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Abstract 
Various Cardiovascular Diseases (CVDs) can be catastrophic and can lead to 
irreversible outcomes. Despite improved interventions for CVD prevention 
awareness, there continues to be discussion and research on diet-related CVD 
and mortality without addressing the problem. Instead of prioritizing public 
guidelines and policies, policymakers should understand CVD and address 
population barriers to adhering to a healthy diet that decreases CVD risk. 
Therefore, this project aims to analyze federal healthy food incentive policies 
to promote healthy diet behaviors that reduce CVD risk. The method used 
was existing data for a comparative policy analysis that included a policy pro-
posal process: phases of progression, measures, and a policy model with data 
collection and requirements. This analysis compared a current federal food 
incentive program versus the proposed program. Results of the final analysis 
derived from the literature review and collected data stated consuming foods 
from the Mediterranean and other low-fat and low-salt diets reduced CVD risks 
that also reduced other risks secondary to CVD, such as obesity, diabetes, and 
Cerebrovascular Accident (CVA). Comparatively, combined healthy food in-
centives and disincentives were more effective for improving healthy beha-
viors than, in some cases, even after incentives were removed. Therefore, this 
policy analysis supports the indication for incentive policy change. However, 
the lack of federal stakeholders’ response to key policy changes upon proposal 
submission may require other methods of proposal dissemination. Nonethe-
less, focusing analysis on various Food Insecurity Nutrition Incentive (FINI) 
programs instead of one, multi-state program, which may have improved anal-
ysis outcomes, was the lesson learned. 
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1. Introduction 

Reference [1] stated that a stroke occurs < every 50 seconds and deaths occur < 
every five minutes. Primordial prevention combines information and policies for 
at-risk patient populations that incorporate initiatives to prevent health risks 
and eventually prevent chronic diseases. Programs that address low socioeco-
nomic population barriers, such as inadequate housing and adopting healthy 
habits, also address the risk of chronic diseases. Primary prevention is concerned 
with current risk factors related to at-risk populations. Clinicians, programs, and 
agencies inexpressively addressed chronic disease risk factors by neither pre-
scribing specific preventative care nor healthy diet behaviors [1]. Moreover, poor 
nutrition is significantly associated with increased CVD mortality; good nutri-
tion can begin as early as embryotic life to sustain good health throughout; also, 
including a supportive environment to facilitate healthy eating reduces CVD risk 
[2].  

The Food Insecurity Nutrition Incentive (FINI) federal program’s purpose is 
to provide healthy food incentives for Supplemental Nutrition Assistance Pro-
gram (SNAP) recipients to increase purchases of fruits/vegetables at times of 
purchase. The FINI program was established by the United States Department of 
Agriculture (USDA) in 2014 [3], referred to as the Gus Schumacher Nutrition 
Incentive Program (GusNIP). It is unclear why Reference [3], a FINI evaluation 
final report, continued to use FINI as its name and, therefore, will be referred to 
as such in this paper, due to much-cited literature that used the term FINI. Ref-
erence [4] stated, for policymakers, information that provides associations be-
tween nutrition policies and health, including healthcare financial burdens asso-
ciated with unhealthy diets, is limited at the appropriate period when policymak-
ers’ willingness and policy initiatives are needed [4]. Therefore, theoretical mod-
els of behavior change programs and stakeholders’ support are needed [5]. The 
purpose of this federal FINI program policy analysis is to evaluate food incen-
tive/disincentive policy options that promote the prevention of CVD through 
diet for all populations. Hence, a state-level analysis guided the application of the 
current federal policy analysis. Although this paper will focus on federal-level 
policy, global aspects of food distribution and policy will also be discussed since 
much of America’s food supply is through global trade. 

2. Problem Description 

The annual cerebrovascular disease or Cerebrovascular Accident (CVA) mortal-
ity rate in the U.S. is 1 in 19. This prospective cohort study showed that vegeta-
rian diets reduced the risks of ischemic and hemorrhagic strokes [6]. The impact 
of poor eating habits and diet-related chronic illnesses due to limited health in-
centive policies is a significant problem. In [7], a mixed-methods, qualitative, 
evidence level-III study, stated, the most frequently mentioned barriers were 
costs and distance to obtain healthy food; even for nearby healthy food options, 
cost remained a reported barrier in this study. Furthermore, as significant factors 
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in reducing CVD, inaccessible healthier diets are significant barriers for at-risk pop-
ulations challenged by limited supermarkets determined by the Self-Determination 
Theory (SDT) [7]. Therefore, less focus should be on consumer responsibility for 
unhealthy eating behaviors if no policies such as food distributor or direct con-
sumer incentives are in place. Hence, governments can improve nutrition with 
behavioral and policy science ranging from in- or voluntary legislation or rec-
ommendations that institutions often follow [4]. According to Reference [8], 
about 11% of Americans are food insecure and over 10% are SNAP recipients. 
Disturbingly, SNAP provides partial food assistance supplemented by FINI that 
is limited to very low-income, SNAP recipients who receive limited assistance to 
improve food insecurity [8]. Moreover, the FINI federal program applies incen-
tives only to SNAP recipients experiencing disparities and poor diet quality, just 
as non-SNAP recipients [9].  

3. Significance of Problem 

Reference [9] stated the prevalence of CVD is about 50% within the U.S., with 
much of it contributing to poor diets. Furthermore, disparities in healthy diets 
have contributed more to the problems in accessing healthier diets among mi-
norities who experience disparities by direct and indirect influences of the feder-
al government, such as income limit criteria and Social Determinants of Health 
(SDOH) that deter purchases and access to healthy foods. The SDOH, such as 
cultural, economic, environmental, and personal factors, can also impact good nu-
trition associated with healthy food disparities. Moreover, quality diet disparities 
are apparent among minorities whose SDOH is negatively affected by environ-
mental and economic issues that are major barriers to healthy diets. This study 
stated unexpected changes in poor-quality diets among the low-income were 
very insignificant from 2003-2012, versus significant reductions in poor-quality 
diets among the high-income. Also, SNAP recipients supplemented by FINI had 
experienced disparities within the SNAP system that involved poor diet quality. 
Furthermore, SNAP participation is low at 30%, possibly due to stigma and costly 
SNAP certification. Disturbingly, SNAP allows recipients to purchase more unheal-
thy foods than other federal food programs, as much as non-SNAP recipients’ 
increased purchase of unhealthy foods due to the expense of healthy foods [9]. 
However, FINI mainly supports farmers’ markets [10], which unjustifiably im-
pacts the low fruit/vegetable intake of low-income groups [9] impacted by infla-
tion. Moreover, FINI has limited expansion to commercial markets such as groc-
ers [11], a USDA evaluation report. Also, [12] stated disproportioned prices of 
more expensive healthier foods and less costly unhealthy foods need to be addressed 
in a federal policy to regulate food prices [12]. 

4. Method  
4.1. Appraisal of Evidence 

Google Scholar, Elsevier, Science Direct, the National Institute of Health, and 
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PubMed databases were used as search tools and delimiters. Exclusion criteria were 
blogs, vlogs, and limited accessed articles; inclusion criteria were open-accessed, 
peer-reviewed, scientific journals and USDA articles between 2017-2022. Key-
words were used to refine searches of CVD healthy diet concepts, theories, and 
themes. The Johns Hopkins Nursing Evidence-Based Practice (JHNEBP) hie-
rarchy of evidence model was used to appraise and synthesize the evidence [13]. 
Of the 96 articles searched, 34 were selected for appraisal and met criteria; levels 
of evidence I-V (level I as strongest), and evidence qualities A-C were used for 
evidence appraisal [13].  

Within the selected articles, three concepts emerged. The primary concept is 
diet-related CVDs, the secondary concept is barriers to healthy eating, and the 
tertiary concept is healthy diet incentives. The clinical inquiry question that fo-
cused the search and appraisal of evidence was: For all socioeconomic level pop-
ulations at risk for CVD, are healthy food incentives effective for improved 
healthy diet behaviors and purchases of healthy (as plant foods) foods? The fol-
lowing questions further directed the policy analysis relevant to the literature 
and data:  

For federal policy implementation, are there possible political or stakeholder 
barriers? 

What necessary resources are needed to support a determination of a poli-
cy-level focus? 

How would food dis-/incentives financially impact the population/stakeholders? 
Is the evidence consistent with supporting improved population behavior and 

disparity outcomes? 

4.2. Synthesis of Evidence 

In total, 34 articles were appraised and synthesized using the Johns Hopkins EBP 
tools and levels [13], which summarize the findings for each level and review of 
evidence: 
• 13, level-I evidence as systematic reviews of RCTs or experimental [13]: Eb-

beling et al., 2020; French et al., 2017; Gardiner & Bryan, 2017; Guasch-Ferré 
et al., 2019; Hendriksen & Van Der Gaag, 2022; Hu et al., 2019; Moran et al., 
2019; Nagatomo et al., 2019; O’Connor et al., 2018; Olstad et al., 2017; Vadi-
veloo et al., 2021; Valluri et al., 2021; Wright et al., 2017; the evidence classes 
A, B, and C rate qualities of evidence [13]; there was no evidence level-II stu-
dies; 

• 8, level-III evidence were non-experimental or systematic reviews/meta-analysis 
[13]: Bechthold et al., 2017; Chiu et al., 2020; De Buisonjé et al., 2021; Kern et 
al., 2017; Kirzner et al., 2021; Larsson, 2017; Saulle et al., 2019; Shavit et al., 
2021; 

• 5, level-IV evidence guidelines, statements [13]: Adeoye et al., 2019; Klein-
dorfer et al., 2021; Kris-Etherton et al., 2020; Lichtenstein et al., 2021; Ve-
ricker et al., 2019/2021; 

https://doi.org/10.4236/health.2023.156038


S. Hurst 
 

 

DOI: 10.4236/health.2023.156038 573 Health 
 

• 7, level-V evidence literature reviews, case studies [13]: El-Hajj et al., 2021; 
Harris et al., 2021; Lin, 2021; Mozaffarian et al., 2018; Parks et al., 2018/2020; 
Ritchey et al., 2018. 

Various CVD risks and diet incentives were evaluated for the most current, 
available evidence with 17 sources of evidence noting the importance of CVD 
risk-reducing foods (Adeoye et al., 2019; Bechthold et al., 2017; Chiu et al., 2020; 
Ebbeling et al., 2020; El-Hajj et al., 2021; Guasch-Ferré et al., 2019; Hendriksen & 
Van Der Gaag, 2022; Hu et al., 2019; Kirzner et al., 2021; Kleindorfer et al., 2021; 
Larsson, 2017; Lichtenstein et al., 2021; Lin, 2021; O’Connor et al., 2018; Ritchey 
et al., 2018; Saulle et al., 2019; Wright et al., 2017). Sixteen sources of evidence 
found that incentives increased the intake of healthy foods (De Buisonjé et al., 
2021; French et al., 2017; Gardiner & Bryan, 2017; Harris et al., 2021; Kern et al., 
2017; Kris-Etherton et al., 2020; Moran et al., 2019; Mozaffarian et al., 2018; Na-
gatomo et al., 2019; Olstad et al., 2017; Parks et al., 2018 & 2020; Shavit et al., 
2021; Vadiveloo et al., 2021; Valluri et al., 2021; Vericker et al., 2021). The evi-
dence summary discusses evidence of CVD-reduction diets and healthy food in-
centive outcomes. 

4.3. Evidence Summary 

The evidence summary for synthesized findings for CVD risk-inducing and 
risk-reducing foods was that consistent, robust evidence stated to include Medi-
terranean and DASH diets that are low in red, or processed meats, low in so-
dium, and high in poly- and monounsaturated fats such as olive and canola oils. 
However, [14] stated that research on the Mediterranean diet’s adverse effects is 
lacking [14], which is a unique statement that may not be found in other Medi-
terranean diet peer-reviewed articles. Reference [15] assessed two diet crossover 
RCTs as DASH and Mediterranean Diet Studies on the significance of healthy 
eating behavior cycles. Reference [16] indicated that increased consumption of 
the Mediterranean diet significantly reduced CVA risk in Lebanon. Reference 
[17] stated evidence of Mediterranean and DASH trials significantly decrease 
hypertension. Outcome measures by [18], analyzed 265 children’s reduced cho-
lesterol levels after plant food intake. Reference [19] stated, high fruit/vegetable 
intake significantly reduced stroke risk. Reference [20], stated how plant foods 
showed significant results of intervention and control groups’ cholesterol within 
six months. Reference [21] stated red and processed meats consumption of about 
100 g/day increased the risk of CVD and heart failure. Reference [22], stated that 
intake of plant proteins such as soy, nuts, or legumes reduces cholesterol and 
CVD risk. Reference [23] stated that icosapent ethyl, an omega-3 by-product had 
significantly reduced all aspects of CVD. Reference [24], stated no findings that 
indicated that substituting sweetened drinks with artificial or unsweetened ones 
increased triglycerides or cholesterol [24].  

Evidence summary for healthy food incentives varied in terms of incentive 
types. Reference [25] indicated fluctuations in food demand changes food prices. 
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Reference [26] stated that financial incentives can enhance psychological factors 
related to plant food intake. Reference [27] discussed how participants contin-
ued consuming new salads even after incentives were removed. Reference [28] 
stated significant results of increased purchase of plant foods, specifically fruits, 
after incentives and disincentives. Reference [29] stated a data system was used 
as a mechanism to customize incentives. Reference [30] stated impact of finan-
cial incentives that changed patterns of food purchases. Reference [31] indicated 
effectiveness of even a low-value incentive that increased intake of vegetable-rich 
meals. Reference [32] stated physician participants’ robust acceptance of finan-
cial food incentives. Reference [33] suggested policies that allow benefits to be 
throughout the entire month would improve nutrition for SNAP recipients [33]. 
The synthesized, significant findings for healthy food incentives were robust 
evidence that exhibited a combination of disincentives and incentives improved 
health behavior and plant food intake outcomes for all population levels and 
therefore, healthy food incentives were not the only factor that impact afforda-
bility and instead, had more impact on health behavior outcomes as stated in [8] 
[27] and [28] within the literature review that focuses on nutrition and incen-
tives.  

