When you hear the term “Food is
. Medicine” what other words come to
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How is Brian’s food situation affecting
his health and wellbeing?

Is Brian...
...Food insecure?
...Nutrition insecure?
...A “good” candidate for “food is medicine”?




Food Insecurity
& Chronic Disease Disparities

i An update to this article is i
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Abstract

Food insecurity refers o the inabily 1o aford enough food for an active, heathy e, Numerous studies have shown

food

disease. We food

disease, incuding hypertension, hyperpideria, and disbetes. Our populaton based samgie incuded 5094 poor adus

aged 16-65 y pariipating i the NHANES (1998-2004 waves. We estimated the association between food insecurity

assossod by the Food Sacurty Survey Modull and solf-roportad o laboratorylaxamination avidonce of diet sansitve

ehvoric disease using Poisson regression. We adjusted the mogels 1o account fo diferences in age, gender, race,
"

(ARR 1.20; 95% C1, 1.04-1.38] and hyperipidernia (ARR 1.30; 95% I, 1.09-1.55), bt not iabetes (ARR 1.19; 95% CI,

089158

21:95% I

1.04-1.41) and dabotas (AR 1.43;959% C1,0.94-2.32).The assocation with laboratory evidence of daberesdid ot reach

signficance in the

% Ol 1.84-

408

3. Nut, 140

304-310,2010.

Introduction

Food insecurity refers to the inabilit to afford nurritionally
adequate and safe foods (1). In 2008, more than 14% of all LS.
Householde 49 millon people were food imecure 2) Most
adults living in food-insecure houscholds report being unable to
ford balanced meals, worrying ahout the adeqncy of her
food supply,running out of food, and cutting the size of meals or
skipping meals. At the most severe levels of food insccurity,
‘many adults report being hungry because there was not enough

for food and not eating for an entire day (2). Each

of food insccurity is generally short i duration.
However, the dietary changes associated with food insecurity
may persist over extended periods, because food-insecure

Supportd ty NINatonal Conter for Aeseach FsourcesOffce of the
Diector Unvesity of Clfama San Francisco-Clnca s Tiansbtonal Sience
Instiu gran no KL2 RRO24130) snd by 3 Hollman Family Award for Eary
Coroer Facuty 15 HX. Solgmanl. Th paper contonts s scisy 1 raspons-

houscholds often experience repeated food budget shortages.
od

time during the year are food insccure for 7 mo during the year
2).

‘Common household responses to inadequate food supplics
inlade food budger adusments, reduced food ik, and
of

nutritional quality and less
lemativs (7,5, US. ats g i foodnse
fewer weekly serings o fuit, vegable, &

andTower levls of micromuients, nclding the B
vitamins, magnesium, iron, zing, and calcium (5,9,10). These
dictary patterns are linked to the development of chronic
disease, including hypercension, hyperlipidemia, and diabetes
(11,12,

© Autnordisclosures:H K. Salgman, 6.4 Lvaa nd M. 8. Kughol noconfcts
of merost

st

among children has adverse health effects, including increased
rates of iron-deficiency anemia, acure infection, chronic illness,
and developmental and mental health problems (13-19). A

002:3166108 5300 © 2010 American Socityfor atron.
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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

Development and Validity of a 2-ltem Screen to
Identify Families at Risk for Food Insecurity

WHAT'S KNOWN ON THIS SUBJECT: Food insecurity (Fl) 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 Fl screen

AUTHORS: Erin R Hager, PhD.2 Anna M. Quigg, MA >
Maureen M. Black, PhD, Sharon M. Coleman, MS, MPH
Timothy Heeren, PhD.* Ruth Rose-~Jacabs, SGD.? Jofin T
Cook, PhD.¢ Stephanie A. Ettinger de Cuba, MPH Patrick
H.Gasey, MD,* Mariana Chilton, PhD, Diana B. Cutts, MD*
Alan ¥ Meyers, MD, MPH. and Deborah A Frank, MD*
“Department o Peditrics, University of Maryland School of
Medicine,Baltimore, Maryland: Department of Psychology
University o Maryland Baitimore County, Batimore, Maryiand:
“Data Goordinating Gente, Boston University School of Publc
Heath, Boston, Massachusetts, “Departmert of Pecatric

