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SNAP at a Glance
The Supplemental Nutrition Assistance Program (SNAP, formerly known as Food Stamps), the United States 
Department of Agriculture’s (USDA) largest federal food assistance program, will cost almost $80 billion to ad-
minister this year. Participation has increased by more than 60 percent since 2007 and now includes more than 
47.7 million people, about 15 percent of the American population. SNAP is ostensibly designed to increase the 
food purchasing power of low-income individuals and families. However, the program may actually be contrib-
uting to the nation’s growing health problems.

Before we look in depth at the program, let’s examine the state of health in America.

The Toll of Chronic Diseases…

Cardiovascular disease: Every year, one in every four Americans dies of heart disease, the leading cause of 
death in the United States. Coronary heart disease costs $108.9 billion each year.1 

Cancer: More than half a million Americans are projected to die of cancer in 2013.2 In 2008, cancer costs were 
estimated at $201.5 billion.3 

Diabetes: Nearly 26 million Americans have diabetes. The disease affects 215,000 people under the age of 20 
and over a quarter of U.S. residents ages 65 and up. The American Diabetes Association estimates the cost of 
diabetes was $245 billion in 2012.4 

Hypertension: Almost one third of all adults in America have high blood pressure. The condition costs more 
than $50 billion each year.5 

Overweight and obesity: Nearly 70 percent of Americans are overweight or obese. In 2009-2010, almost 17 
percent of youth were obese.6 The direct medical costs associated with obesity totaled $147 billion in 2008.7 

Cardiovascular disease,8 certain forms of cancer,9 diabetes,10 hypertension,11 and obesity12 are all strongly asso-
ciated with dietary choices. As a recent American Medical Association study stated, “poor dietary quality (in 
particular, high salt intake, high saturated and trans-fatty acid intake, and low fruit and vegetable consumption) 
and insufficient physical activity are key risk factors for NCD [noncommunicable disease] development and 
mortality.”13 

…Is a Heavier Toll on the Poor

Although these conditions affect Americans of all income levels, those in poverty—including most 
SNAP participants—are at a higher risk of developing diet-related chronic diseases.14 As a report from 
USDA concludes:

“There is no question that the rates of obesity and type 2 diabetes in the United States follow a socio-
economic gradient, such that the burden of disease falls disproportionately on people with limited 
resources, racial-ethnic minorities, and the poor.”15 

In the table to the right, drawn from the results of a 2012 Gallup poll of American adults, differences 
in disease prevalence are demonstrated based on income.16
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The Link to SNAP
In a recent report, the National Agricultural and Rural Development Policy Center found a strong geographical 
overlap between SNAP participation and the prevalence of diabetes.17 While this overlap does not necessarily 
illustrate a causal link between SNAP participation and diabetes, it does present an opportunity to use SNAP as 
a tool to combat this disease.

The Access Issue

According to the findings of a Gallup poll, Americans in poverty are also less likely to report having easy ac-
cess to affordable, fresh fruits and vegetables.18 USDA’s Economic Research Service estimates that 23.5 million 
Americans live in “food deserts”: urban and rural areas without easy access to fresh, healthful, affordable food. 
More than half of these people are considered “low income.” According to USDA, inadequate access to fresh 
foods “contributes to a poor diet and can lead to higher levels of obesity and other diet-related diseases, such as 
diabetes and heart disease.”19 

Many SNAP-certified stores in areas with high poverty are small convenience stores, gas stations, drug stores, 
and liquor stores that often do not stock fresh, healthful foods such as fruits and vegetables.20 USDA data and 
other studies confirm that compared with other Americans, SNAP participants consume fewer fruits, vegeta-
bles, and whole grains, which provide essential nutrients.21, 22 

In poverty Not in poverty

% Heart attack 5.8 3.8

% High blood pressure 31.8 29.1

% Diabetes 14.8 10.1

% Obesity 31.8 26.0
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How SNAP Can Solve 
the Problem

Though intended to improve access to food, SNAP 
perpetuates the problems outlined above by allow-
ing retailers to accept SNAP purchases for nonnutri-
tious junk foods such as sugar-sweetened beverages, 
candy, packaged cookies and cakes, ice cream, chips, 
processed meats, full-fat cheeses, and other sweet 
and salty snacks. These products provide little in the 
way of good nutrition and have large amounts of trans 
fats, saturated fats, sugar, sodium, and cholesterol, 
all of which are associated with a variety of health 
problems. Studies have found that SNAP participants 
exceed recommended limits for processed meats, 
sweets, baked goods, and sugar-sweetened beverag-
es.23 These foods are far from necessary components 
of a healthful diet and do not align with SNAP’s pur-
pose as a nutrition program.

