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Abstract: The United States Department of Agriculture’s Gus Schumacher Nutrition Incentive
Program (GusNIP) supports nutrition incentive (NI) and produce prescription programs (PPRs).
PPRs allow healthcare providers to “prescribe” fruits and vegetables (FVs) to patients experiencing
low income and/or chronic disease(s) and who screen positive for food insecurity. We developed a
Theory of Change (TOC) that summarizes how and why PPRs work, identifies what the programs
hope to achieve, and elucidates the causal pathways necessary to achieve their goals. We created the
PPR TOC through an iterative, participatory process that adapted our previously developed GusNIP
NI TOC. The participatory process involved food and nutrition security experts, healthcare providers,
PPR implementors, and PPR evaluators reviewing the existing NI TOC and suggesting modifications
to accurately reflect PPRs. The resulting TOC describes the mechanisms, assumptions, rationale, and
underpinnings that lead to successful and equitable outcomes. Modifications of the NI TOC centered
around equity and focused on inclusion of healthcare as an additional partner and the importance of
health and healthcare utilization as outcomes. The TOC describes how the GusNIP PPR program
reaches its goals. This understanding will be useful for PPR developers, implementers, funders, and
evaluators for describing the pathways, assumptions, and foundations of successful PPRs.

Keywords: Gus Schumacher Nutrition Incentive Program (GusNIP); produce prescription; low
income; food insecurity; theory of change; nutrition security

1. Introduction

Fruits and vegetables (FVs) are a critical part of a healthy diet. Inadequate FV intake is
associated with the development of obesity, type 2 diabetes, hypertension, cardiovascular
disease, stroke, and some types of cancers [1–6]. These diet-related chronic diseases reduce
quality of life and are among the leading causes of death in the United States (U.S.) [7].
Moreover, poor diets and related health complications cost the U.S. healthcare system over
USD 50 billion annually [8].

The 2020–2025 Dietary Guidelines for Americans recommend that adults consume the
equivalent of five servings of FVs per day, yet only one in ten adults in the U.S. meet this
recommendation [9]. Further, FV intake is lowest among U.S. adults with a low income
due to long-standing systemic inequities in the food system [10].

Increasing FV intake is difficult for many Americans [11]. Availability and access to FVs
are major influences on choice and, ultimately, intake [12–15]. Access to high-quality FVs is
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lower in rural and low-income communities and communities of color [16,17]. The price of
food is a critical determinant of consumer purchasing decisions [18–21]. FVs are expensive
relative to other food groups [22,23], with pricing higher than many households with
low income can afford. While individuals ultimately make the choice to consume certain
foods and beverages, the current food environment exploits biological, psychological, and
socio-economic vulnerabilities that encourage the intake of energy-dense, nutrient-poor
options over healthier ones such as FVs [24].

Financial incentives for FVs are an evidence-based strategy to increase FV purchases
and consumption among households who experience low income [25–27]. Financial incen-
tives for FVs are hypothesized to positively impact individual dietary intake and health,
healthcare costs, and local economic growth [25–27]. Intervention studies have demon-
strated that price reductions can positively affect consumer demand and consumption of
healthful foods like FVs [28–31]. Financial incentives nudge consumers towards health-
ier choices by reducing the cost of targeted food [31]. Incentives are often provided as
a discount or voucher to apply towards the purchase of FVs, ultimately enhancing an
individual’s ability to access, afford, and purchase healthy foods [32–37].

Federally supported financial incentive programs were first introduced in the 2008
Farm Bill through the Healthy Incentives Pilot (HIP), which tested the impact of incentives
on the FV intake of SNAP households in Hampden County, Massachusetts [38]. This
randomized controlled trial found that providing households with a 30% discount on FVs
led to an increase in FV intake by over 1

4 cup per day compared to the control group [38]. In
the 2014 Farm Bill, Congress funded the Food Insecurity Nutrition Incentive program (FINI)
at USD 100 million across five years. FINI provided funding to 41 states to implement
nutrition incentive (NI) programs [39]. The most recent 2018 Farm Bill replaced FINI with
the larger Gus Schumacher Nutrition Incentive Program (GusNIP) at USD 250 million
over five years [40]. Subsequently, Congress added USD 69 million through the GusNIP
COVID Relief and Response (GusCRR) grants program in 2021 and USD 40 million through
the American Rescue Plan Act (ARPA) in 2022 to support more GusNIP programs. The
U.S. Department of Agriculture, National Institute of Food and Agriculture (USDA NIFA)
administers funding for GusNIP grants [40].

