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Introduction  

About Seattle Fresh Bucks 

Seattle Fresh Bucks is a produce assistance program that serves over 12,000 households in the City 

of Seattle by providing them with a $40 voucher monthly to purchase fruits and vegetables at 30 

local farmers markets, farm stands, independent grocers, and supermarkets.1 Operated by the City 

of Seattle Office of Sustainability and Environment and informed by Seattle’s Race and Social 

Justice Initiative, the program’s mission is to “eliminate disparities in healthy food access for 

communities most burdened by food insecurity, economic hardship, and environmental 

injustices”.1 Currently, Seattle Fresh Bucks is funded by the City of Seattle’s Sweetened Beverage 

Tax Fund and the General Fund.2  

Food costs, particularly for fruits and vegetables, are on the rise, disproportionately 

overwhelming under-resourced communities.3 This is reflected in the demographics of Seattle 

Fresh Bucks participants, as roughly 70% of participant households are extremely low income and 

more than half list a language other than English as their preferred language.4 The $40 benefit level 

provided by Seattle Fresh Bucks for produce purchases, which does not vary by household size, 

has not changed since program inception in 2012, despite significant inflation. Other food 

assistance programs, such as the Supplemental Nutrition Assistance Program (SNAP), take 

inflation and household size into consideration when determining benefit levels. Although Seattle 

Fresh Bucks’ benefit level remained the same, program participation increased due to additional 

funding from the Sugar Sweetened Beverage Tax in 2018.1 

 



Purpose Statement 

To further their mission, Seattle Fresh Bucks aims to expand their reach and benefit level. The 

purpose of this project was to advise Seattle Fresh Bucks on improving their existing program by 

identifying: 

1. Best practices for sustainable funding and implementing a produce prescription 

program (PRx) 

2. Appropriate benefit level adjustments for program participants 

Literature reviews were conducted to assess the landscape of PRx and food and nutrition 

assistance programs. The review for PRx programs informed qualitative research on best practices 

for implementation. The review for food and nutrition assistance programs informed quantitative 

research for determining and adjusting benefit levels. 

 

Literature Review on Produce Prescription Programs 

A PRx program is “a medical treatment or preventative service for patients who are eligible due 

to a diet-related health risk or condition, food insecurity or other documented challenges in access 

to nutritious foods, and are typically referred by a healthcare provider or health insurance plans”.5 

PRx programs, administered by non-profits, antihunger organizations, healthcare providers, or 

government agencies, enable patient access to produce at low or no cost at specific food retail 

outlets (e.g. supermarket chains), ethnic food stores, and farmers markets.6 Some programs also 

include a nutrition education component.6 Programs adapt their model based on the local setting 

and resources, resulting in diverse models for participant referral, enrollment, implementation, 

funding, and evaluation.   

Programs either provide a prescription value based on household size or a flat rate per 



enrolled participants.6 Depending on the program, prescriptions can be redeemed monthly, 

biweekly, weekly, or daily.6 Monthly food vouchers range from $10 to $300 per month, depending 

on program model, funding, and delivery method.7–9 Funding sources vary across PRx programs; 

however, the majority of identified programs were funded through the U.S. Department of 

Agriculture (USDA) Gus Schumacher Nutrition Incentive Program (GusNIP), large scale grant 

initiatives, private/local grants, and/or Medicaid waivers (Appendix A). 

Unsustainable funding sources like the ones listed above hinder program implementation 

and expansion and thus, often result in short lifespans.10–12 There is limited research on the ideal 

length for a successful PRx program, but a review of 9 PRx programs across the U.S. suggests that 

PRx programs may need to be longer than 10 months to have significant impact on health 

outcomes.7 Therefore, identifying sustainable funding sources, in addition to best practices for PRx 

program implementation, was a primary focus of the qualitative portion of this study. 

 

Literature Review on Food and Nutrition Assistance Programs 

Contrary to a PRx program, a food or nutrition assistance program does not require a prescription 

from a healthcare provider. Food and nutrition assistance programs provide food dollars to reduce 

food insecurity and, in some cases, encourage the consumption of healthy food, most often fruits 

and vegetables.  

 

Federal-Level Programs 

The Supplemental Nutrition Assistance Program   

SNAP is a federally funded program administered jointly by USDA and state social service 

agencies.13 The program’s primary goal is to alleviate food insecurity in low-income populations 



by increasing a household’s food purchasing power. SNAP benefits are issued onto Electronic 

Benefit Transfer (EBT) cards on a monthly-basis and are accepted at most food retail stores and 

many convenience stores, gas stations, and participating farmers markets.13  

Maximum monthly allotments for SNAP are based on the Thrifty Food Plan (TFP), an 

evaluation tool designed to estimate the average monthly cost of food for a family of four. TFP 

aims to reflect dietary guidelines, consumer habits, and current food prices to create a model 

“Market Basket” that is low-cost and nutritionally adequate.14 In June 2021, the USDA reevaluated 

TFP for the first time since 2006, leading to a 21% increase in the maximum monthly SNAP 

benefit, or an additional $150 per month for a family of four.15 The actual monthly amount a SNAP 

participant receives varies based on household size, net income after deductions, and location (i.e., 

the 48 contiguous states and D.C. have lower monthly maximums than Alaska and Hawaii). 

Monthly benefits are calculated by subtracting 30% of a household's net income from the 

maximum monthly allotment for that household size.16  

While TFP remains a fixed value until the next evaluation cycle, SNAP benefits are 

evaluated annually and updated on October 1st for the subsequent federal fiscal year using the 

Cost of Living Adjustment (COLA).15 COLA is designed to account for inflation and takes 

economies of scale into consideration, meaning smaller households receive more per person than 

larger households. The annual adjustment also sets income-eligibility limits for the upcoming 

fiscal year. In the past decade, the maximum monthly SNAP allotment for a reference family of 

four has increased by 35%, from $632 in 2014 to $973 in 2024.15 While SNAP participation has 

been linked with reduced food insecurity, benefit levels are still deemed too low to fully alleviate 

food insecurity.17,18 

 



Farmers Market Nutrition Program & Seniors Farmers Market Nutrition Program 

Managed by the USDA, the Farmers Market Nutrition Program (FMNP) supports families enrolled 

in the Special Supplemental Nutrition Program for Women, Infants, and Children (WIC).19 

Similarly, the Seniors Farmers Market Nutrition Program (SFMNP), funded by the Farm Bill, 

supports low-income households with at least one senior (i.e., at least 60 years old).20 Both 

programs provide benefits that can be used to buy fruits and vegetables from authorized farmers 

markets. For a household, regardless of size or composition, the FMNP benefit level must be 

between $10 and $30 per year; in FY 2022, the average FMNP benefit was $26 per household.19 

The SFMNP benefit level, which also does not vary by household size/composition, must be 

between $20 and $50 per year, with an average of $39 per household in FY 2022.20 Both programs 

typically operate during the second half of the calendar year, but exact dates vary by state. 

Rationales for these benefit levels are not provided.  

 

State-Level Programs 

Double Up Food Bucks (DUFB) matches SNAP participants’ spending on fruits and vegetables in 

selected farmers markets and grocery stores, meaning that SNAP participants can buy double the 

produce for the same price.21 The maximum matched benefits vary by state. For example, 

California matches up to $60 per month, whereas Washington matches up to $10 per day.22,23 

There is no rationale provided for determining baseline benefit levels or adjustments by geographic 

location, household composition, cost of living, or inflation.  

 



Implications of the Research  

Of the three produce-specific nutrition assistance programs discussed (FMNP, SFMNP, and 

DUBP), only the SFMNP has secure funding through the Farm Bill while FMNP and DUBP 

depend on WIC and SNAP funding, respectively. These programs are often unsustainable, have 

limited reach, and lack transparency in determining benefit levels. Additionally, the majority also 

do not adjust their benefit levels for household size, cost of living, nor inflation. Among those that 

do, no adjustment processes are on public record, except for SNAP.  

Hence, a combination of key informant interviews and assessment of local basket produce 

prices were conducted to inform recommendations for Seattle Fresh Bucks to sustainably 

implement a PRx program and adjust benefit levels. These recommendations may be an 

opportunity for Seattle Fresh Bucks to promote increased fruit and vegetable intake among under-

resourced populations, advance health equity, and be a leader among produce assistance programs.  

 

Methods 

Produce Prescription Program Interviews 

The qualitative research plan and timeline is displayed in Figure 1.  
 



 

Figure 1. PRx research timeline 
 
Development of Interview Script 

The interview script used to gather data from PRx programs was created through consultation with 

Seattle Fresh Bucks and based on their desired outcomes, along with a robust literature review 

assessing the landscape of PRx programs (Table 1). General themes of the interview questions 

focused on program operations, model delivery, the funding environment, health metrics and 

impact, barriers and facilitators, and sustainability. Additionally, each interview script was 

customized, driven by research on the interviewee’s specific PRx program. This personalization 

was conducted by the two researchers assigned to this interviewee, as detailed below. 

 
Table 1. Interview questions, excluding probes and/or questions asked during follow-ups  

Key Interview Questions 

1. Can you tell us a little bit about your role within [organization’s name] PRx program? 

2. Can you walk me through how your PRx program operates?  

3. How is your PRx program currently funded? 

4. How did your program decide who would be eligible for the PRx?  



5. How is the success of your program evaluated?  

6. Can you think of any facilitators that we haven’t already talked about that contributes to the 
success of your program? 

