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ABSTRACT

NUTRITION AND CANCER EDUCATION: EVALUATION OF A PROGRAM FOR

HISPANIC AND VIETNAMESE POPULATIONS PROVIDED BY TWO

COMMUNITY-BASED HEALTH AGENCIES

The purpose of this thesis was to evaluate the effectiveness of a
nutrition and cancer education program designed for California's Santa
Clara County Hispanic and Vietnamese communities. Culturally-specific
educational materials were developed by the American Cancer Society
(ACS) and incorporated into the existing eight week Expanded Food and
Nutrition Education Program (EFNEP) of the University of California
Cooperative Extension. Based on the ACS Dietary Recommendations, the
new materials encouraged individuals to increase consumption of fiber-
rich foods, those containing vitamin A and C, and cruciferous vegetables,
while decreasing high fat foods. Hispanic and Vietnamese participants
(N = 185) were exposed to the appropriate culturally-specific materials.
The randomly selected control group (N = 201), obtained from EFNEP's
files, received the standard EFNEP curriculum. Three questions, added to

EFNEP's pre/posttest, assessed knowledge of the ACS Nutrition Guidelines

and attitude about diet's protective role against cancer. Eating behavior
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CHAPTER 1

Introduction and Review of Literature

Introduction

The Report of the Secretary's Task Force on Black and Minority Health
(National Cancer Institute, 1986) emphasized cancer's severe impact on
minority population groups. The report suggested that the wide differences
in cancer incidence and survival between black Americans, other
minorities, and white Americans may be due to endogenous and exogenous
environmental factors. These factors may include immune status and
function, educational level and attitude, nutritional status and dietary
patterns, awareness of cancer prevention concepts and behaviors, and
acceptance of cancer as a real and potential threat.

For this and other reasons, cancer education programs for high risk
minority populations are a public education priority of the American Cancer
Society (ACS), especially the California Division (Lehmann, 1886). The
American Cancer Society's Santa Clara County Unit identified cancer
education of ethnic minority populations as 1986-1987 public education
goals ("Public Education,” 1986). The local American Cancer Society
targeted Santa Clara County's Hispanic and Vietnamese ethnic groups
because of their rapidly growing populations.

To pinpoint a more specific ethnic population, the ACS referred to the
work of the South Bay Health Education Center (AHEC) which had identified
seven target areas within Santa Clara County (Appendix A). The specific
communities were selected, in part, for their high ethnic concentrations

(Romer, 1981). The target areas also were characterized by a large number
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materials (brochures, recipes and speaker's outlines) reflecting each ethnic
group's specific food habits, language and socioeconomic status were
developed and incorporated into EFNEP's existing eight week nutrition
curriculum. Three questions were added to EFNEP's pre/posttest (Appendix
B) to assess participants' knowledge of the ACS Dietary Recommendations
(Appendix C) and to obtain information on beliefs towards cancer
prevention. Individuals' eating behaviors were assessed by analyzing a food
frequency questionnaire (24-hour food recall) prior to and following the
nutrition program. The experimental group receiving the expanded EFNEP
program was compared with a randomly selected control group which
received the standard EFNEP curriculum.

This study addressed the following questions:
1. Will the participants have increased knowledge of the ACS Dietary
Recommendations as a result of exposure to a culturally-specific nutrition
and cancer risk reduction education program?
2. Will the participants change in their attitude about the potential
benefit of eaiing a proposed cancer risk reduction diet?
3. Will the participants change their eating behaviors as a result of
exposure to a culturally-specific nutrition and cancer risk reduction

education program?

Definiti ]

Definitions used in this study were:
Cancer risk reduction diet---a diet high in fiber foods, fruits and
vegetables high in vitamins A and C, cruciferous vegetables (broccoli,

caulifiower, greens[collards, mustard, turnip], cabbage) and low in fatty

PR




foods and alcoholic beverages.

Eating behaviors---consumption of foods using the 24-hour food recall, a
self-report of everything eaten within the last 24 hours, or the previous
day (Block, 1982). Scoring for the 24-hour food recall was based on
number of times each food was reported eaten (Appendix D).

Positive change in eating behaviors---an increase in consumption of fiber
foods, fruits and vegetables high in vitamins A and C and cruciferous
vegetables and decreased consumption of high fat foods, measured by
comparing pre and post program recalls.

Increased knowledge of ACS Dietary Recommendations---a positive change
score between posttest and pretest scores measured by asking test
questions #8 and #9 (Appendix B).

Attitude towards cancer prevention---one's opinion or belief that what one
eats may decrease (or increase) one's chances of getting cancer. Belief in
the value of diet was measured by asking "Do you think that your chances of
getting cancer can be reduced by what you eat?" (Question #3 on test).
Culturally-specific putrition and cancer risk reduction program---non-
English cancer and nutrition educational materials which incorporate a
culture’s specific dietary habits. In this study, the materials were
incorporated into an existing EFNEP nutrition curriculum and delivered by
educators who were members of the culture and spoke the respective

language.

Signi { the Stud

Data from the National Cancer Institute's Surveillance, Epidemiology

and End Results (SEER) Program indicate that the Hispanic and Vietnamese




populations are at a higher cancer risk than the general public (National
Cancer Institute, 1986). Despite this increased risk, a review of the
literature revealed no studies measuring the direct effect of nutrition and
cancer education on individuals' dietary practices in ethnic populations.

Nutrition education programs designed for ethnic populations are
difficult to implement for several reasons. To be effective, the program
must be available and accessible to the target population and sensitive to
the culture's language, health beliefs and food habits. This nutrition and
cancer risk reduction program for Santa Clara County's Hispanic and
Vietnamese communities incorporated culturally-sensitive materials into
a well-established education network (EFNEP) situated within this ethnic
domain. EFNEP's bilingual and trained nutrition paraprofessionals recruited
from the communities they serve were an essential and unique component
of the program.

The American Cancer Society's nutrition and cancer risk reduction
program was in support of the major objective of the 1984 Cancer
Prevention Awareness Program which was to inform and educate the
public, especially those at high risk, about cancer and methods of cancer
prevention in order to ultimately reduce the incidence of all cancers
(Devita, 1985). This culturally-specific education program, which
integrated the resources of two community health agencies, was
envisioned as an innovative and cost effective approach to providing vital
health education to a multicultural society. The program demonstrated a
collaborative effort in teaching peopile what they can do every day through
diet to control their own cancer risks. It was hoped that results of this

study would serve as a resource in the design of similar programs with




other community-based health education agencies (including other EFNEP
branches) to reach high risk minority populations throughout the United

States.

Beview of Literature

Diet and cancer

Cancer is the second leading cause of death in the United States,
surpassed only by cardiovascular disease (National Cancer Institute [NCI],
1986). The Report of the Secretary's Task Force on Black and Minority
Health drew attention to recent research that correlates cancer incidence
with nutrition (Desmond, 1987; Palmer, 1985; Purtilo & Cohen, 1985;
Willett & MacMahon, 1984a; Willett & MacMahon, 1984b). Desmond (1987)
stated that nutrition is probably the most important environmental risk
with the exception of smoking and occupational hazards. Doll and Peto
(1981) estimate that 35 percent of all U.S. cancer deaths could be
attributed to diet. Relationships between diet and human cancer have been
deduced from studies of migrating populations. Almost all migrant studies
suggest that cancer patterns in migrants tend to approximate those in the
adopted country and differ from the country of origin. For example,
Japanese women in Japan receive 15-20 percent of their calories from fat,
and have a low incidence of breast cancer. Japanese women who adopt a
Western or American diet with 35-40 percent of calories from fat have a
higher incidence of breast cancer (American Cancer Society [ACS], 1984,
Desmond, 1987; Palmer, 1985).

Dietary fats are thought to play an important role in colon cancer

etiology. One study of American blacks in the San Francisco Bay Area




indicated that the relative risk of colon cancer among blacks with a low-
fiber, high-fat diet was 2.68 times greater than in blacks with a high-
fiber, low-fat diet (Dales, Friedman, & Ury, 1979). The Japan-Hawaii-
California epidemiologic study (Marmot & Syme, 1976), which related diet
to coronary heart disease (CHD) occurrence, indicated that the mean
percent calories from fat in the diet ranged from 15 per cent in Japan to
37.6 per cent in the California Japanese. Researchers partially attributed
the fivefold difference in CHD prevalence between the most acculturated
and least acculturated groups to their differences in fat intake. Other
epidemiologic studies provide strong evidence that increasing the intake of
total fat increases the incidence of cancer at certain sites as well as
coronary heart disease (Kato, Tillotson, Nichaman, Rhoads, & Hamilton,
1973; Markides & Coreil, 1986).

While high-fat foods may increase the incidence of breast and colon
cancer, certain foods, such as high fiber foods, foods rich in vitamins A and
C, and cruciferous vegetables may decrease the risk of certain cancers.
Dark green and deep yellow vegetables and certain fruits, rich in vitamins
A and C, may lower the risk of cancers of the larynx, esophagus, stomach
and lung (ACS, 1984). Some epidemiologic studies suggest that cruciferous
vegetables, which belong to the mustard family and whose plants have an
arrangement of flower petals in the form of a cross, may reduce the risk of
cancer of the gastrointestinal and respiratory tracts (ACS, 1984; Desmond,
1987). Based on these findings, dietary guidelines, aimed at decreasing the
risk of cancer, were published by the National Research Council (NRC) in
1982 followed by the American Cancer Society Dietary Recommendations in

1984 (Appendix C). Most of ACS's Dietary Recommendations were
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incorporated into the nutrition and cancer risk reduction program designed
for Santa Clara County's Hispanic and Viethnamese communities.

Although a causal relationship between diet and specific cancers has
yet to be established, the existing data suggest that changing eating
behaviors might potentially change the cancer risks for millions of people.
In 1984, NCI launched the Cancer Prevention Awareness Program, a
national primary prevention initiative designed to change the public
perception of cancer and to teach people what they can do to control their
own cancer risks (Devita, 1985). This landmark initiative encouraged the
development of local programs such as the nutrition and cancer risk
reduction program of Santa Clara County. Each of these programs was
based on a common approach to health promotion and disease causality.
This theoretical approach assumes that major diseases are due, at least in
part, to an unhealthy lifestyle and specific personal factors, ie., stress,
improper nutrition, lack of exercise, and alcohol and tobacco abuse
(Ratcliffe & Wallack, 1985-86). Since cancer is generally considered a
multi-causal disease and diet is one controllable risk factor, an
individual's dietary choices might affect his cancer risk. A primary
prevention approach would focus on convincing the individual to give up
risk-taking and self-destructive behavior, in this case, a high fat diet. In
addition, the individual would be encouraged to eat more high fiber foods

such as whole grain cereals, fruits and vegetabies.

C | the Hispani | Vigt lat

The overall incidence of cancer is higher among the economically

disadvantaged which includes the minority populations (Funch, 1985). This
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group also experiences higher cancer mortality rates due to later diagnosis
and limited or inadequate health care resources (NCI, 1986). With nearly
34 million Americans living below the poverty level, the need for health
education, prevention and early detection programs is clear (NCI, 1986).

Data on the rapidly increasing Hispanic and Asian Pacific populations
suggest that they have an increased risk for certain cancers (Markides &
Coreil, 1986; Lin-Fu, 1988). Detailed and accurate data on these two
populations are unavailable due to problems such as inaccurate
enumeration of the population at risk (census projections) and
specifications for case reporting and coding. The National Cancer
Institute's SEER Program, charged with compiling epidemiologic data on
cancer in the United States, has been able to monitor incidence and
mortality among some geographically specific Hispanic and Asian
subpopulations (NCI, 1986). These data are preliminary, however, because
both of the populations are widely dispersed geographically and extremely
heterogeneous. The National Cancer Institute recommends further analysis
to accurately reflect the specific differences among the groups, and their
many subgroups, in terms of cancer experience.

The majority of the 1980 Hispanic population consisted of individuals
of Mexican descent while the remaining population were of Puerto Rican,
Cuban, Carribean, Central or South American origin. In 1988, the number of
Hispanics in the United States had reached an estimated 19.4 million, up 5
million from 1980; California, the state with the highest number, had an
estimated 6.5 million (McLeod, 1988). SEER age-adjusted incidence data
for 1978-81, obtained from New Mexico and Puerto Rico, indicate that

Hispanics have an overall age-adjusted cancer incidence rate of 246.2 per
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100,000 compared to 335 for non-minorities and 372.5 for blacks (NCI,
1986). The San Antonic Heart Study also suggests that overall cancer
incidence rates may be lower among Hispanics because of their higher
prevalence rate of diabetes and cardiovascular disease (Haffner, Knapp,
Hazuda, Stern, & Young, 1985; Knapp, Haffner, Young, Hazuda, Gardner &
Stern, 1985). However, an overall upward trend in incidence appears for
New Mexican males and Puerto Rican males and females. Specific sites of
excess incidence among Hispanics are the stomach, esophagus, pancreas,
and cervix.

The rate for stomach cancer is higher for Hispanics than that for
blacks and almost double that for non-minorities. Stomach cancer has been
correlated with diets high in smoked, pickled, and spiced foods, especially
those high in N-nitroso compounds (NCI, 1986). Cervical cancer is twice as
high among Hispanics as non-minorities.

The overall 5-year relative survival rate of Hispanic males is almost
identical to that of non-minorities while the females have somewhat lower
survival rates than non-minority females (NCI, 1986). Later diagnosis,
lack of access to health services, misconceptions about cancer, and cancer
prevention are possible reasons for the lower survival rates in Hispanic
women.