But there is a growing movement to reform SNAP 
and ensure participants have every opportunity to eat 
healthy, nutritious foods:

• Many state and federal legislators, mayors, and 
physicians support limiting the products for 
which retailers may be reimbursed through the 
program. Studies also suggest that the American 
public, including SNAP participants, supports 
making the program more nutritious. A Harvard 
School of Public Health study found that a majori-
ty of SNAP participants even supported removing 
sugary drinks from the list of foods retailers can 
sell for SNAP dollars.24 

• Lawmakers in at least 14 states have introduced 
bills to remove unhealthful foods from the list of 
qualifying food products. Unfortunately, cities 
and states have no power to improve the federal 
program without USDA’s approval. USDA has so 
far denied all requests to specify which foods may 
or may not be sold by SNAP retailers.

• U.S. Senators Tom Coburn (R-OK) and Tom Har-
kin (D-IA) echoed these states’ frustrations when 
they introduced an amendment to the 2013 Farm 
Bill that would have required USDA to allow sev-

3
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eral states to test limiting junk food sales under 
SNAP. “While the name of the program purports 
otherwise,” the amendment read, “the Supplemen-
tal Nutrition Assistance Program (SNAP) is any-
thing but nutritious for America.”25 

• A coalition of 18 mayors from New York City, Los 
Angeles, Chicago, and 15 other major cities re-
cently joined the American Medical Association 
in opposing the eligibility of sugar sweetened bev-
erages under SNAP. An AMA press release states: 

“Studies have shown that sugar-sweetened beverages 
account for 58 percent of beverages purchased under 
SNAP. Consumption of sugar sweetened beverages is 
associated with weight gain and a higher risk of future 
obesity in children. New AMA policy passed today calls 
on the AMA to work to remove sugar-sweetened bever-
ages from the SNAP program and encourage state health 
agencies to include nutrition information in routine ma-
terials sent to SNAP recipients.”26 

• The Center for Science in the Public Interest sent 
a letter to Secretary of Agriculture Tom Vilsack, 
co-signed by 54 organizations and 19 physicians, 
urging USDA to authorize pilot tests for SNAP lim-
itations. These pilot programs, the letter attests, 
would provide not only useful data about SNAP 
purchases but also information about participants’ 
perceptions on changes to the program. 

Proposals to prohibit the sale of unhealthful foods 
under SNAP have garnered opposition from food and 
beverage industry groups. Although data on sales 
under SNAP are not publicly available, these groups 
clearly reap significant profits from the program, 
and have spent millions of dollars lobbying against 
efforts to improve the healthfulness of SNAP. When 
New York City applied for a waiver from USDA to re-
move soda from the list of SNAP-eligible foods, six 
different industry groups—including the Food Mar-
keting Institute, the National Grocers Association, 
and the American Beverage Association—combined 
their lobbying efforts to successfully oppose the pro-
posal. These industry groups also provide substantial 
funding to large “anti-hunger” organizations, many 
of which oppose food limitations in SNAP.27 

4
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What Opponents of SNAP Reform Say: Because of food deserts, SNAP participants don’t have access 
to healthy foods. If retailers can’t sell unhealthy foods with SNAP, they will offer nothing at all.

Opponents: It would be too much of a burden on retailers to figure out which items SNAP  
 participants could buy and which are not covered.

Opponents: Excluding items from SNAP will confuse consumers.

Opponents: It is demeaning to limit what food items can be purchased with SNAP.

Opponents: Creating financial incentive programs is preferrable to excluding foods from SNAP.

The Truth: People raised the same concerns when the Women, Infants, and Children (WIC) pro-
gram was created. But studies showed that grocers in neighborhoods with WIC participants were 
able to improve their stocking practices to reflect the new demand for healthy foods WIC created. 
In fact, SNAP perpetuates food deserts by paying retailers for stocking junk foods. A healthier SNAP 
would help communities overcome the food desert problem by creating demand for healthy foods.

The Truth: If this were to be a problem, then it is already a problem under current SNAP rules. 
Grocery stores and convenience stores carry hundreds of items not covered by SNAP, including 
alcohol, tobacco, hot food, paper products, pet food, and cleaning products. Retailers, the vast 
majority of whom use UPC codes to ring up products, have been able to exclude these items with-
out difficulty. A SNAP with food limitations would not create an undue burden.