7. If your program had to do it all over again, what would you have liked to have known before 
starting your PRx program? 

8. Is there anything else you would like to say about your PRx program that we haven’t asked 
you? 

 

Participant Recruitment and Selection 

PRx programs were identified through literature review and web searches. The initial search 

focused on programs with a similar setting and target population as Seattle Fresh Bucks (urban, 

lower socio-economic status). The search broadened due to limitations in sample size, diversifying 

the pool of PRx programs through the inclusion of multiple types of PRx program models and 

target populations. Between October 19th and November 16th, 20 representatives of PRx programs 

were contacted, anticipating that a minimum of 10 interviews would be needed to achieve 

saturation (i.e., no additional novel information being gathered with additional interviews).24 The 

majority of interviewees were identified through web searches; however, two interviewees were 

identified through snowball sampling. Table 2 displays the characteristics of the PRx programs 

contacted and interviewed. The majority of interviewees were program coordinators or managers 

of PRx, with backgrounds including public health, nutrition, and food systems research. 

 
Table 2. Characteristics and setting of PRx Program candidates 

PRx Setting  
(state, urban vs. rural) 

Response Received Interviewed Interviewee Role 

CA (urban) Yes Yes Program Analyst 

CA (urban) No No Physician 



WA (urban/rural) Yes No Program Manager 

DC (urban) Yes Yes Program Coordinator 

OR (urban/rural) Yes Yes Market Manager 

NY (urban) Yes Yes Program Manager 

OR (urban/rural) Yes Yes Program Manager, 
Registered Dietitian 

MA (urban) No No Research Professor 

VT (rural) Yes Yes Program Manager 

Remote Yes No - reply received 
post-interview 
timeframe 

Director of External 
Affairs 

Remote No No Consultant 

PA (urban) No No Project Manager 

SC (rural) Yes Yes Project Manager 

GA (urban) Yes Yes Program Manager, 
Registered Dietitian 

CA (urban) No No Program Manager 

WA (urban/rural) Yes Yes Retail and Healthcare 
Specialist 

CO (urban) Yes Yes, not included 
in final results 

Program Manager 

MD (urban) No No Program Manager 

WA (urban) Yes Yes Program Coordinator, 
Registered Dietitian 

 

Data Collection 

Interviews were conducted by a total of five researchers due to time and scheduling constraints. 

The ratio of interviewer to interviewee was 2:1, with one main interviewer and one notetaker. The 



interviewer led the discussion, asked pre-determined questions, and guided the conversation flow 

through follow-up and probing questions to deepen understanding of the interviewee’s specific 

program. The notetaker wrote down main ideas and supported the interviewer by providing 

supplemental questions and technical support. 

From November 1-28, 2023, 11 interviews were conducted, with 1 interviewee excluded 

from the final results because they did not speak on behalf of an existing PRx program model. 

Each interview lasted 30 to 45 minutes in length. Because most interviewees resided outside of 

Washington state, all interviews were conducted via Zoom. All but one interview was audio 

recorded through Zoom; for the interview not audio-recorded, the notetaker took thorough notes 

during the interview session to provide a working transcript for that particular interview. Audio-

generated Zoom interview transcripts were the primary method for qualitative coding and were 

subsequently edited for quality and accuracy before importing them into Dedoose for qualitative 

analysis. 

 

Data Analysis 

To analyze the interview transcripts, a codebook was created through an iterative process of 

deductive and inductive coding. First, each researcher created a priori codes from the semi-

structured interview guide. Then, all researchers read through the same transcript, gathering codes 

as they arose from the data. After comparing codebooks and definitions, a comprehensive 

codebook was created that would be used to code the remaining transcripts. The original transcript 

was then re-coded with the revised codebook, and coding processes were discussed to ensure 

alignment of code definitions and applications. Originally, the codebook consisted of 55 codes, 



and 6 additional codes were added throughout the analysis process. Dedoose was used by all coders 

to manage and analyze the transcripts and code data.   

 

Benefit Level Adjustment 

Development of the Produce Price Survey Tool 

The Produce Price Survey Tool was adapted from the University of Pennsylvania’s Nutrition 

Environment Measures Survey-Store Measures (NEMS-S) tool.25 Only the front cover, fruit, and 

vegetable measures were used based on two produce baskets provided by Seattle Fresh Bucks. 

Basket A consisted of general popular produce from the 2020 Safeway Market Basket data, 

including Asian specialty vegetables (cabbage, ginger, bok choy), bananas, bell peppers, crown 

broccoli, cucumbers, fresh garlic, fresh onions, green cabbage, Hass avocado, limes, mangoes, 

navel oranges, red grapes, roma tomatoes, and seedless watermelon. Basket B consisted of popular 

culturally-specific produce among Asian and Latine customers, including napa cabbage, broccoli, 

lettuce, romaine lettuce, and water spinach for Asian customers and cilantro, purslane, hierba 

mora, chamomile, epazote, papayas, bananas, melon, tomatillos, potatoes, pineapples, chiles, and 

apples for Latine customers. Only common varieties for each produce type were identified and 

included in the tool.  

Seattle Fresh Bucks selected nine food outlets of interest: four supermarket chains (i.e., 

Safeways in Pinehurst and Othello, Fred Meyer in Lake City, and QFC in Mount Baker), three 

ethnic food stores (i.e., Lenny’s Produce, Lam’s Seafood, and Ammana Houseware & Grocery), 

and two farmers markets (i.e., Columbia City and University District). Baskets A and/or B were 

assigned to each food outlet; however, prices for both produce baskets were recorded for all food 

outlets for three reasons. Firstly, a preliminary review of the food outlets suggested that all would 



carry both produce baskets. Secondly, all of the food outlets were likely frequented by both Asian 

and Latine customers. Thirdly, there were unclear distinctions between baskets A and B and 

between Asian and Latine customer-specific produce. For example, bananas, papayas, pineapples, 

and cilantro were listed as Latine-specific produce, but Asian customers may also regularly eat 

those foods. Broccoli, lettuce, and romaine lettuce were listed as Asian-specific produce, but 

Latine customers may also regularly eat those foods.  

For each produce type and its common varieties, the unit prices of both organic and 

conventional produce were recorded because of stark price differences and to increase purchasing 

agency for Seattle Fresh Bucks participants. Presence of discounts were also identified for each 

produce, but the sale price was not recorded because sales typically occur seasonally. Hence, 

customers will not typically pay that sale price. Produce that was poor quality, sold out, or available 

only in pre-packaged forms was also noted for each food outlet. In addition to these variables, the 

number of vendors selling each produce variety was recorded at farmers markets because there are 

typically multiple vendors selling the same produce varieties.26  

The Produce Price Survey Tool was developed in REDCap.27,28 Figure 2 displays an 

excerpt of this tool, displaying its branching logic and skip patterns, using lime as an example. 

User guidelines were included to ensure consistency of data collection and reduce error and bias.  

● If a store carried multiple options of an item at different price points (e.g. national brand 

and store brand, multiple vendors at farmers markets), the lowest price of each item was 

recorded. This was based on the assumption that the average Seattle Fresh Bucks user is a 

price-conscious consumer and would generally opt for the lower priced option.  



● If both loose and bagged produce (e.g. loose onions and bagged onions) were available, 

the price for the loose variety was recorded. This was based on the assumption that smaller 

households are unlikely to purchase bagged produce in larger quantities.  

● If bagged produce was the only option, the unit price (e.g. $2 per pound (lb)) was recorded 

and not the displayed per-bag price. The purpose was to streamline data analysis by 

facilitating comparisons between stores.  

The first iteration of the tool was pilot-tested at five control food outlets: two supermarket 

chains, one farmers market, and two ethnic food stores. Changes were made after the pilot to clarify 

variables and troubleshoot technical mistakes. 

 
Figure 2. Excerpt of Produce Price Survey Tool with branching logic 
 



Data Collection 

Data collection in selected retailers took place between November 10-11, 2023. One ethnic food 

store in our sample was excluded from data collection due to availability of only one produce 

variety at the time of visit. Data was collected by two team members at each food outlet. One 

member was the primary data collector, completing the Produce Price Survey Tool on a tablet, 

while the other member noted relevant comments, provided assistance as needed (e.g. asking 

customer service for help with unlisted prices), and tallied the number of vendors selling each 

produce variety at farmers markets.  

 A few challenges were encountered during data collection. First, the Safeway in Othello 

and the QFC in Mount Baker did not have prices listed for some items, so a retail staff member 

assisted in identifying the correct price or a price search was conducted on the store’s website as a 

last resort. It should be noted that the latter was only possible at the large grocery store chains (e.g. 

Safeway). Second, certain items were labeled with a name different from what was listed in the 

Produce Price Survey Tool  (e.g. ‘mini cucumber’ instead of ‘Persian cucumber’). In these cases, 

existing knowledge of produce varieties was used to make a judgment call or a quick online search 

was conducted to correctly identify the item.  

