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ABSTRACT OF THESIS

CULTURAL SENSITIVITY IN COOPERATIVE EXTENSION NUTRITION
EDUCATION PROGRAMMING IN KENTUCKY

The purpose of this mixed methods study was to learn how cultural sensitivity was
integrated and perceived in community nutrition education of an existing program offered
by the University of Kentucky Cooperative Extension Service Nutrition Education
Program. Data collection consisted of a quantitative cultural competence assessment
survey tool used with nutrition education paraprofessionals (n=74), qualitative in-depth
interviews of nutrition education paraprofessionals (n=8) and focus groups of
Hispanic/Latino nutrition education program participants (n=39). Findings were focused
in three areas; the cultural sensitivity needs of the program, the perception of nutrition
education by participants and the training and professional development needs of
nutrition education paraprofessionals. Among the cultural sensitivity needs of the
program identified were curriculum resource needs, community referral needs, the
importance of community partnerships and the importance of incorporation of children in
nutrition education were identified. Among the training and professional development
needs of nutrition education paraprofessionals, a need for Hispanic cultural education,
language services education and chronic disease education were reported. The value of
cross-cultural exchange and the need for chronic disease education in relation to dietary
habits were identified by the participant focus group findings.

KEYWORDS: community nutrition education, Hispanic, Latino, cultural sensitivity,
cultural competence
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CHAPTER ONE: INTRODUCTION
The Hispanic population in the United States (U.S.) has grown rapidly, increasing

by 43% between 2000 and 2010 (United States Census Bureau, 2016). The 2015 U.S.
Census determined the Hispanic population represented 17.6% of the U.S. population,
making Hispanics/Latinos the largest minority in the country (“United States Census
Bureau,” 2016). Additionally, there was a 121.6% increase in the Hispanic population in
the state of Kentucky from 2000-2010 (Price, 2011). The changing ethnic composition of
the U.S. has led to changes in nutrition and health-related needs. Hispanic American
adults were determined to have the highest prevalence of age adjusted obesity (47%) in a
study brief from the Centers for Disease Control (Hales, Carroll, Fryar, & Ogden, 2017).
Obesity serves as a precursor to the development of many diet-related chronic diseases,
including diabetes and hypertension. Based on longitudinal data from the Hispanic
Community Health Study/Study of Latinos, Schneiderman et al., found 16.9% of study
participants had diabetes and 25.5% of participants had hypertension (2014). The risk of
development of many chronic diseases can be reduced through lifestyle changes, such as
consuming a healthy diet and being physically active (“NCCDPHP”, 2018).

The Society for Nutrition Education and Behavior defines nutrition education to
be “designed to facilitate voluntary adoption of food choices and other food and nutrition
related behaviors conducive to health and well-being” (“Nutrition Education,” 2018). In a
report to Congress, the Food and Nutrition Service stated, “nutrition education can make

a significant contribution to improved dietary practices” (“USDA”, 2010).



Cultural education in this area begins with an awareness of one’s own culture and
the impact that has on their view of others and would also include information on the
culture of participants an educator is working with. Culture includes the beliefs, values
and concepts that contribute to behaviors and traditions (Setiloane, 2016). Setiloane
attributed the success of cultural education to the training the educator receives regarding
culturally sensitivity with diverse audiences (2016). Therefore, it is important to examine
the cultural sensitivity training nutrition education paraprofessionals receive.
Additionally, effectiveness of the paraprofessional’s training also needs examination to
ensure that it prepares them to provide education in a culturally sensitive manner to
effectively addresses culturally specific dietary, physical activity and lifestyle choices.
Castro, Barrera, & Martinez identify language as a “cognitive information processing and
affective-motivational characteristics” (2004) when adapting a program to fit cultural
needs. Therefore, it is of equal importance that 1) nutrition education materials be
provided in the preferred language of program participants and 2) that consideration be
given not only to the appropriateness of the translation and dialect, but also to the degree
to which cultural considerations and adaptations are evident in the educational materials.

There is currently a lack of information regarding how nutrition education
paraprofessionals integrate cultural sensitivity into nutrition education programming, and
a lack of information regarding the cultural sensitivity training provided relative to their
job skills. Additionally, there is a lack of information regarding Nutrition Education
Program participants’ perceptions of the cultural sensitivity of paraprofessional nutrition

educators’ program delivery and program materials. The purpose of this study is to learn



how cultural sensitivity is integrated and perceived in community nutrition education
programming to build on evidence-based practices for future nutrition education
programming.

Research Questions

1. How do nutrition education paraprofessionals integrate cultural sensitivity in their
program delivery, including adaptation of curriculum and resources?

