Status Report on Hunger in.Massachusetts

P 07/371)/ ﬂnd Hungel" The root cause of hunger
is poverty. Today in Massachusetts, 630,000 people (9.8 percent
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of the population) live below the poverty line.! This includes
many people working at low-wage jobs. For example, a single
parent with two children who works full-time at the
Massachusetts minimum wage ($6.75 per hour) does not earn

enough to escape poverty.’
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A full-time job at minimum wage ($14,040 per year) cannot keep a
family of three or more out of poverty.
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his third annual Status Report on Hunger in Massachusetts documents the & Fot
current response to hunger in the Commonwealth by outlining the important == 7 Low-wages combine with the high cost of living in
role that emergency meals and federal nutrition programs play in helping o= l) Massachusetts to leave working families with
low-income families alleviate and avoid hunger. It provides new evidence some hard financial choices that place them at risk for
that hunger has serious medical consequences, especially for children, demon- hunger. Among low-income households, 67 percent spend
strating the need for a public health approach to the problem. Another key more than a third of their earnings on housing.’ For some,
[finding is that school breakfast improves learning — indicated in higher an even greater proportion of their income goes toward
MCAS scores — among elementary school students in low-income communities. housing costs, since the fair market rent for a two-bedroom
It also shows that the use of federal nutrition programs to stabilize the lives apartment in eastern Massachusetts is now $1,266 per
of the poorest Massachusetts citizens is a smart way to maximize taxpayer month.* Rent can use up so much of a family’s financial
revenues: by making better use of these programs, we would bring millions in resources that by the end of the month, there is no money
untapped federal nutrition dollars into the state's economy. left to buy food.
Some of the major findings of the report:
Monthly Budget for a Child-Care Worker Amount
* Researchers at Massachusetts General Hospital (MGH) have found that child- (with Two School-Aged Children) Earning $10.53 per Hour *
hood hunger is linked to poor health and medical problems, such as asthma, INCOME:

high lead levels, and failure to thrive.
Take-Home Pay  After taxes (accounting for earned income tax ’l“l 00
Lobl.

* Through the existing network of neighborhood health centers, health care providers credit) and deduction for health care coverage
can quickly and effectively screen their patients for hunger and connect them with EXPENSE:
immediate and long-term nutrition assistance. Rent Fair Market Rent for Two-Bedroom Apartment ’, 266.00
,266.

. . in Boston
* Universal breakfast programs allow more children to eat school breakfast, and

as more children participate, MCAS scores improve. [ensnoliaton g WRopivE lkayjEa== ’ 44,00
e The demand for emergency food remains at a high point in Massachusetts with Hiscell eto, (-;-en per;eni’o; all o‘;e,:;::‘:;esl)' I31.00
a disproportionate number of emergency meals served to children.
REMAINING h—;_o 00
* Hunger prevention strategies can improve access to healthy food for thousands EOBIRO0D
of families, preserving the role of emergency food programs as a last resort.
° By makmg better use of federa‘l nutrition.programs, Massa.chusetts can help its According to the USDA’ in order to purchase an adequate
low-income TFSldeﬂFS SthFCl} their food budgets and diet for her family, this parent should spend at least $380 per
Pr at the same time bring millions of taxpayer dollars month on food.® But with just $220 remaining in her budget,

back into the state's economy. she can only afford 17 days worth of food each month.
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Feeding people

nourishing hope
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Calling for Help

D,

{ roject Bread’s FoodSource Hotline is the only information and referral service in

Massachusetts for people facing hunger. Professional counselors staff the hotline and

respond with compassion to people in need,
offering them referrals to local emergency
food programs and information about food
stamps and other nutrition programs. In the
12 months beginning October 2004, the hot-
line received 35,055 calls. Over half of all calls

were from families with children that could

not afford adequate food.

The Demand for Emergency Food
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million meals.”

Nationally, 35 percent of emergency
food clients are children.® Programs
funded by Project Bread similarly
reported serving one-third of their
meals to children in 2004. Since chil-
dren make up just 24 percent of the
population in Massachusetts, they
are over represented among hungry
people.

35,000
30,000
25,000
20,000
15,000
10,000

5,000

- Hotline Calls

10/02—9/03 10/03—9/04 10/04—9/05

Calls to the FoodSource Hotline have increased by 59 percent in the

last three years.

| hrough the annual Walk for Hunger, Project Bread raises money to support over 400
emergency food pantries and meal programs in 136 communities in Massachusetts. This
year, as in 2003, emergency food programs funded by Project Bread reported serving 40

. Meals Served by Emergency Food Programs (in Millions)

2001 2002 2003 2004

While demand leveled off in 2004, emergency meals have increased by

29 percent since 2001.



