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Is Brian…

…Food insecure? 

…Nutrition insecure? 

…A “good” candidate for “food is medicine”?

How is Brian’s food situation affecting 
his health and wellbeing?



Food Insecurity 
& Chronic Disease Disparities

Development and Validity of a 2-Item Screen to

Identify Families at Risk for Food Insecurity

WHAT’S KNOWN ON THIS SUBJECT: Food insecurity (FI) in the

United States is a public health problem. FI among young children

is often invisible, because although young children who

experience FI may experience negative health and developmental

outcomes, their growth is often unaffected.

WHAT THIS STUDY ADDS: Providers need efficient methods for

identifying young children in food-insecure households to ensure

that families have access to nutrition-related services that

provide healthy food and alleviate caregiver stress. We present

here a brief, sensitive, specific, and valid FI screen.

abstract
OBJECTIVES: To develop a brief screen to identify families at risk for

food insecurity (FI) and to evaluate the sensitivity, specificity, and con-

vergent validity of the screen.

PATIENTS AND METHODS: Caregivers of children (age: birth through 3

years) from 7 urban medical centers completed the US Department of

Agriculture 18-item Household Food Security Survey (HFSS), reports of

child health, hospitalizations in their lifetime, and developmental risk. Chil-

dren were weighed and measured. An FI screen was developed on the

basis of affirmative HFSS responses among food-insecure families. Sensi-

tivity and specificity were evaluated. Convergent validity (the correspon-

dence between the FI screen and theoretically related variables) was as-

sessed with logistic regression, adjusted for covariates including study

site; the caregivers’ race/ethnicity, US-born versus immigrant status,mar-

ital status, education, and employment; history of breastfeeding; child’s

gender; and the child’s low birth weight status.

RESULTS: The sample included 30 098 families, 23% of which were

food insecure. HFSS questions 1 and 2 were most frequently endorsed

among food-insecure families (92.5% and 81.9%, respectively). An af-

firmative response to either question 1 or 2 had a sensitivity of 97% and

specificity of 83% and was associated with increased risk of reported

poor/fair child health (adjusted odds ratio [aOR]: 1.56; P� .001), hos-

pitalizations in their lifetime (aOR: 1.17; P� .001), and developmental

risk (aOR: 1.60; P� .001).

CONCLUSIONS: A 2-item FI screen was sensitive, specific, and valid

among low-income families with young children. The FI screen rapidly

identifies households at risk for FI, enabling providers to target ser-

vices that ameliorate the health and developmental consequences as-

sociated with FI. Pediatrics 2010;126:e26–e32
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Abstract

Food insecurity refers to the inability to afford enough food for an active, healthy life. Numerous studies have shown

associations between food insecurity and adverse health outcomes among children. Studies of the health effects of food

insecurity among adults are more limited and generally focus on the association between food insecurity and self-reported

disease. We therefore examined the association between food insecurity and clinical evidence of diet-sensitive chronic

disease, including hypertension, hyperlipidemia, and diabetes. Our population-based sample included 5094 poor adults

aged 18–65 y participating in the NHANES (1999–2004 waves). We estimated the association between food insecurity

(assessed by the Food Security Survey Module) and self-reported or laboratory/examination evidence of diet-sensitive

chronic disease using Poisson regression. We adjusted the models to account for differences in age, gender, race,

educational attainment, and income. Food insecurity was associated with self-reported hypertension [adjusted relative risk

(ARR) 1.20; 95% CI, 1.04–1.38] and hyperlipidemia (ARR 1.30; 95% CI, 1.09–1.55), but not diabetes (ARR 1.19; 95% CI,

0.89–1.58). Food insecurity was associated with laboratory or examination evidence of hypertension (ARR 1.21; 95% CI,

1.04–1.41) and diabetes (ARR 1.48; 95%CI, 0.94–2.32). The association with laboratory evidence of diabetes did not reach

significance in the fully adjusted model unless we used a stricter definition of food insecurity (ARR 2.42; 95% CI, 1.44–

4.08). These data show that food insecurity is associated with cardiovascular risk factors. Health policy discussions should

focus increased attention on ability to afford high-quality foods for adults with or at risk for chronic disease. J. Nutr. 140:

304–310, 2010.