GusNIP supports two types of financial incentive programs: nutrition incentives and
produce prescriptions. NI programs focus on increasing the purchase and intake of FVs
among participants who use SNAP. Typically, participants who use SNAP receive incentives
(e.g., vouchers, coupons, automatic discounts) to purchase FVs when shopping at partic-
ipating retailers (e.g., farmers markets, grocery stores). For instance, SNAP participants
who purchase USD 10 of FVs may receive USD 20 worth of FVs at participating sites [41].

Produce prescription programs (PPRs) are a second type of financial incentive that
are available through GusNIP. The population eligible to enroll in PPRs are those who are
experiencing low income and/or chronic disease(s), such as type 2 diabetes, and screen
positive for food insecurity within a healthcare system. Healthcare providers “prescribe”
FVs to patients using vouchers (or a similar mechanism), which can be redeemed for FVs
at participating food retailers or clinic-based food “farmacies [41]”.

Studies of PPRs have shown modest increases in FV intake, decreases in food insecurity,
and a possible protective effect on the development and course of certain diet-related
chronic diseases [41–44]. While evidence on PPRs is building rapidly, the methodology of
existing studies is relatively weak, so caution is warranted in drawing causal conclusions
on their effectiveness [33–35]. Theoretical frameworks to situate these programs are needed
to guide stronger program evaluation, rigorous study design, and funding to support
evaluation.

GusNIP also funds the Nutrition Incentive Program Training, Technical Assistance,
Evaluation, and Information Center (NTAE) [45,46], which supports GusNIP applicants
and grantees in reporting, evaluation, and technical assistance [45,46]. In 2021, the GusNIP
NTAE, its partners, grantees, and participants developed a Theory of Change (TOC) for the
GusNIP NI program [47]. A TOC describes how and why a program works to bring about a
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desired change or outcome [48–51]. The TOC process first identifies what a program hopes
to achieve, the intermediate outcomes that are necessary to reach the goal, and finally, the
program activities that lead to the outcomes and the causal pathways linking them. A
TOC also describes the environment in which a program operates and assumptions about
existing conditions that are already in place and necessary for program success. A TOC is
developed using a structured and participatory process that includes a review of current
evidence and program documents, as well as interactive input from people implementing
and benefitting from the program and from program partners, such as participating food
retail organizations (e.g., grocery stores, farmers markets, etc.). A TOC communicates to
funders, advocates, program implementers, partners, and others how a program works;
provides a framework for program development, growth, and evaluation; and creates
a shared program understanding among partners. A TOC is a living, evolving theory
that is refined as new evidence emerges, the environment changes, and experience is
gained [48–52].

To date, no PPR TOC exists. A PPR TOC will help clinical systems and their partners,
participants, and funders build upon an existing program framework and implement a
model that is based in evidence. To address this gap and need, this article focuses on the
development and presentation of a PPR TOC to establish a shared understanding of how
PPRs work.

2. Methods

The GusNIP NI TOC served as a foundation upon which the PPR TOC was adapted
and built, through a three-step PPR TOC development process. Leng et al. provide a
detailed description of the GusNIP NI TOC methodology [47]; a summary follows. Further,
the NI TOC graphic can be found in Figure 1.
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The GusNIP NI TOC was developed collaboratively with GusNIP NTAE staff mem-
bers and partners; agriculture, food retail, academic, anti-hunger, and nutrition sectors;
other NI practitioners; and community members using a retrospective, equity-centered,
participatory process. Details on these methods can be found elsewhere [47]. Process
facilitators, informed by GusNIP documents and a literature review, developed an initial
PPR TOC draft. Next, a facilitator interviewed partners and practitioners to introduce
them to the TOC concept and identify key TOC elements and then used thematic analy-
sis to develop the next TOC draft. Partners and NI practitioners refined this draft over
the course of three workshops. Refinement included using the most salient themes from
thematic analysis of each workshop in an iterative manner [47]. Facilitators conducted
three focus groups with community members who had used nutrition incentives to ground
the draft TOC in participants’ lived experiences. Finally, the facilitators integrated all this
information into a final NI TOC.

