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Abstract

Food insecurity can be understood as a manifestation of health inequality and thus a deprivation of the
right to health. This paper explores the strategies followed in primary health care centers in Spain to
care for people struggling to regularly access healthy, safe, and sufficient food. Ethnographically based,
our study analyzes, on the one hand, the resources available to primary health care teams to assess
the social determinants of health and, on the other, the importance that professionals give to food in
the diagnosis, treatment, and prevention of diseases related to inequality. Given that our study was
carried out during the recent economic and health crises, the results show the difficulties faced by these
centers in responding to constantly changing social needs. Budget cuts, a lack of specific or structural
actions, and the invisibilization of particular expressions of inequality have proven challenging to the
aim of providing integrated care capable of recognizing the environmental factors that condition patient
health. In the case of food insecurity, our study found that there are no instruments in primary care
centers to identify and therefore address this insecurity. We explore whether this is due mainly to the
growing lack of means or more to the fact that the relationship between material living conditions, food,
and health has been downplayed—and the responsibility of the health system in guaranteeing the right

to food correspondingly diluted.
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Introduction

Decades ago, the 1978 Declaration of Alma-Ata
focused on the responsibility of governments to
provide health care for the entire population, em-
phasizing the importance of primary health care
and its potential to cover 70% of health needs during
the life cycle.' Years later, the World Health Organi-
zation (WHO) recognized that social, political, and
economic conditions can make it extremely difficult
for people to access health care and, consequently,
for the right to health to be fulfilled.> Recognizing
the impact of structural and intermediate determi-
nants on health, WHO established guidelines on
the social determinants of health that were to guide
states in combating social inequalities.:

Despite health equity having gained prior-
ity within the European political agenda, Spain
confronts specific obstacles to addressing social
inequality in its health care system. The Ministry
of Health developed a roadmap for moving toward
health equity in 2015, but its proposed policies and
interventions to reduce social inequalities have
been repeatedly altered.+ These difficulties have
been exacerbated as a result of the cuts in health
care spending following the economic recession
of 2008 and the impact of COVID-19.5 The hospi-
tal-centered and primary health care policies before
the 2008 meltdown tended not to include goals or
resources aimed at reducing inequality.® There
were few examples of interventions that took in-
equality into account, and even fewer that included
identifying and addressing food insecurity and its
associated comorbidities.” It is well established that
not having regular access to enough safe, healthy,
and culturally appropriate food is related to obesity,
hypertension and hyperlipidemia, diabetes, hypo-
glycemia, chronic kidney disease, and frailty in the
elderly.® Food insecurity is an expression of social
inequality that compromises the physical and emo-
tional health of marginalized people, and therefore
their right to health.®

Despite the fact that food security is funda-
mental to human dignity and the full enjoyment
of human rights—and that Spain is a party to the
International Covenant on Economic, Social and
Cultural Rights, which protects the right to ade-

quate food—recent administrations have not taken
sufficient measures to ensure this right. On the
contrary, the increase in food insecurity in the last
decade, coinciding with the recent economic and
health crises, makes this evident.*

This paper explores the strategies followed
in primary health care centers (PCCs) in Catalo-
nia, Spain, to provide care to people struggling to
regularly access healthy, safe, and sufficient food.
Ethnographically based, the study analyzes, on the
one hand, the resources available to primary health
care teams to assess the social determinants of
health and, on the other, the importance that pro-
fessionals give to food in the diagnosis, treatment,
and prevention of diseases related to inequality.
Recognizing that equity depends in part on the
implementation of public health actions and social
policies, we focus particularly on the type of dietary
prescriptions and recommendations proposed to
patients visiting these centers, examining whether
they are an effective means of addressing the deter-
minants of social inequalities in health.”

