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Abstract: Despite recommendations for systematic food insecurity screening in pediatric primary
care, feasible interventions in clinical settings are lacking. The goal of this study was to examine
reach, feasibility, and retention in Food FARMacia, a pilot clinically based food insecurity intervention
among children aged <6 years. We examined electronic health record data to assess reach and
performed a prospective, longitudinal study of families in Food FARMacia (May 2019 to January 2020)
to examine attendance and retention. We used descriptive statistics and bivariate analyses to assess
outcomes. Among 650 pediatric patients, 172 reported household food insecurity and 50 registered for
Food FARMacia (child mean age 22 ± 18 months; 88% Hispanic/Latino). Demographic characteristics
of Food FARMacia participants were similar to those of the target group. Median attendance rate was
75% (10 sessions) and retention in both the study and program was 68%. Older child age (retention:
age 26.7 ± 18.7 months vs. attrition: age 12.1 ± 13.8 months, p = 0.01), Hispanic/Latino ethnicity
(retention: 97% vs. attrition: 69%, p < 0.01), and larger household size (retention: 4.5 ± 1.1 vs. attrition:
3.7 ± 1.4, p = 0.04) correlated with retention. A clinically based mobile food pantry pilot program and
study reached the target population and were feasible.

Keywords: Food FARMacia; food insecurity; intervention; food pantry; pediatric primary care;
obesity; feasibility

1. Introduction

Household food insecurity and other social determinants of health (SDoH) are increas-
ingly recognized as playing key upstream roles in etiologies and prevention of obesity and
other chronic diseases, particularly in disproportionately burdened populations [1]. The
National Academy of Medicine [2], American College of Physicians [3], American Academy
of Pediatrics [4], and others have recommended incorporating screening for household
food insecurity into primary care. Despite calls to integrate routine screening of household
food insecurity in clinical practice, feasible and effective clinical interventions to address
household food insecurity for population health management are limited [5].

Recent evidence shows that households with children have less income for food and
are more likely to use emergency food services than those without children since the on-
set of COVID-19 [6]. Additionally, racial/ethnic disparities in access to emergency food
services are widening [6]. With persistent unemployment, intermittent school closures,
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and increasing food insecurity prevalence subsequent to the onset of the COVID-19 pan-
demic, an urgent need to provide emergency food assistance to children disproportionately
burdened by household food insecurity during critical periods in life exists. In the first
years of life, children are particularly vulnerable to stressors [7–11]. They also attend
frequent routine health care visits, making primary care a promising setting to intervene
to reduce household food insecurity. The American Academy of Pediatrics (AAP) and
the Food Research & Action Center (FRAC) Toolkit for Pediatricians outlines potential
clinical interventions that pediatricians can employ in clinical settings, but evidence for the
effectiveness of timely clinical interventions is needed to determine which interventions
should be disseminated [12].

In the United States (U.S.), federal nutrition programs attenuate food insecurity and
promote healthy nutrition [13]. Referrals to nutrition programs are a mainstay of pediatric
care [12]. However, enrollment into programs is not immediate, eligibility requirements
must be met, and benefits may be insufficient. Most prior or ongoing research on clinically
based food insecurity interventions have focused on brick-and-mortar food pantries, pro-
duce prescription programs, or medically tailored nutrition interventions among elderly
adults, uninsured adults, or adults with specific chronic diseases such as cancer or type 2
diabetes [14–18]. In order to develop and test effectiveness of food security interventions in
clinical settings, we first must identify feasible interventions.

Food pantries may be feasible clinically based interventions. Evidence supports that
food pantries may reduce food insecurity, and pantry-based interventions that increase
access to healthy food can improve dietary quality [19–22]. Cost, space, and staff constraints
can preclude implementation of traditional food pantries in areas with high food insecurity
prevalence [19–22]. Mobile food pantries—programs that use vans or trucks to bring
food into communities—are emerging as one potential solution for increasing access to
food [23]. Despite their increasing availability, little research examines mobile food pantry
implementation and feasibility in clinical settings to reduce household food insecurity
among patients.

The overall goal of this study is to examine the feasibility of Food FARMacia, a novel
pilot program using a choice-based mobile food pantry among families with a child aged
<6 years receiving routine healthcare in a pediatric primary care setting. Specifically, we
aimed to examine the extent to which the pilot program would reach the target population.
We additionally sought to describe the feasibility of recruitment, enrollment, and retention
in the Food FARMacia and a longitudinal research study for 6 months. Among those
enrolled into the research study, we also aimed to explore the patient and household
characteristics correlated with retention and attrition in the program at 6-month follow-up.