Childhood Hunger ¢ Poverty

H unger is highly concentrated in pockets of poverty in Massachusetts. In a 2003 study, Project
Bread and the Center for Survey Research at the University of Massachusetts Boston found an
unprecedented level of hunger in low-income communities: 20 percent of all households lacked ade-

Photo Joshua Touster

quate food. It also revealed that one child in three in these communities is a member of a family
that is unable to meet its basic need for food.” This survey finding includes two measures of hunger:
& those households that were "food insecure” to the extent that one or more household members were
F on the brink of hunger at least some time during the year, and those houscholds that were "food
‘ ‘ V insecure with hunger." The latter measure, which affects 10 percent of the households with children
" surveyed and represents a more extreme deprivation, means that they were forced to cut the size of

- meals, skip meals, and eventually ran out of food altogether, experiencing hunger.

Over the last three years, Project Bread has received $5.5 million in grants to demonstrate a
community-based approach to child hunger prevention. These funds have allowed Project Bread to
establish the Massachusetts Child Hunger Initiative (MCHI).

’ In partnership with political and civic leaders, MCHI is working intensively in 20 low-income
Counselor answering a call communities, both urban and rural. MCHI provides grants to local organizations in these com-
fo ribe /p IR e on 1_)’ munities that help children r.eceive free breakfast and lunch at school,
tollfree FoodSource Hotline. summer meals when school is out, healthy snacks at after-school pro-
- grams, and better nutrition at home with the assistance of food

-
stamps. The goal of MCHI is to build a seamless child nutrition safe-

ty net that takes children out of food pantry lines and feeds them in

the everyday environments where they live, learn, and play.

Among school-aged children in Massachusetts living in poverty, over 60 percent are
found in these 20 communities that are the focus of MCHI.

CHIED POVERTY IN THE MCHI TARGETD COMMUNITIES

Children Ages Children Ages
COMMUNITY 5 to 17 in Families COMMUNITY 5 to 17 in Families

in Poverty in Poverty

EASTERN MA CENTRAL MA
Boston Athol 203
Brockton Fitchburg 1,407
Chelsea Orange 65
Fall River Southbridge 669
Hyannis/Barnstable Worcester 6,430
Lawrence WESTERN MA
Lowell Chicopee 1,737

Lynn Greenfield 624
New Bedford Holyoke 3,084

Revere Pittsfield 1,272
Springfield 9,363

TOTAL IN THE 20 TARGET COMMUNITIES 75,849
MASSACHUSETTS TOTAL 123,193




Access to Federal Food Programs

Government-sponsored nutrition programs include the Food Stamp
Program, WIC (the Special Supplemental Nutrition Program for
Women, Infants, and Children), School Meals, and the Summer Food
Service Program. These programs are funded by the federal government
but are administered by different state agencies: The Food Stamp
Program by the Department of Transitional Assistance (DTA), WIC by
the Department of Public Health (DPH), and both School Meals and the
Summer Food Service Program by the Department of Education (DOE).

Food stamps provide eligible families in Massachusetts with an average of
$164 per month for food purchases." The three-person household headed
by a child-care worker (see Monthly Budget for a Child-Care Worker, p. 1)
would qualify for $112 in food stamp benefits per month — an amount that
could significantly improve the family’s ability to afford nutritious food.

In Massachusetts, families with children may be eligible for food stamps
with income up to 200 percent of the poverty level. Unfortunately, accord-
ing to the USDA's latest report, only 39 percent of those eligible were
enrolled.”” The obstacles to enrollment include inconvenient state office
hours, transportation dif-
ficulties, a complicated
application process, lan-

Food Stamp Average Monthly
Participation by Households

guage barriers, and a 200,000
lack of awareness of the

benefits of the program. | 150,000
100,000
50,000
Improving

Enrollment 7/02—6/03  7/03—6/04  7/04—6/05
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In order to reduce these  Over the last three years, the number of households in
obstacles, Project Bread Massachusetts enrolled in the Food Stamp Program
has increased by 22 percent.