Asian Pacific Americans, one of the smallest but fastest growing
minority groups in the United States, increased 142 percent, from 1.5
million to 3.7 million between the 1970 and 1980 census. In comparison,
the total U.S. and Hispanic populations increased 11 percent and 61 percent
respectively (Lin-Fu, 1988). Today, approximately one out of every six to

seven Asian Pacific Americans is a recent refugee or immigrant from
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Southeast Asia (Philippines, Vietnam, Cambodia, and Laos). Ninety-three
percent of the Asian Pacific Americans are Asian and seven percent are
Pacific Islander (Lin-Fu, 1988). The Chinese, Filipino, and Japanese are the
largest subgroups of the Asian Americans, followed by Asian Indians,
Koreans, and Vietnamese; Polynesians, Micronesians and Hawaiians
constitute the 7 percent Pacific Islanders (NCI, 1986).

Where statistics are available, cancer incidence varies widely among
Americans of Chinese, Japanese, Filipino, and Hawaiian descent. Hawaiians
have an overall cancer incidence that is second highest of any American
population and cancers of the breast and lung are particularly common. The
corresponding rates for Chinese, Japanese, and Filipinos are below those of
non-minorities. In Japanese Americans, both stomach and rectal cancer
occur with a high frequency, stomach cancer having a higher mortality rate
among the Japanese than any other Asian group. Among Chinese Americans,
cervical and nasopharyngeal cancers have a disturbingly high incidence and
mortality rate (NCI, 1986). This study focused on the Vietnamese which
constitute the smallest percentage (7.1) of the overall 1980 Asian
American population. Cancer statistics specific to the Vietnamese are not
available but are needed, especially with their increasing population
growth (Lin-Fu, 1988).

The effectiveness of any health education program is often determined
by its cultural relevance and specificity. Culture provides the basic

foundation for an individual's values, beliefs, attitudes, lifestyle and other

behaviors. Sometimes the behavioral goals and recommendations of a
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recommendations may be appropriate but the teaching process, materials
or examples may be misunderstood or even offensive due to differences in
language or custom (Okpalobi, 1979). The recognition of health problems,
the salience of particular diseases, the relevance of individual action to
valued health or community outcomes and the relative importance of new
health behaviors will be strongly influenced by long standing cultural
belief systems (Chan, 1987; Green & Anderson, 1986, p. 74). Therefore, an
understanding of the unique population characteristics, values and health
beliefs, and traditional diets of both the Hispanic and Vietnamese cultures
was essential to the design and implementation of the nutrition and cancer

risk reduction program.

Hi . i

Population characteristics. Hispanics, also called Latinos, include
Mexicans/Chicanos, Puerto Ricans, Cubans, Central and South Americans.
They are the second largest ethnic minority in the United States (Haffner
et al., 1985; Kittler & Sucher, 1989). For the purpose of this study, this
ethnic group will be addressed as Hispanics in collaboration with the
terminology used by the American Cancer Society.

According to the most recent Census Bureau report (McLeod, 1988),
about 51 percent of Hispanics over age 25 have finished high schoo! and
about 10 percent have finished college. Bay Area Hispanics have much
higher education levels than the national average with 65 percent
completing high school and 15 percent holding college degrees; in contrast,
78 percent of all Americans have high school diplomas and 21 percent have

completed college. Based on a national survey of 60,000 people, the
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cold (ie., chest cramps). Likewise, illnesses are caused by cold entering
the body (ie., fuberculosis) or an overabundance of heat (ie., dysentery). To
help treat these conditions or ilinesses, certain foods would be excluded or
specifically eaten (Monrroy, 1983).

JTraditional diet (Mexican). The traditional food habits of the Puerto
Ricans, Cubans, Central and South Americans are similar in some respects
to those of the Mexican diet but differences do exist between and within
the diets of these countries. The Mexican culture uses food not only as a
means to create a balance in the body during illness or to promote recovery
from particular conditions but also as a symbol of society, hospitality, and
friendship. Influenced by cultural, social, and economic characteristics,
the traditional Hispanic (Mexican) diet consists of affordable foods such as
corn, beans, potatoes, rice, green bananas, yuca(cassavas), and 92 varieties
of chiles (Kittler & Sucher, 1989). Meats, from nearly all parts of the
animal, are grilled, fried, stewed or steamed. Sausage, such as spicy pork
or beef chorizo, is a favorite. The corn or wheat tortilla is the principal
starch. “Stuffed" foods, now enjoyed by many native born non-Hispanic
Americans, include tacos, enchiladas, tamales, quesadillas, and burritos.
Potatoes, greens, tomatoes, and onions, the most commonly used
vegetables, are usually served as part of a dish, not separately. Few dairy
products are used with the exception of evaporated milk and hot chocolate;
many adults don't drink milk because of their perceived "allergy* to it (an
estimated two-thirds of Hispanics are lactose intolerant). Common fruits
include avocados, bananas, coconut, lemons, limes, melon, cactus fruit,
oranges, strawberries, and sugar cane. While fresh and dried fruits are

eaten as or used in desserts, many desserts are made with eggs; ie. flan, a
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sweetened egg custard topped with caramelized sugar. The most common
beverage in Mexico is coffee while beer is the most popular alcoholic
beverage. Butter and lard are the most common fats used (Kittler & Sucher,

1989).
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population, continue Mexican food habits while well-established Mexicans
and Chicanos (American-born Mexican Americans) often become more
acculturated. For instance, Mexican children consume more milk (usually
whole) and ice cream than adults. While low-income Latinos and Mexican
migrant farm workers prefer the traditional foods, those with extra
income usually spend it on meats. Wheat tortillas are used more than corn
tortillas. With more income and acculturation, immigrants buy many
prepared and convenience foods, such as doughnuts, cake, and cookies. They
increase their consdmption of fruit juiées, Kool-Aid, and soft drinks and
decrease the use of hard spirits (Kittler & Sucher, 1989). As the Hispanic
population becomes more acculturated, one might anticipate the adoption

of a diet more conducive to cardiovascular disease and certain cancers.

Vietnamese culture

Population characteristics. The Vietnamese population is officially
counted under the categories Asian Pacific Americans or Asian Americans.
The first group of refugees from Vietnam in 1975 is significantly different
from the second group which began arriving in 1979. Overall, the latter
group tends to be less educated and less familiar with Western culture and
institutions and tends to be in poorer health. Likewise, many of these

immigrants are not proficient in speaking and understanding English.
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Acculturation is particularly difficult for the rural and elderly persons
within these two groups (Lin-Fu, 1988).

Cultural values and health beliefs. Ninety percent of the Vietnamese
are Buddist, as a result of Chinese influence, while the remainder are
predominantly Roman Catholics, resulting from the French occupation
(Kittler & Sucher, 1989). The Vietnamese consider themselves as part of
the universe which is controlled by ever-present deities and spirits. Their
practice of ancestor worship includes their belief that people's present
lives predetermine their own and their descendants' future lives. Many
Southeast Asians believe spirits of their ancestors dwell in their homes to
protect them.

The extended family in Vietnam and in the United States is a very
important cultural tradition. The family's interests are valued over an
individual's and the family members avoid behavior that would bring shame
to the family's honor. Within this family-centered culture, the male
(tather) is considered more important, assuming predominant roles and
making major decisions. The mother has some voice in family decisions
and manages the family funds (Orque, 1983b). However, among the
refugees, children acculturate more easily than their parents and usually
learn English first. This tends to cause value conflicts and loss of respect
for elders. Due to economic reasons, the wife/mother may have to work,
thus demeaning the male's authority. While the old are highly respected
and cared for in Southeast Asia, older Asian relatives in the United States
are often isolated (Kittler & Sucher, 1989).

One of the basic tenets of health and illness within this culture is that

natural and physical phenomena or disruptions of the universal order and of
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harmony cause diseases. One is healthy and prosperous when there is
harmony within the existing universal order, while disharmony causes
ilness. To promote harmony, one pleases good spirits and avoids evil ones.
Wandering spirits of the dead who have not reached nirvana and have not
been reincarnated can cause illnesses. The concept of harmony includes the
principles of yin and yang (Orque, 1983b).

The Vietnamese family considers the health of its members as its
major responsibility and the family's resources are utilized first before
seeking outside aid. In a health care setting, the health care provider
should be aware that the Vietnamese client will be eager to avoid
disharmony or to please the questioner at the expense of giving honest
answers. The entire family, not just one family member, may be involved
in making a health-care decision. Many Vietnamese use rituals to prevent
illness and cultural healers who obtain their powers from supreme beings.
These healers cure various ailments and injuries with the use of magic
cloths, prayers, talismans, bloodletting, roots, herbs and specific medical
techniques (Orque, 1983b). The Vietnamese also believe that ingestion of
specific organ meats will benefit the like internal organs (Kittler &
Sucher, 1989).

Traditional diet. The French and Chinese cultures have influenced the
Vietnamese diet. For instance, the Vietnamese enjoy strong coffee, French
bread and cream-filled French pastries for dessert and use chopsticks and
stir-fry many foods. While most do not drink milk and may be lactose
intolerant, many drink sweetened soybean milk, use condensed milk in their
coffee, or drink hot water and tea with the meal. In Vietnam, fish and

shellfish are eaten more than meat and poultry. Pork is preferred over beef
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and soy products (tofu) are common. Fresh fruits, such as apples, bananas,
cantaloupe, coconut, dates, figs, grapefruit, lemon, lime, mandarin orange,
plum, tamarind, and watermelon are often eaten for dessert or as a snack.
Some of the many vegetables included in the Vietnamese diet are:
artichokes, asparagus, bitter melon, broccoli (Chinese and domestic),
cabbage (several varieties), cauliflower, celery, Chinese chard,
chrysanthemum, cucumber, leeks, lotus root, mustard (Chinese greens),
spinach, swaet potatoes, taro, and tomatoes. The use of fresh herbs and
spices, such as allspice, coriander, ginger, chili pepper, lemon grass, mint,
and saffron gives their food its unique flavor and adds color to many
dishes. A variety of foods may be eaten at any meal; ie., soup with rice
noodies, vegetables or meat may be served at breakfast, lunch and dinner.
Rice, in its many forms, is eaten at every meal. Rice paper, used as egg
roll or wonton wrappers, is filled with a variety of meats, fish, vegetables
and herbs at the table or deep fried. With the use of bacon, butter, lard,
margarine, peanut and vegetable oils, food is commonly stir-fried,
simmered, or boiled (Kittler & Sucher, 1989) .

Kittler and Sucher's review of the literature (1989) revealed that the
Vietnamese living in the United States have made several changes in their
traditional diet. Meat, lamb, and eggs are eaten more while fish, shellfish,
and duck are eaten less because of price. While rice is eaten at least once
a day, the intake of bread, cereal and baked goods has increased. Since one
tends to use foods that are available and economical, their use of fruits
and vegetables native to Vietnam is expected to decline. Carbonated
beverages are commonly used and the consumption of most dairy products,

especially by the younger Southeast Asians, is expected to increase.
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Likewise, the Vietnamese have increased their use of butter, margarine and
sweetened products.
Conceptyal framework

The nutrition and cancer education program was based on several
interrelated theories of prevention, culture and behavior change. Together,
these theories form a broad conceptual framework which can be used to
understand the assumptions, goals and methods of this study.

Primary prevention. Ratcliffe and Wallack (1985-86) define primary
prevention as "...the removal of the root cause of the disease through such
interventions as immunization, modification of personal behavior, and/or
elimination of adverse environmental factors " (p. 217). The National
Cancer Prevention Awareness Program and California's Santa Clara County
Nutrition and Cancer Risk Reduction Program shared a common objective:
to reduce the incidence of cancer by altering the susceptiblity of the
individual at risk. Primary prevention offered the most promising strategy
for reducing cancer risk.

Two strategies by which primary prevention can be achieved are
health promotion and health protection. The health promotion strategy is
based on the "lifestyle” theory of disease causality which indicates that a
person and the decisions he makes about diet, stress, or drug habits
determine his current health status (Ratcliffe & Wallack, 1985-86, p.218).
From this perspective, the individual is held accountable for his own
health. This strategy attempts to persuade individuals, through health
education, to forego risk-taking, self-destructive habits. Ratcliffe and

Wallack (1985-85) emphasize that educational attainment has been shown
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"single most powerful determinant of mortality differences found between
socioeconomic classes in the United States---even more important than
income "(p.223). Improved nutritional status, often related to educational
status, is another primary cause of mortality reduction and improved
heaith.  Stated another way, educational levels and preventive health
education may be effective in reducing disease and mortality rates.

The health protection strategy of primary prevention is based on the
"social structure” theory which states that the social organization in
general, and the economic structure in specific, promotes the major
chronic diseases (Ratcliffe & Wallack, 1985-86). This perspective
emphasizes the influence of sociopolitical and economic policies on
lifestyles and behavior patterns; thus, the locus of responsibility in
reducing disease is placed on industry and the state.

Ratcliffe and Wallack recommend a systems approach to prevention of
chronic diseases. This synthesizing approach requires a commitment to
prevention at three levels of the social system: the individual, the
community, and public policy. They argue that lifestyle can not be isolated
from the social and economic conditions in which it exists. Thus, primary
prevention programs must target social as well as individual change.

Orque's Ethnic/Cuyltural System. Ratcliffe and Wallack's (1985-86)
broad view of primary prevention stresses the need for an integrated
approach to public health education while Orque (1983) defines the
components of the individual's ethnic/cultural system which must be
incorporated into all health education and behaviorial approaches.
According to this approach, history, diet, religion, value orientations,

healing beliefs and practices, family life processes, language and
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communication processes and the social group's interactive patterns
constitute a group's ethnic/cultural system (Orque, 1983). To be effective,
Orque states that the education program must be relevant to the cultural
components of that specific ethnic population. This perspective was
reflected in the development and promotion of ACS's nutrition and cancer
risk reduction program.