2. Materials and Methods
2.1. Study Design, Setting, and Participants

In this observational study, we used electronic health record (EHR) data to examine
program reach, program data to report intervention fidelity and dose received, and longitu-
dinal study data to report on feasibility of recruitment and data collection over 6 months.
For the overall study sample, we included all patients aged <6 years with a routine pedi-
atric primary care visit at Washington Heights Family Health Center (WHFHC), NewYork-
Presbyterian (NYP). NYP is an academic health care system affiliated with Columbia Uni-
versity Vagelos College of Physicians and Surgeons and Weill Cornell Medicine. WHFHC
is part of the NYP Ambulatory Care Network and is part of the Columbia University Irving
Medical Center campus located in Washington Heights in Northern Manhattan. Compared
to NYC as a whole, Northern Manhattan has 2.5-fold higher proportion of Hispanic/Latino
residents, with 73% Hispanic or Latino, 11% Black or African American, and 11% white [24].
Washington Heights has a median household income of USD 34,777, which is lower than
the New York City median household income of USD 52,259 [24]. Patients with a well-
child visit at WHFHC between 2 April 2019–2 August 2019 and at least one screening
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questionnaire for household food insecurity completed within this timeframe were eligible
for inclusion.

Household food insecurity screening is routinely completed at well-child visits as part
of ANCHOR (Addressing the Needs of the Community through Holistic, Organizational
Relationships), the Accountable Health Communities (AHC) model at NYP/CUIMC. The
AHC health-related needs screening tool includes the 2-item Hunger Vital Signs™, a
validated food insecurity screening tool [25,26]. We defined household food insecurity
as a parental response of “often true” or “sometimes true” on either question [26]. We
defined the Food FARMacia target population as patients aged <6 years with household
food insecurity identified with the screening tool.

Patients were eligible for registration in the Food FARMacia if they: (1) had household
food insecurity documented in the electronic health record or reported during their clinical
encounter; (2) were a patient aged <6 years; and (3) had a parent/guardian who agreed to
attend a food assistance program including free-of-charge food selection twice monthly.
Participants were unenrolled from the program if they stated a desire to leave the program
or if they did not attend two consecutive food selection sessions. Additional participants
were registered to fill vacated program spots.

Food FARMacia participants were eligible for enrollment in the longitudinal survey
study if parents or legal caretakers were at least age 18 years and could respond to questions
in English or Spanish. Program staff referred potentially eligible participants who wished
to enroll in the longitudinal study to on-site study staff. Study staff obtained written
informed consent. Study staff administered surveys at baseline and 6-month follow-up
in English or Spanish in-person or by telephone. All procedures were approved by the
CUIMC Institutional Review Board.

2.2. Food FARMacia Pilot Program: Mobile Food Pantry Intervention to Reduce Food Insecurity

The Food FARMacia pilot program took place at WHFHC, a clinical practice site
of the NewYork-Presbyterian Ambulatory Care Network, from 28 May 2019–7 January
2020. Choosing Healthy and Active Lifestyles for Kids™ (CHALK), a NYP community-
based obesity prevention program in partnership with Community Pediatrics at CUIMC,
implemented the pilot clinical program as part of routine pediatric primary care. NYP
CHALK staff registered families eligible for the program.

The Food FARMacia was operated by West Side Campaign Against Hunger (WSCAH),
a NYC-based emergency food provider with over four decades of experience providing
healthy food and supportive services. In the Food FARMacia, we used a mobile food pantry
based upon WSCAH’s customer-choice model that follows USDA MyPlate guidelines. On
a twice-monthly basis, the Food FARMacia was administered at the WHFHC. At each
contact, families selected food from the Food FARMacia mobile food truck without charge
(Figure 1). The food amounted to approximately 12 meals per household member for up to
5 household members. Program registrants received reminders of food selection sessions
prior to each session by phone call or text message. In addition to food selection, program
components included: (1) cooking demonstrations led by a nutritionist at food selection
sessions focused on preparation of healthy and seasonal meals; (2) referrals and assistance
with enrollment in supplemental nutrition programs; and (3) provision of round-trip public
transportation fare to attend food selection sessions. The program registered participants
to a target of serving 150 individuals per session because of food truck storage capacity.
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Figure 1. Food FARMacia: Front and side view of mobile food pantry truck.

