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Abstract 

While individuals have always been able to recognize the influence of social factors on 

their health, and ability to attain healthcare, the healthcare industry has only recently shifted their 

attentiveness to the impacts of social determinants of health. One prevalent social determinant of 

health is food insecurity, impacting approximately 1 in 10 people in the United States (United 

States Department of Agriculture, 2019). As healthcare organizations conduct community needs 

assessments and ascertain social needs, they may find even greater prevalence of food insecurity, 

and other social risk factors in their communities, and develop something to meet these 

recognized needs. There are a few such organizations that are leading the field with programs to 

address food insecurity. This thesis aims to understand why these organizations initiated their 

programs, how the programs are set up and financed, what some of their outcomes have been, 

lessons learned in the implementation process, and what they perceive to be the key 

characteristics contributing to their success. In-depth interviews with individuals at six different 

programs seek to investigate beyond the information accessible to the public what makes these 

programs work. Community engagement, active collaborations and partnerships, leadership and 

organization support, and communication were consistently identified as factors for success. 

More nuanced, however, were the mentioning of payer-involvement and buy-in, the role of 

grants, different budgeting schemes and the costs of running a program. While the health systems 

are still collecting patient outcomes data, and continuously developing rationale for renewal and 

expansion, this study seeks to lay out extrapolatable factors for other health systems that might 

consider developing or initiating food is medicine programs. The largest takeaway for the health 

systems getting to the point they are now, and where they still plan to go was the role of 

teamwork with different stakeholders and expanding cross-sector buy-in and participation. 
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Introduction 

Diabetes is a complex population health issue; with high incidence and prevalence, a 

multitude of complications, high morbidity and mortality, requiring the attention of healthcare 

stakeholders. In 2015, diabetes was the seventh leading cause of death and, in 2014 there were 

7.2 million hospital discharges and 14.2 million emergency room visits reported with diabetes as 

any listed diagnosis (American Diabetes Association, 2018). As of 2015, 30.3 million Americans 

had diabetes, with 1.5 million new cases every year (American Diabetes Association, 2018). An 

incredibly costly disease, total costs of diagnosed diabetes in 2017 was $327 billion, $237 billion 

for direct medical costs (American Diabetes Association, 2018).  

Beyond medical diagnoses, social determinants of health contribute to the development 

and severity of diseases and individual’s health. Social determinants of health have been defined 

by the World Health Organization as “the conditions in which people are born, grow, live, work, 

and age, shaped by the distribution of money, power, and resources at global, national and local 

levels;” models have estimated social and economic factors constitute 40% of the determinants 

of length and quality of life, followed by health behaviors (30%), clinical care (20%), and 

physical environment (10%) (World Health Organization, n.d.) (Robert Wood Johnson 

Foundation, n.d.).  Social determinants can include access to quality healthcare and medications, 

health literary, discrimination, education, employment, food security, income, safe housing, and 

social support (Healthy People 2020, n.d.). Healthcare financing structures have the potential to 

support clinicians in their care for the general wellbeing of populations, facilitating a mechanism 

for attention to be paid to other nonclinical determinants of health that contribute to and impact 

patients’ existing conditions.  
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The on-going payment reform of the United States’ healthcare system can motivate this 

increase in attention to social determinants of health. The shift away from fee-for-service– 

paying providers based on volume of services provided– and towards pay-for-performance– 

reimbursing based on quality of care or value of care– has increased the prevalence of payment 

models that incorporate risk-sharing or quality measures (Halfon et al., 2014). This payment 

reform expects healthcare providers to invest in the health outcomes of patients, which 

necessarily includes nonclinical determinants of health (Burwell, 2015). 

Thus, healthcare organizations have a unique opportunity to improve the health and 

overall wellbeing of patients with diabetes. Nutrition-based interventions have been identified by 

a number of health systems as an innovative way to address the nonclinical factors affecting the 

health of diabetics. A broad title developed to describe the spectrum of nutrition interventions, 

“Food is Medicine” takes advantage of the link between food and chronic diseases (Downer, 

2019). There is substantial literature on the effectiveness of food interventions to address 

diabetes prevention: improved outcomes in the form of lower blood sugar and lower hemoglobin 

A1c (HbA1c) levels following programs that focused on diet and physical activity promotion, 

one paper cited a yield of $13,761 per quality-adjusted life year (QALY) (The Centers for 

Disease Control and Prevention, 2017). The underlying logic for diet-based prevention programs 

is the same logic for initiating diet-based treatment programs. A systematic literature review of 

interventions targeted at addressing food insecurity in healthcare settings found moderate 

increases in resource use and mixed results in change in fruit and vegetable intake, but reiterated 

the substantial lack of evidence on health outcomes or healthcare utilization outcomes due to the 

lack of outcomes evaluation of these programs (De Marchis et al., 2019).   
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This thesis is based on the assumption that if clinical effectiveness can be proven as a 

result of Food is Medicine interventions– through improved HbA1c or blood pressure– there 

may be a link to cost effectiveness from the perspective of the health system, through better 

performance on diabetes composite quality measures from HEDIS or CMS that look for 

controlled HbA1c and blood pressure in the provider’s population. This could further facilitate 

the adoption of reimbursement schemes that can incentivize additional programs that address 

social determinants of health. Some cost-effectiveness “successes” have been reported by a few 

health systems with diet-based disease management programs through return on investment and 

cost-savings, but these have not been formally or externally evaluated. Most Studies of “Food is 

Medicine” programs point to challenges with funding and sustainability. This, this study attempts 

to identify what has motivated organizations to initiate “Food is Medicine” programs for patients 

with diabetes, to suggest what program aspects should be considered for expanding and further 

evaluation. 

 

Research Question 

This study compares several programs that are at the forefront of health-system based 

Food is Medicine programs. The question to be addressed is what makes "Food is Medicine" 

programs successful, clinically and financially worthwhile. Specifically, this thesis investigates 

what elements of the programs do program sponsors consider to be effective, or contributing to 

their “success,” what prompted them to innovate in this area and maintain these programs as time 

goes on, in order to gain knowledge on where this field is and where it is going. This paper 

identifies and begins the process of cataloguing health based food programs to ascertain 

commonalities and differences. 
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Program success will be evaluated from the perspective of the health system. This will be 

unique depending on their reasoning for initiating their programs and what specifically they are 

looking at to evaluate if the programs should continue running. For some it will be clinical 

effectiveness and for others financial viability. Clinical effectiveness would demonstrate how the 

intervention addresses patients’ social determinants of health. This can align with organizational 

mission, vision, and values that often include quality and excellence in patient care. Financial 

viability is a concern for health systems so that they can continue to provide care and innovate 

new solutions to meet patient and community needs. There are several reasons health systems 

would be motivated to address the social determinants of health of their population. For one, 

non-profit healthcare organizations are required to provide community benefit to retain their non-

profit tax-free status: “the CHNA requirement offers and extraordinary promise to refocus 

‘community benefits’ spending upstream to address the social and behavioral determinants of 

health” (Stoto, 2019). Given that reimbursement policies are changing to reward health care 

providers who maintain or improve the health of at risk populations, food based health care 

programs may be an effective tool for health care providers who are at financial risk for the well 

being of their patients.  

 

Literature Review 

Food Insecurity and Diabetes 

With approximately 1 in 10 people identifying as food insecure– defined as limited 

“access to adequate food for active, healthy living [due to] lack of money and other resources”– 

the burden of this social determinant of health has been linked to challenges experienced by 

those with chronic diseases (United States Department of Agriculture, 2019). The American 
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Hospital Association (AHA) demonstrated the clinical consequences pertaining to various social 

determinants of health. In a publication specifically concerned with food insecurity, they explain 

the lack of a balanced diet increases risk of chronic disease and mental illness, emphasizing that 

when food insecurity becomes chronic it can lead to obesity and diabetes. The paper touches on 

the cyclical nature of the problem: that individuals who are food-insecure can develop chronic 

diseases, for which they cannot afford the healthcare costs or the nutritious food necessary for 

disease management, compounded by decreased employability and household income (American 

Hospital Association, 2017) (See Figure 1 from the Essential Hospitals Institute below).  