Boton Unversy Shoo o M Bason Moot

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:tem Household Food secunty Survey (HFSS), reports of

hild health, risk.Cf

dren were weighed and measured n lseren vas devempea on the

Sciences,Litie Rock Arkansas; Department o Health

e
Pediatris, Honnepin Gounty Medical Conter, Minneagolis,
Minnesata

KEY W

foud insecurity, screening tools, nutrition, hid development
hunger

ABBREVIATIONS
Fi—food insecurty

HESS—Household Food Security Survey
PEDS—Parents’ Evaluation of Developmentsl Status

The authors take publi responsibiltyfor the content. Al

basis of families. Sensi-
tivity and specificity were evaluated. Convergent validity (the correspon-
dence between the Fl screen and theoretically related variables) was as-
sessed with logiti regression admsten for covariates including study

and design o analysis and interpretation f the data, draftng,
or revision of content and approval of the final versio.

e peciatics org/cgdoi/ 10.1542/peds 20083146

a0

. mar-
mal Status, education, and emmuymem msmw of breasteeding; 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 foodinsecure 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 [a0R]: 1.56; P< 001), hos-
pitalizations in their lifetime (20R- 1.17; P < 001), and developmental
risk (aOR: 1.60; P < 001).

CONCLUSIONS: A 2item FI screen was sensitive, specific, and valid
among low-income families with young ohildren. 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 Fl. Pediatrics 2010;126:¢26-¢32
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The Hunger Vital Sign™ identifies househalds as being at risk for food
insecurity if they answer that either or both of the following two statements is
‘often true’ or 'sometimes true’ (vs. ‘never true’);

“ Within the past 12 months we worried whether our

food would run out before we got money to buy more.”

" Within the past 12 months the food we bought just
didn't last and we didn't have money to get more."




Maternial deprivation: inequitable
Food and nutritional insecurity ) <g=——jp| _"¢S0UrCe distribution, poor built

¥ environment, low health education,
systemic racism and sexism

~

Maladaptive eating, including
Low quality food binge eating, cyclic calorie
options and intake intake, low quality/caloric
dense foods

1T =

A

Promotion of
health behaviors (e.g. smoking)

7

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

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




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 45t nationally for food security.

ﬁii ii 81% o

OK SNAP customers

S o O * x don’t purchase
w w w healthy food because

it's too expensive )

Oklahoma Ranks Poorly in Nutrition-related Chronic Health Conditions

43 48th
High Blood Pressure Obesity

v~ Rural areas
| Urban areas

Poor Dietary Quality

49t
Fruit & Vegetable
Consumption

Only 5%
of OK adults with diabetes or

hypertension meeting minimum
of 5 fruit/veg daily

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.



What is Social
Policy?

s*Society's' response to social needs

*»Policies that affect the living conditions needed for
human welfare

*»*Policy approaches to the same social problem can
vary widely, depending on the lens applied

Examples:

e Health care

e Education

* Labor (wages and work conditions)
* Food systems

* Racism

e Same-sex marriage

e Legalization of marijuana



IMPROVING THE COLLECTION OF

Social Determinants of Health (SDOH)
Data with ICD-10-CM Z Codes

What Are SDOH & N

i N
Whit Are Z Codus? Why Collect Them?

A aaL

SD0H-related Z codes range from ICD-10-CM SDOH ara the conditions in the anvirenmant Collacting SDOH can improve equity in health care delivery

categones Z55-785 and are used to documant where people are born, live, learn, work, play, and research by

SDOH data {e.g., housing, food insecurity, lack warship, and age that affect a wide range of

of transportation) health, functioning, and | |

Z cades refer 1o factors Influsncing 5 % quality-of-lfe outcomes Empowaring providers Identifying community and

health status or reasons for contact - and risks’ to idantify and address ‘ population nears

with health services that are not — The World Health health disparities (e.g., care Monitoring SDOH

classifisble elsewhere as diseases, Organization (WHC) coordination and refarals) intervention effectiveness for

injuries, or axternal causes estimates that SDOH Supporting quality patient cutcomes

Using Z Codes for SDOH S S | mesemsnent - Utiizing data to advocate for

Supporting planning and updating and creating new
implamentation of social policies

naeds interventions

SDOH infarmation can be collected before,
during, or after a heatth cane encounter through
structured health risk assessments and
screaning tools

@ These codes should be assigned anly when the
documentation specifies that the patient has an

SDOH information can be collected through
parson-provider interaction or self-reported, as
long as it is signed-off on and incorporated into
the medical record by a clinician or provider

