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This report was prepared by Tadelech Mengesha, an Emerson Hunger Fellow at Lifelong in Seattle, 

Washington. This report was supported and advised by Alison Mondi, and other CSB and Lifelong Staff.  

Lifelong is a community health organization and the largest AIDS service organization in the Pacific 

Northwest, dedicated to empowering people living with or at risk of HIV/AIDS and/or other chronic 

conditions to lead healthier lives. Lifelong offers case management, food and nutrition services, housing, 

insurance support, prevention education, and policy and advocacy programs.  Lifelong formed in January 

2001 through the merger of Chicken Soup Brigade (CSB) and Northwest AIDS Foundation - two 

organizations that originally formed in 1983 as a community response to the emerging HIV/AIDS crisis. In 

2004, Lifelong’s food and nutrition program expanded its mission to include serving home-bound seniors 

and people living with other chronic conditions in addition to HIV/AIDS.   

 

    

 

The Congressional Hunger Center (CHC) is a 501(c)3 nonprofit that works to make issues of domestic 
and international hunger a priority to policymakers in the U.S. government, and to raise a new 
generation of leaders to fight against hunger and poverty. The Emerson National Hunger Fellows 
Program is a social justice program that trains, inspires, and sustains leaders. Fellows gain field 
experience fighting hunger and poverty through placements in community based organizations across 
the country, and policy experience through placements in Washington, D.C. The Emerson Program 
supports a diversity of local and national approaches to eliminate hunger, poverty and social inequality, 
particularly racism. Fellows support partner organizations with program development, research, 
evaluation, outreach, organizing, and advocacy projects. 
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Executive Summary  

Food is medicine. Anecdotally, the phrase seems sensible. Food can provide nourishment. Food can 

provide good health. Yet, the mantra, “food is medicine” goes deeper than that. The idea behind the 

concept is that healthy food, alone, can heal people. Food, alone, can decrease the debilitating nature of 

many chronic diseases. Chicken Soup Brigade (CSB) offers a comprehensive food and nutrition program 

designed not only to feed people but to improve their livelihoods. CSB specializes in medically-tailored 

meals, a rare chance for low-income individuals to obtain the food they need to manage their diseases 

more successfully. For example, one meal plan meets the guidelines set forth by both the American 

Heart Association and the American Diabetes Association; another is specifically designed for those on 

kidney dialysis. CSB’s clients have specific chronic health challenges, such as HIV, diabetes, kidney 

disease, cancers, or disabling arthritis.  This program provides nutritious meals that help provide 

stability, increase medication adherence, reduce hospital readmissions, improve health outcomes and 

lower healthcare costs.                                                                                                                                                                                  

CSB serves about 1,700 clients each year. Program evaluation and data-driven results advances CSB’s 

mission and the food is medicine idea. Thus, this report aims to illustrate some of the ways in which CSB 

achieves its proposed health outcomes for its clients. This report is intended for Chicken Soup Brigade 

and Lifelong staff members and stakeholders.  

This program evaluation utilized a quantitative-qualitative approach to gather results. While there 

was an emphasis on a quantitative analysis, this mixed-methods approach will both capture the trends 

and some details about clients’ experiences. Overall CSB has made a positive impact on its clients. With 

most demographics seeing an improvement in specific health indicators, the general CSB client 

population has achieved some progress on health outcomes. On average, clients experienced a 

substantial change in the severity of their symptoms over the course of a year. Individuals who were in 

the “High” nutrition risk category in their benchmark nutrition screen experienced the most positive 

change over the course of the year.  87% of surveyed clients agreed or strongly agreed that receiving 

food from CSB “reduces my stress/worry about not having enough to eat.” On average clients agreed or 

strongly agreed, that CSB has allowed clients to become self-sufficient, eat more nutritiously, reduce 

stress about not having enough to eat, and have enough food to eat- all contributors to food insecurity. 

While progress can still be made, CSB has had an overall positive effect in the selected health 

outcomes of its clients.  One recommendation for future work is the Nutrition Screen to be updated to 

obtain a more comprehensive picture of each client’s health status. The question concerning hospital 

services can be specified to better understand the reasons why clients are going to the hospital. 