Since the study was carried out during the
recent economic and health crises, the results show
the difficulties faced by these centers in respond-
ing to continuously evolving social needs. Budget
cuts, the lack of specific or structural actions, and
the invisibilization of particular expressions of
inequality are proving challenging to the aim of
providing integrated care capable of recognizing
the environmental factors that condition patient
health. In the case of food insecurity, no tools were
found in the PCCs to identify and thus address it.
We explore whether this is due mainly to the grow-
ing lack of resources or more to the fact that the
relationship between material living conditions,
food, and health has been downplayed—and the
responsibility of the health system in guarantee-
ing the right to food correspondingly diluted. The
ultimate purpose of this paper is to suggest concep-
tual and practical changes that could contribute to
making health equity a priority for all.

Materials and methods

This paper presents the results of research carried
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out at the primary care level during two periods as
part of different research projects, both focused on
food security. The first studied the precarization of
daily life due to the 2008 recession, and the second
(which is ongoing) explores food insecurity among
the elderly post-COVID-19.2 We have selected
primary health care as our focus because it is an
essential sector that provides basic assets for the
health of individuals and can monitor the extent of
social determinants that are detrimental to a pop-
ulation’s health.

In Spain, the health system is decentralized,
with health management and policies mainly the
responsibility of the different autonomous com-
munities, such as Catalonia and Andalusia. Each
autonomous community is divided into “health
regions” (regiones sanitarias), which are in turn
subdivided into “basic health areas” (dreas bdsicas
de salud). Each health region has multiple teams
of primary health care practitioners who serve in
PCCs that provide basic medical care to all citizens
at the local level.” Catalonia is the Spanish region
where most of our fieldwork took place—specifi-
cally, in the cities of Reus and Tarragona, and the
Barcelona and Ebre areas. We also did research in
the Mdlaga area, within the Andalusia region (see
Table 1). In this work, our informants consisted of
22 professionals from nine PCCs who worked in the
areas of nursing, family practice, and social work.
We selected those centers due to their location in
neighborhoods with high levels of socioeconomic
deprivation.™

Since primary health care staff are one of the
groups closest to citizens when it comes to health
care, these practitioners are key actors in this
research. The practitioner selection process was
conducted using the snowball technique, following
some contacts from the research team at two PCCs
who, in turn, put us in contact with staff working
in other highly deprived areas. One center that
was especially accessible to our research team was
selected for an in-depth study, with nine interviews
and participant observation conducted over seven
months.

Our research techniques consisted of partic-
ipant observation and semi-structured interviews.

HEALTH FRAMEWORKS, 9-21

Given their complementarity, these qualitative
techniques are useful for collecting and analyzing
health practitioners’ narratives and for looking
at subjective and institutional contexts as well as
daily practices in primary health care. The inter-
views allowed us to gain deeper insights into the
perceptions of primary health care practitioners
about social inequalities, the social and health
status of their patients, and their own professional
performance.

All interviews lasted 60-90 minutes and were
conducted in the clinics where the health care and
social workers were active. The same script was
used by eight members of our research team. Staff
from different areas were interviewed given their
relevance and suitability to the study: eight nurses
(general and pediatric), nine family doctors, and
five social workers, all of them women except for
two family doctors. Most professionals had begun
working before 2008. In addition to interviews,
we conducted participant observation in the nine
selected PCCs. At each PCC, the researcher took
center-specific notes and collected information on
the activities of the center and the social context of
the neighborhood. After recording and transcrip-
tion, we coded and processed the interviews using
the ATLAS.ti qualitative data analysis software.
Sixteen codes were selected to identify the main
variables of analysis, contributing to the systematic
development of category organization and thematic
analysis (see Table 2). The most relevant codes were
defined though a consensus meeting among all the
researchers.

Our methodology also gave consideration to
the importance of contrasting and complementing
the practitioners’ discourses with data from health
surveys at the national and regional levels related
to the 2006-2021 period—that is, going back to
before the 2008 economic meltdown and including
the COVID-19 pandemic. These surveys provide
quantitative data on diseases broken down by gen-
der, age, educational level, and social class. At the
same time, we analyzed extensive documentation,
including national and regional strategic health
plans, reports and programs from the health care
sector, and specific documentation for each center,
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as well as specific tools such as social scales.