Introduction

Food insecurity refers to the inability to afford nutritionally
adequate and safe foods (1). In 2008, more than 14% of all U.S.
households, 49 million people, were food insecure (2). Most
adults living in food-insecure households report being unable to
afford balanced meals, worrying about the adequacy of their
food supply, running out of food, and cutting the size of meals or
skipping meals. At the most severe levels of food insecurity,
many adults report being hungry because there was not enough
money for food and not eating for an entire day (2). Each
episode of food insecurity is generally short in duration.
However, the dietary changes associated with food insecurity
may persist over extended periods, because food-insecure

households often experience repeated food budget shortages.
On average, households that report being food insecure at some
time during the year are food insecure for 7 mo during the year
(2).

Common household responses to inadequate food supplies
include food budget adjustments, reduced food intake, and
alterations in types of food served (3–6). Dietary variety
decreases and consumption of energy-dense foods increases.
These energy-dense foods, including refined grains, added
sugars, and added saturated/trans fats, tend to be of poor
nutritional quality and less expensive calorie-for-calorie than
alternatives (7,8). U.S. adults living in food-insecure households
consume fewer weekly servings of fruits, vegetables, and dairy
and lower levels of micronutrients, including the B complex
vitamins, magnesium, iron, zinc, and calcium (5,9,10). These
dietary patterns are linked to the development of chronic
disease, including hypertension, hyperlipidemia, and diabetes
(11,12).

There have been many studies suggesting that food insecurity
among children has adverse health effects, including increased
rates of iron-deficiency anemia, acute infection, chronic illness,
and developmental and mental health problems (13–19). A

1 Supported by NIH/National Center for Research Resources/Office of the

Director University of California San Francisco-Clinical and Translational Science

Institute grant no. KL2 RR024130 and by a Hellman Family Award for Early

Career Faculty (to H.K. Seligman). The paper contents are solely the responsi-

bility of the authors and do not necessarily represent the official views of the NIH.
2 Author disclosures: H. K. Seligman, B. A. Laraia, and M. B. Kushel, no conflicts

of interest.

* To whom correspondence should be addressed. E-mail: hseligman@medsfgh.

ucsf.edu.
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Food insecurity affects:

• 13% of US households overall
• 20% of adults with diabetes
• 25% of adults with poor glycemic 

control 
• 22%-33% of households with a 

disabled adult
• Up to 70% people accessing mental 

health services



Brandt EJ, Mozaffarian D, Leung CW, Berkowitz SA, Murthy VL. Diet and Food and Nutrition Insecurity and Cardiometabolic Disease. Circulation Research. 2023/06/09 2023;132(12):1692-1706. 
doi:10.1161/CIRCRESAHA.123.322065

Figure 2. Mechanisms by which food and nutrition insecurity connect to cardiometabolic disease (CMD)



What is food 
security? 

Access by all people at 
all times to enough 
food for an active, 

healthy life.
 

-USDA Definition, 2012



What is nutrition 
security?

Nutrition security builds on 
food security by focusing on 
how the quality of our diets 

can help reduce diet-
related diseases. It also 
emphasizes equity and 
tackling long-standing 

health disparities.

-USDA Definition, 2021





Oklahoma Landscape
A primarily rural state, 
Oklahoma ranks 45th nationally for food security.

1 in 4 children 

43rd

High Blood Pressure

49th 
Fruit & Vegetable 

Consumption

Only 5% 
of OK adults with diabetes or 

hypertension meeting minimum 
of 5 fruit/veg dailyOklahoma Ranks Poorly in Nutrition-related Chronic Health Conditions

16.7% Food Insecurity Rate overall
Poor Dietary Quality

48th 
Obesity

81% of

OK SNAP customers
don’t purchase

healthy food because
it's too expensive

America's Health Rankings analysis of U.S. Department of Agriculture, Household Food Security in the United States Report Series, United Health Foundation, AmericasHealthRankings.org, accessed 2024.
https://map.feedingamerica.org/county/2022/overall/oklahoma
Whelan, L, Hartwell, M, Bell, SB Thomas, V, Huff, D., Wetherill, MS. Lifestyle Risk Factors and Chronic Disease in Oklahoma: A secondary analysis of the Behavioral Risk Factor Surveillance Survey 2017. JOSMA. 2019 October; 112(9): 349-356.