Questions surrounding medication adherence and food insecurity can also be addressed on the 

Nutrition Screen. Furthermore, future research should incorporate community-based participation. 

Lifelong’s Consumer Advisory Panel can be a launching point in involving the community in research 

efforts.  

 



4 
 

Background: 

Food is medicine. Anecdotally, the phrase seems sensible. Food can provide nourishment. Food can 

provide good health. Yet, the mantra, “food is medicine” goes deeper than that. The idea behind the 

concept is that healthy food, alone, can heal people. Food, alone, can decrease the debilitating nature of 

many chronic diseases. Several community-based organizations have known this and have ensured that 

individuals who are receiving their services are getting sufficient and nutritious food. That alone has 

made a difference in thousands of lives across the nation. This qualitative impact has sparked interest in 

demonstrating the medical value of food through quantitative research analysis1. With data-driven and 

evidence-based strategies as the normative, food programs are seeking to measure the efficacy of food.  

An analytic driven model will strengthen the impact of Lifelong’s Chicken Soup Brigade and its 

philosophy of “Food is Medicine”.  

Chicken Soup Brigade (CSB) offers a comprehensive food and nutrition program designed not only to 

feed people but to nourish them. CSB’s clients have specific chronic health challenges, such as HIV, 

diabetes, kidney disease, cancers, or disabling arthritis.  This program provides nutritious meals that 

help provide stability, increase medication adherence, reduce hospital readmissions, improve health 

outcomes and lower healthcare costs. The meal program involves nutritious, medically tailored and 

culturally appropriate meals that are delivered to clients. The meals meet the nutritional guidelines of 

the American Heart Association and American Diabetes Association. CSB serves about 1,700 clients each 

year. 

Purpose of study: 

As stated above, it is clear that more research needs to be done on the efficacy of nutritious food in 

reducing health problems for low-income individuals. With the implementation of the Affordable Care 

Act underway, governments on the state and federal level are seeking ways in which healthcare can 

improve lives while driving down costs. Millions of people across the country are newly insured- some 

for the first time- exhibiting ample opportunity to transform our healthcare system into a preventive 

care-first system. Access to affordable nutritious food constitutes an important facet of preventive care: 

studies have shown that while providing food at home costs $20 per day, a hospital stay costs on 

average $4000 a day2. Thus, this report aims to illustrate some of the ways in which CSB achieves its 

proposed health outcomes for its clients. 

CSB clients provide health information in order for CSB to understand clients’ current needs and 

conditions. One of those forms is the Annual Client Nutrition Screen, which is a required clinical screen 

administered to every individual personally. Another annual form is the Annual Client Survey, a 

voluntary online survey concerning client opinion of and experience with CSB. The Client Nutrition 

                                                           
1 For review of research on related topics, consult Appendix D.  
2 Waters, D., & Pearl, K. (2012, November 14). Food Is Medicine. Huffington Post. Retrieved December 15, 2014, from 

http://www.huffingtonpost.com/david-waters/food-is-medicine_b_2129512.html  

http://www.huffingtonpost.com/david-waters/food-is-medicine_b_2129512.html
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Screen asks questions pertaining to body measurements, metabolic conditions, and symptoms; then a 

number is calculated based off of those questions to assess the client’s nutrition risk. With a wide range 

of health status indicators, the following were chosen for the purposes of this report: 1) reduction in 

symptoms of illness, 2) reduction in Nutrition risk, 3) reduction in food insecurity.  

Methodology: 

This program evaluation utilized a quantitative-qualitative approach to gather results. While there 

was an emphasis on a quantitative analysis, this mixed-methods approach will both capture the trends 

and some details about clients’ experiences.  