Results

Patients’ social situation

When assessing the social and economic situation
of patients, nurses and doctors use various meth-
ods. In the medical history of each patient, there
is a section with a social-risk scale that allows
health practitioners to describe those situations
that they consider to be affecting their patient’s
health. This section contains six items on economic
vulnerability, family context, housing conditions,
and dependency status, but none on food security.
Practitioners also have recourse to “Z codes,” a list
of labels that can be used to indicate social prob-
lems such as economic, job, or family insecurity,
or gender violence.® Just two of the interviewees,
who are family doctors, acknowledged using these
codes occasionally, but they also stated that they

TaBLE 1. Interview data

have access to a complete social history of the pa-
tient, compiled by social workers.

The clinical interview is the most common-
ly used means in medical and social settings for
understanding a patient’s context. According to
practitioners, it is possible to gauge a patient’s social
situation by means of direct or indirect questions:
for example, what kind of work they do, whom they
live with, what ailments they suffer from, whether
they struggle to make ends meet, how many meals
they have a day, and what they ate the day before
or earlier that same day. Doctors and nurses alike
pointed out that for patients in a precarious situa-
tion, their health problems are just one more issue
on top of a set of difficulties that they consider to be
of a more serious nature because of their urgency.

While almost half of the practitioners inter-
viewed reported being clearly interested in their
patients’ context and asking questions and listen-
ing to them, this does not necessarily mean that
talking about these issues is a common practice or

No. | Gender Professional role | Years of Primary care City or area Region Fieldwork period
experience center
(at the time of
interview)
1 Female Medical doctor 11 A Reus Catalonia 2018-2019
2 Female Social worker 20 Aand B
3 Female Pediatric nurse 14 C
4 Female Pediatric nurse 40 C
5 Female Nurse 24 D Tarragona
6 Female Social worker 16 D
7 Female Social worker 25 E
8 Female Medical doctor 12 E
9 Female Nurse 16 E
10 Female Medical doctor 20 F
11 Female Medical doctor 12 F
12 Male Medical doctor 17 F
13 Male Medical doctor 6 F
14 Female Medical doctor 13 F
15 Female Medical doctor | 34 F
16 Female Social worker 7 F
17 Female Nurse 9 F
18 Female Pediatric nurse 13 F
19 Female Nurse 20 G Barcelona area
20 Female Medical doctor 9 H Ebre area 2021
21 Female Nurse 7 H
22 Female Social worker 15 J Milaga area Andalusia
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that informs practitioners’ interventions and pre-
scriptions. Most nurses consulted reported feeling
awkward when asking about these issues, not least
because of the embarrassment that some patients
experience when talking about “their hardship”
during their clinical appointment. Patients often
show reluctance to talk about their difficulties
in accessing food and their loss of purchasing
power, as well as their need for social assistance.
Some practitioners try to compensate for the lim-
ited time available to them for individual visits by
working toward a more lasting relationship and
building trust over the long term. This allows them
to learn more about the lives of those patients who
are willing to share their experiences. However,
the professionals interviewed explained that the
COVID-19 pandemic significantly transformed
patient-practitioner contact—which was reduced
to phone calls during lockdown—and made it
more difficult to detect situations of deprivation.
With home visits, often made by nurses in very
unique cases of dependence, it is easier to see if a
person is struggling with their finances. At home,
practitioners can directly observe what resources
for hygiene and personal care are available to the
patient, if they suffer mobility restrictions that keep
them from doing their own shopping, whether they
can cook, whether they live alone, and what they
eat; practitioners can even detect cases of malnu-
trition that might otherwise remain unnoticed. Of
all the professionals interviewed, only one nurse

TaBLE 2. Coding scheme
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considered that the socioeconomic situation of pa-
tients has no impact on their health and that there
is therefore no need to inquire about it.