Rural areas
Urban areas



What is Social 
Policy?

vSociety's' response to social needs

vPolicies that affect the living conditions needed for 
human welfare

vPolicy approaches to the same social problem can 
vary widely, depending on the lens applied

• Health care 
• Education
• Labor (wages and work conditions)
• Food systems 
• Racism
• Same-sex marriage 
• Legalization of marijuana

Examples:





Brandt EJ, Mozaffarian D, Leung CW, Berkowitz SA, Murthy VL. Diet and Food and Nutrition Insecurity and Cardiometabolic Disease. Circulation Research. 2023/06/09 2023;132(12):1692-1706. 
doi:10.1161/CIRCRESAHA.123.322065

Figure 1. Moving from food sufficiency to nutrition security in the United States.



The origins of food is medicine began in HIV care:
Where Have We Been & Where Are We Headed?

1980’s

Wasting
Malnutrition due to poor intake, poor absorption

1990’s

Advent of HAART
Drug-induced toxicities (mitochondrial toxicities)

Improved outcomes for HIV care
Beginnings of lipodystrophy

Wasting continues

2000’s

Lipodystrophy
Wasting (not as prevalent as in 1980’s)

Malnutrition due to various factors
Drug-induced toxicities

Metabolic issues
Co-morbidities associated with aging

2010-present

Increasing emphasis on social determinants of 
health to optimize treatment outcomes and 

engagement in care

Food insecurity recognized as both a risk factor 
for and consequence of HIV

God’s Love We Deliver 
founded - 1985

Food is Medicine Coalition 
founded – early 2000’s



Big Picture: 
Food is Medicine Nationally

Food is Medicine 

Research Action Plan
1   |   Food is Medicine Research Action Plan 1   |   Food is Medicine Research Action Plan 

-

2022 – 1st Edition 2024 – 2nd Edition
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Goal of this Work:
To Disseminate Collective Learnings and Identify 
Knowledge Gaps to More Rapidly Advance Evidence-
Based Best Practices  



Food Is Medicine

• Food is Medicine interventions 
– a spectrum of programs and 
services that respond to the 
critical link between nutrition 
and health. 

•Two components:
• Provision of food that supports 

health, such as medically tailored 
meals or groceries, or food 
assistance, such as vouchers for 
produce 

• A nexus to the healthcare system

Source: Food is Medicine Research Action Plan. Aspen Institute Food & Society Program; White House National Strategy on Hunger, Nutrition, and Health 



National FIM Research To Date: 
What Do We Know?  What Are the Knowledge Gaps?

Better 
Health

Better 
Care

Lower 
Cost

Joy in 
Work

Food Security, 
Dietary Quality, 
Med adherence, 
Glycemic 
control, blood 
pressure, 
weight, mental 
health

Healthcare cost

De-prescribing 
drugs

↓ Readmission

↑ Patient 
Satisfaction

↑ Provider 
Satisfaction, 
Purpose, and 
Meaning

Bold denotes consistent findings

Big Unknowns:
• Dose
• Frequency
• Duration
• Baseline 

Patient Health 
as Effect 
Modifier

• Clinical Roles



Food is Medicine Pyramid



By Colin M. Schwartz, Alexa M. Wohrman, Emily J. Holubowich, Lisa D. Sanders, and Kevin G. Volpp

Policy Insight

What Is ‘Food Is Medicine,’ Really?
Policy Considerations On The Road
To Health Care Coverage

ABSTRACT Food Is Medicine interventions are increasingly gaining

attention from policy makers, payers, and health care professionals as a

promising approach to addressing diet-related chronic health conditions

in the health care setting, given the increasing burden and cost of these

conditions. The American Heart Association defines Food Is Medicine as

the provision of healthy food such as medically tailored meals, medically

tailored groceries, and produce prescriptions to treat or manage specific

clinical conditions in a way that is integrated with and paid for by the

health care sector. Importantly, Food Is Medicine is distinct from, yet

complementary to, food and nutrition assistance programs and

population-level healthy food policies and programs. In this article, we

discuss the importance of this distinction and the prerequisites for

successfully integrating Food Is Medicine interventions within the health

care system: a standard definition of Food Is Medicine focused on

medically tailored meals, medically tailored groceries, and produce

prescriptions; a research base showing clinical effectiveness and cost-

effectiveness; and implementation that ensures fidelity and quality.