According to Orque, effective intercultural communication is
facilitated by the health educator's identification of areas of commonality
between himself and the individual or ethnic group (Orque, 1983). To
modify the diet behavior of people with different values, beliefs and
perceptions, a health educator or provider must have special skills in
interpersonal and intercultural communications (Fodor, 1980). Health
educators should integrate their knowledge of existing cultural
similarities and variations between themselves and the ethnic group into
the education program. Orque would describe EFNEP's Nutrition Education
Assistants (NEAs), as appropriate health educators because they belong to
a similar ethnic group and are familiar with the community's lifestyle
(Orque, 1983). As a learner and facilitator, the NEA can effectively
integrate his understanding of the cultural group's background into the
nutrition education program. Speaking the same language also promotes
the development of a rapport with any population.

Orque's holistic approach to health education and nursing care for
ethnic populations advocates the integration of the individual's
ethnic/cultural system with his biological, psychological, and sociological
systems (Orque, 1983). The interactions of the ethnic/cultural system

with these other systems determine different lifestyles and different
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levels of health. Together with socioeconomic status, these factors
influence the individual's education, occupation, access, availability,
quality and utilization of health care, and lifestyle behaviors, including
those iclated to nutrition (NCI, 1986). Ideally, an individual's
ethnic/cultural, biological, psychological and sociological systems, as well
as economic status must be considered in the development of a behavior-
oriented health education program. Customs, characteristics, language and
beliefs are some of the components within these systems which
distinguish various ethnic groups, such as the Hispanic and Vietnamese.
Cultural beliefs and the Health Belief Model. Current research
suggests that health promotion interventions must be aimed at lifestyles
and cultural practices specific to various target communities (Vega,
Sallis, Patterson, Rupp, Morris, & Nader, 1988). From the previous review
of some of the social and health beliefs of the Hispanic and Vietnamese
cultures, it is clear one can see that some of these strong beliefs could be
barriers to the promotion of cancer risk reduction through diet
modification. For instance, the traditional Mexican-American, the older,
rural, poor individual, or even a recent immigrant, is likely to believe that

his chances of getting cancer are "in the hands of God" and that he can exert

o only minimal control over future evenis (Roberis, 1g§4,_p.7!. Biinﬁ more
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actual population risk of acquiring cancer estimated at 30% overall. A
belief that cancer happens to "someone else,” may pose an important
obstacle to preventive health education.

The Health Belief Model (HBM) is a useful tool for understanding
preventive health behavior (Janz & Becker, 1984; Rosenstock, 1974). This
psychosocial model states that an individual's beliefs and attitudes
determine whether he will practice particular health-related behaviors,
ie., those actions associated with a cancer risk reduction diet. The basic
elements of the HBM consist of perceived susceptibility to and severity of
disease (cancer), perceived benefits and barriers to preventive action, and
internal or external "cues to action" that trigger the decision-making
process. In addition to individual perceptions, it is assumed that diverse
demographic, sociopsychological, and structural variables might affect the
individual's perception and indirectly influence health-related behavior
(Janz & Becker, 1984).

These basic dimensions can be applied to the ACS nutrition and cancer
risk reduction education program. To change diet patterns, an individual
must be aware of his susceptibility to cancer and consider it a serious
life-threatening problem with severe consequences. Understanding the
benefits of the change being recommended (through the educational efforts
of the NEAs), the individual must decide that the potential benefits of
modifying his diet outweigh the various costs and inconvenience. Finally,
some stimulus or certain cues, ie., recipe/cooking information from the
NEAs, translate the decision to change one's diet into the action of eating a
diet high in fiber, vitamins A and C, cruciferous vegetables and low in fat.

The Health Belief Model thus provides a useful orientation to the first
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essential steps in the adoption of a cancer risk reduction diet.

Even though research conducted on the relationship of the HBM
variables to both preventive health behavior and illness behavior supports
the modei, the model itself does not indicate how to change these beliefs
or which beliefs need to be changed in order to alter distary behavior (Janz
& Becker, 1984). Contrary to the model's assumption that changes in health
beliefs in the presence of appropriate cues to action will lead to change in
behavior, data indicate that nutrition knowledge may forecast preventive
behaviors but still have no visible effects on specific behaviors, such as
eating a high fiber, low fat diet (Levanthal, Safer, & Panagis, 1983; Vega et
al., 1988). In other words, acquisition of nutrition knowledge may not
promote change in eating behavior. Janz and Becker (1984) explain that
other forces influence health actions as well; for example: (1) some
behaviors, ie., a coffee break with pastry, are habitual, thereby
circumventing the decision-making process; (2) many health-related
behaviors are performed for nonhealth reasons, ie., dieting to look good in a
swimsuit; and (3) economic or environmental factors may act as barriers
to taking a course of action (ie., a poor illiterate migrant worker with
limited access to social and educational services). Janz and Becker
advocate that health education programs should incorporate the attitude
and belief dimensions of the HBM in addition to addressing other forces
which impact on health-related behaviors.

Self-efficacy and locus of control. Mullen, Hersey and Iverson's
analysis of health behavior models (1987) recommends improving the
Health Belief Mode!l by including additional psychosocial concepts such as

self-efficacy and social network. The addition of these conceptual models
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begins to round out the theoretical framework of culture-specific nutrition
and cancer risk reduction education.

Bandura (1982) states that self-efficacy, or a person's confidence in
his ability to engage in a specific behavior, is a central process in behavior
change. Locus of control, an extension of Bandura's social learning theory,
describes the extent to which a person believes an outcome is due to his
own behavior rather than outside forces beyond his control (Sugarek et al.,
1988). Locus of control is an important element of this theoretical
framework because it predicts a variety of health-related behaviors.

In brief, an individual with an internal locus of control perceives an
outcome to be dependent upon his behavior. A person with an external locus
of control perceives a health outcome to be the result of luck, fate, chance,
or influenced by powerful others. For example, current research and the
Hispanic cultural portrait suggest that Hispanics feel their locus of health
control is external and are unlikely to think themselves competent to
manage their own health (Vega et al., 1988). The traditional individual is
more likely to exhibit a fatalistic outlook over health than the more
affluent, more acculturated individual who tends to rely on modern
scientific medicine as a main source for coping with health problems
(Roberts, 1984).

Data from Sugarek et al.'s study (1988) suggest that much of this
external locus of control may be related to educational status. In contrast
to the better educated, the poorly educated of any ethnic culture are more
likely to have fewer resources (knowledge, money, experience) with which
to influence their own fate, thus promoting a more external locus of

control. Sugarek et al. (1988) emphasize that poorly educated people may
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need more guidance and instruction to take an active role in their health
maintenance. Hence, Bandura (1982) states that information and skills
which may lessen cancer risk can decrease an individual's fear of getting
cancer and increase the sense of control over his health.

Social support _networks. In conjunction with concepts of social
learning theory, social support networks, such as immediate or extended
families, friends, co-workers or professionals may play a critical role in
health maintenance and disease prevention (Israel, 1985; Minkler, 1981).
Social epidemiologist John Cassel would consider EFNEP a supportive
social network for the Hispanic and Vietnamese populations of Santa Clara
County. Many of these individuals may consider EFNEP to be a valuable
resource which helps preserve their social identity while providing
emotional support, material aid, services, nutrition information and new
social contacts. One hypothesis linking social support to health suggests
that the presence of EFNEP's nutrition education network may encourage
individuals to take preventive health action, ie., to eat high fiber, low fat
diets (Minkler, 1981). It is also possible that, over time, individuals'
perceived sense of support from EFNEP (and ACS) may lead them to a more
generalized sense of control over many areas of their lives including their
risk of cancer.

Group learning reinforces the crucial role of social contacts in
influencing individual behavior toward health maintenance and disease
prevention. The culturally-specific nutrition and cancer risk reduction
program included mostly Hispanic and Vietnamese participants who
attended English as the Second Language (ESL) classes. Considering these

classes as supportive networks, Minkler (1981) suggests that each
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individual may be encouraged by his social contacts (ie., peers, NEAs) to
make dietary changes recommended by the nutrition education program.
Group interventions can strengthen existing social ties as well as create
new ones, thus expanding the boundaries of the original network and
potentially magnifying the impact of the education program. Also, group
learning is imprcved further with the use of well-trained facilitators, the
NEAs, who serve as models and "natural helpers,” generally respected and
trusted individuals who speak the participant's language and are members
of the same cultural network (Israel, 1985).

Dual Process Model of communication and health behavior. in addition
to psychosocial theories of cultural systems, health beliefs and efficacy,
the conceptual framework of this study included a particular model of
communication and learning. The Dual Process Model of communication and
health behavior (Leventhal et al., 1983) states that an effective health
message must contain fear and cognitive information, an action plan for
dealing with the threat and self-regulation information to reassure the
individual that he or she is capable of successfully coping with the threat.
The ACS's nutrition and cancer risk reduction program attempted to alert
participants to their cancer risk (fear arousal) while informing them that
certain foods may actually increase or decrease their chances of getting
cancer (cognitive information). The program's culturally-specific health
education materials and recipes served as action plans to help participants
modify their diets (self-regulation information), thus enhancing their
ability to reduce their own risk of cancer.

The NEA and the program participant can be seen as operating within a

multicultural communication and decision-making system. The NEA will be
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a more effective communicator if he is consciously aware of the ways in
which his own cultural, social, and personal experiences influence his
decision-making and communication (Radelfinger, 1986). A successful
educational encounter between the health educator and participant is a
negotiation where the health educator accentuates the positive aspects of
an individual's diet (ie., the traditional Vietnamese diet is high in fiber)
and introduces personally meaningful action plans to modify some of the
negative aspects of his diet (ie., the use of butter, bacon or lard to stir-fry
food). Equally important, the health educator (NEA) should be aware of the
positive and negative aspects of diet acculturation considering the facf
that the American diet has its strengths and weaknesses. Ideally,

acculturation should include the best of both cultures.

Summary

The nutrition and cancer risk reduction program was based on several
interrelated health behavior concepts. Utilizing a systems approach to
primary prevention, specific behavior change guidelines were presented in
a context specific to the target population's related health beliefs,
attitudes and behaviors. Since social contacts may be a major factor in
influencing individual attitude and behavior change, it was assumed that
participants in the nutrition and cancer risk reduction program would be
more likely to incorporate the recommended diet changes into their current
lifestyle. These changes would most likely reduce their cancer risk (as
well improve their general health) and generate a decrease in the
incidence of cancer. It was further assumed that the individual's

perceived sense of support from others might lead him to a more
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neneralized sense of control over his life.

In conclusion, implementation of the culturally-specific nutrition and
cancer risk reduction program with the support of EFNEP and ACS
represented a unique preventive health education attempt to reach Santa
Clara County's Hispanic and Vietnamese populations. Its integrative and
multicultural approach presents a timely model for similar health
education programs. Educators such as EFNEP's NEAs have the potential to
be a major factor in influencing attitude and diet behavior among high risk
populations. In this and other programs, if the recommended changes are
perceived to improve, enhance, enrich or preserve social identity, the
target population will be more likely to incorporate them into their

existing lifestyle (Boyle, 1979).
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CHAPTER2

Methods, Results and Discussion

The purpose of this study was to evaluate the effectiveness of a
nutrition and cancer risk reduction program designed for Santa Clara
County's Hispanic and Vietnamese communities. The following questions
were investigated:

As a result of exposure to a culturally-specific nutrition and cancer
risk reduction education program, will the participants:

(a) have increased knowledge of the American Cancer Society Dietary
Recommendations;

(b) change their eating behaviors; and

(c) change their attitude about the potential benefit of eating a

proposed cancer risk reduction diet?
Methods
Descripti { EFNEP and ACS Educational Material

Participants in Santa Clara County's Expanded Food Nutrition Education
Program (EFNEP) constituted the sample for this study. EFNEP recruited
low-income participants through networking agencies, such as training
programs, community centers, libraries, emergency food and training
shelters, and schools, especially those offering migrant worker programs

or English as a Second Language classes. Classes were offered at these
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Partnership Act Program, and the Mayfair Community Center in Santa Clara
County.

In the first week of the eight-week educational program, Nutrition
Education Assistants (NEAs) registered the participants and had them
complete the family record, the initial 24-hour food recall and pretest.
They asked each participant to read and sign the privacy statement
(written in English and Spanish) which served as the study's informed
consent (Appendix E). If a Vietnamese participant had a problem
understanding the statement, the Vietnamese-speaking NEA offered a
specific translation. In the second through fifth weeks, the NEA discussed
the milk, meat, fruit/vegetable, and bread/cereal groups respectively.
Other foods, such as fat, sugar, salt, and alcohol, were discussed in the
sixth week. Lectures, cooking demonstrations, handouts and games, slides,
food models, and recipe distribution were a few of the teaching methods
utilized. in the seventh week, the participants filled out the second 24-
hour food recall and took the posttest. To match the participant's pre/post
performance, the NEA assigned identification numbers to the food recall
and test forms. The participants were given their certificates of
completion in the eighth week.

With the joint efforts of EFNEP personnel, the American>Cancer
Society's Hispanic and Asian/Pacific Islanders community Task Forces, a
nutritionist, and Special Awards Funding Grant # 511 from American
Cancer Society, California Division, Inc., culturally-specific nutrition and
cancer risk reduction materials were developed and incorporated into
EFNEP's existing eight-week nutrition program (Appendices F,G,H). The

materials included: (a) pamphlets of the ACS Dietary Recommendations in
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English, Spanish and Viétnamese, (b) handout entitled: "Nutrition and
Cancer: Causes and prevention " including diet tips for the Hispanic and
Vietnamese, (c) speaker's outline for each of the nutrition program
components (four food groups plus fat-sugar-alcohol segment), (d)
culturally-specific recipes (in English) based on the ACS Dietary
Recommendations, modified as needed from existing recipes, and (e)

cancer risk reduction game in English, Spanish, and Vietnamese.