Data Review: 

The quantitative component involved a retrospective data review and analysis from the Medical 

Nutrition Therapy Database (MNT). Once a year, CSB clients are required to fill out a Nutrition Screen 

that reports several health indicators that are then entered in MNT. The indicators most pertinent to 

this evaluation involve symptoms and nutrition risks. From a list of nine symptoms, individuals indicate 

the symptoms they have and the severity of them from 1 (“manageable”) to 3 (“really bad”). Indicators 

such as symptom severity, BMI, hospital stays and others factor into the calculated “Client’s Nutrition 

Risk”: a number that illustrates the level of concern dieticians have for an individual’s nutritional status. 

On a unique scale, the nutrition risk contains three different categories: 1-4 is low risk, 5-10 is medium 

risk, and any number above 10 is high risk. The “High Risk” category of clients is of particular importance 

to CSB, as all “High Risk” clients are further contacted by a Registered Dietitian. Further questions ask 

individuals to indicate if they have diabetes or pre-diabetes and if they have cardiovascular disease.  

In order to obtain the most accurate, useful data, I carefully selected which records I would use. 

Data was used for clients that have participated in CSB in the last five years (since 2010), participated 

long enough to have two nutrition screens, and received meal deliveries at least once a month. Out of 

the approximately 800 initial records, there are 263 records in this review. 

Annual Client Survey: 

Results from the 2013 Annual CSB Client Survey were also analyzed to report more details. This 

portion is completely separate from the data analysis above; the client lists from the Survey and from 

the Data review are not identical. While CSB surveys all of its clients, I specified the limits to focus on 

those who received delivered Meals. 120 clients filled out this survey. 
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Results: 

In order to capture a description of the clients in the data review, demographic indicators are 

displayed in graphs below. As the graph below displays, a majority of CSB clients live in the Central 

Region of King County, which is mostly comprised of neighborhoods in Central Seattle. The regions are 

decided by the City of Seattle: specific zip codes are assigned within each geographic region.   
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East 
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Regional Make up of Client Base
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These two graphs are not true comparisons but provide a glimpse of where need exists in King County 

and how CSB aligns with that need. Communities Count illustrates social and health indicators across 

King County. This particular Communities Count graph (Graph A) describes the number of adults who 

in the previous 12 months sometimes or often did not have enough food to eat. As indicated in Graph 

B: while about 50% of the CSB’s clients are White, only 7% of the White King County population 

experience food insecurity. Hispanics have the highest rates of food insecurity in King County while the 

CSB client base is less than 10% Hispanic. 

The demographics of food 

insecurity shift. Communities of 

color- groups that are 

disproportionately burdened by 

inaccessibility to healthy foods as 

well as poverty- have moved to the 

South and Southwest regions. CSB 

and Lifelong’s move to 

Georgetown, a southern 

neighborhood in Seattle, signifies 

that CSB is well aware of the 

demographic shifts and existing 

need and is shifting their services 

as well. 

 

http://www.communitiescount.org/index.php?page=age-region-ethnic-gender
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For the Meals plans, CSB offers 7 different types of meal plans, varying in nutritional needs and 
dietary preferences. The Healthy Standard Meal plan meets the guidelines set both by the American 
Heart Association and the American Diabetes Association for fat, fiber, and sodium content. Thus, this 
category overwhelmingly holds the majority of clients. A detailed description of each meal plan can be 
found in the Appendix B.  
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Under 65
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Unknown

30% OF THE INDIVIDUALS IN THE 

DATA REVIEW HAVE 

CARDIOVASCULAR DISEASE 

DURING THEIR SERVICE PERIOD. 

34% HAVE DIABETES. 

Around 67% of the clients in this 

sample are 65 years and over. The 

frozen meals program at CSB is 

usually geared towards elderly 

individuals because the meals are 

delivered to clients’ addresses. 
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Results of the data analysis are displayed below in charts. Results were disaggregated by 

different demographic indicators. To analyze the trends, I calculated average number of symptoms and 

average symptom severity reported for all 263 records within each demographic. I also denoted the 

various nutrition risk levels from 1-3 (i.e. 1=low, 2=medium, 3=high). From there, the percent decrease 

and other metrics were calculated to understand how, on the whole, clients’ nutrition risk and 

symptoms change with each year.  