 

Data Analysis 

The 29 produce items selected by Seattle Fresh Bucks were categorized into 9 fruits (apples, 

bananas, limes, mangos, melons, navel oranges, papaya, pineapple, and red grapes), 13 vegetables 

(bell pepper, bok choy, broccoli, cabbage, chiles, cucumber, fresh onion, Hass avocado, lettuce, 

potatoes, roma tomatoes, tomatillo, and water spinach), and 7 miscellaneous produce (chamomile, 

cilantro, epazote, fresh garlic, ginger, hierba mora, and purslane).  



The 1) average number and range of fruits, vegetables, and miscellaneous produce 

available and 2) average price of each organic and conventional produce available were estimated 

and reported by food outlet type. All prices were calculated per cup-equivalent (cup-eq), except 

for miscellaneous produce, which was calculated per the unit recorded at the food outlets. The 

average number of farmers market vendors that sold each produce variety was also calculated. 

Further, the number of food outlets that sold each organic and conventional produce variety was 

identified and reported by food outlet type. 

The estimated cost to afford the recommended daily fruit and vegetable intake was 

compared to the current Seattle Fresh Bucks benefit level of $40. The Dietary Guidelines for 

Americans (DGA), 2020-2025 recommends 2 cup-eq per day of fruits and 2.5 cup-eq per day of 

vegetables based on the standard 2000-calorie diet.29 Since item units varied across different 

produce and food outlets, the recorded price per unit for each produce variety (organic and 

conventional) was standardized to price per cup-eq of fruit or vegetable according to USDA 

guidelines.30–32  

To account for outliers and fluctuations in price based on seasonality, the median price per 

cup-eq of fruit and median price per cup-eq of vegetable were identified using the calculated 

average price per cup-eq of each produce variety. The sum of the median price per 2 cup-eq of 

fruit and 2.5 cup-eq of vegetables was multiplied by 31 days to estimate the price of recommended 

monthly fruit and vegetable intake for comparison with Seattle Fresh Bucks’ monthly benefit level 

(Figure 3).  Fresh garlic, ginger, limes, chamomile, fresno chiles, serrano chiles, habanero chiles, 

bird’s eye chiles, cilantro, epazote, hierba mora, and purslane were not included in these 

calculations because these items are often used and consumed in smaller quantities compared to 



other produce; thus, these would contribute minimally to the recommended fruit and vegetable 

intake. 

 

[Median price fruit (cup-eq) x 2 cup-eq] + [Median price vegetable (cup-eq) x 2.5 cup-eq]  
= Daily cost of 2 cup-eq fruit and 2.5 cup-eq vegetable  
 
[Daily cost of 2 cup-eq fruit and 2.5 cup-eq vegetable] x 31 days  
= Monthly cost of recommended intake (i.e., 2 cup-eq fruit and 2.5 cup-eq vegetable daily) for 
a 2,000-calorie diet 

Figure 3. Calculation to estimate monthly cost of recommended fruit and vegetable intake 
 

All data was exported from REDCap, and all analyses were performed using Microsoft 

Excel.27,28,32  

 

Results 

Produce Prescription Program 

Information gathered from the 10 interviews analyzed were organized under 6 themes, including 

program development, program evaluation, partnerships, funding streams, implementation 

challenges, and program facilitators. These themes and associated sub-themes are explained in 

detail below. 

 

Program Development 

Program Objectives 

Program objectives varied widely across programs. One common objective was to integrate a 

sustainable PRx program into healthcare systems to alleviate food insecurity and health burden (n 

= 5). Other objectives included relationship building between healthcare partners and patient 



populations, overcoming participant barriers to access enough nutritious foods, advancing health 

equity, and providing opportunity for local involvement and community investment. 

 

Determining Benefit Level & Program Length  

PRx benefit levels in the interviewed programs ranged from $40 to $80 per month. Four programs 

focused on the number of individuals in the household to set benefit levels, two provided a set 

benefit amount regardless of household size, and four did not have a voucher system. Instead, they 

provided produce boxes to participants (grocery bags distributed or delivered each week; 

predetermined number of pounds of produce per participant). To determine their PRx benefit 

levels, two interviewees reported that their programs utilized other program benefit levels, such as 

SNAP and WIC, as a comparison. One interviewee mentioned the use of a market basket analysis. 

The rest of the interviewees were unsure how their programs’ benefit levels were decided upon, 

but acknowledged that they must consider rising food prices and more culturally relevant food 

choices if there are plans to adjust benefit levels in the future. 

PRx program length ranged from 10 weeks to 1 year. A common timeframe for PRx 

programs was 6 months (n=7), and interviewees indicated that this amount of time may not be 

enough for individuals to completely engage with the program and see true impact on valuable 

program metrics. A few interviewees acknowledged this and reported wanting to increase program 

length and/or having individuals on the program indefinitely in future iterations (n=4). 

 

Benefit Delivery Models  

Benefit delivery varied amongst the programs interviewed. Currently, a few of the PRx programs 

interviewed offer physical forms of redemption via paper vouchers at local grocers/markets (n=4) 



or include direct distribution of produce (n=4). An electronic benefit transfer card (EBT) was the 

primary method for only two PRx programs; however, most programs offering physical vouchers 

emphasized their intent to move to an EBT PRx redemption system in future iterations. 

Interviewees from programs currently using EBT acknowledged that this system does have issues 

for both the participant redemption and administration, though, and involves more layers of 

training and communication with vendors. 

  Seven PRx programs incorporated a nutrition education component to supplement their 

program. Nutrition education included individualized health coaching, culinary support, and 

group-focused education for specific health-related diseases like diabetes. By having a nutrition 

education component, interviewees indicated a positive effect on increased produce consumption 

along with increased food literacy, participant/clinic engagement, and community building. 

 

Community Needs  

A main driver of program development was to build an impactful program around the local 

community. Strategies to determine target populations for the PRx program included a community 

needs assessment (n=2), identifying prevalent chronic illnesses – predominantly diabetes (n=4), 

building a referral system via established patient lists at partnered healthcare facilities (n=2), 

Medicaid beneficiaries (n=3), and food-insecure populations (n=3), with programs often using 

more than one strategy. Income eligibility criteria was protocol in only two of the interviewed 

programs, whereas most programs kept their criteria minimal to increase access to produce, 

acknowledging their target populations often face many barriers to access nutritious foods. Dietary 

diversity, transportation assistance, and nutrition education were additional priorities for specific 

communities (n=3) to increase fruit and vegetable redemption and utilization.  



 

Program Evaluation 

Health Metrics 

The majority of interviews included in this analysis across both rural and urban food climates 

revealed a strong focus on health metric data as a means of program evaluation. Predominantly, 

this entailed changes in HbA1c (n=7), a measure of blood sugar levels, between program baseline 

and conclusion, but also extended to measures of hypertension or blood pressure (n=5) and BMI 

(n=2). One program indicated an intentional departure from obtaining health metrics as a 

performance indicator, citing program goals not aligned with weight loss.  

 

Other Performance Indicators 

Several interviewees embraced the value of program benefits beyond health metrics as 

performance indicators. These included self-agency for participants (n=3), increased fruit and 

vegetable consumption (n=7), improved food security (n=5), improved overall health (n=3), and 

the psychosocial and community-building benefits associated with participating in such programs 

(n=2). Media and funder attention was also mentioned by two interviewees as an indication of 

program momentum. 

 

Methods of Evaluation 

Interviewees reported that data are obtained through brief surveys at program outset and 

conclusion. Survey questions have included quantity or variety of fruit and vegetable consumption, 

food security, mental or emotional health, overall health, use of nutrition education materials, 

appropriateness of allocated benefits for use within the program period, and relationship with 



healthcare teams. Interviewees also reported that, anecdotally, participants report improved 

HbA1c, increased produce consumption, reduced stress around food insecurity, and overall better 

well-being associated with program participation. One interviewee communicated a preference for 

diet quality data to facilitate assessment of produce consumption, but acknowledged difficulties in 

practice with obtaining the necessary 24-hour dietary recalls from participants.  

Several interviewees found health metric data the most challenging to obtain. They 

emphasized attrition and lack of transportation among participants as barriers to collecting post-

program data. Due to these difficulties, it was shared by some that regrettably participant clinical 

data is incomplete. Moreover, the two clinicians interviewed spoke to the administrative burden 

on clinic staff of obtaining health metrics, given increased follow-up required in connection with 

program participation beyond routine healthcare visits.  

 

Metrics for Funders 

From a funding standpoint, health outcomes have assumed a centrally important role in program 

evaluation. Across our interviews, a resounding theme was the significance of clinical indicators 

obtained during program participation. In particular, significant reductions in HbA1c observed 

over the course of the program are placed in high esteem by funders in both rural and urban 

environments (n=6). One interviewee discussed the importance for funders of collecting health 

metric data.  

Another important criteria was partnerships with healthcare entities, a requirement of 

funders such as GusNIP. Nearly all interviewees spoke to this component of their model and the 

importance of these relationships in facilitating the program's infrastructure and operations. Other 

metrics of interest for funders included increased fruit and vegetable consumption (n=2) and food 



security (n=1). Two other program representatives indicated that participant data was important, 

including number of program graduates compared with enrollees and the proportion of allocated 

benefits spent on produce.  

 

Partnerships 

Forming Partnerships 

Interviewees described specific steps that they took to form partnerships. For partnerships with 

clinics and other health care organizations specifically, interviewees noted that conducting 

outreach and requesting to attend all-clinic meetings were extremely valuable to pitching programs 

and solidifying partnerships. Programs also emphasized leaning into existing partnerships. 