Subjects

Control selection. After assigning consecutive whole numbers to
EFNEP's files, from January 1987 through August 1987, a random sample of
Hispanic and Vietnamese participants (N = 201) was selected using a table
of random numbers. The Hispanic population (n = 106) consisted of 89
female and 17 male participants. The Vietnamese population (o = 95)
consisted of 32 female and 63 male participants. The participant's family
record and two food recalls were examined.

Experimental selection. The experimental group (N = 185) consisted of
participants who were exposed to the culturally-specific nutrition and
cancer risk reduction materials and received certificates of completion
between January 1988 and January 1989. The participant's family record,
pretest, posttest, and two 24-hour food recall forms were obtained from
the NEAs. The Hispanic population (n = 99) consisted of 86 female and 13
male participants while the Vietnamese population (o = 86) consisted of 32
female and 54 male participants. In both experimental and control groups,
the Vietnamese group included more males and the Hispanic group more

females. This study did not provide adequate information to determine
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possible reasons for this variation.

Informed consent

All subjects were assured confidentiality and were informed via
EFNEP's privacy statement (Appendix E) that the contents of the family
record, pre- and posttest, and the two food recalls would be used to

evaluate the effectiveness of EFNEP.

Data_Collection

The EFNEP pretest/posttest was modified to include one attitude or
behavior-related question and two knowledge multiple-choice questions
emphasizing the ACS nutrition guidelines (see Appendix B for questions
indicated by an asterisk). Scores were assigned for each of the three
pretest/postest questions based on number of correct answers. Question
#3 had a possible score of one (1); question #8 had a possible score of
three (3); and question #9 had a possible score of two (2). Adding the
scores from all three questions for the pretests/posttests resulted in a
total possible cumulative score of six (6).

Scoring for the 24-hour food recall forms was based on number of
times each food was reported eaten. Using the ESHA Research Food
Processor nutritional analysis program (Salem, Oregon), foods were
categorized as being high in fat (greater than 50% of calories from fat), a
good source of vitamins A or C (greater than 25% of U.S. RDA), or a good
source of fiber (2 grams or more per serving). Cruciferous vegetables
which may have an extra cancer protective factor in addition to their
vitamin and fiber content were identified and counted as a specific food

item. Ambiguous answers, such as "fruit" or "vegetables" were excluded
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from the analysis. For the purposes of the study, general responses such as
"bread,” were assumed to be that food most commonly consumed in each
culture: "white" bread for Hispanics; French bread for Vietnamese. Other
examples include "tortillas” among Hispanics (assumed to be corn tortillas)
and "vegetable soup” among Vietnamese (assumed to be a beef or chicken
broth based type of pho, a noodle soup to which bean sprouts, herbs, and
other seasonings are added immediately before serving).

To maintain confidentiality, most of the food recalls and tests were
examined in EFNEP's office. On several occasions, translations of food
recalls written in Spanish or Vietnamese were obtained outside the EFNEP
office. In such cases, the fact that the participant's name had been blocked
out on the original form prior to making the photocopy guaranteed

confidentiality.

Data analysis

The StatView 512 statistical program for the Macintosh Plus
computer was used for all statistical computations. The two-tailed
probability levels of tests of significance, (p values), were set at p <.05.

A Chi-square test was performed to determine the demographic
equivalence of the experimental and control groups. T-tests were used to
evaluate the differences in food recall scores between the experimental
and control groups and to compare the two food recalls and pre- and
posttests among the Vietnamese and Hispanic in the experimental group.
Pre- and post food recalls from the experimental and control groups were
statistically compared to determine if the "experimental” participants'

eating behaviors were significantly different from those of the control
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group.

Means of pre- and posttest scores and frequency of food intake and the
changes in these scores and eating behavior between and within groups
were examined by Student's t-test. A one-way 2- and 3-factor analysis of
variance (ANOVA) was used to examine associations between the
independent variables of ethnicity, sex, control and experimental groups

and the dependent pre/posttest and food (dietary) change scores.

Besults

c bility of : | and |

Characteristics of the experimental and control group participants
who completed two 24-hour food recalls are presented in Table I. The

differences in ethnicity and sex between the two groups were not

;tatigic_aLly significant. Because both groups were impoverished,
v ARSI
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Percentage
Variable Experimental Control %2
N . 185 N - 201
Ethnicity (1, N = 386) = .003, p > .05
Vietnamese 46.49 47.26
Hispanic 53.51 52.74
Vietnamese (1N = 181) = .115, p. > .05
Female 37.21 33.68
Male 62.79 66.32
Hispanic (1,N = 205) = .153, p > .05
Female 86.87 83.96
Male 13.13 16.04
Ci . ing_behavi

Experimental group participants significantly increased their

consumption of fiber,food high in vitamins A and C, cruciferous vegetables,

and fat (p <.001; Table 3). Control group participants, with no exposure to

ACS' nutrition guidelines, also made significant increases in consumption

of fiber, vitamins A and C,fat (p <.001) and cruciferous vegetables (R <.05).

When the change scores between initial and second food recall in the

experimental and control group were compared, no significant differences

were noted between the experimental and control group for all five food

variables (p >.05).




Table 2

Experimental Group Test Scores N = 185
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Maximum
Question No. Value Pre Post n? R % Change
3 1.0 125 .0001 71.2
M 0.53 0.90
S 0.50 0.30
8 3.0 118 .0001 28.8
M 1.74 2.24
fo0) 0.84 0.82
9 2.0 112 .0016 15.9
M 1.40 1.63
D 0.59 0.49
Total Score 6.0 94b .0001 26.5
M 3.78 4.78
D 1.25 1.08

an . Participants who answered the question on the pre- and posttest. b Number

of participants who answered all three questions on the pre- and posttest.

I { of ethnicit I

Knowledge and attitude. Significant increases in posttest scores for

questions 3, 8, 9 and total score were noted in both Vietnamese and

Hispanic populations (Table 4). Complete data were available for 45 of 86

Vietnamese and 49 of 99 Hispanics. Only 94 of 185 participants answered

all three questions on the pre- and posttests.

Pre- I it l in # . I's Vief I
Hispanic groups. Change scores (posttest minus pretest) for questions #3
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(R <.003), #8 (p <.04), and total score (p <.05) were significantly higher for
Vietnamese than for Hispanics (Table 5). No significant difference
between the two ethnic groups was noted for question #9. Total change
scores were obtained for 94 out of the 185 experimental participants who
completed both pretest and posttest for all three questions.

Behavior in control group. The mean responses for the control's
Vietnamese and Hispanic subjects who completed two food recalls are
presented in Table 6. In the second food recall, the Vietnamese population
(n = 95) had significant increases in vitamin C (p <.0005) and fat
consumption (p <.008). The Hispanic population (n = 106) had significant
increases in fiber (p<.0007), vitamins A and C (p <.0001), cruciferous
vegetables (p <.02) and fat (p <.02). Comparing the change scores
(difference between the initial and second recall) from both ethnic
populations, a significant difference between the two groups was noted
only in vitamin A consumption (p <.009); the Hispanic group had the greater
change score.

Behavior in experimental group. The mean responses for the
experimental's Vietnamese and Hispanic population who completed two
food recalls are presented in Table 7. The Vietnamese group (n = 86) had
significant increases in vitamins A and C (p <.02), cruciferous vegetables
(R <.006) and fat (p <.04). The Hispanic group (n = 99) had significant
increases in fiber (p <.0001), vitamins A (p <.003) and C (p <.006) and fat
(p <.006). Comparing the change scores in both ethnic populations, a
significant difference was noted only in fiber consumption (p <.03); the

Hispanic group had the greater change score.
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Impact of gender

Analyses of change scores revealed no significant gender and ethnicity

effects or interactions.

Although the nutrition and cancer program stressed the consumption of
less fat in the diet, fat intake increased in the control and experimental
group. A qualitative evaluation of the experimental group's fat intake was
performed to indicate some possible reasons for the fat intake increase.
The pre-and post food recalls of fifty participants, with the highest fat
change score (greater than or equal to two and less than or equal to'five),
were re-examined to determine which types of high fat foods contributed
to the overall high fat post recall score (Table 8). Out of these fifty
participants, 22 were from the Vietnamese group and 28 were from the
Hispanic group. The high fat foods were classified into four groups: milk,
meat, dairy products other than milk (ice cream, cheese, cream); and other

foods such as fast foods, baked products and pastries, peanut butter, bacon,

oy~ wHaAC-e rargorisshgte- gng-drisd enqe apdlengtehigs Eer

purposes of the study, all milk consumed was assumed to be whole miik
unless written otherwise on the food intake form. Highly significant
increases were seen in consumption of milk and dairy products (p <.0001).
Significant increases were also noted in consumption of meat (p <.01) and

other high fat foods (p. <.05).
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Variable Initial Food Recall Post Food Recall R

Milk .0001
M 0.36 1.60
S 0.53 0.90

Meat@ .0098
M 0.54 0.84
0] 0.81 1.04

Dairy Products

other than MilkP .0001
M 0.04 0.50
D 0.20 0.71

Other High-Fat

Foods® .0478
M 0.44 0.76
D 0.84 1.06

aBeef, fried chicken, pork, steak, chorizo, fried fish, ham. Pice cream, cheese, cream.

CFast foods (“Big Mac”, tacos, pizza, French fries), pastries, pancakes, cookies, peanut

butter, bacon, margarine/butter, mayonnaise, fried eggs, fried cauliflower, quesadilla,

potato chips, avocado, nuts, cheesecake.
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validati { EENEP's effedli

This study's findings clearly demonstrate that the pre-existing EFNEP
nutrition program is very effective in meeting the original program goals
of increasing consumption of cruciferous vegetables and foods high in
fiber, vitamins A and C. These resuits support similar increases observed
in the six-month California EFNEP Study, the largest controlled evaluation
of the EFNEP program to date (Del Tredici, Joy, Omelich, & Laughlin, 1988).
Culturally-specific nutrition and cancer risk reduction education materials
and EFNEP's trained paraprofessionals, the Nutrition Education Assistants
(NEAs), who spoke Spanish and Vietnamese, may have contributed to the
American Cancer Society program's effectiveness.

EFNEP's emphasis on maintaining the high complex carbohydrate
component of the traditional Vietnamese and Hispanic diets, which include
fruits and vegetables, may have enhanced the participants' adoption of the
program's other recommended diet changes; ie., more fish and chicken and
less red meat. California's diverse, plentiful, and relatively inexpensive
produce may have been an additional enabling factor in the increased
consumption of fruits and vegetables high in vitamins A and C. The small
increase in cruciferous vegetable intake, seen in the control and
experimental group, could be due to the fact that the cruciferous
vegetables were consumed more for their sources of vitamins A and C and
fiber than for their cancer-reducing effect. The NEAs focused on
caulifiower and broccoli as representatives of the cruciferous group. Since

the intervention and data collection covered a 10-month period, the small
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increased consumption of cruciferous vegetables could be due to the
seasonal availability of other fruits and vegetables.

The Hispanic and Vietnamese traditional complex carbohydrate diet
and eating habits may have promoted the observed increase in consumption
of fruits and vegetables, high in vitamins A and C and rich in fiber.
Differences in fiber consumption between the Hispanic and Vietnamese
groups could be due to their different styles of cooking and serving fruits
and vegetables and their specific and nonspecfic listing of foods on the
recall form. For instance, since most vegetables are components of a dish
in the Hispanic diet, on the initial food recall, the Hispanic participants
were more likely to list the dish (ie., beef stew) instead of itemizing the
major ingredients used to make the dish, ie., vegetables (or carrots,
tomatoes, onions) and beef. Hence, the observed Hispanic increase in fiber
consumption could be an artifact of the participants' increased awareness
and ability to complete the post-study food recall form in more detail.
Conversely, in the Vietnamese diet, where vegetables are served separately
and fruits as dessert, the Vietnamese group were more likely to list these
foods separately on both food recalls which could account for their

insignificant change in fiber consumption.

Additional findi

Although the ACS nutrition and cancer program stressed the reduction
of fat in the diet, fat intake appears to have increased in the experimental
and control groups. This unexpected finding in the experimental group may
be attributed to several factors. Analysis of the food recalls of the 50

participants with the highest fat change scores revealed significant
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increases in milk and meat intake in addition to other high fat foods.
Assuming that whole milk was consumed and that certain meats were high
fat, these particular foods could account for the observed overall increase
in fat consumption. A similar increase was found in the experimental
group of the California EFNEP Study (Del Tredici et al., 1988).

The role of milk in the standard EFNEP curriculum may be another
factor influencing fat consumption. Since milk is considered a prime
source of calcium, EFNEP stresses milk consumption, especially among
non-Caucasians whose diets are noted to be low in calcium (Windham,
Wyse, Hansen & Hurst, 1983). This would account for the observed increase
occurring in both experimental and control groups. Acculturation and the
adoption of more milk and high fat foods characteristic of the American
diet may also explain the increased fat consumption.

Since participants did not list the type of milk consumed on the food
recall, the assumption was made that it was whole milk. However, if the
milk is assumed to be nonfat or two percent lowfat, then overall fat
consumption may have decreased or remained stable even in the presence of
significant increases in consumption of meat and other dairy products and
high fat foods. Stated another way, the observed increase in fat
consumption may be a methodological artifact due to the study's
assumption that the milk listed on the food recall was considered to be
whole milk unless specified otherwise. A similar analysis of fat
consumption with the control group would probably yield the same
observations when the standard EFNEP curriculum emphasized milk
consumption.

The possibility that fat consumption decreased or remained unchanged
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in the experimental group exists. Since meat and whole milk products are
relatively expensive food items, EFNEP's low-income clientele are less
likely to buy them on a consistent basis. Lower costs for lowfat and nonfat
milk plus less fat may have resulted in an acceptable fat intake, contrary

to what the data indicate.

