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Hospitals in the U.S. procure large volumes of 
food to feed millions of people each year. Due 
to the current structure of our food system, 
hospitals and other institutional purchasers 
often rely on large, national food distributors 
to ensure consistency and availability of 
food products at the lowest price. These 
structural inequities disadvantage smaller 
farms in their ability to sell to hospitals and 
in turn stimulate the local economy. By 
shifting purchases away from traditional 
procurement sources to local sources, these 
same institutions have the power to anchor 
their community’s economy and provide 
increased access to high-quality foods.

In partnership with the Food Insight Group 
(FIG), a team of graduate students at the 
University of North Carolina assessed farm-
to-hospital practices in North Carolina in an 
attempt to understand the current state of 
local food procurement in hospitals, barriers 
to increasing local food procurement, and 

 Farm-to-Hospital  
Procurement
Understanding Institutional Purchasing of 
Local Food in North Carolina

Project Goals

1. Identify leverage points in the 
farm-to-hospital (FTH) food system 

2. Adapt and define metrics to 
measure FTH procurement in North 
Carolina

3. Provide direction to increase local 
and healthy food access for all by 
transforming food systems

Executive Summary potential opportunities to increase local 
food procurement. The ultimate goal of this 
project is to provide justification for local 
food purchasing in hospitals, promote local 
economic development, and foster the growth 
of small- and mid-size farms.

Our work began with a literature review of 
institutional food procurement practices and 
existing FTH initiatives in the United States. 
Then, to understand the state of local food 
procurement in hospitals in North Carolina, 
we conducted interviews with producers, 
distributors, hospitals, and researchers in the 
state. Informed by our qualitative analysis 
findings, we created and disseminated 
a survey to capture current local food 
procurement practices, barriers, and leverage 
points to increasing local food procurement 
in North Carolina. We identified several key 
findings from our background research and 
qualitative analysis:

Individual changemakers rely on limited, 
non-institutionalized relationships, and 
often leverage their own resources to 
initiate FTH system.
Variation, complexity, and lack of 
transparency within the FTH system 
makes it difficult for existing stakeholders 
to recognize their role in the system and for 
potential stakeholders to enter the system.
Power, motivations, values, relationships, 
and access to knowledge and resources 
determine the position of stakeholders in 
the FTH system 
Market forces have tremendous influence 
in promoting or dampening community-
driven FTH system initiatives. 
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From this research, we can conclude that, 
in general, hospitals in North Carolina are 
positioned to strengthen local food supply 
chains, but there are disconnects between 
supply chain stakeholders that prevent 
the flow of information and exchange of 
goods. For sustainable FTH sourcing to 
occur, those working with these systems 
will need to intervene at multiple points of 
the supply chain. Educating stakeholders in 
the FTH supply chain about the social and 
economic value of local food can result in 
improved health outcomes and stronger local 
economies.
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Definitions & Key Terms 

Anchor Institution:  A nonprofit or public place-based entity that is rooted in a local 
community by its mission, invested capital, and relationships to customers, employees, 
residents and vendors; this entities therefore are able to engage in long-term planning in a 
manner that aligns their institutional interests with those of their local communities 

Broadline Distributor: A food vendor that that carry a broad range of products, from 
kitchen equipment to spices and meat.

Contracted Hospital: A hospital on contract with food service management company to 
manage their food and nutrition services department’s operations. 

Farm-to-Institution: A food system pathway that supplies food from a farm to an 
institution, such as a school, university, senior center and/or hospital. 

Food Hub: Non-profit or social enterprises that aggregate fresh and value-added products 
from small and mid-scale farmers to connect these producers to wholesale markets that 
have minimum volume requirements. 

Food Service Management Company: A company that institutions, including hospitals, 
can contract to oversee their food and nutrition services operations

Good Agricultural Practices (GAP) Certification: A food safety certification often required 
that produce distributors obtain to become an authorized vendor for distributors. 

Group Purchasing Organization (GPO): Companies that pool demand for products from 
member hospitals and use that as leverage to make large contract with vendors, reducing 
the per unit cost of products.

Minimally-processed: Fresh food that has limiting processing, such as carrot coins and pre-
washed chopped cabbage. 