It 1s iImportant to screen for
SDOH information at each

ICD-10-CM Z Codes Update

Mew SDOH Z codes may become effective each April 1
and October 1. Mew codes are announced prior to their

aasm;wd problem or risk factor that influences health care Qfl'tcm.lntsr to effective date on CDC website
the patient's haalth undarstand circumstances : o

@ Coding professionals may utilze documentation that may have changad in Use the CDC National Centar for Health Statistics [CD-10-
St accial armation Ao social Werers, the patient's status a C Browser tool to search for all tha current Z codes.,
community health workers, cass managers, or Jain the public process for SDDH code deuelopmem
Awises, § v docurematicn’s hekxded n e (CD-10.CM Cooreination and
official medical record o TN IEN

' Heafthy Peaple 2030 “\Word Health Organizatian

go.cms.gov/OMH
Far Cuastions Contact: The CMS Health Equity Techical Assistancs Pregram | 1G0-10-Ci Official Gudslines for Coding ard Raporing FY 2024




tability of nutnitious food

Utilization of nutritious food

Accessibility to and affordability of nutritious food

Availability of food

Eiadilh ———
< e Food sufficienc Food securit Nutritional securit
Disparities 2 - X

Dietary qualit
® yq Y

Disease management

Disease prevention

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

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




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

Lipodystrophy
Wasting (not as prevalent as in 1980’s)
Malnutrition due to various factors
Drug-induced toxicities
Wasting Metabolic issues

Malnutrition due to poor intake, poor absorption Co-morbidities associated with aging
®

God’s Love We Deliver Food is Medicine Coalition
founded - 1985 founded - early 2000’s

1980’s 1990’s 2010-present

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

Drug-induced toxicities (mitochondrial toxicities) .
engagement in care

Improved outcomes for HIV care
Beginnings of lipodystroph
g g. P ] ySTropny Food insecurity recognized as both a risk factor
Wasting continues for and consequence of HIV




Big Picture:
Food is Medicine Nationally

2022 — 1st Edition 2024 — 2nd Edition

FOOD&SOCIETY FOOD&SOCIETY

. aspen institute
@ aspen institute

e
Goal of this Work:

To Disseminate Collective Learnings and ldentify
Knowledge Gaps to More Rapidly Advance Evidence-
Based Best Practices

y = .-: al ‘4‘-; V
K ‘F. B .

Food is Medicine
Research Action Plan

Annual Number of PubMed indexed articles containing
'Food as medicine' or 'Food is medicine’

Relative Search interest (RSI) in Food as Medicine and Food is Medicine
from Google Trends

2021

RSI (0-100)

Google search trends (2014-2024)




Food Is Medici
Pillar 2—Integrate Nutrition and Health: Prioritize the role of nutrition and O O S e I C I n e

food security in overall health—including disease prevention and
management—and ensure that our health care system addresses the nutrition
needs of all peaple.

A. Provide greater access to nutrition scrvices fo better prevent, manage, and treat dict-related

osmen. - Food is Medicine interventions
e s R e o —a spectrum of programs and
services that respond to the

critical link between nutrition
and health.

¢ Expand Medicare and Medicaid beneficiaries’ access to “food is medicine™
interventions. “Food is medicine™ interventions—including medically tailored meals and
groceries as well as produce prescriptions (fruit and vegetable prescriptions or vouchers

provided by medical professionals for people with dict-related discases or food
insecurity )—can cffectively treat or prevent diet-related health conditions and reduce
food insccurity,”” The Biden-Harris Administration supports legislation to create a pilot

-Two components:
initiative in Medicaid, where HHS Centers for Medicare & Medicaid Scrvices (CMS) « Provision of food that su ppo rts

expeniencing diet-related health conditions. This proposal butlds on a demonsiration

will provide authonity for states to test Medicaid coverage of additional nutrition services,

and supports using Medicaid section 1115 demonstration projects, HHS CMS will also health, such as medically tailored
issuc guidance on how states can use section 1115 demonstrations to test the expansion of meals or g roceries , Or food

coverage for these interventions. .
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?