Embodying uncertainty

Most practitioners said that the economic recession
of 2008 led to a worsening health status among the
most disadvantaged layers of society. Respondents
were asked about the effects of growing uncertain-
ties. “There are social problems that lead to health
issues,” explained a 64-year-old nurse. Mental
health problems were the most cited. They refer to
an increase in despondency, anxiety, and depres-
sion, and also to the way in which unemployment,
job insecurity, and economic instability all damage
health. All professionals interviewed in 2021 point-
ed to an increase in solitude, isolation, fear, and
emotional suffering in their older patients.

Health care professionals also associated
various insecurities with obesity, cardiovascular
risk, diabetes, smoking, and increased alcohol con-
sumption. Although few reported examples of how
social inequalities are reflected in the health of their
patients, it was common for them to relate the emo-
tional alterations that come with job instability to
weight gain: “Anxiety always leads to excess weight,
in the cases we see here. When anxiety subsides,
they start to lose weight; they gain weight partly
because of the medication and partly because they
move less. Anxiety itself makes them increase the
amounts they eat” (P27, Tarragona). Practitioners

Thematic areas Analytical categories

Social and living conditions of patients Social condition

Social inequality

Food aid

Health status and life insecurity

Diseases related to life insecurity

Overweight and obesity

Nutritional issues

Interventions by PCCs Social knowledge tools

Health care intervention

Community intervention

Food intervention

Hurdles to interventions

COVID-19

Changes and continuities in health and food
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cannot easily separate mental health from other
health issues, especially when “suffering people say
that they eat as a way to find relief from anxiety
and get immediate gratification” (P27, Tarragona).
A doctor treating a family that had been hard hit
by the economic meltdown saw a link between the
continuum of employment and emotional setbacks
experienced by family members and their mental
health: work incapacitation and psychic dementia
in the mother, job insecurity and suspected cancer
in the father, and domestic violence by the mother
on her daughter.

One family doctor explained that, in the peak
years of the recession, she received work incapac-
ity applications on a weekly basis. She associated
this fact with worsening working and economic
conditions; indeed, the Catalan Health Survey
reported an increase in incapacity for work during
that period of crisis, particularly among people with
primary education only (complete or incomplete).'

Other health issues related to social inequality
are chronic diseases and malnutrition. While just a
few cases of undernourishment have been detected
in primary health care appointments, obesity and
overweight, as well as diabetes, are often seen as the
result of precarious social situations. Health care
workers explained that undernourishment occurs
in elderly people who live alone, have few resources,
and do not follow the recommended diet, especially
in families who depend on food donations (with a
very high incidence among non-European Union
citizens) and in extended family households whose
only income is a retirement pension. People over 75
are usually tested for undernourishment by health
professionals, often with positive results. These are
people who eat little meat, fish, and dairy products;
many are care-dependent or else cook only with
difficulty and go shopping irregularly. The prac-
titioners we interviewed did not report applying
these tests to people at risk of poverty.

Food practices in medical consultations:
Recommendations, habits, and individual
responsibility

Nursing professionals are the ones who intervene
most in the food sphere, issuing recommendations

based on each patient’s situation. They advise
on food types, amounts, products to avoid or eat
sparingly (e.g., sweetened or ultra-processed foods,
pastries), mealtimes, and number of daily meals.
One of the most commonly used techniques is
the “dish method,” where patients are instructed
that a meal needs to contain 50% vegetables, 25%
carbohydrates, and 25% protein; this also entails
an explanation about the different food groups.
Nurses also suggest physical activity and modi-
fied shopping habits, and they perform checks on
weight. When they detect diabetes, excess weight,
or obesity, they also suggest specific diets. Accord-
ing to one nurse, it is a matter of “sorting out their
diet a bit ... so they know what to eat and what to
say no to, what shouldn’t enter the house and what
shouldn’t be bought” (P12, Tarragona). In general,
they suggest eating five times a day, including five
pieces of fruit and vegetables, and reducing the in-
take of hyper-caloric foods.