Figure 1: Food Insecurity Chronic Disease Cycle (American Hospital Association, 2017) 

 

Individuals can become entrapped by the cycle, without the ability to become food secure or 

healthy. The AHA calls on hospitals to examine the clinical and nonclinical benefits of 

strategically engaging with the food security needs of their patient populations. 

Further, researchers at the University of Connecticut studied how food insecurity 

physically impacts the body. The study found higher insulin resistance, insulin, glucose, stress 

hormones, and total cholesterol in food insecure individuals compared to food secure individuals 

(Bermúdez-Millán, 2018). Another study estimates “food insecure adults are two to three times 
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more likely to have diabetes than adults who are food-secure, even after controlling for important 

risk factors” (Lavoie, 2019).   

Screening for Food Insecurity  

There are effectual arguments for screening patients for food insecurity on the basis that 

food insecurity is both prevalent and correlated with health outcomes and can be addressed once 

identified with referrals to support services (Cuttsmd and Cook, 2017). The US Food Security 

Scale, an 18-item screening tool, has been called the gold-standard in food security screening, 

but has been critiqued due to its impracticality in clinical settings on the basis of its length. Hager 

et al. and Children’s HealthWatch took the first two questions of the 18-item screening tool and 

created what has been come to be known as the Hunger Vital Sign screening tool (Makelarski et 

al., 2017). Initially validated for use with low-income urban households with mothers of young 

children, the Hunger Vital Sign has now been validated for use in the general population (Hager 

et al., 2010) (Gunderson et al., 2017). The Hunger Vital Sign questions are: how often within the 

past 12 months “we worried whether our food would run out before we got money to buy more,” 

and “the food we bought just didn’t last and we didn’t have money to get more” (Cuttsmd and 

Cook, 2017).  

Box 1: Hunger Vital Signs in Studied Programs 

 

Food is Medicine 

Preliminary peer-reviewed research into “food is medicine” programs has been largely 

positive and suggests a correlation between nutrition interventions and clinical outcome 

measures. Two studies into medically-tailored meals found reduced inpatient admissions and 

Several of the programs interviewed in this study utilize the Hunger Vital Signs screening tool.  
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skilled nursing facility admissions, fewer emergency department visits, and lower medical 

expenditures (Berkowitz et al., 2019) (Berkowitz et al., 2018). Seligman et al (2015) found 

improved glycemic control in patients with diabetes participating in a medically-tailored food 

intervention, in addition to improved fruit and vegetable intake, self-efficacy, and medication 

adherence. Bryce et al (2017) demonstrated statistically significant improvements in HbA1C in 

patients with uncontrolled type 2 diabetes in a farmers market collaboration with a federally 

qualified health center for a fruit and vegetable prescription program. A similar study of use of 

produce prescriptions for patients with hypertension found increased consumption of fruits and 

vegetables and decreased consumption of fast food (Trapl et al., 2018). Berkowitz et al (2018) 

found fewer emergency department visits and lower medical expenditures for Medicare and 

Medicaid individuals participating in a non(-medically)-tailored food program. A population-

level health food anti-hunger intervention consisting of financial incentives for purchasing 

targeted fruits and vegetables for individuals participating in Supplemental Nutrition Assistance 

Program (SNAP) was found to increase intake of the selected targeted fruits and vegetables, and 

intake of all fruits and vegetables, and decreased intake of refined grains (Olsho et al., 2016). 

Another study of patients identified as at “acute nutritional risk and battling any life-threatening 

illness” in Philadelphia and Southern New Jersey were given three meals a day for seven days a 

week by a nonprofit (Gurvey et al., 2013). Gurvey et al (2013) compared Medicaid participants 

and Medicaid nonparticipants and found lower average monthly costs, less frequent admissions 

and shorter length of stay.  

 There is a lack out health outcome evaluation data on Food is Medicine programs. Broad 

studies on Food is Medicine call out challenges including funding, sustainability, and evaluation. 

Mozaffarian et al. (2019) specifically highlight the need for evidence on methods of program 



 11 

delivery and what type of organization should lead the program. “For all of these programs, the 

quality, reliability, and scalability will be integral to success” (Mozaffarian et al., 2019).  

COVID-19 and Food Insecurity 

 The ongoing COVID-19 pandemic is impacting vulnerable populations 

disproportionately on the basis that these individuals are at increased risk of contracting COVID-

19 and have a more difficult time as a result of unemployment and public health policies. The 

loss of earnings with weak or non-existent social supports leaves people vulnerable. Increased 

food insecurity can result in an increase in chronic conditions and worsening of existing ones, as 

people struggle to attain proper nutrition, both in the inexpensiveness of unhealthy foods and the 

lack of funds for food in general. The National Institute for Health Care Management (NIHCM) 

Foundation, in a recent survey found “nearly 40% of households now report moderate to high 

levels of food insecurity,” up from the USDA’s 2019 estimate of approximately 10% of 

households (Fitzpatrick et al., 2020). Experts are predicting a global hunger crisis as a result of 

the pandemic due to “the sudden loss in income for countless millions who were already living 

hand-to-mouth; the collapse in oil prices; widespread shortages of hard currency from tourism 

drying up; overseas workers not having earnings to send home; and ongoing problems like 

climate change, violence, population dislocations and humanitarian disasters” (Latif Dahir, 

2020). There is good reason to believe individuals with high blood pressure and poor glycemic 

control are at increased risk for severe COVID (Brody, 2020). The United Nations’ World Food 

Programme is predicting a doubling in the amount of people facing acute food insecurity in 2020 

to 265 million (Reuters, 2020).  

A study evaluating the United States’ food system’s preparedness for a pandemic 

determined the US was unprepared for the projected spike in food insecurity. The model 
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developed by Huff et al. (2015) anticipated that the number of starving people would 

dramatically increase with successive waves of a pandemic: “There are few people going 

hungry during the first wave of a severe pandemic. However, the food supply drops 

dramatically with successive waves of infection, causing a significant shortage in food 

supply and a significant increase in cumulative hunger-days and in the fraction of the 

population going hungry.” Their model was built on the epidemiology of a pandemic 

disease that has no effective intervention strategies and rapid spread (Huff et al., 2015).  

In the last month, there have been news articles reporting the challenges experienced 

by food banks during the pandemic, including a loss of volunteers, ability to stay open, and 

a dramatic rise in individuals in need (Aridi, 2020). Farmers struggling with an oversupply of 

food that would usually go to schools and restaurants are having to dispose of the excess 

produce. Some are donating as much as possible to food banks, but food banks can only accept 

so much because produce is more difficult to serve with a shortage of volunteers (Yaffe-Bellany 

and Corkery, 2020). At the same time, many places that traditionally donate food to food banks 

like casinos and restaurants have closed, and grocery stores that sometimes donate unsold food 

have less as customers buy in panic (Kulish, 2020). 

 

Methods 

Forty-one programs related to Food is Medicine and food insecurity were identified 

through literature review and internet searches. Search terms included: “hospital food insecurity 

program;” “food is medicine program;” “food prescription program;” and “food pharmacy 

program.” Additional sources for programs were the American Hospital Association website, 

with case studies on innovative health systems, and America’s Essential Hospitals, with a map of 
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hospitals that have a mechanism to address food insecurity. These programs were sorted into 

four categories food prescription programs; food delivery programs; teaching kitchen programs; 

health leads programs. Definitions for these categories can be found in Table 1. Food 

prescription and food delivery programs were deemed most relevant to the interest of this thesis. 

Food prescription programs were divided into two categories: single system food prescription or 

voucher programs and multi-provider food prescription or voucher programs. Three single 

system food prescription or voucher programs, two multi-provider food prescription or voucher 

programs, and one food delivery program were selected for deeper study and interviews (Figure 

2). The decision for deeper study based on reputation was determined by recognition by an 

American Hospital Association case study or presence of outcomes data on website.  

 

Table 1: Food is Medicine Program Category Definitions 

Food Prescription 

Programs 

These programs are referral-based programs for patients that qualify 

either based on medical diagnosis or food insecurity where patients are 

given a financial coupon for them to self-select healthy qualifying food. 

