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*Quiz Answer Sheet
You may submit the answer sheet in any of the following ways:
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Fax to 815-633-4438
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Text a picture of your answer sheet to 815-633-4351. 
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*The answer sheets or the fees cannot be divided or separated into components. All four sets of questions must be answered.
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Learning Objectives:
· To outline present day statistics on United States healthcare.
· Define health disparities.
· To explain at least four risk factors of health disparities. 
· List three strategies to reduce or eliminate health disparities in the United States. 

In 2008, one year prior to his death, the famous news reporter and journalist, Walter Cronkite stated that healthcare in the United States “is neither healthy, caring nor a system.”  Mr. Cronkite was referring to the millions of individuals in this country that did not have health insurance and access to healthcare. 

This quote was over 17 years ago. So, what has improved if anything?  In the United States, the Center for Disease Control and Prevention (CDC) tracks the state of healthcare among individuals living in this country. Statistics generated by the CDC report on findings such as life expectancy, number of insured individuals, top causes of death, and health risk factors. Examples of recent findings by the CDC are as follows:
· A newborn born in 2021 is expected to live 77.5 years
· In 2021, 8.6% of non-military Americans did not have health insurance
· The leading cause of death in the United States is heart disease followed by cancer
· After decades of decline, the death rate increased during the COVID pandemic.

Health insurance is viewed by many to be key in providing quality healthcare. Most health insurance is obtained through employment as a benefit from an employer. The government provides health insurance for those over 65 years of age (Medicare), for the poor and indigent (Medicaid), Tri-Care for military personnel, and through the Affordable Care Act (ACA). Individuals who have lost health insurance due to unemployment, moving to a new state, or other major life changes can purchase health insurance through the ACA by paying out of pocket for the plan. 

Looking at the big picture for the availability of healthcare, why do some say the current system is not working? The answer is known as health disparities. Health disparities are defined as the preventable factors and differences that negatively affect certain people and groups. Health disparities may lead to diseases, injuries, violence and lack of access to health prevention. Examples of those risk /factors include age, urban or rural living, socioeconomic status or income, religion, disabilities, mental status, race, sexual orientation, and immigration status. American Indians and Alaskan Eskimos have the highest rate of Type 2 diabetes in the United States while people living in Appalachia present with the highest rates of colorectal, lung and cervical cancer. 

Historically, these factors are linked to discrimination or exclusion. When a particular group of people do not have the same kind of access to health care, education, or healthy behaviors, it can cause them to fall behind their peers on all kinds of health measures including diagnosis, treatment and long-term management. These disparities can often persist for generations. 

Some examples of the effects of health disparities are (but not limited to):
· Infant mortality: Babies born to Black people in the United States die at more than double the rate of babies born to white people.
· Dementia: Access to care for Alzheimer’s disease is more difficult for Black Americans and other minorities, who report a 50% rate of discrimination in seeking health care. Issues with transportation also pose a major challenge for older individuals. 
· Cancer: Non-white females are less likely than White females to live 5 years after being diagnosed with cervical cancer. 
· Obesity: Childhood obesity is far more common in Black and Latino kids (25% or more) than White kids (17%), as reported through recent data.
· Smoking: Low-income people use tobacco more often, have a higher risk of related illness, and may live and work in environments where secondhand smoke exposure is more common.
· Binge drinking: Young people ages 18-34 are more likely than other groups to binge drink and it is more common in males.
· Mental health: Racial and ethnic minorities may experience more stress in their lives, due to racism or its indirect consequences, and often distrust the healthcare system.

Maternal health is an example of health disparities with generational impact. Access to quality prenatal care, the ability to afford vitamins and healthy foods, and environmental and social factors like chronic stress all influence the health of a developing fetus. In addition, the limited care of gestational diabetes can contribute to the risk of developing type 2 diabetes in low-income people.

The COVID Pandemic put a stop to increasing life expectancies. Resulting decreased life expectancy is the result of lack to vaccine access, crowded housing, and low-income employment that did not allow for remote work. COVID death rates were twice as high in non-White populations. 