Produce Distributor: A food vendor that carries fresh fruits and vegetables and minimally-
processed products. 

Self-operated Hospital: A hospital that manages all of their food and nutrition services 
internally with hospital employees. 

Value-Added: Processing of a food product to increase its economic value for the producer 
and the enhancing value to the customer. Value-added processes include pre-washing, 
peeling, chopping, freezing, or crafting products (e.g. making cheese or ice cream from 
dairy).
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Acronyms 

FIG

FINE

FTH

FTI

GAP

GPO

HCAHPS

HCWH

SWOT

USDA

Food Insight Group

Farm to Institution New England

Farm-to-Hospital

Farm-to-Institution

Good Agricultural Practices

Group Purchasing Organization

Hospital Consumer Assessment of 
Healthcare Providers and Systems

Health Care Without Harm

Strengths, Weaknesses, Opportunities, 
Threats 

U.S. Department of Agriculture
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PART 1  
Introduction
Nutrition-related illnesses (e.g., diabetes, heart 
disease, cancers) continue to harm a significant 
proportion of North Carolinians, and since 2008, 
the country has experienced increasing incidents 
of obesity in high school students and a declining 
number of adults meeting the dietary guidelines 
for Americans (NC Department of Health and 
Human Services 2019). Disparities in nutrition-
related health outcomes are perpetuated by 
inequities in our current food systems. Food Insight 
Group (FIG) partnered with a team of graduate 
students at the Gillings School of Global Public 
Health at the University of North Carolina to identify 
how institutional food procurement at the local 
level could stimulate economic development, 
promote small- and mid-size farm production, 
and offset the growing loss of farmland in North 
Carolina. 

I D E N T I F Y 
L E V E R A G E 

P O I N T S                       
in the farm-to-

hospital (FTH) food 
system

A D A P T  A N D 
D E F I N E  M E T R I C S 

to measure FTH 
procurement in 
North Carolina

P R O V I D E 
D I R E C T I O N  T O 

I N C R E A S E  L O C A L 
and healthy food 
access for all by 

transforming food 
systems

1 2 3

PROJECT GOALS
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Institutions like hospitals, schools, colleges, 
prisons, and government agencies feed 
millions of people daily in the United States 
(USDA, 2011). Over the past decade, some of 
these institutions have started to prioritize 
the procurement of locally and regionally-
sourced food—a practice called farm-to-
institution that can provide communities 
with access to healthier foods and create local 
economic development opportunities (Klein, 
2015). Farm-to-hospital (FTH) is the particular 
practice of procurement of local food at the 
hospital level.

Hospitals have an important role in farm-to-
institution work because of their power as 
anchor institutions—large organizations that 
are influential in their communities (Robert 
Wood Johnson Foundation 2017). Beyond 
providing access to healthcare, hospitals 
provide employment opportunities and 
access to financial capital and educational 
resources (Robert Wood Johnson Foundation 
2017). Though many hospitals report 
prioritizing local food procurement as a way 
to feed their patients and staff fresh food, it is 
unclear how the existing supply chain affects 
their ability to increase local food purchasing 
(Klein, 2015).

This project aims to improve local food access 
for all residents in North Carolina by (1) filling 
a major gap in our region’s understanding of 
how hospitals can drive increases in farm-to-
institutional procurement, and (2) adapting 
the Farm to Institution New England (FINE) 
metric initiative to North Carolina (see 
Appendix A).1  

1  FINE metrics help inform food system stake-
holders in New England about the farm to institution 
food market chain, measuring the impact that institu-
tional food procurement has in the region. Adapting 
the FINE metrics project in North Carolina is a viable 
first step in understanding farm-to-hospital practices 
in the state.

Increasing local food procurement would 
immediately impact social determinants 
of health,2 namely by increasing economic 
opportunities available for workers along the 
supply chain, and increasing the availability 
of and access to fresh, healthy, culturally 
relevant foods for everyone who receives 
food through hospitals. Measuring and 
reporting that impact will both increase 
institutional incentive to participate and 
allow for more robust policies and programs 
to support farm-to-institution work. 