2.3. Outcome Measurements
2.3.1. Reach and Feasibility of Food FARMacia Pilot Program and Longitudinal Study

To assess program reach, we extracted EHR data for all clinical encounters at WHFHC
during the program registration period for the overall patient population aged <6 years.
We examined individual and household demographic characteristics for patients aged
<6 years, those with household food insecurity (target population), and those registered for
the Food FARMacia pilot program. We examined child age, child sex, child race/ethnicity,
household size, and annual household income to assess the extent to which the program
reached the target population. We also examined self-reported high utilization of emergency
department (ED) visits (2 or more ED visits in past 12 months) and health-related social
needs (HRSN) according to type and number using the AHC tool [25].

2.3.2. Feasibility of Food FARMacia Pilot Program and Longitudinal Study

For program feasibility, we assessed program fidelity and participant dose received
using data collected by Food FARMacia program staff for the subset of participants enrolled
in the longitudinal study. We defined program fidelity as the number of sessions (doses)
planned and delivered by the program. We defined participant dose received as program
attendance rates over 6 months using the proportion of sessions attended per sessions deliv-
ered. Additional attendees were registered periodically to maintain maximum attendance
at each food selection which could provide food for about 50 families (total 150 individuals).
Thus, not all participants had the same number of doses possible.

To assess the characteristics of Food FARMacia participants according to retention or
attrition at 6-month follow-up, we used baseline responses to the survey questions admin-
istered by study staff about parental respondent sex, language use, highest educational
level, and enrollment in WIC or SNAP. We quantified survey completion rates at 6 months
after enrollment.

2.4. Statistical Analysis

We reported frequencies (%) of process and feasibility measures. To assess the extent
to which the pilot program reached the target population, we also examined frequencies (%)
and means (SD) of demographic characteristics and HRSN among the overall patient popu-
lation with food insecurity, those registered in Food FARMacia, and those enrolled in the
longitudinal observational study. We used descriptive statistics to report Food FARMacia
attendance rates among those enrolled in both the program and the longitudinal study.

Among those in the Food FARMacia longitudinal observational study, we used the
Wilcoxon rank-sum test (for continuous variables) and Fisher’s exact test (for categorical



Nutrients 2022, 14, 1059 5 of 12

variables) as appropriate to explore differences in baseline characteristics between those
who remained in the Food FARMacia program at 6 months and those with program attrition.
We evaluated each characteristic in a separate hypothesis test and considered p < 0.05 as
statistically significant in these exploratory analyses. All analyses were performed in R
Statistical Software (version 4.1.1).

3. Results
3.1. Reach of Food FARMacia Pilot Program

Among 650 patients with a child aged under 6 years and a pediatric primary care visit
at WHFHC in the study period, 172 (26.5%) had household food insecurity and comprise the
target population for Food FARMacia (Figure 2). Of those with household food insecurity,
50 (29%) registered in the Food FARMacia pilot program. Registration stopped when the
program was at maximum capacity.
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Figure 2. Flowchart of study flow for Food FARMacia pilot program and research study retention.
Data from a single clinic in a multi-site ambulatory clinical practice in Washington Heights, New
York City (2 April 2019–2 August 2019).

Table 1 shows baseline characteristics of participants according to the overall sample,
the subset with household food insecurity, and the subset with household food insecurity
who registered for Food FARMacia. Overall, Food FARMacia registrants had similar
demographics as the target population. The majority of the target population and Food
FARMacia registrants reported Hispanic/Latino ethnicity and annual household income
less than USD 20,000. Average household size, ED utilization, household food insecurity,
utility help needs, and safety concerns were similar between groups. Food FARMacia
participants reported lower prevalence of kitchen problems (defined as either reporting
non-functional stove or oven, or having pests such as bugs, ants, or mice) and transportation
needs than the target population.
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Table 1. Baseline characteristics of families with child aged <6 years with household food insecurity
screening at ambulatory care visit (2 April–2 August 2019).