 

Medical Partnerships 

All programs partnered with some type of healthcare entity. Programs specifically described 

partnering with federally recognized Medicaid serving clinics (n=3), clinic networks (n=5), 

individual medical and mental health providers (n=1), Tribal health partners (n=2), state programs 

(e.g., WIC, state Health Department) (n=2), and other specialty clinics (e.g., endocrinology, 

diabetes centers) (n=1). Relationships with healthcare partners also varied. Four interviewees 

identified that their partner clinics were involved with not only referrals to produce prescriptions, 

but also the administration of the program. Examples included identifying eligibility criteria, 

patient enrollment, distribution of benefits, integration of the program into electronic medical 

records, tracking and sharing health metrics, and even contributing to program funding. Other 

interviewees (n=3) noted that their healthcare partnerships were more limited to giving a healthcare 

partner a number of enrollments the PRx could support, which the partner could then “prescribe” 



based on eligibility criteria determined with or without the clinic’s input. In this model of 

healthcare partnership, there was limited administrative involvement by the healthcare partner.  

 

Food Procurement/Grocery Partners 

There were a variety of ways programs distributed fruits and vegetables under their PRx. Primarily, 

programs either directly provided fruits and vegetables to participants or distributed vouchers so 

that participants could purchase their own produce. Programs that directly distributed fruits and 

vegetables described partnerships with local farms (n=3), whereas programs that distributed 

vouchers or EBT cards described partnerships with large chain grocery stores (n=4). One program 

specifically described partnering with a “gleaning” organization, who harvest excess produce from 

local farms that would otherwise go to waste.  

 

Funding Streams 

The majority of PRx programs were funded by multiple funding streams: private grants, city and 

state funding (e.g. Sugar-Sweetened Beverage taxes or legislation), and federal funding (e.g. 

GusNIP). Unfortunately, most of the programs that were interviewed commented that funding was 

limited, and it was not enough to meet the annual need. Half of the programs had to make the tough 

decision between restricting enrollment or restricting benefit amounts. Only one program reported 

sufficient funding; however, this was achieved through a grant writing team and program notoriety. 

While multiple programs expressed desire to have more consistent, multi-year funding, there were 

only four programs who managed to secure these funding streams. One received funding through 

permanent state legislation. The other three received GusNIP funding, which while significant for 

providing participants with their incentive, does come with immense monitoring and evaluation 



requirements. These requirements greatly increased the administrative responsibilities for the non-

profit and clinic staff alike, and only one program reported the ability to reimburse clinic staff for 

this increase in labor. A few programs mentioned non-traditional funding avenues, such as 

university funding, Medicaid funding and 1115 demonstration waiver, and research-oriented 

grants. One non-profit was exploring a fee-for-service model, as one of their local clinics were 

able to acquire their own grant; however, it was unclear whether this would be a sustainable stream 

for the future.   

 

Implementation Challenges 

Program Funding  

Interviewees reported that their programs are often not able to facilitate their PRx as they would 

like due to financial constraints. Interviewees noted that financial constraints impacted collection 

of health metrics data (e.g., covering the cost of an HbA1c test), development of new partnerships, 

hiring of administrative staff, and enrollment of new participants.  

 

Food Literacy 

A number of programs expressed that lack of food literacy, whether that be nutritional knowledge 

or cooking skills, limited the effectiveness of their programs (n=4). Examples of why programs 

had limited food literacy education include lack of time, funding and/or staffing. Additionally, two 

interviewees noted that nutrition education was not well integrated upon referral from healthcare 

providers. Multiple interviewees noted that patients reported greater use of produce when their 

programs adapted to include or put greater emphasis on food literacy education (n=4). 



 

Assessing Impact 

Concerns with assessing and monitoring impact of PRx were identified by half of the interviewees 

(n=5). This was primarily related to difficulties collecting data, such as survey burden (n=3), 

reliance on clinics to track and share health metrics data (often recorded in electronic medical 

records) (n=4), patient attrition (n=1), lack of follow-up after program completion (n=1), and 

limited staff capacity to review and analyze data (n=2). Additionally, multiple programs 

questioned whether more commonly used metrics of impact, such as HbA1c, weight and BMI, 

were useful to track impact of PRx (n=3).  

 

Program Facilitators 

Strong Partnerships 

Strong partnerships were widely reported as a primary component of program success. 

Establishing a network of community relationships contributed to program consistency, helped to 

foster trust among both partners and participants, and established a foundation for future 

development. Most interviewees spoke to the critical importance of strong partnerships with 

healthcare providers in successful program operation and implementation (n=7). Integration of 

PRx programs into the realm of healthcare has been instrumental in participant recruitment and 

enrollment, data tracking, financial support, and post-program patient care. Equally important for 

several were solid relationships with food procurement partners (n=6). Sourcing food from local 

farms promoted cultivation of a community network (n=2), repurposed food waste (n=2), and 

supported the local farming economy (n=1). Further, volunteers were spotlighted as integral to 

program success, strengthening feasibility, capacity, and reach (n=3). Depending on the program 



model, volunteers have supported responsibilities ranging from produce harvesting and packaging 

to distribution and delivery.  

 

Program Champions 

Integration of program staff at partnering organizations or clinics was deemed essential to program 

success by several interviewees (n=3). In particular, one representative described the importance 

of a team member responsible for patient communication to optimize program capacity and 

participant experience.   

 

Benefit Level Adjustment 

Amount and Variety of Produce Sold 

Among the eight visited food outlets, supermarket chains and ethnic food stores sold nearly all 9 

fruits and 13 vegetables selected by Seattle Fresh Bucks (Table 3). On average, the supermarket 

chains sold more types of fruit than the ethnic food stores, but both sold the same amount of 

vegetables. On the other hand, the farmers markets visited sold the least amount of fruits and 

vegetables. All visited food outlets sold less than half of the 7 miscellaneous produce selected by 

Seattle Fresh Bucks; none of them sold chamomile, epazote, nor purslane. The supermarket chains 

sold the most, and the farmers markets sold the least amount of miscellaneous produce.  

All visited food outlets carried organic produce; the supermarket chains sold the most, 

whereas the ethnic food stores sold the least. The supermarket chains typically carried the organic 

variety for each conventional produce available, except for melons, papayas, and tomatillos. The 

ethnic food stores only carried organic ginger and apples despite having a similar quantity of 

conventional produce available as the supermarket chains. The farmers markets typically carried 



both conventional and organic varieties of produce available, except for tomatillos, for which only 

organic was available. 

 
Table 3. Number of produce sold at different food outlet types 

Produce Supermarket chains 
(n=4) 

Ethnic food stores 
(n=2) 

Farmers markets 
(n=2) 

Fruitsa 
   Average 
   Range 

 
8.75 
8-9 

 
7 
7 

 
1 
1 

Vegetablesb 
   Average 
   Range 

 
12 

11-13 

 
12 
12 

 
7.5 
6-9 

Miscellaneousc 
   Average 
   Range 

 
3 
3 

 
2.5 
2-3 

 
2 
2 

aFruits included apples, bananas, limes, mangos, melons, navel oranges, papaya, pineapple, and red grapes.  
bVegetables included bell pepper, bok choy, broccoli, cabbage, chiles, cucumber, fresh onion, Hass avocado, lettuce, 
potatoes, roma tomatoes, tomatillo, and water spinach.  
cMiscellaneous produce included chamomile, cilantro, epazote, fresh garlic, ginger, hierba mora, and purslane. 

 

Availability of Produce at Farmers Markets 

On average, out of 31 produce varieties sold at 2 farmers markets, 14 were sold by no more than 

1 vendor, and 7 were sold by at least 3 vendors (Figure 4). Apples were the only fruit sold at 

farmers markets.  



 
Figure 4. Produce varieties sold at the farmers markets.a 
aProduce varieties not listed were not sold at the farmers markets.  
 

Prices of Produce Sold 

On average, conventional produce was less expensive than organic produce at supermarket chains 

and ethnic food stores, except for bok choy, cabbage, chiles, cucumbers, fresh garlic, and ginger 

at the supermarket chains (Table 4). At farmers markets, organic fruits were more expensive than 

conventional fruits, but organic vegetables were less expensive than conventional vegetables, 

except for apples, bok choy, cabbage, chiles, cilantro, fresh garlic, and fresh onion. 

 (Table 4). Between food outlet types, median prices of conventional fruits and vegetables were 

highest at the farmers markets and lowest at the ethnic food stores (Figure 5), except for bananas, 

bok choy, fresh garlic, and lettuce (Table 4). Between food outlet types, median prices of organic 

fruits were highest at the farmers markets and lowest at the ethnic food stores (Figure 5). Apples, 

the only organic fruit available at the ethnic food stores, were still on average less expensive in 

ethnic food stores than apples available at the other food outlet types visited (Figure 5). Organic 

vegetables selected by Seattle Fresh Bucks were not sold at the ethnic food stores visited; median 



prices of organic vegetables were similar at the supermarket chains and farmers markets (Figure 

5).  

The supermarket chains offered the most discounted prices on the dates of data collection. 