In this report, we first present background 
information on FTH procurement across the 
nation and in North Carolina (Part 2).We 
then discuss the results of key stakeholder 
interviews and a survey to quantify the farm-
to-hospital system in North Carolina (Parts 
3-5). We present results from our survey (Part 
6), and conclude with implications for hospital 
procurement of local food in the state (Part 7).

To understand the gaps in farm-to-hospital 
(FTH) procurement and to assess how to 
best adapt FINE metrics for North Carolina, 
we collected mixed-methods data by: 
(1) compiling an environmental scan on 
national farm-to-institution practices; (2) 
conducting  key stakeholder interviews; (3) 
and disseminating a survey to stakeholders 
across the state.
To understand the gaps in farm-to-hospital 
(FTH) procurement and to assess how to 
best adapt FINE metrics for North Carolina, 
we collected mixed-methods data by: 
(1) compiling an environmental scan on 
national farm-to-institution practices; (2) 
conducting  key stakeholder interviews; (3) 
and disseminating a survey to stakeholders 
across the state.

2 Social determinants of health are economic 
and social conditions in the environment that affect 
people’s health, such as access to quality jobs and avail-
ability of fresh food to meet daily needs.

Introduction

Methodology
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Project Activities

GREY LITERATURE (PART 2)

North Carolina currently lacks metrics 
to measure the different components, 
resources, and relationships within the 
farm-to-institution supply chain. Our team 
conducted an environmental scan to explore 
stakeholders involved in conventional 
and FTH procurement practices, as well 
as how other states and regions have 
created infrastructures for broad farm-
to-institutional tracking. Engaging in this 
method allowed us to identify stakeholders 
involved in the FTH system, assess the 
feasibility of tracking or implementing FTH 
initiatives, and identify areas of opportunity 
that might be suitable for North Carolina. 
Part 2 provides an overview of the hospital 
food procurement system, and Appendix A 
provides a discussion of existing metrics in 
the United States.

KEY STAKEHOLDER INTERVIEWS (PART 3)

SWOT ANALYSIS (PART 4)

PILOT SURVEY AND METRICS GENERATION 
(PARTS 5 AND 6) 

Given the scant research on farm-to-hospital 
procurement, we conducted formative 
research by analyzing the varied perspectives 
of stakeholders involved in food systems, 
such as producers, distributors, purchasers, 
and researchers. Key stakeholder interviews 
allowed us to understand the different 
barriers, strengths, concerns, and aspirations 
held by a given stakeholder. The interviews 
identified emerging themes present in North 
Carolina’s farm-to-hospital system and

We extrapolated the gaps from the grey 
literature review in Part 2 and interviews 
in Part 3 to identify systems-level strengths, 
weaknesses, opportunities, and threats. This 
SWOT analysis contextualizes the formative 
research in North Carolina, and can be found 
in Appendix B. 

Our grey literature review and key 
stakeholder interviews provided a landscape 
of key elements in FTH procurement that 
informed the development of a survey 
for stakeholders. We adapted Health Care 
Without Harm (HCWH)’s hospital survey to 
fit the context of North Carolina, and revised 
it based on similar surveys from EcoTrust 
and the Anchor Mission Playbook (Ecotrust 
2018; Rush University Medical Center 2017). 
The survey allowed us to quantify North 
Carolina’s current food procurement market 
and assess the opportunity to increase 
farm-to-hospital procurement in the state. 
Appendix C contains our team’s survey. Part 
5 provides an outline of survey development 
and dissemination, and Appendix D presents 
the findings from the pilot survey.

revealed barriers to the expansion of 
local food procurement. Part 3 provides a 
thorough description of our approach to key 
stakeholder interviews and the results from 
the interviews.
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PART 2  
Farm-to-Hospital 
Supply Chains
The following section provides an overview of 
institutional food procurement practices, including 
farm-to-institution systems. Particular focus is given 
to exploring the primary concepts, stakeholders, 
and relationships in the farm-to-hospital (FTH) 
system. A brief discussion is also provided of how 
FTH systems are being implemented in the United 
States in relationship to efforts in North Carolina. 
This content is drawn from a review of grey and 
published literature on local food supply chains. 
farmland in North Carolina. 

