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2. Desired funding amount and an explanation of how Reuter's dollars will be allocated. 

The MetroHealth Foundation respectfully requests that The Reuter Foundation consider general 

program support of $25,000 for the Food As Medicine Program within MetroHealth’s Institute for 

H.O.P.E.™. 

3. What the funds will be used for. List and describe programs and numbers served in each. 

Cuyahoga County has the highest number of food insecure residents and children in Ohio. The link 

between chronic diseases such as obesity, diabetes and hypertension and access to healthy food is well-

established. Food insecure individuals are more likely to develop a chronic disease and, once a disease is 

established, food insecurity makes management of that disease more difficult. A recent study reports 

that approximately 1 in 3 chronically ill adults are unable to afford food, medications, or both. In 

addition to increased incidence of chronic conditions, food insecurity is linked to exacerbation of 

existing health issues, particularly for elderly patients; poor maternal and infant health; fragile pediatric 

health; and psychosocial problems. 

The funds requested from The Reuter Foundation will provide continued support for MetroHealth's 

Food as Medicine (FAM) Program, which identifies and addresses food insecurity issues for patients 

diagnosed with poorly controlled, nutrition-related chronic diseases (diabetes, hypertension and heart 

failure) to promote health, facilitate recovery and prevent future illness. The first FAM clinic was 

established in 2018 at the hospital's main campus Outpatient Pavilion, and the second location was 

opened at MetroHealth’s Ohio City Health Center in January 2021. The FAM clinic is a referral-based 

resource to connect food-insecure patients meeting specific chronic disease criteria with nutrition 

education and healthful food at no cost to the patient. Patients can use the food clinic up to two times 

each month. Each time, patients can choose from healthful foods to feed their entire household for 

three days. The food clinic offers a "shopping" experience, including the opportunity for nutrition 

education with a registered dietetic technician; easy, low-cost recipes; and case management services 

provided by a community health worker. After each visit, the FAM coordinator completes all required 

charting in EPIC to facilitate program evaluation. 

The FAM clinics are staffed by two dietetic technicians who work with patients on appropriate food 

selections based on diagnoses, a patient-intake form, and a food-frequency questionnaire. A bus or 

parking pass is provided if needed.  

 In response to the COVID-19 pandemic, a delivery service was initiated for patients with mobility issues 

and transportation barriers. This service provided access to healthful foods during the early days of the 

pandemic when so many were homebound, as well as social connection for those who were isolated. 

There were 663 deliveries from January through September of 2023 and about 890 are expected for the 

entire year. If the current level of delivery enrollment continues, we expect over 930 deliveries in 2024.  

In addition to screening patients in the primary care setting, patients are screened for food insecurity 

when they are discharged from the inpatient setting. Patients who meet the chronic disease enrollment 

criteria and screen positive for food insecurity receive a physician referral to the FAM clinic. Patients 

with poorly controlled chronic diseases are defined as follows: uncontrolled diabetes—most recent 

hemoglobin A1c greater than 7.0%; uncontrolled hypertension—systolic blood pressure of 150 or 



greater and/or a diastolic blood pressure of 100 or greater; hospitalization for acute exacerbation of 

heart failure. Those patients who screen positive for food insecurity, but do not meet the additional 

diagnoses criteria, receive a referral to the Greater Cleveland Food Bank for food resources and a 

referral to a registered dietitian for nutrition counseling. At the Ohio City Health Center, pediatric 

patients who are diagnosed with pre-diabetes and/or obesity are also referred to the FAM Clinic. 

In 2022, FAM served 290 patients / families and delivered nearly 51,000 meals. By the end of 2023, we 

anticipate serving 256 patient families. The decline is attributed to the departure in early October of our 

Main Campus supervisor. In 2024, we anticipate serving at least 300 patients / families, as more patients 

and care providers become aware of FAM. Based on neighborhood demographics, the patient 

population served at MetroHealth’s two Food as Medicine clinic locations is largely disadvantaged: 18% 

are uninsured, 51% receive Supplemental Nutrition Assistance Program (SNAP) benefits, the median 

income is $24,773, and 40% live below the Federal Poverty Level. Both FAM locations serve significant 

Hispanic and African American populations. 

