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Abstract

:

Though fruit and vegetable consumption is essential for disease prevention and health maintenance, intake among children fails to meet dietary recommendations. Limited access to and the affordability of fresh produce, particularly among low-income youth, are barriers to adequate intake. To address these challenges, researchers and pediatricians in Flint, Michigan, expanded a successful fruit and vegetable prescription program that provides one $15 prescription for fresh fruits and vegetables to every child at every office visit. Vendors include the downtown farmers’ market and a local mobile market. This study describes baseline characteristics, dietary patterns, food access, and food security among 261 caregiver–child dyads enrolled August 2018–March 2019. The child-reported mean daily intake of vegetables (0.72 cups ± 0.77), dairy products (1.33 cups ± 1.22), and whole grains (0.51 ounces ± 0.49) were well below recommendations. Furthermore, 53% of children and 49% of caregivers who completed the food security module indicated low or very low food security. However, there were no statistically significant differences in the child consumption of fruits and vegetables between households that reported high versus low food security (p > 0.05). Results validate and raise deep concerns about poor dietary patterns and food insecurity issues facing Flint children, many of whom continue to battle with an ongoing drinking water crisis. Additional poverty-mitigating efforts, such as fruit and vegetable prescription programs, are necessary to address these gaps.
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1. Introduction


Though fruit and vegetable consumption is essential for proper growth and development [1,2,3,4], as well as for the prevention of chronic disease [5,6,7,8,9], intake among children fails to meet dietary recommendations [10,11,12,13]. While small improvements in total fruit intake among children have been demonstrated in recent years, vegetable consumption remains very low among children of all socio-demographic groups. The most recent available data suggest that only children ages 2–5 are meeting Healthy People 2020 targets for fruits, and no socio-demographic groups of children are meeting targets for vegetable intake [14]. Limited access to and the affordability of fresh produce, particularly among low-income youth, are important barriers to adequate consumption [15,16,17]. To address these challenges, researchers partnered with pediatricians in Flint, Michigan, USA, to expand a successful fruit and vegetable prescription program that provides one $15 prescription (voucher) for fresh fruits and vegetables to every child at each office visit. Participating vendors include the downtown farmers’ market and a local mobile market, which accepts orders for fruit and vegetable boxes delivered to locations throughout the city.



Primary care providers serve as the leading source of health information among patients of all ages [18,19,20,21]. As a result, providers have the opportunity to educate individuals about the importance of proper nutrition and the connection between food and health [22,23]. Pediatricians, who often follow children from infancy to young adulthood, are uniquely positioned to influence lifelong dietary behaviors [24,25,26]. With mounting evidence that higher fruit and vegetable consumption during childhood is associated with reductions in chronic diseases in adulthood [5,24,27,28], both the immediate and long-term implications of fruit and vegetable prescription programs for pediatric patients could be substantial.



Unlike recent programs that have focused on fruit and vegetable prescriptions as a disease-management approach for adults with diet-related health conditions [18,29,30,31,32], the current project is a primary prevention program that emphasizes the critical role of fruits and vegetables in the prevention of chronic disease during formative childhood years [33]. To date, only two studies have examined fruit and vegetable prescription programs focused on primary prevention during childhood [15,34]. A previous qualitative study with caregivers of pediatric patients who received prescriptions for fresh fruits and vegetables from their pediatrician reported improvements in household food security, access to fresh foods, and child dietary patterns [15]. Similarly, evidence has suggested that pediatric fruit and vegetable prescriptions are an effective method to address food insecurity among low-income families [34]. The goal of the one-year pediatric fruit and vegetable prescription program study is to measure the influence of prescriptions on the dietary patterns of children, particularly changes in daily servings of fruits and vegetables, as well as household food security. Researchers hypothesize that children who participate in the fruit and vegetable prescription program will have improved dietary patterns and food security over 12 months. The purpose of the current study was to explore baseline characteristics, food security, food access, and dietary patterns among patients at a pediatric clinic in a low-income urban area that introduced a fruit and vegetable prescription program. Because the city continues to experience a lead-in-water public health crisis [35] which is aggravated by poor nutrition [36,37,38,39], researchers further examined relationships between food security and child dietary patterns among children who live in Flint.




2. Materials and Methods


2.1. Study Population


Nearly 60% of children who reside in Flint, Michigan, live below the poverty line [40], and the community struggles with a limited number of full-service grocery stores operating within the city [41]. These persistent challenges with food access and affordability have been further exacerbated by a well-publicized lead-in-water public health crisis [35,42]. In August 2015, a large university-affiliated residency training pediatric clinic relocated to the second floor of a downtown farmers’ market and established a pediatric fruit and vegetable prescription program [15]. In August 2018, this successful program was expanded to a second clinic in Flint to test its replicability in a pediatric office outside of a farmers’ market building. The second clinic is located several miles from the downtown farmers’ market and has approximately 3000 pediatric patients, most of whom live in Flint and receive public health insurance. The current study is an examination of the pediatric prescription program at the second clinic, located away from the downtown farmers’ market.




2.2. Study Design


This was a cross-sectional analysis of self-reported data from a convenience sample of caregiver–child dyads at their pediatrician’s office. Data were collected from caregiver–child dyads immediately prior to receiving a $15 prescription for fresh fruits and vegetables.




