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Chairman McGovern, distinguished members of the Rules Committee, and everyone
participating today: thank you for gathering here and holding this hearing to discuss the
critical issue of food insecurity. I appreciate the opportunity to draw on my research
expertise to highlight the experiences and voices of Americans who are living in or near
poverty, shouldering sometimes devastating health cost burdens, and struggling to feed
their families.
My name is Jamila Michener. I am a social scientist whose research focuses on poverty,
racial inequality, and public policy. I spend much of my time studying and teaching about
the ways public policies interact with the larger economy to shape (and often constrain)
civic and material well-being of low-income families. Much of my work is focused
specifically on health policy. My research speaks to the circumstances of Americans
living in or near poverty, who are disproportionately people of color, and who must
navigate the U.S. healthcare system in a context of economic instability and insecurity. 1
As co-director of the Cornell Center for Health Equity, not only do I conduct my own
research, but I also support other scholars in conducting research on health policy, health
systems, and the social determinants of health.
A central takeaway I want to emphasize today is that health is an exceptionally expensive
resource in the United States.2 It should not be, but it is. Healthcare is contingent on
economic status and exceedingly difficult for many people to afford (even those who
have health insurance).3 This means that maintaining your health and the health of your
family can create budgetary burdens and siphon resources that would otherwise be used
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for crucial needs like food and nutrition. As the Rules Committee consider pathways to
ending hunger, I urge you to confront the related challenge of providing people with
affordable access to high quality health care.
Key Facts: Healthcare, Financial Burdens, and Food Insecurity
The evidence is clear: low-income families are made more financially precarious when
they pursue their healthcare needs. Here are a few relevant facts.
• A little over one quarter of U.S. adults (26 percent) say they or a household
member have had problems paying medical bills in the past year, and about half of
this group (12 percent of all Americans) say medical bills had a major impact on
their family.4
• In 2020, roughly 18% of U.S. households reported having medical debt. 5
• Patient out-of-pocket healthcare costs are up 10 percent since last year, with the
2021 total of patient financial responsibility costing approximately $491 billion.6
• In 1980, the average annual patient financial responsibility was $250 per patient.
That figure skyrocketed to $1,650 by 2021.7
• Medical debts are higher in poorer neighborhoods. In the lowest-income ZIP
codes, people owe an average of $677.8
• People who report problems paying medical bills in the past year commonly
respond by spending less on household necessities. A 2018 survey found that 30
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percent of those surveyed struggled to pay for necessities such as food, heat, and
housing due to medical costs.9
• These struggles are worse for Americans with chronic illnesses. Approximately 1
in 3 chronically ill people report being unable to afford food, medications, or
both.10
• In a study of people with heart disease, more than one-third of people with
medical bill problems said they had skipped needed drugs, cut back on groceries,
or were in general “financial distress.”11
Food Insecurity and Medical Costs: A Debilitating Cycle
A growing body of evidence links food insecurity to common and preventable chronic
conditions, including obesity, hypertension, and type 2 diabetes. Food insecurity makes
people sick. Importantly, however, the relationship between food insecurity and chronic
disease also goes in the other direction: bad health makes it harder to work, leading to
lower income and increased risk of food insecurity.12
Working families experience a high and growing burden of health care costs. Estimates
indicate that 9 percent of the total costs to raise a child go towards healthcare. 13 Even
when someone in insured, out of pocket health care expenses stack up quickly and
include costs for services not often covered by insurance (dental, vision, mental health
services etc.), health insurance premiums and copays, prescription drugs, medical
supplies, and more.
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On the other side of the ledger, health problems can create barriers to earning income.
Income suffers when people must take days off from work for doctors’ appointments and
hospital stays, stop working altogether to care for ill family members who are not
covered under the current health insurance system, receive surprise bills for services that
they thought were covered by their health insurance, or reduce their work hours to deal
with health issues. Even the cost burden of employer sponsored healthcare has grown
from an average of 28 percent in 2010 to 30 percent in 2016, with insurance premiums
growing faster than income.14

All of this points to a devastating cycle by which food insecurity and medical financial
spark mutually reinforcing patterns of precarity that leave too many Americans sick and
hungry.