All of these are interventions focused on
individual behavior. Many physicians and nurses
pointed out the difficulty of effecting change in
eating habits or of conducting follow-up due to the
short visiting time they are accorded for each pa-
tient. Nurses noted that their advice usually falls on
deaf ears because “people already know what they
should do, but fail to do it” (P12, Tarragona). Those
professionals with patients who try to introduce
healthier eating habits say that barely 30% of their
patients manage to do so. These are usually younger
people or individuals with health problems that can
be aggravated (e.g., diabetes and high blood pres-
sure), and therefore they see the need for a change
in habits. They tend to be people motivated to make
changes, and people with sufficient economic and
emotional resources for such a transformation,
who also find support in their social environment.

About half of the professionals considered
that community intervention is necessary to
change the population’s eating practices, although
they also pointed out that some colleagues refuse
to implement a model that requires leaving their
offices, citing a lack of time and incentives. One
nurse participated in a “Health at School” program
by conducting workshops on healthy eating in
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schools, where similar recommendations adapted
for children were made. Another nurse collaborated
with teachers in the community project Dynamis,
involving 12- to 14-year-old students, their families,
and the school, and promoting extracurricular
physical activity and healthy eating. This program
was endorsed by the Health Department, and a
nurse considered it more effective than the “10-min-
ute talk in consultation room” (Ps, Tarragona). In
most cases, practitioners” assessment of the effects
of these actions mentioned only short-term change;
in other cases, there was no consistent monitoring
or assessment of the program, and therefore its im-
pact is not known.

In cases of patients with a diagnosis of obe-
sity or diabetes, all practitioners acknowledged
having treated people who cannot follow the
recommended diet due to financial difficulty in
accessing a varied and nutritionally adequate diet.
After one doctor prescribed a proper diet to treat
diabetes, her patient replied that he could hardly
follow it because “he only ate what he was given at
the Red Cross” (P1, Tarragona). The organization
provides non-perishable food packages that only
occasionally include fresh fruit, vegetables, meat,
and fish. In cases where food insecurity is detected,
practitioners refer the patient to charities (e.g., Red
Cross, Caritas) or social services. Referral to social
services and monitoring of the patient is done by
the center’s social worker in coordination with
doctors. There is no specific monitoring of food
consumption, though practitioners acknowledged
that their patients receive canned, ultra-processed,
and ready-to-eat food. During the 2020 lockdown,
two PCC professionals, in coordination with the
local council, charities, and social movements,
collaborated in a food security initiative that orga-
nized home deliveries of food to the elderly.

When asked whether they had detected
changes in the types of food consumed by their pa-
tients and the possible causes, professionals pointed
to a high intake of sugary, high-fat, and pre-cooked
products because they are more affordable. They ar-
gued that “today, people cook less and eat badly due
to an excess of certain ingredients or to their qual-
ity” (P6, Reus). They also observed a widespread

HEALTH FRAMEWORKS, 9-21

and excessive use of low-nutrient ingredients. In
fact, the Spanish Food Consumption Panel and
the National Health Survey confirm a decline in
fresh fruit, milk, meat, and fish consumption, and
an increase in processed foods.” Both WHO and
Spain’s Strategy for Nutrition, Physical Activity
and the Prevention of Obesity state that the food
industry has played a role in making “unhealthy”
food more accessible, and they call for a reduction
in the fat, sugar, and salt content in food and for the
regulation of the advertising of such food.” Only
two nurses identified the food industry and health
authorities as responsible for this easy access to un-
healthy food. Regarding the food practices of their
patients, one doctor highlighted the importance
that sweet foods (e.g., pastries, cakes, and candies)
have in celebrations and hospitality practices in
certain cultures. Another professional comment-
ed that the appreciation of the corpulent body as
healthy and beautiful among Moroccan women
hinders any medical intervention aimed at reduc-
ing overweight and obesity in this community.