We applied a three-step process to adapt the NI TOC to develop the PPR TOC. This
process is graphically represented in Figure 2. To create the PPR TOC, we sought iterative
feedback and revisions on the NI TOC from food-as-medicine experts, individuals from the
healthcare sector, and others involved specifically in GusNIP PPR program implementation,
program evaluation, and leadership. These healthcare sector-based individuals had not
been involved in the development of the NI TOC because the NI program does not include
the healthcare sector.
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Step 1: Presentation of the NI TOC to NOPREN Food Security Work Group for
feedback. First, the NI TOC facilitators presented the NI TOC to the Centers for Disease
Control and Prevention (CDC) Nutrition and Obesity Policy Research and Evaluation
Network (NOPREN) food security workgroup in January 2022 [53]. We chose this work-
group because many members have expertise in food and nutrition security and financial
incentives. After a short didactic presentation about generic TOC concepts and an overview
of the NI TOC, facilitators used Jamboard, an online digital whiteboard that allows for
group-based, real-time collaboration, and Zoom breakout rooms to moderate small group
conversations around the questions “How should the PPR TOC be different than the NI
TOC?” and, specifically, “What new pieces are needed for the PPR TOC, what pieces of
the NI TOC should remain, and how should the NI TOC be modified to reflect the unique
healthcare components of PPRs?” The presentation and workshop were facilitated by
four expert consultants, three of whom are authors of this paper (HS, JK, KL). In total, 67
individuals attended this presentation, including nutrition policy researchers/evaluators,
food security program implementers, advocates, CDC scientific staff, representatives from
food banks, and representatives from health departments. We grouped the Jamboard
feedback (n = 62 unique posted comments) into categories derived from the components
of a TOC (e.g., pathways, outcomes, foundation). We used qualitative content analysis
methods to determine categories and overarching key themes from these results [54]. Three
of these themes were categorized by the headings required in TOC (e.g., pathways). We
then used these findings to develop draft 1 of the PPR TOC, based on modifications to the
NI TOC.

Step 2: Expert feedback solicited (via email). We next sought and received individual
email-based feedback from four key informant experts in the fields of food and nutrition
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security; diversity, equity, and inclusion specific to food systems; and clinicians (MD,
RDN). Between April and May 2022, one author (HS) sent a query email including the
introduction and background of the TOC, draft 1 of the PPR TOC (e.g., NI TOC graphic [47]
with some adaptations from NOPREN workshop), and four questions to elicit thoughts and
perspectives from the experts. These questions included: “Is the content (e.g., overall goals,
GusNIP outcomes, pathways of the TOC) accurate for the headings? Is anything missing?
Does anything NOT belong? Can anything be condensed?” We summarized responses
using qualitative content analysis methods [54] and made edits and modifications to the
draft PPR TOC, yielding draft 2 of the PPR TOC.

Step 3: Presentation of the newly adapted PPR TOC to GusNIP PPR Community
of Practice. The final method of seeking feedback was a 90 min online workshop in May
2022 at the GusNIP NTAE’s PPR Community of Practice. Forty individuals attended this
workshop and included GusNIP PPR program implementers, external evaluators, and
others involved with PPRs not funded by GusNIP. Two authors (HS, DN) provided a generic
overview of TOCs and presented draft 2 of the PPR TOC. We then randomly assigned
participants into breakout rooms with a facilitator (HS, MA, DN) in each room. Each
breakout room focused on one element of the TOC and used Jamboard to elicit feedback
using the same questions posed to the experts invited by email. These elements were TOC
foundations, pathways, and equity. Because the PPR goals and outcomes were previously
determined by USDA NIFA, we did not discuss them. Results from the Jamboard (n = 51
unique posted comments) were transferred to a word document and categorized by the
different sections of the TOC. Researchers again employed qualitative content analysis
principles to determine categories and overarching key themes from these results [51].
These findings were used to develop draft 3 of the PPR TOC.