Among the 105 produce varieties available at supermarkets, 14 (13%) were discounted, compared 

to 2 (3%) out of 61 at the ethnic stores and 1 (2%) out of 50 at the farmers markets (data not 

shown). 

 
Table 4. Number of food outlets that sold each produce and average price of produce, stratified 
by food outlet type  

Itema Supermarket chains 
(n=4) 

Ethnic food stores 
(n=2) 

Farmers markets 
(n=2) 

Apples  
Conventional 
   # of food outlets 
   Priceb 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.63 
 
4 

0.76 

 
 
2 

0.33 
 
1 

0.56 

 
 
2 

0.89 
 
1 

0.88 

Bananas 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.22 
 
4 

0.33 

 
 
2 

0.46 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 

Bell Pepper 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

2.31 
 
4 

2.99 

 
 
2 

0.62 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 

Bok Choy 
Conventional 
   # of food outlets 
   Price 

 
 
3 

0.93 

 
 
2 

0.42 

 
 
1 

0.36 



Organic 
   # of food outlets 
   Price 

 
4 

0.88 

 
0 

n/a 

 
1 

0.32 

Broccoli 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.47 
 
4 

0.63 

 
 
2 

0.32 
 
0 

n/a 

 
 
1 

0.68 
 
1 

0.85 

Cabbagea 

Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.37 
 
4 

0.37 

 
 
2 

0.19 
 
0 

n/a 

 
 
1 

0.53 
 
2 

0.53 

Chamomile  n/a n/a n/a 

Chiles 
Conventional 
   # of food outlets 
   Pricec 

   Price ($ per lb) 
Organic 
   # of food outlets 
   Pricec 

   Price ($ per lb) 

 
 
4 

0.60 
3.89 

 
1 

0.57 
3.79 

 
 
2 

0.35 
2.79 

 
0 

n/a 
n/a 

 
 
1 

0.60 
8.33 

 
2 

1.10 
6.33 

Cilantro 
Conventional 
   # of food outlets 
   Price ($ per bunch) 
Organic 
   # of food outlets 
   Price ($ per bunch) 

 
 
4 

1.22 
 
4 

1.82 

 
 
1 

0.59 
 
0 

n/a 

 
 
1 

4.00 
 
2 

3.50 

Cucumber 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

2.84 
 
4 

1.50 

 
 
2 

1.51 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 



Epazote n/a n/a n/a 

Fresh Garlic 
Conventional 
   # of food outlets 
   Price ($ per count)  
   Price ($ per lb) 
Organic 
   # of food outlets 
   Price ($ per count) 
   Price ($ per lb)  

 
 

4 
0.92 
n/a 

 
3 

0.80 
6.99 

 
 
2 

1.43 
n/a 

 
0 

n/a 
n/a 

 
 
1 

n/a 
15.00 

 
2 

2.00 
10.99 

Fresh Onion 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.52 
 
4 

0.84 

 
 
2 

0.31 
 
0 

n/a 

 
 
1 

1.05 
 
2 

0.96 

Ginger 
Conventional 
   # of food outlets 
   Price ($ per lb) 
Organic 
   # of food outlets 
   Price ($ per lb)  

 
 
3 

4.32 
 
1 

3.99 

 
 
2 

2.34 
 
1 

2.49 

 
 
0 

n/a 
 
0 

n/a 

Hass Avocado 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

2.15 
 
4 

2.89 

 
 
1 

0.99 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 

Hierba Mora n/a n/a n/a 

Lettucea 

Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.57 
 
4 

0.66 

 
 
2 

0.29 
 
0 

n/a 

 
 
1 

0.45 
 
2 

0.54 

Lime    



Conventional 
   # of food outlets 
   Price ($ per count) 
Organic 
   # of food outlets 
   Price ($ per count) 

 
4 

0.84 
 
4 

1.38 

 
2 

0.45 
 
0 

n/a 

 
0 

n/a 
 
0 

n/a 

Mango 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

1.83 
 
2 

3.89 

 
 
1 

2.28 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 

Melona 

Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.58 
 
0 

n/a 

 
 
1 

0.42 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 

Navel Orange 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.73 
 
2 

1.00 

 
 
2 

0.50 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 

Papaya 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
3 

0.88 
 
0 

n/a 

 
 
2 

0.57 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 

Pineapple 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.81 
 
1 

1.08 

 
 
1 

0.72 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 



Potato 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.47 
 
3 

0.82 

 
 
2 

0.41 
 
0 

n/a 

 
 
2 

1.03 
 
2 

1.02 

Purslane n/a n/a n/a 

Red Grapes 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

1.08 
 
3 

1.48 

 
 
1 

1.15 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 

Roma Tomatoes 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.73 
 
3 

1.05 

 
 
2 

0.72 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 

Tomatillos 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
3 

0.75 
 
0 

n/a 

 
 
2 

0.50 
 
0 

n/a 

 
 
0 

n/a 
 
2 

1.16 

Water Spinach 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
0 

n/a 
 
0 

n/a 

 
 
1 

1.10 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 
aSee Supplemental Table 1 for availability and prices of Seattle Fresh Bucks specified produce varieties. 
bUnit for price is $ per cup-eq unless stated otherwise. 
cThese prices reflect the median prices of chiles included in the vegetable category only. Price per lb reflects the 
median prices of all chiles selected by Seattle Fresh Bucks.  

 



 
Figure 5. Median price of organic and conventional produce by food outlet type. 
aMedian price of organic fruits at ethnic food stores reflects the price of organic apples only.  

 
Cost Analysis 

Across all food outlets, the median prices for fruits and vegetables were $0.70 per cup-eq and 

$0.74 per cup-eq, respectively. Meeting the DGA’s daily recommended fruit and vegetable intake 

for a 2,000-calorie diet would cost $1.40 for 2 cup-eq of fruits and $1.85 for 2.5 cup-eq of 

vegetables. Thus, the estimated cost to afford the daily recommended intake of fruits and 

vegetables is $100.75 per month ([$1.4 + $1.85] x 31 days). Similar estimations could be done for 

other calorie patterns, which are dependent on age, sex, and physical activity levels.29 For example, 

a 1,000-calorie pattern corresponds to children 2 years of age, regardless of their sex and activity 

level; for this group, daily recommendations are 1 cup-eq of fruits and 1 cup-eq of vegetables, for 

an estimated cost to afford their daily produce recommended intake of $44.64 per month. 

 



Limitations 

Produce Prescription Programs 

This qualitative assessment had several limitations. First, a significant challenge was the limited 

timeframe available for conducting interviews. The allocated time for each interview – coupled 

with the need to be mindful of the interviewees’ time – likely resulted in interviews not delving as 

deeply into the specifics of their PRx program. Not to mention, the administrative workload 

involved in managing scheduling conflicts and communication with interviewees limited the 

potential for additional interviews completed. Second, the reliance on virtual platforms, such as 

Zoom, introduced challenges related to technological difficulties and transcript development. 

Some interviews had technical issues, and generated Zoom transcripts exhibited disorganization 

and grammatical errors, requiring additional time for proper editing and accuracy verification. This 

added extra time caused delays in the coding process. Last, since the interviewees consisted only 

of PRx program managers, PRx coordinators, and registered dietitians (clinic representatives), it 

is important to acknowledge the potential influence of social desirability and implicit biases in 

their responses. This influence may have led to a different perspective of the landscape of their 

respective PRx programs compared to what participants might have offered if presented with 

similar questions. These limitations may have impacted the overall richness and depth of the 

information gathered. 

 

Benefit Level Adjustment 

At the time of data collection, farmers markets did not sell several produce items selected by 

Seattle Fresh Bucks due to seasonality (e.g., navel oranges and roma tomatoes) or farming 

practices in Washington (e.g., pineapple and mangos).33 This suggests that the recorded 



availability and estimated median produce prices at farmers markets may not be representative 

across seasons. Therefore, year-round data collection may facilitate more accurate comparisons of 

produce availability and prices between farmers markets and other food outlet types. 

At two supermarket chains, prices for some produce varieties were not displayed and 

instead, identified using the food outlet’s website. While prices were generally consistent both in-

store and online, any variations may have affected calculations during data analysis.  

 

Recommendations  

Produce Prescription Programs: Best Practices 

This qualitative component investigated 10 different PRx programs across the U.S. While the 

programs often varied in their program components, delivery methods, and target population, three 

key recommendations for building a successful PRx program emerged.  

 

1. Create a robust, multi-component program model. While most PRx programs that were 

interviewed would agree that the most important component of a PRx program is financial 

assistance, an overwhelming majority believed that participants could not make substantial 

behavioral changes to improve health outcomes without nutrition education and culinary 

support. Two interviewees compared new fruits and vegetable exposure akin to purchasing 

a new tool; most folks would need an instruction manual to operate the new tool, and 

families need to gain new skills to incorporate new fruits and vegetables into their daily 

meals. Therefore, creating a model that involves financial assistance, nutrition education, 

and culinary support is imperative to achieving desired outcomes. It is recommended to 

align nutrition education and culinary support classes with other program requirements, 



such as health metric assessments, to limit the burden on participants. Group nutrition 

education and culinary support classes were also seen as important components to build 

safety networks and share skills. The third recommendation for creating a successful PRx 

model would be to incorporate funding assistance for transportation. Transportation was 

repeatedly found to be a significant barrier to attending clinic and class meetings.  