Food Security, ¢ Readmission
Dietary Quality, : .
Med adherence, + Patient Big Unknowns:
Glyien:igl 4 Satisfaction * Dose
control, bloo
pressure, * Frequency
weight, mental e Duration
health .
* Baseline

Healthcare cost 2 Provider Patient Health
D i Satisfaction, as Effect

e-prescribing Purpose, and .ce
drugs Meaning Modifier

* Clinical Roles

Bold denotes consistent findings



Food is Medicine Pyramid

o MEDICALLY TAILORED MEALS

HUNGER * FREE
OKLAHOMA

MEDICALLY TAILORED GROCERIES

P TREATMENT

e -
U OKLAHOMA

§ PIOCAMN OF WINGER IREE On

) {28
(\!’ DOUBLE UP =
PRODUCE PRESCRIPTION PROGRAMS

T ————— T ——————————

NUTRITION SECURITY PROGRAMS (SNAP, WIC, SCHOOL MEALS)

NOILYONA3 ANV ON) T3SNNOD NOILIMLNAN

POPULATION-LEVEL HEALTHY FOOD POLICIES AND PROGRAMS

PREVENTION

Updated and odapted from Food is Medicine Massochusetts (hetps:foodsmedicinema org/food-is-mediane-interventions)




By Colin M. Schwartz, Alexa M. Wohrman, Emily J. Holubowich, Lisa D. Sanders, and Kevin G. Volpp
DOI: 10.1377/hlthaff.2024.01343
HEALTH AFFAIRS 44,
NO. 4 (2025): 406-412

This open access article is

POLICY INSIGHT

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

license.

Colin M. Schwartz (colin . . . . L.
schwartz@heart.org). ABSTRACT Food Is Medicine interventions are increasingly gaining

@,:‘:;:ETUTE"C"55"“5“”"' attention from policy makers, payers, and health care professionals as a
' promising approach to addressing diet-related chronic health conditions
:‘:r: r;s"u":';""’;:"H':?;;:fuﬂn in the health care setting, given the increasing burden and cost of these
Beach, California. conditions. The American Heart Association defines Food Is Medicine as
Emil N the provision of healthy food such as medically tailored meals, medically
mily J. Holubowich, American . . ., ¢
Heart Association, tailored groceries, and produce prescriptions to treat or manage specific
Washington, D.C. clinical conditions in a way that is integrated with and paid for by the

Clinicians, advocates,
researchers, and
policy makers should

Lisa D. Sanders, American
Heart Association, Atlanta,
Georgia.

Kevin G. Volpp, University of

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
di the importance of this distinction and the prerequisites for

3 phia,
Pennsylvania.

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.

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 on med-
ical care for chronic conditions, and for many of
these conditions, diet is a major risk factor.! De-
spite spending the most on health care when
d with other high-i countries,

the US ranks last on key health care outcomes.?
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-

HEALTH AFFAIRS APRIL 2025 44:4

mended amounts of fruit and vegetables and
consume too much sodium, saturated fat, and
calories.” 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.®
Recognizing the inextricable link between nu-
trition and health, stakeholders and policy mak-
ers are considering future health care coverage of
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 Is Med-
icine as a health care intervention does not have a
standard definition. Indeed, with its rise in pop-
ularity as a concept, we have 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.

Dowaloaded fom HeslthAffis.org on Apeil 07, 2025
(Copyrigh Projet HOPE— The People-t-People Heth Foundation. nc.

adopt a standard
definition of Food Is
Medicine that is
focused on medically
tailored meals,
medically tailored
groceries, and produce
prescriptions.




Three Primary Food as Medicine Models




Medically-Tailored Meals

 Fully prepared meals designed by
a Registered Dietitian Nutritionist
(RDN)

» Address an individual’s medical
diagnosis, symptoms, allergies,
medication management, and
iliness 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 ‘ Tangible:
long-term 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.




Food is Medicine Project Scoping Worksheet

(e.g., food pharmacy)

r_ ) S
' }g @
Medically-tailored Meals Medically-tailored Groceries Vouchers

_|_(e.g., produce prescription)

*Note: dose will be diluted if
assistance is not based on
household size, which will
typically result in meals being
shared with household members

and micro-nutrient needs (67%
100% daily needs)

Nutritionally-balanced for macro-

1-2 weeks’ worth of food per month
(sometimes designed to cover “SNAP

gap’)