2.3. Pediatric Fruit and Vegetable Prescription Program


Similar to medical prescriptions, pediatric fruit and vegetable prescriptions are written by physicians and given to patients. In the current program, every patient receives a $15 fruit and vegetable prescription at each clinic visit to be redeemed for fresh produce at the Flint Farmers’ Market or Flint Fresh (a mobile market that offers free delivery of fresh produce boxes throughout Flint). Vendors ensure that prescriptions are treated as gift certificates or vouchers that may be redeemed exclusively for fresh fruits and vegetables. Prescriptions are printed with an expiration date 90 days from distribution. Unlike previous prescription programs that required physicians to identify at-risk patients through diet-related health conditions or income level, the fruit and vegetable prescriptions in the current program are designed to highlight the particular importance of healthy dietary patterns in the prevention of disease. Prescriptions are written by pediatricians and given to all patients, regardless of medical condition or household income, at the conclusion of their office visits.




2.4. Participants and Data Collection


After approval from the Michigan State University Institutional Review Board (Study00000666, titled “Fruit and Vegetable Prescription Program”), beginning in August 2018, all patients (0–18 years) at the partnering pediatric clinic received a $15 prescription for fresh fruits and vegetables during each office visit to be redeemed for fresh produce at the farmers’ market or local mobile market. Caregivers whose children were between the ages of 8 and 18 years and spoke English were invited to participate in the research study. To ensure collection of valid and reliable dietary data from children, researchers restricted enrollment in the study to children ages 8–18 years. Following caregiver consent and child assent, caregiver–child dyads (one caregiver and one child from each family) separately completed a series of demographic questions as well as survey questions to assess dietary patterns, food security, and food access. All data were collected using a digital platform (Michigan State University Qualtrics). This study was conducted in accordance with the Declaration of Helsinki.




2.5. Evaluation Tools


2.5.1. Food Security


Caregivers completed the US Household Food Security Module: Six-Item Short Form, developed by the National Center for Health Statistics, to measure household food security and hunger [43]. The sum of affirmative responses (“often,” “sometimes,” “yes,” “almost every month,” and “some months but not every month”) to the six questions served as the household’s raw score. A food security status was assigned based on this calculated raw score (0–1 = high/marginal food security; 2–4 = low food security; and 5–6 = very low food security). A sample item was, “In the last 12 months, were you ever hungry but didn’t eat because there wasn’t enough money for food?” For the current analysis, a dichotomous summary score was created (0–1 = high/marginal food security; 2–6 = low/very low food security).



Children ages 12 years and older completed the Self-Administered Food Security Survey Module for Youth [44]. Though the internal validity of the module was found adequate for children ages 12 years and older, its use is not recommended for younger children. Therefore, the tool was used only with children 12 years of age and older. The sum of affirmative responses (“a lot” or “sometimes”) to the nine questions in the Child Food Security Module is the respondent’s raw score on the scale. A food security status was assigned by raw score (0–1 = high/marginal food security; 2–5 = low food security; and 6–9 = very low food security). A sample item was, “Did the food that your family bought run out, and you didn’t have money to get more?” For the current analysis, a dichotomous summary score was created (0–1 = high/marginal food security; 2–9 = low/very low food security).




2.5.2. Dietary Patterns


The dietary patterns in children (8–18 years of age) were measured using the Block Kids Food Screener, which has previously demonstrated good relative validity for children and adolescents [45]. The 41-item Block Kids Food Screener, which assessed the frequency and quantity of foods and beverages consumed during the previous week, was self-administered. A research assistant was available to help younger children (under the age of 10 years) when necessary.




2.5.3. Food Access


Caregivers completed selected questions from the Food Attitudes and Behaviors Survey (FAB) [46] to specifically examine access to fruits and vegetables. Responses were answered on a 5-point Likert scale (1 = “strongly disagree” to 5 = “strongly agree”). For analysis, “strongly agree” and “agree” were combined into “agree,” while “strongly disagree” and “disagree” were combined into “disagree.” A sample item was, “It’s hard for me to purchase fruits and vegetables in my neighborhood.” Caregivers also completed 4 questions from the Michigan Behavioral Risk Factor Surveillance Survey (MBRFSS) related to fruit and vegetable quality and access in neighborhood stores. Responses were answered on a 5-point Likert scale (1 = “always” to 5 = “never”). For analysis, “always” and “usually” were combined into “usually,” while “rarely” and “never” were combined into “rarely.” A sample item was “How often is a variety of good-quality orange-colored vegetables, such as sweet potatoes, pumpkin, winter squash, or carrots, available at this location?”






3. Results


A total of 261 caregiver–child dyads from Flint enrolled in the study between August 2018 and March 2019 (Table 1). Most of the caregivers (mean age of 40.0 ± 10.4 years) were African American (77.4%) and female (89.3%). Similarly, most of the children (mean age of 12.8 ± 2.9 years) were African American (79.7%) and female (54.0%). The majority of caregivers who completed the survey reported participation in the Supplemental Nutrition Assistance Program (SNAP) (56.3%, 147/261). Fifty-eight percent (152/261) reported that their child(ren) received free or reduced-price school meals. Seventy-six percent (198/261) of caregivers reported participation in either or both SNAP and free or reduced-price school meals.