A
fter a long history of Food Is Medi-

cine initiatives showing promise to

improve health outcomes, policy

makers, payers, and health care

professionals are considering Food

Is Medicine as a clinically effective and cost-

effective way to address diet-related chronic

health conditions in the health care setting. This

interest is largely driven by rising health care

costs and poor health outcomes. An estimated

90 percent of the $4.5 trillion annual cost of

health care in the United States is spent onmed-

ical care for chronic conditions, and for many of

these conditions, diet is a major risk factor.1 De-

spite spending the most on health care when

compared with other high-income countries,

the US ranks last on key health care outcomes.2

Unhealthy diets are linked to poor health out-

comes, which is concerning, as more than nine

in ten people in the US eat less than the recom-

mended amounts of fruit and vegetables and

consume too much sodium, saturated fat, and

calories.3–5 There is also growing recognition

that diet-related chronic conditions dispropor-

tionately affect historically underserved popula-

tions, with reduced access to healthy, safe, and

affordable food playing an important role.6

Recognizing the inextricable link between nu-

trition and health, stakeholders and policy mak-

ers areconsidering futurehealth carecoverageof

clinically effective and cost-effective food-based

interventions as an approach to improving the

treatment and management of chronic condi-

tions. An inherent challenge is that Food IsMed-

icineas ahealth care interventiondoesnothavea

standard definition. Indeed, with its rise in pop-

ularity as a concept, wehave observed stakehold-

ers defining Food Is Medicine broadly, such as

any food- or nutrition-related activity or inter-

vention that promotes health and well-being.

doi: 10.1377/hlthaff.2024.01343
HEALTH AFFAIRS 44,

NO. 4 (2025): 406–412
This open access article is
distributed in accordance with the
terms of the Creative Commons
Attribution (CC BY-NC-ND 4.0)
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Three Primary Food as Medicine Models

Fruit & 
vegetable 
voucher 

programs 

Medically-
tailored 

groceries 
(food 

pharmacies) 

Medically-
tailored 
meals 



Medically-Tailored Meals

• Fully prepared meals designed by 

a Registered Dietitian Nutritionist 

(RDN)

• Address an individual’s medical 

diagnosis, symptoms, allergies, 

medication management, and 

illness side effects



Medically-Tailored Groceries

• Distributions of unprepared foods for 

patients to prepare at home

• Includes produce, whole grains and 

legumes, and lean proteins

• All are foods considered essential to 

a healthy diet or for effective 

management of disease



Additional considerations: 
Medically-tailored groceries

Correcting gaps 
long-term

Tangible 
teaching aid



Fruit & Vegetable Vouchers

• Distributions of produce, or 

vouchers that can be redeemed for 

produce, made available to 

recipients based on a health 

condition or health risk. 





These FIM 
models only 
describe the 

what

…the who, how, 
why, and 

whether are just 
as—if not more—
important factors 

to consider



“Food is inscribed with memory, histories, 
and political meanings.”

Rebecca De Souza 
Feeding the Other: Whiteness, Privilege, 
and Neoliberal Stigma in Food Panties 



WWhhyy  II  HHaattee  RRaaiissiinnss::  NNaattaalliiee  DDiiaazz



FFoooodd  aappaarrtthheeiidd  is the 
result of intergenerational 
food systems oppression

“Systematic destruction of black 
self-determination to control 

one’s food, hyper-saturation of 
destructive foods and predatory 

marketing, and blatantly 
discriminatory corporate 

controlled food system that 
results in [communities of color] 

suffering from some of the 
highest rates of heart disease and 

diabetes of all time.”

Cooper D. What is Food Justice? Dara Cooper. http://www.daracooper.com/food-justice-blog–more/what-is-food-justice. Published 2017.



Policy Engagement 

• National, state, or city 

governmental policy 
change
• Action by a governmental 

body(s)
• Mandatory or incentivized

• Institution, department, or 
agency, and generally 
influence organizational 

practices
• Program and practices that 

are institutionalized
• Mandatory or incentivized

Big “P” Policy Engagement Little “p” Policy Engagement 

The impact of policy change is far reaching and can change systems 

and affect population health.



Focus on Food Charity
Communities Can’t Take 

Care of Themselves
Built It & They Will Come

If They Only Knew Good Food vs. Bad Food Failure to Listen

False Food Narratives for Addressing Food Access & Nutrition Disparities

While ability to 
prepare and consume 

food is required for 
food security, it is not 

the cause of food 
insecurity.

Explore, appreciate, 
elevate, and invest in 
BIPOC foodways in 
food procurement, 

distribution, and 
educational 

programming.

Actively place 
community stakeholders 
in leadership and other 

decision-making 
positions; 

Support agendas 
established by individual 

communities 
themselves.

Use food drives and 
other public-facing 

events to change the 
narrative about 
hunger and its 

causes.