Food as Medicine Program Partners 

• Greater Cleveland Food Bank: Primary provider of shelf-stable and fresh food products for the 

Food as Medicine Clinics 

• Rust Belt Riders: Collects produce waste for composting  

• Perfectly Imperfect Produce: Supplemental supplier of fresh produce  

• Urban Community School (UCS): A K-8 school focused on breaking social and economic barriers 

to success for Cleveland's near west side children by providing an individualized, innovative, and 

challenging education. UCS engages faculty, families, and community partners in the successful 

whole child development of their students. MetroHealth built the Ohio City Health Center on 

the UCS campus and established a deliberate partnership with the school to improve access to 

care and health outcomes for both students and their families. 

4. What are the desired outcomes? How do you measure impact? Share outcomes that illustrate your 

impact. 

By offering healthy food through the Food as Medicine Program as a remedy to combat chronic 

illnesses, MetroHealth aims to be a catalyst for change—for the community’s health, neighborhood, 

economy, and future. MetroHealth is focused on holistically addressing the social drivers of health—

including food insecurity—and measuring their impact on longer term health and health care costs, with 

a goal of establishing the case for reimbursement as part of population health management. 

Specific goals of the Food as Medicine Program include:  

• Improve providers’ ability to identify patients who experience food insecurity. 

• Increase in fruit and vegetable intake and decrease in fast-food consumption. 

• Advance health metrics for the chronic disease being addressed (improved A1c in those with 

elevated A1c; improved blood pressure in those with elevated blood pressure, etc.). 

• Reduce avoidable health care utilization, such as fewer emergency department (ED) visits and 

hospitalizations over the next year. 



With Institutional Review Board (IRB) approval, patient data is tracked in a REDCap database for 

evaluation purposes. A pre-post quality improvement study of the FAM Clinic is conducted using 

prospective surveys and electronic health record data and prospective surveys to evaluate changes in 

dietary behaviors, program engagement, and health outcomes; data is collected at baseline, three 

months, six months, and 12 months into program enrollment. Pre-post analysis of participant outcomes 

is completed quarterly. Participants will also be scheduled for quarterly blood pressure, weight, A1c, and 

cholesterol checks, as indicated by their chronic conditions, beginning at enrollment to the FAM 

program. While improvement in clinical outcomes can be evaluated quarterly, they are not expected to 

demonstrate significant change from baseline values until greater than six months of consistent FAM 

clinic participation. Patient visit records and health care costs are also accessible. 

Anticipated Quarterly Outcomes 

• With continued recruitment, MetroHealth expects to replace participants who complete the 

program or drop off for other reasons, plus grow the participants served by 10 or more per 

quarter.  

• The reduction in food insecurity will be measured with a six-item tool from the USDA at baseline 

and again at four months or upon departure from the program. It is anticipated that 70% of 

those surveyed will decrease their raw score by at least one point.  

• For participants with diabetes, it is anticipated that at least 50% will show a decrease in A1c at 

quarterly follow up.  

• For participants with hypertension, it is anticipated that at least 40% will show a decrease in 

systolic blood pressure at quarterly follow-up. 

Anticipated Long-term Outcomes 

• Decreased emergency department use 

• The program will presumably impact entire households. With potential to reach 1,500+ 

individuals through household size over the next two years, everyone will eat better, reduce 

their risk of food insecurity, and decrease the risk of chronic disease onset. 

Post-program Support 

The FAM program includes a transition and case management process whereby community health 

workers assist patients—those who have multiple social needs, diabetes and/or hypertension, and 

multiple emergency department visits—with finding community resources and maximizing their public 

benefits. Participants can also refer to their educational binders and recipes to continue to implement 

the healthy behaviors that they adopted during program participation. They also continue to have 

access to a MetroHealth nutritionist after completing the program. 

Further Evaluation 

The initial pre-post quality improvement study of the FAM clinic was limited to patients enrolled 

between October 2018 and November 2019 to allow for a minimum of three months of follow-up prior 

to the start of the COVID-19 pandemic in March 2020. Participants completed surveys at their initial visit 

and at visits three and six months later. 

 



The primary study outcome was change in self-reported dietary behavior, defined as an improvement in 

fruit and vegetable intake. Secondary outcomes included other dietary behaviors such as reduction in 

fast-food intake, the number of visits to the FAM clinic, changes in clinical health measurements (i.e., 

blood pressure, glycosylated hemoglobin (A1c), body mass index (BMI), and health care utilization [i.e., 

ED use and inpatient hospitalizations]). Potential barriers to FAM clinic use were also identified. A 

manuscript detailing the study and outcomes has been submitted to the Journal of General Internal 