3.1. Food Security


Approximately half of the caregivers who completed the US Household Food Security Module (48.7%, n = 127) reported low food security (29.9%, n = 78) or very low food security (18.8%, n = 49). A total of 164 children, 12 years of age and older, completed the Self-Administered Food Security Survey Module for Youth. Over half of these children (53.0%, n = 87) reported low food security (41.5%, n = 68) or very low food security (11.6%, n = 19). There was a low correlation between caregiver and child food security categories (r = 0.13, p = 0.10). Though child-reported food security scores were slightly lower for children who completed the questionnaire during summer months (when school was not in session) than for children who completed the survey during the academic year, the difference was not statistically significant (p = 0.472). Regardless of the time of year, over half of the children who completed the food security survey reported low or very low food security. Specifically, 58.3% (21/36) of the children reported low food security (44.4%, n = 16) or very low food security (13.9%, n = 5) during the summer, compared to 51.6% (66/128) of children who reported low food security (40.6%, n = 52) or very low food security (10.9%, n = 14) during the school year.




3.2. Dietary Patterns


The dietary patterns were analyzed using Block Kids Food Screener reports of vegetables (excluding potatoes and legumes), fruits (with juices), whole fruits, dairy, whole grains, fiber, and added sugars (Table 2). The reported intake failed to meet current dietary recommendations for the majority of children who completed the screener. The mean intake of vegetables was 0.72 ± 0.77 cups per day, with 93.3% reporting a daily consumption of fewer than 2 cups. The average daily consumption of fruits (with juices) was 1.51 ± 1.30 cups, with 58.7% of children reporting less than 1.5 cups of fruit per day, and 73.4% reporting fewer than 2 cups. The mean intake of whole fruit was 0.73 ± 0.83 cups per day, with 87.3% reporting a daily consumption of less than 1.5 cups per day and 92.5% reporting fewer than 2 cups per day. The mean intake of dairy products was 1.33 ± 1.12 cups per day, with 92.9% of children reporting less than 3 cups of dairy foods per day. The mean intake of protein sources was 3.49 ± 4.39 ounces per day, with 84.1% of children reporting less than 5 ounces of protein per day. The mean daily intake of whole grains was 0.51 ± 0.49 ounces, with 100% of children reporting a consumption of fewer than 3 ounces of whole grains per day. The mean daily fiber intake was 11.2 ± 9.1 g, with 94.8% of the children reporting daily intakes below 26 g of fiber. The mean intake of added sugars was 9.6 ± 8.4 g, with 35.3% of the children reporting daily intakes of more than 10 g of added sugar, and 7.1% reporting daily intake of at least 25 g of sugar.




3.3. Food Access


Considering the ongoing challenges with the lead-in-water crisis in Flint, caregiver-reported food access measures were collected. Caregivers were asked whether they agreed or disagreed with the following statement: “I do not have safe water to wash and prepare fruits and vegetables.” Over half of the caregivers disagreed (65.7%, 165/251). Nearly half (49.0%, 124/253) disagreed that fruits and vegetables cost too much, and the majority of caregivers (70.1%, 176/251) disagreed that it was hard to purchase fruits and vegetables in their neighborhood. Approximately 40% (41.5%, 105/253) agreed to the statement, “When I eat out, it’s easy to get fruits and vegetables.” When specifically asked about fast food, however, only 14.2% (37/259) agreed with the statement, “Fast food places offer enough choices of fruits and vegetables on their menus.”



Additional questions from the MBRFSS focused on fruit and vegetable quality and access as impacted by the store. The majority of caregivers reported that distance to the store from home was rarely (25.7%, 67/261) or never (33.7%, 88/261) a problem. Over 80% (80.5%, 210/261) reported that there was always (57.5%, 150/261) or usually (23.0%, 60/261) a variety of high-quality dark green vegetables at the store. Similarly, 72.0% said that there was always (43.7%, 114/261) or usually (28.4%, 74/261) a variety of high-quality orange vegetables. Over 80% (82.4%, 215/261) reported that there was always (61.3%, 160/261) or usually (21.1%, 55/261) a variety of quality fruits.




3.4. Relationship between Fruit and Vegetable Intake and Food Security and Access


Using independent samples t-tests, researchers examined whether there was a difference in the mean daily servings of vegetables (excluding potatoes and legumes), fruits with juices, or whole fruits between those children who reported low or very low food security and those children who reported high or marginal food security. There were no statistically significant differences based on food security groups for the fruit and vegetable dietary items (p > 0.05). Additionally, researchers assessed differences in fruit and vegetable intake and food access in relation to water safety, cost, purchasing in the neighborhood, distance from the store, and variety of high-quality fruits and vegetables (Table 3). There were no statistically significant differences in the mean daily intake of vegetables, fruits with juices, or whole fruits in any of the measures.





4. Discussion


The current study is the first to examine baseline dietary patterns and food security among pediatric patients immediately prior to the introduction of a clinic-wide fruit and vegetable prescription program. Central to our findings were consistently poor dietary patterns among our sample of children. The majority failed to reach dietary recommendations, with less than 10% of the entire sample meeting daily recommendations for vegetables, whole grains, dairy, and fiber. This finding, which is consistent with previous literature focused on dietary patterns of children and adolescents living in low-income urban communities [10,47,48], validates and continues to raise deep concerns about poor dietary patterns among children in Flint, many of whom continue to battle an ongoing drinking water crisis that is worsened by hunger and poor nutrition [38,49,50]. Continued poverty-mitigating efforts, such as fruit and vegetable prescriptions, are necessary to address pervasive dietary concerns among children in Flint.