2. What are the perceptions related to training and professional development that
nutrition education paraprofessionals perceive to be important related to their cultural
sensitivity skills?

3. What are community nutrition education program participants’ perceptions of
cultural sensitivity in nutrition education programming, including the appropriateness of

program materials and the sensitivity of nutrition education paraprofessionals?

Research Hypotheses

1. We expect nutrition education paraprofessionals to integrate cultural adaptations of
food preparation methods, recipes, physical activity behaviors, lifestyle factors and
health beliefs into their nutrition education programming with diverse clientele from
materials available to them in their training. We also expect to identify resources
previously approved by other agencies that individual program paraprofessionals find
culturally appropriate for their program participants.

2. We expect nutrition education paraprofessionals to acknowledge the need for cultural

sensitivity in program materials and delivery by nutrition education paraprofessionals.



3. We expect nutrition education program participants to identify specific cultural needs

relative to food, nutrition and health.

Justification
Providing culturally sensitive nutrition education and building skills of educators

in cultural sensitivity contributes to an equitable learning environment for culturally
diverse communities. Nutrition education programs, such as Supplemental Nutrition
Assistance Program Education (SNAP-Ed) and Expanded Food and Nutrition Education
Program (EFNEP), are federally funded programs that aim to demonstrate improvements
in dietary quality and physical activity, food resource management, food safety and food
security as a result of programming efforts (*“Expanded Food and Nutrition Education
Program”, 2018). The first step to providing culturally sensitive nutrition education
programming is to determine how current methods are meeting this need. An
understanding of current methods will contribute to further development of cultural
sensitivity training and culturally specific nutrition education materials and resources as
needs are identified. Purposefully addressing culturally specific nutrition and health
related issues can contribute to efforts to reduce the prevalence of obesity and diet-related

diseases that lead to health disparities among the Hispanic/Latino population in the U.S.



CHAPTER TWO: REVIEW OF LITERATURE

Nutrition education is considered a strategy to improve the nutritional practices of
individuals and improve health and well-being (“Nutrition Education”, 2018).
Community nutrition education is focused on providing nutrition education at the
individual and family level in an accessible, community setting. An overview of the logic
model of community nutrition education is displayed in Figure 1 (“*Community Nutrition
Education”, 2015).

Figure 1. Community Nutrition Education Logic Model
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One example of a state-level nutrition education intervention which serves as the subject
of this thesis is a program provided through the University of Kentucky’s Cooperative
Extension Service. The Nutrition Education Program is administered to limited resource

audiences throughout the state, including ethnically diverse clientele. Bilingual nutrition
5



education paraprofessionals provide nutrition education in Spanish and they use a
selection of program materials that are translated for the Hispanic/Latino communities in
Kentucky. However, there is a lack of insight into the level of cultural sensitivity that is
present in the materials and in program delivery. The degree of incorporation of the
cultural traditions, habits, preferences and needs of program participants is not well
studied.

There are many translated nutrition education materials, however they do not
necessarily consider the cultural traditions, habits, preferences that are imperative for
behavior change.

The cultural sensitivity of those delivering nutrition education is a key factor when
considering how it will be received by participants (Setiloane, 2016). Nutrition education
programs and curriculums have been adapted to best fit the needs of Hispanic
communities, but there is a lack of insight into the cultural sensitivity training,
information nutrition education paraprofessionals are provided, and how they incorporate

culture into their program delivery with diverse communities.

Diet-Related Health Considerations of the Hispanic/Latino Population

The current study seeks to increase knowledge on how to improve nutrition
education programming by examining current literature on nutrition education
programming in addition to identifying needs of Hispanics/Latinos in Kentucky. A better
understanding of health disparities specific to the Hispanic/Latinos population will allow

for more effective educational strategies to address these issues.



As of 2017, it is estimated that Hispanic/Latinos account for 3.7% of Kentucky’s
population and 18.1% of the population of the U.S. (U.S. Census Bureau, 2017). In 2014,
28% of Hispanic/Latinos aged 18-64 living in Kentucky were living in poverty and 29%
lacked health insurance (Demographic and Economic Profiles, 2014). Lack of access to
healthcare and lack of monetary resources can have a negative impact on health
outcomes. Nutrition and physical activity are considered to be lifestyle factors that have a
close association with health outcomes and should also be examined in seeking to
understand the health education needs of Hispanic/Latino individuals (Dietary Guidelines
for Americans, 2016).