FARM-TO-HOSPITAL STAKEHOLDERS

PRODUCERS

AGGREGATORS

DISTRIBUTORS

GROUP PURCHASING 
ORGANIZATIONS

HOSPITALS
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Institutional Food 
Procurement 

A Movement Towards Local 
Food: FTI Procurement 

As described earlier, public-serving 
institutions collectively spend millions of 
dollars on food procurement each year, 
which affords them significant influence 
over the way food is produced, priced and 
distributed for consumption (Richman et 
al. 2019; Fitch and Santo 2016). Institutions 
often procure food through industrialized, 
highly concentrated national and global 
food systems that rely on processing and 
transporting food over long distances. These 
vertically integrated supply chains provide 
improved efficiency, cost reduction, and lower 
prices for consumers. 

However, these supply chains have also 
had a number of negative consequences 
for workers and communities, including  
the stagnation of workers’ wages, the loss 
of farmers’ and citizens’ autonomy over 
food production, and the replacement of 
procurement from local and regionalized food 
systems by the national and global supply 
chains (Fitch and Santo 2016). Concentration 
is even more prevalent in food distribution, 
where an estimated 75% of the national 
market for broadline distribution services is 
dominated by just two distributors - Sysco 
Corporations and US Foods, Inc. - bringing in 
a combined annual revenue of $65 million 
(Fitch and Santo 2016). Overall, the industrial 
food system is marked by rigid contracts 
with group purchasing organizations and 
food service management companies, and by 
limited transparency about the origin of food 
products and the conditions under which 
they are produced (Fitch and Santo 2016).

Even as the food system becomes more 
concentrated, purchasing from regionalized 
food systems appears to be becoming 
more common, with various institutions 
implementing FTI programs, or institutional 

purchasing programs that aim to source 
more local and regional foods (Harris et al. 
2012; Fitch and Santo 2016). Still, in 2012 
at a national-level, farms that sell locally 
comprised only 7.8% of U.S. farms, with a 
disproportionate number of farms being 
produce farms. Nearly 67% of local food sales 
come from large farms, while only 13% of 
sales come from small farms. This is likely 
due to large farmers’ capacity to produce and 
distribute enough food for local institutions to 
demand higher volumes and a reliable source 
(Fitch and Santo 2016).

In spite of the relatively small size of regional 
food systems, there continues to be a growing 
movement demanding local and regional 
sustainably produced foods. Preferences 
reflect an interest in more satisfying flavor 
from these foods, but also concerns for 
environmental health, animal welfare, and 
social justice (Fitch and Santo 2016).

Many people have begun organizing 
specifically around reforming institutional 
food procurement practices to encourage 
more FTI purchasing due to the sizeable 
purchasing power of institutions (Fitch 
and Santo 2016). FTI sourcing can benefit 
individuals and have positive impacts on 
the social, economic, and environmental 
characteristics of communities (Fitch and 
Santo 2016). At the individual level, FTI 
sourcing can facilitate access to fresh, healthy, 
locally produced and minimally- processed 
foods (like cut green beans or pre-washed 
lettuce), which promote positive health 
outcomes at the individual and population 
levels (Anon 2015; Harris et al. 2012; Richman 
et al. 2019; Fitch and Santo 2016; Klein 2015). 

FTI can also help shift institutional 
procurement away from industrial farms and 
toward small- and mid-sized family farmers, 
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Farm - to - Hospital
Stakeholders 

PRODUCERS

AGGREGATORS

DISTRIBUTORS

GPOs

HOSPITALS
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Defining Farm-to-Hospital 
Structure

food entrepreneurs of color, and local 
producers, distributors, and processors who 
have historically have been unable to access 
large institutional markets (Anon 2015; Harris 
et al. 2012; Fitch and Santo 2016). While direct 
economic impacts of FTI on local markets are 
negligible, FTI can still have valuable indirect 
economic impacts in local markets by helping 
farmers diversify their markets, increase off-
season sales, and gain an outlet for surplus 
foods that are less desirable in direct farm-
to-consumer sales. FTI is proven to foster 
socioeconomic benefits, such as the formation 
of relationships that strengthen social capital 
and networks. Finally, FTI promotes more 
environmentally sustainable practices in 
food production, processing, transportation, 
consumption, and disposal (Fitch and Santo 
2016).  