Following the collection of feedback from the steps 1–3, the team compiled and
synthesized all feedback received. Between June and October 2022, the team discussed
the comments, addressed any outstanding questions, developed consensus regarding the
PPR TOC content and prepared a revised version of the PPR TOC graphic image. We
then engaged a scientific writer to review, edit content, and assist with refinement of the
language and a graphic designer to adapt the NI TOC image for use in describing the PPR.

3. Results

A summary of those who participated in the three steps to inform development of the
PPR TOC is depicted in Table 1.

Three overarching themes emerged from the feedback provided by the workgroups
and key informants: (1) include health outcomes, (2) integrate a healthcare system pathway,
and (3) emphasize equity. The NI TOC elicited a robust conversation about how healthcare
representation was completely missing from the NI TOC. This is because GusNIP NI
programs do not require partnerships with healthcare organizations, and therefore, they
were justifiably absent from the NI TOC. Half (52%) of the Jamboard notes referred to the
need to add the healthcare sector, health outcomes, and clinical components (e.g., role
of healthcare providers) to the TOC. Other Jamboard responses included comments on
pathways (11%), equity (16%), and goals and outcomes (21%). In response to these findings,
we developed a first draft of the PPR TOC in which a new pathway was added (unique to
PPR, as compared to the NI TOC)—“healthcare providers prescribe fruits and vegetables
(FV) to eligible patients”—as well as new outcomes—“improved health outcomes and
lower healthcare costs”.

The key informant experts reviewed draft 1 of the PPR TOC. Since this draft included
new language on health outcomes and healthcare sector components, the experts focused
on these elements of the TOC. They also addressed the presentation of the TOC graphic.
Suggestions included redesigning the graphic visually, simplifying text, improving the
accessibility of the image to comply with federal regulations that assure that people with
disabilities can access information and communications (e.g., 508 compliance), and adding
a glossary of terms. Clinician experts recommended fine-tuning the newly added healthcare
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outcome and cost language. Finally, two experts offered feedback on equity as it relates to
shifting power and decision making to the communities that PPRs intend to serve.

Table 1. Produce Prescription Programs (PPRs) Theory of Change (TOC) Contributors, Roles, and
Number of Participants for Each Engagement Method.

Type of Contributor
(n) Role Workshop Attendees a

(n = 113)
Email Feedback b

(n = 4)

Gus Schumacher Nutrition Incentive
Program (GusNIP) Training, Technical
Assistance, Evaluation, and
Information Center (NTAE) (6)

Collaborated with facilitators to
develop the TOC. Brought partners
and practitioners to the TOC process.
Contributed deep knowledge about
the history of GusNIP, how the
program works, and the operation of
the NTAE.

6 0

Partners (70)

NTAE partners and additional expert
advisors from agriculture, food retail,
academic, food security, healthcare,
and nutrition sectors. Brought
expertise in PPR program impacts
and best practices.

67 3

Practitioners (41)

GusNIP-funded PPRs and other
practitioners with broad experience in
produce prescription. Brought
extensive knowledge about how
PPRs are implemented.

40 1

a During development of the PPR TOC, two workshops (67 partners in workshop #1 and 40 practitioners in
workshop #2) occurred to develop a common understanding of the TOC, introduce and refine the PPR TOC,
and ensure an equity lens contributed to TOC development. b Targeted emails were sent to identified produce
prescription experts (n = 4) seeking feedback on the PPR TOC.

After revising the PPR TOC draft to include the healthcare sector as a key component
to PPR programming, subsequent feedback emphasized how equity should be depicted in
the TOC. While each of the three breakout rooms in this workshop was assigned to focus
on a different aspect of the TOC (e.g., pathways, foundations, equity), equity emerged as
an important theme across all breakout rooms and accounting for 61% of all comments
in the Jamboard. Informed by these findings, we edited the PPR TOC graphic to depict
the importance of grounding all PPR TOC components, including foundations, pathways,
outcomes, objectives, and goals, in equity using the image of the roots of a tree.

