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Abstract
Purpose: The goal of this qualitative research project is to create a bilingual education tool to
equip the participants of the English as a Second Language (EASL) class at the Elmdale
Elementary School location to reduce the risk of childhood obesity in their children. It is
expected that participation in this project will contribute to the development of English language
skills of those involved in the EASL class.

Background: Adults of Hispanic descent are at a high risk for developing obesity. In conjunction,
so are their children. Children who are overweight and/or are obese have a high risk of
developing heart disease, diabetes, high blood pressure, and other health complications. As a side
effect of the language barrier some Hispanics experience, it may be difficult for them to fully
understand nutrition resources in English. It is critical that these families feel empowered in
reducing the risk of childhood obesity in their families.

Methods: A thorough review of the current literature was conducted so that the content of the
tool conveyed the evidence-based practice in the prevention of childhood obesity. Input and
feedback from two (one pre-tool development/one post-tool development) focus groups of
approximately twelve to fourteen adult Hispanic males and females were be analyzed to design
and validate the content of the tool and an accompanying assessment instrument. All interactions
were conducted in English and in Spanish.

2

Conclusion: This research project describes the development of a nutrition education tool
sensitive to language and cultural factors of the Hispanic community. This service-learning
project is designed to provide Hispanic families with evidence-based nutrition information in
order to reduce the risk of childhood obesity.

Introduction
The Obesity Epidemic
Obesity is defined as a “Body Mass Index (BMI) at or above the 95th percentile for
children of the same age and sex” (CDC, 2012). Childhood obesity rates remain high in the
United States, and the overall prevalence of obesity in the nation’s young people, ages two to
nineteen years of age, has not changed significantly within the past ten years, remaining at about
17% (CDC, 2014). Overall, the prevalence of obesity differs among age, sex, education level of
head of household, and racial and ethnic groups (CDC, 2014). With significant disparities, the
prevalence of obesity is higher among Hispanics and African Americans than any other racial
and ethnic group. An estimated 22.4% of Hispanic children and adolescents are obese (Boudreau
et al., 2013; CDC, 2014; Greaney et al., 2012). The complications that come alongside childhood
and adolescent obesity include cardiovascular, pulmonary, psychosocial, neurological,
endocrine, gastrointestinal, renal, and musculoskeletal areas, many of which can affect
individuals later in life (Merikangas et al., 2012).
There is great importance in the prevention of obesity, but a very limited amount of
research has been done to focus on preventing overweight and obesity among high-risk
populations such as Hispanics (Boudreau et al., 2013; Greaney et al., 2012; Pottie et al., 2013).
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Young individuals who are overweight or obese are vulnerable to many stereotypes
because of their weight. Some parents feel blamed by their doctors for the excess weight of their
children without being given helpful suggestions on making changes that they can apply to their
everyday lives (Puhl et al., 2011).

Cultural Insight Sensitive to the Hispanic Population and Obesity
Individuals of Latin American decent, most of whom were born in another country, have
two to four times greater risk of developing Type II Diabetes than individuals natively born in
the United States (Greaney et al., 2012; Pottie et al., 2013). Language may function as a barrier
to delivering services for ethnic populations, especially when the primary language of the
individual is not being used (Pottie et al., 2013). The language barrier may not always be evident,
as there are reports of individuals who believe to be proficient in another language, but in fact are
not. (Schyve, 2007). Understanding cultural differences can be very different than learning
another language, and can interfere with the effectiveness of communication. Health literacy is
also extremely important, in that an individual who knows and understands a language may not
be able to comprehend medical jargon or complex instructions (Schyve, 2007).

Steps Towards Prevention
Current literature highlights different prevention methods in order to reduce the risk of
childhood obesity. However, the majority of evidence-based literature agrees upon the following
methods: breastfeeding, discouraging the use of restrictive and coercive feeding practices,
reducing the energy density of food, emphasizing parent role-model behavior, adequate sleep,
limiting screen time, eating meals as a family, and physical activity.
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I. Breastfeeding
Latin American women are more likely to initiate lactation, but not likely to exclusively
breastfeed for at least six months, which is the accepted prevention method that is seen to lower
childhood obesity rates (Birch and Ventura, 2009; Fisher et al., 2000; Harder et al., 2005; Locke,
2002; Mennella et al., 2001; Metzger and McDade, 2010; Sullivan and Birch, 1994; Singhal and
Lanigan, 2007; Spielgel et al., 2004; Taveras et al., 2010). The longer an infant is breastfed, the
less likely the child is to be obese later in life (Thompson and Bentley, 2012). However,
breastfeeding for less than four months is considered a risk factor for childhood obesity (Harder
et al., 2005; Thompson and Bentley, 2012). One study followed the course of sibling pairs, one
of whom was breastfed, and the other was not. The sibling that was breastfed was on average
thirteen pounds lighter than the nonbreastfed sibling (Metzger and McDade, 2010). Another
study suggests that any exposure to breast milk is correlated with lower rates of obesity seen
between non-breastfed infants and those using formula (McCrory and Layte, 2012). For
example, one study where the child was breastfed for five weeks was associated with lower rates
of obesity at age nine. These individuals were 47% less likely to be obese as they aged. This
percentage increased congruently up to 62% with the amount of time the child was breastfed
(McCrory and Layte, 2012).
Several studies aim to answer the question “why does breast milk lower rates of
childhood obesity.” Sources point to the composition of breast milk. An important component of
breast milk is the naturally occurring hormone Leptin. It is considered to increase satiation, thus
allowing the infant to recognize when he or she is full, preventing him or her from overeating. A
critical point is that Leptin is found in breast milk and not in formula. (Fisher et al. 2000; Heinig
et al., 1993; Lawrence, 2010; Locke, 2002; Spielgel et al., 2004). Formula is known for having
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an unnecessary energy density, providing too many calories for the infant. It can be as great as
10 to 18% higher in comparison to breast milk (Heinig et al., 1993). Thus, infant formula is seen
to initiate rapid growth in infants, leading to childhood obesity. One study specifically shows that
breastfeeding resulted in a slower growth pattern, including more appropriate height and weight
gain as compared to those that were formula fed (Singhal and Lanigan, 2007). A longer extent of
breastfeeding also inhibits parents and caretakers from introducing solid foods too early, which is
also linked with the probability of childhood obesity (Harder et al., 2005; Taveras et al., 2010;
Thompson and Bentley, 2012).
It is also considered that breastfeeding is a natural way to expose an infant to new flavors
through the breast milk of the mother. One study proposed that this might instill in babies a wide
food preference range, leading to the acceptance of more variety and healthier foods (Sullivan
and Birch, 1994).