FTI procurement can also be embedded 
within an anchor institution framework, 
whereby FTI procurement supports the 
development of more equitable food systems, 
especially in rural communities. Anchor 
institutions are institutions embracing a 
commitment to applying their social and 
economic influence and intellectual resources 
to improve the long-term public and 
environmental health of their communities. 
Anchor institutions are physically and 
socially connected to place; are mostly 
non-profit organizations; hold significant 
investments, real estate, and social capital; 
are among the largest employers in their 
communities; and at a minimum possess a 
social mission (Olinger et al. 2015; Health Care 
Without Harm n.d.).

There are a number of different perceived 
and real barriers to FTI sourcing, including:
 •  sourcing products
 • cost and seasonality of local products
 • food safety certifications and liability
 • lack of skilled labor for food preparation
 •  lack of infrastructure for food 

processing, and 
 •  additional time required to find and 

purchase food from regional producers 
(Harris et al. 2012; Fitch and Santo 2016). 

Several organizations and researchers 
have identified strategies to address some 
of these barriers to regional and local food 
procurement, including creating food hubs, 
investing in value-added infrastructure, and 
developing local procurement programs with 
distributors (Fitch and Santo 2016). 

Farm-to-hospital (FTH) sourcing increases 
access to fresh, healthy, local food in 
hospitals for patients, their families and 
friends, hospital staff, and other community 
members. FTH system initiatives may include 
on-site gardens, on-site farmers’ markets and 
Community Supported Agriculture programs, 
and sustainable procurement efforts by 
the hospital food services (Richman et al. 
2019). Of specific interest to this project is 
developing a deeper understanding of the 
real and perceived barriers and facilitators for 
hospitals’ procurement of local and regional 
sustainable food. 

The traditional supply chain for FTI 
procurement is fairly linear, with produce 
leaving the farm and going through some 
form of processing before it ends up with 
a wholesale distributor. Institutions then 
purchase food from these distributors (See 
Figure 1). In this supply chain, attaining 
efficiencies and achieving economies of scale 
are key strategies to maintaining lower prices 
for the end consumer. (Feenstra et. al, 2011).

The FTH supply chain is structured similarly, 
with producers, distributors, and purchasers; 
however, the FTH supply chain includes an 
additional component of Group Purchasing 
Organizations (GPOs) that moderate the 
relationships between distributors and 
healthcare institutions (Klein, 2014) and 
thereby structure a non-linear supply chain 
(See Figure 2). While products flow linearly 
through the supply chain, finance and 
information flows can be characterized more 
as bi-directional.
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FIGURE 1.  TRADITIONAL FARM-TO-INSTITUTION SUPPLY CHAIN 

FIGURE 2.  FARM-TO-HOSPITAL SUPPLY CHAIN 

In order to identify real and perceived 
barriers and facilitators for hospitals’ 
procurement of local and regional, 
sustainable food, it is important to define and 
understand the function, position of power, 
and relationships each of the key stakeholders 
identified in Figure 2. The following sections 
offer an introduction to each of the key 
stakeholders in the farm-to-hospital system.

PRODUCERS The FTH supply chain begins 
with producers, which 
includes farmers, fishers, and 
ranchers. The U.S. Department 

of Agriculture (USDA) classifies family farms 
(i.e., producers) into three categories based 
on annual sales and average acreage: Small, 
Large and Very Large (see Table 1 (MSU 
Extension, n.d.).

It is important to be cautious about creating 
binaries between large- and small-scale 
producers, industrialized and sustainable 
production systems, and those in the 
conventional food system versus alternative 
local food systems, as many producers fall 
somewhere in the middle of the spectrum 
(Fitch and Santo 2016). Nevertheless, it 
is valuable to understand the general 
characteristics and position of producers of 
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different sizes. 