Several of the components of the final PPR TOC are similar to the NI TOC, such
as overarching GusNIP program goals, which are predetermined by the requests for
USDA NIFA GusNIP applications. The foundations of GusNIP are similar for NI and PPR
programs, although the language describing them is condensed in the PPR TOC based
on reviewer feedback. A key difference is the inclusion of healthcare goals, outcomes,
and pathways in the PPR TOC. Equity is much more central and foundational in the PPR
TOC graphic and serves as a basis for all other components. The NI TOC focus on “local”
produce was removed from the PPR TOC because feedback suggested that eating FVs,
regardless of source, is what contributes to improved health outcomes.

The final PPR TOC diagram reflects these changes (Figure 3). The following narrative
describes each component.

The GusNIP PPR is rooted in equity depicted by the roots of the tree. This means
that decision-making power for all program planning, implementation, and evaluation is
shared across a diverse network of participants and partners. Additionally, the GusNIP PPR
centers around a diverse and just local system including small, medium, and BIPOC-owned
farms and food retailers and BIPOC practitioners, clinicians, and patients/participants.
The PPR commitment to equity is intentionally reflected throughout each of the TOC
components.
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Next in the PPR TOC are the pathways describing a strong GusNIP foundation
depicted by the trunk of the tree. National partners, scientific advisors, and grantees
partner to implement equitable PPR projects. The NTAE provides technical assistance to
grantees, convenes a learning community of grantees and practitioners, and facilitates
project reporting and evaluation. These supports provide grantees with the necessary skills,
knowledge, and resources to succeed as they partner with communities to build successful,
equity-centered projects.

With this foundation in place, grantees implement activities that generate four path-
ways leading to short-term outcomes (depicted by the branches of the tree):

1. Healthcare providers are aware of, understand, and want to offer produce prescrip-
tions to patients for chronic disease prevention and management. Providers offer
PPRs and paired support to patients as needed and know that FV access impacts a
patient’s ability to consume FVs.

2. Patients want FVs and want to participate in PPR projects. Robust nutrition educa-
tion offered by trusted clinic-based staff can facilitate this pathway.

3. Food outlets are accessible, welcoming to diverse patrons, and provide FVs. Gus-
NIP PPR grants support food retailers to develop the infrastructure needed to process
PPRs. They encourage participation by culturally diverse and locally owned and op-
erated food retailer sites that are preferred shopping locations of participants because
of locality and convenience.

4. Farmers supply FVs to retailers and farm direct sites. PPRs facilitate sales of FVs by
a diverse network of farmers and food distributors to retailers.

These pathways lead to four short-term outcomes including increased FV purchases
and intake; improved food security; improved health outcomes and lower healthcare costs;
and expanded economic benefits for participants, farmers, and retailers. Finally, these
outcomes, as supported by the foundations and pathways depicted in the TOC, ultimately
contribute to the three main goals of the PPR: health equity, community health, and (similar
to NI projects) supporting local economies.

4. Discussion

We developed a TOC for the GusNIP PPR through an iterative, participatory process.
The TOC summarizes how and why the program works, identifies what the program hopes
to achieve, and elucidates the causal pathways necessary to achieve its goals. The TOC will
support current and future GusNIP grantees in grant writing, program implementation,
and evaluation. It may also support USDA in understanding resources needed to support
PPRs. We anticipate it will be useful for other PPR program implementers, evaluators,
funders, and others interested in this evolving area as well.

The GusNIP PPR funding has catalyzed the development of local programs across the
US. It has supported 44 awards to 30 unique grantees across 20 states and the District of
Columbia in fiscal years 2019, 2020, and 2021, with grants ranging from USD 129,018 to
USD 647,027 [41]. Additionally, in 2022, The American Rescue Plan Act (ARPA) funded
72 PPR awards ranging from USD 80,839 to USD 500,000 to 72 grantee organizations across
33 states and DC. Data from a small sample of participants provide preliminary evidence
to suggest that they have increased intake of FVs, supported food security, and improved
health status [41,55].