II. Discouraging the Use of Restrictive and Coercive Feeding Practices
While feeding a child, many parents are guilty of over-exerting their control. Sources
argue against two common feeding styles on opposite ends of the spectrum: restrictive and
coercive (Birch and Ventura, 2009; Birch et al., 2003; Birch et al.,1984; Klesges et al., 1983;
Taveras et al., 2010). Evidence from a study showed that when left unsupervised, children tended
to overeat the very foods that their parents restricted (Birch et al., 2003). Usually parents try to
restrict specific foods or portion sizes. In one study, the children whose parents had strict rules
about candy, sweets, salty snacks, etc. were reported as being overly excited and more
preoccupied with said foods once they were made available, in comparison to other children who
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had no restriction (Birch et al., 2003). Specifically, it is thought that maternal restriction of foods
is associated with a higher probability of childhood obesity at age 3 (Birch et al., 2003).
Hispanic mothers are even more likely to adopt restrictive feeding practices. It has been
shown that Hispanic mothers exert greater control over the eating habits of their children and are
more likely to have restrictive feeding practices than their white/non-Hispanic counterparts
(Taveras et al., 2010). On the other hand, but of the same effect, Hispanic mothers are more
likely to pressure or coerce their children to eat more (Taveras et al., 2010).
Children whose parents frequently coerce or pressure them to eat have a higher chance of
developing childhood obesity. It is thought that this feeding style results in the child depending
upon the parent too much; therefore, the child suffers from a loss of internal responsiveness and
begins to depend on external satiety cues, rather than auto-internal cues (Birch et al., 2003; Birch
and Ventura, 2009). This has also been labeled “disinhibited eating,” which can lead to increased
energy consumption, resulting in higher body weight (Carper et al., 2000; Klesges et al., 1983;
Taveras et al., 2010).
Another theory comes from a study in which adults identified with not eating certain
vegetables because they felt pressured to eat those foods as a child. In turn, this lead to negative
associations with those foods, which they continued to avoid throughout their life (Birch et al.,
1984; Birch and Ventura, 2009).

III. Reducing the Energy Density of Food
It has been shown that a greater consumption of fast food is linked with a poorer quality
diet, higher BMI, and obesity among adolescents (French et al., 2001; Guthrie et al., 2002). The
frequency of eating outside the home, most commonly fast food, has been the most significant
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trend in food in the past fifty years. Eating outside the home accounts for over 50% of the food
purchases of Americans (Binkley, 2006; Newman et al., 2014). Fast food is notoriously an
“energy dense food,” being one that is unnecessarily high in calories. Greater exposure to these
calorie dense foods is thought to be a risk factor for childhood obesity (McClure et al., 2013).
A common source of “empty calories,” or a substance that provides many calories but
few essential nutrients, comes from sugar-sweetened beverages (SSBs). Consumption of SSBs
among children and adolescents has increased significantly in the last thirty years, along with
portion sizes from 13.2 fluid ounces to 18.9 fluid ounces (Dodd et al., 2013).
It has been shown that Black and Mexican-American children consume more SSB in
comparison to their White counterparts, and rates of obesity are more prevalent among MexicanAmerican boys (Dodd et al., 2013). In one study, non-Hispanic whites had a greater tendency to
drink unflavored low-fat milk at home than both non-Hispanic Black and Hispanic children.
Hispanic children tended to drink more 100% fruit juice at school, and all instances of drinking
SSBs increased with age (Dodd et al., 2013).
Because of the literature pointing towards the link between energy dense food
consumption and rates of childhood obesity, reducing the frequency of eating fast food or its
energy density, can lead to a lower risk of childhood obesity (French et al., 2001; Guthrie et al.,
2002).