The Truth: It is fair to assume that there might be an adjustment period, but many items 
found in stores that accept SNAP are already excluded from the program, so limiting SNAP 
purchases to healthy foods would merely be an extension of a system already in place.

The Truth: A perfect SNAP would probably include both limits and incentives, but economic 
constraints will likely prohibit it. While limits on SNAP sales would have only administra-
tive costs, instituting financial incentives for, for example, fruit and vegetable sales would 
add billions of dollars to the program costs every year. 

The Truth: SNAP is the only federal nutrition program that does not already contain some lim-
itations. WIC, the National School Lunch Program, and the Senior Farmers’ Market Nutrition 
Program all have important limits. Further, this proposal would not restrict what items a SNAP 
retailer can sell or that a SNAP participant can buy, but only limit what can be sold and purchased 
with SNAP benefits. For Fiscal Year 2006, USDA noted that six percent of nutrition assistance 
program participants lived in families that benefited from every federal nutrition program; 42 
percent lived in families that benefited from only one. Only 13 percent of food assistance benefi-
ciaries participated solely in SNAP.28 Some beneficiaries also receive assistance from Temporary 
Assistance for Needy Families (TANF), Supplemental Security Income (SSI), or Social Security. 

By its very nature, SNAP limits choices. While participants may have a need for medical care, 
clothing, or educational expenses, SNAP dollars cannot be used for anything other than food 
products, reflecting, to a degree, the industry-related motivations that sustain the program.

Point-Counterpoint on SNAP Limitations
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Summary
Chronic diseases, many of which develop as a result of poor nutrition, now cause seven out of every 10 deaths 
in America and cost hundreds of billions of dollars each year.29 At the same time, about 15 percent of American 
households lack sufficient access to healthful foods for an active, healthy life.30 The Supplemental Nutrition 
Assistance Program should work to resolve both of these pressing health problems; currently, it addresses food 
quantity, but often contributes to poor nutrition and poor health.31, 32 Several studies have linked SNAP partici-
pation to obesity, and Americans in poverty—many of whom participate in the program—suffer disproportion-
ately from diet-related conditions, such as diabetes and hypertension.33, 34, 35, 36  

While SNAP already excludes potentially harmful substances like alcohol and tobacco, unlike WIC, it does 
not limit the purchase of unhealthful foods like soda, candy, and processed snack foods. The inclusion of these 
foods in SNAP exacerbates America’s growing public health crises. Through SNAP, billions of federal dollars 
subsidize the junk-food industry and perpetuate life-threatening and costly chronic illnesses among the na-
tion’s poor. Eliminating unhealthful foods from SNAP could address both hunger and malnutrition while saving 
both money and lives.

Policy Proposals
There are a number of steps that USDA and/or Congress can take to improve the nutritional content of SNAP 
and the health of its participants. 

1. USDA should grant waivers to cities and states that wish to respond to the needs of their communities by 
limiting the sale of junk foods like processed meat, fatty cheeses, soda, and candy in SNAP. Congress could 
also require them to do this in the Farm Bill.

2. USDA should collect and publish data on what food items are being sold for SNAP dollars and in what quan-
tities. This will lead to more fact-based discussion about the nutritional quality of the program. Congress 
could require this by passing the SNAP Transparency Act, introduced in the 113th Congress. 

3. USDA should devise a plan to limit sales in SNAP at a federal level. While items with zero nutritional con-
tent such as soda and candy may be the least controversial choices for exclusion, a more effective SNAP 
would focus on a basic set of healthful foods, similar to the WIC program. A “Healthy Basics” SNAP would 
cover only fruits and vegetables (fresh, frozen, or canned), whole grain products, and legumes.
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The Physicians Committee for Responsible Medicine is a national nonprofit that promotes preventive med-
icine, especially nutrition. PCRM has led the way for reforms of federal nutrition policies, and our clinical 
research programs are breaking new ground in diabetes, cancer, and other serious conditions. We work to 
empower individuals to make healthy dietary choices that can improve their long-term health and the qual-
ity of their lives, recognizing that a healthier population can drive a change in the trajectory of our health 
care system and improve the fiscal health of our nation.

Founded in 1985 by Dr. Neal Barnard and a handful of physicians who sought to raise awareness about some 
gaps of knowledge in our health care system, PCRM now has more than 150,000 members nationwide.