Award grants to 
community partners 
operating in affected 
areas; employ BIPOC 

to design and 
implement programs.

Prioritize community 
wealth-building strategies;
Explore alternative grocery 
models (co-op and not-for-

profit grocery stores); 
Use correct term of 

food apartheid instead of 
food deserts

Taken from: Identifying and Countering White Supremacy Culture in Food Systems



Case Study Discussion

• What is the Big “P” policy at 

play here?
• How has the Big P policy 

influenced little p policy (i.e., 

programmatic decisions) of 

the food bank?



Case Study Discussion

• What stereotypes or 

damaged narrative 
frameworks are used to 

describe the “problem?”

• What food narratives appear 

in the proposed solution to 

the problem?



Case Study Discussion

• In this scenario, is the food bank an 
active or passive partner in the 
initiative?

• What little “p” policy changes could 
occur to make the program more 
equitable?

• How could the food bank work with this 
clinical partner to apply equity principles 
in the redesign of this program, or 
others like it in the future?



Food is Medicine Project Scoping Worksheet 
 
___________________________________________________________________________________________ 
Worksheet Overview: Planning is the STRONGEST predictor of success for a food is medicine initiative.  The 
selection of the food is medicine model that you plan to employ should be the LAST decision you make.  Here 
are a few questions that can help to guide you in this planning process.  You can take notes on the second page. 

 

 

What is the health problem(s) we are trying to address?  You may select food insecurity 
itself or a specific health condition, such as hypertension, depression, or diabetes. Also 
consider how many available food is medicine “champions” are available at your clinic and 
what health problem they’d be most excited to address. How does the problem affect patient 
quality of life? 

 

 

What are the specific, evidence-based ways by which food or nutrition is connected to the 
problem(s)? For example, low intake of dietary fiber contributes to high post-prandial blood 
glucose after meals. Eating at least 5 fruits and vegetables per day can reduce systolic blood 
pressure by 7 points.   Note: If you need help identifying these connections, registered dietitian 
consultants are available through the Sunflower Foundation, if needed.  

 

 

Which of the above diet-health connections represent “low hanging” fruit for behavior 
change?  Things to consider include what the patient population has indicated to you is most 
needed and culturally acceptable, the needed “dose” of the food/nutrient and what stakeholders 
are able and ready to provide, etc. 

 

 

Is there a specific “window of vulnerability” where nutrition may play a stronger role in 
shaping health outcomes for the health problem?  For example, 1-month post-hospital 
discharge and heart failure re-admissions; First 1,000 days of life (preconception, pregnancy, 
through age 2); pre-diabetes is more reversible via lifestyle change than diabetes. 

 

  

How would I describe the populations affected by the health problem?   
Helpful information includes: what % live alone (and therefore likely to prepare meals and eat 
alone), what % are meal caregivers to others, what % have a physical impairment that may 
limit their ability to prepare food from scratch, what % have a fully equipped kitchen?  What is 
the level of readiness for change within this population?  What, if anything besides food access 
and nutrition education, are barriers to nutrition change? 

 

 

Who else needs to be at the planning table? Examples of stakeholders include: intended 
beneficiaries (clients, patients, members of the affected community), those who will play a role 
in delivering the intervention (food banks, food pantries, healthcare providers, other clinic 
staff), other key players (food producers, food suppliers, payers).  Also consider, what are the 
bright spots in our community? Are there any other entities doing similar projects?     

 

 

 

 

 

Pre-implementation 
planning is vital!

• What is the health problem(s) we are 
trying to address?

• What are the specific, evidence-based 
ways by which food or nutrition is 
connected to the problems?

• Which of the above diet-health 
connections represent “low hanging” fruit 
for behavior change?

• Is there a specific “window of 
vulnerability” where nutrition may play a 
stronger role in shaping health outcomes 
for the health problem?

• How would I describe the population 
affected by the health problem?

• Who else needs to be at the planning 
table?