Dietary Behaviors

Qualitative work examining facilitators and barriers to type 2 diabetes self-
management found that participants with more traditional acculturation levels were more
likely meeting dietary, blood lipid guidelines and glycemic control (Plasencia et al.,
2017). A study with Mexican-Americans found that participants with more traditional
dietary behaviors consumed less saturated fat, carbohydrates and overall calories, as well
as consuming more fiber and participating in more physical activity (Plasencia et al.,
2017). However, a disconnect exists between traditional dietary practices and perceptions
of traditional, cultural foods, which were considered by participants to be unhealthy
choices, a consistent finding with other studies (Isasi et al., 2015).

Many studies involving Hispanic/Latinos do not differentiate between ethnic
subgroups, a practice that can be problematic when identifying dietary risk factors for

chronic disease (Siega-Riz et al., 2014). In a study comparing the food group and nutrient



intake of Hispanic subgroups living in the U.S. (Cuban, Dominican, Mexican, Puerto
Rican, Central American and South American), diets of South Americans aligned the
closest to a diet recommended by the American Heart Association, while diets of Cubans
and Puerto Rican were the least aligned with this diet. Cubans were consuming the
highest amounts of calories, proteins, fats and carbohydrates, with the highest source of
protein coming from meat. Dominicans and Puerto Ricans were consuming the lowest
amount of calories, proteins, fats and carbohydrates of the six subgroups compared.
Interestingly, Cubans consumed the lowest amount of micronutrients (except for Vitamin
C, the lowest intake was seen in Puerto Ricans) and Mexicans had the highest intake of
Vitamin A, C, iron, calcium and folate among the subgroups (Siega-Riz et al., 2014).
This study demonstrates evidence that dietary needs can vary widely amongst
Hispanic/Latino subgroups, as over and under consumption of specific macronutrients
and micronutrients can adversely affect health. Nutrition interventions should take into
consideration the specific dietary patterns of the Hispanic/Latino ethnic subgroup in order

to provide the most appropriate nutrition education.

Physical Activity

According to the 2015-2020 Dietary Guidelines for Americans, it is
recommended that adults are physically active for at least 150 minutes per week
(“Physical Activity Guidelines for Americans”, n.d.). Among Hispanics/Latinos, 37% are
inactive compared to 22% of non-Hispanic Whites (“Health Disparities”, 2004). Using
the EPIC Physical Activity Questionnaire (EPAQ2) (21) with Hispanics/Latinos, physical

activity was comprised of 51% through occupation-related activity, 27% was household
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activities and 22% was from leisure-time, recreational activity (Marquez & McAuley,
2006). In the same study, Hispanic/Latino men reported higher levels of MET (metabolic
equivalent task), while females reported more household activity and there were no
differences in level of recreation activity (Marquez & McAuley, 2006). The same study
also compared physical activity and acculturation measured with the 12-item Short
Acculturation Scale for Hispanics/Latinos assessed with a 5-point Likert type scale.
Those with higher levels of acculturation reported less overall activity, including
occupational activity (Marquez & McAuley, 2006). The authors attribute this finding to
the possibility that acculturation is associated with less physically demanding job
opportunities for Hispanics/Latinos living in the U.S. (Marquez & McAuley, 2006).
Similarly, a study examining physical activity among 30,525 Hispanics/Latinos
found that standing or walking during the day also decreased by 17.2% accordingly in the
most acculturated group compared to the least acculturated group (Berrigan et al., 2006).
Notably, there was a 24.4% decrease in the reporting of leisure time physical activity in
the most acculturated group compared to the least acculturated group (Berrigan et al.,
2006). The authors attribute this finding to culture and socioeconomic status (Berrigan et
al., 2006). A similar result was found in a study that examined the type of physical
activity among three ethnic groups (He & Baker, 2005). Black and Hispanic/Latino
individuals reported lower levels of leisure time physical activity and higher levels of
work-related physical activity when compared to white individuals. Education level and

health status were found to be the greatest determinants in the type of physical activity.,



Those with higher levels of education reported lower levels of occupation-related
physical activity (He & Baker, 2005).

A study that examined physical activity through the implementation of walking groups
with Mexican-Americans diagnosed with type 2 diabetes found that social support and
self-efficacy to be motivating factors (Ingram, Ruiz, Mayorga & Rosales, 2009). These
factors along with the importance of group identity/social cohesion contributed to the
theoretical construct of collective efficacy, “the belief that the group can improve their
lives through collective effort” (Ingram et al. 2009, p. 396). This concept of collective
efficacy is another important consideration when designing and implementing physical

activity and lifestyle interventions with Hispanic/Latino participants.

Obesity

The American Heart Association defines obesity as “the health condition of
anyone significantly above his or her ideal healthy weight” which is measured by having
a Body Mass Index (BMI) of 30 or higher (“Obesity Information”, 2014). A study
conducted by Flegal et al. (2012) examined data from the National Health and Nutrition
Examination Survey (NHANES) and determined that obesity among the Hispanic
population in the U.S. increased 7.6% from NHANES 111 1988-1994 to NHANES 1999-
2000. It was determined that 40% of Hispanic males and 44% of Hispanic/Latino females
were obese (Flegal et al., 2012).