Environmental factors also play a role in health disparities. Health outcomes can be shaped by lifestyle practices such as diet and exercise. Some of those choices are limited by the environment with unsafe neighborhoods and sidewalks that are in poor condition. Individuals may refrain from walking due to fear of criminal activity or falling. Access to parks, bike lanes, clean public transportation, supermarkets, and social opportunities (for people of all ages) can help to shape the choices people have available to them. Some geographical areas, often lower income areas, are known as a “food desert.”  A food desert is an area without supermarkets or stores that offer healthy food. The area may only consist of convenient stores with limited choices and higher prices. This may lead to food insecurities. 

Strategies to close the gap in health outcomes are no easy task. Causes are often multi-layered. Solutions would need to address not only the root cause of a given disparity but also the original context. One goal would be to address key factors known as social determinants of health such as economic stability, education, and awareness of health disparities. The American Medical Association (AMA) has implemented strategies to decrease or eliminate health disparities. One strategy includes employing more minority physicians and increasing awareness of health disparities among all physicians. The AMA places an emphasis on treating patients with publicly funded insurance plans the same as those with privately funded plans. 

Additional attempts to minimize or eliminate health disparities include:
· Increasing health literacy (ability to read and understand) of spoken and written educational materials
· Implementing telehealth/telemedicine options for rural or isolated areas along with locating clinics in impoverished areas
· Healthcare workers contacting policy makers to address health disparities
· Practicing culturally competent care and promoting preventative measures for all cultures and ethnicities
· Collecting data on treatment and sharing promising results as “best practices” to others.

In summary, health disparities negatively impact individuals of many ages, ethnicities, and communities. Solutions are complex and will require a concerted effort of all stakeholders to reverse the generational effects of the inequities. 
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https://www.ama-assn.org/delivering-care/health-equity/reducing-disparities-health-care Reducing disparities in health care | Causes of health disparity | AMA
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1. Which agency tracks the state of healthcare in the United States?
a. The DEA
b. The FCA
c. The CDC
d. The HUD
2. The leading cause of death in the United States today is:
a. cancer.
b. heart disease.
c. diabetes.
d. arthritis.
3. Which of the following statements is true?
a. The death rate has decreased due to COVID
b. The death rate has increased due to COVID
c. COVID had no impact on the death rate
d. No data exists regarding COVID and the death rate
4. Most Americans receive healthcare through this source:
a. Medicare
b. Unemployment
c. Medicaid
d. Employment
5. Which of the following is a risk factor for health disparities?
a. Healthy mental health
b. Suburban living
c. Being an immigrant
d. Wealthy socioeconomic status
6. Binge drinking tends to be more common in which of the following categories?
a. Males aged 18-34
b. Females aged 18-34
c. Males aged 27-42
d. Females aged 27-42
7. Health disparities experienced during pregnancy increase the risk for development of this illness.
a. Cancer
b. Heart disease
c. Asthma
d. Diabetes
8. Living in an area where little to no healthy food is available for purchase is known as a/an _____________________ and may lead to ____________________.
a. Supermarket, food securities
b. Food desert, food insecurities
c. Food dessert, food securities
d. Supermarket, food insecurities
9. The AMA has implemented which of the following to help decrease health disparities?
a. Hiring fewer minority physicians
b. Employing only white physicians
c. Employing more minority physicians
d. Decreasing awareness of health disparities
10. Lower income people often take part in this activity more than other groups.
a. Binge drinking
b. Seeking medical care
c. Participating in routine screenings
d. Using tobacco products
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Learning Objectives:
· Describe how patients who cannot read/understand healthcare information are impacted.
· Discuss three things that may be impacted when a patient is not able to read/understand their health care plan.
· Compare and contrast how the cost of healthcare may be affected by patients/families not following their healthcare plan.

One attempt that may be implemented to minimize or eliminate health disparities is increasing health literacy (ability to read and understand) of spoken and written health educational materials. 