Additionally, over half of the children who participated in the study reported low or very low food security. Though not statistically significant, child-reported food security was higher during the school year as compared to summer months. This apparent lack of reliable access to sufficient quality and quantity of food for children living in Flint is extremely concerning given evidence that food insecurity in children is associated with numerous negative health outcomes, including childhood overweight and obesity [51,52,53,54]. In 2015, the American Academy of Pediatrics recommended that providers screen all households with children for food insecurity [55]. However, many providers do not screen, indicating a lack of resources to support those families who screen positive [56]. Pediatric fruit and vegetable prescriptions could be replicated in primary care practices across the country to actively address food insecurity in children. Additionally, given strong evidence that fruit and vegetable intake is consistently and positively associated with income [11,26,57], fruit and vegetable prescription programs are likely to disproportionately benefit children and adolescents suffering from food insecurity.



In sharp contrast to previous research demonstrating that residents of food desert communities, such as Flint, are frequently challenged with limited access to fresh, high-quality foods [58,59], caregivers in the current study reported very few barriers to accessing fresh, high-quality fruits and vegetables. Though low-income neighborhoods often have poorer quality and fewer healthy food options than higher-income neighborhoods [60,61], few caregivers in the current study revealed challenges with food access within their neighborhoods. Furthermore, when assessing the relationship between child-reported fruit and vegetable intake and food access, there were no significant associations between the mean daily intake of vegetables (excluding potatoes and legumes), fruits (with juices), or whole fruits and various measures of food access. It is important to note, however, that this lack of association could be explained by extremely poor intake of fruits and vegetables across our entire sample of children, and our study was not powered to detect small differences between the groups. Unlike other food access questions, the majority of caregivers did indicate that local fast food restaurants offered few fruit and vegetable options. It has been suggested that Americans are increasingly eating meals away from home, a behavior that has consistently been associated with adverse nutritional consequences [62,63,64]. This finding is noteworthy because fast food restaurants have become increasingly popular in recent decades [65], and the availability of high-nutrient foods, such as fruits and vegetables, is often inadequate.



Limitations of the current study should be acknowledged. Our sample was specific to one low-income urban city. As such, results may not be generalizable to other communities. Additionally, there may have been selection bias, as responses from caregivers and patients who chose not to complete the survey may have differed from those who voluntarily agreed to complete the survey. However, the characteristics of the study population closely match those of the source patient population at the pediatric clinic, which consists primarily of low-income, minority patients receiving public health insurance. Finally, the cross-sectional study design did not allow researchers to investigate the impact of the prescription program over time, but this was an important preliminary study to examine baseline dietary patterns and food insecurity among children newly exposed to a fruit and vegetable prescription program.




5. Conclusions


Unlike the majority of fruit and vegetable prescription programs that primarily target income-eligible adults with nutrition-related health conditions [22,29,30,66], the current program focused on preventing disease and promoting healthy eating patterns through improved affordability and exposure to fresh, high-quality produce. Pediatricians and primary care providers are in the unique and favorable position to help children develop healthy eating behaviors that are likely to continue throughout their lives [33]. Providing a fruit and vegetable prescription to every child demonstrates physicians’ recognition of the important role of fresh, high-nutrient foods in health promotion and prevention of chronic disease. Future research in Flint will investigate caregiver- and child-reported changes in food security scores, dietary patterns, food access, and clinical markers in relation to participation in the fruit and vegetable prescription program. Additionally, future research will explore the impact of other food assistance programs on measures of dietary intake, reported food security, and food access.







Author Contributions


Conceptualization, A.S.-C.; project administration, A.S.-C.; formal analysis, J.L.; writing—original draft preparation, A.S.-C. and J.L.; writing—review and editing, A.S.-C., J.L., M.H.-A., and T.C.




Funding


This research was funded by Michigan Health Endowment Fund.




Conflicts of Interest


The authors declare no conflict of interest. The funders had no role in the design of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to publish the results.




References


	



Donin, A.S.; Dent, J.E.; Nightingale, C.M.; Sattar, N.; Owen, C.G.; Rudnicka, A.R.; Perkin, M.R.; Stephen, A.M.; Jebb, S.A.; Cook, D.G.; et al. Fruit, vegetable and vitamin C intakes and plasma vitamin C: Cross-sectional associations with insulin resistance and glycaemia in 9-10 year-old children. Diabet. Med. 2016, 33, 307–315. [Google Scholar] [CrossRef] [PubMed]

	



Prynne, C.J.; Mishra, G.D.; O’Connell, M.A.; Muniz, G.; Laskey, M.A.; Yan, L.; Prentice, A.; Ginty, F. Fruit and vegetable intakes and bone mineral status: A cross sectional study in 5 age and sex cohorts. Am. J. Clin. Nutr. 2006, 83, 1420–1428. [Google Scholar] [CrossRef] [PubMed]

	