A Perspective from the Ground: Beyond the Numbers
For millions of Americans, lower health care costs could mean eliminating the difficult
choices between receiving medical treatment or putting food on the table. Some of my
research involves systematic qualitative interviews with people facing these kinds of
problems. If the statistics and patterns described thus far seem abstract or far away,
consider what they mean for a real person, struggling to make it by.

Margie is a woman from Illinois who a 61-years-old at the time I interviewed her. She was
unemployed but actively looking for work. She was also a diabetic with high health care
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costs. Unfortunately, she was too young to qualify for Medicare and not enrolled in
Medicaid (though she was likely eligible for the latter). Margie needed both food and
medicine to live, but she sometimes found herself in the impossible position of having to
prioritize one over the other. She explained it this way:
Go to the grocery store, then you can’t go to the doctor, because I have to go to the
doctor every three months, I have to have pills every damn day. So that is very
expensive, you know…sometimes you have got to choose between medicine and
food. That’s rough.
To navigate the complex dance of balancing a slim budget to meet both her health and
nutrition needs, Margie utilized every resource she could. For example, she relied heavily
on community health clinics in her neighborhood:
I get a discount when I go to the board of health clinic…that’s all I got to depend on
is those clinics because I pay 15 dollars to see the doctor, every three months…I go
there to see the doctor, he prescribes the same medicines...I got like three or four
medicines I take a day… but hell they’re talking about closing [the clinic] down
now…I’m afraid that when they do, if this goes any further, then I’m going to be
broke. And I can’t still afford to pay my insurance or my medical bills.
Margie’s experiences are exemplary of a larger pattern: many Americans have limited
budgets that are stretched unbearably thin by mounting medical costs. They rely on a
patchwork of federal, state, and local policies and programs to survive. When those policies
lack sufficient resources, economically vulnerable Americans are unable to make ends
meet and face choices between core necessities like food and medicine.
Policy Paths Forward
This is not the way it has to be. Though some people may have become accustomed to
stories like Margie’s, most Americans do not believe that anyone should have to make
these tradeoffs. 63% of Americans believe that the government has a responsibility to
ensure everyone has healthcare.15 Government should play a fundamental role in securing
Jones, Bradley. 2020. “Increasing Share of Americans Favor a Single Government Program to
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widespread protection from the debilitating financial consequences of the U.S. healthcare
system. Some existing programs are safeguards from the economic disaster that
exacerbates food insecurity.
Medicaid, our nation’s largest health insurance program, provides health coverage to lowincome families. Medicaid serves more than 80 million Americans. 16 Medicaid protects
people from debt, bankruptcy, eviction, and other financial catastrophes by providing them
with much needed access to healthcare.17 Supporting and strengthening Medicaid can help
the very families most likely to face food insecurity. This means expanding Medicaid in
states that have not done so and strengthening the program everywhere.
Changes made during the pandemic have taught us more about what works to keep as many
people insured through Medicaid as possible. Policies that allow for continuous eligibility
(removing the constant risk of being disenrolled), easy and accessible application and
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renewal processes, and reduced administrative burdens are all an important part of making
sure everyone who needs Medicaid can get it.18
Another key goal should be to improve coordination between public benefits programs
focused on health—like Medicaid—and those focused on nutrition, like WIC and SNAP.
Research shows that both WIC and Medicaid participation are associated with less food
insecurity and fewer cost-related medical challenges.19 Still, programs like these often
operate in silos despite serving largely overlapping populations. Coordination,
communication, and learning between programs can help to make existing policies more
effective, while providing essential resources in the most humane way possible. 20
Improvement in the administration and coordination of public programs can ensure that the
people administering Medicaid, WIC, SNAP, and other policies understand the resources
available to program participants, are trained to identify problems like food insecurity, and
can direct program participants towards resources and solutions.
Even beyond major public programs like Medicaid, there are numerous important options
for alleviating the challenges that emerge at the nexus of food insecurity and medical
scarcity. The range of possibilities include robust and continual funding for local health
institutions21, especially those in low-income communities and communities of color;
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regulations that limit the incidence of “surprise” billing 22; and programs that provide relief
from medical debt.
Conclusion
These policy options only scratch the surface. The imperative is clear: food and medicine
are both fundamental human rights. In a country with the resources and wherewithal of the
United States, we can provide both vital resources to every denizen, especially those that
are most vulnerable.
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