Methodological i

Besides cultural differences, the program's instruments include some
inherent limitations which could influence the validity and reliability of
the data collected. The food recall, used to measure individual and group
dietary behavior, is a popular and easy method for obtaining qualitative
dietary information. Various studies confirm the value of this method in
establishing the average intake levels of groups (Block, 1982). Advantages
of the 24-hour recall method include:

1. It may be administered by persons with less training, in a shorter
time.

2. Memory of recent intake may be more precise.

3. It demands a minimal amount of cooperation on the part of
participants (Block, 1982).

However, the 24-hour period may have contributed to the overall
increase in reported food intake. For instance, the person may not recall
accurately all of the foods eaten. A single day's intake may not be
representative of the usual intake and the individual may write down what
"should" have been eaten. Del Tredici and her colleagues (1988) warn that
participants may have learned to report a better diet without actually

consuming one. These factors may have influenced experimental and
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control participants, resulting in the overall increases observed after the
interventions.

Literacy of the participants may have influenced their ability to
accurately report their diets and definitely influenced the researcher's
ability to analyze all that was reported. Usage of incorrect or unfamiliar
words and misspellings in participants' responses, confirmed with the
NEAs, suggest that many of the participants were semiliterate at best, not
only in English but in their own language. General responses, such as
"vegetables,” "meat,” and "milk" could also be the result of nonspecific
instruction or misunderstanding of the instructions. Many responses on the
food recalls were so unclear, abbreviated or nonspecific that they were
unusable. There is no way of knowing the significance of the deleted data.

It is also possible that variation in and expertise of the translators
may have influenced the data collection. Although one individual translated
the majority of the Spanish written recalls, the fact that three other
individuals assisted with the Spanish translation could have introduced
some significant variations. In contrast, one NEA translated all recalls
written in Vietnamese. Data from the Vietnamese food recalls may be
more accurate than data obtained from the Spanish food.recalls due to the
difference in the number of translators.

The construction of the pretest-posttest could have influenced
validity and reliability. One of the problems encountered in the analysis
was the varying response rate to the three questions specific to diet and
cancer. Differences in the pre- and posttest scores could be related to the
type of question and its position on the test form (Appendix B). Test

question 3 assessed the participant's awareness of the diet and cancer link.
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The participant's knowledge about diet's role in cancer prevention and
promotion was measured using test questions 8 and 9. Test questions 8
and 9 required more time to answer than question 3 because they demanded
recall of information and selection of three and two answers respectively,
whereas, question 3 requested one brief response ("yes, no, or don't know").

Together with the different types of questions, their location on the
test form also influenced scores. Since question 9 and sometimes
questions 8 and 9 were on the second or back side of the test form,
participants, especially during the pretest, may have run out of time or
forgotten to turn the page and answer the remaining questions. These
logistical factors could explain why more participants answered question 3
than questions 8 and 9 and why only 94 out of 185 participants answered
all three questions on the pre- and posttests.

Another cause of missing data was the accidental use of old pre- and
posttests that did not have the cancer-related questions. About eight
months into the intervention period, fifteen participants had taken the old
pretest and/or posttest but they remained part of the experimental group
(N = 185). Since data analysis included only matched pre- and posttests,
their pre- and posttest scores could not be used. This human error is
regrettable but reasonable when one considers the intense ten month data
collection period.

It is also possible that the pretest may have increased the subjects’
awareness of foods that increase or decrease cancer risk and thus
conditioned their posttest responses. Other studies have suggested that
participants may discuss a pretest with one another so that when the

posttest is administered their answers reflect collective interpretations
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rather than their own (Block, 1982).

And finally, responses, especially to the initial food recall and
pretest, are shaped by the total set of demands present in the classroom
situation as they are perceived by the respondents. Completion of the food
recall and pretest were only two components of the overall "demand
characteristics" operative during the initial instruction; other tasks
included class enrollment procedures, introduction of the program and its
components, and bilingual instructions (Berkanovic, 1980, p.1275).
Incomplete responses to the food recall and test may be due to these

multiple demands.

Barri to_diet cf
The American Cancer Society's culturally-specific intervention sought

to integrate and utilize interrelated and complex phenomena in the learning

and adoption of very specific dietary changes aimed at reducing cancer

risk. The study's mixed results reflect this complexity and may be due to

specific barriers. One major barrier to diet change was the lack of time to

fully explain the link between cancer and diet to the participants. The

nutrition education program focused less on the biology of the disease and

e 2 P00 Pt v 2m) gl NG DCARD,

positive contribution of a nutritious diet to maintenance of a healthy
lifestyle. The program did not emphasize the basic concepts of the process
of carcinogenesis, its long latency period, and its threat on one's life.
Providing cancer information could have dispelled pre-existing
misconceptions and fears about the cause and cure of cancer. Such

information could have strengthened participants' knowledge of diet's
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important role in cancer prevention (Devita, 1985; Paimer, 1985).

The data indicate that the experimental group is now more aware of
the potential role diet plays in cancer risk reduction and cancer promotion.
This finding is important because previous research has shown that a
person is more likely to make diet changes .if he believes that diet can
influence his cancer risk (Vojtecky, 1984). However, since the program did
not provide detailed information about cancer, the intervention may not
have persuaded those participants with a low perceived cancer
susceptibility that they were at risk for getting cancer and that certain
foods in their diet may promote or prevent certain cancers. If an individual
believes that he may get cancer and his diet is a possible cancer risk
factor, then he is more apt to change some of his eating habits on a
permanent rather than short-term basis.

However, an individual may be aware of diet's potential role in cancer
prevention but may not possess the sense of power or internal locus of
control needed to make the proposed diet changes. Feelings of
powerlessness or low sense of control among the Hispanic and Vietnamese
participants may have been influenced by: their culture's customs, social
network, language and health beliefs; their lack of formal and health
education; socioeconomic factors; and the stress and fears generated by
acculturative pressures in other areas of their lives. For instance, the
Vietnamese group's more affirmative response to the attitude-related test
question #3 compared to the Hispanic group's response, could be attributed
to their pre-existing cultural belief system. Garcia and Lee's comparative
study (1986) assessed variations in cancer awareness and perception,

without an intervention, among Hispanic, Chinese and Vietnamese older
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adults (over 50 years of age) in Santa Clara County, California. Their
findings indicated that 64 percent of the Vietnamese participants (N =75)
and 32 percent of the Hispanic participants (N =158) felt that foods may be
responsible for cancer. Almost half of their Hispanic respondents
considered "God's will" a factor in the onset of cancer compared to 36
percent of the Vietnamese. The Vietnamese, more than the Hispanic
population, recognized diet as a cancer risk factor; a belief that would
strengthen their sense of control over their own cancer risk.

Other research indicates that the lack of formal education may
generate disbelief in cancer susceptibility and poor performance in an
educational setting (Berkanovic, 1980; Garcia & Lee, 1986; Sugarek et al.,
1988). Even with the NEASs' supervision, poorly educated individuals may
not have had a complete understanding of the questions, purpose of the food
recall and test, and the instructions for their completion. Comparison of
the total scores on the pre- and posttest indicate that the Vietnamese
participtants exhibited greater change (improvement) than the Hispanics.
This difference could be because the Vietnamese were better test takers or
they experienced greater comprehension and retention. If the participant's'
education levels were known, this study could have assessed whether
attitudes about diet and cancer prevention and eating behavior were linked
to educational attainment.

Due to the brief eight week instruction period, the observed changes in
the posttest scores may be more indicative of short-term rather than
long-term learning. Changes in diet behavior, awareness and knowledge
may be temporary or conditioned responses. The health educator must keep

in mind that permanent changes in eating habits require the participant's
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time and active participation. Many advantageous ethnic food patterns can
be retained while recommended new foods are slowly added, thus
promoting a diet that accentuates the positive aspects of two different
cultures.

The introduction of the nutrition and cancer program in English as
Second Language (ESL) classes was an inherent limitation of the study
since many of the participants were illiterate not only in English but in
their own language. Participants in ESL classes were bombarded not only
with the difficult and stressful task of learning to speak and write the
English language but also were exposed to nutrition and cancer information
which required additional concentration. Learning a new language and
receiving new information in one educational setting may have been too
burdensome for some participants and could have adversely affected their
ability to retain and assimilate the nutrition information.

While the ESL classroom may not have been the best setting in which
to present the nutrition information for the above reasons, some of its
inherent characteristics made it a viable education setting. For example,
ESL classes were familiar, available, and accessible community settings
for the Hispanic and Vietnamese populations and for EFNEP staff. They also
created a network and support system of individuals with similar cancer
risk. A person's perceived sense of support from others may have increased
a more generalized sense of control (Minkier, 1981). Another
characterisitic of ESL classes is that they are offered free which is
especially important to low-income individuals and families. Thus, the ESL
setting provided participants with nutrition and cancer information that

they may not have received otherwise.
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In addition to the participants' language, health beliefs, educational
attainment, socioeconomic status, and degree of motivation, their level of
acculturation influences their ability to respond to and act upon any
educational program's health promotion message. During the process of
acculturation, which may take generations to complete, the immigrants'
behavior patterns such as language, dress, and food, adapt to the norms of
the culture of residence (Wallendorf & Reilly, 1983). Food habits are most
likely to be the last to change since the major meals are eaten in the
privacy of the home. Immigrants may begin to reflect the dietary patterns
of the culture of residence because they are motivated to comply
voluntarily and/or are forced to make changes in food purchases because of
low income or lack of availability of traditional foods.

Dewey, Strode, and Fitch (1984) indicate that dietary change within
immigrant groups consists of several components: loss or retention of
traditional foods, addition of new foods characteristic of the culture of
residence, addition or loss of basic foods common to both cultures, and
change in the immigrant's food belief system. This and other similar
studies suggest that acculturation in food habits does not necessarily
follow a simple linear pattern, from traditional to modern (Wallendorf &
Reilly, 1983). For example, minor increases in fiber intake among the
Vietenamese group could be due to the pre-existing Vietnamese high fiber,
fruit and vegetable diet. Likewise, the study's findings suggest that many
of the traditional Hispanic foods, ie., beans, potatoes, onions, tomatoes,
chiles, oranges, are still eaten in the host society.

The conditions that precipitated immigration can influence the
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process of acculturation in different ways. Wallendorf and Reilly (1983)
state the major cause for "...international migration from the developing to
the developed nations of the world" is to improve one's occupational,
political or financial status (p.294). Since the educational intervention did
not ascertain the participants' native origin, the Hispanic participants'
reasons for migration to California are unknown. In contrast, Nguyen
(1985), without a doubt, describes the Vietnamese in the United States as
refugees or involuntary immigrants. "Their expatriation was unexpected,
their trip was unplanned and their departure from Vietnam was

precipitous” (Nguyen, 1985, p.411). However, this study did not provide any
data to indicate the current conditions or reasons for Vietnamese
immigration.

Several factors may contribute to retention of traditional Vietnamese
and Hispanic eating patterns. Local availiability of Viethamese and
Hispanic foods is one factor that promotes their retention. Studies have
shown that those who have a strong social network within the culture of
residence (ie., California) and/or those who make frequent visits to their
native country will perpetuate many of their ethnic eating patterns and
slow the process of acculturation (Dewey et al., 1984; Pasquali, 1985).
Since many of California's Hispanics are closer to their homeland than the
Vietnamese, the Hispanics are more likely to make more visits than the
Vietnamese. Both cultures would have a strong social network,
particularly the Vietnamese, due to their alienation from their native
country.

While many traditional foods and their preparation are preserved,

some of them are lost at the same time new foods characteristic of the
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host society are added during the process of acculturation. Dewey et al.
(1984) saw a decrease in conventional foods which was significantly
related to the respondent's educational level. More educated persons
exhibited greater loss of traditional foods than those with less education.
Another acculturation study found reading to be significantly related to
nutrition knowledge and attitude but unrelated to self-reported nutrition
behavior (Sunseri, Alberti, Kent, Schoenberger, & Dolecek, 1984). This
suggests that results from the nutrition and cancer program's pre/posttest
may not accurately evaluate nutrition knowledge and attitude outcomes.

While education exhibits its influence on ethnic behavior patterns,
employment induces acculturation in other ways such as: changes in meal
times and redefinition of what constitutes a meal, the increase in meals
eaten away from home, and the increased use of convenience foods. Dewey
et al. (1984) found that children, exposed to the dominant American culture
through schools and media, promoted consumption of new foods.

Increased income and availability of foods in California also promote
diet changes. For example, food recalls from the nutrition and cancer
program revealed that the Vietnamese tend to eat more meat and poultry in
California and less fish and shellfish which is contrary to the traditional
diet in Vietnam. Many Hispanics in California convert from corn to flour
tortillas. Unfortunately, many of the new foods added to their current diet
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have influenced the dietary changes observed in the current study.
In contrast, the food belief system is not as apt to change as are the
patterns of food consumption. Eating behaviors are deeply rooted in

cultural tradition and cultural identity. Food provides not only nourishment



59

nourishment but also an emotional perspective. Traditional eating habits
provide comfort, security, and self-identity while immigrants experience
acculturative pressures in other areas of their lives. With most people,
traditional eating patterns "...provide a sense of psycho-social well-being”
(Pasquali, 1985, p.27).

in fact, current research indicates that a stronger relationship exists
between attitude and behavior than between knowledge and behavior
(Sunseri et al.,, 1984). It was assumed that program participants would
more likely consider the program's suggested diet modifications or
substitutions if the NEAs emphasized the positive aspects of their current
diet habits, ie., consumption of fresh fruits and vegetables. To change or
adopt an attitude or belief requires more time plus educational and
behaviorial reinforcement. With this comprehensive approach, short-term
diet changes are more apt to become part of a person's permanent lifestyle.