The CDC determined that Hispanics/Latinos experienced 23% more obesity than
non-Hispanic Whites (“Hispanic Health”, 2015). There are many factors contributing to

this trend and researchers have examined the leading factors in order to coordinate
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obesity prevention and intervention efforts. Isasi et al. (2015) utilized data from the
Hispanic Community Health Study/Study of Latinos (HCHS/SOL) to analyze the
relationship of obesity and acculturation among 16,266 Hispanic/Latino participants.
Many Hispanic/Latino health studies largely consist of participants of Mexican heritage;
however, this study also includes those who self-identified as Central American, Cuban,
Dominica, Mexican, Puerto Rican and South American, providing a more accurate view
of Hispanic/Latino health. Height and weight were measured, along with data collected
regarding country of birthplace, socio-demographic information and degree of
acculturation, as measured by Marin's Short Acculturation Scale for Hispanics.
Prevalence of obesity was 42.4% among Hispanic/Latino females and 26.5% among
Hispanic males. Additionally, 7.3% of female participants fell into the extreme obesity
category (> 40 kg/m2) compared to 3.5% of males (Isasi et al., 2015). No significant
association was found between acculturation and obesity among the subgroups. However,
a past study conducted with Mexican-Americans, reported physical activity was
significantly greater in those reporting speaking English as their main language when
compared to those speaking Spanish as their main language (Crespo, Smit, Carter-Pokras,
& Andersen, 2001). Study participants living in households earning less than
$40,000/year were more likely to be obese than those earning more (lIsasi et al., 2015).
These findings suggest that low-income Hispanics/Latinos are at a higher risk for obesity
and obesity related chronic diseases.

The HCHS/SOL found that participants who relocated to the U.S. before the age

of 14 were more likely to be obese than those that had relocated at the age of 14 or later
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(Isasi et al., 2015). In contrast to the findings of other studies associating higher
acculturation with higher prevalence of overweight, this study did not find an association
between acculturation and obesity (Isasi et al., 2015). It was noted in the study that those
who ate mostly Hispanic/Latino foods were less likely to be extremely obese than those
that ate both traditional, Hispanic/Latino foods and American foods (Isasi et al., 2015).
The current city of residence appeared to have more effect on overweight and obesity
rates than the country of origin. Puerto Ricans living in Chicago and the Bronx had
similar rates of moderate obesity, but extreme obesity was more likely if living in the
Bronx. Similarly, South American individuals living in the Bronx were more likely to be
overweight or moderately obese when compared to South Americans living in San Diego.
Mexican-Americans in the Bronx were more likely to be moderately obese, but less likely
to be extremely obese than Mexican-Americans living in San Diego (Isasi et al., 2015).
The data was collected in four major urban areas; Chicago, Miami, San Diego and the

Bronx, therefore, the study did not compare Hispanics/Latinos residing in rural areas.

Chronic Disease

Lifestyles among different ethnicities can vary greatly in terms of dietary
preferences and choices, engagement in physical activity, and risk for chronic disease
(“Hispanic Health”, 2015). Hispanics/Latinos face a higher risk of many chronic diseases
that can lead to an increased risk for earlier death, including a 50% higher risk of dying
from diabetes or liver disease (“Hispanic Health”, 2015). Hispanics/Latinos experience

24% more poorly controlled high blood pressure, and about a 50% higher death rate from
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diabetes than non-Hispanic whites, both of which can be related to diet and physical
activity (“Hispanic Health”, 2015).

Using data from the longitudinal, cohort HCHS/SOL, Schneiderman et al. (2014)
examined the rates of diabetes awareness and diabetes control, as well as the prevalence
of diabetes among the Hispanic/Latino population. It was determined that 16.9% of adult
Hispanics/Latinos in the study had type 2 diabetes. Participants in the study were tested
for diabetes at the baseline visit and 34.3% received a new diagnosis of the disease,
potentially signifying lack of access to medical care, resources and education
(Schneiderman et al., 2014). Diabetes prevalence was higher among those with lower
education and income (Schneiderman et al., 2014).