Let’s look at what we know
Healthcare is complicated and hard to understand. We know that people who use the healthcare system have different levels of understanding based on their world (education, where they live, income, family, and more). It is important to provide healthcare information to patients and families and trusted individuals at their education/understanding level. In this country, we know that all people do not have access to education at the same level.

Here is what we know today.
1. 87% of students graduated from high school in 2021/22 in the United States.
That is a number that we need to pay attention to. It could mean many things, but in healthcare it could mean they are not able to read the written words. We provide written health information to people and we expect that they can read. 
National Center for Education Statistics. (2024). High School Graduation Rates. Condition of Education. U.S. Department of Education, Institute of Education Sciences. Retrieved [date], from https://nces.ed.gov/programs/coe/indicator/coi.

2. 85 % of people had at least one encounter with a healthcare facility in 2024.
• Percent of adults who had a visit with a doctor or other health care professional in the past year: 85.2% (2024)
• Percent of children who had a visit with a doctor or other health care professional in the past year: 95.1% (2024)
That is a large percentage of the population that had an encounter/visit with a healthcare facility. Were they given health information that they could understand? 

Source: Interactive Summary Health Statistics for Children: National Health Interview Survey, 2019-2024

3. Average reading level of adults in the United States is about a 7-8 grade level. Illiteracy affects 18% of US adults (approximately 57.4 million people.
This means many adults are unable to read healthcare information and/or understand what they have read. About 18% of the US adult population is functionally illiterate. Hispanics, older people, and incarcerated people are more likely to be low literate than other U.S. adults. 
Illiteracy Among Adults in the United States - Ballard Brief

4. It costs a huge amount of dollars when adults cannot read and/or understand healthcare information including how to use medicines and what to do to get well/feel better. $215 billion in health care costs are linked to low literacy. Some of the issues can be:
a. ER visits went it is not warranted; patients do not know where to turn so back to the ER they go.
b. Office phone calls many times then frustration and giving up.
c. Prescription drugs taken/used incorrectly, medication errors. Those with low health literacy can spend up to $3,362/year on prescriptions compared to $910/year for those with above health literacy skills. Health Literacy Impact on National Healthcare Utilization and Expenditure Rafia S Rasu 1,*, Walter Agbor Bawa 1, Richard Suminski 2, Kathleen Snella 3, Bradley Warady 4
d. Not going to appointments and screening, not understanding the importance. 
e. High hospitalization rates because they wait to long for treatment.
f. Poor chronic care follow-up so poorer outcomes and more treatments.
https://www.linkedin.com/pulse/hidden-costs-poor-health-literacy-how-fix-them-russ-bennett-gdrjc

5. It is not possible to state an exact number, but research indicates that many people do not follow their healthcare plans due to a lack of understanding, they do not understand what is being asked of them. They do not understand what is being said to them. 
AAMCNEWS
Why Don’t Patients Follow Their Doctors’ Advice? By Dinah Wisenberg Brin Jan 16 2017

Let’s look at what we can do
The health unit coordinator can assist patients/families/nursing staff with providing access to trusted correct healthcare information. Health information can be paper or electronic. The health unit coordinator may have a file drawer with written health handouts that can be given to the patient/family, or they may print the handouts from an electronic program that has been purchased by the healthcare facility. This material is approved by the healthcare system to be given to patients/families. These handouts are generally written at a 6th grade reading level, and there is access to low literacy information with pictures that can also be provided to the patient/family as well as information in the language of the patients’ choice. 

Access to trusted video/electronic information is also an option and the health unit coordination may set that up for the patient/family to view as well as show them how to access the sites at home to review the information.

Using words that they understand means that we must take the time to know the patient. We can accomplish this went making daily rounds to the patient rooms, checking to see if the patient/families have any requests. The health unit coordinator is a trusted individual that patients and families often relate to and may be a friend of a friend, a neighbor, a community member, or a relative. The health unit coordinator can explain the language of the community to health care professionals from other communities and countries. They can do this because they live in the community and are aware of the community culture. 