5. Literature Review 
5.1. Supportive Evidence of CVD Risk-Reduced Diets  

Reference [1], an evidence level IV, peer-reviewed policy statement from the 
American Stroke Association, stated that a stroke occurs < every 50 seconds and 
deaths occur < every five minutes. Primordial prevention combines information 
and policies for at-risk patient populations that incorporate initiatives to prevent 
health risks and eventually prevent chronic diseases. Programs that address low 
socioeconomic population barriers such as inadequate housing and adopting 
healthy habits, also address the risk of chronic diseases [1]. This statement is rated 
as B quality due to limited inclusion of high-level studies [13]. 

Reference [2], an evidence level-IV A, nutrition guideline, stated that poor 
nutrition is related to an increased risk of CVD mortality and stressed the im-
portance of good, quality nutrition in early life. Also, promoting a healthy envi-
ronment facilitates healthy diet behaviors. Consuming a variety of healthy foods 
depending on the environment can determine the significance of decreased risk 
of CVD. Plant foods can be consumed in many forms such as fresh, canned, or 
frozen; however, frozen plant foods can be preserved longer and contain the 
same or greater amounts of nutrients than fresh plant foods and many times, are 
more economical. The nutrients/minerals that are in plant foods can decrease 
various risk factors for CVD. Potassium-rich foods reduce blood pressure, spe-
cifically in hypertensive clients, fish reduces CVA risks and heart failure; poly- 
and monounsaturated fat plant oils reduce cholesterol. Although these dietary 
measures may reduce CVD, compromised environments due to ineffective poli-
cies or food insecurity facilitate poor eating habits and barriers to promoting 
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cardiovascular health [2]. This guideline, written by an AHA peer-review panel, 
rated Quality A evidence due to its inclusion of recommendations and conclu-
sions derived from diet RCTs and high-level evidence literature reviews [13].  

Reference [5], an evidence level-IV A, AHA guideline, stated a Mediterranean 
diet, versus a low-fat diet, decreased the high risk of CVD. Meta-analysis of CVD 
patients with extended follow-ups in five random-controlled diet trials stated a 
decrease of 1 g sodium a day from 2.5 g a day (Figure A2) had a 20% decrease in 
CVD cases. However, the REGARDS cohort study (Reasons for Geographic and 
Racial Differences in Stroke Study) stated that increased intake of the Southern di-
et that is high in saturated fats, processed foods, and sweetened drinks had in-
creased the risk of CVAs at > 35%. Epidemiological diet and nutrition research 
stated preventative measures for CVA by often eating fish, plant foods, fiber, 
low-fat, and DASH diets [5]. Though an evidence IV study, it is rated Quality A 
due to its inclusion of several diet RCTs and other high-level studies [13] that 
indicated consistent results of reduced CVD.  

Reference [6], a level-III-A cohort study, stated vegetarians had decreased risks 
of strokes, whereas nonvegetarians had a 50% increased risk of strokes, hyper-
tension, and high fasting glucose. In two large, randomized trials, the most vital 
modifiable risk indicator for CVA was hypertension, among 50% of at-risk par-
ticipants for CVAs in the INTERSTROKE trial. Thus, herbivores had a de-
creased prevalence of hypertension than omnivores. Hence, improved health 
with vegetarian diets to maintain hypertension was so intensively reported, goals 
for the Dietary Approach to Stop Hypertension (DASH) diet, as the first line for 
CVD prevention, is to increase fruit/vegetables with less processed and red meat 
intake. Also, findings from the randomized PREDIMED (Prevención con Dieta 
Mediterránea) trial stated that the Mediterranean diet, versus control, had de-
creased CVA risk by 40%. Also, nonvegetarian diets with increased plant foods 
had decreased CVAs. Interestingly, former studies stated that sparingly intake of 
animal protein may prevent hemorrhagic stroke mortality [6]. This level III evi-
dence study was rated as Quality A for its exceptionally large sample size [13] 
of >13,000 of its two cohort studies and clinical trials. 

Reference [14], a systematic review of narrative and meta-analysis, level-III-A 
evidence article, stated significant evidence of long-term positive outcomes of 
Mediterranean diets on cardiovascular and neurological health. Numerous va-
rieties of Mediterranean diet evaluations were related to decreased deaths, low 
risk of CVD, and neurodegenerative conditions. The positive aspect of the Me-
diterranean diet is not only that it improved health but also its satiety improved 
diet adherence. However, this diet’s tradition has significantly decreased due to 
globalization of Western diets, culture, and structure that created barriers to main-
tain Mediterranean diets that are increasingly becoming more expensive and in-
fluencing purchases of unhealthy, cheaper foods. Nonetheless, there is a lack of 
research stating adverse effects of Mediterranean diets [14]. This study rated 
Quality A for its consistent evidence of reduced CVD with this diet and policy 
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recommendations [13] to reduce marketing of unhealthy foods, mostly purchased 
by the low-income.  

Reference [15], an experimental, double-RCT evidence level I-A study, as-
sessed two diet crossover RCTs as the DASH and Mediterranean Diet Studies on 
the significance of healthy eating behavior cycles for CVD risks. Both diets are 
rich in plant foods and proteins, with limited red meat, refined grains, and dairy. 
This study hypothesized that healthy eating behaviors may reduce CVD risks, 
and unhealthy eating behaviors may increase those risks. The 60 participants’ 
increased baseline total cholesterol, triglycerides, weight, and blood pressure 
were decreased after six weeks’ diet intervention intake. The outcome measure of 
LDL cholesterol was reduced to ~20, Body Mass Index (BMI) ~2, and blood 
pressure to 6 mmHg. Though these findings were positive indications to adopt a 
healthy diet, many barriers to adherence should be addressed [15]. Despite its 
smaller, 60-participant sample, consistent results of reduced biomarkers were 
evident in this experimental, double-RCT [13] and recommended policies to 
improve diets.  

Reference [16], a case-control evidence-level V-A study, indicated that in-
creased consumption of the Mediterranean diet had significantly reduced the 
risk of CVA in Lebanon. This study stated that the Lebanese diet had shifted 
more toward Western-based diets which increased stroke cases in Lebanon. The 
Mediterranean diet consists of canola and olive oils, legumes, whole grains, and 
plant foods, which also was the main diet in Lebanon until around the last 20 
years. Adherence to the Mediterranean diet was considered the independent va-
riable that decreased the risk of CVAs, and the dependent variable was CVA 
or non-CVA clients. The outcome of the variables was that, as adherence to 
the Mediterranean diet increased, the risk of CVA decreased [16]. Though, a 
647-participant case study, it was rated Quality A, due to statistical data of large 
sample size [13] that exhibited a consistent, significant decrease in stroke cases.  

Reference [17], evidence level III-A, literature review of Random Controlled 
Trials (RCTs), and meta-analysis of prospective studies, stated evidence of Me-
diterranean and DASH trials can significantly decrease hypertension. Addition-
ally, the PREDIMED trial had supporting evidence that Mediterranean diets 
consisting of nuts or extra virgin olive oil, and other dietary items rich in phe-
nolics such as coffee, teas, and chocolate, reduced the risk of strokes. There-
fore, robust evidence stated best method to decrease CVA risk is maintaining 
DASH-Mediterranean diets [17]. This study rated Quality A for its inclusion of 
level I studies [13]. 

Outcome measures by [18], a mixed study of two RCTs and a retrospective 
cohort, level I-A evidence, analyzed 265 children’s cholesterol levels in a control 
and an intervention group. The intervention group received limited processed 
and unprocessed foods with vegetables for six months, while the control group 
maintained an unchanged diet. Results for the intervention group’s HDL cho-
lesterol increased from 21 mg to 25 mg, which also decreased total cholesterol 
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from 66 mg to 58 mg, compared to the control group’s HDL from 22 mg to 23 
mg. Therefore, even children who consumed limited processed foods had posi-
tive cholesterol outcomes that increased HDL levels that reduced obesity and 
CVD risks [18]. This article was rated Quality A for its large sample size and ge-
neralized results [13]. 

Reference [19], an evidence level-III-A, literature review, that included 10 
systematic/meta-analyses, two clinical trials, cohort, and case report studies, 
stated associations between various dietary behaviors and the risk of stroke of 
available data, using a healthy diet scoring system on the Food Frequency Ques-
tionnaire, the healthy dietary pattern involved high consumption of plant foods, 
fish, low-fat milk, and whole grains in a meta-analysis (Feng et al., 2018, as cited 
in [19]). Low intake of dairy, sodium, meat, sweets, and alcohol, with high 
fruit/vegetable intake, significantly reduced the risk of stroke. Also, the DASH 
diet decreased blood pressure versus control. Perhaps, decreased blood pressure 
would also decrease stroke to >25%. Thus, dietary interventions should be con-
sidered a crucial strategy to reduce the risk of stroke. Gut microflora metabolism 
of L-carnitine and trimethylamine, rich in red meat, generates Trimethylamine 
nitric Oxide (TMAO) and induces atherosclerosis. Moreover, omnivorous par-
ticipants produced much more TMAO than herbivorous participants after in-
gestion of L-carnitine, a microflora-dependent process. The gut microflora can 
shift from carnitine (from meat) and choline (from egg) mediums to expedite 
TMAO production, as atherosclerotic agents that induce platelet hypersensitivity 
that increases CVA risk. Interestingly, the essential amino acid methionine, a 
homocysteine substrate, has enzymic pathways to form the B vitamins. Total 
Homocysteine (tHcy) levels are induced by increased B vitamins: pyridoxine 
(B6), folic acid (B9), and cyanocobalamin (B12). Albeit high tHcy levels, isolated 
from other CVD risks, are associated with CVA risks. A diet fortified with B vi-
tamins decreases tHcy levels by 25% and the risk of CVA by 10% [19]. This study 
was rated Quality A due to its inclusion of the high-evidence studies mentioned 
above and its aim to only review high-level evidence studies [13] that included 
consistent, improved CVD outcomes upon maintaining DASH and Mediterra-
nean Diet intake.  

Reference [20], a prospective RCT, evidence level I-A study, stated how 
plant-based foods had shown significant differences between the intervention 
and control groups’ cholesterol within six months of the 65-participant study. 
The CVD risk factors for the intervention group were insignificantly reduced, 
whereas the control group’s CVD risk factors had no change. Interestingly, how-
ever, the intervention group’s medication intake decreased to 20 over six months, 
while the control group’s medication intake increased to six, also over six months. 
Moreover, two participants in the intervention group no longer were diagnosed 
with diabetes after six months; also, in the intervention group, average HbA1c 
levels had decreased to five, with the highest baseline at 15, and no HbA1c changes 
occurred in the control group. The most influential factor of the plant-based diet 
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for the intervention group was the significant decrease in BMI not induced by 
exercise [20]. This was a Quality A study for its consistent results from plant 
food intake [13].  

5.2. CVD Risk-Reducing Food/Nutrients  

There are certain individual foods and nutrients that significantly and insignifi-
cantly reduce the risk of stroke. The specific foods/nutrients that decrease the 
risk of stroke and CVD to be discussed are plant foods, fish, and the nutrients 
that are within them such as folic acid, omega-3 fatty acids, minerals, and vita-
mins. Foods that increase the risk of CVD and stroke were addressed, such as 
red and processed meats, and sweetened beverages. Since various nutrients and 
foods have certain effects on CVD risk, each of these effects was discussed indi-
vidually and included in- or sufficient evidence of how these foods reduce 
stroke/CVD and Coronary Artery Disease (CAD).  

Reference [21], a systematic review and meta-analysis of prospective studies, 
level-III B, evidence level I article [13], stated red and processed meats con-
sumption of about 100 g/day increased the risk of CVA, CAD, and heart failure 
by about 10% - 20%. No evidence indicated a non-linear red meat consumption 
amount increased the risk of CVA. However, daily consumption of 50 g of 
processed meats increased the risk of CVA by 15%. Moreover, no evidence indi-
cated differences in geographic locations for CVA risk when processed meats 
were consumed [21]. This was a Quality A study due to its amount of syste-
matically reviewed literature of >200, with 7 of them >11,000 CVD partici-
pants and definitive conclusions after each CVD-related result of certain food 
intake [13].  

Increasing evidence of possible reduction of CVD risk was associated with 
healthy diet habits. However, there are limited studies on the number of nu-
trients needed to achieve the most benefit to reduce CVD. The food categories 
analyzed were fruits, vegetables, grains, fish, red and processed meats, eggs, dairy, 
legumes, and sweetened drinks that either decreased or increased CVD risk in 
three categories: heart failure, CAD, and stroke. Regarding fruit intake results, 
there was no evidence of linear association for reduced CVD risk; however, for 
reduced CVA risk, it was concluded that evidence indicated linear association. 
Nonetheless, for every 200 g/day of fruit consumed, the risk for CVD and CVA 
was reduced by about 20%; thus, fruit intake >200 mg/day showed no evidence 
of further CVD risk reduction. In reference to CVA, the risk was increased, pend-
ing on geographic locations, such as the U.S., versus decreased risk, as in Aus-
tralia and Asia. Moreover, vegetable intake of up to 400 g/day decreased CVD 
risk by 12%. However, when vegetable intake was above this amount, the risk for 
CVD further decreased while the risk for stroke remained the same. Evidence 
concluded a linear relationship between vegetable intake amount and the de-
creased risk of CVD, whereas a non-linear association with increased vegetable 
intake was apparent in stroke [21].  
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For refined grains, intake between 15 - 540 g/day had no associations with 
reduced risk of CVA, but for CVD there were associations of increased risk. 
Therefore, there was evidence of a linear amount-response relation between 
refined grains and CVD. For whole grains, however, 30 g/day - 100 g/day con-
sumption reduced CVD risk, but not CVA risk. Moreover, due to whole grains’ 
fiber, phytonutrients, and polyphenols, evidence stated that whole grains reduced 
risks of CVD, and specifically, glucose, hypertension, and cholesterol. Reduced 
risk of CVA and CVD was apparent in women when fish was consumed. There 
was evidence of a linear association between fish consumption and CVA/CVD. 
However, there was evidence of dissimilarities of increased or decreased fish 
amounts for CVA versus CVD. The risk of CVD had decreased 15% with 250 
g/day consumption and for CVA, the risk had decreased by about 20% with fish 
consumption of about 100 g/day. The long polyunsaturated fatty acid chain and 
its contra-effects on thrombosis and atherosclerosis in fatty fish reduce CVA 
risk. Contrarily, red meat increases cholesterol, but not as high as poultry 
does [21]. However, the exact additional amount of vegetable consumption 
that decreased the risk of CVD > 12% was not indicated that rated article as 
B [13].  