A similar study examined hypertension with the Hispanic/Latino community in
the U.S. using data from the HCHS/SOL (Sorlie et al., 2014). Consistent with other
findings, the highest proportion of among Hispanic/Latino ethnic subgroups was
Mexican-Americans (Sorlie et al., 2014). In the study, 25.5% of the 16,415 participants
were diagnosed with hypertension, and among these participants, 25.9% were unaware of
having the condition (Sorlie et al., 2014). The study also examined NHANES data for a
comparison of Hispanic/Latino and non-Hispanic white participants, who were not
included in the HCHS/SOL. Hispanics/Latinos had lower prevalence rates of
hypertension (25.5% vs. 26.1 %), however they also had lower rates of awareness (77.7%
vs. 81.4%), treatment (69.6% vs. 76.6 %) and control (40.7% vs. 56.3%) (Sorlie, et al.,

2014). Thus, lack of awareness and education relative to dietary methods for improving
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hypertension control and reducing comorbidities of the disease may be addressed with
community-based nutrition and health education.

Many nutrition education interventions are designed to improve dietary quality
and increase physical activity behaviors to increase healthy lifestyle behaviors and reduce
the risk for nutrition-related chronic diseases, such as diabetes and hypertension (“SNAP-
Ed”, 2018). For this reason, it is critical to examine the effectiveness of nutrition
education regarding chronic disease prevention and treatment with the Hispanic/Latino

community.

Cultural Sensitivity of Nutrition Professionals and Paraprofessionals

The Hispanic/Latino population grew by 43% in the U.S. between 2000 and 2010
(“United States Census Bureau,” 2016). As a result of the increasing cultural diversity in
the U.S., there is a need for nutrition education that takes into consideration dietary and
health related cultural needs. There are three key areas for consideration when developing
cultural sensitivity among nutrition educators (Setiloane, 2016). First, nutrition educators
should have an increased awareness of their own cultural heritage and the effect that it
has on their views and ideas. Second, they should acknowledge that cultural traditions are
not neatly found among individuals in one culture, even if they have similar
characteristics and preferences. Cultural nuances and degrees of traditions vary within
ethnic groups and can change throughout the lifetime. Third, they should understand that
power dynamics caused by sociopolitical and historical factors influence cultural beliefs

and values, and in turn, these may impact health. Experts propose that advancements in
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these areas can lead to the development and delivery of more culturally sensitive nutrition
education (Setiloane, 2016; Resnicow, 1999; Campinha-Bacote, 1999).

There is limited data regarding cultural sensitivity specifically in regard to
nutrition professionals, and is a topic of concern to many other health professions
including paraprofessional models. Schim et al. (2006) conducted a cross-sectional,
descriptive study to determine the relationship of specific variables with cultural
competency among 107 hospice nurses using the Cultural Competence Assessment
questionnaire measured by a 5-point Likert- like scale. This tool was developed from the
Three-Dimensional Puzzle Model of Culturally Congruent Care, which consists of the
components of cultural diversity, cultural awareness, cultural sensitivity and cultural
competence. Over half of nurses responding to the survey reported working with
Hispanic/Latino patients in the past year (Schim, 2006). The culturally sensitive
behaviors most frequently reported by respondents were as follows: “acting to remove
obstacles that were pointed out to them by clients, welcoming feedback from clients, and
avoiding generalizations” (p. 305). The least frequently reported behaviors were as
follows: “cultural assessments, using a variety of resources to learn about cultures, and
having resource materials at hand” (p. 305). The lack of resources cited to learn about
other cultures and to use in education and patient care is of particular note. Because of the
association found in the study between diversity training and higher levels of cultural
competence, it is suggested that diversity trainings may increase the incidence of cultural
competence in practice (Schim et al., 2006).A higher correlation of cultural awareness

and sensitivity was demonstrated amongst those with higher levels of education (Schim,
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et al., 2006). It is unclear from this study if a lower degree of education is associated with
lower cultural competency or if socio-economic factors could play a role in the cultural
sensitivity and understanding of those with lower education levels as well. This is an
important consideration for the peer-education model used by many community-based
nutrition education programs and the cultural sensitivity among paraprofessionals.

There is a paucity of studies regarding the cultural sensitivity of nutrition
education professionals and paraprofessionals. Among dietitians, Wittwer and Herbold
(2009) assessed cultural competence implementation using the Cultural Competence
Health Practitioner Assessment (CCHPA) online survey. The survey assessed both
training and use of cultural competence in practice. Only 55% of respondents reporting
that they had training in this area in the last three years, and 37% reported never receiving
training on how to work with a medical interpreter. Only 27% of participants felt they
knew cultural foods and dietary habits very well, which could impact their clients’
abilities to follow dietary behavior changes that do not incorporate cultural foods or
cultural beliefs. Nearly half of participants reported making linguistic changes to
materials for patients. Because 49% of participants in the study reported speaking another
language, it is plausible that they were more knowledgeable about cultural needs and
behaviors of their clients (Wittwer and Herbold, 2009).