Nationwide, the number of industrial, 
large-scale farms has grown significantly 
at, causing a shift in the national landscape 
away from small- and medium-sized 
independent farms (Fitch and Santo 2016). 
Large-scale farms are characterized by their 
size and their dependence on hired labor 
(instead of family labor), specialized products, 
mechanization, and off-farm inputs (e.g 
pesticides and pharmaceuticals). These farms 
are also often have business ties with other 
companies along the industrial food supply 
chain, such as broadline distributors and food 
service management companies (Fitch and 
Santo 2016). 

Mid-sized producers are seen as important 
to building alternative systems because they 
have more flexibility to respond to market 
demands than large-size industrial producers, 
but also greater capacity than small-scale 
producers. However, mid-sized farms are 
facing a number of challenges that threaten 
their existence, such as the growing influence 
of agribusiness, the consolidation of seed and 
manufacturing products and of contractual 
agreements. Institutional purchasing, with 
its steady and significant demand, is well 
positioned to support these essential markets 
(Fitch and Santo 2016). 

Small-scale producers report facing a number 
of barriers to getting their products on the 
Sysco truck, including volume and food 
safety requirements, pricing structures, and 
prohibitive costs of insurance (Feenstra et 

al. 2011). Additionally, in the U.S. there is a 
general lack of infrastructure for aggregation, 
distribution and processing for small and mid-
sized producers, who lack the capital for their 
own trucks, refrigeration units, and storage 
space (Harris et al. 2012).

Hospitals are promising institutional 
markets for producers, especially for small 
and mid-sized producers. Small-scale 
producers are often interested in selling 
directly to institutions. Their direct sales are 
motivated by having an additional market, 
building a stronger relationship with the 
community, having a stable, fair price, and 
large volume orders (Richman et al. 2019). 
However, direct FTH sales are not feasible 
for large institutions (Klein 2014). Producers 
that are selling to intermediaries, such as 
aggregators and distributors, may be selling 
to institutions, but are often unaware of the 
final buyer (Richman et al. 2019). 

Categories Gross Annual Sales Average Acreage 

Small Less than $250,000 231 acres

Large Between $250,000 and 
$500,000 1,421 acres

Very Large More than $500,000 2,086 acres

TABLE 1 .  USDA FAMILY FARM CLASSIFICATIONS

Distributors are stakeholders in the FTH 
system that handle the procurement and 
distribution of goods from producers to 
institutions; however, this relationship is 
highly mediated by institutions’ contracts 
with other stakeholders along the supply 
chain (Klein 2015). There are two main 
categories of distributors in the FTH system: 
broadline distributors (or prime vendors) and 

DISTRIBUTORS/AGGREGATORS
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wholesale produce distributors (Klein 2012). 
Distributors all offer local products, but their 
definitions of “local” varies widely (Richman 
et al. 2019).

Broadline distributors provide services 
like sourcing both food and food service 
supplies, storage and distribution. Institutions 
contract with broadline distributors because 
they can guarantee a steady supply and 
large volume of food by sourcing mass-
produced commodities through national 
and international supply streams (Klein 
2015). Most products are pre-processed and 
ready to serve, with items like pre-washed 
lettuce mixes or heat-and-serve lasagna trays 
(Klein 2015; UFoods 2017). Two broadline 
distributors, US Foods and Sysco, have come 
to dominate the market due to sole-source 
contracts with GPO (UFoods 2017).

Unlike broadline distributors who service a 
wide variety of accounts with a wide variety 
of products, wholesale produce distributors 
have a much more specific market (Klein 
2015). Produce distributors vary from small or 
medium-sized regional produce distributors, 
but may include much larger broadline 
distributors that often carry a wide variety 
of products in addition to produce (Feenstra 
et al. 2011). The perishable nature of certain 
food categories, such as dairy, bakery and 
produce, have kept these supply chains more 
regionalized than broadline distributors 
(Klein 2012). 

Although most institutional purchasing 
occurs through distributors, some small and 
mid-size producers are still interested in 
direct sales to institutions. However, many 
large institutions, including hospitals, do not 
see a direct farm-to-customer structure as 
feasible. Proponents of mid-scale food supply 
chains welcome this as an opportunity to re-
develop food infrastructure with aggregators, 
processors, and distributors that can serve 
small and mid-size farms (Klein 2012). 