Reference [22], a meta-analysis of RCTs, evidence level-I A [13], stated that 
consumption of plant-based proteins such as soy, nuts, or legumes is very bene-
ficial to reducing cholesterol and CVD risk. Moreover, red meat had lesser signi-
ficance in lowering cholesterol than high-protein, plant-based diets; however, 
fish and carbohydrates also had lesser significance in lowering cholesterol and 
triglycerides than red meat. Notably, fish was shown to improve good choles-
terol, whereas lean, red meat had reduced bad cholesterol compared to other 
high-fat diets. Interestingly, poultry had lesser significance in reducing choles-
terol than red, lean meat. Therefore, to determine CVD risk, high plant protein 
diets versus fish and poultry, have shown more significance for reducing CVD 
risk. Thus, refined carbohydrates and saturated fats were shown to significantly 
increase CVD risk compared to lean, red meat [22]. However, neither [21] nor 
[22], as evidence level-I studies, did not indicate that red meat has carnitine, 
which increases tHcy that promotes atherosclerosis and increases CVD risk [19].  

Reference [23], a systematic review of RCTs, evidence level-I A [13], stated 
that omega-3 acid supplements reduced CVD risk without reducing CVA risk. 
Contrarily, icosapent ethyl, an omega-3 by-product had significantly reduced all 
aspects of CVD [23]. This is a Quality A study due to the design and a large, 
1800-sample [13]. 

5.3. CVD Risk-Increasing Drinks  

Reference [24], an evidence level I-A, RCT study, hypothesized that substituting 
sweetened drinks for unsweetened drinks, versus artificially sweetened drinks 
significantly decrease triglycerides, cholesterol, and obesity. No findings in the 
hypothesis indicated that substituting sweetened drinks with artificial or unswee-
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tened ones increased triglycerides or cholesterol, and instead, increased central 
obesity [24]. Moreover, consuming sweetened beverages of ~500 ml daily in-
creased CVA risk by 16%, whereas CAD increased by 35% [21]. There are strong 
associations between sweetened drink consumption and obesity, which increase 
CVD risk [24]. Though more emphasis was on CVD than on obesity, [24], did 
not indicate that obesity increases CVD risk as stated in [2] [19], but still rated 
Quality A due to consistent evidence [13]. 

6. Incentive-Induced Healthy Diets and Barriers 

As mentioned, Reference [9], a descriptive AHA Journal article, level IV-A [13], 
stated the SDOH, such as cultural, economic, environmental, and personal fac-
tors, can also impact good nutrition associated with healthy food disparities. 
Moreover, quality diet disparities are apparent among minorities whose SDOH 
is negatively affected by environmental and economic issues that are major barriers 
to healthy diets. Unexpected changes in poor-quality diets among the low-income 
were very insignificant from 2003-2012, versus significant reductions in poor-quality 
diets among the high-income [9]. 

Reference [12], an evidence level-III cohort study of over 3000 study partici-
pants, compared healthy and unhealthy food prices that depended upon super-
markets and participants’ geographic locations in a three-mile radius. It stated 
how healthy foods versus unhealthy ones are more expensive and yet have a 
shorter shelf life. This study hypothesized the relationship between diet and cost 
would be significant for low socioeconomic status populations due to the lack of 
healthy food affordability. Results indicated that though healthier foods are 
more expensive, there was a positive relationship between the price of unhealthy 
foods and diet. Consumers regarded the price of food as the main facilitator that 
impacted their choice of diet. A synergetic effect to modify food costs, instead of 
using one approach of only offering incentives for consumers who buy healthy 
foods, would be to also tax unhealthy foods as a tradeoff to manage the high cost 
of healthy foods [12]. This was a rated-A quality study due to its large sample 
and consistent results [13].  

Reference [26], an interventional, RCT, evidence level I-A study, stated that 
due to America’s significantly low intake of fruits and vegetables, new interven-
tions are necessary to increase intake. Incentives have become very common for 
facilitating improved health habits; however, many behavioral theorists are con-
cerned about the detrimental impacts of incentives on sustaining good behavior. 
The end of this study’s hypotheses stated that intake of fruits and vegetables 
would decrease after incentives were removed, and instead, intake had increased 
from baseline even after discontinuation of incentives. Within the study, mid-level 
income, college-educated participants who reported inadequate fruit/vegetable 
intake, were randomly assigned to either receive financial incentives at different 
timeframes or no incentives for fruit/vegetable intake for three weeks. Despite 
theorists’ negative perceptions of incentives, no evidence has shown incentives 
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caused negative remanent effects on present and future health behavior changes 
[26].  

The studied behavior was evaluated at baseline, at the final part of the study, 
and two weeks afterward. Participants in the everyday-incentive arm exhibited 
the highest increase in fruit/vegetable intake during the entire study and at 
follow-up, whereas the delayed-incentive arm exhibited low intake and the 
no-incentive arm exhibited very low intake. Also, incentivization increased plant 
food intake, improved mood, and autonomy, which anticipated sustained beha-
vior in the future. Therefore, financial incentives can influence healthy behaviors 
without reducing internal motivation even after the discontinuation of incen-
tives [26]. Though a 62-sample size, consistent follow-up results yielded a Qual-
ity A rating [13].  

Reference [27], an explorative evidence level-III A study, stated 48 partici-
pants, which of who, 28, were in a randomly assigned controlled group, and 25 
in the incentive exploratory group to try different salads for three weeks for a 
two-month, and then a one-year follow-up. During the intervention, the control 
group received a set incentive, while the experimental group received a certain 
amount pending on the number of salads eaten throughout the study. After the 
intervention period, the participants completed a questionnaire regarding their 
experience of eating salads. The incentivized, explorative group increased new 
salad consumption even after one year of the study, while the control group (fixed 
incentive) did not. Therefore, this study suggests that incentives that facilitate 
new healthy food exploration, instead of ones that incentivize the same foods 
continuously, may improve healthy eating behaviors even after the incentive is 
removed. Potential benefits of policy analysis of targeted, at-risk populations on 
a national level would be to distinguish the types of healthy food incentives that 
will benefit the most regardless of populations’ social determinants of health or 
socioeconomic status. However, many healthy behavior incentives are short-lived, 
which influences the affected population to revert to unhealthy diet behaviors. 
To remedy limited explorations of long-term enhanced nutrition modifications, 
an intervention within a study allowed participants to explore as many helpful 
selections as possible. Improved exploration of new helpful activities increased 
opportunities for discovering subjective individual values, which increased a 
participant’s knowledge of more interesting food alternatives to prepared, re-
warded unhealthy foods [27]. A rate quality was due to scientific recommenda-
tions and consistency of results and improved salad intake even after incentives 
were discontinued [13]. 

Reference [29], a clinical randomized trial pilot study, evidence level I-A, 
stated substantial, robust evidence in advanced, smart technological designs as 
electronic incentive coupons to dissipate customized, healthy diet incentives to 
enhance nutrition in diverse communities. The 209 participants were provided a 
5% incentive and nutrition education with incomes ≥$100,000. An automated 
consumer data system was used as a mechanism to customize incentives. Evi-
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dence revealed that customized healthy food incentives enhanced grocery shop-
ping even for high-income participants with high-level nutrition increased the 
possibility to impact the use of this smart technology for the disadvantaged to 
improve dietary habits [29]. This study was rated as Quality A evidence; even 
small incentives for the high income can significantly improve healthy food in-
take outcomes [13].  

Reference [30], an evidence level I-A, RCT study, evaluated the effect of 1/5 
cost reductions on healthy foods at a single grocery store chain. A random selec-
tion of 3000 female participants was provided a non-government incentive shop-
ping card that provided a 1/5 discount on healthy foods. The control group per-
formed routine shopping with no intervention; the incentive group received the 
discount and shopped at a single grocer. Soon after completion of the interven-
tions, the incentive group improved purchases of healthy foods following the 
20% incentive discount. Moreover, results stated some of the participants who 
shopped at the single grocer continued buying healthy foods at other grocers in 
the study to receive more healthy food incentives [30]. This study rated Quality 
A for its consistent evidence and results of improved grocer patronage after the 
incentives [13].  

Reference [31], an evidence level I-A, cluster crossover-randomized interven-
tional trial, involved 26 Japanese cuisines and their customers as participants in 
the study. These cuisines offered small incentives for consumers who bought fruits 
and vegetables that resulted in increased patronage and sales in lieu of these small 
incentives that were displayed outside of the cuisines to attract customers. The 
incentives were in the form of a cash-back reward system if customers bought 
healthy foods. The results were increased restaurant revenues and vegetable dish 
sales after the cash-back incentives were applied. However, this study involved 
participants of various income levels and stated concerns of low-income individu-
als with chronic socioeconomic stresses due to very limited finances or time could 
limit thought processes that discredit the benefits of incentives [31]. This article 
was rated Quality A for its consistent evidence and results of improved restau-
rant patronage after offered incentives [13].  

Reference [32], a level V evidence, qualitative study, stated a total of 16 
semi-structured, in-depth, non-virtual interviews were performed by Dutch 
physicians involved in supporting CVD patients’ lifestyle changes. The topics 
addressed were attitudes toward an incentive system, barriers, and solutions to 
facilitate use. Primary care physician participants showed robust acceptance of 
financial food incentives. Moreover, their perceptions of financial incentives 
were associated with patients’ improved outcomes, thus emphasizing indications 
for continued, future studies of physicians’ adherence to offering incentives [32]. 
According to [13], principles for rating qualitative studies are not yet available 
[13].  

This section discusses FINI (GusNIP). Reference [25], a 2019 FINI interim 
evaluation, level V [13] report, stated empirical research had continued to au-
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thenticate that varied food prices varied demand for that food. A plethora of re-
search had approximated price elasticity of demand for many foods. Price elas-
ticity of demand evaluates percentage changes in demand as 1%. When demand 
is not impacted by price change, the item is deemed inelastic; when the demand 
for an item is reduced with a price increase, it is deemed as an elastic item. Thus, 
an association between changes in prices and the effect on demand influences 
diet behavior due to price changes of unhealthy and healthy foods [25].  

Reference [8], a qualitative, level-V evidence study, stated healthy food incen-
tives improved purchase power for low-income FINI recipients. Each of the 38 
participants was interviewed to evaluate their incentive experience, which some 
were immediate and others upon the selected food purchases such as limited to 
fruits/vegetables only. Food wholesalers, retailers, and consumers reported sig-
nificant benefits of the incentive program that increased participants’ selling and 
purchasing power. Consumer participants also reported reduced chronic cardi-
ovascular ailments while using FINI benefits. Moreover, both incentives and dis-
incentives improved healthy behaviors. However, the challenges of FINI are the 
stigma of low-income recipients and the payment system needing continuous 
updates to process new incentives. Moreover, fruit/vegetable intake still has un-
justifiably impacted other low-income populations’ health behavior outcomes, 
and FINI is limited to very low-income, SNAP recipients [8]. Rating qualitative 
studies are still under debate [13].  

Reference [10], a pilot, RCT study, evidence level I-B, stated significantly in-
creased purchases of fruits and vegetables after SNAP recipients and non-SNAP 
recipients in the intervention group received a 50% incentive. There was a total 
of 150 SNAP recipients and a total of 306 non-SNAP recipients from both groups. 
This study hypothesized that when incentives were provided to SNAP recipients, 
the purchase of plant foods would increase. However, purchases of plant foods 
increased from SNAP and non-SNAP intervention groups’ incentives. In the in-
tervention group, SNAP recipients had increased fruit and vegetable purchases 
by 45%, while non-SNAP recipients’ purchases increased to 27%. Studies on 
policy implications should focus on interventions that address the expense of 
offering incentives and consider incentive alternatives such as prescribed diets 
for all low-income clients; consider point-of-purchase incentives versus delayed 
ones; consider combinations of incentives and disincentives, which could have a 
greater impact on diet choices than just incentives; and finally, the federal gov-
ernment should offer financial incentives to low-income clients with diet-associated 
illnesses within healthcare institutions by value-based payment systems. Moreo-
ver, when incentives and nutrition education were provided to both control and 
intervention groups, significant improvement in fruit and vegetable purchase 
was apparent for the small sample of subjects who attended the education. 
However, more disincentive policies are needed to reduce SNAP recipients’ 
purchases of unhealthy foods to improve the purchasing power of healthy foods 
[10].  
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The significance of this study was that no evidence of participants’ increased 
purchase of unhealthy foods was observed once the incentives were applied. 
Though this level-I study had 456 samples divided into control (no incentive) 
and intervention (incentives) groups, evidence indicated that both groups had 
improved plant food purchase outcomes with limited evidence of plant food in-
take due to a lack of a dietary measuring tool [10] that yielded this evidence 
quality rating as B [13]. 

Reference [11], a peer-reviewed, USDA FINI qualitative evaluation report, 
level V [13], stated that poor diets exceeded tobacco use as the number one cause 
of preventable death in the U.S. This report evaluated findings of FINI’s effec-
tiveness in offering healthy food incentives by conducted interviews to identify 
barriers, facilitators, and address future food policy. Many FINI grantees re-
ported that for every SNAP dollar, about $2 yielded increased revenue that sup-
ported FINI projects and SNAP spending. Grantees also reported that their sales 
had increased to the point that more resources were needed to accommodate 
demands for increased SNAP expenditures. Moreover, FINI improved plant 
food consumption, behaviors to try new plant foods, health, and chronic illness 
treatment. However, findings within farmers’ markets revealed more incentive 
payouts compared to other markets due to the higher quantity of FINI farmers’ 
markets which typically offer more food varieties. Grantees also stated, farmers’ 
markets and corner retailers often provided consumers incentives at the point of 
purchase, whereas grocer consumers often had delayed incentives until the next 
purchase [11]. This report rated Quality B evidence rating due to limited results 
[13]. 