Definition Fully-prepared meals designed by | Unprepared foods for patients to Clinic-based distributions of
a Registered Dietitian Nutritionist | prepare at home, with or without vouchers to patients based
(RDN) that address an individual's | cocking tools and/or recipes designed | on a health condition or
medical diagnosis, symptoms, to introduce patients to new diet or health risk that can be
allergies, medication increase consumption of therapeutic redeemed for produce.
management, and illness side diet.
effects.
Program Effort High Moderate Low
(Labor, Coordination)
Patient Effort Low Moderate to High Moderate to High
(Time, Energy)
Type of Food Ready to eat meals and snacks Fruit, vegetables, whole grains, Fruits; Vegetables
beans/lentils, low-fat dairy or dairy
alternatives, lean proteins, low-sodium
herbs/spices, no sugar added
beverages, nutrition "boosters” (e.g.,
ground flaxseed)
Typical "Dose” Large Moderate to Low Moderate to Low

1-2 daily servings of fruit or
vegetable

Distribution Model

Assumptions

Delivered to patient’s home or
picked up at designated site

delivery or be able to pick up
meals AND will eat the meal

Patients will be at home to accept

Distributed at clinic, at designated food
pantry provider, or via home delivery

Patients will pick up AND prepare AND
eat the food

Redeemed at on-site clinic
farmer’s market or other
designated partner site(s)
Patients will redeem the
vouchers AND prepare AND
eat the food




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






Food apartheid 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.

This Land Is
Not Your Land

A brief history of the US
government appropriating
farmiand from people of color

1783: The United States, newly victorious
i the Revolutionary War, begine to prass for
ownership of and access to Indigenous lands,
ultimataly seizing 15 billion acres avar the
next contury.

830: The Indian Removal Act allows the
DOvernment to seize the lands of Native peo-
Pl in the East and South in exc

River, The Trad of Tears scon follows.

048: The lower Rio Grande Valley becomes
part of the US, Angios begin squatting on the
Tand of Mexican subsistence ranchers, who
eventually forfeit Uveir holdings

18621 Congress passes the first Homestsad
Act, afawing cltizens to claim 360 scres in ex-
change for a small fee. Homastasders dispos.
sast Native Americans of 246 mithon acres In
the Waest. Nearly a quarter of today's Ameri-
cans arw related ta people who acquived land
theough thase laws,

1B63: Maj Genoral Sherman issues Special
Fiald Ordars, No, 15, providing thousands of
Black Americans with 40-acre plots of till-
abie land. Part of & set of wartime Geclarations
Meant to help recently or 500N 10-be-freed
Mlaves, the ordars were terminated after Lin-
coln's assassination

W74 Cong: passes the second Indian
Appropriations Act, declaring that tribes a
nat independent nations, paving the way for
more overt land takeovers.

1882: The Chinese Exclusion Act codvfies
‘econamic resentment toward the 150,000
Chinesa immigrants who had worked on ral
roads and farms in the West. Immigration
from China ks banned and Chinese workars
are largedy driven into urban enclaves. Jape-
nase farmers so0n begin to take their place in
Catifornia's fields.

¥887: The Dawes Act divides reservations
into individual plots, often of unworkable land,
cutting the ovarall acreage ownad by Native
Amaricans by more than 60 percant.

1900 President Theadore Roosevelt es-
tablishes 150 national forests, stripping In-
digenous and Latino commwnities of access
to traditional farming and hunting grounds.

1940: With approximately 100,000 acres
of Californin farmland operated by Japanese
Amaricans, the state passes the Allen Land

f

Chinese Amurican tarmer
Sacramenta, Callfarmia in

Jananess Amaricans forced to farm at the Tule
Lake incarceration camp i 1942

Many Black farmers wno meved narth in the
mid-1900s ended up taking jobs at factories
like the Ford Motor Company compie in
Dearbarn, Michigen.

Natonal Black Farmers Assocation President
Job Boyd and Na e, named Struggle, #t
Protast about the s2o of the Mgford settiemant

Law, which bans the purchase 3nd iong term
foasing of iand by thoss "efigitse for citien-
ship* By 1930, the tarmiand operated by Japs-
nese Americans shrinks by almast 50 percent
Nine other states pass similar legastation.

1930: Back farmers own more land (15 mil-
Bon acres) and make up » grester share of the
country's toal tarmers (14 percent) than they
wver will over the nest contury.

1930w White burssucrats in county USOA
offices systamatically eschude Black farmers
from Pew Deal subsidies, lnading to » deep-
#NiNG CONCONLIation of weath in large whvte
owned farms.