Helping patients get the health information provided to them in a trusted and understandable format increases compliance and reduces patients’ risk. Doing our part as health unit coordinators can decrease costs and increase satisfaction/outcomes for patients and families.

[bookmark: _Toc215757676]Quiz Questions Health Literacy
1. What is the percentage of students who graduated from high school in 2021/22 in the U.S.?
a. 87%
b. 95%
c. 75%
d. 80%
2. What is the percentage of adults who had an encounter with a healthcare professional in 2024?
a. 50%
b. 75.6%
c. 85.2%
d. 91.2%
3. What is the amount of money people who are identified as low literacy may spend on prescription medication?
a. $3,362/year
b. $2,500/year
c. $5,000/year
d. $1,000/year
4. ______billion dollars in health care costs are linked to low literacy.
a. 300
b. 100
c. 150
d. 215
5. What is the percentage of children who had a visit with a doctor or other health care professional in the past year?
a. 95.1% 
b. 50%
c. 31.1%
d. 100%
6. What can the Health Unit Coordinators do to support the patient and family receiving health information that is understandable?
a. Share information about the community culture with other healthcare professionals.
b. Dispense medications for patients.
c. Make lunch.
d. Talk about patients to their friends.
7. Patients do not follow their healthcare plan because: 
a. of lack of understanding.
b. their friend told them not to.
c. the dog was sick.
d. it was too cold outside.
8. Health information is: 
a. easy to understand.
b. hard to understand.
c. only for college graduates.
d. written at a 12th grade level.
9. Health information provided to patients in a trusted and understandable format:
a. increases compliance.
b. is expensive.
c. is not readable.
d. is only available in a paper format.
10. Illiteracy affects _____% of US adults (approximately 57.4 million people.
a. 30%
b. 18%
c. 50%
d. 5%
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Learning Objectives:
· Describe at least 3 purposes of health screenings.
· Discuss the relationship between health disparities and health screenings.
· Compare and contrast rural and urban health disparities.
· List 3 strategies to promote health screenings in marginalized communities. 

Health screenings are defined as a medical exam or test performed to screen for certain illnesses or diseases. The exams or tests are most often conducted prior to the onset of any symptoms. Health screenings are recommended and available for people of all ages to promote physical and emotional well-being, for early detection, and to prevent the development of chronic illnesses. An elaboration of the purposes of health screening is as follows:
· Early detection may lead to more timely treatment to prevent long term effects of the illness
· Peace of mind helps alleviate anxiety over the development of chronic illnesses
· Preventative care helps identify risk factors and may promote needed lifestyle changes
· Long term healthcare to promote a longer healthier life with lowered healthcare costs. 

According to the Center of Diseases Control (CDC), health screenings are key to preventative care and a healthy lifestyle. Health screenings and a healthy lifestyle may also lower the risk for severe illness from infectious diseases such as seasonal influenza and COVID-19. The CDC advocates for health screenings, vaccines, dental checkups, and making informed health decisions after education and counseling. 

In the United States, the two most common illnesses are heart disease and cancer. Health screenings are available for both illnesses. Risk factors are an important part of the health screenings for heart disease.
[image: congestive heart failureCongestive Heart Failure - Salus Homecare]www.salushomecare.com


Physicians recommend routine health screenings for heart disease in the presence of any of the above risk factors and a family history of heart disease. Screening could begin as early as 20 years of age and consist of blood pressure measurement, cholesterol tests, body mass index (BMI) and waist circumference, an ECG, and an exercise stress test. 

The second most deadly illness is cancer. Health screening for cancer prior to the development of symptoms have proven beneficial in the recognition and treatment of breast, cervical, and colorectal cancers. Lung cancer screening is recommended for people at high risk (smoking, family history, and occupational hazards such as coal mines). 
Cancer screenings are beneficial in the following areas:
· Breast cancer begins at the age prescribed by a healthcare provider based upon family history
· Cervical cancer may be detected by a simple PAP (Papanicolaou) Smear or an HPV (human papillomavirus) blood test
· Colorectal cancer screening is available through home stool sample tests or a colonoscopy done on an outpatient basis
· Lung cancer may be recommended for people aged 50 t0 80, ones who smoke, or ones who have quit smoking within the past 15 years.