Medicine for publication. Additionally, the Greater Cleveland Food Bank has produced a white paper on 

the evaluation of the Food as Medicine partnership with MetroHealth. The intention was identifying and 

sharing lessons learned, success and challenges of the three-year collaboration, and prioritizing next 

steps so that both organizations can work towards improved efforts. The evaluation included interviews 

with both MetroHealth staff and FAM clinic participants. Participant interview themes were food, 

service, and impact. Select comments follow: 

“Great variety, you get … first thing I saw were canned goods WOW. Then saw cooler 
with meats and dairy and fruit and vegetables and was in awe. I can see what is in there. I get a choice 
right away. It doesn’t have to be all cans, can be fresh vegetables, like juice, milk, large things of juice, 
extra supplies.” (Age 58) 
 
“Helping control calories, diabetes, how much food to eat, ya know, they made my A1C 
go down and under control. I used to eat and eat and eat and eat. Now I do five small meals a day. They 
taught me everything there. They’re a very, very good program. I thank God for them Every day.” (Age 
54) 
 
“Um, for me my A1C was 9. Extremely high. Very, very high. They want you to be 
around 7. I’m about 7.2 to 7.3. [It’s] Scary because if I’m too well I won’t get these things. If I don’t eat 
right I’ll shoot right back up. Doctor called, ‘whatever you’re doing keep doing’. It can’t be. He said the 
7.2. I couldn’t believe it. (Age 58) 
 
“…been more mindful of what I’m eating and my relationship with food … it was at 12 
and now it’s at 9.5. Trying to lose weight. I am proud.” (Age 36) 
 
“Instead of frying, now baking some items. Introduced to olive oil. Also, my daughter is now watching 
what she eats to beat diabetes and high blood pressure. My daughter was getting overweight so is also 
learning from the program and now teaching me.” (Age 75) 
 

How the Food as Medicine Program Meets Unmet Needs 

MetroHealth's Food as Medicine Program is unique in Cleveland in its effort to deliberately target and 

impact patients with specific chronic conditions by providing a hospital/health center-based food 

pantry. Food as Medicine is just one program within MetroHealth’s Institute for H.O.P.E.™, which 

supports efforts to identify and address the social drivers of health that impact the health and well-

being of its patients. Patients are screened for risk in nine domains: food insecurity, social isolation, 

physical activity, housing, financial resource strain, stress, transportation, connectivity, and intimate 

partner violence. If a patient is identified as being at-risk in any of these domains, they are provided with 

appropriate referrals to social service organizations using the Unite Ohio platform. This closed-loop 

referral network—currently comprising more than 160 organizations—permits community-wide care 

coordination, sends electronic referrals to the most appropriate provider(s), tracks real-time outcomes 



delivered by external partners, identifies service gaps, and ultimately creates a more equitable 

community. Unite Ohio enables all entities to work transparently and ensures that our most valuable 

resources are deployed effectively and efficiently.  

If MetroHealth did not intervene, it is anticipated that the baseline data would continue to be the norm. 

Food-insecure potential participants would continue to utilize the least expensive food sources, often 

high in sodium, or food pantries with fewer low-sodium and low-sugar options. They would have limited 

access to fresh fruit, vegetables, and lean proteins, and continue to have elevated blood pressure and 

blood sugars or increase their medication use to control their medical conditions. 

5. Describe staff (# full-time/# part-time/# volunteers and include bio of Executive Director). 

Two full-time supervisors of the FAM Clinics at Main Campus (currently .625 FTE with plans to increase 

to .8 FTE in 2024) and Ohio City Health Center (.8 FTE) and one Americorps volunteer, who assists 

approximately 20 hours a week with receiving and stocking food, preparing food boxes for delivery 

recipients, assisting with any in-person participants when needed, and data entry for a FAM study. FAM 

Clinic staff are supervised by MetroHealth’s Manager of Ambulatory Nutrition. 



Jennifer D. Bier, MS, RD, LD 
Manager of Ambulatory Nutrition for The MetroHealth System 

 
EDUCATION 

• Case Western Reserve University, Cleveland, Ohio 
o Master of Science in Public Health Nutrition with Certificate in Gerontology, 2002 

• Case Western Reserve University, Department of Nutrition, Cleveland, Ohio 
o Dietetic Internship, 2002 

• The University of Chicago, Chicago, Illinois 
o Bachelor of Arts in Biological Sciences with general honors, 1995 

 
PROFESSIONAL EXPERIENCE 
The MetroHealth System, Cleveland, Ohio 
 Dietetic Internship Director: August 2017 – present 

• Plan and coordinate supervised practice experiences for dietetic interns as part of 10-month 
ACEND-accredited dietetic internship; ensure continued accreditation. 