Cohen, J.F.; Gorski, M.T.; Gruber, S.A.; Kurdziel, L.B.; Rimm, E.B. The effect of healthy dietary consumption on executive cognitive functioning in children and adolescents: A systematic review. Br. J. Nutr. 2016, 116, 989–1000. [Google Scholar] [CrossRef] [PubMed]

	



Liu, R.H. Health-promoting components of fruits and vegetables in the diet. Adv. Nutr. 2013, 4, 384S–392S. [Google Scholar] [CrossRef] [PubMed]

	



Maynard, M.; Gunnell, D.; Emmett, P.; Frankel, S.; Davey Smith, G. Fruit, vegetables, and antioxidants in childhood and risk of adult cancer: The Boyd Orr cohort. J. Epidemiol. Community Health 2003, 57, 218–225. [Google Scholar] [CrossRef] [PubMed]

	



Oyebode, O.; Gordon-Dseagu, V.; Walker, A.; Mindell, J.S. Fruit and vegetable consumption and all-cause, cancer and CVD mortality: Analysis of Health Survey for England data. J. Epidemiol. Community Health 2014, 68, 856–862. [Google Scholar] [CrossRef]

	



Wu, Y.; Zhang, D.; Jiang, X.; Jiang, W. Fruit and vegetable consumption and risk of type 2 diabetes mellitus: A dose-response meta-analysis of prospective cohort studies. Nutr. Metab. Cardiovasc. Dis. 2015, 25, 140–147. [Google Scholar] [CrossRef]

	



Aune, D.; Giovannucci, E.; Boffetta, P.; Fadnes, L.T.; Keum, N.; Norat, T.; Greenwood, D.C.; Riboli, E.; Vatten, L.J.; Tonstad, S. Fruit and vegetable intake and the risk of cardiovascular disease, total cancer and all-cause mortality-a systematic review and dose-response meta-analysis of prospective studies. Int. J. Epidemiol. 2017, 46, 1029–1056. [Google Scholar] [CrossRef]

	



Wang, X.; Ouyang, Y.; Liu, J.; Zhu, M.; Zhao, G.; Bao, W.; Hu, F.B. Fruit and vegetable consumption and mortality from all causes, cardiovascular disease, and cancer: Systematic review and dose-response meta-analysis of prospective cohort studies. BMJ 2014, 349, g4490. [Google Scholar] [CrossRef]

	



Drewnowski, A.; Rehm, C.D. Socioeconomic gradient in consumption of whole fruit and 100% fruit juice among US children and adults. Nutr. J. 2015, 14, 3. [Google Scholar] [CrossRef]

	



Di Noia, J.; Byrd-Bredbenner, C. Determinants of fruit and vegetable intake in low-income children and adolescents. Nutr. Rev. 2014, 72, 575–590. [Google Scholar] [CrossRef] [PubMed]

	



O’Neil, C.E.; Nicklas, T.A.; Fulgoni, V.L., III. Food Sources of Energy and Nutrients of Public Health Concern and Nutrients to Limit with a Focus on Milk and other Dairy Foods in Children 2 to 18 Years of Age: National Health and Nutrition Examination Survey, 2011–2014. Nutrients 2018, 10, 1050. [Google Scholar] [CrossRef] [PubMed]

	



Leme, A.C.; Baranowski, T.; Thompson, D.; Philippi, S.; O’Neil, C.; Fulgoni, V.; Nicklas, T. Top food sources of percentage of energy, nutrients to limit and total gram amount consumed among US adolescents: National Health and Nutrition Examination Survey 2011-2014. Public Health Nutr. 2019, 22, 661–671. [Google Scholar] [CrossRef] [PubMed]

	



Kim, S.A.; Moore, L.V.; Galuska, D.; Wright, A.P.; Harris, D.; Grummer-Strawn, L.M.; Merlo, C.L.; Nihiser, A.J.; Rhodes, D.G.; Division of Nutrition, Physical Activity, and Obesity, National Center for Chronic Disease Prevention and Health Promotion, CDC. Vital signs: Fruit and vegetable intake among children—United States, 2003-2010. MMWR Morb. Mortal. Wkly. Rep. 2014, 63, 671–676. [Google Scholar] [PubMed]

	



Saxe-Custack, A.; Lofton, H.C.; Hanna-Attisha, M.; Victor, C.; Reyes, G.; Ceja, T.; LaChance, J. Caregiver perceptions of a fruit and vegetable prescription programme for low-income paediatric patients. Public Health Nutr. 2018, 21, 2497–2506. [Google Scholar] [CrossRef] [PubMed]

	



Carty, S.A.; Mainvil, L.A.; Coveney, J.D. Exploring family home food environments: Household resources needed to utilise weekly deliveries of free fruits and vegetables. Nutr. Diet. 2017, 74, 138–146. [Google Scholar] [CrossRef]

	



Kamphuis, C.; Giskes, K.; de Bruijn, G.J.; Wendel-Vos, W.; Brug, J.; van Lenthe, F.J. Environmental determinants of fruit and vegetable consumption among adults: A systematic review. Br. J. Nutr. 2006, 96, 620–635. [Google Scholar]

	