The question arises, if screenings are readily available and minimally invasive, why do people not get screened? One key answer is the existence of health disparities. Health disparities are unequal access to health services due to geographic location, language and cultural differences, economic issues, and an overall lack of available resources. Health disparities negatively impact health screenings due to barriers such as transportation issues, lack of insurance, and financial constraints. Marginalized communities may not offer quality care and health screening resources. A marginalized community is one in which its members are denied equality in economic, political, social, and cultural life.

A major contribution to health disparities among marginalized communities is geographic location. Both rural communities and urban communities are marginalized. 

RURAL COMMUNITIES
Rural communities in the United States face significant public health challenges including limited access to health care services and health screenings. Physicians, specialists and other medical professional shortages negatively impact rural communities. This disparity results in longer waiting times, limited access to specialized care, and an overburdened workforce. Recruiting and retaining healthcare professionals in rural areas remains difficult because of factors such as distance from family and friends, resource limitations, career growth opportunities, and access to quality education for their own children.

Rural healthcare facilities often struggle with limited access to advanced medical screening technology and diagnostic tools, affecting the quality of care they can provide. Internet access is often limited. Many small rural hospitals lack the resources needed for complex medical procedures and emergency response services. Financial instability has led to widespread rural hospital closures, and the CDC cites an increased presence of many chronic illnesses in rural communities. Examples include cancer, obesity, and diabetes. Statistics cite a higher death rate from chronic illnesses in rural areas than any other geographic areas. 

URBAN COMMUNITIES
Even though both rural and urban communities experience disparities in health screenings, the experience in urban communities is different for its citizens. In urban settings, the population is denser and there may be more healthcare facilities such as hospitals and clinics. This in turn means an increased number of physicians, specialists and other healthcare professionals. However, with a dense, rapidly growing population, the number of patients may outgrow the number of available facilities. Public transportation may be inadequate, and individuals may lack personal transportation or the funds to arrange for personal transportation. A significant portion of urban populations lack private insurance and finances to seek out health screenings. As many urban populations are considered minorities, language may be a barrier leading to education and trust issues. Minorities may segregate themselves into like groups based upon ethnicity and language. This leads to isolation from the mainstream culture. Chronic illnesses exist in the urban setting due to limited physical spaces, substandard housing, increased pollution and an increased risk of chronic illnesses. 

POSSIBLE SOLUTIONS
Although differences exist, both the rural and urban communities experience health disparities with health screenings. Reducing health screening disparities among rural and urban communities requires comprehensive strategies that address access barriers, workforce shortages, and patient engagement. Key solutions include expanding telemedicine, enhancing workforce development, and implementing community-based healthcare models. 

These approaches are essential for strengthening healthcare delivery and improving patient outcomes in both rural and urban communities. Telemedicine (telephone and internet) increases communication between healthcare providers and patients. Education and counseling on the value of health screening may increase an awareness of the need for screening. It also can serve as a tool to build a trusting relationship between the healthcare providers and patients. An opportunity exists through telemedicine to education on the link between prevention and chronic illnesses. 
Community driven health models such as mobile clinics and federally funded clinics go into the marginalized communities to offer health screenings, health exams, and counseling. Mobile health care units offer screenings, treatments for chronic illness, vaccinations while being cost effective. 

Community healthcare worker programs exist in an effort to educate and train healthcare workers to provide service in their local marginalized communities. The workers provide treatment, follow up, and education on health screenings and preventative care. They also provide education on how to navigate the healthcare system. Many of the workers receive incentives such as low-cost to free education to serve the rural and urban communities. 

Additionally, policy-driven measures such as rural and urban hospital funding, provider incentives, and insurance reforms are essential for ensuring long-term sustainability and equitable healthcare access. Of major importance is the ability of the healthcare provider to build a trusting relationship that does not include blame and is tailored upon respect that honor community experiences and practices. 