In general, most professionals recognized their
limitations in trying to reduce health inequalities.
One way to tackle them, suggested some nurses,
would be to increase community interventions.
These practitioners noted that patients are often
reluctant to follow medical-nutritional prescrip-
tions because they see them as part of an outdated
and repetitive monologue; the practitioners thus
proposed increasing the actions carried out with
and from the community through a participatory
process that considers the particular needs of the
community. But other practitioners were skeptical
of the effectiveness of community interventions;
they emphasized the individual responsibility of
patients, judging their habits to be not so much a
result of their living conditions but of inappropri-
ate behavior, or unwillingness or lack of interest
in following the rules: “It’s hard for them to diet,
it’s hard for them to exercise, it’s hard for them to
do anything ... Aw! You have to lose weight. Can’t
you see you're too fat?” (P14, Reus). This divergence
in practitioners’ views is then reflected in practi-
tioners’ greater or lesser involvement in community
actions.
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Intervention in community health

Training in community intervention for health
personnel can be an important tool for tackling
social inequality, given that it involves a shift in in-
tervention strategy and in the practitioner-patient
relationship. According to a nurse who works in
social diagnosis, “It’s not about what you think peo-
ple need; what I have learnt from the community is
that it is about being there and letting them express
and finding out what it is they
need the most” (P12, Tarragona). This training pro-
cess can be seen as one of co-learning and adoption
of diagnostic and social intervention tools that can
produce results in the medium term.

One of these centers studied in our research
has a multidisciplinary team that undertakes
various community-based initiatives; one such
initiative was the conducting of a social diagnosis

their demands ...

of the neighborhood in collaboration with primary
health care workers, the city council, the commu-
nity center, and Catalonia’s Public Health Agency.
The center shared the results in a video posted on
YouTube.

Another center has been implementing the
Catalan government’s COMSalut community pro-
gram—which seeks to reduce social inequalities as
they relate to health—since 2017. Every month, the
entire primary health care team is provided with
social resources to be prescribed to their patients, in
the same way as prescription drugs. These resourc-
es include social, recreational, and sports activities
or programs, as well as other services such as ad-
diction care and services for women. Though the
COMSalut project started in 2015, only 16 of the 434
PCCs in Catalonia are involved.

In a third center, the nursing area conducts
workshops on nutrition in secondary schools
within the framework of the Health at School pro-
gram. Its objective is to improve adolescent health
through health promotion actions, such as consulta
oberta (literally “open consultation”) whereby
nursing staff are regularly sent out to schools. One
nurse explained that this action is sometimes seen
as an imposition by some schools, hindering posi-
tive collaboration.

The Catalonia Health Department has im-
plemented other community health programs. A
prominent one was “Health in the Neighborhood,”
created in 2005; however, the actions and programs
that were in place at the time of our research mainly
fall under the AUPA Network, formed by working
groups providing support and training to primary
health care and public health professionals in each
health district. In the Tarragona area, only nine
primary health care teams are part of this network.
It is an initiative that originated from the Inter-
departmental Plan for Public Health, in line with
WHO’s recommendations to promote health in all
areas and policies.”

Discussion

The current Spanish strategic framework and re-
cent Catalan health plans recognize the impact of
the 2008 recession on the living conditions of the
most vulnerable. The latest health plan also points
out the negative consequences of the COVID-19
pandemic.>> While these policies are presented as
being inclusive, the scarce resources available at
PCCs allow for only a limited integration of the
social determinants of health approach, which hin-
ders progress in reducing inequalities.” The severe
cuts in funding during the last decade, the failure to
implement effective specific or structural measures,
and the lack of recognition of the specific effects of
social inequality—such as food insecurity—have
reduced the overall system’s ability to respond to
citizens’ health needs. The social determinants of
health are recognized but not addressed in a sys-
tematic and community-based form, either within
or outside the health sector. This inevitably hinders
the exercise of the rights to health and to food. The
COVID-19 pandemic has worsened this situation
by forcing a sharp shift in the organization of
primary care that focuses on the pandemic while
neglecting other health services.> Moreover, these
services, when provided, are approached from a
merely biomedical stance. Although professionals
have information about the social situation of their
patients, this does not necessarily translate into a
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practice focused on mitigating the consequences of
inequality.