WIC is a health, nutrition education, and pre-
vention program aimed at pregnant women,
infants, and children up to age five. WIC partici-
pants receive supplemental foods through a
monthly package tailored to meet their special
dietary needs. The average monthly food benefit
is $34 per participant.” In Massachusetts, 28,000
women and 88,000 infants and children were
enrolled in the program in 2004." WIC has
maintained approximately the same number of
participants for the past ten years and, according
to the DPH estimates, reaches the vast majority
of eligible parents and children — more than 80
percent.

School Meals include the National School
Lunch and School Breakfast Programs. Based on
household income, families with school-aged
children can apply for reduced-price or free
school meals. Approximately 226,000 children
take advantage of the School Lunch Program in
Massachusetts, but only 43 percent of these chil-
dren receive school breakfast.

Because school breakfast has been shown to
improve student health and academic perform-
ance, over 300 schools in low-income communi-
ties now offer free breakfast to all students. At
schools with these “universal” breakfast programs,
the level of student participation is 65 percent,
significantly higher than the statewide average.

developed an online
food stamp application in collaboration with the DTA. Since most low-
income families do not own computers, Project Bread is making the online
application available at sites where families regularly seek services. Low-
income families now have access to the online application at over 50 com-
munity-based agencies in Massachusetts.

This year, the USDA and DTA also launched a major marketing campaign
to improve awareness of the Food Stamp Program. All of these recent efforts
have led to a modest increase in food stamp participation. However, the pro-
gram still fails to reach close to half of those eligible in Massachusetts.

School Breakfast and MCAS

Researchers at the University of Massachusetts Boston
recently completed a preliminary study of the relation-
ship between school breakfast participation and MCAS
scores. In schools where between 60 and 80 percent of
the students are eligible for free or reduced-price school
meals, they found that school breakfast participation is
directly correlated with higher MCAS scores. This find-
ing holds for English and Math scores for elementary
school students and is statistically significant. When the
school breakfast participation rate is over 80 percent,
MCAS scores are significantly higher than when
participation is at lower levels.

The Summer Food Service Program
ensures that low-income children receive nutritious
food when school is not in session. The USDA
provides funding to reimburse eligible sponsors
for meals served to children at summer programs.
In July 2004, the program served 46,000 children
at 671 sites across Massachusetts.'® At this level,
however, summer meals reach only 20 percent of
children receiving free or reduced-price lunch
during the school year.




A ccording to the Tax Foundation, Massachusetts ranked 44th among
the states in the return on federal tax dollars in fiscal year 2003."” The
Commonwealth received only 78 cents in federal spending for every
tax dollar its residents sent to the Internal Revenue Service. This is a
sharp decrease from twenty years ago when the Commonwealth got
$1.09 back for every dollar sent.

Massachusetts is missing an opportunity to capture millions of federal
dollars available through the Food Stamp, School Breakfast, and Summer
Food Service Programs. If participation in these three nutrition
programs increased from current levels to 66 percent of those eligible,
Massachusetts would receive $103 million in additional federal
revenues. In large part, these new federal dollars would be spent in
grocery stores and markets, aiding the economy of the state’s poorest

communities.

Potential Federal

: Actual Federal Difference in

Nutrition Program EEIDTAES Benefits Additional

FC L FY04' Federal Doll

Participation e
Food Stamps $386,381,000 - $304,421,000 = $ 81,960,000
School Breakfast $ 35,193,000 + $22,929,000 = $ 12,264,000
Summer Meals $ 13,721,000 - $ 4,158,000 = $ 9,563,000
TOTAL $435,295,000 T $331,508,000 = $103,787,000

Increased participation in these three federal nutrition programs would lever-
age over $100 million in increased federal revenues for the Commonwealth.
Currently, this Massachusetts tax-payer money is being left on the table.

If participation in these. ..
nutrition programs increased. ..
to 66 percent of those eligible,
Massachusetts would receive
8103 million in additional

federal revenues.




Hunger is a Health Issue . . . So Lets Treat It Like One

S imply put, poor nutrition leads to poor health.
Malnutrition, which occurs primarily in developing
countries, has long been recognized as the leading
global risk factor for disease because it weakens the
body’s defenses against infection.” The most
common form of malnutrition is called “protein
energy deficiency” and is the result of a diet lacking
basic carbohydrates, fats, and proteins. This type of
diet is usually also deficient in micronutrients, such
as vitamins, iodine, iron, and zinc. According to the
World Health Organization, malnutrition and
micronutrient deficiencies are the cause of over half
of childhood deaths in developing countries.*

Although severe malnutrition is rare in the United
States, recent government-sponsored national
surveys have shown that 11.2 percent of U.S.
households (12.6 million) were food insecure in
2003, meaning that they were uncertain about
having, or unable to acquire, enough food for all
their members at some point during the year.”
About 3.9 million of those households were food
insecure to the extent that one or more of their
members experienced hunger. In Massachusetts,
6.2 percent of houscholds were food insecure and
2.3 percent (approximately 58,000 households)
were food insecure with hunger.