Works Cited:
www.cdc.gov/chronic-disease/prevention/preventative-care.html
www.cdc.gov/pcd/issues/2025/25_0202.htm
https://www.definitivehc.com/resources/glossary/health-screening
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1. The two most common diseases in the United States are:
a. diabetes and cancer.
b. cancer and heart disease.
c. heart disease and diabetes.
d. cancer and arthritis.
2. According to the CDC, health screenings are key to preventative care and: 
a. a healthy lifestyle.
b. prevention of all illnesses.
c. elimination of chronic illnesses.
d. increasing healthcare costs.
3. In the presence of heart disease risk factors, screening could begin as early as what age?
a. In the 50-to-60-year range
b. Only in the elderly after age 65
c. No age is recommended
d. As early as age 20
4. Screening for cervical cancer includes:
a. a PAP Smear and lung scan.
b. an HPV scan and bladder biopsy.
c. a PAP Smear and HPV blood test.
d. a colonoscopy and HPV test.
5. Unequal access to health care due to geographic location, resources, or economic issues is known as:
a. health inequalities.
b. health disparities.
c. health equalities.
d. health access.
6. Which of the following statements is correct?
a. Only rural communities lack access to health resources
b. Only urban communities lack access to health resources
c. No information exists on marginalized communities
d. Both rural and urban communities are marginalized
7. A community driven health model that travels into the community offering health screenings and other services is known as:
a. a mobile health care unit.
b. a newly constructed hospital.
c. a free clinic.
d. no such strategy exists.
8. Increased population density and a shortage of healthcare facilities is a characteristic of which of the following?
a. Rural communities
b. Suburban communities
c. Urban communities
d. All communities
9. The highest death rate from chronic illnesses is seen in which community?
a. Urban communities
b. Rural communities
c. Suburban communities
d. All communities have an equal number
10. Which statement correctly describes health screenings?
a. Health screenings do not impact chronic illnesses.
b. Health screenings are increasing among all populations.
c. Health screenings play an important role in disease prevention.
d. Rural and urban communities actively participate in health screenings. 
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Learning Objectives
· Define food insecurity and food desert.
· List three examples of chronic diseases impacted by food insecurity.
· Describe how the health unit coordinator can advocate for food insecurity awareness.

The World Health Organization broadly defines Social Determinants of Health (SDOH) as the conditions in which people are born, grow, live, work, and age, including access to power, money, and resources. Access to food is a critical component of SDOH.

The U.S. Department of Health and Human Services (HHS) Office of Disease Prevention and Health Promotion defines food insecurity as a household-level economic and social condition of limited or uncertain access to adequate food. Individuals experiencing food insecurity are at increased risk for a variety of negative health outcomes and disparities.

As members of the healthcare team, health unit coordinators play an important role in recognizing and raising awareness about the connection between food insecurity, adverse health outcomes, and increased healthcare costs.

Food insecurity exists across the United States. Feeding America’s, “Map the Meal Gap 2025” reports the following statistics:
· 100% of U.S. counties and congressional districts are home to people facing hunger.
· In 2023, food insecurity ranged from 6% (1 in 17) in Oliver County, North Dakota, to 30% (1 in 3) in Dimmit County, Texas.
· Child food insecurity affects every county and district, with rates reaching nearly 50% in some areas.
· More than 12 million seniors and older adults experience food insecurity.
· 86% of counties with the highest food insecurity are in the South, which contains 45% of all counties.
· 86% of counties with the highest food insecurity are rural, despite rural counties making up only 62% of all counties.
· In some counties, food insecurity rates for Black or Latino individuals reach nearly 60%. Although most food-insecure individuals nationally are white and non-Hispanic, Black and Latino populations face disproportionately higher rates.

Other minority populations also face food insecurity but may be underrepresented in national data. Native communities often experience compounded barriers due to rural isolation and historical inequities. Asian American subgroups may face food insecurity linked to immigration status, language barriers, and income disparities.