IV. Parent Role-Model Behavior
Approximately 38% of Hispanics in the United States are obese and 77% are obese or
overweight (Greaney et al., 2012). This is of concern because the number one determinant of
childhood obesity is whether one or both parents are obese. In numerous studies, the one
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consistent risk factor among various demographics has been shown to be parental obesity (Salbe
et al., 2002; Frisancho, 2000; Whitaker et al., 1997). Higher percentage of body fat and weight
are highly correlated with parental BMI, and family eating habits are among the major predictors
of obesity (Salbe et al., 2002; Whitaker et al., 1997).
Because children do not purchase or choose foods for themselves, this responsibility is
placed solely on the parent/caretaker. Parental actions and behavior are a crucial factor in
predicting the development of childhood obesity (Newman et al., 2014; Yu, 2011) For example;
children whose parents consume more fruits and vegetables tend to do the same. While on the
other hand, children whose parents are obese also tend to be obese (Boudreau et al., 2013; Goran
and Gower, 2001; Newman et al., 2014; Nicklas et al., 2001)

V. Adequate Sleep
The majority of literature supports the statement that adequate sleep is protective against
childhood obesity (Taveras et al, 2008; Anderson and Whitaker, 2010; Taheri et al., 2004; Chen
et al., 2008). However, one study found no significant link. The initial details of this study
appear valid: it is a nationally representative study of a large sample size, adjusted for age,
gender, race, household education, and income. There is one major limitation that may have
skewed the results of whether adequate sleep is negatively correlated with childhood obesity
(Hassan et al., 2011). The question, asked by randomized phone dialing, was “how many nights
in the past week did your child get sufficient sleep?” This question is very subjective and open to
interpretation. The wording of this question makes the interviewee decide what he or she
considers to be “sufficient” sleep, instead of being given a number range or choices of different
amounts (Hassan et al., 2011). In certain households, five to seven hours may be considered
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“sufficient” sleep, while in all actuality, the National Sleep Foundation recommends children
receive ten to eleven hours of nighttime sleep (National Sleep Foundation, 2015). Using such
subjective wording may have hindered the researchers from gathering valid data. In turn, this
may have altered the results of the study, thus, finding that sufficient sleep is not significant in
protecting against childhood obesity.
The wide majority of other sources not only supports, but emphasizes adequate sleep as a
crucial prevention method against childhood obesity. It is very important to establish a range that
is considered “adequate” or “sufficient.” Many sources agree with the National Sleep
Foundation, promoting number ranges that fall in between ten to eleven hours for children ages
three to thirteen years old, and eleven to fourteen hours for toddlers ages one to two years old.
Several studies defined such as 10.5 hours and found daily sleep to be inversely associated with
obesity at three years old (Taveras et al., 2008; National Sleep Foundation, 2015).
Getting a good night of sleep is a habit that takes a consistent routine, especially for
young children. One study found that along with a routine of limited TV, family meals, and
adequate sleep, preschoolers had a 40% lower prevalence of obesity than those who had no
specific routine. In turn, with each additional “routine” the rate of childhood obesity was lowed
by 17% (Anderson and Whitaker, 2010).
Like the protective factor of breastfeeding, there are many theories as to why sleep is
considered a protective factor against obesity, once again involving hormones, specifically
Leptin and Ghrelin (Araujo et al., 2012; Chen et al., 2008; Spiegel et al., 2004; Spiegel et al.,
1999; Taheri et al., 2004). It has been seen in adults that inadequate sleep reduces Leptin, which
decreases the ability of the body to detect satiation. Not enough sleep may also increase Ghrelin,
which results in an elevated appetite during the day (Taheri et al., 2004). Other hormones
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affected by sleep deprivation include Insulin, Cortisol, and Growth Hormone, causing them to
become out of balance, leading to a higher probability of overweight and obesity. (Araujo et al.,
2012; Martinez et al., 2014).
In children, one theory suggests that not enough sleep at night leads to decreased
performance during the daytime. This means that children who do not sleep enough at night may
experience fatigue, daytime sleepiness, and cognitive problems, resulting in lower caloric
expenditure, low activity level, and a tendency to be more sedentary (Chen et al., 2008). In a
study, children who had short sleep duration at age three had a higher risk of being obese at age
seven (Reilly et al., 2005). In another study, children who did not get adequate sleep were at a
“58% risk for overweight or obesity” when compared with their peers that were getting adequate
sleep. The children who received even less sleep were at a “92% risk for overweight and
obesity.” With every additional hour of sleep, the “risk of overweight or obesity was reduced by
9%”(Chen et al., 2008).
It has been found that Latino children are less likely to get adequate sleep (National Sleep
Foundation, 2015; Hassan et al., 2011). In comparison with other ethnic groups, on average
Latino children have a bedtime of 9pm or later. Some tend to suffer from sleep-disordered
breathing, which may affect quality and length of sleep (Hale et al., 2009; Loredo et al., 2010).
In one study of a select sample size, only 18% of Mexican-American children met the National
Sleep Foundation’s recommendation of adequate sleep (Martinez et al., 2014).