Food Delivery 

Programs 

These programs can be medically-tailored or not and can either be 

prepared meals or uncooked food delivered to his/her home if the patient 

is referred to the program by his/her provider. 

Teaching Kitchen 

Programs 

These programs offer patients free cooking classes to learn how to eat 

healthier or manage their conditions better. 

Health Leads 
These programs use volunteers to connect patients with food or housing 

resources based on physician referral to the program. 
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Figure 2: Program Selection Process 

 

 

Interview questions aimed to understand (1) program initiation, goals, and motivations; 

(2) implementation and structuring; (3) challenges faced and results collected; and (4) lessons 

learned, how they define success, and where the program is going. Some additional program-

specific questions were asked. These questions can be found in Table 2. After the interviews 

were complete, each program contact was emailed to ask how their program is being impacted 

by COVID-19. All direct quotes found in the results section are from the interviews.  

Table 2: Interview Guide 

Program 

Initiation 

1a. How and why did your department decide to initiate this program? 

1b. What problem were you trying to solve? 

1c. Where did you get this idea from?  

1d. How do you determine where to open sites? 

Implementation  
2a. How did you gather partners (public and private health systems, public 

health agencies, community organization, and supermarket chain)?  

Food	is	Medicine

Food	Prescription	
Programs

Single	System

Geisinger

ProMedica

Allegheny	Health	
Network

Multi	Provider

WA	DOH

DC	Greens

Food	Delivery	
Programs

Food	Delivery	
Programs Eskenazi	Health

Teaching	Kitchen	
Programs

Health	Leads
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2b. How did you align and maintain alignment of priorities?  

2c. What did structural operations look like (the day-to-day logistics)? 

2d. What did the budgeting and finances look like for the program? 

Challenges and 

Results  

3a. What problems did you encounter? How did you solve/address them? 

3b. What outcome have you seen? How are you defining 

success/continuation of the program?  

Lessons Learned 

and Program’s 

Future 

4a. What characteristics do you think made the program work this way? 

4b. What do you think the key takeaways from this project are? 

4c. Where is the program now? It was planned to run through December 

2019, what has outcomes data demonstrated now? Are you planning on 

publishing another paper on the outcomes? 

4d. What does program future and sustainability look like? 

Geisinger 

5. How does having a health plan attached to Geisinger factor into program 

operations and successes? You mentioned some of the health plan staff 

being repurposed for positions with the Fresh Food Farmacy, but I 

wondered how else the health plan factors in, especially with regard to ROI 

and program success. 

ProMedica 
5. Can you speak to the connection between ProMedica and Paramount 

Insurance? 

WA DOH 

5a. How did variation in implementation partners affect the project 

(number of prescriptions, encounter types, frequency of encounters, 

partners that discontinued distributing prescriptions)? 

5b. You mention in the paper that 2 partners had better redemption rates 

than the others, why do you think this is? Did you notice any other 

differences? 

DC Greens 
5. Can you speak to the partnerships with DC Medicaid and DC DOH and 

their involvement? 
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Results 

Geisinger’s Fresh Food Farmacy 

Geisinger is a nonprofit health system serving central Pennsylvania and southern New 

Jersey. They have fourteen hospitals and 186 outpatient facilities.  

Program Characteristics 

Geisinger conducted a community health needs assessment and saw rates of chronic 

diseases, especially type 2 diabetes, food insecurity, and poverty on the rise. In some 

communities, 30-60 percent of its patients are affected by food insecurity. This prompted them to 

ask if there might be a synergistic relationship between diabetes and food insecurity, and they 

believed it was. They believe in the “power of prevention” and looked into some of the various 

Food Is Medicine approaches. They recognized that they had the skillset and the healthcare 

provision, but they lacked the provision of food. Some of the staff had been volunteering with a 

school to fill backpacks with Central Pennsylvania Food Bank, and one of Geisinger’s physicians 

noticed they were filling the backpacks with fruit roll-ups and cereal bars and was concerned 

with the provision of unhealthy food. This prompted a conversation with Central Pennsylvania 

Food Bank about what their mission is, to provide food for every person, and Geisinger’s 

mission, to meet the health needs of our community, and they saw an opportunity for alignment. 

Central Pennsylvania Food Bank also believes in the “power of prevention” and the impact of 

food on wellbeing. Geisinger piloted the program with type 2 diabetes because of how 

responsive the condition is to diet, and they selected Shamokin to be the first site because there 

was an open space in the facility where they could build the food farmacy. They already had 

community health workers and case managers, but they operated in a siloed way. Collaborating 

with the food bank put it all under one roof to provide wraparound services for patients.  



 17 

Implementation  

Maintaining alignment of priorities with partners is a continued evolution. Geisinger 

incorporates subject matter experts because they believe they can be better together than in silos. 

Continuous communication is key: they have monthly meetings and keep each other informed. 

Geisinger’s Fresh Food Farmacy program screens for food insecurity and screens for type 2 

diabetes with out of control HbA1c.   

Participants partake in fifteen hours of group classes and have access to a care team. They 

receive two healthy meals for the entire household five days a week. A patient checks-in and 

behind the check-in is a board of all the available food items. The pantry manager interacts with 

the patients and provides some health and nutrition education. For instance, if there is a healthy 

food item that patients may have never had or do not know how to cook, the pantry manager will 

encourage them to try it. There is a registered dietician who helps develop diabetes appropriate 

meals, but ultimately the patient selects from the food bank what he/she would like. There is a 

registered nurse health manager who helps with medication regimens and health education, 

working to close any care gaps. The community health assistant works to remove additional 

barriers the patient may be facing, like medication affordability, housing security, and 

transportation needs. Patients come in once a week and pick up food for themselves and their 

household. The decision to include patients’ households was based on the rationale that (1) they 

can’t expect the patient to cook different food for themselves and not their family and (2) food is 

the least expensive part of the program–approximately $1 per person per day. Beyond the two 

meals for five days of the week, patients also pick out monthly staples like oatmeal and peanut 

butter. The interviewee compared it to smoking cessation: “we can encourage a person to stop 

smoking and they can do well during the workday, but if they return home to a household that 
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smokes, they will be triggered and have trouble quitting. It also develops social support system 

for when we’re not there with the patient.” 

Funding for the program stems predominantly from grants and philanthropy, but the 

intention is to convince payers to make it a covered benefit, to treat it like a prescription drug. 

There has been some traction, but Geisinger needs externally evaluated outcomes to make the 

argument convincing. They have partnered with MIT to do a randomized control trial of the 

program and are three-quarters of the way into the study. In the meantime, to estimate ROI, they 

are using what has been shown in the literature about a one point reduction in A1c corresponding 

to an $8000-$12000 savings per member per month in healthcare costs. Geisinger’s reported 

results online mention a greater than 40% decrease in risk of death or serious complications, 

HbA1c levels dropped an average of 2.1 percentage points, which is more than the average 

difference from medication usage (Fineberg, 2018). They saw an 80% drop in costs for pilot 

patients and an estimated reduction of $240,000 per member to $48,000 per member per year 

(Fineberg, 2018). Geisinger also reports informal “patient improvements in mood, increased 

confidence to manage their chronic conditions, improved testing and monitoring of their health 

metrics and overall closure of healthcare gaps, such as diabetic eye exams and diabetics foot 

exams, among others” (Geisinger, n.d.). Most of program costs are the same as standard of care 

for traditional diabetes management, healthy food averages a cost of about $6 per week, and 

additional ancillary costs. The cost of food is reduced by donations from their food bank partner. 

They repurposed positions with Geisinger Health Plan to serve the roles needed for the FFF, and 

Shamokin had a designated space that was repurposed for the program, but the new locations 

pose new financial factors like rent. 
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Results 

Some challenges the Fresh Food Farmacy has faced include low enrollment when they 

first started. Patients thought it was too good to be true that a health system would give them free 

food without asking anything in return. They responded by reinforcing why they were there and 

evaluated how they were presenting ourselves: “It is not a Geisinger program it is a community 

program, and we’re here as partners.” Another problem they continue to face is food sourcing. 