This study indicated that small changes in knowledge, attitude, and
dietary behavior occurred over a short period of time. To illustrate the
potential long-term effects of nutrition education, the Stanford three-
community study observed increases in knowledge and behavior in the two
treatment communities over a two year period and noted that their
estimated risk of cardiovascular disease decreased substantially.
Conversely, the risk of cardiovascular disease increased in the control
community (Farquhar, Wood, & Breitrose, 1965). Based on these findings,
one may speculate that the Vietnamese and Hispanic experimental
participants could experience, over time, a similar decrease in their cancer
risk if they continued to follow the American Cancer Society nutrition

guidelines.
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In the nutrition and cancer risk reduction program, many participants
in the educational setting assumed a passive role by listening to the NEAs'
information and looking at colorful and informative posters and food
samples. However, altering ingrained attitudes and eating behavior is a
more complex process which may require the individual to play a more
active role. Sugarek et al. (1988) suggest that poorly educated people may
need additional supervision, guidance, and reinforcement to assume an
active role in their health maintenance.

To encourage the participants to take a more active role in learning,
the culturally-sensitive NEAs provided culturally-specific recipes for
them to try at home, and cooking demonstrations and a cancer risk
reduction game for the educational setting. The purpose of these activities
was to demonstrate to the participants how they could modify their
current eating habits to control their own cancer risks. Regarding disease
risk reduction interventions, Vega and his associates (1988) state that
"...small changes that are maintained over time in a large number of people
will have a substantial impact® (p.198). Hence, knowledge aquisition and
increased awareness of diet's role in cancer prevention, particularly when
learned among peers and building upon cultural beliefs and practices, can
be seen as the first essential steps in the process of making permanent

diet changes.
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CHAPTER 3

Conclusions and Implications

Conclusions

The overall results from this evaluative study provide empirical
evidence that the integration of cancer risk reduction information into the
Expanded Food and Nutrition Education Program (EFNEP) did affect the
participants' attitudes and knowledge about cancer prevention and
reinforced EFNEP's educational objectives. The American Cancer Society's
(ACS) culturally-specific intervention sought to integrate and utilize
interrelated and complex phenomena in the learning and adoption of very
specific dietary changes as a method of cancer prevention. The study's
mixed results reflect this complexity. This intervention is a viable health
promotion strategy for ethnic populations, such as Vietnamese and
Hispanics, who are at a higher cancer risk than the general public. While it
is impossible to measure the full effect of the intervention, it is hoped
that this educational program will contribute to an overall reduction in
cancer incidence in a multicultural society.

In addition to the program's complex conceptual design and
instrumentation, the study's mixed results are due in part to the
complexities of a multicultural, multilingual, interagency project. Using
the coalition approach, the nutrition and cancer risk reduction program
emphasized community participation and self-help and utilized lay and
professonal expertise from the American Cancer Society and EFNEP. The

program's two year time frame included the production of the materials,
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training and orientation of the EFNEP staff, and ten months of data
collection. Due to the length of this project, considerable effort was
required to maintain interagency communication, participation,
coordination, commitment and interest among the ACS and EFNEP staff.
Inspite of these challenges, the interagency collaboration meant that more
adults, especially in hard-to-reach ethnic populations, were exposed to the

prevention message in the ACS education program.
Implicati

This study has important implications for research and practice.
Further research is needed to resolve some of the methodological problems
encountered in the current study. Additional testing of the structure and
design of the diet recall would significantly enhance the value and utility
of this tool when used in multicultural, multiingual samples. Specifically,
adjustments may need to be made to the recall categories when the items
of interest to the researcher (ie., vegetables, potatoes, rice) traditionally
appear in a casserole and therefore may not be delineated by the
respondent.

Adjustment to recall categories énd food descriptions also may be
needed to reflect the acculturation process. The significant language
problems encountered in participants' written responses also suggest that
further research is needed to identify the appropriate use of words and/or
pictures when using the recall tool with such diverse populations. This is
particularly important when precise specification of a particular food (ie.,
whole or non-fat milk) is essential to the accurate measurement of a key

variable (change in fat consumption).
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Measurement of participants' eating behavior six and twelve months
after program completion is another area for further research. This type of
extended follow-up would assess the degree of observed behavior
attributable to 'program afterglow.' Dietary behavior change, particularly
for those involved in the acculturation process, is complex and affected by
many factors, The degree to which this type of educational intervention
promotes lasting change can not be determined with a single post-program
measurement. Extended follow-up at six and/or twelve month intervals
would enable such assessment.

In addition to these methodological issues, the study suggests several
directions for health education. If it is found that this type of program's
benefit is short-term, rather than long-term, behavior change, then it will
be necessary to extend the intervention, as well as the follow-up, over a
longer time period. Dietary reform requires time, active participation and
reinforcement. Implementation of follow-up programs to reinforce initial
changes and their benefits will help promote the program's potential long-
term effects: a healthier lifestyle and a decreased cancer risk.

To help bring about lifestyle changes in ethnic populations, health
educators, in addition to providing information, need to focus on how to
increase an individual's sense of control or power over some diseases.
Especially with poorly educated people, an enhanced sense of control would
enable these individuals to make their own lifestyle changes. The

workplace, particularly those with a high ethnic concentration, would be a
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of increasing an individual's sense of control over certain disease risk
factors.

In addition to the workplace, federal and state funded agencies,
community organizations and churches can promote the ACS Nutrition
Guidelines and a healthy diet through health education, health services and
a healthful environment. For example, the federal supplemental food
program for Women, Infants, and Children (WIC) provides specific
nutritious foods and education to low-income pregnant, postpartum and
breastfeeding women and infants and children up to age of five who are at
risk nutritionally. Pregnant teenagers from minority groups are major WIC
recipients. Other local nutrition programs that could benefit from using
the culture-sensitive ACS materials include the American Red Cross'
"Better eating for better heaith” course and the Mother and Child Nutrition
Program sponsored by Catholic charities (Healthy Mothers, Healthy Babies
Coalition, 1986).

This study clearly demonstrated that a coalition approach can
effectively unite the specialized knowledge and skills of different types of
organizations. As complex and time-consuming as this organizational
design may be, further collaborative work is called for. Interagency
cooperation in the design, implementation and evaluation of culture-
specific nutrition and cancer education can increase its quality and
implementation among poorly educated groups as well as the general
population. A coalition approach can produce several different
multicultural education programs which would enhance community
competence and deliver the same prevention message.

Schools can play a key role in reducing the incidence and mortality
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rates of several diseases; school-based health promotion represents
another avenue through which healthy lifestyle behaviors and disease risk
factors can be learned. Damberg (1986) argues that school-based health
education strategies which "...target the priority heaith problems of
minorities are a necessity, to alleviate the excess burden of disease and
disability which persists among minorities” (p.32). Schools, particularly
those in communities with large minority poulations, would be a very
effective setting for culture-specific nutrition education.

A school-based nutrition and cancer risk reduction promotion
intervention has distinct advantages over a community-based adult
education approach. Since most of our nutrition and eating behaviors are
learned during childhood and adolescence, the younger population (in school,
a more captive audience) is more willing and eager to adapt to new
behaviors. The process of change is usually easier for children than it is
for adults since it is difficult, painful and sometimes impossible for many
adults to modify some of their well-established eating habits. A school-
based nutrition program could encourage children to maintain or adopt
appropriate diet-related behaviors and enhance their skills to maintain and
improve the health of their families and communities. Further program
evaluation research could determine the number of persons affected by one
educated child. These results would be very important particularly in
programs for hard-to-reach populations.

This nutrition and cancer risk reductiors study was designed to
contribute to the reduction of cancer rates among minority populations
through the development and implementation of a culturally-specific

education program. The findings clearly demonstrate that small
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behavior occurred over an eight week period. It is hoped that this study
will be one of many attempts to refine the methodology and content of
disease prevention and health promotion efforts among minority

populations.
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NUTRITION KNOWLEDGE QUESTIONNAIRE
ID# Da'ge

Participant

1. How much do you feel you already know about nutrition?
(circle answer)

alot something a little almost nothing

2. When planning meals for your family which do you consider very
important?

a. foods your family likes best
b. foods that are nutritious

c. foods that are in season

d. all of the above

*3. Do you think that your chances of getting cancer can be reduced by
what you eat? (circle answer)

Yes No Don't know

4. Circle 2 main nutrients found in MILK AND MILK PRODUCTS.

iron calcium vitamin C riboflavin

5. Circle the name of the 3 major nutrients provided by FRUITS AND
VEGETABLES.

vitamin C fats protein folacin viatmin A

6. Circle the 2 best cooking methods that help to retain more nutrients in

vegetables.
steaming boiling deep frying stir frying

7. Circle the names of 2 major nutrients provided by MEAT, POULTRY, FISH
AND DRIED BEANS.

calcium iron vitamin A protein
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*8. Circle the names of 3 types of foods that may help to REDUCE your
chances of getting cancer if you eat them often.

high fiber foods milk products cabbage family vegetables

fruits and vegetables high in vitamins A and C fatty foods

*9. Circle the names of 2 types of foods that may INCREASE your chances
of getting cancer if you eat them often.

fatty foods sugary foods high fiber foods alcoholic
beverages

10. Circle the least expensive food in each pair of foods.

Ground beef or liver Frozen peas or canned peas
Lowfat milk or skim milk 7-grain bread or whole wheat bread
11.  When planning meals | should:
Plan meals for more than 1 day

Include snacks in my planning
Plan around nutritious foods, low in price

i2. List 3 principles for a wise shopper to follow.
1.
2.
3

Note. * = Questions regarding nutrition and cancer reduction were added to
EFNEP's existing pre/posttest.
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SU CONOCIMIENTO DE NUTRICION

Participante 1D# Date

1.

Primero, me gustaria tener una idea de cuanto sabe usted de
nutricion? (Marque)

mucho algo poqui to casi nada
Cuando planea las comdas para su familia, que considera usted
mas importante?

a. alimentocs que le gustan a mi familia —_—

b. alimentos que son nutritivos ———

c. alimentos que ectan en estacion —_—
d. todos los de arriba ——

Cree usted que el riecsgo de cancer se puede reducir sobre
1a comida que escoges? (Marque) Si No No Se

Marque 2 nutrientes principales que se encurentran en la
LECHE Y SUS PRODUCTOS.

hiero calcio vitamina C riboflavina
Marque 3 nutrientec principales que nos dan las FRUTAS Y
VERDURAS.
vitamina C grazas proteinas folacina vitamina A
Marque 2 metodos de preparacion que ayudan a conservar mas
nutrientes en las verdurac.

al vapor hervido freido comun freido rapido

(stir frying)

Marque 2 nutrientis principales que se encuentran en la
CARNE, AVES, PESCADO Y FRIJOLES.

calcio hiero vitamina A proteina
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8. Marque 3 clases de alimentos que podrian REDUCIR sobre
la condida que escoges si lo comes con frequencia.

alimentos altos en fibra alimentos altos en grasa

frutas y vegetales altas
en vitaminas A ¥y C

familia de repollo y vegetales productos lacteos

?a. _ Maraue 2 clases de alimentog aue_ pueden AUMENTA g[ riesqgo

de cancer si 10 comes con frequencla.
alimentos altos en grasa alimentos altos en fibra

alimentos con mucha azucar bebida alcoholicas

10. Marque el alimento mas bajo en costo en cada grupa de alimentos.

.a. Hamburguesa o higado

b. Chicharos congelados o chicharos enlatados
c. Leche con poca crema o leche sin crema

d. Pan de 7-grancs o pan integral

11. Cuando planeo mis menus debo de:

Planear mis comidas para varios dias ———
Incluir bocadillios en mi plan ———
Planeare alrededor de alimertos nutritivos ———
y de bajo costo ——
12. Escriba 3 puntos principales antes de ir al mercado.
’.
2.

3'
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American Cancer Society Dietary Recommendations

1. Avoid obesity.

2. Cut down on total fat intake.

3. Eat more high fiber foods such as whole grain cereals, fruits, and
vegetables.

4. Include foods rich in vitamins A and C in the daily diet.

5. Include cruciferous vegetables such as cabbage, broccoli, brussel
sprouts, kohlrabi, and cauliflower in the diet.

6. Be moderate in consumption of alcholoic beverages.

7. Be moderate in consumption of salt-cured, smoked, and nitrite-cured

foods.

National Research Council Dietary Guidelines

1. The consumption of both saturated and unsaturated fat should be
reduced from its present level ( approximately 40 per cent ) to 30
percent of total calories in the diet.

2. Include fruits, vegetables, and whole grain cereal products in the daily
diet.

3.. The consumption of food preserved by salt-curing, pickling, or smoking
should be minimized.

4. If alcoholic beverages are consumed, it should be done in moderation.

Source : Patterson, B. H. & Block, G. (1988). Food choices and the cancer
guidelines. American Journal of Public Health, 78(3), 282-286.
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Morning

Mid-dey

Evening

EXPANDED FOOD AND NUTRITION EDUCATION PROGRAM

24-HOUR FOOD RECALL
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Pregnant or 10
NAME Lactsling No.
ist 2nd 3rd 4th Food Recali | Date N.EA.
Score:
t Vegsiables
Foods Eaten By Homemaker Fiults and Vegsiable Breags
Serving | Prolein Mitk vit.C VIL A and Other
Meals Plus Snacks size foods foods rich rich Other | cereals | foods
TOTAL
Number of servings eaten: + + =
Number of servings d {not preg of o) 2 2 * o+ * 4 =4 4
Number of servings tot pregnant or 0 4 4 ¢+ * 4 =4 4
1 will 1ry 10 add of sublract these foo0s:
Recommended changes:
* s minimum of 1 serving is recommended Revised Oct 1982 EFNEP 5258 2
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Pri Noti
The State of California Information Practices Act of 1977 requires the

University to provide the following information to individuals who are
asked to supply information about themselves.