VI. Limiting Screen Time
Various studies show improvement on children’s BMIs and a decrease in obesity with
limited screen time (Epstein et al., 2008; Dennison et al., 2002). In the past, screen time was
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associated with only the act of watching television; however, due to the rapid development of
technology in the past thirty years, children are exposed to many more screens than just the TV.
Parents are faced with trying to limit the amount of screen time in which their child engages and
may feel overwhelmed. Studies agree that an appropriate amount of screen time per day is less
than two hours; however, any attempt to limit screen time has been shown to have a beneficial
effect on the BMI of children (Epstein et al., 2008; Dennison et al., 2002). Screen time often
replaces a child’s physical activity because they are otherwise preoccupied and entertained in a
sedentary manner. A more sedentary lifestyle leads to obesity (McClure et al., 2013; U.S.
Department of Health and Human Services, 2008). In fact, having a TV in the child’s bedroom is
a risk factor for obesity (Dennison, Erb, and Jenkins, 2002). It has been shown that more TV
time at age three is positively associated with obesity at age seven (Dennison et al., 2002;
Newman et al., 2014; McClure et al., 2013).

VII. Family Meals
Evidence supporting the correlation between eating meals as a family and lower rates of
childhood obesity operate on different definitions (Fulkerson et al., 2008; Jerica et al., 2014).
Some sources argue that eating together as many as six to seven times a week may have
beneficial effects on various aspects of a child’s life (Anderson and Whitaker, 2010; Fulkerson et
al., 2006; Videon and Manning, 2003). Other sources support family mealtime at least three
times a week, which have been seen to lower odds of childhood obesity by 12% (Hammons and
Fiese, 2011). Eating meals as a family, regardless of how often, is associated with a healthier
BMI and diet (Gilman et al., 2000). Not only is it thought to be a protective factor against
childhood obesity, but it helps to prevent unhealthy and disordered eating. In one qualitative
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study utilizing the feedback of teen focus groups, participants associated the meals that they ate
with their families to be healthier (Neumark-Sztainer et al., 2000).

VIII. Physical Activity
As mentioned above, the more children engage in sedentary activities, the more likely
they are to develop obesity. In order to counteract this tendency, it is recommended that children
ages 6 and older get at least sixty minutes of physical activity a day. Because parents have such
an influence on their children, adults should aim to get thirty minutes of moderate-intensity
aerobic physical activity a day or at least 150 minutes a week (U.S. Department of Health and
Human Services, 2008).

Methods
A focus group is an in-depth and open-ended discussion conducted with a small group of
individuals on a specific topic (Greaney et al., 2012; Robinson, 1999). Health care organizations
have increased conductivity through the use of focus groups and personal communication with
individuals who can give useful feedback (Robinson, 1999). The research team chose to conduct
qualitative research through the use of focus groups. This method was preferred to efficiently
gather information about participants’ views on nutrition related topics. To facilitate
conversation and probe responses, the ideal focus group size was between twelve to fourteen
participants. Participants qualified to take part in the study if they were Hispanic and had at least
one child under the age of 18 years old. Groups were formed from EASL classes at Elmdale
Elementary School in Springdale, Arkansas. The adults chose to take part in this study on a
voluntary, non-incentive basis.
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Focus Groups
Participants were given a pre-evaluative quiz consisting of eight questions. The quiz was
designed to direct simply the goals of the nutrition education tool, not to measure knowledge or
conduct quantitative research. The questions were in English and Spanish, side by side,
translated by members of the research team (one, native of Bolivia, and another, a non-Hispanic
member with a Spanish Minor and experience living in Ecuador). Questions were worded in
first-person according to the viewpoint of the quiz taker and approved for use upon submission
to an Institutional Review Board (IRB) committee.
Example questions included: “I feel confident in selecting healthy food/snacks for my
family, I use the nutrition facts label to make choices about the food I buy, etc.” (Table 1).
After the pre-evaluative quiz, the focus group discussion was initiated. All questions, and
some related to possible areas of digression, were formed beforehand and approved upon
submission to the IRB committee. The research team facilitated conversation, but the majority of
the open discussion was encouraged to be from the participants. Questions that probed for more
details related to the pre-evaluative quiz were asked.
Examples included questions such as: “What comes to mind when you hear the words
“physical activity? What do you think prevents people from eating healthily? Why?” Discussion
lasted for approximately one to two hours. The methods of the focus group discussion were
repeated with a second focus group of the same size on a later date. Both focus group meetings
were recorded and later transcribed.
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Formation of the Nutrition Education Tool
The goal of the qualitative research was to develop a nutrition education tool in order to
reduce the risk of childhood obesity in a Hispanic community in northwest Arkansas. An initial
review of the literature was conducted in order to gather information to form the content of the
nutrition education tool. Sources came from a range of electronic databases, including original
contributors to foundational research and the most recent research. This information was
collected and combined with the views and opinions of the focus groups to form the nutrition
education tool. In order to obtain appropriate content and language for the nutrition education
tool, Hispanic focus groups were consulted and a comprehensive review of the literature was
conducted. The nutrition education tool was developed and designed sensitive to the perceived
needs from the focus groups, but based on current evidence-based literature. The tool includes
clear, simple information and realistic steps towards reducing the risk of childhood obesity in the
readers’ families. It is a bilingual tool, with copies in both Spanish and English.