Weather conditions impact the amount of fresh food available. For instance, last summer they 

had a wet season, so it was hard to get fresh produce. Through collaboration and respect for their 

partners, Geisinger and partners continue to talk through this challenge and problem solve 

together. Currently, to address the problem they have provided canned and frozen food to fill 

some of the gaps, while still prioritizing fresh produce. Another difficult challenge is as they 

have gained momentum, they have gotten too many referrals. The medically-tailored nature of 

the program is a priority, so they cannot help everyone who is referred. For those referred to their 

program that they cannot help, Geisinger looked at their data and referred them to local 

resources.  

One unique feature to Geisinger is that they are housed within an integrated care system 

with Geisinger Health Plan. This has been helpful with location determination, enrollment, and 

data tracking. For the locations, they were able to evaluate the needs in their geographic areas to 

locate peak areas, so that they could meet the most need. “With enrollment, it was definitely 

integral because we were able to build our food insecurity screening question as part of the 

nurses rooming tool at the clinic [questions the nurses ask patients when they are seen]. Allowing 

us to easily have data on what patients are eligible for the program. And the data aspect has been 

super helpful in not only seeing those clinical improvements via our electronic medical record, 
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but also seeing cost claims savings of our patients.” Being connected to Geisinger Health Plan, 

the ROI is clear because they can see the claims cost of a patient with Geisinger insurance prior 

to the program and see costs reduce after that same patient’s clinical measures improve by 

working the program. 

Program’s Current State and Sustainability 

When asked what a key factor to their success is, collaboration was emphasized. All the 

resources put to use in the Fresh Food Farmacy already existed, but in silos, so they combined 

them under a shared mission and vision. The other key characteristic mentioned is adaptability to 

changing needs. They’re open to taking on challenges and new potential opportunities, like other 

conditions. Best practices identified include collecting thoughts and ideas from everyone, 

especially patients and the community. The Fresh Food Farmacy team asks patients how they 

can make the program more meaningful for him/her. For instance, they have had some patients 

go through the trainer curriculum, so they can lead the self-management classes. This was 

effective for patients who felt they now had someone they could relate to. The self-management 

classes work as a support system within the program, where patients can hold each other 

accountable. The other best practice identified was utilizing existing resources in innovative and 

nontraditional ways. Looking to the future of the Fresh Food Farmacy, they have recently opened 

two new sites, one in another rural area and one in an urban area. They are navigating the unique 

cultures, sensitivities, and diet considerations for each location, and embracing the new 

opportunity. They are completing the MIT study in the coming months to hopefully demonstrate 

the value of this program to other payers.  
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COVID-19 

 Geisinger has shifted typical operations of their Fresh Food Farmacy in an effort to 

respond to COVID-19 and continue to meet the needs of their patients. To minimize frequency 

of patients visits to the clinic to help them stay sheltered at home, they changed distribution to 

supply two weeks of food per visit, given curbside with no contact, so patients can safely visit 

the site every other week. Further, Geisinger has instituted no contact delivery for patients with 

transportation challenges. To maintain patient-choice of food items, they are calling patients the 

day prior to their scheduled food pickup time to capture their order via phone. Geisinger has also 

shifted care team interactions– with patients’ assigned registered nurse, registered dietician, 

certified health coach, and community health associate– to be conducted over the phone, in order 

to preserve the supportive aspects of their program.  

 

ProMedica’s Food Clinic 

ProMedica is a nonprofit health system in northwest Ohio and southeast Michigan. They 

have thirteen hospitals, four ambulatory surgery centers, and 400+ post-acute facilities.  

Program Characteristics 

In ProMedica’s community health needs assessment process, they identified food 

insecurity as a serious health concern for their population; however, this was aligned with their 

longstanding concern for obesity and hunger as a health issue (American Hospital Association, 

2017). In addition to several other food insecurity interventions, ProMedica established three 

food pharmacies. The idea for the food pharmacies came from the Boston Medical Center model. 

Through understanding the connection between food insecurity and transportation barriers, 

ProMedica decided to open the food pharmacies near the primary care offices where the patients 



 22 

receive a referral to go to the food pharmacy. Their first location was opened near one of their 

large medical office buildings, and to meet the needs of more of their Medicaid patients, they 

spread to two additional locations.  

Box 2: Boston Medical Center Food is Medicine Model 

 

Implementation 

ProMedica’s largest partner is the Seagate Food Bank, with whom they already had 

partnerships. Additional partners were identified by their advocacy team that had roots in the 

community to identify organizations that wanted to address obesity and hunger. ProMedica’s 

philanthropic team had foundation work that was the catalyst for their Bay location, and they had 

existing foundation donors that were community partner agencies. Alignment of priorities is 

maintained through intense communication. The ProMedica team often presents at community 

meetings or organizational meetings to cultivate relationships. The advocacy team is a big part of 

this, sharing communication both internally and externally. They make an effort to share good 

news, outcomes, how success is being measured, volume and need, and the impact they are 

having. 

Providers refer patients based on screening for food insecurity using the Children’s 

HealthWatch Hunger Vital Sign screening tool. Patients visit the food pharmacy once a month 

Boston Medical Center (BMC) began their Food is Medicine program in 2001 for underweight 
pediatric patients. Now the program provides food prescriptions for patients at their emergency 
department and 20+ clinics after being screened for food insecurity. Patients can visit their food 
pantry twice a month and receive three to four days’ worth of food. The food pantry manager 
makes a note in their medical file when they visit to inform their referring physician that the 
patient is using the resource and to remind patients about upcoming medical visits. Food is 

donated by the Greater Boston Food Bank. BMC has additional elements including a teaching 
kitchen and a roof garden to teach patients how to cook nutritious meals and to serve patients 

fresh produce (American Hospital Association, 2017).  
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and can receive two to three days of food for their household (American Hospital Association, 

2017). Patients can request a new referral after the six months “if they still need it” (American 

Hospital Association, 2017). Two diet technicians check patients in and help them shop, in 

addition to volunteers that help patients shop. ProMedica serves about 50-60 households per day, 

so volunteer support is a huge component. Middle management and upper level leadership will 

pick up a shift and volunteer at the food pharmacies in addition to community volunteers: “It’s a 

community problem, so we’re working together. We have ongoing community partnerships, and 

it’s spreading by word of mouth.”  

The expenses of the program are three full-time-equivalents and one part time staff 

member. The budget is staff heavy because they have low supply costs. Ninety percent of the 

food is donated from the food bank. Some of their costs are offset by the foundation, and 

community foundations, and volunteers are not paid, which makes their program affordable.  

Results  

One challenge they have faced is greater volume than they have the capacity to enroll. 

The interviewees were specific to say this is not necessarily a bad challenge: “It demonstrates the 

need for a bigger solution.” They are considering different staffing models for sustainability. 

Presently, they are working on a pilot study with Paramount Insurance. Paramount members get 

referrals from outside physician groups to use their food pharmacy services, and ProMedica is 

paid by Paramount per member per month. They are hoping to take this connection to other 

payers. As challenges arise, the ProMedica team addresses them with ongoing conversations and 

maintaining good relationships.  

Reported by the American Hospital Association case study, ProMedica screened more 

than 57,200 patients in 2016 for food insecurity. Forty-nine percent of the patients that screened 
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positive used their referrals at the food pharmacies (American Hospital Association, 2017). 

“ProMedica calculated a 3 percent decline in emergency department usage, 53 percent reduction 

in readmission rates and a 4 percent increase in primary care visits after screening [for Medicaid 

patients]” (American Hospital Association, 2017). Other outcomes from the food pharmacy 

programs include general decreases in healthcare utilization rates; decreases in per member per 

month insurance costs; decreases in admission and readmission rates; decrease in emergency 

department use; and better use of healthcare. Because ProMedica has EMR documentation, they 

can close the referral loop. They inform providers that the patient used the service, allowing for 

an open dialogue with the patients and the providers to improve coordination and 

communication.  

Program’s Current State and Sustainability 

One of the identified key characteristics for ProMedica’s success is buy-in from the 

organization. They have champions who see the value in screening and referral and volunteer at 

the food pharmacies. They receive positive feedback from providers, patients, and volunteers. 