Several factors contribute to food insecurity:
· Income and employment: Low-income households face higher food insecurity rates.
· Disability: Individuals with disabilities may experience increased risk due to healthcare costs and limited employment opportunities.
· Neighborhood conditions: Urban and rural disparities, lack of supermarkets, and reliance on convenience stores affect access.
· Transportation barriers: Limited public transit and long distances to grocery stores hinder food access.

According to the US Department of Agriculture (USDA), a food desert is most commonly understood as an area that combines both low income and low access (LILA) to affordable, nutritious food, particularly supermarkets and grocery stores. According to the current Food Access Research Atlas, a census tract qualifies as a food desert if: 
· It is low income: with a poverty rate of 20% or more, or a median family income at or below 80% of the area median.
· It is low access: where at least 500 people or 33% of the population live more than one mile (urban) or 10 miles (rural) from the nearest supermarket or large grocery store.
Food deserts exist across the U.S., with notable concentrations in inner-city neighborhoods and isolated rural areas.
USDA data and supporting studies report:
· Over 19 million Americans (6% of the population) live in LILA census tracts.
· Urban food deserts are common in cities with histories of redlining and retail disinvestment, disproportionately affecting Black and Latino communities.
· Rural food deserts may have even more severe access issues, with entire counties in the South and Midwest classified as food deserts.
· Food deserts are not defined solely by absence, but by chronic inequity in food outlet types: convenience stores and fast-food restaurants dominate, while outlets offering diverse, high-quality, and affordable fresh foods are lacking.

The consequences of food insecurity extend beyond hunger. It contributes to increased healthcare utilization and higher rates of chronic disease, including obesity, diabetes, and hypertension.

A 2023 article published by the American Diabetes Association found:
· Food insecurity increases the risk of developing diabetes and its complications.
· It is associated with poor glycemic control, more frequent hypo/hyperglycemic episodes, and higher healthcare utilization.
· Food-insecure individuals often face trade-offs between food and medication, leading to non-adherence and worse outcomes.

According to Nutrition Reviews, food insecurity is linked to hypertension:
· Adults experiencing food insecurity had a combined odds ratio of 1.20 for hypertension.
· In children, pooled data suggested a 44% greater risk of hypertension in food-insecure households.
· Biological mechanisms include high sodium intake from low-cost processed foods, stress-related cortisol elevation, and medication non-adherence due to financial trade-offs.

Contrary to assumptions, food insecurity is often associated with obesity especially among women and children. This phenomenon is known as the food insecurity–obesity paradox.
A 2022 review in Frontiers in Nutrition found:
· Women experiencing food insecurity in high-income countries are at a 30–50% greater risk of obesity.
· Adolescents show increased rates of central obesity in food-insecure households.
· Children in persistently food-insecure homes are more likely to be obese when parental stress or parental obesity is present.
· Contributing factors include cyclical deprivation and overeating, high intake of calorie-dense, nutrient-poor foods, and stress-related hormonal and behavioral changes.

Food insecurity and food deserts are health equity issues. They drive chronic disease, exacerbate disparities, and impose avoidable costs on families, healthcare systems, and taxpayers. Addressing food insecurity improves patient outcomes and reduces healthcare costs.