Reference [28], an RCT experimental, level I-A study, stated significant results 
of increased purchase of fruits and vegetables, specifically fruits after incen-
tives and disincentives were provided. The inclusion criteria for subjects 
were low-income, non-SNAP recipients who were offered food incentives and 
disincentives. Disincentives are restricted purchases of unhealthy foods. Results 
were insignificant for increased healthy food purchases with incentives alone. 
Therefore, federal policies should include incentives and disincentives to im-
prove non-/or SNAP recipient nutrition [28]. This is Quality A due to consistent 
evidence [13].  

Reference [33], an RCT evidence level I-A study, indicated that SNAP reci-
pients’ benefits to receiving incentives are limited due to the end of benefits by 
the latter half of the month, which by then, the benefit period ends for the 
month that increases the risk of poor nutrition until it restarts in the follow-
ing month. Therefore, a study was conducted to evaluate the effectiveness of 
an incentive card provided by the study, which provided a 30% incentive to 
non-SNAP recipients, versus SNAP’s card for participants purchasing healthy 
foods. This study suggested that policies that allow benefits to be throughout the 
entire month would improve nutrition outcomes [33]. This article was rated Qual-
ity A evidence due to its scientific recommendations that stated a policy should 
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extend incentives for SNAP populations to improve plant food intake [13].  
Reference [3], a FINI summary evidence level IV-B final report, stated, most 

FINI merchants stated that FINI increased plant food purchases with interest in 
participating in future FINI programs. As mentioned, the FINI program was es-
tablished by the USDA in 2014, referred to as the Gus Schumacher Nutrition 
Incentive Program (GusNIP) [3]. Due to a lack of dietary measures upon plant 
food intake and improved FINI purchase outcomes, it was rated B-quality evi-
dence [13]. FINI’s profile and analysis will be discussed later in this paper. 

7. Opposing or Insufficient Evidence 

According to [2], the recent surge of meat alternatives calls for cautionary meas-
ures, for many are ultra-processed with fortified sucrose, fat, sodium, and syn-
thetic ingredients that are continuously changing. Currently, there is limited evi-
dence on short/long-term health impacts of meat alternatives. For dietary sup-
plements, there is unsubstantial evidence to promote uses of increased vita-
min/mineral supplements to reduce CVD. Two randomized trials associated 
with dietary supplements and CVD had negative results [2]. In addition, wheth-
er vegetarians should have vitamin B12 supplements is continuously debated 
[19]. There is also insufficient evidence in peer-reviewed, medical journals or li-
terature with strong evidence levels evaluating fresh versus frozen plant foods’ 
nutritional values, or that fruits high in sugar impact cholesterol. Also, there is 
unsubstantial evidence that physical exercise alone reduces CVD risk [27]. Ref-
erence [20] stated that financial incentives had an insignificant effect on weight 
loss and exercise after these incentives were removed and did not facilitate life-
long changes but had improved autonomy behaviors [20]. Moreover, certain 
disincentives are in continuous debate such as unhealthy food and cigarette tax-
es. The debate on increasing cigarette taxes would be a disadvantage for the 
low-income who has a higher prevalence of smoking compared to the high-income 
who are less sensitive to cigarette price/tax increases. However, evidence of the 
ineffectiveness of cigarette taxes is due to tax variations across state lines and In-
ternet savvy on tax avoidance [34]. Therefore, there is scarce evidence stating 
that increased cigarette taxes or prices had no effect on smoking cessation. Like-
wise, there is scarce evidence that food incentives and disincentives in any form 
worsened health and/or behavior outcomes.  

The last references are from 35 - 49 and are related to recommendations, pol-
icy implementation, theoretical concepts, and ethics. 

8. Recommendations Derived from Evidence Synthesis 

Reference [4], a descriptive, level V-A, evidence integrative review, stated that 
incentive policies should be more direct than indirect for consumers. Direct in-
centives are more effective for healthy behavior changes. However, other nutri-
tion policy incentives such as prescribed diets, nutrition education, and coun-
seling should be integrated into healthy food financial incentive policies for 
health promotion and chronic illness prevention that the federal government 
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can implement. Moreover, clinicians should also be educated and rewarded with 
nutrition education credit hours as part of maintaining credentials to improve 
patient knowledge of the importance of good nutrition. However, just as clini-
cians should be competent in nutrition to provide quality patient education on 
resources and nutrition intake, governments should also be competent in nu-
trition and population behavior and affordability to maintain good nutrition. 
Hence, healthy food policies should be geared to benefit all [4], not only 
low-income individuals. This article was rated Quality A, due to its expertise and 
scientific evidence recommendations [13]. 

Of all the literature appraised and reviewed, recommendations by [4] were 
more consistent and fit for policy action due to this article’s numerous listed 
recommendations that can be used as part of the policy implementation process. 
Not only policy implementation recommendations were included but also rec-
ommendations to improve population adherence to a healthier diet and political 
acceptance of a new policy. Therefore, the primary focus should be on address-
ing political issues before stratifying subsequent policy implementations, and less 
focus should be on determining population responsibilities for adopting healthier 
behaviors with more emphasis on providing population resources other than 
education alone. However, the political arena could be one of the greatest bar-
riers to policy implementation, specifically in more sensitive areas such as food 
policies. Therefore, it is essential for the government from all levels to have 
knowledge of nutrition and assess the needs of population health [4]. Reference 
[35] recommendations are included for its focus on providing exceptional evi-
dence for the need for a food policy change.  

Reference [35], a level V evidence food policy database and case study, is a 
multi-year collaboration of the Center for Agriculture and Food Systems at 
Vermont Law School, the Public Health Law Center, and the Rudd Center for 
Food Policy and Obesity at the University of Connecticut, funded by the Na-
tional Agricultural Library, Agricultural Research Service, and the USDA, has a 
state and local-level policy database. An evidence-based, feasible policy would 
include providing consumer-healthy food incentives to promote healthy diet 
behaviors. Also, price disproportion of unhealthy and healthy foods should be 
addressed. Addressing these policy issues may facilitate acceptance outcomes 
[35].  

Recommendation #1—Engage multiple, non-political stakeholders who may 
connect political actors, which may improve the odds of policy implementation; 
create as many stakeholder alliances as possible such as health departments, 
government food agencies, and/or associations that may also assist in creating 
political alliances to implement policy; thus, reaching out to politicians alone 
may hinder or delay policy acceptance and implementation [4]. 

Recommendation #2—Since many existing healthy food policies are new, 
providing as much body of evidence, which is also novel research, as possible is 
key to facilitating political acceptance; along with providing evidence of healthy 
diet outcomes and healthy food disparities should also be addressed in a brief, 
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significant policy draft [35]. 
Recommendation #3—Perform a population needs assessment, specifically, 

at-risk populations with an emphasis on nutrition quality and accessibility [4]. 
Recommendation #4—Applying direct incentives and disincentives to food 

distributors and consumers should be a priority in providing information or 
education [4]. 

Recommendation #5—As mentioned, provide healthcare professionals with 
nutrition education that can be shared with their clients and institution stake-
holders [4]. 

9. Fit, Feasibility, and Appropriateness of Recommendations 

A policy proposal should fit and be feasible for both the advocate and the stake-
holder to accomplish a successful proposal implementation. A governmental 
policy intended to address the issues of at-risk populations should also be feasi-
ble for the government to sustain the constituents of a policy. Despite the U.S. 
capitalist government, excise taxes were imposed on many items such as ciga-
rettes, road construction, and alcoholic beverages to increase revenue for needed 
services. Reference [36] stated over $32 billion in healthcare costs were related 
to >2,000,000 CVD admits [36], and >$180 billion was spent on CVD by public 
insurers since 2016 [37] that can be reduced by policymakers. As stated, [4] in-
cluded policy implications and strategies for possible policy acceptance. 

10. Rationale-Conceptual Theories and Improvement  
Science 

10.1. Roger’s Diffusion of Innovation Model 

Thus, the application of Rogers’ Diffusion of Innovation Model (Figure A1) 
would be to implement new tangible/intangible assets that require dissemina-
tion. Diffusion (dissemination) is the process by which a new initiative is com-
municated through certain pathways over certain periods. Rogers’ Diffusion of 
Innovation Model involves innovation with a time frame from the point of in-
novation, decision, and implementation determined by stakeholders’ attributes 
to their organization for a time of adoption. This Model would be suitable for 
policy implementation for its five-step-innovation process that involves the ne-
cessary criteria for policy implementation: introducing the innovation (by com-
munication method to share beneficial knowledge), persuasion (discussing indi-
cations for innovation and overall benefits), decision (giving an individual time 
to make decisions), implementation (allow time for innovation completion upon 
application or reinvention), and confirmation (determine effectiveness and out-
come measures) [38]. 

10.2. Self-Determination Theory  

There are social theories that apply to social behaviors impacted by individuals’ 
environments that can facilitate or hinder positive behaviors, specifically related 
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to diet and health. Reference [7], included quantitative data as descriptive statis-
tics and analyzed SDT, and its constructs of relatedness, competence, and au-
tonomy associated with health maintenance behaviors and low-income partici-
pants’ views on CVD risk. Competence is the ability to obtain resources and 
knowledge to maintain health; autonomy is the ability to choose versus being in-
fluenced by a proxy; relatedness is feeling supported by stakeholders. Results of 
participants’ perspectives on health were related to health disparities, limited 
access to healthy foods, or resources to support the SDT constructs for low-income 
participants to adopt healthy diet behaviors. Moreover, >40% of participants’ 
surveys reported being in poor health related to their socioeconomic status. 
Nonetheless, health promotion disparities have been consistent in the minority 
community, along with an inability to access healthy foods and safe exercise as 
the two most influential factors for CVD prevention. The SDT theoretical frame-
work constructs are determined by low-income individuals’ motivation impacted 
by past and present environments that impact diet behaviors [7].  

10.3. Theoretical Domains Framework  

The Theoretical Domains Framework (TDF), Figure A4, is comprised of 33 
theories that were grouped into 14 domains of behavioral changes that view so-
cial, psychological, and environmental influences on behavior changes. The TDF 
was established for implementation studies that focused on clinicians’ behavioral 
change for a policy that included behavioral science studies on patient attitudes. 
Adopting new habits necessitates changes in behaviors influenced by conditions 
of present and preferred behaviors. Five of the 14 relevant domains are envi-
ronmental context and resources, social and professional role identity, beliefs 
about capabilities, knowledge, and beliefs about consequences. The TDF con-
structs are a framework of combined theories, not consisting of one theory; it 
does not test relationships between components and instead, presents a theoret-
ical view through knowledge, attitudes, environmental, and social influences re-
lated to behaviors [39]. 

10.4. Pender’s Health Promotion Model 

Pender’s Health Promotion Model (HPM) (Figure A5) was founded by Dr. Nola 
Pender in 1982 [40]. Thus, [41], a cross-sectional study, with no evidence level 
available, stated perceptions of fruit/vegetable consumption impacted by Pend-
er’s HPM with the following constructs: “previous relevant behavior, perceived 
barriers, perceived self-efficacy, behavior-related emotions, perceived bene-
fits, interpersonal influences, situational influences, commitment to an action plan, 
immediate preferences and demand, motivational factors, and behavioral out-
come” [41]. It was concluded that this model was effective to evaluate behavioral 
outcomes of health promotion [41]. 

10.5. Eight-Fold Path Model 

Reference [42]’s Eight-Fold Path analysis model for addressing an issue has a 

https://doi.org/10.4236/health.2023.156038


S. Hurst 
 

 

DOI: 10.4236/health.2023.156038 589 Health 
 

specific process, from primarily identifying the issue to finally planning to re-
solve it, is in more detail within the analysis plan. However, the advocate for the 
issue had considered debriefing, evaluating, and reviewing the entire process 
before moving forward. The eight-step process for completing a policy analysis 
involved: 1) identifying the issue, 2) collecting data of evidence, 3) considering 
alternatives 4) selecting criteria, 5) anticipating outcomes, 6) determining trade-offs, 
7) pausing, debriefing, focusing, and 8) narrating a scenario related to the issue 
[42]. Hence, there is increasing evidence demonstrating how political compe-
tence may contribute to the application of health delivery change; however, evi-
dence on explanatory processes is limited.  

11. Specific Aims 

This policy analysis first aims to review existing, federal FINI policy outcomes 
data of SNAP recipients to evaluate improved health, diet behaviors, and com-
pare outcomes of non-SNAP populations that were offered non-FINI incentives 
(Specific Aim #1); Specific Aim #2 is to compare both incentives’ effectiveness 
with existing qualitative/quantitative data; Specific Aim #3 is to advocate for ex-
pansion of incentives for income levels above the federal poverty level; and Spe-
cific Aim #4 is to evaluate various state-level FINI rules that risk bias and ineq-
uity in the application of the federal FINI policy. As mentioned, the term FINI 
was used since much of the analyzed literature used FINI as the dominant term. 
This approach decreases confusion between FINI and GusNIP, FINI’s new 
name. Hence, a key deliverable includes a white paper on the key findings of the 
policy analysis with proposed recommendations for advocacy and policy revi-
sion. A revised version of the policy draft was proposed based on the analysis 
findings. A one-page talking points document that legislators and key stake-
holders may use when sharing the merits of the legislation, as in a 30-second 
elevator pitch was developed. Finally, an advocacy plan guided by specific evi-
dence-based actions is to be considered in the legislation to yield optimal dietary 
health.  

12. Context  

This policy analysis is addressed on a federal level affected by the global impact 
on food trade practices as discussed earlier. The FINI federal program provides 
healthy food incentives for SNAP recipients to increase purchases of fruits/vegetables 
at the end of the SNAP benefits period [3]. Reference [8] stated, 11% of the U.S. 
population is food insecure, and 12% are SNAP recipients [8], with 25% Black, 
36% Caucasian, and 17% Hispanic, receiving substandard nutrition [9]. From a 
health standpoint, [9] stated, African Americans compared to Caucasian Amer-
icans, have a 50% prevalence of CVD, along with disparities in accessing healthy 
foods and receiving government assistance that negatively impacted this popula-
tion. However, the total U.S. population may be positively impacted by a policy 
that would reduce healthy food prices by 10%, which may reduce CVD mortality 
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by 2% and 4% for SNAP recipients. Moreover, if healthy food incentives were 
30% with a 10% tax disincentive for unhealthy items, CVD mortality would be 
reduced to 8% for SNAP recipients and 3.5% for the remaining population and 
may reduce disparities. Thus, the AHA has supported policy changes to improve 
the purchase and diet quality of healthy foods by offering incentives or unheal-
thy food disincentives for low-income and SNAP populations [9]. As mentioned, 
combining incentives and disincentives was more effective for improving healthy 
behaviors [28], not just for SNAP recipients [7]. Reference [43] has supported 
improved access to healthy foods by collaborating with the federal government. 
The Dietary Guidelines for Americans also support the importance of healthy 
diets. Additional project support was in the form of an online video presentation 
and learning management systems. 