Most of the primary health care profession-
als participating in this research are aware of the
importance of the social determinants of health;
however, their views on the effects of increasing life
uncertainties in health are divergent. The majority
recognize the lack of tools to improve health equity
but believe that it is not in their hands to solve it. A
minority signal the need to design strategies that
would allow them to intervene in the social sphere,
along with other non-health sectors, in order to deal
with health problems. We found that those profes-
sionals who are motivated to carry out community
activities do so more of their own volition than at
the instigation of the health system. They consider
the instruments available to them to address the so-
cial determinants of health to be clearly insufficient.
As is the case in other countries, a lack of time,
training, and incentives are added difficulties for
overburdened professionals after decades of under-
funding, further compounded by budget cuts after
2008, and especially after tackling the COVID-19
pandemic, which interrupted community inter-
vention.”> As WHO has pointed out, many health
professionals have experienced burnout following
the pandemic, resulting in their own physical and
emotional health being compromised.>

However, the lack of training in social de-
terminants of health and a structural competency
approach explains this divergence in understanding
and tackling health inequalities, specifically food
insecurity. As Jonathan Meltz and Helena Han-
sen propose, training in structural competency
requires gaining competences in recognizing the
structures that shape medical interaction and un-
derstanding “socially structured patterns of disease
across population groups and economies in ways
that point to structural agendas for political and
economic change.™ They also recommend con-
sidering how complex cultural structures produce
inequalities and barriers to inclusion. Finally, such
an approach would require practitioners to be
trained in discerning how issues defined clinically
as symptoms, attitudes, or diseases also represent
the implications of social and political structures.*

HEALTH FRAMEWORKS, 9-21

The response from primary health care to
health problems resulting from increasing insecu-
rity in the population’s living conditions has been
vague and feeble. The primary care model in Spain
was and still is a disease-oriented model, rather
than being person and community centered. This is
due to practical and bureaucratic reasons: poor al-
location of resources has always made it impossible
for PCC practitioners to devote time to education,
health promotion, or community health tasks, oth-
er than in pilot programs such as those described
above. Our results reveal that the largest barrier
seems to be the organization of primary care itself,
as well as its coordination with other social and
public services. This is a burden that some experts
say comes directly from the split between health
services and social services during the 1980s.”

The health system alone cannot remove health
inequalities, but it must do its part to reduce them.
A comprehensive approach to social inequalities
in health is needed from the perspective of the
social determinants of health. The health system is
just one more determinant, so its contribution to
equity is necessarily limited, if essential.?® Before
the COVID-19 pandemic, the social determinants
of health approach in Catalonia was rare at the first
level of health care, and the social and community
perspective had not been widely assimilated into
primary health care, except for a few pilots. In
Spain more generally, the Ministry of Health’s plan
to reduce inequalities has not been implemented to
any significant extent. No substantial progress has
been made in citizen participation or adequate ser-
vice provision for the most vulnerable groups.” In
this country, the COVID-19 pandemic stopped all
community nutritional health programs for almost
two years. However, other community initiatives
emerged during lockdown to mitigate food access
difficulties>* According to the Food and Agricul-
ture Organization, the number of Spaniards in a
situation of food insecurity rose from 600,000 in
2019 to 700,000 in 20203 Although there are no
official reports on food insecurity in Spain, some
studies indicate that women experience greater
forms of food insecurity, as they have to mobilize
all the resources available in order to minimize
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the impact of precarization on their households>
At the global level, there is little implementation
of the WHO proposal on the social determinants
of health, and a lack of specific actions stemming
from the Declaration of Astana or the human rights
approach.®