The TOC described in this manuscript builds on the rigorous, participatory, equity-
focused work conducted to develop the TOC for the GusNIP NI program. NIs provide
financial incentives for purchases of FVs, specifically among people participating in SNAP,
and are intended to support improved dietary intake and food security and generate local
economic impact. Due to the similarities in NI and PPR programs, we were able to leverage
the NI TOC as a starting point for the development of the PPR TOC. In particular, the
foundations of the GusNIP program, many of the pathways, and some of the outcomes and
ultimate goals were highly similar. Thus, the initial version of the PPR TOC was virtually
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identical to the NI TOC and allowed participants to specifically call attention to ways in
which the programs operated differently.

We found that for some TOC components, our assumptions about similarities between
the two programs held, and few adaptations were needed to repurpose the NI TOC elements
for use in the PPR TOC. However, major changes were needed for components that differed
substantially between NI and PPR programs: integration of PPRs within healthcare settings
and an explicit focus on improvement in health outcomes. In addition, new ideas and
perspectives on how equity should appear in the TOC emerged, which were reflected in
innovative wording and framing and, most importantly, in a new graphic design which
positions equity as the roots of, and thus fundamental to, the rest of the process described
in the PPR TOC.

Unlike NI programs, PPR programs are closely integrated with the healthcare system.
The lead agency implementing a PPR program is often a healthcare system (e.g., federally
qualified healthcare center or hospital), or a healthcare system may be a partner to a
non-clinical grantee (e.g., farmers market association). The clinical organization enrolls
participants and/or distributes the fruit and/or vegetable resource (e.g., a food box, a
voucher, a debit card, etc.). Thus, the TOC had to include an entirely new partner and
sector, reflected in a new pathway focused on healthcare providers, suggesting THAT
healthcare providers prescribe fruits and vegetables to eligible patients. Other pathways
describe sectors and stakeholders that are similar for NIs: farmers, retailers, farm direct sites,
and program participants. Much of the discussion about the inclusion of the healthcare
pathway centered on the complexity of the healthcare system and the challenges it has
coordinating activities with the other sectors necessary for developing a PPR program. The
final TOC healthcare system pathway elevated the need for system capacity to identify
eligible patients, co-intervention components such as nutrition education, and clinician
knowledge of both PPR programming and the importance of increased FV intake. A
number of studies on PPR implementation affirm the importance of these barriers and
facilitators to successful implementation in the healthcare setting [56–58].

Other consequences of adding a healthcare focus to the TOC were more straightfor-
ward, reflecting ways in which PPRs differ from NI programs. For example, PPRs use
the word “patients”, rather than “participants”, to describe program enrollees. The PPR
outcome articulated in the TOC as “improved health outcomes and costs” is justifiably not
included in the NI TOC. This outcome is consistent with the objectives articulated in the
legislation establishing the GusNIP program: “the improvement of dietary health and the
reduction in healthcare use and associated costs” [59].

Equity was a topic of much discussion in development of the TOCs for both NI and
PPR programs. Equity is depicted as more foundational in the PPR TOC, as many of the
PPR TOC key informant interviewees noted the importance of explicitly grounding the TOC
in equity, rather than it being a siloed construct that may not be fully woven into all aspects
of the TOC. It may be that since NI programs are inherently reaching communities with
limited income (e.g., people who participate in SNAP), equity was even more prominent in
the PPR TOC discussions. Further, unlike NI programs where users must participate in
SNAP to receive NI benefits, SNAP use is not a prerequisite for participating in PPRs, and
thus, equitably establishing that people who participate in PPRs need the benefit is critical.
Further, PPRs are one example of “Food as Medicine” programs, which have central goals
to promote equity and decrease health disparities. Food as Medicine programs have gained
attention and traction in the last few years (e.g., White House Conference on Hunger,
Health, and Nutrition occurred in September 2022, which had Food as Medicine and health
equity prominently featured), so the concept of equity may have been at the forefront as
participants were thinking about relevant PPR TOC components.