Wakou, Keim and Williams (2003) conducted a qualitative, multi-state study that
sought to identify the necessary competencies for EFNEP paraprofessionals. EFNEP
professionals completed three rounds of Delphi method surveys based upon their hiring

and supervising experience of EFNEP paraprofessionals. Of the characteristics identified,
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being bilingual was identified as slightly important to important and being indigenous to
the population was found to be moderately important. Indigenousness refers to having a
similar culture and social class as those being served. These indigenous paraprofessionals
were considered to be the link between the agency, the professionals, and the community
participants (Wakou et al., 2003, p.21). While input from professionals overseeing the
program is valuable, the insight of bilingual EFNEP paraprofessionals about what they
consider the most important qualities required to perform their jobs well provides
essential information and a more comprehensive view of what competencies contribute to
acceptance from the community participants.

A randomized control study was conducted with 357 Hispanic/Latino women to
examine the long-term impact of interventions to reduce fat intake and increase fiber
intake over one year (Elder et al., 2006). One group received mailed, non-tailored
nutrition materials (control), another received mailed, tailored nutritional materials, and a
third group received nutritional counseling from a promotora, a lay health advisor, as
along with the printed, tailored materials. Using a 24-hour dietary recall as a
measurement, those in the promotora group showed the most dietary improvements
immediately following the intervention, however the improvements were not sustained

when measured at the one-year follow-up.

Cultural Adaptations in Health Interventions for Adult Hispanics/Latinos

Due to the increase in the Hispanic/Latino population from 35.3 million in 2000
to 50.5 million in 2010 in the U.S. (“United States Census Bureau,” 2016), many

nutrition education interventions and programs have been culturally adapted with the aim
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of being delivered specifically to Hispanic/Latino participants. Kumpfer, Alvarado, Smith
and Bellamy (2002) define cultural adaptations as the tailoring or sensitivity to a culture’s
traditions, religion, rituals or values. Cultural adaptations to programs can increase
participation of the target audience (Kumpfer et al., 2002). Many of these culturally
adapted programs incorporate cultural foods, traditions and educators of similar ethnicity,
considered integral parts of the program.

One initiative of a National Cancer Institute-funded nutrition education
intervention, Your Healthy Life/Su Vida Saludable, researchers sought to develop and
test “culturally and linguistically appropriate, tailored, written nutrition education
materials” (Strolla, Gans, & Risica, 2006, p.466). A mixed method study was designed
to identify what to culturally tailor in the intervention materials. Qualitative focus groups
and interviews were conducted, as well as quantitative telephone surveys with both
EFNEP paraprofessionals and participants from the target audience. Spanish speaking
participants indicated a preference for nutrition materials in Spanish, specifically
suggesting that a nutrition label in Spanish would aid in better understanding of what is
on the label. The focus group? themes identified were related to nutrition education on
how “to eat healthier, eat to control diabetes, eat to control high blood pressure and eat to
control cholesterol” (Strolla, Gans, & Risica, 2006, p. 472). The most frequently reported
responses participants gave when asked about what would serve as a motivating factor to
eat healthier were 1) to feel better, 2) to lose weight, 3) to live longer and 4) to prevent

disease (Strolla, Gans, & Risica, 2006).

18



iCocinar Para Su Salud! (Cook for Your Life) was a nutrition education program
designed for Hispanic/Latino breast cancer survivors utilizing Isabel Contento’s (2015)
six-step Nutrition Education DESIGN Procedure. Modifications to the design and
evaluation of the program were made based on feedback from two focus groups
(Aycinena et al., 2017). The program was then piloted in a randomized control trial with
70 female, Hispanic/Latino breast cancer survivors, which included a control group
(n=30) that received only written nutrition recommendations. The components of the
program included cooking classes, which were adapted to include familiar foods and the
use of traditional herbs and spices with less traditional foods, to increase acceptance.
Participants who completed the program demonstrated higher increases in fruits and
vegetables consumed, less fat consumed and more weight lost compared to those in the
control group, who only received written nutrition recommendations that did not include
cultural adaptions (Aycinena et al., 2017). The formative process of the program, based
on focus group feedback, as well as the incorporation of traditional foods, should be the

first step in adapting nutrition education programs for Hispanics/Latinos.