Results
First Focus Group
There were twelve parents involved in the EASL class present to take the pre-evaluative
quiz during the researchers’ first visit. There were eleven females and one male. The quiz was
designed in first person language from the perspective of the quiz-taker. Both English and
Spanish versions of the questions were asked side by side. The first portion of the quiz consisted
of thirteen options the participants could choose to mark if they agreed it “reduces the risk of
obesity in my child.”
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The following results were the responses of the participants (Table 1): Twelve
participants indicated, “How often I exercise,” eleven participants indicated, “physical activity
level of my child,” “adequate sleep,” “limiting screen time,” and “family meals.” Ten
participants indicated, “nutrition education.” Nine participants indicated, “the foods I eat,” “my
weight,” “breastfeeding my child,” and “if I eat breakfast.” Nine participants indicated, “healthy
weight gain during pregnancy.” Zero participants indicated, “smoking during pregnancy.”
The second portion of the quiz consisted of statements accompanied by a scale indicating
the degree to which how much the participants agreed with the given statement. Four participants
indicated that they were “more likely to be aware of their eating choices if they are overweight,”
five participants indicated that they were “more likely to be aware of their eating choices if they
are a healthy weight.” Two participants chose to not answer the question, and one participant
wrote “I eat for health,” translated from Spanish to English.
The participants could choose from options on a scale that ranged from “never, rarely,
sometimes, usually, and almost always.” Two participants responded “I never use the nutrition
facts label to make choices about the food I buy,” one participant indicated he or she “rarely use
the nutrition facts label to make choices about the food they buy,” five individuals indicated that
they “sometimes use the nutrition facts label to make choices about the food I buy,” two
individuals indicated that they “usually use the nutrition facts label to make choices about the
food I buy,” and two individuals indicated they “almost always use the nutrition facts label to
make choices about the food I buy.” None of the participants indicated that they would “rather
read a nutrition facts label in English” or responded indifferently by marking the answer “doesn’t
matter.” Five participants indicated that they would “rather read a nutrition facts label in
Spanish,” and five participants indicated that they would “rather read a nutrition facts label in
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both English and Spanish.” All twelve participants indicated that they “feel confident in selecting
healthy food/snacks for their family.”
One participant indicated that he/she was “never concerned about my child’s weight.”
Four participants indicated that they were “rarely concerned about my child’s health.” Three
participants were “sometimes concerned about my child’s weight.” One participant is “usually
concerned about my child’s weight.” Three participants were “concerned about their child’s
weight.”
One participant indicated that he/she “never attempt to limit the amount my child eats.”
Three participants “rarely attempt to limit the amount my child eats.” Five participants “attempt
to limit the amount my child eats.” No participants “usually attempt to limit the amount my child
eats.” Three participants “almost always attempt to limit the amount my child eats.”
Two participants indicated, “never encourage my child to eat more,” one participant
“rarely encourages my child to eat more,” eight participants “sometimes encourage my child to
eat more,” one participant indicated “I usually encourage my child to eat more,” and no
participants responded, “I almost always encourage my child to eat more.”
Participants were asked about prior participation in “Eating Smart Being Active,” an
eight lesson nutrition education program of the Expanded Food and Nutrition Education Program
(EFNEP). The question asked was, “Out of eight nutrition education lessons in how many have
you participated?” Six participants chose not to respond. One participant answered “no.” One
participant indicated partaking in three lessons. One participant indicated four lessons. One
participant indicated one lesson. One participant indicated five years of EFNEP sessions, and one
participant indicated seven years. All twelve participants gave permission for their responses to
be used for research.
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Focus Group Discussion
The researchers asked the focus group twelve discussion questions. They first read from
the IRB approved script in English and then in Spanish. Overall the majority of the group was
more responsive to the questions asked in Spanish. Conversation was then conducted in Spanish,
but responses from the participants were repeated and interpreted to English by the Spanishspeaking members of the research team in order to maximize the use of the recording device.
The first question asked was, “What do you think prevents people from eating healthily?
Why?” Participants responded with answers conveying the food preferences of their children.
They typically want to eat sweet and baked foods. They specifically said pizza. The adults talked
about “junk foods” they enjoy, too, even though they expressed that they know they should eat
less. They specifically mentioned Takis®, a Cheetos®-like snack marketed to Latin Americans.
Several participants mentioned time being a major barrier that prevents them from eating
healthily. They emphasized not having enough time to cook because of strained work schedules
conflicting with those of their family.
Participants were asked to describe what they normally eat for breakfast, lunch and
dinner. Participants mentioned foods they typically eat for breakfast such: eggs, a sandwich,
ham, crackers or bread, pancakes, eggs and bacon, coffee and crackers, and cereal with milk and
a banana. The majority agreed that usually breakfast consists of something small. For lunch, the
majority of participants said they are usually not at home to eat lunch because they are working
during the day. They eat something quick on their break, or pack a lunch from home. When they
do eat lunch the majority of participants described dishes that typically consisted of some type of
meat, rice, and beans. While discussing a typical dinner, many cultural aspects were brought to
light. Many explained that in Mexico, their country of origin, it is different. They said sometimes
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they don’t eat breakfast, or just lunch and dinner, other times, they don’t eat dinner. All agreed
that in their culture, most people usually eat two meals a day. “Dinner” may consist of a light
snack or tea. However, their children eat three or more times a day, many more times than the
parents do.
The second question asked was, “Who normally chooses what is for dinner in your
family? Most females consistently said they choose because they hold the responsibility of
cooking. One woman said, “I decide, but on the weekends I ask my family what they would like
to eat because we eat together on the weekends.” The male said that he is the one with the
responsibilities of cooking; therefore, he decides what is for dinner.
The third question asked was, “How often do you eat dinner as a family?” About threefourths responded saying that they do not have time to eat as a family because they work, or they
only eat together on the weekends. One participant clarified that only the kids eat dinner together
because he eats dinner at the restaurant in which he works. On the other side of the room, three
ladies sitting together disagreed adamantly with the majority of responses. They insisted that
they eat dinner with their families every day.
The fourth question probed responses in regard to whether the participants had lived
outside of the United States. The question was worded “In which community do you feel like
you have healthier food options? Why?” Participants responded by saying their country of origin
(of those that have lived outside of the U.S.). When asked why, they replied with answers
explaining that foods are more “natural” in other countries. They emphasized the fact that more
foods are organic and there are no genetically modified organisms (GMOs). Here in the U.S.
organic foods are very expensive, but in other countries organic foods are the cheapest and most
affordable. Because of this, it is easier to have access to fresh fruits and vegetables.
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The next question was designed to continue the previous conversation, “In which
community do you feel you feel like you have a healthier life style? Why?” One participant
voiced her opinion of life in Mexico, saying she walked more in Mexico, and thus viewed her
life as healthier while living in Mexico. She explained that she walked to the market, store, and
fields. Here, everything is further apart, and therefore she walks less, because she is forced to use
some sort transportation. One participant said in her opinion there is more food available in the
United States, but it has more chemicals. The majority of participants agreed that they thought
the food from the U.S. contains more chemicals, GMOs, and is more processed. They
specifically link these factors to an “unhealthy” food. Many people were undecided in which
country they consider to have a healthier lifestyle, but rather the two are simply different.
The sixth question was “What area of nutrition would you like to learn more about?”
There were not many responses, so the researchers had to probe for more discussion. One
participant replied by saying she wanted to learn more about cooking healthily, including more
nutritious recipes and meals.
The last question asked was, “What does physical activity mean to you?” Participants
mentioned exercise, playing with their children, walking, going to the gym, dancing, sports, and
Zumba®. When asked how often they engage in physical activity, the participants
overwhelmingly said “never” or not often; however, one woman said “five times a week.” Some
participants gave insight to barriers, explaining that when it is cold, they never exercise, but
when it is warmer, they exercise more frequently.
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Second Focus Group
The same 12 individuals involved in the EASL class were present to take the postevaluative quiz during the researchers’ second visit. In addition, there were three other
participants that were present that signed the consent form, took the post-evaluative quiz, and
participated in the focus group. The researchers did not want to exclude these additional
members of the class from participating in the activities; however, the post-evaluative quizzes for
the individuals that were not present for the pre-evaluative quiz were not included in the results.
The second focus group consisted of fourteen females and one male. The post-evaluative
quiz was the same as the pre-evaluative quiz, designed in first person language from the
perspective of the quiz-taker. Both English and Spanish versions of the questions were asked
side by side. This time, however, participants were given both English and Spanish versions of
the draft nutrition education tool to use in answering the questions. The first portion of the quiz
consisted of thirteen options the participants could choose to mark if they agreed it “reduces the
risk of obesity in my child.” The following results were the responses in which the participants
indicated:
Twelve participants indicated, “How often I exercise,” eleven participants, “physical
activity level of my child,” and twelve, “adequate sleep.” Eleven participants reported, “limiting
screen time,” twelve, “family meals,” eleven, “nutrition education,” and nine, “foods I eat”, and
“my weight.” Eleven participants indicated “breastfeeding my child” and “if I eat breakfast,” and
nine “healthy weight gain during pregnancy.” Zero participants selected “smoking during
pregnancy.”
The second portion of the quiz consisted of statements accompanied by a scale indicating
the degree to which the participants agreed with the given statement. The scale ranged from
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“never, rarely, sometimes, usually, and almost always.” Five participants indicated that they
were “more likely to be aware of their eating choices if they are overweight,” six participants
reported that they were “more likely to be aware of their eating choices if they are a healthy
weight,” and one participant chose to not answer the question.
Three participants responded “I never use the nutrition facts label to make choices about
the food I buy,” zero “rarely use the nutrition facts label to make choices about the food they
buy,” and six “sometimes use the nutrition facts label to make choices about the food I buy.”
One individual indicated that he/she “usually use the nutrition facts label to make choices about
the food I buy,” and two individuals responded they “almost always use the nutrition facts label
to make choices about the food I buy.”
None of the participants indicated that they would “rather read a nutrition facts label in
English” or responded indifferently by marking the answer “doesn’t matter.” Ten participants
reported that they would “rather read a nutrition facts label in Spanish,” and two participants
responded that they would “rather read a nutrition facts label in both English and Spanish.”
Eleven participants indicated that they “feel confident in selecting healthy food/snacks
for their family.” One participant indicated that they “do not feel confident in selecting healthy
foods/snacks for their family.”
One participant indicated that he/she was “never concerned about my child’s weight.”
Two participants reported that they were “rarely concerned about my child’s weight,” six,
“sometimes concerned about my child’s weight,” and one, “usually concerned about my child’s
weight.” Two participants indicated, “almost always concerned about their child’s weight.”
One participant indicated that they “never attempt to limit the amount my child eats.”
Three participants reported they “rarely attempt to limit the amount my child eats,” five,
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“sometimes attempt to limit the amount my child eats,” and one reported that he/she, “usually
attempt to limit the amount my child eats.” Two participants responded they “almost always
attempt to limit the amount my child eats.”
Four participants indicated, “never encourage my child to eat more,” one, “rarely
encourage my child to eat more,” and six, “sometimes encourage my child to eat more.” One
participant reported “I usually encourage my child to eat more,” and zero participants responded,
“I almost always encourage my child to eat more.”
In responses to the questions, “Out of the eight nutrition education lessons, ‘Eating Smart
Being Active,’ in how many have you participated?” Four participants indicated they attended
eight lessons. One participant indicated five lessons, one participant, seven lessons, and four
participants chose not to respond. One participant wrote, “Every year Estela (the teacher)
comes,” and one participant wrote, “I have participated when Estela comes, 2 years.” All twelve
participants gave permission for their responses to be used for research.