Child Characteristics Overall Patient Population
(N = 650)

Patients with Household
Food Insecurity (N = 172)

Food FARMacia Participants
(N = 50)

Child Age, mean (SD), months 19.6 (20.5) 21.1 (22.1) 22.0 (18.4)
Child Age, n (%), years

0 to <1 324 (49.8) 84 (49) 17 (34)
1 to <2 107 (16.5) 25 (15) 12 (24)
2 to <6 219 (33.7) 63 (37) 21 (42)

Female, n (%) 326 (50.2) 88 (51) 20 (40)
Race/ethnicity, n (%) a

Hispanic/Latino 546 (90.5) 148 (91) 44 (88)
White, not Hispanic/Latino 15 (2.5) 1 (1) 1 (2)
Black, not Hispanic/Latino 28 (4.7) 10 (6) 4 (8)
Other, not Hispanic/Latino 14 (2.3) 4 (2) 1 (2)
Household Characteristics
Household size, mean (SD) 4.1 (1.4) 4.2 (1.5) 4.2 (1.2)

Annual household income, n
(%)

<USD 10 k 174 (26.8) 58 (34) 18 (36)
USD 10 k to <20 k 166 (25.5) 44 (26) 10 (20)

>USD 20 k 225 (34.6) 38 (22) 9 (18)
Missing 85 (13.1) 32 (18) 13 (26)

Health Related Social Needs
(HRSN)

≥2 ED visits past year, n (%) d 120 (18.7) 40 (24) 11 (25)
HRSN Type, n (%)

Household food insecurity 172 (26.5) 172 (100) 50 (100)
Housing needs b 133 (20.7) 74 (45) 18 (39)

Kitchen problems b 51 (7.9) 22 (13) 1 (2)
Transportation needs c 68 (10.6) 47 (29) 7 (16)

Utility needs d 40 (6.2) 27 (16) 7 (16)
Safety concerns b 7 (1.1) 5 (3) 1 (2)

Number of HRSN, n (%)
None 394 (60.6) 0 0

1 HRSN 145 (22.3) 71 (41) 25 (50)
2 HRSN 71 (10.9) 62 (36) 19 (38)
3 HRSN 30 (4.6) 29 (17) 4 (8)
4 HRSN 7 (1.1) 7 (4) 2 (4)
5 HRSN 3 (0.5) 3 (2) 0

a N = 603 overall, N = 163 for household food insecurity, and N = 50 for Food FARMacia; b N = 644 overall,
N = 166 for household food insecurity, and N = 46 for Food FARMacia; c N = 641 overall, N = 163 for household
food insecurity, and N = 43 for Food FARMacia; d N = 642 overall, N = 164 for household food insecurity, and
N = 44 for Food FARMacia.

3.2. Feasibility of the Food FARMacia Pilot Program and Longitudinal Study

For program fidelity, 100% of the planned Food FARMacia pilot program sessions
occurred during the pilot period. Because registration was ongoing to fill vacated program
spots, six participants who registered after the initial registration period had fewer possible
sessions to attend. Possible sessions for 6-months of participation ranged from 11 to
14 sessions.

Among the 50 Food FARMacia pilot program participants (Figure 2), 48 (96%) enrolled
in the longitudinal observational study. Of the 48 longitudinal study participants, 39 com-
pleted surveys at 6-month follow-up (81% retention). Because six of those who completed
follow-up surveys were no longer in the Food FARMacia program, the 6-month retention
rate was 68% for those who were retained in both the program and the survey study.

Figure 3 shows attendance rates over 6 months of program participation for the
48 study participants. The mean attendance rate was 60% (eight sessions) and the median
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was 75% (ten sessions) over 6 months. Overall, most participants had attendance rates over
70%, but 19% (nine families) attended no sessions. Among those who attended at least one
session, 74% attended more than 70% of sessions.
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Because some families attended no sessions after initial registration, registration was
modified to include a provider referral. Of the nine families who attended no sessions,
one registered through provider referral and eight registered in the initial registration
period using direct registration by program staff without a referral. No other modifications
occurred in the pilot program.

3.3. Characteristics of Participants Retained in The Food FARMacia Program

Table 2 displays baseline characteristics of Food FARMacia participants according
to 6-month retention and attrition. In univariate analyses, those who remained in the
Food FARMacia program had children with older age at baseline (26.7 months versus
12.1 months, p = 0.01), had larger household size (4.5 versus 3.7, p = 0.04), and more often
reported Hispanic/Latino ethnicity (97% versus 69%, p < 0.01) compared to those with
attrition at 6-month follow-up. Child sex, parental characteristics, household income, WIC
enrollment, and SNAP enrollment were similar between groups. The type and number of
health-related social needs also did not differ between groups (data not shown).
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Table 2. Baseline characteristics of longitudinal survey study participants according to retention in
Food FARMacia intervention at 6 months.