One such alternative procurement pathway 
of interest for the FTH system is the 
development of a form of aggregator called a 
“food hub” (Klein 2015). Food hubs aggregate 

fresh and value-added products from small- 
and mid-scale farmers, and connect these 
producers to wholesale markets that have 
a minimum volume requirement (UFoods 
2017). They have purposefully designed their 
operations to combine alternative agrifood 
system’s social, health and environmental 
values with the industrial food system’s 
values of efficiency and standardization 
(Klein 2015).  However, there is some debate 
about how well stakeholders, like food hubs, 
can maintain their values-based operations 
as they become further integrated into 
traditional institutional supply chains 
(see Figure 1). This debate draws upon the 
experiences of the organic food movement; 
as the movement became embraced by 
large corporations, the original holistic 
practices that defined the movement became 
increasingly undermined (Klein 2015). 

GROUP PURCHASING ORGANIZATIONS 
(GPOS)

GPOs act as the intermediary, and some 
claim the gatekeeper, between hospitals 
and vendors, negotiating transactions on 
everything from gauze and CT scan machines 
to frozen peas. GPOs function on the premise 
that they can aggregate member hospitals’ 
purchasing power to obtain lower prices and 
to eliminate duplicative transaction costs 
(Klein 2015). Over 95 percent of hospitals 
are members of a GPO. The largest GPOs 
represent thousands of hospitals and health 
care sites; the two largest GPOs, Novation 
and Premier, account for 60% of the market 
(Klein 2015). While hospitals may negotiate 
purchases directly with other supply chain 
members, such as producers and distributors, 
contract terms often require that 80 to 90% 
of their procurement comes through GPO 
channels (Klein 2015). Food is a relatively 
minor part of the overall GPO contract, 
however, with good services typically 
representing less than 6% of an acute care 
facility’s expenditures (Klein 2015). 
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Farm-to-Hospital 
Resources & Relationships

 GPO supply chains for food are deeply 
rooted in the industrialized food system and 
in capitalistic norms of price competition, 
efficiency, and forces of standardization 
through adherence to quality standards such 
as Good Agricultural Practices (GAP). Since 
1987 GPO’s have been exempt from federal 
anti-kickback and antitrust regulations, with 
an intended goal of promoting GPOs ability to 
assist hospitals in negotiating with supplier. 
However, their exemption allows them to 
create sole-source contracts with broadline 
distributors, leading to consolidation in 
the supply chain (Klein 2015). Broadline 
distributors’ purchasing has typically been 
dominated by products from corporate 
food manufacturers such as Tyson, Nestle, 
Kraft and Dole. However, GPOs have begun 
responding to market trends and customer 
interests in sustainable and local foods, 
resulting in new organic product lines and 
initial steps towards creating purchasing 
agreements with local farmers. There 
remains concern of how a GPO-governed 
local food supply chain would have interject 
industrialized food system practices into an 
alternative food procurement system (Klein 
2015). 

Hospitals have significant 
purchasing power, meaning 
that small changes in 
procurement can cause large 

impacts in the FTH supply chain. A single 
hospital can have an annual food budget of $3 
million or more, and the health care system as 
a whole spends more than $12 billion on food 
and beverages annually (Klein 2012). 

Management of hospital food and nutrition 
services can either be “self-operated” (also 
referred to as “self-op” or “self-run”), where 
the hospital manages all operations, or 
contracted, where these operations are under 
the control of a food service management 
company (FSMC) like Aramark, Sodexo or Bon 
Appetit, typically with multi-year contracts. 
Self-operated hospitals are in a relatively 
similar position, often being tied to food 

HOSPITALS

purchasing contracts through GPOs, and 
consequently with the GPOs’ authorized food 
companies and food distributors. Hospitals 
report valuing their GPO membership, 
however, due to the significant cost saving 
opportunities the GPO offers them (UFoods 
2017). In any case, both self-operated 
and contracted hospitals are required to 
make purchases from specific authorized 
vendors, including broadline distributors 
like Sysco and US Foods (UFoods 2017), 
but they are also making purchases from 
produce distributors and individual vendors. 
Overall, broadline distributors and produce 
distributors are hospitals primary sources for 
food procurement, while direct purchases 
comprise a much smaller fraction of their 
purchases (Feenstra et al. 2011).