942 Following the attack on Pearf Harbor.
Prasident Frankiin . Roossvelt signs Exmcy-
tive Order 9066, forcibly moving 110,000
peopis of Japanese Sascent from thee homes
20 I7t0 CONCRNtration camps. Many kate thaw
Farms and businesses pesmanently,

960 As part of & broader backiash among
the Southern white elite, “USDA programa were
Sharpened into weapons to punish civil rights
ACtivity,” writes hstorian Pete Danisl. Cut
Off from federal aid, many Black growsrs are
forced o sell of sbandon their land, contrib-
wting to the migration of Black Southerners
to the Noeth.

1968: Tho Commission on Covil Raghts finds
that the USOA has discrimmnated sgainst Black
farmers. The departments first civil rights
director s appointed, but his roe is largely
symbolic.

1999: In Pigford v. Giickman, a districe court
findds that the U304 has continued to dicrimi
Nate againat Black farmers and orders a §1b4-
lion settiomant. OF the slmost 23,000 Black
farmers who file claima, only 15,645 receive
Payments, most recelving §50,000 each.

20908 Some Native tribes ask people

a yoarly "land tax” as repars-
tions. A woman in Utsh pays for hee gre:
grandfather's profiteering by transferring
$250,000 to the Ute Tribe. A farmer in Ne-
braska 5ipns a deed to return a t6-acre plot
of native corn to the Ponca Tribe.

2017 Only 14 percent of ail US farmers are
Black. They collectively recoive $55 million in
annuad farm subsidies, whois white farmers re-
ceive $11.3 billlon

2020: Tha proposed Just ce for Black Farm-
ers Act aims to coerect “historic discrimina-
tion” in federal subsidies and lending that
has resulted in the ioss of millions of acres in
farmiand and “robbed Black farmers and their
familins of hundreds of bkons of dotlars of
inter-generational wealth” The bill would
devota $3 billion annually to buying farmiand
#na grantng it 1o Black tarmers

—Andres Gurman sod Mper McDamiol

. Published 2017.




Policy Engagement

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

 National, state, or city e Institution, department, or
governmental policy agency, and generally

change iInfluence organizational
» Action by a governmental practices

body(s) « Program and practices that
« Mandatory or incentivized are institutionalized

» Mandatory or incentivized

The impact of policy change is far reaching and can change systems
and affect population health.




If They Only Knew

-

While ability to
prepare and consume
food is required for
| food security, itis not
the cause of food
insecurity.

Use food drives and
other public-facing
events to change the
narrative about
hunger and its

Good Food vs. Bad Food

. Explore, appreciate,

. elevate, and investin
BIPOC foodways in
food procurement,

distribution, and
educational
programming.

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

to design and
implement programs.
WM =
Communities Can’t Take

Care of Themselves

Failure to Listen

Actively place
community stakeholders
in leadership and other
decision-making
positions;
Support agendas
established by individual
communities
themselves.

Prioritize community
wealth-building strategies; |
§ Explore alternative grocery
' models (co-op and not-for-
profit grocery stores);
Use correct term of
3 food apartheid instead of
food deserts

Built It & They Will Come




Case Study Discussion

1- Iy

=

* 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?




1- Iy

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

Pre-implementation
planning is vital!

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?

What are the specific, evidence-based
ways b¥ 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 Flay a
stronger role in shaplng health outcomes
for the health problem*

How would | describe the population
affected by the health problem?

Who else needs to be at the planning
table?

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?




Oklahoma Case Example:

NOURISH-OK




What is the NOURISH-OK study?

* NOURISH-OK stands for: Nutrition to Optimize, . \, 3
Understand, and Restore Insulin Sensitivity in Lead Community Partner e
HIV for Oklahoma % w

* Ab5-year, 3-part study that uses a community- H1le- p
based participatory research approach HZ‘J'FJ d'care

* Funded by the National Institute of Diabetes Lead Uni :
and Digestive and Kidney Disease of the
National Institutes of Health (Grant Award

IDSON
ROTDK127464) @ LSRR or pumig ey

* Goal: To adapt and evaluate a community-

driven, science-informed “food as medicine” Collaborators and Consultants L.é‘.d}?s

intervention designed to improve (reduce) FANIRY

insulin resistance through healthy food - CHI

access, food utilization skills, and other self- ety of Gty m— 10
care behaviors O'.';IPC MEDICINE CONNECTING HEALTH INNOVATIONS

- ;