The average percent decrease describes the amount by which the symptom pain decreased in 

each demographic category. I picked out certain demographic categories that may face particular 

burdens to ensure that impact was happening equitably. These demographics include: Region, Race, 

Meal Type, Immigrant/Refugee Identification and Nutrition Risk Type. The table demonstrates that 

many of these groups felt their symptom severity decreased. Clients who are on the Healthy Standard 

Meal Plan saw the least decrease. However, because a majority of clients are on this meal plan, outliers 

are much more common and there is a wide diversity of clients on that plan. More client-focused 

research shall be invested into understanding why symptom severity increased only among Asians. 

Average Percent Decrease in Symptom Severity: 

Demographics Symptom Rating 

Region (n=246) 

North 14% 

South 33% 

Central 16% 

Multiple* 48% 

Race (n=113) 

American Indian/Alaskan Native 30% 

Asian^ Increased 

Black 28% 

Latino 40% 

Meal Type (n=263) 

Healthy Standard 8% 

Multiple Meals** 33% 

Other Meals*** 21% 

Immigrant/Refugee Identification (n=29) 

Yes 24% 

Nutrition Risk Type (n=92) 

High Risk (10+) 35% 

Total Client Population (n=263) 18% 
* This category pertains to clients who lived in multiple regions of King County during their time of service.  

**This category pertains to clients whose meal type changed multiple times during their time of service. 

***This category refers to the average percent decrease of the five other meal plans combined. These meal plans had insufficient numbers to 

stand alone.  

^ The racial group, Asians, was the only category that saw an increase in symptom severity. 
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Many different populations had a majority of individuals experience a decrease in symptom 
severity, with 72% of High Risk individuals and 67% of Latinos experiencing decreased symptom severity 
in first year of CSB service.   
 

The Percentage of People Who Saw a Symptom Reduction from 

Benchmark to 1st year in: 

Demographics 
The Number of 

Symptoms Symptom Severity 
The Number of Symptoms AND the 

Symptom Severity* 

Region (% of clients out of 246) 
   North 31% 46% 31% 

South 25% 42% 17% 

Central 32% 46% 40% 

Multiple 36% 54% 54% 

Race(% of clients out of 113) 
   American Indian/Alaskan Native  25% 38% 25% 

Asian 20% 23% 44% 

Black 28% 50% 39% 

Latino 47% 67% 47% 

Meal Type (% of clients out of 
263) 

   Healthy Standard 31% 43% 38% 

Multiple Meals 34% 53% 43% 

Other Meals  25% 54%   0% 

Immigrant/Refugee Identification (% of clients out of 29) 
  Yes 31% 34% 45% 

Nutrition Risk Type (% of clients 
out of 92 

   High Risk (10+) 46% 72% 37% 

Total Client Population (% of 
clients out of 263) 32% 46% 37% 

* This column includes those whose benchmark number of symptoms were at 0 and stayed at 0 after the first year. 
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High nutrition risk clients are CSB’s targeted population for improvement of health outcomes. 

These individuals meet with nutritionists and receive detailed nutrition plans and routine check-ups. 

Demonstrating that a majority of high-risk individuals are improving both in symptom severity and 

decreasing nutrition risk substantiates that CSB has a strong role in improving health outcomes for its 

most vulnerable population. Overall, the chart below signifies that clients’ nutrition risk declined (i.e. 

from either high to medium, medium to low or high to low) within the first year of the medically tailored 

meal services.  

The Percentage of People whose Nutrition Risk Decreased By 

Region, Race, and Other Indicators: 

Region 
From Benchmark to 1st 
Year 

Reduction in 1st year OR 
Stayed Low 

North 28% 41% 

South 25% 42% 

Central 26% 37% 

Multiple 36% 45% 

Race 
  American Indian/Alaskan Native 12% 25% 

Asian 12% 26% 

Black 32% 41% 

Latino 27% 40% 

Meal Type 
  Healthy Standard 26% 37% 

Multiple meals 38% 43% 

Other Meals 21% 33% 

Immigrant/Refugee Identification 
  Yes 21% 31% 

Nutrition Risk Type 
  High 51% 62% 

Total  28% 38% 
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Survey results: 