Friedman, D.B.; Freedman, D.A.; Choi, S.K.; Anadu, E.C.; Brandt, H.M.; Carvalho, N.; Hurley, T.G.; Young, V.M.; Hébert, J.R. Provider communication and role modeling related to patients’ perceptions and use of a federally qualified health center-based farmers’ market. Health Promot. Pract. 2014, 15, 288–297. [Google Scholar] [CrossRef]

	



Friedman, D.B.; Thomas, T.L.; Owens, O.L.; Hebert, J.R. It takes two to talk about prostate cancer: A qualitative assessment of African American men’s and women’s cancer communication practices and recommendations. Am. J. Men’s Health 2012, 6, 472–484. [Google Scholar] [CrossRef]

	



Lupi, J.L.; Haddad, M.B.; Gazmararian, J.A.; Rask, K.J. Parental perceptions of family and pediatrician roles in childhood weight management. J. Pediatr. 2014, 165, 99–103.e2. [Google Scholar] [CrossRef]

	



Daniels, S.R.; Hassink, S.G. The role of the pediatrician in primary prevention of obesity. Pediatrics 2015, 136, e275–e292. [Google Scholar] [CrossRef] [PubMed]

	



Buyuktuncer, Z.; Kearney, M.; Ryan, C.L.; Thurston, M.; Ellahi, B. Fruit and vegetables on prescription: A brief intervention in primary care. J. Hum. Nutr. Diet. 2014, 27 (Suppl. 2), 186–193. [Google Scholar] [CrossRef] [PubMed]

	



Kearney, M.; Bradbury, C.; Ellahi, B.; Hodgson, M.; Thurston, M. Mainstreaming prevention: Prescribing fruit and vegetables as a brief intervention in primary care. Public Health 2005, 119, 981–986. [Google Scholar] [CrossRef] [PubMed]

	



Hodder, R.K.; Stacey, F.G.; Wyse, R.J.; O’Brien, K.M.; Clinton-McHarg, T.; Tzelepis, F.; Nathan, N.K.; James, E.L.; Bartlem, K.M.; Sutherland, R.; et al. Interventions for increasing fruit and vegetable consumption in children aged five years and under. Cochrane Database Syst. Rev. 2017, 9, CD008552. [Google Scholar] [CrossRef] [PubMed]

	



Craigie, A.M.; Lake, A.A.; Kelly, S.A.; Adamson, A.J.; Mathers, J.C. Tracking of obesity-related behaviours from childhood to adulthood: A systematic review. Maturitas 2011, 70, 266–284. [Google Scholar] [CrossRef] [PubMed]

	



Appannah, G.; Pot, G.K.; Oddy, W.H.; Jebb, S.A.; Ambrosini, G.L. Determinants of a dietary pattern linked with greater metabolic risk and its tracking during adolescence. J. Hum. Nutr. Diet. 2018, 31, 218–227. [Google Scholar] [CrossRef] [PubMed]

	



Laitinen, T.T.; Nuotio, J.; Juonala, M.; Niinikoski, H.; Rovio, S.; Viikari, J.S.A.; Rönnemaa, T.; Magnussen, C.G.; Jokinen, E.; Lagström, H.; et al. Success in Achieving the targets of the 20-year infancy-onset dietary intervention: Association with insulin sensitivity and serum lipids. Diabetes Care 2018, 41, 2236–2244. [Google Scholar] [CrossRef]

	



Saeedi, P.; Shavandi, A.; Skidmore, P.M.L. What do we know about diet and markers of cardiovascular health in children: A review. Int. J. Environ. Res. Public Health 2019, 16, 548. [Google Scholar] [CrossRef]

	



Bryce, R.; Guajardo, C.; Ilarraza, D.; Milgrom, N.; Pike, D.; Savoie, K.; Valbuena, F.; Miller-Matero, L.R. Participation in a farmers’ market fruit and vegetable prescription program at a federally qualified health center improves hemoglobin A1C in low income uncontrolled diabetics. Prev. Med. Rep. 2017, 7, 176–179. [Google Scholar] [CrossRef]

	



Trapl, E.S.; Smith, S.; Joshi, K.; Osborne, A.; Benko, M.; Matos, A.T.; Bolen, S. Dietary impact of produce prescriptions for patients with hypertension. Prev. Chronic Dis. 2018, 15, E138. [Google Scholar] [CrossRef]

	



Cavanagh, M.; Jurkowski, J.; Bozlak, C.; Hastings, J.; Klein, A. Veggie Rx: An outcome evaluation of a healthy food incentive programme. Public Health Nutr. 2017, 20, 2636–2641. [Google Scholar] [CrossRef] [PubMed]

	



Muhammad, H.; Reeves, S.; Ishaq, S.; Mayberry, J.; Jeanes, Y.M. Adherence to a gluten free diet is associated with receiving gluten free foods on prescription and understanding food labelling. Nutrients 2017, 9, 705. [Google Scholar] [CrossRef] [PubMed]

	



Cruz, F.; Ramos, E.; Lopes, C.; Araujo, J. Tracking of food and nutrient intake from adolescence into early adulthood. Nutrition 2018, 55–56, 84–90. [Google Scholar] [CrossRef] [PubMed]

	



Ridberg, R.A.; Bell, J.F.; Merritt, K.E.; Harris, D.M.; Young, H.M.; Tancredi, D.J. A pediatric fruit and vegetable prescription program increases food security in low-income households. J. Nutr. Educ. Behav. 2019, 51, 224–230.e1. [Google Scholar] [CrossRef] [PubMed]