Rising Interest in Health and Nutrition for Families

Data from 2012, showed that 22.5% of Hispanic/Latino youth in the U.S. were
considered obese (Ogden et al., 2014). This alarming statistic is of particular interest
when considering its implication for nutrition education provided to parents of obese
children, who are typically responsible for food provision and preparation in the home.
Parents demonstrate a large influence over a child’s food environment, both through

genetics, but especially in the home (Savage, Fisher & Birch, 2007). Evans et al. (2011)
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assessed the home food environment in 34 low income, Spanish speaking parents of
young children in a qualitative study in Texas, with the aim of establishing guiding
nutrition intervention principles for future implementation with similar audiences. The
Structural Model of Health Behavior was used to develop the focus groups questions,
focusing on four factors of the home food environment: “availability of specific foods,
physical characteristics of the food, social structures (rules surrounding eating), and
media and cultural messages surrounding food” (Evans et al., 2011, p. 1033). An
interesting finding of the focus groups was that many parents believed that their children
came home hungry after school. They also perceived that they were not being fed enough
at school and that the foods served there were not culturally appropriate (Evans et al.,
2011). In regard to nutrition education, participants preferred community-based nutrition
education and the opportunity to share their experiences and learn from the experiences
of others (Evans, et al., 2011). This supports the appropriateness of using the peer
education model in community-based nutrition education with Hispanics/Latinos.

In a qualitative study, Vollmer and Mobley (2013) examined low-income white
(n=10), black (n=10) and Hispanic/Latino (n=10) mothers with the goal of differentiating
feeding styles among the groups and understanding the perception of childhood obesity
prevention messages among these ethnic groups. This was done through the use of the
Caregiver Feeding Styles questionnaire, interviews and self-reported weight analysis of
mothers and their children. Hispanic/Latino mothers were found to have the least
understanding of the connection of obesity prevention messages to weight.

Hispanic/Latino mothers were also found to have the least restrictive food intake
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practices in regard to feeding their children, compared to white and black mothers
(Vollmer & Mobley, 2013).

A nutrition education intervention in Colorado based on the Stages of Change
model and a needs assessment completed using focus groups with Hispanic/Latino
preschool mothers found that Abuelas which means grandmother were authority figures
in the Hispanic/Latino community. Abuelas were trained as peer educators to deliver a
five-part nutrition education intervention, “La Cocina Saludable.” Because Abuelas are
treated with a high amount of respect in this community (Taylor et al., 2000), the
researchers sought to examine if they would have an impact on intervention outcomes.
The intervention was evaluated using EFNEP and WIC (Women, Infants and Children)
evaluation tools, in addition to a behavior change tool developed for the intervention. The
study showed that the abuela educators’ healthy eating and Food Guide pyramid
knowledge increased as a result of the facilitator training. Program participants also
demonstrated an improvement in their nutrition knowledge, skills and behaviors. A
unique aspect of the La Cocina Saludable program is the use of a respected individual
from within the community as the educator. The rapport and influence of the nutrition
educator in the community may be worth examining in relation to the success and
retention of nutrition interventions.

Broyles, Brennan, Herzog, Kozo and Taras (2011) conducted an evaluation of the
curriculum, Nutrition Education Aimed at Toddlers and Animal Trackers (NEAT A2).
The curriculum adaptations were reviewed and revised by community partners familiar

with the Latino audience. The recommended revisions included the increase of traditional
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foods (legumes and specific fruits?), promotion of simple and affordable food preparation
modifications and to reinforce the cultural practice of having meals as a family (Broyles
etal., 2011).

Broyles et al. (2011) reported that the program was piloted with Hispanic, mainly
Mexican-American parents of toddlers in San Diego County. The program was delivered
by bilingual, bicultural females, contributed to the acceptance of the curriculum by the
audience. Approximately 68% of the 974 participants completed seven of the ten-week
classes. Participants reported high measures of enjoyment of the program and likelihood
to recommend the program to others (Broyles, et al., 2011). It is hypothesized that
enjoyment of the program may lead to retention of participants, which is an important
factor in evaluating outcomes of nutrition interventions.

As of 2000, it was estimated that four million migrant farm workers were in the
U.S. (Larson, 2000). Cason et al. (2006) conducted a qualitative study in Pennsylvania
with twelve focus groups of 117 Hispanic/Latino migrant workers, 80% of whom were of
Mexican nationality. The purpose of the study was to determine “health and well-being,
including nutrition, food choices, food sufficiency practices, and nutrition education
needs” (Cason, 2006, p. 146) of the population. The focus group topics reported as areas
of interest relative to nutrition were cooking healthy for children, weight loss and
information about diet for diabetes. A few participants shared that of their children
preferred “unhealthy” American foods while the majority of adult participants preferred
traditional foods stating (Cason, 2006). In regard to nutrition education, participants

shared that they felt a nutrition education class should be in Spanish. (Lason et al., 2006).
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This study demonstrated the importance of language in nutrition education, as well as
preferences regarding inclusion of cultural and traditional foods.