The CFO Randy Oostra is strong believer in healthcare reform and social determinants. Other 

important best practices include screening to determine community need, identifying and 

cultivating community partnerships, being aware of needs internally. The interviewees reiterated 

the importance of having provider champions and support from the top. 

COVID-19 

ProMedica is continuing to offer much-needed food through program during COVID-19, 

with a few changes to the shopping process. They switched over to a phone process where 

patients call once they arrive at the food clinic to place their food preferences over the phone. 

The food clinic staff packs the food bags and brings them out to the patient at their car or cab at 
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the entrance of the building. Patients are still able to come pick up the same amount of food as 

they normally would, but they are not able to physically come in and shop. So far, they have had 

success with this model, and it adheres to the social distancing recommendations. Further they 

have limited the number of volunteers at the food clinic and have increased PPE to include 

masks, eye protection, and gloves for staff that are serving patients. 

 

Allegheny Health Network’s Healthy Food Center 

Allegheny Health Network (AHN) is a nonprofit health system with eight hospitals and 

200+ primary and specialty care practices located in Pittsburgh and Western Pennsylvania 

region. 

Program Characteristics  

Allegheny has a Center for Inclusion House that develops community needs programs for 

socially marginalized populations. They saw food insecurity in Allegheny county was stagnant, 

with about one in seven individuals being food insecure. They wanted to find a way to address 

food insecurity at the front end, rather than address it at the back end with traditional medical 

care. Allegheny came up with the idea for their “Healthy Food Center” program by looking at 

similar models–– ProMedica, Geisinger, and Boston Medical Center–– and conducting market 

research. Their program is primarily based on ProMedica’s model due to the program’s 

incorporation with the EPIC electronic medical record system to track patients’ food insecurity 

status based on their screening. It is a food pharmacy where referred patients can receive 

nutritious food and nutrition counselling. Allegheny conducted an informal community needs 

assessment with a diabetes center, using the “Hunger Vital Signs” screening tool to screen 

patients for two months. They saw a substantial amount of people were food insecure and 



 26 

determined food insecurity was a serious issue that needed to be addressed. Following the 

informal needs assessment, they sought out hospital leadership to gain support. They determined 

the location for the first food center by establishing that the largest need was on the north side of 

Pittsburgh and based on the space for the center at Allegheny General West Penn hospital. In the 

beginning of 2020, Allegheny opened a second Healthy Food Center at Allegheny General 

Hospital.  

Implementation  

Allegheny calls their community partnerships the “secret sauce” to their program: “We 

recognize that we can’t do this on our own. We need community partners.” Their food bank 

partner, Green Grocer, had already established services and work in the county, and are leaders 

in addressing food insecurity. Green Grocer had a wellness team that assessed the inventory, saw 

the importance of fresh produce, believed in the food is medicine model, and denied certain 

unhealthy food donations. Allegheny and Green Grocer aligned in views and goals, they both 

saw the perpetuation of food insecurity and poor health that is connected to unhealthy foods. 

Allegheny additionally partners with Food Bucks, which provides $30 food prescription 

vouchers for patients that qualify for SNAPS to spend at farmers’ markets and Green Grocer 

locations. They also partner with Gateway Health, an insurance company, to provide kitchen and 

cooking utensils for their patients, like can openers, frying pans, and Tupperware, and Allegheny 

takes referrals from Gateway Health’s case management team. Allegheny partners with 

Travelers’ Aid to provide Lyft or Uber transportation for patients to get to the food centers, in 

addition to bus passes.  

At each location, there is one project manager and one diet technician. When a patient 

comes for their first time, they receive the patient’s intake form, and ask if they have cooking 
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equipment at home, if they have any specific condition-related diet, if they qualify for SNAP), 

and weigh them. After showing the patient around the center, the individual can select the dry 

and nonperishable items they would like. For freezer items, the staff get them for patients. 

Patients receive a two to three-day supply of food. The referral allows the patient to receive food 

once per month for six months, and the referral can be renewed (Allegheny Health Network, 

2020).  

Financing for the program stems from AHN’s Center for Inclusion House. They have an 

HIV clinic that received a large grant, the Ryan White Clinic grant, and the food centers meet the 

qualifications to use part of this grant. They have some additional grant funding. Allegheny pays 

for certain foods, but the produce is donated from the food bank. Both sites have been donated, 

so the program’s expenses are staffing and food. In looking to the future, they are applying for 

additional grants to improve sustainability.  

Results 

Allegheny has identified and responded to challenges, specifically learning about the 

additional needs of individual patients and the community. They identified a transportation need 

when patients would skip two to three months after their first visit. This led to the partnership 

with Travelers’ Aid Pittsburgh. The partnership with Gateway Health came about after 

Allegheny learned patients lacked cooking utensils at the West Penn food center location. When 

patients come to the food center, they tell staff about other social determinants issues they are 

facing. For instance, a patient informed them that her electricity was going to be turned off, 

Allegheny referred her to community programs that address other social needs. Another lesson 

learned in the implementation process was educating providers and staff in order to get patients 

referred. The program originally had only outpatient referrals and is now working on increasing 
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inpatient referrals. Thrive18, a community organization, sends community health workers on the 

north side of Pittsburgh to knock on individuals’ doors to ask them what their social needs are. 

They found one of the top three needs identified was food insecurity, so AHN established a 

referral network with Thrive18 to meaningfully meet the needs of their population.  

AHN is defining the success of their program by number of enrollees: from April 2018 to 

present day, they have 520 patients that have completed referrals, from providers, insurance, and 

community organizations. For AHN patients, they can track labs and trends in HbA1c and blood 

pressure, but they are not drawing causal conclusions. They are hoping that their EPIC and 

informatics teams will be able to collect enough data as time goes on to see the full picture and 

impact of the Healthy Food Centers.  

Program’s Current State and Sustainability 

When asked what they think makes their program successful, the interviewees spoke to 

patients’ perception of the food bank as a medication because the referral comes from workers. It 

is important that they build rapport with their patients, to understand their needs. Allegheny sees 

the added value of their one-on-one nutrition counselling to empower patients by not just 

offering access to healthy food, but also education and support. AHN feels the integration with 

the EMR will be important to see health outcomes and be able to make the connection between 

the food centers and patients’ health. The last two key factors for success they reiterated were 

their community partnerships and continuous follow-up with their patients. As Allegheny looks 

to the future, they hope to see added benefit and success of their new location at Allegheny 

General Hospital.  
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COVID-19 

AHN’s Healthy Food Network has adjusted operations to protect patients and staff from 

COVID-19. They have implemented deliveries to patients that are unable to get to the food 

centers. They have started pre-bagging and taking orders over the phone so when the patient 

arrives they can limit contact. 

 

Washington State Department of Health’s Fruit and Vegetable Prescription Program 

Washington State Department of Health (DOH) created a fruit and vegetable prescription 

program and published a study on lessons learned from their variety of implementation methods.  

Program Characteristics 

The Washington State Department of Health (DOH) identified a need for increase in fruit 

and vegetable consumption for utilizers of the United States Department of Agriculture (USDA) 

Supplemental Nutrition Assistance Program (SNAP). The Department of Health applied to a 

Food Insecurity Nutrition Incentive (FINI) grant under the USDA for 2014-2015 with three 

programs, one of which was the prescription program, inspired by a healthcare organization in 

the area that had their own prescription program with a large grocery chain. The program 

consists of providing eligible low-income patients in clinics and community settings with a $10 

voucher redeemable for qualifying fruits and vegetables at any of the 169 participating 

supermarkets, with the number of prescriptions given varying across implementation partners 

(Marcinkevage, Auvinen, and Nambuthiri, 2019). For some implementation partners, patients 

give one voucher per visit and other partners give one to two vouchers per week depending on 

family size (Marcinkevage, Auvinen, and Nambuthiri, 2019).  As the program has gone on, the 

aim of increasing fruit and vegetable consumption has expanded to see the program as a food 
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insecurity intervention for healthcare partners. As implementation partners have begun to see the 

program’s impact on their patients, anecdotally and not formally evaluated, their perception has 

shifted to consider the program an intervention for food insecurity.  