Oklahoma Case Example: 
NOURISH-OK



What is the NOURISH-OK study?
• NOURISH-OK stands for: Nutrition to Optimize, 

Understand, and Restore Insulin Sensitivity in 
HIV for Oklahoma 

• A 5-year, 3-part study that uses a community-
based participatory research approach 

• Funded by the National Institute of Diabetes 
and Digestive and Kidney Disease of the 
National Institutes of Health (Grant Award 
R01DK127464)

• Goal: To adapt and evaluate a community-
driven, science-informed “food as medicine” 
intervention designed to improve (reduce) 
insulin resistance through healthy food 
access, food utilization skills, and other self-
care behaviors

Lead Community Partner

Lead University

Collaborators and Consultants



NOURISH-OK 
Conceptual 
Framework

Ultimate 
Goal:

To design and 
test a FIM 
intervention 
for improving 
insulin 
sensitivity 
and chronic 
inflammation



Focus Groups that included feedback on 
curriculum and food box content

“[My picture is an] ...orange 

tree with oranges, banana, 
Salisbury steak and a 

watermelon…
I like them because they’re all 
soft and I have no teeth so 

everything I have to eat has 
to be soft now.”

“..fruit to me symbolizes 
one's ability to be able to 
eat well. Like you eat poorly 
if you live on a diet of just 
carbs, you eat okay if you 
live on a diet of carbs and 
fat, you live semi-okay if it’s 
carbs, fat, and protein, 
you’re getting better if you 
throw in some vegetables. 
But you’re doing really 
great if you can have 
everything and fruits.”

Interviews explored 
meaning of food in life



What’s in the Self-Care Curriculum?
Theme Weekly Content

Stress 
Management and 
Mind Body 
Connection

• Week 1 Exploring the Meaning of Food in My 
Life
• Week 2 Cooking and Easting with All Five 

Tastes and Senses
• Week 3 Food, Mood, Energy, and Stress 

Resiliency
• Week 4 Resiliency in the Kitchen

My Personal Food 
Story

• Week 5 Building Flavors with Spices and 
Herbs
• Week 6 Our Body’s Second Brain
• Week 7 Life in Full Color
• Week 8 Healthy Fats & Essential Proteins

Writing the Next 
Chapter of My 
Personal Food 
Story

• Week 9 Dreaming Big, Starting Small
• Week 10 Nourishment From My Inner Circle
• Week 11 Nourishment From My Community
• Week 12 Revisiting Meaning of Food in Life 

and Wrap Up

Meaning of Food in Life Domains

Arbit, N., Ruby, M., & Rozin, P. (2017, 2017/07/01/). Development and validation of the meaning of food in life questionnaire (MFLQ): 
Evidence for a new construct to explain eating behavior. Food Quality and Preference, 59, 35-45. 
https://doi.org/https://doi.org/10.1016/j.foodqual.2017.02.002

Appendix: Self Care Skills
• Self-Compassion
• Gratitude
• Mindfulness



Anti-inflammatory 
herbs and spices

1 tsp per day

Bulk dehydrated 
vegetables 

(carotenoid-rich) 
1+ oz per day

Other vegetables
½ serving per day

Beans & Lentils
1+ serving per day

Whole Grains
1+ serving per day

Fatty Fish
2+ oz. per week

Other Lean Animal 
Protein

2+ oz. per week

Cooking Staples
2-3 items monthly

Herbal, Green, Black Teas
1 per day

Self-Care Activities
1-3 items monthly

Self-Care Curriculum
12 weeks

Dehydrated Fruit
½ ounce per day

At-Home Cooking 
Supports

1-3 items monthly

Healthy Fats

Nuts & Seeds 1 oz per day





Whose voice is missing? Who is unheard? Who is not speaking? 
Who is absent and missing from the story? 

Who is not in the picture? Who is not at the table? 
Who is trying to get a seat at the table but cannot?





What concrete steps can dietitians take to support “nutrition 
equity” for the patients and communities we serve?
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Oklahoma 

Food is Medicine 

Coalition

Lauran Larson

Goals

• Establish diverse funding pathways 
for Food is Medicine    

• Expand the reach of  evidence-
informed Food is Medicine programs

• Wherever feasible, prioritize local 
food sourcing in Food is Medicine 
programs

• Foster collaboration among Food is 
Medicine stakeholders

• Collect and share impactful data 
while respecting data sovereignty

• Engage, listen to, and educate 
communities

Vision

The Oklahoma Food is Medicine 
Coalition will decrease the 
burden of nutrition related 
health conditions through 

increased, equitable access to 
food is medicine programs.

• Meets once a month via Zoom- 3rd 
Monday at 1pm (pushed back one 
week if holiday falls that day)

• Perks: Get to know existing Food is 
Medicine programs in our state, 
create partnerships, and stay up to 
date on funding opportunities

Join Here!

Senior Manager of Food and Health

405-420-6658

Lauran.Larson@HungerFreeOK.org