As illustrated in the review of the literature, obesity and obesity related chronic
diseases, such as diabetes and heart disease are major health concerns of the
Hispanic/Latino population in the U.S. Because of the direct impact of dietary habits on
the development of obesity and related chronic diseases, nutrition education is considered
a critical tool to address these issues. It is evident from the literature that the cultural
sensitivity of professionals delivering nutrition education can have a large impact on its
comprehension and reception by Hispanic/Latino audiences. Additionally, the availability
of culturally sensitive and relevant materials can be influential on the effect of nutrition
education in participants’ lives. In Kentucky, there is a growing population of Hispanics,
with a 121.6% increase in the Hispanic/Latino population in the state of Kentucky from
2000-2010 (Price, 2011), and little information exists regarding the cultural sensitivity

needs of existing nutrition education programs and those who deliver them.
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CHAPTER THREE: METHODS

Research Design

This was a mixed methods study consisting of the collection of qualitative and

quantitative data. The combination of the quantitative survey data and the qualitative

interview and focus group data created a comprehensive mixed methods approach to

ensure comprehensive data collection. Research questions were addressed by the use of

three research tools, illustrated in Table 1. Data was collected from both employees and

participants in the program so that both internal and external program perspectives were

included. All research tools were reviewed and approved by the University of Kentucky’s

Internal Review Board (IRB), Appendix A.

Table 1. Research Instruments

Research Question

Research Tool

How do nutrition education paraprofessionals integrate
cultural sensitivity in their program delivery, including
adaptation of curriculum and resources?

Nutrition Education Program Assistant
Interviews

\What are nutrition education program participants’
perceptions of cultural sensitivity in nutrition education
programming, including the appropriateness of program
materials and the sensitivity of nutrition education
program paraprofessionals?

Nutrition Education Program
Participant Focus Groups

\What training and professional development do nutrition
education paraprofessionals need to receive in order to
ensure cultural sensitivity in program delivery?

Cultural Competence Assessment
&
Nutrition Education Program Assistant
Interviews

Quantitative Survey Data

Instruments
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An online survey was developed that included a cultural competence assessment
survey tool developed by Doorenbos, Schim, Benkert and Borse for use with healthcare
providers and staff (Doorenbos, Schim, Benkert, & Borse, 2005). The Cultural
Competence Assessment was validated with a sample of hospice staff, resulting in a test-
retest reliability of 0.85, a good score. The assessment was also tested in healthcare
settings with an internal reliability of 0.89 (Doorenbos et al., 2005). An adapted version
of the Cultural Competence Assessment (Appendix A) was used as the survey
instrument. The assessment was developed using the Cultural Competence Model
illustrated in Figure 2, based on the principles of cultural diversity, cultural awareness,
cultural sensitivity, and cultural competence (Doorenbos &Schim, 2004).

Figure 2. Schim and Miller Cultural Competence Model

Competence

Provider Level

Minor adaptations were made to survey questions related to healthcare to make them
specific to nutrition education. These changes were sent to the survey author, Dr.
Doorenbos, and she agreed that the changes, “ would not affect the reliability or validity

of the assessment.” The instrument consisted of a total of 46 questions including 39
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previously validated items. There were 25 questions relating to cultural sensitivity. The
instrument also included 13 questions from the Marlow-Crowne Social Desirability Scale
that provided information related to the social desirability of a participant and the effect
of that on the validity of the data, as well as eight demographic questions. The instrument
was reviewed by an expert reviewer and tested for face validity with two paraprofessional

nutrition educators for final review before dissemination.

Survey Sample

The cultural competence assessment surveys were sent via email to 109 UK
Cooperative Extension Service nutrition education paraprofessionals. Surveys were sent
and completed via Qualtrics software (Qualtrics, 2009, Provo, UT, USA). Participation in
the survey was optional and anonymous. Inclusion criteria was that participants currently

be nutrition education paraprofessionals with UK Cooperative Extension Service.

Analysis
The Cultural Competence Assessment surveys (Appendix B) were scored according to

the Cultural Competence Assessment Scale developed by Dr. Schim (Appendix C). The
assessments had three subscales; cultural awareness and sensitivity, cultural competence
behavior and social desirability. Responses were coded and scored to find the mean
cultural awareness and sensitivity (total score range of 1-7, with the greater number
meaning greater awareness and sensitivity) and cultural competence behavior scores
(total score range of 1-7, with the greater number meaning greater self-reported cultural
competence behaviors demonstrated). The scores for subcategories were then combined
to determine the overall cultural competence score (total score range of 1-14, with the

greater number meaning greater reported cultural competence). Responses to the social
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desirability questions were totaled to find the overall social desirability score (total score
range of 0-13, with a greater number representing a greater need fo