13. Intervention Description: Policy Analysis Methodology  

The policy analysis design was a comparative analysis of qualitative and quantit-
ative FINI data and literature using [42] eight-step analysis method. The method 
involved collecting data to narrate a scenario. These data determined a need to 
review more data to support and gather FINI evidence of improved healthy eat-
ing behaviors. Also, an evaluation of the current FINI policy guided a proposed 
policy that included healthy food incentives to be expanded to non-SNAP popu-
lations. Reference [3] stated collecting more quantitative data is the best approach 
for measurable data. The timeline for policy analysis completion was about 15 
months.  

13.1. Study of Intervention: SWOT Analysis 

Reference [44] emphasized the importance of increased global trade of fruits and 
vegetables versus more production of non-perishable, processed foods. However, 
issues with global trade policies had led to the production of unhealthy, processed 
foods. Approximately, together with North America and other countries, 2,000,000 
people die because of limited access to fruits and vegetables that specifically af-
fect impoverished populations. The 8% of fruits and vegetables that are globally 
traded have a value of $1.3 billion. However, due to the rapid perishability of 
fruits and vegetables, much of them are wasted and policies are limited to con-
trol the waste. Other strategies such as home gardening, provided no other bar-
riers are present, are ways to reduce waste due to trade policies. However, even 
with options of home-grown foods, many people may have challenges consum-
ing fruits and vegetables due to cultural differences and other barriers and there-
fore, may require an alternative incentive to facilitate fruit and vegetable consump-
tion such as free nutrition education for all socioeconomic levels that should in-
clude the importance of nutrition [44]. As a Quality A literature review, it had 
definitive conclusions and consistent recommendations via scientific evidence 
[13].  

The study intervention method was the SWOT (strengths, weaknesses, op-
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portunities, and threats) analysis. Reference [44], an evidence-level V-A [13], li-
terature review, stated necessary food industry changes to promote fruit and 
vegetable intake. However, barriers to plant food intake should be considered, 
including stakeholder competence in food industry issues that limit healthy diets 
in various populated areas. In addition, improving population nutrition know-
ledge is also imperative. Hence, besides just advocating for improved population 
health, competency in consumers’ diet preferences, behaviors, and applying 
suitable incentives may facilitate increased intake of unique, nutritious foods 
(strengths)—that are culturally acceptable and motivated-driven (internal fac-
tors). However, even with the availability of plant foods, most people do not 
consume acceptable amounts; and there is a lack of databases on food incentive 
policies for consumers (weaknesses). Financial incentives for plant food con-
sumption are federal policy implications that are common to the target popula-
tion (external factors) that can improve cost and consumption of fruits/vegetables. 
These incentive interventions can include proposing an incentive policy change 
or improve commercialization of fruits/vegetables (opportunities). However, food 
safety concerns, food choices, cultural preferences, or political issues (threats) are 
barriers [44].  

13.2. Measures: Policy Analysis Process and Data Requirements 

Existing USDA data were used for gaining knowledge of FINI to support a fed-
eral analysis. Existing state-level data were used to examine the application of 
federal policy at the state level. FINI supplemental data (infographics, popula-
tion health outcomes, and FINI effectiveness) and peer-reviewed journals were 
collective evidence to support the white paper.  

13.3. Data Collection Process and Tools 

The data collection process involved researching specific websites such as .gov 
or .org domains to collect authentic FINI data. The tool was the GusNIP Gret-
chen Swanson Center for Nutrition (GSCN) interactive map that prompts indi-
vidual selection of each state’s program award information. This tool had deter-
mined a need for a state-level analysis, before a federal-level analysis, due to a 
myriad of state-level programs that are not incentive-related and instead, are 
farmer- or public assistance-related. As indicated in the interactive U.S. Gus-
NIP-GusCRR map, some states were awarded either GusNIP or GusCRR in their 
grant award year. Outcomes of improved purchase of plant foods and changed 
healthy behaviors by non-SNAP-in/eligible recipients will determine a need for 
policy change.  

14. CHEERS 

The Consolidated Health Economic Evaluation Reporting Standards (CHEERS) in-
volve participants and organizations, such as governmental and non-governmental 
entities influenced by biological problems and community attributes [45]. It has 

https://doi.org/10.4236/health.2023.156038


S. Hurst 
 

 

DOI: 10.4236/health.2023.156038 592 Health 
 

a checklist as an economic report guide. Reference [36], a CDC level V-A evi-
dence [13], Million Hearts project report, discussed state-level data on heart 
disease mortality and morbidity. In 2016, there were 2.2 million CVD admissions 
(850.9 per 100,000 population) resulting in $32.7 billion in costs, and 415,480 
deaths (157.4 per 100,000). Admission and death rates were highest among 
males (989.6 and 172.3 per 100,000), and non-Hispanic blacks (211.6 per 100,000 
deaths) with increased age. However, 805,000 admissions and 75,245 deaths 
were between the ages of 18 - 64 years [36]. Internationally, diet-related deaths 
due to low intake of plant foods are more common among the low-income [31]. 
The value of plant foods is influenced by the yearly farmgate value of interna-
tional plant food harvest is almost $1 trillion, which is >grains at $837 billion. In 
2018, around 8% of globally traded plant foods were valued at $138 billion. Food 
costs are related to incomes influenced by households’ affordability of plant and 
animal foods (about 40% of nutritious diets) [44]. The USDA spent >$47 million 
in 2015-2016 on FINI Grant Programs (USDA, 2017, as cited in [8]). Reference 
[37], an AHA level IV-A evidence [13] article, stated an increased CVD treat-
ment spending has significantly increased; therefore, a more detailed account of 
this spending may influence policy and expenditure control for a multi-payer 
system [37]. Reference [44], emphasized the importance of increased global trade 
of plant foods versus more production of non-perishable, and processed foods 
that are more favored compared to plant foods [44].  

15. Ethical Considerations 

According to [46], three levels of IRB evaluations are under IRB federal guide-
lines, which are: exempt from IRB review, expedited IRB review, and full IRB 
review. No research/investigation proceedings should be implemented before 
IRB review and approval are determined [46]. Of the three IRB evaluations, 
the investigator of this policy analysis applied for an exempt from IRB review 
due to minimal risk of harm to participants or the lack of them thereof. This 
policy analysis involved analyzing and evaluating current policy without the 
need for study subjects’ participation. As implied, the investigator analyzed, 
evaluated, collected, and presented evidence data and addressed the need for 
policy change to federal stakeholders via policy brief or white paper without 
collecting personal identification data or evaluation surveys regarding pro-
posed policy changes. The only identifiable information included in the white 
paper/brief was from a federal department relevant to the policy change. Dei-
dentified information was the name and exact title of a federal department 
head or secretary since names can easily be obtained concurrently with a job 
title in public service. According to [46], six classifications of minimal risk 
studies are considered exempt from IRB review within the federal IRB policy 
[46]. 

15.1. Ethical Considerations for JU IRB Review 

The investigator requested a Determination of Human Subjects Research Waiver 
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for secondary database research. Two of the six categories for exempt for review 
[46] are:  

1) Research involving the collection or study of existing data, documents, 
records, pathological specimens, or diagnostic specimens if these sources are 
publicly available, or if the information is recorded by the investigator in a 
manner that subjects cannot be identified directly or through identifiers linked 
to the subject. 

2) Research and demonstration projects related to public benefit or service 
programs that are conducted by or subject to the approval of federal department 
or agency heads or any other officer or employee of any department or agency to 
whom authority has been delegated [46] (p. 15). 

15.2. Ethical Considerations for Disincentive Policy  

This policy analysis reviewed a federal policy that provides incentives for SNAP 
recipients to improve their purchasing power for plant foods. As stated, FINI 
provides healthy food incentives to grantees that are passed on to SNAP con-
sumers due to SNAP’s limited monthly assistance that FINI supplements for the 
remaining month. However, the cited literature suggests that incentives should 
be applied to both SNAP and low-income, non-SNAP recipients to improve 
purchase of healthy foods [9] [10] [28] [33]. On the other hand, to improve 
purchase of healthy foods, the cited literature also suggested including both in-
centives and disincentives (taxes) for unhealthy foods to improve health beha-
viors [8] [10] [12] [28]. Moreover, non-tax disincentives could be applied to off-
set the expense of an incentive either by limiting incentive redemptions or in-
creasing prices of incentive-ineligible foods [3]. However, there are ethical con-
cerns to tax unhealthy foods, specifically, in low-income areas, including a threat-
ened autonomy among all populations. Moreover, there are other ethical con-
cerns of continued disparities, SDOH barriers, and poor nutrition in low-income 
populations due to continued inaccessibility to healthy foods. Importantly, [47] 
a quantitative descriptive level V evidence, Quality A [13] study, stated, that the 
fact is, whether excise tax advocates are prepared for an effective debate against 
tax opposers. An effective tactic for tax supporters is to address trade-offs for 
populations’ access to healthy foods and maintain health to control healthcare 
costs. Ethically, tax advocates can also address how cigarette taxes altered popu-
lation choices that were justifiable when they advocated for good health. There-
fore, legislators should distribute tax revenue from unhealthy foods to benefit 
the low-income [47]. 

15.3. Ethical Considerations on Excised Taxes 

This policy analysis emphasized healthy food incentives should also be applied 
to non-SNAP recipient populations and how FINI and SNAP should improve 
policies on increasing plant food intake for SNAP recipients who experienced 
substandard nutrition compared to the general population. The cited literature 
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stated supported evidence of incentives that improved healthy diet behaviors. 
Reference [34] stated, lower-level educated populations versus higher-educated 
ones, had homogeneous behaviors toward cigarette state taxes or prices but he-
terogeneous behaviors when prices were self-reported. Therefore, heterogeneous 
behaviors toward cigarette prices among both populations were more apparent 
than taxes, possibly due to supply or demand. In addition, taxes vary among 
smokers’ geographics that include retail discounts that negatively impact taxes 
[34]. 

Reference [34], a literature review, level V evidence, evaluated relationships 
between cigarette tax and price measures with current smoking by socioeco-
nomic status and stated an inverse perspective on cigarette excise taxes that 
negatively impact the low-income. It was hypothesized that low-income, less- 
educated smokers will be more sensitive to changes in cigarette tax and price 
[34]. This null hypothesis was rejected, and this article was rated as Quality B 
[13]. Cigarette taxes are now more ineffective in reducing tobacco use in Ameri-
ca, due to a more sophisticated, Internet-driven population that can avoid taxes 
with the purchase of discounted tobacco products. Moreover, another indication 
of perceived ineffectiveness of cigarette tax to reduce smoking is that many 
smokers travel to American Indian reservations where all taxes are void. None-
theless, the ethical concern of taxed cigarettes is the limited affordability of ciga-
rettes among low-income populations, despite their increased cigarette use 
compared to higher-income populations. More ethical considerations arise for 
the low-income who have financial burdens of taxes with unsuccessful smoking 
cessation [34] that do not include more burdens of healthcare costs associated 
with smoking [47]. To mitigate taxing/pricing issues, [34] suggested price con-
trol policies that prevent retailers from discounting cigarettes and increasing the 
cigarette tax [34].  

16. Analysis: Policy Profile, Criteria, Population  
Demographics, and Analysis Plan 

16.1. Policy Profile 

The FINI policy profile includes population health indicators, analysis plan, 
need for data, past and current initiatives, and internal and external document 
policy evaluation. The current federal food assistance/incentives are through 
federal food assistance programs such as SNAP and FINI, which are only for 
very low-income populations. Reference [3] stated that FINI was established in 
2014, a subsidiary of the USDA Food and Nutrition Service, provides incentives 
at the end of the month to SNAP recipients who purchase plant foods due to SNAP’s 
limited monthly assistance. The purpose of FINI is to improve fruit/vegetable pur-
chases for SNAP recipients. The FINI Program’s fruit/vegetable criteria are a va-
riety of preparations. Compared to SNAP-eligible foods, FINI-eligible foods 
mainly consist of unprocessed plant foods. Hence, the USDA evaluates FINI’s 
effectiveness in the increased purchase of fruits/vegetables and recipients’ health 
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outcomes; FINI retailers are comprised of farmers’ markets, grocery stores, mo-
bile markets, direct market farmers, and community agriculture programs. The 
SNAP recipients are incentivized by rebates, electronic cards, and/or discounts 
by FINI grantees. Contrarily, they could be disincentivized for purchasing 
non-organic plant foods. Disturbingly, over 350 FINI retailers discontinued par-
ticipation due to staffing issues, low SNAP recipient participation, or retailers’ 
noncompliance with FINI’s policies [3].  

16.2. Program Profile Criteria 

Reference [3] stated SNAP’s non-eligible food items for incentives were tobacco, 
alcohol, hot and restaurant foods. Though FINI is a subsidy program of the 2014 
Farm Bill, it still has its policies for FINI participation. Most FINI grocers pro-
vided incentives to recipients every day, while others provided weekly, monthly, 
or seasonal incentives. Most grocers offered a 50% incentive match, few with 
greater ones or used prescribed healthy food programs requiring proof of SNAP 
enrollment without a purchase requirement for incentives, whereas 14% of grocers 
offered <50% incentive match, others at 30% or ~15%. Moreover, >75% of FINI 
grocers have maximum limits on incentives and applied them to purchases, 
while others allow SNAP recipients to earn a $20 maximum incentive. Grocers 
that implemented FINI-prescribed programs also have limits on incentives for 
SNAP recipients. The purpose of maximums is to extend the incentive period. 
However, FINI grocers’ main barrier to providing incentives was less than ex-
pected SNAP recipient FINI participation due to limited FINI marketing, before 
grocers were granted permission to improve marketing by postal mail or verbal 
communication that were more effective than other marketing strategies, such as 
media or billboards [3].  