Food FARMacia at 6 Months

Overall
(N = 48)

Retained
(N = 32)

Attrition
(N = 16) p-Value a

Child Baseline Characteristics
Child Age, mean (SD), months 21.8 (18.4) 26.7 (18.7) 12.1 (13.8) 0.01

Child Age, n (%), years 0.01
0 to <1 17 (35) 9 (28) 8 (50)
1 to <2 11 (23) 5 (16) 6 (38)
2 to <6 20 (42) 18 (56) 2 (12)

Female, n (%) 19 (40) 12 (38) 7 (44) 0.92
Race/ethnicity, n (%) <0.01

Hispanic/Latino 42 (88) 31 (97) 11 (69)
White, not Hispanic/Latino 1 (2) 1 (3) 0 (0)
Black, not Hispanic/Latino 4 (8) 0 (0) 4 (25)
Other, not Hispanic/Latino 1 (2) 0 (0) 1 (6)

Parental Baseline
Characteristics
Female, n (%) 48 (100) 32 (100) 16 (100) 1.00

Spanish Language, n (%) 36 (75) 26 (81) 10 (63) 0.18
Education level 0.54

Elementary School or less 11 (23) 9 (28) 2 (12)
Some High School 11 (23) 6 (19) 5 (31)

High School Graduate 15 (31) 11(34) 4 (25)
Some college 7 (15) 4 (12) 3 (19)

College graduate 4 (8) 2 (6) 2 (12)
Household Characteristic
Household size, mean (SD) 4.2 (1.3) 4.5 (1.1) 3.7 (1.4) 0.04

Annual household income, n (%) 0.29
<USD 10 k 18 (38) 10 (31) 8 (50)

USD 10 k or more 17 (35) 13 (41) 4 (25)
Missing/Unknown 13 (27) 9 (28) 4 (25)

WIC Enrollment, Yes, n (%) 47 (98) 31 (97) 16 (100) 1.00
SNAP Enrollment, n (%) 0.16

Yes 26 (54) 17 (53) 9 (56)
No, but received in past 12 (25) 6 (19) 6 (38)

Never 10 (21) 9 (28) 1 (6)
a p-value from univariate tests (Wilcoxon rank-sum for continuous variables and Fisher’s exact test for categorical
variables as appropriate).

4. Discussion

Among a cohort of 50 families with a child aged <6 years and household food insecu-
rity, we found that the Food FARMacia pilot program reached the target population with
high fidelity. The program was feasible and the attendance rate for most families was above
70%. We also found that recruitment and retention into a concomitant research study was
feasible. Overall, our findings among predominantly Hispanic/Latino families support
the feasibility of a clinically based mobile food pantry and research study among a popula-
tion disproportionately burdened by household food insecurity and underrepresented in
biomedical research studies.

As more healthcare systems seek to address household food insecurity and other
upstream determinants of health [2], research to inform feasible and effective clinically
based interventions to reduce food insecurity is needed. In a systematic review and meta-
analysis of food insecurity interventions in U.S. health care settings, among the 23 included
studies, two directly provided food through an on-site food pantry [5]. In the first study,
among 351 adult patients in a nested cohort study at cancer clinics in NYC, participants
completed median three pantry visits over 4 months [14]. In a second cross-sectional study
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at a free clinic among adults, 43% received monthly boxes of food and 14% attended an
offsite food pantry [27]. In our study, families attended a median of 10 food selection
sessions and had 67% retention over 6 months, higher than other clinically based food
pantry programs published to date. Some potential reasons for our higher attendance rate
and retention may be related to the program registration, program design, use of reminders
about food selection sessions, or the need of the patient population. A mixed-methods
study of pediatric patients among a broader age group showed the feasibility of an in-clinic
pantry [28]. In contrast to that study, we examined retention rates in a longitudinal program
for families with a young child.