The effects of food insecurity on the health of children
and senior adults are of particular concern.22 23, 24
The diets of hungry children and food-insecure
seniors have been found to lack micronutrients,
suggesting that this nutritional deficiency plays a
role in their increased risk for illness, just as it does
in people suffering from malnutrition.25 26

The Consequences of Child
Hunger

Several recent studies have confirmed that hunger
seriously harms children’s health. Researchers at
urban medical centers in the U.S., including
Boston, interviewed caregivers of young children
in hospital clinics and emergency departments.
They found that, since birth, food-insecure children
had nearly a third greater chance of being hospital-
ized than food-secure children.2”

In a study of homeless and low-income families in
Worcester, severe hunger was a significant predictor
of chronic health problems among school-aged
children.?8 The study also found that one-quarter
of preschool aged children with severe hunger had
low birth weights, as compared with five percent of
children who had not experienced hunger. Low birth
weight results in a host of physical and cognitive
developmental delays.2? All of this evidence
demonstrates the toll that hunger takes on the lives
of children, the heartache it causes their families,
and the financial burden that hunger creates for
the health care system through higher rates of
hospitalization and chronic illness.

Increased Risk of Obesity

Another health problem related to hunger,
paradoxically, is obesity (see Project Bread’s
2004 report, The Link between Hunger and
Obesity). Researchers have determined that the
same lack of financial resources that leads to
hunger can also lead to weight gain.” When a
family does not have enough money for ade-
quate food, often a choice is made to fend off
hunger with readily available, inexpensive foods.
These foods are primarily ones that are high in
sugar, fat, and calories. Studies conducted in
low-income neighborhoods in Boston found
that healthy foods are more expensive and
financially out of reach for most families living
in poverty.”* The inability to afford a healthy
diet appears to be a major contributor to the rise
in obesity among low-income families.

Assessing Hunger in the
Health Care Setting

While there is substantial evidence for the
adverse effects of hunger on health, health
care professionals rarely ask their patients
about hunger. Doctors and nurses are reluc-
tant to inquire about hunger because they are
ill equipped to provide solutions. In turn,
patients who experience hunger are often too
embarrassed to admit that they cannot afford
adequate food. These barriers to assessing
hunger are of particular concern in the pedi-
atric setting, since children are among those
most at risk for poor health due to hunger. As
noted by Dr. Linda Weinreb, a pediatrician at
the University of Massachusetts Medical
School, and her colleagues:

Although hunger is increasingly
acknowledged to be associated with detrimental
health, emotional, and learning outcomes,
many health care providers do not ask questions
to assess the presence or degree of hunger in
their pediatric patients. Hunger is often hidden,
even in families in which other indicators of
poverty are evident.” >

An Innovative Approach

If hunger contributes to poor health, an
improved diet can contribute to healing from a
variety of illnesses. In 2005, Project Bread part-
nered with community health centers to show
that hunger prevention can be incorporated
into the health care setting. The initiative,
called the Pediatric Hunger Prevention Project,
sought to identify hungry families and to inter-
vene to help them. Community health centers
were chosen because they are a highly effective
venue for reaching out to low-income families:
they have extended hours to accommodate
working schedules, translators for non-English-
speaking patients, and providers that have long-
standing relationships with families, making
them feel comfortable about receiving help.

The goals of the Pediatric Hunger Prevention
Project were to 1) find a practical way for health care
providers to screen families for hunger, 2) document
the impact of hunger on health, and 3) demonstrate
an intervention that can improve access to healthy
food. As part of this project, researchers at
Massachusetts General Hospital (MGH) developed
and validated a single-question screening tool, pos-
ing the following question to patients:

“In the past month was there any day when you
or anyone in your family went hungry because you
did not have enough money for food?”