Implementation 

Selection of partners was done to encompass wide representation. The grocery chain 

partner was already involved in a food system roundtable at the state level and had worked with 

non-profits on anti-hunger programs. For the FINI grant, there was a dollar for dollar cost 

sharing requirement, so for every dollar the federal government provided, there had to be some 

sort of local or state cash or in-kind contribution, so the grocery chain contributed to this. The 

system that provided the idea for the prescription program with a voucher program of their own 

was easy to incorporate into this project and another health system was also easily incorporated. 

Additionally, there were SNAP-Ed programs, organizations with nutrition education, at the local 

level that were working on a Health Outcomes Project that were brought in as partners.  

Financing for the program currently consists of DOH paying for the vouchers that are 

redeemed at the grocery stores (around an estimated $400,000 worth), as well as DOH staff-time 

related to the project and other program costs like voucher translations (estimated $40,000). 

Previously, they covered costs through the USDA FINI grant, but now they are covered under 

state funding. The grocery chain prints the vouchers, and uses staff time to run monthly reports; 

however, DOH only pays them for the vouchers that are redeemed. Clinics are not paid for their 

time to administer the program. Due to the expansive group of partners, there were variations in 

implementation and results. Some partners did one-on-one counseling, while some had group 

implementation, and still others used Community Health Advocates. Mentioned in the paper 
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published on the program, two partners consistently had redemption rates greater than 50%, 

compared to across all partners, overall redemption rates measured 33.9% or higher.  

Results 

Other outcomes include that $154,810 in fruit and vegetable prescriptions were redeemed 

during the study period (Marcinkevage, Auvinen, and Nambuthiri, 2019). Participants were 

surveyed and 88.2% reported “eating more fruits and vegetables than previously as a result of the 

prescription” (Marcinkevage, Auvinen, and Nambuthiri, 2019). Participants reported the 

vouchers were easy to use and that their home was less likely to run out of food (Marcinkevage, 

Auvinen, and Nambuthiri, 2019). A surprising result was that the program resulted in patients 

keeping their appointments with better frequency. “It was like the vouchers acted as incentives, 

[not just for healthier food consumption], but for broader healthcare goals.” Additional best 

practices mentioned in the paper include identifying high-need patients for the program helped 

connect these patients with additional services, program uptake was improved by working in the 

community, and eliminating administrative burden made implementation easier (Marcinkevage, 

Auvinen, and Nambuthiri, 2019). The program was not without challenges, however. Capturing 

complete data was difficult due to an inability to ensure protocol was kept at every grocery store 

and due to occasional issues scanning the vouchers. This was addressed by some local healthcare 

partners doing proactive work with the stores in their area to prevent these issues. The DOH kept 

a log of complaints from providers. 

Program’s Current State and Sustainability 

The program is still running and around April 2019, they received additional funding 

through state appropriations of $2.5 million to keep the program running through June 2020. 

They may apply to other grants in the future, but the goal is to incorporate this model into more 
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sustainable larger department work. Ideally, they want insurance companies to see the value in 

this program and take on some of the funding. One of the key components to success, mentioned 

both in the paper and in the interview, is program flexibility. The wide representation in 

implementation partners demonstrated the adaptability of this program into a variety of settings, 

but success ultimately came from partners’ flexibility in incorporation of the prescription 

program into existing practice and care delivery.  

COVID-19 

This flexibility was mentioned again when asking how the programs have been impacted 

by COVID-19: “I think one thing that is apparent with how our program is set up, and in the 

context of this pandemic, is that some flexibility has been key. E.g., if patients aren’t able to 

make appointments because of COVID-19 issues, then they can receive the vouchers in the mail” 

(Email communication with Alyssa Auvinen). Additionally, partners are leveraging remote 

services and telemedicine to keep appointments with their patients. There are hopes that the 

move to telehealth services will have a lasting impact with support from national programs, like 

Chronic Disease Self-Management and Diabetes Prevention Program, for moving to tele-

services. One of their health care partners is a dialysis clinic, and COVID-19 has not impacted 

their prescription program since the dialysis patients have to go into clinic each week. One 

concerning potential impact is that they expect an increase in the number of food insecure 

patients over the coming months. The already limited funding for vouchers and corresponding 

number of patients that can be enrolled entails difficult decisions for healthcare partners as they 

implement the program, this is made even more challenging as these partners are seeing a 

growing need during COVID-19.  
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Box 3: COVID-19 and Food Insecurity in the Seattle Area 

 

DC Greens’ ProduceRx 

DC Greens is a nonprofit organization that works to align stakeholders to improve food 

education, access, and policy in Washington, DC (DC Greens, 2017).  

Program Characteristics  

DC Greens developed their ProduceRx program in 2010 to address food insecurity in 

Ward 8 in DC. The program began out of a partnership with Wholesome Wave, a national 

organization working on food insecurity. It was based on evidence in the literature on the link 

between chronic disease and nutrition. DC Greens’ long-term goal is to advance the Food is 

Medicine agenda, not just food insecurity. They would like to see Food is Medicine imbedded 

into the health system by gaining support from Medicaid.  

Implementation  

Partnerships arose out of advocacy work with Produce Plus, another DC Greens program. 

Produce plus is a voucher program for individuals that receive federal benefits to spend $10 

twice a week on produce at farmers’ markets. ProduceRx partners with healthcare organizations 

to address food insecurity in chronically ill patients. For the first five years, the program was 

focused on farmers’ markets. Patients took part in wellness classes for group interventions, and 

they received prescriptions to go to farmers’ markets to redeem. In 2018, they partnered with a 

grocery store to make the program fit a year-round model. In 2019, they kept the farmers’ market 

model in operation, but they are now shifting completely to the grocery store model. Partners 

In an interview conducted by the New York Times, the director of public policy and advocacy at 
an independent food bank in Seattle, reported that her food bank had estimated Washington State 
had gone from “800,000 people struggling to put food on the table to 1.6 million since the 
outbreak began” (Kulish, 2020).  
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were found in spaces where organizations tend to be in tension, fighting for the same funding. 

DC Greens came together with these traditionally competing organizations to re-strategize and 

work together. Other partnerships were made through introductions by other organizations they 

were working with. DC Greens was introduced to AmeriHealth, a managed care organization, 

that has access to claims data, and they were introduced to the grocery store to move the grocery 

store model into action. 

In navigating partner relationships, DC Greens keeps their vision at the forefront, to 

imbed ProduceRx into the health system. When they are introduced to new opportunities for 

partners, they ask if the partnership aligns with their vision. If not, DC Greens will decide to pass 

on the opportunity, in the interest of their resources being prioritized towards their vision. With 

existing partners, they may have different priorities. The grocery store’s priority is to assess if 

this ProduceRx is financially beneficial to them in the interest of establishing relationships with 

the Ward 8 community. As they see a benefit, they will continue to provide resources. 

AmeriHealth’s priority is their investment in their members, so they will analyze the cost benefit 

of ProduceRx. This helps DC Greens as they give access to claims data to see the benefits of the 

program to health outcomes.  

  Operations for the ProduceRx program consist of relationship building, development of a 

robust evaluation process, and addressing any issues that arise. DC Greens works with six clinics 

in DC. The clinics identify patients eligible for enrollment in the program. Patients get a $20 

voucher weekly or two $20 vouchers every two weeks to use at the grocery store.  

Program funding comes from DC Department of Health, foundation money, the 

American Health Association, and a FINI grant from USDA. In 2018, the majority of DC 

Greens’ revenue was from government grants followed by donations (DC Greens, 2018).  



 35 

Results 

A challenge in implementation of the program is the variation in capacity of the clinics. 

Some clinics are well set-up to invest in this program, while other lack enough staff, impacting 

enrollment levels. There are not equal numbers of AmeriHealth members at each clinic. Clinic 

selection was done by identifying those with high numbers of AmeriHealth members. This was 

determined to not be an effective method for program set-up because the clinic with the most 

AmeriHealth members had the least resources to invest in enrollment, so they moved very 

slowly. To address this, DC Greens decided to include clinics with an interest in ProduceRx that 

had some AmeriHealth members. 