	



Hanna-Attisha, M.; LaChance, J.; Sadler, R.C.; Champney Schnepp, A. Elevated blood lead levels in children associated with the Flint drinking water crisis: A spatial analysis of risk and public health response. Am. J. Public Health 2016, 106, 283–290. [Google Scholar] [CrossRef] [PubMed]

	



Kordas, K. The “lead diet”: Can dietary approaches prevent or treat lead exposure? J. Pediatr. 2017, 185, 224–231.e1. [Google Scholar] [CrossRef]

	



Hsu, P.C.; Guo, Y.L. Antioxidant nutrients and lead toxicity. Toxicology 2002, 180, 33–44. [Google Scholar] [CrossRef]

	



Rabinowitz, M.B.; Kopple, J.D.; Wetherill, G.W. Effect of food intake and fasting on gastrointestinal lead absorption in humans. Am. J. Clin. Nutr. 1980, 33, 1784–1788. [Google Scholar] [CrossRef]

	



Liu, J.; McCauley, L.; Compher, C.; Yan, C.; Shen, X.; Needleman, H.; Pinto-Martin, J.A. Regular breakfast and blood lead levels among preschool children. Environ. Health 2011, 10, 28. [Google Scholar] [CrossRef]

	



American FactFinder, United States Census Bureau. Selected Economic Characteristics: 2013-2017 American Community Survey 5-Year Estimates for Flint City, Michigan. Available online: https://factfinder.census.gov/bkmk/table/1.0/en/ACS/17_5YR/DP03/1600000US2629000 (accessed on 31 May 2019).

	



Sadler, R.C. Integrating expert knowledge in a GIS to optimize siting decisions for small-scale healthy food retail interventions. Int. J. Health Geogr. 2016, 15, 19. [Google Scholar] [CrossRef]

	



Zahran, S.; McElmurry, S.P.; Sadler, R.C. Four phases of the Flint Water Crisis: Evidence from blood lead levels in children. Environ. Res. 2017, 157, 160–172. [Google Scholar] [CrossRef] [PubMed]

	



Blumberg, S.J.; Bialostosky, K.; Hamilton, W.L.; Briefel, R.R. The effectiveness of a short form of the Household Food Security Scale. Am. J. Public Health 1999, 89, 1231–1234. [Google Scholar] [CrossRef] [PubMed]

	



Connell, C.L.; Nord, M.; Lofton, K.L.; Yadrick, K. Food security of older children can be assessed using a standardized survey instrument. J. Nutr. 2004, 134, 2566–2572. [Google Scholar] [CrossRef] [PubMed]

	



Hunsberger, M.; O’Malley, J.; Block, T.; Norris, J.C. Relative validation of Block Kids Food Screener for dietary assessment in children and adolescents. Matern. Child Nutr. 2015, 11, 260–270. [Google Scholar] [CrossRef] [PubMed]

	



Erinosho, T.O.; Pinard, C.A.; Nebeling, L.C.; Moser, R.P.; Shaikh, A.R.; Resnicow, K.; Oh, A.Y.; Yaroch, A.L. Development and implementation of the National Cancer Institute’s Food Attitudes and Behaviors Survey to assess correlates of fruit and vegetable intake in adults. PLoS ONE 2015, 10, e0115017. [Google Scholar] [CrossRef] [PubMed]

	



Dannefer, R.; Bryan, E.; Osborne, A.; Sacks, R. Evaluation of the Farmers’ Markets for Kids programme. Public Health Nutr. 2016, 19, 3397–3405. [Google Scholar] [CrossRef]

	



Wang, Y.; Jahns, L.; Tussing-Humphreys, L.; Xie, B.; Rockett, H.; Liang, H.; Johnson, L. Dietary intake patterns of low-income urban african-american adolescents. J. Am. Diet. Assoc. 2010, 110, 1340–1345. [Google Scholar] [CrossRef]

	



Ahamed, M.; Siddiqui, M.K. Environmental lead toxicity and nutritional factors. Clin. Nutr. 2007, 26, 400–408. [Google Scholar] [CrossRef]

	



Kordas, K.; Burganowski, R.; Roy, A.; Peregalli, F.; Baccino, V.; Barcia, E.; Mangieri, S.; Ocampo, V.; Mañay, N.; Martínez, G.; et al. Nutritional status and diet as predictors of children’s lead concentrations in blood and urine. Environ. Int. 2018, 111, 43–51. [Google Scholar] [CrossRef]

	



DeMartini, T.L.; Beck, A.F.; Kahn, R.S.; Klein, M.D. Food insecure families: Description of access and barriers to food from one pediatric primary care center. J. Community Health 2013, 38, 1182–1187. [Google Scholar] [CrossRef]

	



Casey, P.H.; Simpson, P.M.; Gossett, J.M.; Bogle, M.L.; Champagne, C.M.; Connell, C.; Harsha, D.; McCabe-Sellers, B.; Robbins, J.M.; Stuff, J.E.; et al. The association of child and household food insecurity with childhood overweight status. Pediatrics 2006, 118, e1406–e1413. [Google Scholar] [CrossRef]

	