One of the questions surveyed participants on the impact of CSB meals programs on their food 

insecurity. There were 120 respondents. The clients in this survey sample overwhelmingly agreed that 

CSB services advances individuals’ nutritious diets and ensures they have enough to eat.   
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Limitations: 

There were several nutrition screens in paper form that I was not able to record because of time 

and logistics. The results are only correlational and cannot show that CSB directly caused these 

improvements in the clients. There is no control group to compare to see how CSB alone affects clients. 

There are many other factors that directly impact one’s illness and nutritional risk, which limits my 

evaluation process. Without substantive interviews or more rigorous studies, I cannot fully account for 

the trends seen based solely on CSB. Other stressors such as unemployment, housing, health insurance 

and many other social factors contribute to health-related problems as well. Further studies can 

examine the comprehensive nature of Lifelong’s services and seek to evaluate how all the services 

combined can improve health outcomes. Furthermore, additional studies involving the experimental 

method can further assess CSB’s performance.   With such stringent guidelines on who to study in data 

review, this does not capture the experience of all CSB clients. With aggregate data, this does not give 

way to individual narratives. In many instances there were a few clients that had nutrition screens that 

were outliers in comparison to the rest of the data, thus affecting the averages. The clients who filled 

out the surveys are not the same sample group as the ones in the data analysis.  

Conclusion: 

The improvement in symptom severity and nutrition risk in CSB’s clients’ health status illustrates 

that progress towards achieving target health outcomes has been made. Individuals in the high nutrition 

risk at their benchmark screen- CSB’s most vulnerable population- experienced the most improvement 

in many of the health indicators. With expansion plans and changes to Lifelong’s mission, CSB is at a 

critical juncture in its time. CSB must continue to illustrate, through data, that food nourishes individuals 

with chronic illnesses.  A treatment study in which CSB clients’ health statuses are compared to a similar 

group that does not receive CSB meals will illustrate the necessary results and be a monumental step in 

Medical Nutrition Therapy. Semi-structured interviews with clients will supplement the study to provide 

a more detailed picture of clients’ health status. Community-based research ensures that CSB works in 

tandem with their client population to achieve improved health outcomes and livelihoods.  

Recommendations: 

The Nutrition Screen can be updated to obtain a better picture of each client’s health status: 

 Food security questions should be addressed in the Nutrition Screen. Clients can be asked of 

their awareness of nutritional education, their eating habits, and comfort level with nutrition.  

The question concerning hospital services can be specified to better understand the reasons 

why clients are going to the hospital. With responses widely varying, it will be helpful to gather a 

sense if visits consist mostly of emergency room visits or preventive care visits so that CSB 

recognizes the ways in which clients utilize the health care system. Specific question around 

emergency room visits will especially prove beneficial. Furthermore, questions around distress 

or stressful events- either through the Nutrition Screens or later personal interviews- can 
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illuminate each individual’s personal difficulties. Answers from these questions can even be 

gleaned from the medical case management or health insurance departments to prevent 

repetition. These additional questions will detail a comprehensive picture of each individual’s 

health status and thus how CSB impacts all aspects of an individual’s health.  

CSB should continue and increase its community involvement:   

 As CSB continues to build relationships with the South Seattle communities, CSB should 

collaborate with local community-based organizations that strongly reflect the South Seattle 

communities. These organizations can be important assets to CSB's outreach efforts and serve 

as "cultural brokers" with community members, particularly among immigrant communities. 

Global to Local in South Seattle is an example of these organizations, but only one of several. For 

example, community members can shed light on how to make the food more culturally 

appropriate, critical information for CSB’s operations.  

 These partnerships also will assist in CSB's efforts to improve systematic evaluation processes. 

With the recent move and pending changes, CSB should use this opportunity to understand 

what the individuals they serve believe is important. Lifelong's Consumer Advisory Panel can be 

a launching point in involving the community in research efforts. By building relationships with 

community members and incorporating their input, CSB will maintain its community-driven 

roots as well as increase the likelihood that clients will successfully participate in the Nutrition 

program, adhere to their medications, and improve their health.  