Outcomes evaluation of ProduceRx is still in process, but some outcomes from the 

grocery store have been shared with DC Greens. They have seen 20% new customers, an 

increased in produce sales, and a decrease in junk food sales. Other outcomes data they have 

collected include 74% of enrolled participants go to the grocery store once, and 93% of these 

participants visit again. This demonstrates to them that people need and want this program. 

ProduceRx provides these individuals with a solution that maintains their autonomy and 

empowers them. 

Program’s Current State and Sustainability 

DC Greens is measuring their program’s success based on the increase in interest in 

ProduceRx, Food is Medicine, and their vision in recent years. They have seen foundation 

interest and increases in government funding, so there is financial investment in their program. 

DC Greens is are aware of four organizations, including DC Greens, that are creating robust 

evaluations to support the rationale for these types of programs. DC Greens’ partners are putting 

in resources and manpower to support and improve community wellbeing.  
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Looking to the future for ProduceRx, DC Greens is working to establish partnerships 

with other managed care organizations. They made the shift to only using the grocery store 

model in order to develop a robust evaluation with outcomes data. The shift was made based on 

participants’ comments and feedback: farmers markets are not year round and the grocery store 

model aligns with their vision, to meet individuals’ needs on a year round basis. 

 

Eskenazi Health’s Meals on Wheels Partnership 

Eskenazi Health is Indiana’s largest safety-net hospital with eleven outpatient health 

centers and one hospital in Indianapolis (American Hospital Association, 2017).  

Program Characteristics  

Eskenazi Health developed a partnership with Meals on Wheels (MOW) to provide 

nutritious food to food insecure patients after receiving a grant to address the needs of their 

senior population, specifically getting the proper nutrients and staying healthy. The partnership 

was established in hope it would improve the health of their elderly patients by bringing the food 

to them and allowing them to select the meals they want to eat. The idea came from one of their 

physicians. Eskenazi Health wanted to improve elderly nutrition, and felt if patients were 

empowered with the ability to select their own meals, the program could reduce food waste and 

improve consumption.  

Implementation  

The partnership with MOW was easy to establish as the organization is involved in many 

other grant-funded projects. Eskenazi Group Embrace oncology patients participate in the meal 

delivery program along with Senior Care Eskenazi, and a group from Healthy Homes, a state 

government program. Alignment across partners is maintained by frequent communication on 
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issues such as system structuring, operation’s functioning, and enhancements with the app 

component to the program.  

The program provides once per week delivery of frozen meals, different from MOW 

traditional hot food delivery. Patients can either receive 15 weeks of traditional hot daily food 

delivery and 15 weeks of once per week frozen delivery, or 30 weeks of frozen meals. The 

frozen meal has an app component with 18 different meal options so patients can make their own 

food selections. This was based on the theory that if patients make their own food selection, they 

will be more likely to eat it. 

Expense for the program consist mainly of staffing of researchers, coordinators, and 

dieticians, and meals. The only source of funding is the Eskenazi Grant for Meals at Home.  

Results 

A challenge Eskenazi has had to overcome in running the program is when patients move 

and do not inform Eskenazi or MOW. They resolve this issue by reaching out to social workers 

or patients’ contacts to find them and determine what their situation is. They have not collected 

health data to determine the program’s clinical effect, but they are measuring success with 

patient satisfaction responses. There is an intention to conduct a retrospective study, but this is 

made complicated by some of the patients not being Eskenazi patients, so they lack a way to 

track their health outcomes.  

Program’s Current State and Sustainability 

When asked what has contributed to program success, the interviewee highlighted the 

individualized, flexible, and personable nature of the program. They utilize follow-up to address 

any issues that may arise including, trouble with the app, trouble with using a phone, or if their 

receiving too much food for them to eat. Additional important factors mentioned were 
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collaborating partners, clearly defined roles and communication. The grant is for two years, and 

at the end of that time, Eskenazi health will determine if positive results warrant an extension.  

 

Analysis and Discussion 

The clearest manners in which the programs differ is in what they provide for patients 

and what their expenses are. Offerings for patients range from two meals five days a week, two 

to three days of food once a month, a $10 voucher given once per visit or one to two times a 

week depending on family size, a $20 voucher once a week, and 30 weeks of one meal per day. 

Some of these interventions appear minor when considering the problem of food insecurity, and 

it is reasonable to question what sustainable impact a small intervention can make, but 

conclusive evaluations cannot be made without outcome data. There can be reasonable doubt that 

a small change in amount of food consumption will impact health outcomes if the programs were 

to collect evaluation data. The variation in offerings should consider the geographic differences 

in the programs, with higher cost of living in cities than in rural areas. The programs’ offerings 

also differed with respect to target population and program goal. Only one of the programs 

targets patients with uncontrolled diabetes, while a different program piloted with a diabetic 

population and then implemented the full program with their general food insecure population. 

This variance from what has been indicated in the literature about diabetes being susceptible to 

diet-related interventions begs the question why the majority of the programs studied were more 

general in nature.  

Amount of funding and unique program expenses should also be considered when 

recognizing the differences in amount of food or vouchers given. The two main costs of every 

program are food and staffing. For some programs the food is almost entirely donated and 
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staffing is the largest expense, while for others food is their biggest expense. Some programs 

have a large volunteer component in their programs when it comes to staffing the food centers, 

and so have a smaller staff expense of two to three full time equivalents. One could hypothesize 

that the variation in program expenses bears consequence on exactly how much the program can 

afford to offer: there may be a tradeoff of amount of food or vouchers given and number of 

patients able to be served. 

In terms of ways the programs were similar, there are several themes that arose that were 

frequently spoken to as components for success. 

(1) Community engagement—Multiple programs spoke to the level of rapport garnered with 

the population they were serving. Some brought it up as a challenge they faced in 

informing the community about the program and engaging with individuals to enroll in 

the program. Others highlighted community engagement as a means to ensure the 

program is impactful and meaningful for those it is intended to help. Some programs used 

a survey to determine patient perspectives, while others spoke to the relationships 

developed between staff members and patients, where patients experience the freedom to 

discuss their opinions of the program and share other challenges they may be facing.  

(2) Active collaborations and partnerships—In the same vein as the previous theme, many 

programs spoke about the importance of community partners in the operation of the 

program. For all of the programs, the largest partnership is with the organization that 

provides the majority of the food. For the single-system programs the largest partner is a 

local food bank, which is critical to providing the food necessary for the food clinics and 

food farmacies. For the multi-provider programs, this same role was filled by a local 

grocery store, or chain of stores. For the meal-delivery program, Meals on Wheels is the 
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largest partner. Every program interviewed underscored the importance of partnerships, 

emphasizing the necessity of cross-sector collaborations to meet these nonclinical needs 

of patients.  

(3) Role of Payers—All of the single system programs and one of the multi-provider 

programs have a payer partnership. Two of the single system programs have an in-house 

payer that supports their operations, while the third single system and one of the multi-

provider programs have an external partnership with an insurance company. These 

partnerships are an exchange of funding or donations in for enrolling their patients. 

Payers that recognize the role of social determinants of health have an incentive to see 

reduced food insecurity in their patients. Reduced food insecurity can mean improved 

health outcomes and lower health costs, although as mentioned previously none of the 

programs have formally evaluated health outcomes data to prove this theory. Many of the 

programs spoke about their intentions of developing evaluation data in order to initiate 

additional payer partnerships.    