 
 Manager, Ambulatory Nutrition: June 2011 – present 

• Supervise 12 outpatient dietitians across the system 
• Coordinate ADA-recognized Diabetes Self-Management Education program across multiple sites 
• Since 2018, oversee the Food as Medicine program.  Was involved in initial design and planning. 

Serve as primary investigator for the IRB-approved Food as Medicine survey study and supervise 
the clinic staff. 

• Coordinate departmental participation in health fairs and other educational outreach. 
 

 Clinical Dietitian/Diabetes Educator, Buckeye Health Center:  July 2009 – May 2011 
• Implement grant-funded diabetes education program including group and individual education, 

scheduling, follow up, and data collection. 
• Prepared application for renewal of program recognition through the American Diabetes 

Association. 
• Lead the annual program review with the steering committee and implement CQI projects. 

 
Clinical Dietitian, Center for Community Health:  July 2004 – May 2008 

• Provided medical nutrition therapy and nutrition education for outpatients of all life stages and 
medical conditions. Participated in community outreach through health fairs and speaking 
events. 

 
Various locations, May 2002 – July 2004 
 Clinical Dietitian in long-term care facilities 
 
  
PROFESSIONAL MEMBERSHIPS 
 
 Academy of Nutrition and Dietetics, member 2001-present; current member of Diabetes Dietetic 
Practice Group and MNT Dietetic Practice Group 
 Greater Cleveland Academy of Nutrition and Dietetics (formerly Cleveland Dietetic Association), 
member 2001-2007; 2008 –2016; 2018 - present 
  



















































2021 2022 2022 2023
Fundraising Actual Budget Actual Budget

Individuals $ 2,706,091 $ 4,000,000           $ 6,055,999           $ 4,000,000           
Foundations 4,975,233 4,000,000           2,955,016           5,500,000           
Government 9,919 -                      81,933                100,000              
Corporations 1,873,390 4,000,000           2,046,083           5,400,000           
Corporate Foundations 816,913 -                      977,326              -                      
In-Kind 41,510                
(Pledge Discounts) 66,882 (250,000)             (24,582)               (250,000)             

Contributed Revenue $ 10,448,428 $ 11,750,000 $ 12,133,285 $ 14,750,000
Non-Fundraising

Miscellaneous Income $ 36,105 $ 35,000                $ 38,980                $ 35,000                
In-Kind MHS 2,631,510 3,789,445           3,583,572           3,959,681           
Interest and Dividends 935,279 1,000,000           1,140,911           1,000,000           
Realized Gain/Loss on Investments 9,741,537 1,500,000           5,219                  -                      

Subtotal $ 13,344,431 $ 6,324,445 $ 4,768,682 $ 4,994,681

Total Revenue $ 23,792,859 $ 18,074,445 $ 16,901,967 $ 19,744,681

Expenditures and Distributions
Operations

Fundraising & Events $ 395,009 $ 1,432,500           $ 1,247,095           $ 939,850              
Admin 327,354 723,100              277,487              771,000              

2,631,510 3,789,445           3,583,572           3,959,681           
Other In-Kind -                      -                      66,010                

Subtotal $ 3,353,873 $ 5,945,045 $ 5,174,164 $ 5,670,531

Distributions
Grants/Donor Driven $ 5,021,557 $ 5,500,000           $ 5,961,049           $ 5,500,000           
Campaign Transfers 5,000,000 10,000,000         3,000,000           3,500,000           

Subtotal $ 10,021,557 $ 15,500,000 $ 8,961,049 $ 9,000,000

Total Expenditures and Distributions $ 13,375,430 $ 21,445,045 $ 14,135,213 $ 14,670,531

Excess (Deficit) of Revenues Over Expenditures$ 10,417,429 $ (3,370,600) $ 2,766,754 $ 5,074,150

Other Revenues and Expenditures
Unrealized Gain/Loss on Investments $ (2,622,303) $ -                      $ (13,664,193)        $ -                      
Change in value of Split Interest Agreement (15,980)               -                      (22,395)               -                      

Change in Net Assets from Activities $ 7,779,146 $ (3,370,600) $ (10,919,834) $ 5,074,150

Estimated Fund Balance - Beginning of Year $ 79,992,752 $ 87,771,898 $ 87,771,897 $ 76,852,063

Estimated Fund Balance - End of Period $ 87,771,898 $ 84,401,298 $ 76,852,063 $ 81,926,213

The MetroHealth Foundation, Inc.
2023 Budget

MHS In-Kind
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