The principal purpose for requesting the information on this form is for
reporting on and evaluating the effectiveness of the Expanded Food and
Nutrition Education Program (EFNEP). The United States Department of
Agriculture under contractual agreement with the University authorizes
maintenance of this information.

Furnishing all information requested on this form, which has been approved
by the U.S. Department of Agriculture, is mandatory and failure to provide
such information may prevent financial aid for this program. Individual
information is used to design an educational program and is retained in the
county Cooperative Extension office. Individual information

identified by identification number only will be sent to the Cooperative
Extension State Office. Total county summaries (not individual
information) are sent to the USDA.

Individuals have a right to review their own records. The official
responsible for maintaining the information contained on this form is the
county director for Cooperative Extension Expanded Food and Nutrition
Education Program in your county.




AVISO DE PRIVACIDAD

El Acte de 1977 del Estado de Cslifornia sobre Practicas en
Informacion, requiers que 1o Universidad provea la sigulente in-
formacion a los individuos a quienes se les pide dar informacion

sobre ellos mismos.,

E1 proposito principal de soliciter la informacion en esta forma
es para conocer y evaluar la efectividad del Programs Extendido
de Educacion en Alimentos y Nutricion (EFNEP).

El Departamento de Agricultura de los Estados Uuidcs, bajo actual
acuerdo con la Universidad, sutoriza el mantenimientq de esta

informacion.

El proporcionar toda la i{nformacion requerida en esta forma, la
cual ha sido aprobadas por el Depattamento de Agricultura de los
Estados Unidos, es obligatorio, y el no proveer dicha informacion
puede impedir la ayuda financiera para este programs. la inform-
acion individual es usada para designer un progrema educacional
y es conservado en la offcina de 1a ‘Extension Cooperativa del
Condado. La informacion iundividual, identificada con numero de
identificacion solamente, (sin numbres) sera enviada a la Oficina
de 1a Extension Cooperativi del Estado. El resumen -total del
condado (no la informacion individual) es enviado al Depsrtamento
de Agriculture de 1os Eetados Unidos. ’

Todo individuo tiene el derecho de revisar sus proplos records.
El oficial responsable de mantener la informacion contenida en
esta.forma, es el director del condado del Programa Extendido

de Educacidn en Alimentos y Nutricion de la Extension Cooperativa

en su condado.
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APPENDIX F
English Educational Materials
American Cancer Society Dietary Recommendations

"Nutrition and cancer: Cause and prevention”
including diet tips for the
Hispanic and Vietnamese

Cancer risk reduction game
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NUTRITION AND CANCER: CAUSE AND PREVENTION
Hispanic Diet Tips

What foode do youw 2at that may help lower your rizk of
getting cancer? What <foods do you ¢at that mar 1ncreass ,our
rick of getting carncer?® Tipz for a healthy diet from the
rican Cancer Society include:
KEEP EATING...
!. Lots of frecsh vegetables and fruit, especially those higk in
Vitaming & and C, such as apricots, bell peppers, broccali,
cantaloupe, carrcte, cHiiiz, Ooranges, mangoes, paparas, ang
tomatoes. Vegstablez anz fruits high in fiber are 3slea oo,
gucoh s avacados, onicnz, and potatoee with their skins,

2. Beans, which are & versy good fource of fiber.

2. Poultry and tish, which =re lower in fat than red meats,

E£T MOFE OF...

1. Cabbage~famil,y vegetzo'sz, zuch broccoli, brusgssls sprouts,
cabbage, cauliflowsr, ksls, kohireb:, mustard and turnip greens.
Theze vegetablez mar have an exira cancer protective factcor o
additicn to laots of fiber ang vitamins

2. Whole-grain + at tortillas, whole-whsat
bread, brown i 2zx2ls that are mads with

whole-wheat, bran or o2ts.

E~AT LESS COF...

{. Fats, ecpecially tard., Try to reduce the amount of fat that
you add when zookKing. For example, soften tortillacs in sauce or
in the ocven instead of in lard or in oil. Use as little lard as
poscible when making refried beans. Use lean beef and pork cuts
when possible, and use only small amounts of saucage, such as
chorizo. Use low—fat or non-fat milk and add only small amounts
of cheese to dishes. Bake, broil and steam foods more otften than
frying them.

z. Take-out foode bought at fast food restaurants, such as
hamburgers, tacose and french friez. These foods are usually very
high in fat.

2. Limit oun £ alcaghnlic beveraaes cgnsumed
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NUTRITION AND CANCER: CAUSE AND PREVENTION
Vietnamese Diet Tips
What foods do you eat that may help lower »your risk of
getting cancer? What <foods do you eat that may increase your
risk of getting cancer? Tips for a healthy diet from the
American Cance Society ifnclude:

KEEP EATING...

1. lInts of fresh yenetables and fruit. esoecially those high in

cantaloupe, carrots, lotus root, mangoes, oranges, papara,
peppers (sweet and hot), spinach, strawberries, and squash.
Vegetables and fruits high in fiber are also good, such as
apples, bananas, beans, coconut Cin moderation, because it is
also very high in fat), lemon grass, plantains, and watermelon.

2. Cabbage~family vegetables, such as broccoli, brussels sprouts,
cabbage, cauliflower, kale, kohlrabi, mustard and turnip greens,
radicshes, and watercress. These vegetables may have an extra
cancer protective factor in addition to lats of wvitamins and
fiber.,

2. Plenty of poultery and fish, which are lower in fat than red
meats.

EAT MORE. ..

1. Eeans, <such as chickpeas, lentils, mung beans and soybeans,
which are a goeod source of fiber. Products made from beans, such
as tofu, soybean milk, and nocdles do NOT contain much fiber.

2. Whole-wheat bread and whole-grain breakfast cereals, instead
of french bread and cakee= or pastries, to increase fiber.

EAT LESS...

1. Fats, ecpecially fried foods. Bake, broil, stem, or stir—-fry
foods with only a little oil! instead of deep-frying. Use lean
beef or pork, when possible, in dishes, and use only small
amounts of variety or organ meats. Use low-fat or non-fat milk
products, instead of cream, regular condensed milK (add sugar to
non-fat or skim evaporated milk as a substitute) or coconut milk.

P S I ] I S T PR . -
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PLAYING THE CANCER RISK REDUCTION GAME

1. CIRCLE THE 3 NAMES OF FOODS THAT HELP TO REDUCE YOUR CHANCES
OF GETTING CANCER.

high fiber foods whole milk cabbage family vegetables
fruits/vegetables high in Vitamins A and C fatty foods

2. CIRCLE THE 3 NAMES OF FOODS THAT MAY INCREASE YOUR CHANCES
OF GETTING CANCER.

fatty foods high fiber foods salt-cured or smoked foods
sugary foods alcoholic beverages

3. CIRCLE THE 2 FOODS HIGHEST IN VITAMIN A.

= & %

spinachk green beans cantaloupe mushrooms

4. CIRCLE THE 2 FOODS HIGHEST IN VITAMIN C.

O O L 3

orange apple broccoli pear

5. CIRCLE THE 3 VEGETABLES THAT ARE IN THE CABBAGE FAMILY.

5
ﬁ mushrooms ,g
broccoli \

beans

greens

cauliffower

6. WRITE THE NUMBER OF TIMES YOU EAT CABBAGE FAMILY VLEGETABLES
EACH WEEK .

7. CIRCLE THE 2 FOODS HIGHEST IN FIBER.

roasted chicken fruits and vegetables
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8. IN EACH PAIR OF FOODS, CIRCLE THE LOWEST IN FAT PER SERVING

french fries

mashed
‘potatoes

mayonnalse Y,
2% mitk [N

whole
milk

toast

9. DO YOU USUALLY TRIM THiE FAT FROM MEAT AND CHICKEN BEFORE YOU
PREPARE THEM? CIRCLE: YES KO

10. CIRCIE THE ONl COOKING METHOD THAT ADDS THE MOSI' FAT TO FOOD.

baking

stir-frying

deep frying

boiling

broiling

11, CIRCLE THE NAME OF ONi TYPE OF BiZVERAGE THAT SHOULD BE LIMITED
TO HELP LOWER YOUR CHANCES OF GEI'TING CANCER.

low-fat milk

fruit juices

alcoholic beverages

Check your responses with your Nutrition Zducation Assistant and
count how many points you got out of 22. How many

Do you think you need to learn more about mutrition and cancer
risk? Write down any changes you want to make in your diet to
reduce your risk of getting cancer:

AMERICAN
2 CANCER
Z SOCIETY"

SAMIA CLARA COUNIY UNIL




APPENDIX G
Hispanic Educational Materials
Speaker's outline
American Cancer Society Dietary Recommendations
"Nutrition and cancer: Cause and prevention”

Cancer risk reduction game
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HISPANIC SPEAKER’S OUTLINE

Please include the following information during your
lessons, Add the comments where you feel they fit. You may want
to put the ideas into your own words, just be sure that ald the

concepts are communicated.

Lesson #1- Introduction to Nutrition

During discussion of "How Food Affects You," add:

*What you eat may actually increase or decrease your
chances of getting cancer. Eating lots of vegetables,
fruits, and foods that are high in fiber, and avoiding fatty
foods may reduce your risk of cancer. Eating lots of fatty
foods and drinking alcoholic beverages may increase your
risk of getting cancer. Cancer takes years to develop, and
eating a healthy diet now helps to lower your ;hances of
getting cancer later."

Teaching aid- Hispanic diet tips.

Lesson N2- Milk Group

During discussion of dairy products, emphasize use of
low-fat and non-fat milk and yogurt, and recommend limited
use of cheese, sour cream, and ice cream. Add:

"Remember, eating lots of fatty foods may increase
your chances of getting cancer., Cheese, sour cream, and
especially ice cream, are fatty milk group foods. It’s
okay to eat them sometimes or in small amounts, but try to

use milK products that are low in fat more often, such as
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low—-fat milk, non-fat milk, and low-fat yogurt.*

Teaching aid~ ACS approved milk-group recipes

Lesson #4- Meat Group (second session)

During discussion of meat grades, emphasize use of
Tow—-fat meat cuts. Add:

*Meats are sometimes fatty foods. Sausages and
tuncheon meats, such as chorizo and bologna, are especially
high in fat. Because fatty foods may increase your risk of
getting cancer, you should try to eat only small amounts of
these meats. Pork and beef can also high in fat. Try
reducing the amount of of these meats that you use in
recipes. Eat lean meats, poultry, and fish more often.”

During discussion of best buys, add:

*You don’t have to buy expensive foods té eat a
healthy diet. You can lower your chances of getting cancer
by eating beans, which are not only a good source of
protein, but are also very high in fiber. High fiber foods
may reduce your risk of getting certaing cancers.”

During discussion of meat cookKery, add:

'Frylng meat adds fat to the dish. Fried foods are
fatty foods. Eating lots of fried dishes may increase your
chances of getting cancer. Baked, broiled, and steamed
meats are less fatty.*

Teaching ald- ACS approved recipes

Lesson WS- Fruit and Vegetable Group

During discussion of fruits and vegetables high in

Vitamins A and C, add:
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-

*Fruits and vegetables high in Vitamins A and C are
also believed to help lower your risk of getting cancer. And
another type of vegetable that may lower your chances of
getting cancer are cabbage-family vegetables, such as
broccoll, cauliflower, greens (such as mustard greens and
Swiss chard), cabbage, and brussels sprouts. Many of these
vegetables are also high in vitamins A and C. Tery to
eat cabbage-family vegetables three times each week.

All fruits and vegetables have the added benefit that they
contain fiber, another factor that may help to reduce your
chances of getting cancer."

Teaching aids- ACS approved recipes and ACS frults

and vegetables poster

Lesson #7- Breads and Cereals Group
Duriné discussion of breads and cereals, emphasize
use of whole—-grain tortillas, breads, and cereals. Add:
“Remember, foods high in fiber may lower your chances
of getting cancer. Whole~wheat tortillas can be used in
place of flour tortillias Iin most recipes, and brown rice can
be used instead of white rice. Try to eat more whole-wheat

bread instead of white bread, and try to eat only small
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Lesson #9 - Fat, Sugar, Alcohol, and Sodium

During discussion on fat, add:

A diet high In fat may increase your risk of getting
cancer. Try to reduce the amount of butter and margarine
that you add to foods. Also limit the amount of fat you use
in cooking, including lard a;d vegetable oil. Tortillas may
be softened in sauce, for example, or in the oven, instead
of in fat. Avoid frying foods, because this adds extra fat
to the dish- try baking, broiling or steaming instead.

Also, take-out foods, such as hamburgers, tacos, and french
fries are very high In fat., These foods should be eaten
only occasionally. Reducing the amount of fatty foods you
eat may lower your chances of getting cancer.”

During discussion of alcohol, add:

*Drinking alcoholic beverages, especially several
drinks each day, increases your chances of getting cancer.

Try to drink alcoholic beverages only occasionally.”
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NUTRICION Y CANCER: CAUSAS Y PREVENCION
Alqunas Caracteristicas de la Dieta Hispana

Que alimentos come usted que peuden ayudar a desarrollar
cancer? Que alimentos come que pueden evitar que este se
desarrolle? Ideas o sugerencias de la American Cancer Society
para una dieta mas saludable so las siguientes:

cOMA SIEMPRE...

1. Coma siempre muchas vegetales y frutas frescas, especialmente
las que sean altas en vitaminas A ¥y C como: los duraznos, chiles
pimeto verde o rodojos, brocoli, melon amarillo, zanahorias, toda
clase de chiles o ajies, naranjas, mangos, paparas y tomates.

2. Es tan muy bueno incluir vegetales y frutas altas en fibra
en la dieta diariamente tal como: papas con cascara, espinacas,
pepinos, »y aguacates (en cantidad limitada pues contienen muchas
calories). Los frijoles o porotos '
son tambien altos en fibra.