Most prior or ongoing research on clinically based food pantries, fruit and vegetable
prescriptions, or food delivery interventions have focused on elderly adults, uninsured
adults, or adults with specific chronic diseases such as cancer or type 2 diabetes [14–17]. Our
study adds to the literature by showing the need for and potential promise of implementing
food security interventions among a population of pediatric patients who are attending
routine well-child visits. Focusing on optimal growth and development starting early in
life may ultimately reduce downstream chronic disease.

Substantial evidence supports enrollment in WIC, SNAP, and other existing supple-
mental nutrition programs as effective means to reduce food insecurity, improve maternal–
infant nutrition, and promote optimal infant growth [29]. In their meta-analysis, De Marchis
and colleagues found that referrals to resources such as WIC and SNAP increase uptake of
resource use [5]. Our pediatric primary care practices provide referrals to WIC and SNAP
as standard of care when household food insecurity or other social needs are identified.
In our cohort, all but one participant was enrolled in WIC at baseline. The persistence of
household food insecurity despite WIC enrollment supports the need to go beyond referrals
to WIC to provide timely emergency food assistance to curb household food insecurity
in some urban families with young children. In our study, over half of participants were
SNAP-enrolled at baseline. SNAP enrollment was similar among retention and attrition
groups. Lack of baseline SNAP enrollment may be related to ineligibility, fear about use
of public benefits among immigrants [30,31], or difficulties with completing necessary
paperwork for maintaining enrollment. Although supplemental nutrition programs help
reduce household food insecurity, our study sample experienced household food insecurity
despite enrollment in benefits programs. The inadequacy of benefits, cost of high-quality
nutrient-dense foods, and limited access to healthy foods in some communities may be
reasons for these findings [32,33]. Recent increases in SNAP benefit allotments may help
alleviate household food insecurity for some families, but strategies to remove eligibility
restrictions and stigma are needed to enhance access to sustained benefits and help prevent
food insecurity, adverse health outcomes, and forgone healthcare [34,35].

We also found that Food FARMacia participants had lower prevalence of transporta-
tion needs and kitchen problems than the target population. Patients with transportation
needs may be unable to attend food selection sessions regularly and those with kitchen
problems may be reluctant to participate in an emergency food program that requires
food preparation. Alternatively, these findings could be a result of random variation in a
pilot study with a small sample size. Better understanding of the multiple social needs of
families with household food insecurity will help inform different intervention options.

We modified the program to allow for provider referrals. We found that a higher
proportion of registered participants attended at least one food selection session after
we implemented healthcare provider referrals compared to those directly registered by
program staff. Our sample size is too small to draw conclusions about causality. However,
healthcare providers are a trusted source of health information among parents of infants
and young children, thus referrals provided by them may facilitate patient acceptance [36].
Reliance on healthcare provider referral alone could lead to referral bias. We used systematic
screening of household food insecurity with systems-level practice changes to help reduce
this potential bias.
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We also found that families with older children, Hispanic or Latino ethnicity, and
larger household size had lower rates of attrition versus counterparts in our exploratory
analysis. In recent data from NYC, Hispanic/Latino families with children were among
the groups most likely to suffer from economic challenges that resulted in food access
limitations [6]. They also had less access to emergency food assistance [6]. Thus, the Food
FARMacia model for household food insecurity intervention embedded in a pediatric
primary care setting shows promise for reaching populations disproportionately burdened
by household food insecurity to increase access to emergency food assistance.

5. Limitations

A limitation of this study is the observational nature in a small cohort of families from
a single clinical site. Moreover, because we used electronic health record data for some data
collection, missing data on some variables coupled with the small sample size limited the
statistical power to identify differences in characteristics between those with retention or
attrition at 6-month follow-up. We did not complete an evaluation or outcomes assessment
in this study as the main goal of this study was to assess the feasibility of the pilot program
and study. Despite these limitations, this pilot study achieved its overall goal of examining
the feasibility of a mobile food pantry intervention in a population at-risk for household
food insecurity.

6. Conclusions

We found that the Food FARMacia reached its target population, and a clinically based
mobile food pantry program and enrollment in a concomitant research study was feasible.
As healthcare systems increasingly focus on addressing upstream determinants of health to
improve population health, scalable and effective interventions to reduce household food
security should leverage the frequent routine well-child visits in the first years of life. Our
findings support the need to conduct future, rigorous research to examine the effectiveness
of clinically based mobile food pantry programs to reduce household food insecurity,
improve diet quality, and improve health outcomes among families with household food
insecurity in a primary care pediatrics setting.
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