16.3. Population Demographics 

FINI’s recipient population demographics consist of grocers and SNAP adult/child 
recipients established in low-income areas with a high unemployment rate of 6% 
and ~32% ≤ 200% below the federal poverty line. About 3 million SNAP reci-
pients live close to FINI grocers which are mainly located in municipality areas. 
There were ~60 FINI payees that provided incentives to about 3050 grocers for 
SNAP recipients [3], who are 12% of North America’s population [8], with 25% 
Black, 36% Caucasian, and 17% Hispanic, received substandard nutrition [9]. 
The most disturbing trend for the SNAP population is lower nutrition quality, 
lower plant food intake, and increased purchase of high-calorie items associated 
with poorer health outcomes than non-SNAP recipients [33]. 

16.4. Analysis Plan  

The analysis plan involved the Eight-Fold Path [42] comparative analysis of [3], 
and state-level data map tool, which determined the appropriate analysis focus. 
The [3] summary was used for its state-level data to consider appropriateness for 
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federal-level analysis, which also assisted in determining FINI outcomes analysis 
on the state or federal levels. However, more outcomes data were needed due to 
limited information within FINI data; therefore, both FINI’s 2021 Brief Sum-
mary Report (website in Table 1) and the Center for Science in the Public Inter-
est were additional data used for their more explicit, comprehensive information 
that guided analysis focus on the federal level. The analysis process for addressing  

 
Table 1. Federal FINI data sources matrix. 

Data Collected for FINI Evaluation FINI Supplemental Data 

FINI 2019 Summary Report: 
https://fns-prod.azureedge.us/sites/default/files/resource-fil
es/fini-interimreport-summary.pdf 

History of the Farm Bill: 
https://www.loc.gov/ghe/cascade/index.html?appid=1821e70c01de48
ae899a7ff708d6ad8b 

FINI 2019 Interim Report: 
https://fns-prod.azureedge.us/sites/default/files/resource-fil
es/FINI-InterimReport_1.pdf 
FINI 2019 313-page Statistical Result Report: 
https://fns-prod.azureedge.us/sites/default/files/resource-fil
es/FINI-AppendixI-L_1.pdf 

Agricultural Act of 2008 (Farm Bill 2008): 
https://www.everycrsreport.com/files/20080619_RL33934_614d6a0fa
f11fe1b17757b3ceff90babdaa67bde.pdf 
Agricultural Act of 2014 (Farm Bill 2014): 
https://www.congress.gov/113/plaws/publ79/PLAW-113publ79.pdf 

Agricultural Act of 2018 (Farm Bill 2018): 
https://www.congress.gov/115/plaws/publ334/PLAW-115publ334.pd
f 

FINI 2021 Summary Report: 
https://fns-prod.azureedge.us/sites/default/files/resource-fil
es/FINIReport-Sumary.pdf 

GusNIP COVID Relief and Response (GusCRR): 
https://sam.gov/fal/0cc5c361ec914021a3be83c2d0dd8a0d/view 

FINI 2021 Final Report: 
https://fns-prod.azureedge.us/sites/default/files/resource-fil
es/FINIReport.pdf 
GusNIP NTAE Executive Summary: 
https://www.nutritionincentivehub.org/media/fjohmr2n/gu
snip-ntae-impact-findings-year-2.pdf 

Center for Science in the Public Interest: 
https://www.cspinet.org/sites/default/files/2022-03/SNAP_Purchasin
g_Power_2.pdf; has more explicit, comprehensive results than FINI 
interim & final reports 
Farmers Market Coalition: 
https://farmersmarketlegaltoolkit.org/snap/legal-topics/incentives/ 
Wholesome Wave: https://www.wholesomewave.org/ 
Dietary Guidelines for Americans: 
https://www.dietaryguidelines.gov/sites/default/files/2020-12/Dietary
_Guidelines_for_Americans_2020-2025.pdf 

FINI Infographic Data (Figure A6): 
https://www.westat.com/sites/default/files/FINI-Infgrphc-
Overview-508.pdf 

Gretchen Swanson Center for Nutrition (GSCN): 
https://www.centerfornutrition.org/gusnip 

State-Level Data 

Tax Credit for State Food Deserts: 
https://mostpolicyinitiative.org/wp-content/uploads/2021/06/Tax_Credit_FoodDeserts2021.pdf 

GusNIP Interactive State-Level U.S. Map: https://www.nutritionincentivehub.org/grantee-projects 

Note: This matrix includes federal and state-level data. The interactive data map is clickable, 50-state-level information that pro-
vides each state’s food program, which is multiple, and either GusNIP or GusCRR-federally funded. This matrix also included 
other healthy food-related data. 
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an issue typically progresses within a specific model, from primarily identifying 
the issue to finally planning to resolve it. However, the advocate for the issue 
should consider debriefing, evaluating, and reviewing the entire process before 
continuing to move forward. In addition, institutional and political stakeholders 
should create a situation that will not limit the analysis process and focus on the 
relationship that will complete the task. The process for completing a policy 
analysis involved: 1) identifying the issue, 2) collecting data of evidence, 3) con-
sidering alternatives and criteria needed, 4) anticipating outcomes, 5) determin-
ing trade-offs, 6) pausing, debriefing, focusing, and 7) narrating a scenario of the 
issue [42].  

16.4.1. Identify the Issue 
As the first vital step, identifying the extreme issues within the problem will pro-
vide an opportunity to prioritize each component within it [42]. To reiterate the 
problem, there are too few food policy incentives for overly expensive healthy 
foods and limited disincentives for less expensive, unhealthy foods. The other 
concern is that recipients who receive federal food assistance have significantly 
low incomes that determined their eligibility to receive food incentives to pro-
mote healthy eating behaviors, whereas non-SNAP recipients’ incomes just above 
the federal poverty line have no incentives or other methods to improve healthy 
eating that were identified from collected data.  

16.4.2. Collecting Data of Evidence  
Drafting data to support evidence of the problem, as the most intense task of the 
policy analysis process, could impact the timeline for completion of the analysis 
and the amount of information needed to support the evidence [42]. Publicized, 
existing data, as supporting evidence, was a part of the policy analysis process 
that involved a literature review for evidence of CVD-risk-reducing diets and 
healthy food incentives that promote healthy diet behaviors. To collect as much 
authentic FINI information as possible, the USDA website was used to collect 
FINI data. As mentioned, the aim was to analyze FINI on a federal level; howev-
er, an individual state-level analysis determined a federal-level analysis focus due 
to a myriad of state-level programs shown in the 175-page FINI executive sum-
mary, which stated various FINI awards in many States. More state-level data 
referred to as Tax Credit for State Food Deserts (USDA executive summary) 
discussed the food desert crisis in certain states; the link to this data is in Table 
1. Additional FINI data has qualitative results of FINI’s effectiveness. The FINI 
infographic data described FINI’s function (Figure A6) and the Center for Science 
in the Public Interest (SNAP document), discussed how FINI improved SNAP 
purchasing power that included an income limit table as very essential informa-
tion for the advocate and stakeholder that other FINI data lacked. The Nutrition 
Recommendation Data (Figure A2) from [5] included recommendations for 
consuming Mediterranean foods that reduce CVA/CVD risks. The CDC’s work 
on improving access to healthy foods is stated in its infographic data (Figure 
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A3). The data for healthy food incentives that improved purchases of plant foods 
were cited in: [30] [31] [33] as RCTs, and one cohort study data that associated 
poor diet quality and disparities: [9] [12].  

16.4.3. Criteria Needed 
The most significant evaluative criteria are whether the projected outcome can 
solve the policy issue to an acceptable standard. Evaluative criteria are not used 
to judge alternatives but to introduce policy qualities and fundamentals. Evalua-
tive criteria such as targeted populations, policy efficiency, political process, legal 
implications of the policy, and solutions that would sustain the new policy [42], 
all were considered during the analysis plan.  

16.4.4. Consider Alternatives  
Planning for an alternative does not necessarily mean completely changing a 
proposed policy. Other alternative methods such as adding, removing, or mod-
ifying a proposed policy component are accomplished by performing a re-analysis or 
re-evaluation. Moreover, submitting a policy proposal to various areas may im-
prove feasibility accomplishment [42]. This policy proposal would first be con-
sidered for submission to a U.S. department or agency such as the Department 
of Health and Human Services (DHHS), USDA, or CDC to be champions who 
can submit it to a U.S. legislator to improve proposal support. However, even 
with supported proposal criteria, delayed policy processes and political barriers 
are still anticipated.  

16.4.5. Anticipate Outcomes 
Reference [42] stated current trend outcomes, as the ones that are not antic-
ipated to be modified, are outcomes that should include explicit information that 
may exist in the present and the future. Anticipating an outcome typically in-
volves considering the path of the outcome and its significance. Policymakers 
who read a policy proposal that lacks a significance of an outcome may perceive 
it as null, which jeopardizes policy acceptance [42]. The primary, anticipated 
outcome of this proposal is stakeholder acceptance. However, the most con-
cerning outcomes are proposal rejection and preparing for alternative measures 
for acceptance. The next concerns are communication barriers amongst political 
and institutional stakeholders for proposal acceptance. The secondary outcome 
would be to improve the high cost of healthy foods that may consequently de-
crease healthcare costs and CVDs for at-risk populations.  

16.4.6. Determine Trade-Offs 
The most known trade-off is an exchange for monetary benefits and the services 
provided to the population that needs them [42]. Provided that the new policy 
prevails against negative outcomes, the trade-off would be to propose an incen-
tive policy to encourage healthy food options that may decrease the risk of CVDs, 
which may decrease government-payer healthcare costs and increase financial 
gains within the private sector (food service industry).  
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16.4.7. Pause, Debrief, and Decide  
The objective of the completed analysis should not be only to demonstrate a list 
of thought-out solutions but to assure that these solutions are the most appro-
priate selections to resolve the issue based on the final analysis. The decision to 
move forward and consider possible rejections by political or institutional stake-
holders could be based on the credible information provided to them. Also, pre-
senting more trade-off information to stakeholders should be based on their de-
cision to move forward and not the decision of the proposal writer/advocate [42]. 
Therefore, continued research and debriefings may be necessary to improve the 
odds of proposal acceptance, by presenting more robust federal food incentive 
trade-offs. 

16.4.8. Narrate a Scenario Related to the Issue  
The final, important part of the analysis will be narrating a story or scenario re-
lated to the issue, fully understanding the conclusions, and conveying them to 
the stakeholders’ level of understanding. In addition, reiterating the issue and its 
trade-offs would also be needed. Also, the proposal writer should consider relat-
ing and connecting the issue with the targeted audience as the stakeholders and 
engage them to understand the need to resolve the issue [42]. Moreover, forming 
relationships with stakeholders who may be willing to advocate for improved 
healthy food incentive options could strengthen proposal acceptance. Table 1 
has FINI federal and state-level data to conduct the analyses that determined the 
narrative focus. 

17. Outline of Analysis Plan 
17.1. Need of Data  

1) Plan 
a) Population health indicator data to U.S. policymakers to support need for 

policy. 
b) Federal incentive program effectiveness and health outcome data (Figure 

A5). 
c) Peer-reviewed journals discussing positive outcomes of healthy food incen-

tives. 

17.2. Past and Current Initiatives 

2) Plan 
a) Present past policy incentive initiatives to stakeholders—ineffective current 

incentives.  
b) Present current policy incentive initiatives to stakeholders—allow people to 

make healthy food options through long-term incentives instead [27]. 

17.3. Internal and External Document Policy Evaluation 

3) Plan 
a) Governmental (external) document(s)—past versus present government 
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policies. 
b) Institutional (internal) document(s)—food retailers, population health be-

haviors. 
c) Submit a policy brief or white paper as a deliverable.  

18. Thematic Analysis 

The thematic analysis plan involved a comparative analysis of existing FINI data 
and reports, forming analysis questions that guided the incentive policy analysis, 
and analyzing themes in literature such as comparing federal and state FINIs 
versus non-governmental healthy food incentives and their outcomes, SDOH, 
disparities, and healthy behavior changes. As mentioned, [3] reported evalua-
tions of FINI grantees’ surveys, FINI’s effectiveness on health behavioral out-
comes, and results of increased purchase of plant foods by SNAP recipients; 
however, results and evaluations were more implicit than explicit, which lacked 
actual survey or FINI’s effectiveness results that required more data. Nonethe-
less, this summary guided further discovery and analysis of numerous state-level 
data that determined a need for an individual state-level analysis. The challenges 
were due to individual states with varieties of programs and incentive criteria 
that was a challenge to address barriers, facilitators, effectiveness, and recom-
mendations for food incentives for all socioeconomic levels. Therefore, a feder-
al-level analysis was more feasible to evaluate FINI-populated states. However, 
many states have multiple programs that are federally or only state-funded with 
different policies, which created an even greater challenge to analyze a state as 
either GusNIP or GusCRR-funded, as demonstrated within the GusNIP state-level 
interactive map. 

18.1. FINI Program Federal-Level Analysis 

Though FINI is a federal subsidy of the USDA, it still has its policy as stated on 
pages 151-155 of a 530-page, Agricultural Improvement 2018 Act document, 
under Title IV of the Farm Bill as “Retail Incentives”  
(https://www.congress.gov/115/plaws/publ334/PLAW-115publ334.pdf)  
referenced from the Library of Congress’ “History of the U.S. Farm Bill” website: 
https://www.loc.gov/ghe/cascade/index.html?appid=1821e70c01de48ae899a7ff70
8d6ad8b&bookmark=Timeline. Reference [3]’s FINI executive summary was 
inadvertently discovered and has since been reviewed several times due to its 
very large content which led to more discovery of FINI data. Surprisingly, how-
ever, upon a recent, further review of FINI summary, another federal program 
was discovered within its data as the Wholesome Wave Foundation, established 
in 21 states (https://www.wholesomewave.org/) and its aim and purpose are 
similar to FINI (GusNIP). Hence, the benefit of a federal-level analysis was col-
lecting similar data from all recipient states of a certain federal program. How-
ever, it was a challenge to determine which federal programs such as Wholesome 
Wave, Farmers Market Coalition, and FINI, produced the best outcomes for 
each state that still required a state-by-state analysis to saturate reliable data. 
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Therefore, existing FINI data that demonstrated positive and challenging FINI 
outcomes determined the level of analysis to conduct on a federal level.  