3. Aves Yy pescado pues sOn mas
bajos en- Qrasa que las carnes
rojas.

co+A MAS DE...

1. Repollo y deribados de la familia de este: como brocoli,
repollitos de brucelas repollo, coliflor, verdolaga, Kkohlrabi,
mostaza ¥y toda clase de vegetales verdes. Se cree que estos
vegetales nos dan extra proteccion contra el cancer y ademas nos
proveen fibra y muchas vitaminas. ’

2. Alimentos hechos con granos integrales como: tortillas de
trigo integral, pan de centeno, cebada, y avena.

COMA MENOS DE...

1. Grasas, especialmente manteca. Trate de reducir lo posible
las grasas cuando cocina. Ejemplo: en wvez que freir las
tortillas hagalas al horno si las quiere endurecer o pongalas en
salsa si las quiere hablandar. Si hace ¢frijoles refritos
pongales una minima cantidad de aceite vegetal. Use cortes de
carne, de puerco y res menos Qrasosos, CoOma pocos embutidos como
6 chorizos. Use leche con poco grasa ("low fat®) o leche
sin ella y ponga cantidades limi tadas de queso en sus
platilios. Alimentos herbidos, a 1a parrilla o al vapor

2. Comida comprada al paso como las hamburguesas, tacos, y papas
fritas, Casi por 1o general estos alimentos son gj;os en Qrasa.

son siempre mas saludables que fritos.

3. Limite 1a cantitdad de bebidas alcoholicas.
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EL JUEGO DE MENOS RIESGO DE CANCER

1. Marque 3 clases de alimentos que podrian REDUCIR ¢l riesgo
de obtener cancer si 1o comes con frequencia.

altos en fibra productos lacteos familia de repollo
y vegetales

frutas y vegetales altas en
vitaminae A ¥ C alimentos altos en grasa

2. Marque 2 clases de alimentos que pueden AUMENTA el riesgo de
cancer si 1o comes con frequencia.

alimentos altos en arasa alimentos altos en fibra
alimentes con mucha azucar bebidas alcoholicas
3. Marque los 2 alimentos mas alto en Vitamina A.

espinaca ejotes meldn hongos
q. Marque los 2 alimentos mas alto en Vitamina C.

O O &

naranja manzana brécoli pera

3. Marque 3 alimentos de 1a familia del repollo.

®
@ =

tomates

colifior ejotes verduras frescas

é. Escribe cuantas veces a la semana come Ud. alimentos de la
familia del! repollo:

7. Marque 2 alimentos altos en fibra.

polio assdo

pan
integral
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8. En cada cuadro marque el alimento mas bajo en grasa (por
porcion).
papas Irilas mayonesa
2% leche
low
fat frijoles molidos
0 MILX con leche
[ frijoles .
puré ' refritos
de papas leche
completa
crems

9. ASaca usted la grasa de la carne 0 ¢1 pollo antes de

prepararlo? Marque: Si No

10. Marque un metodo a que le va a poner mas Qrasa en su comida.
horneados - fritas a la parrilla
sofritos o fritas rapidamente cocidos

11. Marque la bebida que menos podria darle chance a desarrollar
cancer.

leche con poca grasa Jugos de fruta bebidas alcoholicas

Ahora chequee sus repuestas con la educadora en nutricion ¥y

cuente cuantas de las 22 respuestas tuvo correctas.
é Cuantas?.

dCred usted que quiera aprender mas acera de l1a dieta nutricional
que podria evitarle algo mas ¢l riesgo del cancer? Escribe los

canbios que usted le gustaria hacer en su dieta en reducir su
reisgo de cancer.

AMERICAN
<» CANCER
% SOCIETY

SANIA CLARA COUNTY UNIT




APPENDIX H
Vietnamese Educational Materials
Speaker's outline
American Cancer Society Dietary Recommendations
"Nutrition and cancer : Cause and prevention”

Cancer risk reduction game
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VIETNAMESE SPEAKER’S OUTLINE

Please include the following information during your
tessons. Add the comments where you feel they fit. You may want
to put the ideas into yodr own words, just be sure that all the

concepts are communicated.

Lesson #1- Introduction to Nutrition

During discussion of “"How Food Affects You," add:

‘What you eat may actually increase or decrease your
chances of getting cancer. Eating lots of vegetables,
fruits, and foods that are high in fiber, and avoiding fatty
foods may reduce your risk of cancer. Eating lots of fatty
foods and drinkKing alcoholic beverages may increase your
risk of getting cancer. Cancer takes years to develop, and
eating a healthy diet now helps to lower your chances of
getting cancer later."

Teaching aid- Vietnamese Diet Tips.

Lesson #2- Milk Group

During discussion of dairy products, emphasize use of
low-fat and non-fat milk products, and recommend limited
use of condensed milk, cream, and ice cream. Add:

“Remember, eating lots of fatty foods may increase
your chances of getting cancer. Cream, condensed milk, and
especially ice cream, are fatty milk group foods. 1Ilt‘s
okay to eat them sometimes or in small amounts, but try to

use milk products that are low in fat more often, such as
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low-fat or non-fat milk, low-fat yogurt, and non-fat (skim)
evaporated mitk."

Teaching aid- ACS approved milk-group recipes

Lesson #4- Meat Group (gecond session)
During discussion of méat grades, emphasize use of

low-fat meat cuts. Add:

*Meats are sometcme; figty foodsh_Jzanlgizﬁm_a*ﬁ,and

TPl ] —— Y i e S

1=}

may increase »our risk of getting cancer, you should
try to eat only small amounts of these meats. Pork and
beef can also high in fat. Try reducing the amount of

of these meats that you use in recipes. Eat lean meats,
poultry, and fish more often."

During discussion of best buys, add:

*You don‘t have to buy expensive foods to eat a
healthy diet. You can lower your chances of getting cancer
by eating beans, which are not only a good source of
protein, but are also very high in fiber. High fiber foods
may reduce your risk of getting certain cancers."

During discussion of meat cookery, add:

*Frying meat adds fat to the dish. Fried foods are
fatty foods. Eating lots of fried dishes may increase your
chances of getting cancer. Baked, broiled, steamed, and
stir-~fried meats are less fatty."

Teaching aid- ACS approved meat recipes

Lesson #5- Fruit and Vegetable Group

During discussion of fruits and vegetables high in
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Vitamins A and €, add:

"Fruits and vegetablies high in Vitamins A and C are
also believed to help lower your risk of getting cancer. And
another type of vegetable that may lower your chances of
getting cancer are cabbage-family vege tables, such as
broccoli, brussels sprouts, cabbage, cauliflower, Kale, and
radishes. Many of these vegetables are also high in
vitamins A and C. Try to eat cabbage~family vegetables
three times each week.

All fruits and vegetables have the added benefit that
they contain fiber, another factor that may help to reduce
your- chances of getting cancer."

Teaching aids- ACS approved recipes and ACS fruits

and vegetables poster

Lesson #7- Breads and Cereals Group
During discuscion of breads and cereals, emphasize
use of whole-grain breads, and cereals. Add:

"Remember, foods high in fiber may lower your
chances of getting cancer. Try %o eat more whole-wheat
bread instead of white bread, and try to eat only small
amounts of cakes and pastries. Many breakfast cereals are
high in fiber also."

Teaching aids— ACS "Playing the Cancer Risk
Reduction Game" handout (to be done as "homework" and

collected at the next lesson) and ACS approved recipes




Lesson #8 - Fat, Sugar, Alcohol, and Sodium

During discussion on fat, add:

"A diet high in fat may increase your risk of
getting cancer. Try to reduce the amount of butter and
margarine that you add to foods. @Also limit the amount of
fat you use in cooking, including vegetable oil. @Avoid
frying foods, because this adds extra fat to the dish- try
baking, broiling, steaming, or stir-frying instead. Also,
take-out foods, such as hamburgers and french friec are very
high in fat. Thece foods should be eaten only occasionally.
Reducing the amount of fatty foodec you eat may lower your
chances of getting cancer.,"

During discussion of alcohol, add:
"Orinking alcoholic beverages, especially several
drinke each day, increases your chances of getting cancer.

Try to drink alcoholic beverages only occasionally.”
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DINH DﬁdNG VA UNG THU: NGUYEN NHAN VA DE PHONG

) v ’ s
Chi Mach Cach An Udng Cho Ngddi Vi?t
7
Loai do an nao co the giup cac ban giam thieu nguy cé uac benh
ung thd? Loai s an nao co the lam gia tdng nguy_ cd mic benh ung thd?
Cac 131 chi mach cua H64 Bai Trd Ung Thd Hoa Ky ve phudng phap am thde

lanh manh bao gom'

A~ g

HAY AN ...

1. That nhieu rau va crai cay thi nhat la nhdng rau ttai cdlnh1eu sinh
to AvaC nhu nd, mdép d&hg, carambola, bi ngo, ca-;;t. ngé sen, soai,
cam, du dh, ét ngot va 6: cay, spinach, dau tay. va bau. Rau trai nhieu
chat fiber cung rac tot nhd tao. chuoi. dau, dda (vda du thoi vi cumg

/
chda rat nhieu chit beo), xa ot, ma de, va dda hau.

7 5 .

2. Cac loai rau cai nhd cai hoa, gia Brussel. cai bap. cai bong. cai

quan, cu cai, cai dang va cu cél trang, cu ra-di, va cai xoong Nhéng
.

loai rau nay ?o the co dgc t1nh ngan ngua ung thd them vao so luong roi

rao ve sinh to va fiber.
- N ~ ~ / e .,/ -~ ./ A e . . . 7
3. That nhieu ga vit va ca, nhung thu nay it chat beo hon loai thit do.

[ /-
AN THEM ...
2 N
1. bDau nhﬁ d”h tréng, dau 1ang, dau xanh va dau nanh, nhung thu dau nay

co nhieu chat fiber. thng san pham lam bang dau nhy’ dau phu, sda ddu
nanh, va mi khong chdh nhidu chat fiber.

4
2. Banh ni lam bang lua mi va cac coc loai (cereals) nguyen hat trong

bua diem tam thay’ vi banh mi Phap va banh ngot dd loai d& tihg them chat
fiber.
™ /
AN IT ...
7z /A - r o 7 ’ .

H6 dic biet dd chién. Nén nddng. hap, hay xao s do an véi chut
dinh mo thay vi chién ran ngap m6 Dung thit bo hay thic heo nac trong
cac mon &n neu co the va dung that it long bo, long heo. Dung sﬂa khong
beo hay it beo thay vi dung kem. sda dac (thém duong vao loai sua khong

-

chat beo hoac da hot het chat kem nhi mon thay the) hoac nuoc cot dua.

2. Nhung do an mang di tai cac tiem an fast food nhd hamburger va khoai
chien. thng do &n nay thuong rat nhieu chat beo.

' ’ .
3. Han ché 86 luong ruou tieu thu.
L ] ) - .
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- 4 7
TRO DO VUL “GIAM NCUY ¢3 UNG THU"

1. Khoanh tron 3 loat &5 an gadp glan bét aguy cé ui’; b?nh ung thd:
- dd an cd nhiy chat Eiber
- san ph?; lam bing sda
- cic loai rau cal
- cac loal rau trai nhiéu sinh to A va C
-~ cac do sa beo )
2. Khoanh tron 2 loai dg 46 lam gia ting nguy cd néé.b§nh ung thd:
- d: an be; ,
- db &n nhiGu chat fiber
- db an cb didng
- cac 1031 rﬁéu

I S e A A
3. Khoanh tron 2 loai do an co sinh to A cao nhét.

=& Op

( Rau dénh ) ( Cdc loat d3u trad td61)( Trai Cantaloupe)  ( Him rbm )

- A4 4 -
4. Khoanh tron 2 lvai dd an co sinh to C cac nhat.

o & O

( Cam ) ( Tdo ) ( BSrg cai xanh ) ( xd-21)

. a2
5. Khoanh tron 3 loai rau cai.

ST
&3 -
( Ca.chua tuéi ) @u ( Rau Dénh

%
(B3p cai bong trang) ( Cac loai diu tral téd)

(_&ﬁg cai xanh )

’ - ra r

, A L . ~ .- X
6. Viet tong 0 lan ban an rau cai trong moi tuan




7. Khoanh tton 2 loag dé

v O\
£ ¢
bahh-mi
toan mach

8. Trong hai loai

Thit ga midng

&n cd fiber cao nhat.
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==

trds ciy va rau.cai Sua it chit bes

.,‘ ~ ~ 7 -~ -~ 4’\ ’ : :\
do an, khoanh tron mon naoc ma chat beo thap nhat.

Jdanzsr g

mashed

tsfoes
Khoai

Tay
nghien)

‘mayonnaise

whole

mil
Sk,

nguyén cha!

[ ¢ ~
°§‘%ﬁ
nudng)

donuf 8anh DOUT)
*T —

Gay

9. Ban o thuong cat loc mo thit va thxt ga truoc khi nau khong’

Khoanh tron'

Co Khong

10. Khoanh tron cach nu nao lam do an co them chat mo:

nuong

chien ngap mo

niong that nong

xao so

luoc

11. Khoanh tron téen not thd ds uong can han che ae’ giam thieu nguy cd
,nﬁc bénh ung thu:

-

So lag

s diém cda ban trén tong 80 22 diém.

adh it ch&c beb
ndbk con trai cay

rdBu

cnc cau giai dnp voi Cnn Sd Phu Ta ve Gxao Duc Dinh Dubng va dem

Bao nhiéu diem

l

Ban co nghi :ang ban can hoc them ve dinh duong va cach ngan ngua ung thd

¢ khong? Hay viet ra nhung ditu ma ban nuon thay 461 cach am chuc cua ban
de giam thieu nguy cb mac ung thu.

faz
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