Feedback
After the participants used the nutrition education tool to take the post-evaluative quiz,
the researchers solicited opinions in order to further edit the tool. The researchers asked the
question “what is the first thing you see when you look at the nutrition education tool?”
Participants responded with the answers: colors, “family meals” (section of the tool), the picture
of the woman breastfeeding on the back page, and pictures in general. A second question was
asked to probe opinions of the aesthetics of the tool, including design and color use. Participants
indicated that the colors were pleasing, attention grabbing, bright, and pretty. They said the font
was easy and big enough to read, and they also liked the use of both black and white
font.
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The researchers asked if there was anything that was confusing or strange. One
participant specifically said the word “density” was confusing because she did not know the
meaning of this word, a few other participants agreed with her. Another participant did not
recognize the word “satiety.” There was some confusion about the correlation between parental
weight and childhood obesity. After further questioning, the participant made it clear that rather
than being confused by the text, she was just surprised to read the information.
The researchers asked if the participants thought any information was surprising or if
they had learned anything new. Participants responded with saying the correlation between
weight of parents and children, and also eating as a family. The researchers asked if they would
prefer to have a nutrition facts label in Spanish (instead of just English, as is included on the
nutrition education tool). The participants gave feedback saying an English nutrition facts label is
acceptable, as long as the instructions of how to read it are in Spanish. They also indicated that it
was easier to take the post-evaluative quiz while being able to use the nutrition education tool.
This concluded the feedback provided by the second focus group. Appropriate changes to
the rough draft of the nutrition education tool were made. These changes included altering the
Spanish translation of the word “satiety” to the Spanish translate of “satisfaction,” and rewording
the explanation of “energy density.”

