and stability of food re-
sources. Transformation of regional food systems to meet these
goals requires different local trade-offs and synergies, such as
rebalancing regional agricultural policies and food supply chains
at all stages. Healthcare providers can advocate for:

e regionally specific policies and programs with meaningful AYA
engagement for making nutrient-rich and safe foods available
and accessible;

e safe food storage practices including temperature control
during transportation;

e public health resources to protect the food supply chain from
disruption by war, economic recession from pandemics,
climate change, and natural disasters [5];

e international co-operation permitting safe cross-border trans-
portation of food, including humanitarian aid where necessary;

o targeted financial support to local agricultural industries to
lower food costs for vulnerable populations [3,46]; and

e involvement from Food Policy Councils to promote inclusivity
and transparency as infrastructure is developed to support

regional food supply and distribution; AYAs and AYA Health
professional groups may be included on such councils [47].

Culturally and regionally relevant food and nutrition practi-
ces. Healthcare providers can support the development of country-
specific dietary guidelines based on foods that are locally available,
accessible, and culturally appropriate for their population [36].
These guidelines should meet energy, macronutrient, and micro-
nutrient requirements and address the country’s most relevant
nutritional concerns. For example, the United Nations declared
2023 the International Year of Millets to encourage the cultivation
of ancestral, climate-resilient, and nutrient-rich millet cereals to
promote food security, sustainability, diversity, and economic self-
reliance, especially in lower- and middle-income countries [48].
Food Policy Councils can enhance the availability of culturally sig-
nificant foods through representation of consumers and racial and
ethnic minority farmers and businesses [47].

Culturally and regionally relevant nutrition education,
including healthful cooking and food storage practices, can be
developed for AYAs and their families and disseminated through
schools, community and religious groups, and healthcare pro-
viders. Healthcare providers can advocate for accurate food la-
beling with culturally and spiritually relevant health information
(e.g., kosher, halal, vegetarian).

Addressing associated social determinants of health. In countries
with high income inequality, positive effects of overall economic
growth are less likely to improve food security on an individual
level [49]. In nations with high income inequality, in addition to
addressing health issues worsened by food insecurity, essential
discussions with AYAs and their families should include broader
social determinants of health. This includes employment op-
portunities, safe and stable housing, access to healthcare, health
literacy, and expanded social support programs and public
assistance [4—6,47,49].

Summary

Access to food adequate for health and well-being is a uni-
versal human right [50]. As SAHM strives to promote the
optimal health of AYAs around the world, promoting food se-
curity for all AYAs is a critical part of our mission. Using the
recommendations in this position paper, SAHM members can
weave this goal into clinical practices, avenues of advocacy,
educational activities, public health roles, and scholarly activ-
ities in every country and community. The positions in this
paper affirm SAHM’s unwavering commitment to promoting
food security for all AYAs.
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