A key consideration when building a PRx model is to determine which 

programmatic elements must stay the same across all participating clinics, and which 

elements may be altered to suit providers’ needs and resources. For example, one may 

consider standardizing pre and post surveys, health metrics, nutrition education, program 

introduction videos/materials, and other messaging.  If eligibility requirements and 

program components are homogenous, it allows for more straightforward program 

evaluation, and a greater, more robust participant data analyses. Moreover, instituting 

similar program models at each clinic allows for streamlined communication between the 

supporting CBO and clinic. One may even consider holding monthly programmatic 

meetings with a clinic representative from each partner to communicate program updates. 

This meeting may also provide space for the representatives to network through sharing 

program facilitators and brainstorming solutions to common program barriers.  

2. Integrate health metrics tracking at baseline and conclusion of program participation 

to optimize funding exposure. Of the numerous benefits of PRx programs discussed, 

health metrics emerged as prominent focus of program funders.  In particular, HbA1c was 

identified as an important metric, given its straightforwardness and clinical significance. 

Blood pressure and BMI measurements were also noted as useful clinical indicators. 

Despite the utility of such measures, data collection is often complicated in practice by 



issues such as participant attrition or constraints around time and transportation. However, 

consistent health metrics tracking with the support of partnered healthcare providers and 

demonstrated clinical changes achieved during PRx program participation may support a 

broader availability of funding avenues. 

3. To optimize PRx program impact, recruit and develop partnerships with health care 

organizations who already serve the intended population and have existing 

organizational capacity to extend time and resources to internal PRx administration. 

This recommendation is made off of findings that: 

a. Clinics who have more buy-in to PRx programs are more likely to support 

collection of health metrics such as blood pressure and HbA1c as well as integrate 

PRx programs into Electronic Medical Records (EMR) systems. EMR integration 

supports the ability to track and evaluate changes in participant health metrics.  

b. Collection of health metrics requires time from clinic staff. Administrative capacity 

is required to collect and share health metrics to a degree in which data can be 

evaluated for program efficacy and optimized to use for funding potential. 

c. Interviewees who spoke to strong collaborations with partnering clinics discussed 

the importance of building face-to-face education between patient and provider on 

the purpose of their PRx. This may increase educational opportunities. 

d. Healthcare organizations are the primary recruiters to the PRx program via provider 

referrals. By establishing relationships with clinics already serving the population 

of interest, a PRx program will more likely meet patients in need of the intervention.  

e. Not all clinics may be a good fit for the PRx program. Having high expectations 



regarding clinic participation and resources is crucial to a successful partnerships.   

 

Benefit Level Adjustment 

The findings of this report indicate Seattle Fresh Bucks’ current monthly benefit level of $40 per 

household only covers ~40% of the DGA recommended fruit and vegetable intake for one person 

on a 2000-calorie diet. Thus, the current benefit level is insufficient if the goal is to cover more 

than 40% of an individual’s produce recommendations and/or the needs of households with 2 or 

more people. This, compounded with rising food prices and cost of living since program inception, 

illustrates the need for Seattle Fresh Bucks to: 

 

1. Scale monthly benefit levels by household size. As a supplemental program, Seattle Fresh 

Bucks must first determine the proportion of produce purchases that their benefit level aims 

to support. For example, if Seattle Fresh Bucks aims to supplement 60% of produce 

purchases, then the monthly benefit level would have to be $60 for an average adult 

consuming a 2000-calorie diet, based on the estimated monthly cost to afford the 

recommended fruit and vegetable intake (i.e., $100.75). Total household monthly benefit 

level should also be adjusted based on size, composition, and/or economies of scale. 

a. To adjust based on household size, multiply a fixed benefit level per person by the 

number of household members.  

b. To adjust based on household composition, refer to the DGA recommended fruit 

and vegetable intake for different ages and nutritional needs, and replicate the 

calculations detailed in the analysis section.  



c. Also, consider employing an economies of scale approach similar to SNAP’s 

annual cost of living adjustment calculation. 

2. Prioritize partnerships with ethnic food stores. The ethnic food stores offered low 

produce prices with produce availability comparable to supermarket chains. Thus, Seattle 

Fresh Bucks participants can maximize their benefits at ethnic food stores, while 

stimulating the local economy and supporting small, often minority-owned businesses. 

 

3. Develop a farmers market produce incentive program. Fruit and vegetable incentive 

programs, such as DUFB, match SNAP produce purchases at farmers markets. Since 

produce is generally more expensive at farmers markets, introducing a produce incentive 

program using Seattle Fresh Bucks can effectively strengthen purchasing power. This may 

lead to increased fruit and vegetable purchases and consumption among participants, 

especially those ineligible for SNAP.34 

Appendices 

Appendix A: PRx Funding Streams  

USDA GusNIP 

The USDA’s Gus Schumacher Nutrition Incentive Program (GusNIP) is currently the largest 

funder of United States PRx programs. It is funded through the Agriculture Improvement Act of 

2018 (also known as the Farm Bill). Unfortunately, the Farm Bill expired on September 30, 2023. 

There is hope that GusNIP funding will be renewed in the coming Farm Bill (2023-2028); 

however, the bill has yet to be finalized.35 GusNIP builds off of the USDA’s Healthy Incentive 

Pilot (HIP) and Food Insecurity Nutrition Incentives (FINI) programs. Historically, GusNIP has 

opened a yearly Request for Applications eligible to non-profit and governmental organizations. 



Awards range from $50,000 - $500,000 for up to a total of three years.36 GusNIP requires a 

thorough monitoring and evaluation plan in order to assess the programs impact on food security 

and health outcomes.37 As of fiscal year 2021, the GusNIP program has funded 43 PRx programs 

throughout the United States with an average 70% applicant success rate.37,38 

To be eligible for GusNIP funding, a non-profit or governmental agency must partner with 

a healthcare provider (or entity, such as a hospital), who will provide the produce prescriptions. 

The enrollees must qualify for SNAP or Medicaid, and be a member of a low-income household 

that is at risk of developing or suffering from a diet-related illness.36,38–40 

Examples in Action: Los Angeles County’s Fresco y Saludable/Fresh and Healthy PRx 

program, funded by GusNIP, is offered to patients at partnering health organizations (Asian Pacific 

Healthcare Venture, Inc. (APHCV), Northeast Valley Health Corporation (NEVHC), and Venice 

Family Clinic (VFC) who are enrolled in MediCal (Medicare in California), screen positive for 

food insecurity, and are diagnosed with either prediabetes or diabetes. The produce prescriptions 

are facilitated through the county’s Veggies for Voucher program.41 

GusNIP funding was awarded to the Washington Department of Health to scale up their 

Fruit and Vegetable Incentive Program (FVIP) from October 2020 to September 2023. By the end 

of the funding cycle, FVIP estimates distribution of over $3,600,000 of fruits and vegetables 

throughout Washington.42   

  

Medicaid 

Recent literature has noted a growing movement to fund PRx through Medicaid within Medically 

Managed Care (MMC) and Accountable Care Organizations. The Center for Health Law and 

Policy Innovation at Harvard has published an extensive policy toolkit for mainstreaming PRx 



programs, with emphasis on Medicaid Managed Care (MMC) organizations.43 Notable ways the 

report identified that Medicaid may potentially facilitate PRx include: 

 

Section 1115 Waivers 

A promising, short-term policy mechanism identified is the use of state-level Section 1115 

Demonstration Waivers. These waivers allow the Secretary of Health and Human Services to 

approve experimental, pilot, or demonstration projects that are likely to assist in promoting the 

objectives of the Medicaid program, such as improving population health, reduce disability, and 

lower overall health care costs in the Medicaid and The Children’s Health Insurance Program 

(CHIP) by addressing social determinants of health.44,45 In 2022, the Center for Medicaid Services 

(CMS) published a framework describing how the 1115 Waivers could be used to fund nutrition 

support programs, including PRx programs, on a large-scale.46 However, while 1115 

Demonstration waivers may be beneficial in the short term.10 Section 1115 demonstration waivers 

are approved for a 5 year funding period with potential to be extended for 3-5 years. While they 

are not a long-term, sustainable funding source, they will hopefully lead to future changes in 

mandatory coverage through Medicaid.47  

Examples in Action: Oregon was approved to utilize a 1115 Waiver to create a Coordinated 

Care Organization (e.g., Accountable Care Organization) and to create a funding stream to help 

provide their enrollees programming around Health Related Social Needs (HRSN). HRSN services 

include nutrition care, paving the way for produce prescriptions for people who are a part of their 

Coordinated Care Organization or an enrollee’s in their fee-for-service program. Most individuals 

are allowed to access produce prescriptions for up to six months. The waiver also allows funds to 

be used to improve infrastructure that is crucial to providing optimal HRSN programming.43   



CMS approved Washington state’s renewal of their Medicaid Transformation Project 2.0 

(NTP 2.0) in June of 2023.48 As part of NTP 2.0, Washington was approved to cover medically 

supportive foods, like fruits and vegetables through PRx programs.43–46,48 

 

In-Lieu of Services (ILOS) 

States may propose that MCCs use ILOS to cover otherwise non-covered services as appropriate. 