Discussion
Interpretation of Pre vs. Post-Evaluative Quiz Results
The researchers anticipated that the EASL students would be able to understand both
English and Spanish while they were speaking; however, when the researchers began reading in
English from the script, it was evident that the majority of the participants did not understand
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English. The teacher of the EASL class told the researchers that Spanish would be necessary to
guide the participants through the discussion. This was an unexpected barrier, as one of the three
researchers was not bilingual. She was still able to contribute and participate, as she read the
questions in English to give the EASL students the ability to hear and learn the English
translations of the questions. The other two researchers, fluent in Spanish, were able to
communicate with the participants without difficulty, reading from the Spanish version of the
pre-approved script.
As the pre-evaluative quiz was administered, it appeared as though participants had
difficulty understanding the wording of some of the questions. The questions written in first
person caused confusion and many participants had to ask for clarification from the researchers.
In the responses for the question “I believe ______ can reduce the risk of obesity in my
child,” there were some improvements in correct answers from the pre-evaluation to the postevaluation. One notable change was the increase by two responses for “breastfeeding my child”
and “If I eat breakfast.” There was also an increase in “adequate sleep,” “nutrition education,”
and “healthy weight gain during pregnancy” by one response. There was no change in correct
responses for “physical activity level of my child,” “if my child eats breakfast,” “the foods I eat,”
“my weight,” “smoking during pregnancy,” “limiting screen time,” and “family meals. The
participants had the nutrition education tool in both Spanish and English to take the postevaluative quiz. It was assumed, therefore, that this was the reason for an increase in correct
responses in some of the topic areas.
In the responses for the question “I am more likely to be aware of my eating choices if I
am ____,” the responses for “at a healthy weight’ increased from five responses in the preevaluative quiz to six responses in the post-evaluative quiz. The responses for “overweight”
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increased from four responses in the pre-evaluative quiz to five responses in the post-evaluative
quiz. Two individuals chose to not give a response in the pre-evaluative quiz and only one chose
to not give a response in the post-evaluative quiz. In addition, in the pre-evaluative quiz, one
individual did not understand the question and answered the question with, “I eat for health.”
Therefore, it appeared there was an increased awareness of what they eat when they are at a
healthy weight.
In the responses for the question “I use the nutrition facts label to make choices about the
food I buy,” the responses for “never” increased from two responses in the pre-evaluative quiz to
three responses in the post-evaluative quiz. The responses for “rarely” decreased from one
response in the pre-evaluative quiz to no responses in the post evaluative quiz. The responses for
“sometimes” increased from five responses in the pre-evaluative quiz to six responses in the post
evaluative quiz. The responses for “usually” decreased from two responses in the pre-evaluative
quiz to one response in the post-evaluative quiz. The responses for “almost always” remained the
same at two responses.
In the responses to the question “I would rather read a nutrition label in,” the responses
for “English” remained the same at zero responses from the pre-evaluative quiz to the postevaluative quiz. The responses for “Spanish” increased from seven responses in the preevaluative quiz to ten responses in the post-evaluative quiz. The responses for “both Spanish and
English” decreased from seven responses in the pre-evaluative quiz to two responses in the postevaluative quiz. The responses for “doesn’t matter” remained the same at zero responses.
It is important to note that two individuals in the pre-evaluative quiz answered “Spanish”
and “both Spanish and English” on the same question, therefore resulting in fourteen responses
for the question, although there were only twelve participants. This may mean that fewer