Beginning in the 1990s, food systems 
researchers began to study and report 
on barriers and facilitators to local food 
procurement by institutions (Hinrichs 
2003). Researchers have studied local food 
procurement across a range of institutional 
settings, but a review of the literature reveals 
that K-12 schools and universities have 
been the focus of the vast majority of these 
studies (Bagdonis et al. 2009). Consequently, 
mechanisms that enable and limit local 
food procurement in the farm-to-school 
framework have been articulated and are 
well understood, but local food procurement 
systems at other institutions – such as 
hospitals – are far less studied. 

The literature currently identifies three key 
elements influencing hospital procurement 
of local foods: food safety, liability insurance, 
and GPO contracts (Klein 2012; Richman et al. 
2019; Kline et al. 2016; Matts et al. 2016). Each 
of these factors can be leveraged to either 
facilitate or limit hospitals’ procurement of 
local food. 

The producers’ possession of GAP certification 
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and liability insurance can influence 
whether or not a hospital will purchase 
certain products. Because hospitals serve 
immunocompromised, disease-susceptible 
populations, many have strict rules regarding 
food safety and require producers to undergo 
on-farm audits confirming that they meet 
food safety standards (Klein 2012; Matts et al. 
2016). GAP certification, which verifies that 
“fruits and vegetables are produced, packed, 
handled, and stored as safely as possible 
to minimize risks of microbial food safety 
hazards,” is one way producers can meet 
this requirement (Agricultural Marketing 
Service and USDA 2018). A GAP certified 
producer must implement a number of on-
farm harvesting, processing, and handling 
practices in order to ensure a basic level of 
food safety and – in the event of an outbreak 
of a foodborne illness or other recall – enable 
traceability back to a product’s point of origin 
(Agricultural Marketing Service and USDA 
2018). Costs associated with GAP certification 
- including equipment upgrades, auditing and 
training expenses, as well as time investment 
- has discouraged many farms from becoming 
GAP certified, precluding them from entering 
the farm-to-hospital supply chain (Rogers 
2017). 

A number of national and local organizations, 
including the USDA and the Carolina Farm 
Stewardship Association, have mobilized 
to address this barrier by providing 
financial assistance and training to help 
farmers become GAP certified (Agricultural 
Marketing Service and USDA 2018; Kline 
et al. 2016).  Additionally, farms selling to 
hospitals are required to carry a certain 
amount of liability insurance. Liability 
insurance covers a farm in the event of a 
foodborne illness outbreak or recall. As with 
GAP certification, many farmers do not carry 
the amount of liability insurance necessary 
to afford them entrance into the farm-
to-hospital supply chain (Leighton 2017). 
Finally, when considering demand within 
this system, researchers have identified GPO 
contracts as a powerful force influencing 
hospitals’ demand for local food (Klein 2012; 
Richman et al. 2019). 

In 2011, around 6% of hospitals nationally 
had implemented a local food procurement 
program (Fitch and Santo 2016). Contributing 
to this participation is Health Care Without 
Harm’s Healthy Food in Health Care program, 
which “harnesses the purchasing power, 
expertise and the voice of the healthcare 
sector to advance the development of a 
sustainable food system” (Health Care 
Without Harm n.d.). Across the U.S. and 
Canada, over 1,000 healthcare institutions 
participate in the Healthy Food in Health 
Care program (Health Care Without Harm 
n.d.).

Stakeholders in North Carolina’s food 
system have been actively building their 
FTI efforts with the support of the Center 
for Environmental Farming Systems 
(CEFS), a partnership between North 
Carolina Agricultural and Technical State 
University, the North Carolina Department 
of Agriculture and Consumer Services, 
and North Carolina State University. They 
have led and/or partnered on FTI initiatives 
for K-12 schools, early care and education 
centers, and universities. However, CEFS has 
limited its efforts in FTH sourcing (Center for 
Environmental Farming Systems n.d.) Future 
work on FTH sourcing in North Carolina 
should build upon best practices and lessons 
learned from other FTI initiatives (Salomon 
2018). 
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