18.2. FINI Program State-Level Analysis  

This analysis included state-level analyses to compare state-level data that de-
termined the target analysis level focus. Reference [3] included mapped data of 
the U.S. with FINI-participating states. States with the highest levels of participa-
tion were Michigan, California, and Massachusetts [3]. However, the rationale 
for this occurrence was not indicated, nor indications for the lack of or limited 
FINI programs in other states that have low socioeconomic populations in cer-
tain areas as in the three major populated FINI states. Though these three highly 
populated FINI states could be sufficient to perform a state-level FINI analysis, 
more challenges were faced after reviewing each of the state’s FINI programs on 
the GSCN U.S. data map. For instance, Michigan has a food program called, 
“Fair Food Network”, which is neither in California nor in Massachusetts, and 
instead, both states have other programs. Moreover, each state has its various 
FINI criteria. Moreover, some FINI state-level grantees lacked or offered limited 
incentives by various methods.  

More concerning challenges for state-level analyses are various state-operated 
programs in many states that include unique food incentive criteria. For exam-
ple, State food incentive/assistance programs such as Florida Certified Organic 
Growers and Consumers, Inc., and Feeding Florida (Florida-based food pro-
grams), Ecology Center, and Mandela Marketplace, Inc. (California-based food 
programs), and Wholesome Wave Georgia, listed as FINI grantees in [3] State 
data, have variations of FINI awards and durations granted by federal-level FINI 
funds. In addition, upon further discovery of data that demonstrated GusNIP 
(FINI)-granted regions of the U.S., the states in gray not funded by GusNIP, 
such as Florida, Arizona, Ohio, and many others, further impacted a valid 
state-level analysis. Information on FINI-occupied, state-mapped data is the 
GSCN: https://www.centerfornutrition.org/gusnip, which indicated States either 
as GusNIP- or GusCCR-granted; for example, Florida, a non-GusNIP state, has a 
program called Feeding Florida, a statewide foodbank organization that is not an 
incentive program and instead, a network of 12 Florida foodbanks:  
https://www.feedingflorida.org/, found after an overview of the Nutrition Incen-
tive Hub, https://www.nutritionincentivehub.org/grantee-projects, an interactive 
U.S. map database located in GSCN’s homepage below its non-interactive map. 
The interactive map prompted more discovery of Florida’s FINI program 
called, GusCRR Grant, opposite of Arizona’s grant status (has GusNIP, but 
not GusCRR), which was another challenge for state analyses and to focus on a 
federal analysis. 

19. Results: Healthcare Policy Profile and Analysis 
19.1. Problem Review and Need 

As mentioned, inaccessible healthier diets are significant barriers for at-risk 

https://doi.org/10.4236/health.2023.156038
https://www.centerfornutrition.org/gusnip
https://www.feedingflorida.org/
https://www.nutritionincentivehub.org/grantee-projects


S. Hurst 
 

 

DOI: 10.4236/health.2023.156038 602 Health 
 

populations challenged by limited supermarkets [7]. The prevalence of CVD is 
about 50% within the U.S., with much of it contributing to poor diets [9]. Dis-
turbingly, about 11% of Americans are food insecure, including >10% being 
SNAP recipients [8], and FINI only applies incentives to SNAP recipients who 
experienced disparities and poor diet quality just as non-SNAP recipients, and 
are allowed to purchase more unhealthy foods than other federal food programs 
[9]. Moreover, FINI mainly supports farmers’ markets [10], which unjustifiably 
impacts the low fruit/vegetable intake of low-income groups [8] and has limited 
expansion to commercial markets such as grocers [11]. Therefore, less focus on 
consumer responsibility for unhealthy eating behaviors should direct more focus 
on implementing food distributor and direct consumer incentive policies [4], 
which should also address disproportioned prices of costly healthier foods versus 
less costly unhealthy foods and disparities among at-risk populations [7]. Results 
of policy comparative and outcomes analyses of state and federal data were in-
terpreted from existing data using lament statistical terms to the level of policy 
proposal stakeholders’ comprehension.  

19.2. Quantitative Analysis Results: Statistical Analysis for Quality,  
Demographics, and Population Health Status Indicators 

Quantitative analysis was conducted by use of existing data and reviewed litera-
ture. Hence, the focus of the analysis was on FINI data due to more need for cri-
tiquing compared to non-FINI, cited literature that included more explicit, 
comprehensive information than FINI’s literature. The targeted population was 
CVD risk groups of SNAP and non-SNAP adults and children; however, this 
paper focused more on the adult population due to increase CVD risk with age. 
Though this proposal addressed all socioeconomic populations, less significance 
was on the higher-income population than on the lower-income population 
which experienced more barriers and disparities.  

19.2.1. Quality 
It was noted in the cited literature that minorities had a higher percentage of 
disparities in healthy food access and incentives and were more prone to higher 
morbidity, mortality, poorer diet quality, and poorer health outcomes for CVD 
than Caucasians. More disturbingly, minorities, specifically of African descent, 
have higher percentages of SNAP and FINI disparities, which were not explicitly 
described in the literature as the type of disparity such as income criteria varia-
bility, geographic locations, or variation amounts in federal assistance or incen-
tives received in certain communities.  

19.2.2. Demographics 
Demographics for most FINI retailers were businesses in low-income, urban 
communities.  

Significantly, both SNAP and non-SNAP minority and majority populations 
increased purchases of plant foods after governmental or non-governmental in-
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centives were applied. More significant purchase outcomes improved when both 
incentives and disincentives were applied simultaneously by non-government 
incentives. Governmental disincentives are simply disqualifying food incen-
tives. Supplemental data of Reference [25], a 313-page FINI evaluation, dem-
onstrated positive skewness for improved purchase and intake of plant foods 
by SNAP participants classified in subcategories such as ones living near or far 
from a FINI farmers’ market, ones living near or far from a FINI grocer, and a 
non-FINI grocery shopper group. Disturbingly, however, over 50 grocers had 
plans to offer incentives but failed to carry out the plan [25] that lacked indica-
tions for it.  

19.2.3. Population Health Status Indicators 
Statistical analysis of additional data measure indicators included existing FINI 
and non-FINI data. Due to several issues with FINI, such as low program public 
awareness, geographic and income disparities, and incentive limits, [25] stated, 
additional sectors for more research are needed, that include creating strategies 
to improve program awareness, marketing, incentive rates for various retailers, 
and understanding FINI plant food dose-responses [25]. However, during FINI’s 
2019 and 2021 data analyses, there were omitted opportunities to include more 
explicit information that could have been more public-reader friendly such as 
more lament terms and including diet biomarkers to indicate improved health 
outcomes for SNAP recipients that easily could have been compared with 
non-SNAP low- and higher-income groups. Though health outcomes were in-
dicated in FINI data, they were implicit statistical terms. However, FINI’s info-
graphic data reported p < 0.05 of increased plant food purchases by SNAP reci-
pients. 

19.3. Qualitative Analysis Results 

Qualitative analysis was conducted also using existing data and reviewed litera-
ture. As mentioned, the focus of the analysis was on FINI data due to more need 
for critiquing, compared to non-FINI, cited literature that included more expli-
cit, comprehensive information. The [25] report analyzed incentivized SNAP 
and disincentivized SNAP recipients as in the quantitative analysis. However, 
within the health status indicator outcomes, there were no explicit, verbal survey 
results or the number of participants who responded to each question in the 
survey, and instead, survey data were explained in terms of how they were given 
and outcomes of participation.  

19.3.1. Themes within Policy Initiatives 
Identified themes within past and current policy initiatives were apparent in the 
2008 Farm Bill that addressed the need for increased spending that continued in 
the 2014 and 2018 Farm Bills, FINI’s most active periods in legislation. The 2008 
Farm Bill addressed the need to increase SNAP benefit spending, whereas the 
2014 Farm Bill, as the Agricultural Act of 2014, Title IV-Nutrition, which when 
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FINI was established, stipulated benefits needed to be expanded beyond the 
SNAP benefit period, which expires by the second half of the month. When FINI 
was established, the remaining benefits were as incentives that covered the latter 
half of the monthly benefit. Then the most recent initiative occurred during the 
2018 Farm Bill which increased FINI spending to make it permanent. Therefore, 
the main theme within all three Bills was increased benefit spending.  

19.3.2. Themes from Policy Regulation Analysis 
Themes from the analysis of Title IV regulation of the Farm Bills mainly per-
tained to federal FINI. Despite the increased benefit spending that occurred with 
all three Bills, the following initiative theme within these Farm Bills was contin-
ued income limitations among SNAP recipients and FINI limitations within the 
2014-2018 Farm Bills. It was a bit disturbing that [3] stated that SNAP recipients 
are required to return their earned incentives for a future purchase [3], without 
stating how often this must occur, further limiting the use of FINI. Furthermore, 
themes in FINI limitations occur in two ways. First, FINI recipients must be 
enrolled in SNAP and provide this evidence to FINI grantees who must have a 
FINI-registered account. The second theme of FINI, as Title IV of 2014-2018 
Farm Bills, is that more limitations occurred depending on where the SNAP re-
cipient shops, rather it is a farmers’ market or a grocer where incentives vary. 

19.3.3. Themes from Public Data 
The two main themes within many USDA websites were the definition of fruits 
and vegetables and the purpose of the FINI (GusNIP) program, mentioned ear-
lier. The themes from public FINI data were the requirements for FINI grantees 
to offer incentives at the point of purchase to SNAP recipients only, plant foods 
must be FINI-eligible (criteria mentioned earlier), the definition of incentive, 
submit annual FINI reports to legislation, and being able to offer incentives on-
line. The main, complex themes within the 2014 and 2018 Farm Bills are the 
numerous acts, titles, and subtitles within them such as: the Food and Nutrition 
Act of 2008, under Subtitle A within the Title IV-Nutrition of the 2014 and 2018 
Farm Bills, and food trade Acts that spans to the international level. The most 
essential theme not seen within the Farm Bills or in other publicized legislative 
data was income limits per individual and families per household that can re-
ceive SNAP. However, after searching for more information on FINI, more data 
were inadvertently discovered on FINI that included SNAP income limits and 
more indications for not performing a state-by-state FINI analysis due to a my-
riad of individual state-level incentives, including more supportive evidence for 
the benefits of incentives, and a positive economic impact. This most essential 
discovered literature was perceived as the most crucial data for this policy pro-
posal, its website is in Table 1.  

19.3.4. Results of Bracketing with Reflection 
Though SNAP and FINI are federal programs for the low-income to have im-
proved access to and affordability of healthy foods, studies within the literature 
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review had stated improved health behaviors and increased purchase of plant 
foods among both incentivized low- and high-income study participants. As 
stated in [4] [27] and [44], healthy foods should be available to all socioeconom-
ic backgrounds, and incentives are intended to improve healthy diet behaviors 
and encourage the introduction of new, unique, healthy foods that are not just 
limited to low-income populations. As [44] stated, the affordability of healthy 
foods is not the catalyst for increased consumption, especially among the higher 
income that tends to have more intake of fruits than vegetables [44]. Therefore, 
as reflected in the literature review, healthy food incentives improved outcomes 
for all socioeconomic levels. For instance, as a middle-income proposal advo-
cate, an avocado, a food never consumed, was introduced, and offered free by a 
colleague (an incentive to try new, unique food), and was later purchased and 
consumed continuously; this was compared to a similar experience of the [27] 
study when increased intake of salads continued even after incentive cessation 
[27]. Therefore, it seems that incentive policies should address all populations, 
specifically at risk for CVD. Table 2 included identified themes such as im-
proved purchase of incentivized healthy foods, improved healthy diet behaviors, 
and addressed challenges of the FINI program with analysis. 

20. Summary 

The expense of healthy foods compared to cheaper, unhealthy ones had nega-
tively impacted populations on all levels, more so within low-income popula-
tions who experienced inaccessibility and unaffordability of healthy foods (plant 
foods) that continued to create barriers with a lack of solutions to the problems 
[4] [7] [10] [12] [44]. Poor nutrition is more prevalent in the low-income asso-
ciated with the intake of low-nutritious foods that increase CVD risk and other  

 
Table 2. Evaluation of federal FINI and recommendations. 

Grantees’/Recipients’ Evaluation of FINI 

Improved Purchase/Access of Plant Foods: Most grantees reported their consumers as happier [3]; SNAP/FINI recipients’ 
perceived improved benefits of accessed foods [3] [11] [33] 

Changed Healthy Behaviors: Increased desire for plant food purchases and willingness to try new plant foods [3] [8] [27] [30] 

Challenges of FINI: Limited commercial expansion and marketing beyond farmers’ markets to reduce disparities [8] [10] [11]; 
inadequate FINI staff and application process; meeting FINI funding-match requirements; customers needed to return an 
earned incentive for a future purchase; and grantees lacked the performance of FINI consumer needs assessments to improve 
outcomes [3], and various State-level policies, creating challenging FINI outcomes analysis 

FINI Analysis 

Benefits: Compared to non-government incentives, FINI improved health behaviors only for the low-income 
Barriers: Requires very low-income, recipient disparities, various state-level policies, limited public exposure 
Recommendations: Increase public exposure, conduct population needs assessments, apply incentives to all income levels, 
form more partnerships with private sector businesses, and create live seminars to improve FINI exposure and education 

Note: Federal FINI qualitative analysis. 
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chronic diseases [28]. Healthy food disparities and SDOH are key indicators of 
inaccessibility and unaffordability for impoverished populations to improve 
health behaviors [8]. Significant findings were improved outcomes of behavior 
change with a combination of incentives and disincentives from SNAP and 
non-SNAP populations versus incentives alone [8] [10] [33] [44]. The FINI fed-
eral program was analyzed on the federal level due to various state-level pro-
grams as recipients of multi-federal programs that challenged an analysis for 
each of the 42 FINI-occupied states’ homogeneous outcomes of FINI’s effective-
ness.  