(4) Sources of funding—Five out of the six programs interviewed identified grants as a 

source of funding, and four programs identified philanthropy as a source of funding, with 

three identifying grants and philanthropy to be their main sources of funding. The one 

that was slightly different was one of the multi-provider programs which identified state 

funding as the main source due to the insufficiency of grant funding. When discussing 

program financing, most programs mentioned the challenge of sustainability, and the 

intention to seek other sources. As mentioned above, engaging in additional payer 

partnerships was highlighted as one way to make program financing more sustainable.  
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(5) Use of a Screening Tool—Two of the single-system programs use the validated Hunger 

Vital Signs screening tool to screen patients for food insecurity, while the third single-

system program noted that they screened patients for both food insecurity and 

uncontrolled diabetes, but they did not identify what screening tool they use. Other 

programs determine enrollment eligibility based on income or physician referral. While 

only one of the programs is tailored to a specific condition, every program has a 

mechanism of targeting the intervention to patients that will be impacted by it, or that 

they anticipate the program to make a difference for. This is consistent with the literature 

that argue for screening for food insecurity: that the problem is prevalent, correlated with 

health outcomes, and can be addressed with interventions (Cuttsmd and Cook, 2017).  

 

Limitations and Conclusion 

Limitations 

The study has a number of limitations, including the small number of programs 

interviewed and studied, and the fact that the search might have missed other types of food 

insecurity programs. Selection of programs prioritized food prescription models, but there are 

other tailored and untailored meal-delivery and food-delivery programs recognized as Food is 

Medicine interventions (Downer et al., 2019). Unstudied programs may have had robust 

evaluation data or they may have been terminated due to ineffectiveness; thus, there could be 

evidence that contradicts the conclusions this study draws. That being said, the themes discussed 

and early lessons learned from implementation can still be beneficial to the field and any 

organizations considering initiating a food insecurity intervention. Selection of some of the 

interviewed programs was reinforced in the interview with Allegheny, in which the individuals 
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interviewed confirmed they had researched ProMedica and Geisinger’s programs when 

developing their own. Additionally, the consistent themes discussed in the interviews also 

strengthens the findings of this thesis.  

Another limitation is that only 1-3 people were interviewed at each organization. There 

likely would have been different perspectives if there had been additional interviews. In future, it 

would be interesting to add the perspectives of collaboration partners and patients in the 

programs. Discovery of people to interview mainly by emailing the contact on the program 

webpage, and in some cases, was then given the contact information for the person that 

individual thought was best suited to inform the thesis.  

 The scope of the project shifted midway: the initial focus was intended to be programs 

that address food insecurity or use a food prescription program to address diabetes management, 

on account to diabetes’ receptiveness to diet interventions. Once the list of programs was 

constructed, there were few programs specific to diabetes. At this point, it was determined that 

programs that contained some form of food prescription or food delivery were still related the 

food insecurity portion of the scope.  

Conclusions 

There are three key conclusions as a result of the study findings.  

(1) Despite the existence of food-based programs initiated by healthcare providers, 

there is a dearth of data available to evaluate these programs. The various 

implementation methods, intervention offerings, budgeting models, and partner 

involvement cannot be substantively compared because there is a glaring gap in outcomes 
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data. The effectiveness of health systems innovating to address food insecurity cannot be 

assessed without this, and additional stakeholders, like payers, will be difficult to involve 

without evidence that food prescriptions or meal deliveries improve health outcomes. The 

other potential concern with the lack of evaluation data is that if these programs were to 

measure outcomes, whether they would notice an impact. The intensity of intervention 

varied, with some programs offering a minimal amount of food, so that there is 

reasonable skepticism that the intervention would not have substantial impact on health 

outcomes, or substantial impact in the long-term. Discussed in further depth below, this 

lack of evaluation data from the programs studied does not invalidate what has been 

indicated in the literature about the effectiveness of nutrition interventions for disease 

management because only one of the programs was targeted to a specific condition. 

Evidence developed by the programs studied would be helpful in supporting food 

prescriptions as a mechanism to address food insecurity as a social determinant of health, 

more so than a disease-management program.  

(2) Partnerships appear to be key to initiation, implementation, and sustainability. 

Health systems require partners in the food industry to operate Food is Medicine 

programs. Without the partnering food banks, grocery chains, and nonprofits, the 

programs would not have been initiated. These food industry partners, for some of the 

programs, were the source of the program’s start, and for others, they would not have the 

funds to offer food prescriptions without the food donations. Looking to the sustainability 

of these programs, the food industry partners are not the only needed collaborators. 

Mozaffarian et al. (2019) identifies payers as necessary partners for the longevity of Food 

is Medicine programs: “For full scale implementation and effect, such interventions will 
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need to be integrated into large private and public insurance programs.” This is consistent 

with the discussions with several of the programs that identified current payer partners 

and intentions to establish additional payer partners as a priority. This conclusion is 

logical because healthcare providers specialize in providing clinical care. Their 

recognition of the importance of nonclinical factors for good health leads them to 

establish cross-sectoral collaborations to meet needs that they themselves lack the skills 

or supplies to address.  

(3) The existence of these program seems to depend on leadership. Consistently in the 

interviews, communication, mission, and vision were highlighted as critical for program 

success. Additionally, one of the programs emphasized their leadership champions that 

bolster their program. These concepts are familiar to healthcare organizational theory that 

recognize these variables as important to success of large organizations and small 

program implementation (Burns, Bradley, and Weiner, 2011). Maintaining organizational 

mission and program-specific vision are important to reinforcing the reasoning behind the 

program. It ensures team members are aligned, not just vertically but horizontally across 

partnerships. Frequent and open communication is necessary to address issues or 

challenges that may come up, but it also supports morale to communicate and celebrate 

program victories. Finally, having leadership champions allows the program to be a 

priority in the organization and promotes investment by other member when they 

recognize the importance of the program to their leaders. The example given by one of 

the programs that leaders in their organization volunteer at the food center is an excellent 

example of management-by-walking-around which motivates other individuals to 

volunteer or support the program (Burns, Bradley, and Weiner, 2011).  
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This thesis should not be taken to indicate that Food is Medicine programs are ineffectual or 

that organizations should stop intervening to address food insecurity or social determinants of 

health. Studies consistently demonstrate the effect of social determinants on health and the 

necessity of healthcare stakeholders to address these needs. The lack of evaluation data, lack of 

specificity towards diabetes, and small size of intervention (a few days’ worth of food), indicates 

weaknesses in some of the programs studied. The literature suggests a positive response of food 

interventions on diabetes outcomes and for years has called out the need for formal evaluations 

of nutrition intervention programs on health outcomes, but the programs studied have either not 

incorporated these recommendations into their programs or they are still in the process. This 

thesis cannot determine whether visiting once a week to get 2-3 days’ worth of food, receiving a 

$20 voucher once a week, or having one frozen meal per day delivered for one month is most 

effective because we lack data to compare them on. The programs studied are either too new to 

offer substantial information or have a different goal than this study sought. Programs such as 

these and other Food is Medicine interventions should continue to be studied, implemented, and 

evaluated because the underlying theories supporting Food is Medicine and social determinants 

of health are still valid. Innovating in this space is commendable, but there is still a long way to 

go to meaningfully understand the role stakeholders can play to effectively address social 

determinants of health. The themes identified, both the consistent challenges and consistent 

sources for “success,” are still relevant and valuable. They are consistent with literature that 

supports the use of screening tools, involvement of payers, community and partner engagement, 

and organization theories on management. Food is Medicine is a growing field, and as program 

complete external evaluations, program-to-program comparisons can be made.  
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Appendix: Names and Titles of Interviewees 

Geisinger Fresh Food Farmacy:   

• Michelle Passaretti, Senior Director of Innovations Catalysts for Change Operations 

Team 

• Alicia Beachy, Associate Project Manager 

ProMedica Food Clinic 

• Linda Chambers, Associate Vice President Rehabilitation Services and SDOH Clinical 

Integration 

• Chloe Plummer, ProMedica Dietician 

Allegheny Health Network Healthy Food Center 

• Colleen Ereditario, Senior Healthy Food Center Manager. 

• Alyssa Picone, Healthy Food Center Manager 

Washington State Department of Health Fruit and Vegetable Prescription Program 

• Jessica Marcinkevage, DOH staff and Lead Researcher 

• Susmitha Nambuthiri, DOH staff and Lead Researcher 

• Alyssa Auvinen, DOH staff and Lead Researcher 

DC Greens ProduceRx 

• Nosheen Hayat, ProduceRx Coordinator 

Eskenazi Health Meals on Wheels Partnership 

• Barbara Amerman, Outpatient Clinical Dietitian  