if they are cost-effective substitutes likely to prevent future healthcare costs. Since research has 

demonstrated an inverse correlation between produce consumption and diet-related chronic 

disease prevalence and severity, PRx may be a plausible ILOS.10,49 In fact, Washington State 

Department of Health has proposed to use ILOS to cover PRx.50 

Example in Action: California successfully petitioned Medicaid to allow funding of 

nutrition interventions, such as PRx, as an ILOS. They argued that PRx has the potential to reduce 

healthcare utilization, such as decreasing hospital readmissions and emergency room visits. CMS 

has endorsed this approach.43 

 

Value-added Services (VAS) 

Alternatively, states may allow MMCs to voluntarily provide services not already authorized under 

the State as VAS. The advantage of this strategy is that it allows the service to not be deemed 

“medically appropriate” or “cost-effective” substitute for State Plan services, but as a valuable 

service to enrollees. This strategy, however, may not be as cost-effective for state MMCs.50 

Example in Action: Coordinated Care, a Washington Apple Health Plan, launched 

Coordinated Care Harvest Bucks in 2021. Enrollees may apply for PRx either through clinic 

referral at the SeaMar Community Health Center, where they also may receive nutrition education 



and counseling, or through self-referrals. If selected, the participants receive $10 vouchers, which 

may be redeemed at any Safeway in Washington.51 

 

Quality Improvement Activity 

PRx programs may be funded as a quality improvement activity. MCC’s may provide activities to 

their enrollees as an added benefit to improve healthcare services and health outcomes.43 

 

Medicare 

About two-thirds of the Medicare population is covered by Original Medicare (Medicare Parts A 

and B). Original Medicare is a fee-for-service health insurance that is provided by the federal 

government. Unfortunately, Original Medicare has not extended coverage to PRx programs.43 

 

Medicare Advantage (Medicare Part C) 

Medicare Advantage, known as Part C or MA Plan, is a Medicare benefit provided through private-

sector insurance plans, like a Preferred Provider Organization (PPO) or Health Maintenance 

Organization (HMO).44 PRx programs have the potential to be funded under Medicare Advantage, 

which may provide auxiliary benefits to its customers; however, historically, CMS has only 

approved coverage for meals, as opposed to unprepared fruits and vegetable prescription.45 

 

Special Supplement Benefits for the Chronically Ill (SSBCI) 

It is more likely that produce prescriptions may be covered under the newly created SSBCI. People 

who are chronically ill may qualify for additional auxiliary benefits (on top of what Medicare 



Advantage is already able to offer) and they are not required to fund benefits that are strictly health 

related.43,45 

 

Value-Based Insurance Design (VBID) 

Additionally, PRx programs may fall under VBID.52 Any state may apply to be a part of this 

demonstration project, which increases Medicare Advantage plans flexibility in how they allow 

enrollees to interact with their plan. The project increases the plan’s ability to share costs, while 

also allowing beneficiaries to personalize their healthcare services to best suit their individual 

needs. PRx programs may fall under allowable additional benefits that target socioeconomic status, 

chronic disease, or both. Like SSBCI additional benefit allowances, VBID additional benefits do 

not need to be directly-health related.43,45  

 

Other Funding Innovations 

Foundation Money  

PRx programs may get their start or maintain programming via funding from larger foundations. 

The Food is Medicine Foundation, which is funded by both the American Heart Foundation and 

the Rockefeller Foundation, has historically focused on granting funds aimed at nutritional 

security, in which PRx programs may fall. The W.K Kellogg Foundation and Blue Cross Blue 

Shield Foundation have also awarded grantees money to fund PRx.53 

 

Community Reinvestment Act 

South Carolina funds a PRx program, EatWell, through the State’s Community Reinvestment Act. 

Washington State’s Community Investment Account currently targets programs focused on 



Economic Development, Housing, Legal Assistance, Re-entry and Violence Prevention and 

Intervention.54 The Washington Legislature announced that  beginning July 1, 2025, agricultural 

and economic support and services will be available to historically marginalized communities.55 

This could be an avenue for funding of PRx in the future.  

 

  



Appendix B: Prices for Select Produce 

Supplemental Table 1. Number of food outlets that sold produce varieties specified by Seattle 
Fresh Bucks and average price of produce, stratified by food outlet type  

Item Supermarket chains 
(n=4) 

Ethnic food stores 
(n=2) 

Farmers markets 
(n=2) 

Green Cabbage 
Conventional 
   # of food outlets 
   Pricea 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.32 
 
3 

0.37 

 
 
2 

0.14 
 
0 

n/a 

 
 
1 

0.60 
 
2 

0.50 

Napa Cabbage 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.47 
 
0 

n/a 

 
 
2 

0.20 
 
0 

n/a 

 
 
1 

0.40 
 
2 

0.50 

Romaine Lettuce 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.40 
 
4 

0.43 

 
 
2 

0.24 
 
0 

n/a 

 
 
1 

0.45 
 
0 

n/a 

Seedless Watermelon 
Conventional 
   # of food outlets 
   Price 
Organic 
   # of food outlets 
   Price 

 
 
4 

0.37 
 
0 

n/a 

 
 
1 

0.33 
 
0 

n/a 

 
 
0 

n/a 
 
0 

n/a 
aUnit for price is $ per cup-eq unless stated otherwise  

 

  



References 

1. About | Seattle Fresh Bucks. Accessed October 18, 2023. 
https://www.seattlefreshbucks.org/about/ 

2. Fresh Bucks - Environment | seattle.gov. Accessed December 7, 2023. 
https://www.seattle.gov/environment/sustainable-communities/food-access/fresh-bucks 

3. USDA ERS - Summary Findings. Accessed December 11, 2023. 
https://www.ers.usda.gov/data-products/food-price-outlook/summary-findings/ 

4. Fresh Bucks Benefits - Environment | seattle.gov. Accessed October 18, 2023. 
https://www.seattle.gov/environment/sustainable-communities/food-access/fresh-
bucks/fresh-bucks-benefits 

5. NPCC. National Produce Prescription Collaborative. Accessed October 19, 2023. 
https://nppc.health/ 

6. Newman T, Lee JS, Thompson JJ, Rajbhandari-Thapa J. Current Landscape of Produce 
Prescription Programs in the US. J Nutr Educ Behav. 2022;54(6):575-581. 
doi:10.1016/j.jneb.2022.02.011 

7. Hager K, Du M, Li Z, et al. Impact of Produce Prescriptions on Diet, Food Security, and 
Cardiometabolic Health Outcomes: A Multisite Evaluation of 9 Produce Prescription 
Programs in the United States. Circulation: Cardiovascular Quality and Outcomes. 
2023;16(9):e009520. doi:10.1161/CIRCOUTCOMES.122.009520 

8. Schlosser AV, Joshi K, Smith S, Thornton A, Bolen SD, Trapl ES. “The coupons and stuff 
just made it possible”: economic constraints and patient experiences of a produce 
prescription program. Transl Behav Med. 2019;9(5):875-883. doi:10.1093/tbm/ibz086 

9. Trapl ES, Smith S, Joshi K, et al. Dietary Impact of Produce Prescriptions for Patients With 
Hypertension. Prev Chronic Dis. 2018;15:180301. doi:10.5888/pcd15.180301 

10. Auvinen A, Simock M, Moran A. Integrating Produce Prescriptions into the Healthcare 
System: Perspectives from Key Stakeholders. Int J Environ Res Public Health. 
2022;19(17):11010. doi:10.3390/ijerph191711010 

11. Swartz H. Produce Rx Programs for Diet-Based Chronic Disease Prevention. AMA J Ethics. 
2018;20(10):E960-973. doi:10.1001/amajethics.2018.960 

12. Rodriguez ME, Drew C, Bellin R, Babaian A, Ross D. Produce Prescription Programs US 
Field Scan Report: 2010-2020. Daisa Enterprises; 2021. Accessed October 12, 2023. 
https://www.daisaenterprises.com/uploads/4/4/0/5/44054359/produce_prescription_programs
_us_field_scan_report__june_2021_final.pdf 

13. Caswell JA, Yaktine AL, Allotments C on E of the A of FR and S, et al. History, 
Background, and Goals of the Supplemental Nutrition Assistance Program. In: Supplemental 
Nutrition Assistance Program: Examining the Evidence to Define Benefit Adequacy. 
National Academies Press (US); 2013. Accessed October 18, 2023. 
https://www.ncbi.nlm.nih.gov/books/NBK206907/ 

14. Thrifty Food Plan, 2021. United States Department of Agriculture, Food and Nutrition 
Service; 2021:125. https://www.fns.usda.gov/cnpp/thrifty-food-plan-2021 

15. Cost of Living Adjustment (COLA) Information | Food and Nutrition Service. Accessed 
October 18, 2023. https://www.fns.usda.gov/snap/allotment/COLA 

16. Aussenberg R, Falk G. Supplemental Nutrition Assistance Program (SNAP): A Primer on 
Eligibility and Benefits. Congressional Research Service; 2023. 