21. Interpretation: Policy Analysis and Advocacy  
Deliverable for Identified Stakeholders 

The gathered data that presented sufficient evidence of improved health and be-
havior outcomes when healthy food incentives were applied to all population le-
vels facilitated a comparative, current policy analysis of a new proposed healthy 
food incentive policy. The current policy analysis involved evaluation of FINI 
outcomes of SNAP recipients’ increased purchase and intake of plant foods and per-
ceived improved health status. The policy analysis results included FINI strengths, 
limitations, facilitators, and barriers such as improved SNAP population outcomes 
and disparity issues. The policy analysis process model and SWOT analysis 
guided the policy analysis process and outcomes. The deliverables involved the 
use of media such as webinars, electronic invitations, social media, online educa-
tion systems, submission to health journals, white papers, presentations, and or-
ganizations. 

21.1. Current Policy Issue  

The current issue with FINI policy is income limitation that challenges other 
low-income populations, and non-SNAP recipients to maintain affordability and 
access to healthy foods. As mentioned by [9], FINI federal program only applies 
incentives to SNAP recipients who experienced disparities and poor diet quality, 
just as non-SNAP recipients [9]. Also, as mentioned, [36] stated, over $32 billion 
in healthcare costs were related to >2,000,000 CVD admits [36], and >$180 bil-
lion were spent on CVD by public insurers since 2016 [37], which continues. 

21.2. Current Policy Comparative Analysis 

Comparative analysis of current and proposed policies addresses what constitu-
ent(s) should be included in the proposed policy or the current one. As men-
tioned, FINI applies incentives only to low-income, SNAP recipients who con-
tinue to experience low-quality diet and disparities. This program contributes its 
fund grants to farmers’ markets and less to other food markets where people shop 
the most. However, many SNAP recipients are unaware of FINI due to its lack of 
program awareness promotion. Unlike non-government incentives that promote 
awareness, such as media and newspaper advertisements, and offering incen-
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tives in various methods to all socioeconomic levels, FINI does not promote 
its awareness to at-risk populations for diet-related diseases, including SNAP 
populations, despite FINI’s improved plant food intake outcomes as in non-FINI 
outcomes.  

21.3. New Policy Strategies 

Strategies for the new policy are similar to the policy analysis plan, which is to 
first present evidence and supportive data for policy change for the existing 
problem to policy stakeholders. Obtaining reputable, authentic information such 
as from government websites, peer-reviewed journal literature, or from a pri-
mary source such as a policy informant who can offer guidance to move the pol-
icy forward [42]. Primary strategies are: 1) proposing consumer and food indus-
try incentives or disincentives policies, 2) focusing on methods with the greatest 
impact (such as combining incentives and disincentives, and/or providing nutri-
tion education) that reduces disparities of substandard healthy diet behaviors, 
environments, and health promotion, and 3) referring to past public health pol-
icy successes to be used as effective models for complicated issues such as tobacco 
abuse and public safety to benefit all populations [4].  

Secondary strategies for the new policy are to follow [43] recommendations by 
use of an established policy language or model to prepare for policy develop-
ment [43] and 1) build stakeholder and community relationships that facilitate 
trust, honesty, and respect, 2) improve SNAP recipients’ diet quality, 3) expand 
healthy food incentives to non-SNAP populations of all socioeconomic levels, 
and 4) improve food incentives equality for SNAP recipients. 

21.4. Advocacy Plan  

The policy proposal advocate had considered preparing a proposal for stake-
holders who may be less knowledgeable in research and statistical terms to ad-
dress healthy diet issues. Upon identifying the problem and creating a statement 
of it, the advocate created a plan to address the problem. This plan includes: 1) 
assessing the needs of communities at risk for diet-related chronic diseases, 2) 
addressing these needs and presenting evidence of the problems to stakeholders, 
3) disseminating evidence of improved post-food incentive health behavior out-
comes through various methods, 4) preparing educational materials and/or courses 
to further disseminate evidence of incentive benefits that improved health beha-
viors and intake of fruits and vegetables via online learning management systems 
that would increase proposed policy stakeholder exposure, 5) establishing com-
munity outreach methods such as social media, webinars, online group invitations, 
and/or electronic petitions, and 6) submiting policy white paper to federal stake-
holders such as U.S. department secretaries and/or CDC agent. Rogers’ Model of 
dissemination and evidence-based literature guided the advocacy plan. 

21.5. Algorithmic Advocacy Plan  

Implementation (1) The first part of Rogers’ Model for policy advocacy and 
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dissemination is to implement new tangible/intangible assets that require disse-
mination to introduce new policy [48] and educate the target population [4] of 
the new, beneficial food incentive policy that can be conducted via webinars, 
group sessions, and/or a learning management system that stipulate as less nega-
tive and more positive constituents as possible to decrease population anxie-
ty and apprehension of the new policy; positive constituents such as incentives, 
rewards, free education, and/or trade-offs may induce policy compliance and 
acceptance by at-risk populations which may also become advocates for the new 
policy. 

Implementation (2) After the policy has been disseminated, persuasions, such 
as discussing indications for innovation and benefits, would be conveyed to pol-
icy stakeholders [48]. Upon population education of policy, engage this popula-
tion in the decision-making process by establishing a signed petition to be in-
troduced to policy stakeholders and the population. Include brief policy infor-
mation within the petition form for stakeholders and the target population to 
review for decisions to support a petition to move the policy forward. 

Implementation (3) Once the persuasion is successful, a supportive decision 
can be made [48]. Upon stakeholders’ acceptance and support of the population 
petition for the implementation of enhanced FINI healthy food incentives, the 
new policy regulations can be set and enacted, which would be disseminated to 
population incentive supporters. 

Implementation (4) Actual implementation allows time for innovation com-
pletion upon application [48]. Upon U.S. stakeholders’ policy authorization and 
enactment [43], the new food incentive policy should be implemented to incen-
tivize all populations at risk for diet-related CVD. Other stipulations within the 
policy should include income-based incentives not limited to SNAP recipients; 
low-income and high-income individuals will have the opportunity to be offered 
healthy food incentives through an enhanced FINI federal program funded by un-
healthy food tax disincentives (for example, low-income receive 30%, high-income 
receives 5% - 10% healthy food incentives) to improve plant food intake.  

Implementation (5) The confirmation that determines effectiveness and out-
come measures [48], can impact the new policy incentive regulation, which can 
be evaluated and surveyed by policy stakeholders [4] who distribute population 
surveys that can be reported to the USDA and/or other governmental agencies. 
These surveys would determine the future of the new policy and financial sus-
tainability. Federal stakeholders like the USDA and DHHS would require a new, 
revised FINI to report incentive outcomes as in the previous policy.  

22. Analyses Strengths and Limitations 
22.1. Analyses Strengths  

Consistent evidence stated healthy diets such as Mediterranean, DASH, and 
other diets rich in plant foods decreased CVD risks and CVD-associated chronic 
diseases. Also, consistent evidence stated that increased, post-incentive healthy 
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food intake led to improved healthy diet behaviors. The strengths of incentives 
were abroad in concepts noted, one throughout was the universal FINI programs 
had regarding various affiliations, extent, promotion standards, and measures. 
Moreover, the positive outcomes of FINI maintained exceptional integrity with-
in three main areas: 1) farmers reported improved sales, 2) grocers reported in-
creased fruit/vegetable sales and demand, and 3) FINI recipients reported im-
proved food security, diet, and health [8]. Other strengths were this paper’s high 
number of random controlled trials and evidence qualities, the policy analysis 
and theory model frameworks, and policy implementation framework that were 
used as guides to gather data and context that presented strong evidence of diets 
that decreased CVD risk and healthy food incentives that improved behavior 
outcomes for all socioeconomic statuses. The major strength of the analysis was 
finding new data that enhanced the policy analysis focus on the federal level. 

22.2. Analyses Limitations  

The reviewed FINI executive summary policy exhibited implicit health outcomes 
of SNAP recipients who received the FINI federal incentives. Also, FINI’s execu-
tive summary failed to include survey results of its grantees and recipients’ eval-
uation of FINI’s effectiveness on its SNAP recipients, such as outcome measures 
related to serum biomarkers for health and/or nutrition outcomes. Also, [25] did 
not emphasize FINI’s name change to GusNIP in 2018, which was the reason for 
maintaining the name FINI within this paper. Also, within some of the research 
literature, were small sample sizes influenced by challenging recruitment processes 
within various study designs. However, the largest samples in other literature 
were well over 200, many in random controlled studies. Other limitations during 
the analysis were the lack of a SNAP policy profile/executive summary, Medi-
care’s expenditures on CVD within any given year, and other governmental or-
ganizations, such as Healthy People, which lacked objectives to improve healthy 
food affordability, accessibility, and incentives for challenged populations. Ref-
erence [44] lacked strategic methods to increase plant food intake among youth, 
and instead, only addressed adults’ preferences for healthy foods.  

The most challenging limitation of this policy analysis was the heterogeneous 
state-level incentive data that included various food incentive criteria within all 
FINI-occupied states that created a barrier to an unbiased state or federal-level 
analysis. Future limitations for this proposal may be due to delayed or lack of stake-
holder communication or interest in policy change. Thus, the American Nurses 
Association (ANA) is a great advocate for policy change, only if the proposal ad-
vocate is a paid member; this was discovered after reviewing ANA’s membership 
criteria. The final limitation was the inability to discern criteria for the number 
of study participants that would be considered a strong or weak study mentioned 
in [49], which stated, that a quantitative study is rated as “A” quality if a suffi-
cient sample of participants were used in a study [49] that may be as a biased, un-
justified rating without stating an exact number of subjects to be considered as 
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an A-rated quality study. Moreover, Johns Hopkins’ evidence-level rating does 
not include cross-sectional or cohort studies, which led to omitted ratings of 
these studies in this paper.  

23. Conclusions 

The significance of diet-related CVD with results of supportive evidence was in-
cluded to demonstrate to policy and other stakeholders the importance of un-
derstanding CVD symptoms, pathophysiology, and treatment before imple-
menting a policy; and the significance of presenting evidence of successful out-
comes upon initiating healthy food incentives was to increase policy stakehold-
ers’ interest and knowledge of the benefits of healthy food behavior incentives. 
Together with evidence of diet-related CVDs and reducing risks when healthy 
diet behavior incentives are included, these may indicate a rationale for policy 
feasibility and implementation. However, plans for project sustainability are to 
create Continuing Education Credit (CEU) courses for healthcare professionals’ 
benefit by spreading this project via learning management systems. Other me-
thods of sustainability would be to continue the expansion of stakeholder and public 
outreach and project revisions depending on stakeholders’ feedback. Other dis-
semination plans are online presentations and a journal.  

The lessons learned were the unawareness of limited research on large study 
samples to strengthen the evidence base and provide more robust data that would 
have demonstrated the importance of healthy diet incentives. A future approach 
would be to conduct further analyses to maintain focus on healthy diet behavior 
outcomes on the federal level that requires data collection from federal food in-
centive programs. Nonetheless, it was noteworthy to state the most significant 
lesson learned was determining structures of federal FINI programs that are an 
umbrella of other federal food incentive programs, such as Fair Food Network, 
Wholesome Wave, and Farmers Market Coalition, adopted by states. These fed-
eral programs have different objectives for their target groups that were challeng-
ing for single outcome analyses. Implications for practice will be to continue re-
search on policy drafting regarding food incentives that include evidence-based 
practices to improve population adherence to healthy diet behaviors and address 
barriers to healthy foods. Due to the proposal’s study method, it required no fund-
ing.  
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Appendix 

 
Figure A1. Rogers’ diffusion of innovation model.  
https://www.researchgate.net/figure/Rogers-diffusion-of-innovation-model_fig1_263198037. Rogers’ Model for policy implemen-
tation: Past Practices/Perceived Need; Work Culture of Organization or Team is behind communication channel “Knowledge”; 
Perceived Characteristics… is behind “Persuasion”, the characteristics needed for persuasion, then the communication channels 
continue the process until confirmation of adoption or rejection; the Model is expressed in more detail under the “Ratio-
nale-Conceptual Theories and Improvement Science” header. 
 

 
Figure A2. Nutrition recommendation data. Note: Data supplement with evidence and recommendation levels; Source: Kleindor-
fer et al. (2021), https://www.ahajournals.org/doi/10.1161/STR.0000000000000375?cookieSet=1. Yellow: COR (class of recom-
mendation); Classes 1, 2a, 2b, 3 (strongest: safe → weak: harmful). Blue: LOE (level of evidence: strongest → weakest): A, B-R, 
B-NR, C-LD, C-EO. Level legend: Levels B-R (B-randomized), B-NR (non-randomized). 
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Figure A3. CDC infographic data. Note: Source: CDC (2020),  
https://www.cdc.gov/obesity/downloads/strategies/healthy-food-environment-infographic-508.pdf. 
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Figure A4. Theoretical Domains Framework (TDF). Note: Source: TDF: Atkins et al. (2017),  
https://implementationscience.biomedcentral.com/articles/10.1186/s13012-017-0605-9. Characteristics that influence change be-
haviors: green = behaviors; 1) (Capability: physical/psychological) > yellow = constructs (knowledge, cognitive/interpersonal 
skills, memory, behavior regulation, and physical skills); 2) (Opportunity: social, physical) > environment, social influences); 3) 
(Motivation: automatic, reflective) > automatic: reinforcement, emotion; reflective: social/professional role identity, beliefs about 
capabilities, optimism, intentions, goals, beliefs about consequences). This chart is explained in more detail under the 
“Rationale-Conceptual Theories and Improvement Science” header. 
 

 
Figure A5. Pender’s health promotion model. Note: Source: Pender et al. (2011), https://nursekey.com/health-promotion-model/. 
Columns left to right: cognitive-perceptual factors (cognitive state) >> modifying factors (influential circumstances) >> participa-
tion in health-promoting behaviors (motivation), that impact behavioral change (Pender et al., 2011). This chart is explained in 
more detail under the “Rationale-Conceptual Theories and Improvement Science” header. 
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(c) 

Figure A6. FINI infographic data. Note: Source: (a) Vericker et al. (2019/2021); (b) Vericker et al. (2019/2021); (c) Vericker et al. 
(2019/2021), https://www.fns.usda.gov/snap/evaluation-food-insecurity-nutrition-incentives-interim-report and  
https://www.fns.usda.gov/snap/evaluation-implementation-food-insecurity-nutrition-incentives-fini-final-report. 
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