 Furthermore, CSB should search for partnerships with local farms that have surplus produce. 

This collaboration will allow CSB to continuously provide produce to clients at lower costs and 

build relationships among farms.  

 Funding will always remain a difficult obstacle for nonprofits serving vulnerable populations. 

Launching a social enterprise initiative can increase capacity and decrease dependence on 

outside funders. With the expanded kitchen facility, Lifelong is may be poised to begin selling 

their brand of culturally appropriate and nutritious meals to local schools and other nonprofits 

that serve vulnerable populations. An example is found at Community Servings in Boston, MA: 

http://servings.org/programs/sold_meals.cfm 

 Along with systematic evaluation process, creating specific targets for the client base- both short-term 

and long term- will allow CSB to routinely evaluate progress towards achieving the goals.  Different 

targets should be allotted depending on outcome indicator in the breakout categories; examples include 

symptom severity amongst different racial groups, nutrition risk amongst immigrant populations, and 

hospitalizations amongst different regional demographics. In these different categories, previous 

performance of these groups should be considered. Disparities between groups of clients and within 

groups should be examined through client interviews and surveys to understand how to close gaps.  

In order for CSB to maintain its successful programming, private funders and government entities have 

critical future roles: 

http://servings.org/programs/sold_meals.cfm
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 As previously stated, healthcare reform obligates states and communities to innovate new ways 

to reduce healthcare costs and improve livelihoods. The nourishing value of healthy foods is 

familiar to many communities, but has just barely been uncovered to larger institutions. 

Hospitals, government entities, and insurance companies all have a critical stake in the efficacy 

of food as a basic part of healthcare; thus, these institutions must increase funding and focus on 

nutrition's impact on the health of those most vulnerable in the health care system. This 

increased investment can have drastic effects on marginalized communities across the 

nation.  CSB should utilize the resources at teaching hospitals, government institutions, and 

insurance companies to fund research studies that assess how nutrition alone impacts the 

health of individuals with chronic illnesses. Furthermore, working with Medicaid and Medicare 

to urge these health insurance programs to expand health benefits to include MNT. 

Collaborating with funders and researchers to assess and advance CSB’s MNT programs will 

further the mission not to just feed people but heal people. 
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Appendices:  

Appendix A: Nutrition Screen 
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Appendix B: Meal Categories List 
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Appendix C: Literature Review 

The literature on food’s impact on health is limited but recent research has become available. Much 

of these studies demonstrate food insecurity’s negative effects on chronic disease prevalence and 

overall health.  In general, it has been shown that food insecurity is a noticeable barrier to accessing 

healthcare and general wellness.  One study in 2006 surveyed low-income people and found that over 

40% of the population was food insecure. These food-insecure individuals were much more likely to 

delay needed healthcare and go to the Emergency Department4. In another study in 2010 amongst 

emergency department patients, those who were food-insecure reported putting off medication to pay 

for food and needing to make a choice between buying medication and buying food. This means food-

insecure individuals are more likely to report getting sick5. A further study confirmed this trend: 23% of 

chronically ill individuals reported cost-related medication underuse and 19% reported food insecurity. 

In this study those were food insecure were significantly more likely to report cost-related medication 

underuse6.  

Food insecurity has been shown to have direct correlation to prevalence of chronic disease as well 

as the care of the chronic disease. Food insecurity can cause obesity and type 2 diabetes, with a greater 

impact in women than men7. Even after adjusting for socioeconomic factors and body weight, another 

study demonstrated those were severely food-insecure were more likely to have diabetes that food-

secure participants8. Furthering the connection between food and diabetes, low-income participants are 

much more likely to be admitted to the hospital for hypoglycemia at the end of the month rather than at 

the beginning of the month. This pattern was not found among middle or high income participants. This 

can be attributed to the exhaustion of the budget by the end of the month, driving problematic health 

patterns9. Food insecure participants were significantly more likely than food-secure participants to 

have poor glycemic control and reported difficulty affording a diabetic diet10.  