Using this screening tool in the pediatrics department
of a community health center in Chelsea, 11 percent
of patients' families reported food insecurity with
hunger.*® This is significantly higher than the
statewide rate of 2.3 percent, but nearly the same rate
of hunger determined by survey research in low-
income communities in Massachusetts.”> Also consis-
tent with earlier studies, the MGH researchers found
important trends for children from hungry families,
including a higher prevalence of asthma, high lead
levels, and failure to thrive. In addition, while examining
the children's medical records, they found a higher

prevalence of health problems in their parents.”

When families were identified as hungry during
the pilot, they received immediate help in the form
of gift cards to a local supermarket and referrals to
emergency food programs. In addition, these families
received assistance in applying for federal nutrition
programs that offer a more consistent source of food.
As expected, many hungry families were found to
be eligible, but not enrolled, in the federal nutri-
tion programs. When screened, only 25 percent of
eligible families were participating in the Food
Stamp Program. Through the intervention of the
health center staff, 58 percent of the families suc-
cessfully received food stamp benefits.

Ie results of the Pediatric Hunger Prevention
Project suggest that hunger screening can be put
into practice during regular health check-ups and
can reliably predict health problems. Furthermore,
once hungry families are identified, they can be
connected with ongoing food resources. Among
physicians and nurses participating in the pilot,
92 percent were highly satisfied with hunger
screening and felt that it should become a routine
part of the health care visit. Among parents, 100
percent of those who received the intervention
were satisfied with this new service. By adopting
the same approach, health care providers in other
low-income communities can take a major step
toward securing the health of hungry children

and their families.




Case Study
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Summary

Thousands of families in Massachusetts
experience hunger because they cannot
afford adequate food. Due to the high cost
of living, low-income families run out of
money and run out of food for days or
even weeks each month. This type of
chronic, recurrent hunger increases the risk
of illness, particularly among the very
young and the very old. The long-term
consequences of poor nutrition for chil-
dren are severe, threatening our state’s
investment in their health and education.

The best solution to a public health prob-
lem is prevention and hunger should not
be an exception to this rule. Although
emergency food programs provide critical
hunger relief, food pantries and soup
kitchens were never intended to make up
for chronic food shortages in low-income
houscholds. The key prevention strategy is
to make better use of the federal nutrition
programs that can be a consistent source of
nutritious food for low-income families

and children.

Through the Massachusetts Child Hunger Initdative (MCHI), Project Bread is demonstrating ways to
boost participation in the federal nutrition programs. MCHI takes a community-based approach to
hunger prevention, involving political, business, health, and education leaders along with emergency
food providers and other local agencies that serve low-income families. Health care professionals have a
critical role in this effort, identifying hungry families, providing immediate assistance, and helping them
access on-going nutrition benefits.

While hunger is a symptom of poverty, we need not wait for an end to poverty to find innovative ways to
end hunger. By increasing access to nutritious food for thousands of struggling families, hunger preven-
tion can decrease the demand for emergency food in Massachusetts, preserving food pantries and soup
kitchens as a last resort for those facing an immediate food crisis. More importantly, hunger prevention
will improve nutrition and ensure a healthier future for our most vulnerable children and families.

Recommendations

—
Project Bread has demonstrated that these steps can reduce the prevalence of hunger:

* Adopt a public health approach to ending hunger by making screening for hunger a routine
part of primary care and by assisting hungry families on-site at community health centers.

* Expand the availability of the online food stamp application to make it easier for eligible
families to enroll.

* Provide breakfast to children at the start of every school day and implement universal
breakfast programs at all schools in low-income communities.

* Ensure that school breakfast and lunch, along with summer meals, meet the highest standards
for nutritional quality.

* Add sites for summer meals that include high quality recreational activities to help more
children eat well and exercise when schools are not in session.

* Increase participation in the federal nutrition programs to at least 66 percent of those eligible
to bring an additional $100 million in federal benefits into Massachusetts each year.




Project Bread —The Walk for Hunger

As the states leading antibunger organization,
Project Bread’s mission is to alleviate, prevent, and
ultimately end hunger in Massachusetts. Project
Bread strives to make emergency food accessible to
people who would otherwise go hungry; to educate,
mobilize and empower people through The Walk
Jor Hunger and other avenues of action; to research

and develop innovative solutions to hunger; and, in
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partnership with others, to advocate freedom from

hunger across the Commonwealth. Project Bread

. . . ) . o ) o grew out of The Walk for Hunger, its signature
Project Bread is working to improve access to quality nutrition for low-income families. The

children at this Lawrence school are participating in a Better Breakfast Program developed in
partnership with experts from the Harvard School of Public Health.

event, which today raises millions yearly to fund 400
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