One of the limitations reported by primary
health care personnel is their limited capacity to
have an impact on situations of social suffering,
understood as the distress resulting from unemploy-
ment or precarious employment, and difficulties in
accessing decent housing or healthy food, among
other situations. In the case of food insecurity, what
is surprising is that despite its being associated
with poorer health outcomes in routinely managed
conditions such as obesity and chronic diseases,
PCCs do not use specific instruments to identify
it3* Nor do they have any indicators to analyze and
determine individual or household levels of food
insecurity. In fact, food insecurity is not mentioned
as a problem to be solved in any public health plan
in Spain or Catalonia. The Catalan government
designed a food safety plan in order to address the
social determinants of health in 2021 but did not
ensure regular access to adequate food in times of
increasing poverty? In fact, a WHO report pointed
out that food security has been further compro-
mised for marginalized communities worldwide
due to COVID-19, and the new health policy did
not tackle that3¢

This is partly a consequence of using a con-
ceptual framework that reduces food to mere
individual behaviors. As far as food practices are
concerned, health interventions are limited to
providing healthy eating guidelines within a clini-
cal-therapeutic framework. The activities proposed
to patients are still focused on self-control and re-
sponsibility, as if the individuals’ food choices and
practices were not determined partly by their social
and family structures” Food is thus decontextu-
alized from the social environment, stripped of
everything in a way that ultimately hinders regular
access to nutritionally and culturally adequate eat-
ing practices. This reduces practitioners’ proposals
to a set of generic recommendations on healthy

eating and contributes to ignoring food insecurity
both as a health and as a political issue.

Three specific findings from our research stand
out in terms of increasing our understanding of food
insecurity as a manifestation of health inequality
and the way it is addressed in primary care.

First, we observed a difficulty among practi-
tioners, due to a lack of specific or adequate tools,
in detecting food insecurity. Long-term, trusting
doctor-patient conversations and home visits have
significant potential but are neither systematically
nor widely developed. We wonder to what extent
this lack of intervention is due to inadequate means
and resources in the health care centers and to what
extent it stems from a downplaying of the relation-
ship between material living conditions, food, and
health, leading to a dilution of the health system’s
responsibility.

Second, Catalonia’s current and previous
health plans
diet—in other words, lots of vegetables—and this
is the message that nurses transmit* But in cases
where food insecurity is detected—in Spain as in
other countries—the patient is usually referred to
charities or social services, which donate consign-
ments of non-perishable, canned, processed, and
ready-to-eat food.” Ultra-processed products are
very common in the daily diet of people living in
precarious situations, in part because these foods
are often cheaper.* This makes the recommended
healthy diet, based on the variety, quality, and
quantity of certain ingredients, difficult to follow.*
Moreover, with the COVID-19 crisis, the demand
for food aid tripled in Spain in 2020, so the public
sector response to this problem continues to re-
volve around emergency aid, or “discarded food for
hungry people.™

Third, public policies on health, food, and

recommend a “Mediterranean”

social welfare are failing to guarantee the right
to food or to prove effective in enabling the most
impoverished populations to feed themselves
with autonomy and dignity in times of increasing
poverty.# Health, social, and food policies must
embrace coordinated actions to mitigate inequality
and must be designed, systematized, and evaluated
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with the participation of vulnerable social groups,
health professionals, and social agents.** In this
area, the Spanish state has identified shortcomings
that have not been resolved for more than a decade
yet require urgent solutions.® Our research shows
the importance of analyzing food insecurity in
detail at the primary level of health care, given that
it is not only an indicator of inequality in itself but
also at the root of preventable health problems. If
healthy, safe, and sufficient food is not assured, the
right to health is compromised.
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