Health Unit Coordinators (H.U.C.’s) are uniquely positioned to advocate for food insecurity awareness. Their contributions include:
· Patient and family interactions: As frontline team members at the “reception hub” of the unit or department, H.U.C.’s can identify signs of food insecurity.
· Team awareness: H.U.C.’s should proactively share observations with nurses, physicians, and social workers.
· Knowledge of local resources: H.U.C.’s can collaborate with social services or discharge planning to create and maintain lists of food banks, community programs, and nutrition assistance.
· Process improvement: H.U.C.’s should be encouraged to participate in unit councils, cross-disciplinary committees, and process improvement and quality initiatives that promote food insecurity screening and resource access.
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[bookmark: _Toc215757680]Quiz Questions Food Insecurity
1. According to the U.S. Department of Health and Human Services, how is food insecurity defined?
a. A temporary shortage of food in grocery stores
b. A household-level economic and social condition of limited or uncertain access to adequate food
c. A lack of access to clean water
d. Choosing not to eat due to dietary preferences
2. Which of the following qualifies a census tract as a food desert, according to the USDA?
a. High unemployment and high crime rates
b. Low income and low access to supermarkets or grocery stores
c. High population density and high numbers of fast-food outlets
d. Low wages and low availability of convenience stores
3. Which of the following is identified in the article as a factor impacting access to nutritious food?
a. Cooking skill level
b. Disability
c. Personal food preferences
d. Literacy rates
4. Which statement best describes the nature of food deserts in the United States?
a. They are areas with no food outlets of any kind
b. They are defined only by geographic isolation
c. They reflect chronic inequity in food outlet types and access to nutritious food
d. They exist only in urban neighborhoods with high poverty rates
5. Which statement accurately reflects racial disparities in food insecurity?
a. Most food-insecure individuals are Black or Latino
b. Food insecurity rates are equal across all racial groups
c. Black and Latino individuals face disproportionately higher rates of food insecurity
d. White, non-Hispanic individuals are the only group affected by food insecurity
6. What paradox is described in the article regarding food insecurity and weight status?
a. Food insecurity has no impact on weight
b. Food insecurity leads to underweight in all populations
c. Food insecurity is associated with obesity, especially in women and children
d. Food insecurity only affects weight in men
7. What is one consequence of food insecurity mentioned in the article?
a. Improved access to specialty care
b. Increased risk of negative health outcomes 
c. Lower rates of chronic disease
d. Decreased healthcare utilization
8. Which of the following is a recommended action for H.U.C.’s to promote food insecurity awareness?
a. Wait for physicians to address the issue
b. Ignore signs of food insecurity unless asked
c. Refer patients only to private food delivery services
d. Participate in unit councils and quality improvement initiatives
9. How can H.U.C.’s contribute to addressing food insecurity in healthcare settings?
a. By screening patients for food allergies
b. By identifying signs of food insecurity and sharing observations with the care team
c. By recommending nutritional supplements
d. By limiting patient access to food assistance programs
10. What is one benefit of addressing food insecurity in healthcare settings?
a.  Increased hospital admissions
b.  Improved patient outcomes and reduced healthcare costs
c.  Higher prescription drug use
d.  Reduced need for medical staff training


[bookmark: _Toc215757681]Answer Sheet NAHUC Learning Module       VALUE: 8 NAHUC CONTACT HOURS 
Fee: $24 (U.S. Dollars) for NAHUC members, $48 (U.S. Dollars) for non-members
Directions:  Print this answer sheet, circle the most correct answer based on the resources and submit with fee as instructed at beginning of the module. https://nahuc.org/product/learning-module-worth-8-0-contact-hours/
 
Member or Certification #: ________ Name: _______________________________________________
 
Email address: ________________________________________________________________________


	At Risk: Disparities in Healthcare
1. a     b     c     d
2. a     b     c     d
3. a     b     c     d
4. a     b     c     d
5. a     b     c     d
6. a     b     c     d
7. a     b     c     d
8. a     b     c     d
9. a     b     c     d
10. a     b     c     d
	Mental Literacy
1. a     b     c     d
2. a     b     c     d
3. a     b     c     d
4. a     b     c     d
5. a     b     c     d
6. a     b     c     d
7. a     b     c     d
8. a     b     c     d
9. a     b     c     d
10. a     b     c     d

	Despair of No Health Screenings
1. a     b     c     d
2. a     b     c     d
3. a     b     c     d
4. a     b     c     d
5. a     b     c     d
6. a     b     c     d
7. a     b     c     d
8. a     b     c     d
9. a     b     c     d
10. a     b     c     d
	Food Insecurity
1. a     b     c     d
2. a     b     c     d
3. a     b     c     d
4. a     b     c     d
5. a     b     c     d
6. a     b     c     d
7. a     b     c     d
8. a     b     c     d
9. a     b     c     d
10. a     b     c     d
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