This TOC is designed to aid healthcare organizations and their partners, program
implementers, policymakers, researchers, and funders as they design, implement, evaluate,
and fund PPR programs. Essentially, it describes current understanding of the mechanisms,
assumptions, rationale, and underpinnings that lead to successful and equitable outcomes
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within the GusNIP PPR. The PPR TOC provides a framework for implementation that can
facilitate collaboration and decision making when developing or sustaining a project. For
example, staff that want to champion a PPR project may use the TOC to inform a request to
clinic administration to apply for GusNIP or other funding. The TOC can be used during
implementation of a PPR program. It can help onboard partners, develop workflows, and
establish data processes. Researchers can crosswalk the PPR TOC with current evidence to
identify well-studied areas (e.g., increased FV intake) as well as gaps (e.g., healthcare cost
and utilization). Funders and policymakers can use the PPR TOC to guide language for
funding requests for applications and policy. Pillar 2 of the Biden–Harris Administration
National Strategy on Hunger, Nutrition, and Health calls for actions to expand produce
prescriptions, and this TOC can be used to establish projects that do not reinvent the wheel
but rather build upon existing work [60].

Strengths and Limitations

The approach used to develop this PPR TOC has both strengths and limitations.
Leveraging the robust work this team and others had done to develop the NI TOC allowed
us to develop the PPR TOC efficiently and cost-effectively. We used input collected from
preparation of the NI TOC to inform development of the PPR TOC. This allowed us to
minimize the data collection burden on the invested parties who participated in the PPR
TOC process. The reduction of burden is important in a relatively small field of invested
parties, many of whom are working under considerable resource constraints and for whom
time is an increasingly valuable commodity. However, this process may have predisposed
our PPR TOC to being more like the NI TOC than if we had started from scratch. In
addition, we relied on the NI TOC process to bring in many perspectives (including those
of program participants, food retail representatives, and farming experts) that we were
unable include in the development of the PPR TOC given resource constraints.

Additional strengths of our process included the integration of multiple sources of in-
formation in a document and evidence review, several engagement modalities (workshops,
email) to engage informants, and the subject matter expertise of the facilitators. Although
informants participated virtually and were often in mixed settings where power imbalances
sometimes emerge, we used collaboration tools (such as Jamboard) so that members had
a choice in whether to contribute orally or using written text. Such flexibility encourages
more equal opportunity for participation.

Like the NI TOC, this PPR TOC is designed to be readily understood by people without
extensive expertise in nutrition programs and GusNIP. Thus, it omits many details that
might be included in a more comprehensive TOC targeted to an academic audience. In
addition, because of the complexity of the broader food system, we had to simplify and
streamline many components of the pathways.

Because we focused specifically on PPRs funded by GusNIP, this TOC may not be
generalizable to PPRs funded by other sources. In addition, PPRs—even those funded by
GusNIP—are often small, locally tailored, and rooted in the culture and workflows of a
specific healthcare organization. Due to this heterogeneity, a PPR may find that this TOC
needs minor adaptation for its specific context.

Finally, evidence on the impact of PPRs and the mechanisms leading to impacts is still
relatively immature. Data supporting some of the TOC pathways and outcomes are limited.
As more data emerge, this TOC will need to evolve to incorporate new findings. There
were many suggestions for how to advance equity in PPRs but very little evidence available
to suggest which strategies are most likely to result in more equitable outcomes. This is
an important area of future research. The growing number of PPRs will generate practice-
based evidence that will be useful in refining the TOC. Iterative updating of the TOC as
new knowledge is generated about how to achieve successful and equitable outcomes
within the GusNIP PPR program is essential. TOCs are living documents that evolve along
with the field.
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5. Conclusions

We adapted the TOC for GusNIP NI projects to be relevant for GusNIP PPRs and
other-funded PPRs. Modifications focused on three areas where PPRs differ from NI
programs: (1) inclusion of healthcare as an additional partner, (2) the importance of health
and healthcare utilization as outcomes, and (3) equity considerations. The PPR TOC will
be useful for produce prescription developers, practitioners, funders, and evaluators for
describing the pathways, assumptions, and foundations of successful PPRs.
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