Eisenmann, J.C.; Gundersen, C.; Lohman, B.J.; Garasky, S.; Stewart, S.D. Is food insecurity related to overweight and obesity in children and adolescents? A summary of studies, 1995-2009. Obes. Rev. 2011, 12, e73–e83. [Google Scholar] [CrossRef]

	



Metallinos-Katsaras, E.; Must, A.; Gorman, K. A longitudinal study of food insecurity on obesity in preschool children. J. Acad. Nutr. Diet. 2012, 112, 1949–1958. [Google Scholar] [CrossRef]

	



Council on Community Pediatrics; Committee on Nutrition. Promoting food security for all children. Pediatrics 2015, 136, e1431–e1438. [Google Scholar] [CrossRef]

	



Makelarski, J.A.; Abramsohn, E.; Benjamin, J.H.; Du, S.; Lindau, S.T. Diagnostic accuracy of two food insecurity screeners recommended for use in health care settings. Am. J. Public Health 2017, 107, 1812–1817. [Google Scholar] [CrossRef]

	



Story, M.; Neumark-Sztainer, D.; French, S. Individual and environmental influences on adolescent eating behaviors. J. Am. Diet. Assoc. 2002, 102, S40–S51. [Google Scholar] [CrossRef]

	



Morland, K.; Wing, S.; Diez Roux, A. The contextual effect of the local food environment on residents’ diets: The atherosclerosis risk in communities study. Am. J. Public Health 2002, 92, 1761–1767. [Google Scholar] [CrossRef]

	



Walker, R.E.; Keane, C.R.; Burke, J.G. Disparities and access to healthy food in the United States: A review of food deserts literature. Health Place 2010, 16, 876–884. [Google Scholar] [CrossRef]

	



Zenk, S.N.; Odoms-Young, A.M.; Dallas, C.; Hardy, E.; Watkins, A.; Hoskins-Wroten, J.; Holland, L. “You have to hunt for the fruits, the vegetables”: Environmental barriers and adaptive strategies to acquire food in a low-income African American neighborhood. Health Educ. Behav. 2011, 38, 282–292. [Google Scholar] [CrossRef]

	



Baker, E.A.; Schootman, M.; Barnidge, E.; Kelly, C. The role of race and poverty in access to foods that enable individuals to adhere to dietary guidelines. Prev. Chronic Dis. 2006, 3, A76. [Google Scholar]

	



Kant, A.K.; Graubard, B.I. Eating out in America, 1987-2000: Trends and nutritional correlates. Prev. Med. 2004, 38, 243–249. [Google Scholar] [CrossRef]

	



Machado-Rodrigues, A.M.; Gama, A.; Mourao, I.; Nogueira, H.; Rosado-Marques, V.; Padez, C. Eating away from home: A risk factor for overweight in children. Eur. J. Clin. Nutr. 2018, 72, 1724–1727. [Google Scholar] [CrossRef]

	



Lachat, C.; Nago, E.; Verstraeten, R.; Roberfroid, D.; Van Camp, J.; Kolsteren, P. Eating out of home and its association with dietary intake: A systematic review of the evidence. Obes. Rev. 2012, 13, 329–346. [Google Scholar] [CrossRef]

	



Janssen, H.G.; Davies, I.G.; Richardson, L.D.; Stevenson, L. Determinants of takeaway and fast food consumption: A narrative review. Nutr. Res. Rev. 2018, 31, 16–34. [Google Scholar] [CrossRef]

	



Freedman, D.A.; Choi, S.K.; Hurley, T.; Anadu, E.; Hebert, J.R. A farmers’ market at a federally qualified health center improves fruit and vegetable intake among low-income diabetics. Prev. Med. 2013, 56, 288–292. [Google Scholar] [CrossRef]








[image: Table]





Table 1. Demographics of caregivers and children enrolled in study.
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	Demographics
	Caregivers (n = 261)
	Children (n = 261)





	Mean age
	40.0 ± 10.4 years
	12.8 ± 2.9 years



	Race
	
	



	African American
	77.4%
	79.7%



	White
	15.3%
	14.2%



	Other/Not reported
	7.3%
	6.1%



	Sex
	
	



	Female
	89.3%
	54.0%



	Male
	10.7%
	46.0%



	Education
	
	



	High school degree or less
	33.3%
	



	Some college/Technical school/Associate’s degree
	39.8%
	



	Bachelor’s degree
	14.6%
	



	Graduate degree
	8.0%
	



	Other/Not reported
	4.3%
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Table 2. Child-reported dietary patterns.






Table 2. Child-reported dietary patterns.





	Foods and Beverages
	Dietary Recommendations

(9–18 Years of Age) *
	Percent Meeting Current Dietary Recommendations





	Vegetables
	2–3 cups per day
	6.7%



	Fruits with juices
	1.5–2 cups per day
	41.3%



	Whole fruits
	n/a
	n/a



	Dairy
	3 cups per day
	7.1%



	Protein sources
	5–6.5 ounces per day
	15.9%



	Whole grains
	3–4 ounces per day
	0.0%



	Fiber
	26–38 g per day
	5.2%



	Added sugar
	<25 g per day
	92.9%







* Dietary recommendations for vegetables, fruits, dairy, protein sources, and whole grains were based on the United States Department of Agriculture (USDA) MyPlate. Dietary recommendations for fiber and added sugar were based on the