In the same vein, food insecurity has strong negative consequences on individuals living with HIV. 

CD4 counts, HIV symptoms and viral load were worse for those with low access to food than those with 

                                                           
4 Kushel, Margot B., et al. "Housing instability and food insecurity as barriers to health care among low‐income Americans." Journal of General 

Internal Medicine 21.1 (2006): 71-77. 
 
5 Sullivan, Ashley F., et al. "Food security, health, and medication expenditures of emergency  department patients." The Journal of 

Emergency Medicine 38.4 (2010): 524-528. 
 
6 Berkowitz, Seth A., Hilary K. Seligman, and Niteesh K. Choudhry. "Treat or eat: food insecurity,  

cost-related medication underuse, and unmet needs." The American Journal of Medicine 127.4 (2014): 303-310.  

 
7 Castillo, Darleen C., et al. "Inconsistent access to food and cardiometabolic disease: the effect of  food insecurity." Current Cardiovascular 

Risk Reports 6.3 (2012): 245-250. 
 
8 Seligman, Hilary K., et al. "Food insecurity is associated with diabetes mellitus: results from the National Health Examination and Nutrition 

Examination Survey (NHANES) 1999– 2002." Journal of General Internal Medicine 22.7 (2007): 1018-1023.  
 
9 Seligman, Hilary K., et al. "Exhaustion of food budgets at month’s end and hospital admissions  for hypoglycemia." Health Affairs 33.1 

(2014): 116-123.  
 
10 Seligman HK, Jacobs EA, Lopez A, Sarkar U, Tschann J, Fernandez A. Food insecurity and  hypoglycemia among safety net patients with 

diabetes. Arch Intern Med. 2011; 171: 1204–6.  
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better access to food11. This same correlation- between food insecurity and lower CD4 counts- was 

found in pediatric patients as well12. A study of homeless and marginally-housed HIV-positive people in 

San Francisco demonstrated that those who were considered severely food-insecure were much less 

likely to show viral suppression (showing an undetectable HIV viral load) compared to those with better 

food access13. 

 

Food insecurity-related healthcare costs are a relatively new research indicator for government data 

but this is slowly changing. Georgia, for example, has established a state-level dataset to study food 

insecurity healthcare costs among low-income elderly populations14. Furthermore, while medically-

focused programs that aim to improve the health of its participants have existed for decades, there is 

still little research on the efficacy. However, limited research suggests that these medically-tailored 

nutrition programs can have drastic effects on food-insecure participants. Specifically, Medical Nutrition 

Therapy (MNT) has shown to be clinically effective in the management of diabetes15. 

 

                                                           
11 Kalichman, S. C., Cherry, C., Amaral, C., White, D., Kalichman, M. O., Pope, H., ... & Macy, R. (2010). Health and treatment implications of 

food insufficiency among people living with HIV/AIDS, Atlanta, Georgia. Journal of Urban Health, 87(4), 631-641. 

12 Mendoza, Jason A., et al. "Food insecurity, CD4 counts, and incomplete viral suppression among  HIV+ patients from Texas Children’s 

Hospital: a pilot study." AIDS and Behavior 17.5  (2013): 1683-1687.  

 
13 Weiser, S. D., Frongillo, E. A., Ragland, K., Hogg, R. S., Riley, E. D., & Bangsberg, D. R. (2009). Food insecurity is associated with 

incomplete HIV RNA suppression among homeless and marginally housed HIV-infected individuals in San Francisco. Journal of 

General Internal Medicine, 24(1), 14-20. 

 
14 Lee, Jung Sun. "Food insecurity and healthcare costs: research strategies using local, state, and  national data sources for older adults." 

Advances in Nutrition: An International Review Journal 4.1 (2013): 42-50. 

 
15 Pastors, Joyce Green, et al. "The evidence for the effectiveness of medical nutrition therapy in  diabetes management." Diabetes Care 25.3 

(2002): 608-613. 

 