B okLAHOMA
' . . > @ OKLAHOMANS
q )O"’E“ Opriores, inc. !!A.!o.." ¥ Saensrerment S FOR EQUALITY



zing R
Upstrea mStmctural&Soca IF ctors

cz T f| Ultimate

NOURISH-OK | & =f [ Goat
Conceptual \m,,..i A
Framework ‘| To design and €9

S testa FIM

'}%‘J"? e intervention

SR T for improving

5 .%J*&‘%.- 3 Insulin

i 2 ; Al sensitivity

@J""J-u. ha

and chronic
Inflammation




Interviews explored “.fruitto me symbolizes [ immmumdiiie ...

meaning of food in life one's ability to be able to : S
eat well. Like you eat poorly[ s
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.”

g o ¢ e S © o e el 8 G Mt Yy
o e et Bt B g Bt s B Rt i e

“[My picture is an] ...orange
tree with oranges, banana,
Salisbury steak and a
watermelon...

| like them because they’re all
soft and | have no teeth so

everything | have to eat has | -~ Focus Groups that included feedback on
to be soft now.” ‘ curriculum and food box content




What’s in the Self-Care Curriculum?

Theme Weekly Content —— [ |
Stress * Week 1 Exploring the Meaning of Food in My — T S — ' —
Management and Life SOLRED: food
Mind Body * Week 2 Cooking and Easting with All Five
Connection Tastes and Senses

* Week 3 Food, Mood, Energy, and Stress
Resiliency

* Week 4 Resiliency in the Kitchen

AESTHETIC: a meal ETHICAL: | care

about the impact
of my food cholces
on the warld

can be a work of art

My Personal Food |+ Week 5 Building Flavors with Spices and
Story Herbs

* Week 6 Our Body’s Second Brain

* Week 7 Life in Full Color

* Week 8 Healthy Fats & Essential Proteins

Meaning of Food in Life Domains

Writing the Next * Week 9 Dreaming Big, Starting Small Appendix: Self Care Skills

Chapter of My * Week 10 Nourishment From My Inner Circle + Self-Compassion

Personal Food * Week 11 Nourishment From My Community . Gratitud
Story * Week 12 Revisiting Meaning of Food in Life . |.'a tude
and Wrap Up Mindfulness

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.



: Healthy Fats
Anti-inflammatory | ‘ i P .
herbs and spices /:i SHET g | [ — Cooking Staples

1 tsp per day 2-3 items monthly

Bulk dehydrated ‘ : ‘ ‘ R Whole Grains
vegetables AN W Ty ey fN T 1+ serving per day
(carotenoid-rich) X ps1= :
1+ oz per day

Other vegetables
Y2 serving per day

Beans & Lentils __,

1+ serving per day Herbal, Green, Black Teas

1 per day
Nuts & Seeds 1 oz per day

Fatty Fish
2+ 0z. per week

Other Lean Animal AT R - /- |
Protein P e e e - iy | . TR e g,_,_ Dehydrated Fruit
Y 2 ounce per day







, - B e A | — . - : e t %
= Whose voice is missing? Who is unheard? Who is not speqkmg?
Who is absent and missing from the story? 5

Who is not in the picture? Who is not at the table?
Whp Is trylng to ge’r a seat ai the iable but cqnnoi'?

v.‘v)’/ \
Rl




Inequality

Unequal access o
opportunities

Equality? N

Evenly distributed
tools and assistance

Z

Equity
Custom tools that

identify and address
inegquality

Justice

Fixing the system to
offer equal nccess to
both tools and
opportunities




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

@ The Slido app must be installed on every computer you’re presenting from Slido




SGAN HERE

FOR MORE INFORMATION

Want to Dive Deeper into Nutrition Equity
Self-Reflection?

Check out more case studies (with answer keys) here:

. Thinking about planning a Food is Medicine
program at your clinic?

Conslder these pre-implementation planning guides to
ensure all perspectives are considered:

. Want to connect your patients to nutrition
security programs in Oklahoma?

Learn more about Double Up Oklahoma and Order
Materials here:

Want to become a DUO for Health provider?

Visit the website here:

Are you part of a Food is Medicine program in
Oklahoma? We want to know about it!

Food is Medicine Landscape Survey:

Want to be more active in Oklahoma's
Food is Medicine movement?

Food is Medicine Coalition Sign up (use this code):

Questions about today’s session?  Email: Marianna-Wetherill@ouhsc.edu




Oklahoma

Food is Medicine
Coalition

« 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

Lauran Larson

Senior Manager of Food and Health
405-420-6658
Lauran.Larson@HungerFreeOK.org

Join Here!

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.

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