17. Ettinger de Cuba S, Chilton M, Bovell-Ammon A, et al. Loss Of SNAP Is Associated With 



Food Insecurity And Poor Health In Working Families With Young Children. Health Aff 
(Millwood). 2019;38(5):765-773. doi:10.1377/hlthaff.2018.05265 

18. Leung CW, Wolfson JA. The impact of the 2021 Thrifty Food Plan benefit re-evaluation on 
SNAP participants’ short-term food security and health outcomes. Front Public Health. 
2023;11:1142577. doi:10.3389/fpubh.2023.1142577 

19. Farmers Market Nutrition Program | Food and Nutrition Service. Accessed October 6, 2023. 
https://www.fns.usda.gov/fmnp/wic-farmers-market-nutrition-program 

20. Seniors Farmers Market Nutrition Program | Food and Nutrition Service. Accessed October 
6, 2023. https://www.fns.usda.gov/sfmnp/senior-farmers-market-nutrition-program 

21. Get Twice The Fruits And Veggies With Double Up Food Bucks. Double Up Food Bucks | 
America. Accessed October 18, 2023. https://doubleupamerica.org/ 

22. How It Works Mendocino. Double Up Food Bucks. Accessed October 18, 2023. 
http://www.doubleupca.org/how-it-works-mendocino 

23. Communities--PCH-HSC--8400 H and S. Washington’s Fruit and Vegetable Incentives 
Program. Washington State Department of Health. Accessed October 18, 2023. 
https://doh.wa.gov/public-health-healthcare-providers/public-health-system-resources-and-
services/funding/fruit-and-vegetable-incentives-program 

24. Morse JM. “Data Were Saturated . . . .” Qual Health Res. 2015;25(5):587-588. 
doi:10.1177/1049732315576699 

25. University of Pennsylvania Center for Health Behavior Research. Nutrition Environment 
Measures Survey-Store Measures (NEMS-S). Published online 2009. Accessed November 
15, 2023. https://nems-upenn.org/wp-content/uploads/2018/10/NEMS-S.pdf 

26. Byker Shanks C, Jilcott Pitts S, Gustafson A. Development and Validation of a Farmers’ 
Market Audit Tool in Rural and Urban Communities. Health Promot Pract. 2015;16(6):859-
866. doi:10.1177/1524839915597899 

27. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research electronic data 
capture (REDCap)—A metadata-driven methodology and workflow process for providing 
translational research informatics support. Journal of Biomedical Informatics. 
2009;42(2):377-381. doi:10.1016/j.jbi.2008.08.010 

28. Harris PA, Taylor R, Minor BL, et al. The REDCap Consortium: Building an International 
Community of Software Platform Partners. J Biomed Inform. 2019;95:103208. 
doi:10.1016/j.jbi.2019.103208 

29. USDA. Dietary Guidelines for Americans, 2020-2025.; 2020. 
https://www.dietaryguidelines.gov/sites/default/files/2020-
12/Dietary_Guidelines_for_Americans_2020-2025.pdf 

30. USDA Agricultural Research Service. FoodData Central. Accessed November 2, 2023. 
https://fdc.nal.usda.gov/fdc-app.html#/ 

31. USDA MyPlate Vegetables Group – One of the Five Food Groups. Accessed November 2, 
2023. https://www.myplate.gov/eat-healthy/vegetables 

32. Microsoft Corporation. Microsoft Excel. Published online 2023. 
https://office.microsoft.com/excel 

33. Washington Agriculture - WSDA. Accessed December 5, 2023. 
https://agr.wa.gov/washington-agriculture 

34. Atoloye AT, Savoie-Roskos MR, Durward CM. Higher Fruit and Vegetable Intake Is 
Associated with Participation in the Double Up Food Bucks (DUFB) Program. Nutrients. 
2021;13(8):2607. doi:10.3390/nu13082607 



35. Winter A, September 27 MI, 2023. The farm bill is on the verge of expiring. Congress is 
months away from a new version • Missouri Independent. Missouri Independent. Published 
September 27, 2023. Accessed October 19, 2023. 
https://missouriindependent.com/2023/09/27/the-farm-bill-is-on-the-verge-of-expiring-
congress-is-months-away-from-a-new-version/ 

36. Gus Schumacher Nutrition Incentive Program - Produce Prescription (GusNIP-PPR) | 
National Institute of Food and Agriculture. Accessed October 5, 2023. 
https://www.nifa.usda.gov/gusnip-request-applications-resources-ppr 

37. GusNIP NTAE. Gus Schumacher Nutrition INcentive Program (GusNIP): Year 3 Impact 
Findings: September 1, 2021 to August 31, 2022.; 2023. 
https://www.nutritionincentivehub.org/media/2uwlf3ch/gusnip-y3-impact-findings-
report.pdf 

38. Gus Schumacher Nutrition Incentive Program - Produce Prescription Program (GusNIP-
PPR) Frequently Asked Questions (FAQ) | National Institute of Food and Agriculture. 
Accessed October 19, 2023. https://www.nifa.usda.gov/gus-schumacher-nutrition-incentive-
program-produce-prescription-program-gusnip-ppr-frequently-asked 

39. USDA Invests More Than $59M to Improve Dietary Health and Nutrition Security. 
Accessed October 18, 2023. https://www.usda.gov/media/press-releases/2022/11/22/usda-
invests-more-59m-improve-dietary-health-and-nutrition-security 

40. Stotz SA, Budd Nugent N, Ridberg R, et al. Produce prescription projects: Challenges, 
solutions, and emerging best practices – Perspectives from health care providers. Preventive 
Medicine Reports. 2022;29:101951. doi:10.1016/j.pmedr.2022.101951 

41. LA County Department of Public Health - Produce Prescription Project. Accessed October 
18, 2023. http://publichealth.lacounty.gov/nut/produce-prescription-project.htm 

42. United States Department of Agriculture. Bridging the Dietary Divide in Washington: The 
Fruit and Vegetable Incentive program Expansion Project. Published 2020. Accessed 
October 17, 2023. https://portal.nifa.usda.gov/web/crisprojectpages/1024377-bridging-the-
dietary-divide-in-washington-the-fruit-and-vegetable-incentive-program-expansion-
project.html 

43. Sukys K, Hanson E, Garfield K, Leib E. Mainstreaming Produce Prescriptions in Medicaid 
Managed Care: a Policy Toolkit and Resource Library. Published online June 2023. 
https://chlpi.org/wp-content/uploads/2023/06/Mainstreaming-Produce-Prescriptions-in-
Medicaid-Managed-Care-V6.pdf 

44. Tsai, Deputy Administrator and Director D. Centers for Medicare and Medicaid Services: 
Center for Medicaid and CHIP Services. https://www.medicaid.gov/sites/default/files/2023-
06/wa-medicaid-transformation-ca-06302023.pdf 

45. Garfield K, Scott E, Dushko M, et al. Produce Prescriptions: A U.S. Policy Scan. The Center 
for Health Law and Policy Innovation of Harvard Law School (CHLPI) 
https://www.healthlawlab.org/wp-content/uploads/2020/10/Produce-Prescriptions-A-U.S.-
Policy-Scan-2020.pdf 

46. Health Related Social Needs | Medicaid. Accessed October 19, 2023. 
https://www.medicaid.gov/health-related-social-needs/index.html 

47. About Section 1115 Demonstrations | Medicaid. Accessed December 12, 2023. 
https://www.medicaid.gov/medicaid/section-1115-demonstrations/about-section-1115-
demonstrations/index.html 

48. Medicaid Transformation Project (MTP) | Washington State Health Care Authority. 



Accessed October 19, 2023. https://www.hca.wa.gov/about-hca/programs-and-
initiatives/medicaid-transformation-project-mtp 

49. Downer, JD S, Clippinger, JD E, Kummer C, Hager K. Food Is Medicine Research Action 
Plan. Aspen Institute, Center for Health Law and Policy Innovation: Harvard Law School; 
2022:121. https://www.aspeninstitute.org/wp-content/uploads/2022/01/Food-is-Medicine-
Action-Plan-Final_012722.pdf 

50. Saxe-Custack A, Lofton H, Dawson C, Egan S, Hanna-Attisha M. “The Shelves Are Bare”: 
The Impact of COVID-19 on Families Enrolled in a Pediatric Produce Prescription Program. 
Cureus. 2022;14(11):e31540. doi:10.7759/cureus.31540 

51. Fruit and Vegetable Rx Benefit | Coordinated Care Harvest Bucks | Coordinated Care. 
Accessed October 16, 2023. 
https://www.coordinatedcarehealth.com/members/medicaid/benefits-services/coordinated-
care-harvest-bucks.html 

52. Gowda V, Garfield K, Landauer R, Downer S, Greenwald R. Produce Prescriptions as a 
Novel Supplemental Benefit in Medicare Advantage. Published online 2021. 
https://www.healthlawlab.org/wp-content/uploads/2021/06/Produce-Prescription-as-a-Novel-
Supplemental-Benefit-in-Medicare-Advantage-2021.pdf 

53. Prescription for fruits, vegetables linked to better heart health, food security. American Heart 
Association. Accessed October 18, 2023. https://newsroom.heart.org/news/prescription-for-
fruits-vegetables-linked-to-better-heart-health-food-security 

54. Plan CR. Reinvestment Plan. Reinvestment Plan. Accessed October 19, 2023. https://wa-
reinvest.com/investment-plan 

55. RCW 43.79.567: Community reinvestment account. Accessed October 19, 2023. 
https://app.leg.wa.gov/RCW/default.aspx?cite=43.79.567 