26

individuals felt confident with both languages in the post-evaluative quiz than the pre-evaluative
quiz. The nutrition fact tool was used to take the post-evaluative quiz and it had a nutrition facts
label in English on it. There is potential for correlation in this change of responses from the
participants using the tool, which had the English nutrition facts on it.
In the responses to the question “I feel confident in selecting healthy food/snacks for my
family,” the responses for “yes” decreased from twelve in the pre-evaluative quiz to eleven in the
post-evaluative quiz. The responses for “no” increased from zero in the pre-evaluative quiz to
one in the post-evaluative quiz.
In the responses to the question “I am concerned about my child’s weight,” the responses
for “never” remained at one from the pre-evaluative quiz to the post-evaluative quiz. The
responses for “rarely” decreased from four responses in the pre-evaluative quiz to two in the
post-evaluative quiz. The responses for “sometimes” doubled from three in the pre-evaluative
quiz to six in the post-evaluative quiz. The responses for “usually” remained the same at one
from the pre-evaluative quiz to the post-evaluative quiz. The responses for “almost always”
decreased from three in the pre-evaluative quiz to two in the post-evaluative quiz.
In the results of the question “I attempt to limit the amount my child eats,” the responses
for “never” remained at one from the pre-evaluative quiz to the post-evaluative quiz. The
responses for “rarely” remained at three responses from the pre-evaluative quiz to the postevaluative quiz. The responses for “sometimes” remained at five responses from the preevaluative quiz to the post-evaluative quiz. The responses for “usually” increased from zero
responses in the pre-evaluative quiz to one responses in the post-evaluative quiz. The responses
for “almost always” decreased from three responses in the pre-evaluative quiz to two responses
in the post-evaluative quiz.
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In the responses to the question “I encourage my child to eat more” the responses for
“never” doubled from two responses in the pre-evaluative quiz to four responses in the post
evaluative quiz. The responses for “rarely” remained at one response from the pre-evaluative
quiz to the post-evaluative quiz. The responses for “sometimes” decreased from eight responses
in the pre-evaluative quiz to six responses in the post-evaluative quiz. The responses for
“usually” remained the same at one from the pre-evaluative quiz to the post-evaluative quiz. The
responses for “almost always” remained at zero from the pre-evaluative quiz to the postevaluative quiz. Over all, the number of correct responses increased from pre-evaluative to postevaluative quiz.
Table 1. Responses from the Pre-Evaluative and Post-Evaluative Quiz
Question
“I believe _____ can reduce
the risk of obesity in my
child”

“I am more likely to be
aware of my eating choices
if I am”

Option

Number of Responses (n=12)
Pre-Evaluation

Post-Evaluation

Physical activity level of my child

11

11

If my child eats breakfast

12

12

The foods I eat

9

9

Breastfeeding my child

9

11

My weight

9

9

Smoking during pregnancy

0

0

Adequate sleep

11

12

Healthy weight

8

9

Limiting screen time

11

11

Nutrition education

10

11

How often I exercise

12

12

Family meals

11

11

If I eat breakfast

9

11

Healthy weight gain during pregnancy

8

9

At a healthy weight

5

6

Overweight

4

5

No response

2

1

“I eat for health”

1

0
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Question

Option

Number of Responses (n=12)
Pre-Evaluation

Post-Evaluation

Never

2

3

Rarely

1

0

Sometimes

5

6

Usually

2

1

English

0

0

Spanish

7*

10

Spanish and English (Both)

7*

2

Doesn’t matter

0

0

“I feel confident in selecting
healthy food/snacks for my
family”

Yes

12

11

No

0

1

“I am concerned about my
child’s weight”

Never

1

1

Rarely

4

2

Sometimes

3

6

Usually

1

1

Almost always

3

2

Never

1

1

Rarely

3

3

Sometimes

5

5

Usually

0

1

Almost always

3

2

“I encourage my child to eat

Never

2

4

more”

Rarely

1

1

Sometimes

8

6

Usually

1

1

Almost always

0

0

“I use the nutrition facts
label to make choices about
the food I buy”

“I would rather read a
nutrition label in”

“I attempt to limit the
amount my child eats”

*Two individuals marked two answers (marked “Spanish” and “Both,” accounting for fourteen answers)
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Feedback from Participants concerning the Nutrition Education Tool
In the post-evaluative quiz, the participants were encouraged to use the nutrition
education tool to answer the questions. However, it was not until the group conversation of the
nutrition education tool began that the participants fully comprehended the details of the content.
The researchers took time to answer questions and explain in more detail the content of the tool.
This discussion facilitated participants’ comprehension and absorption of the information
presented on paper.
During the focus group discussion, the participants were encouraged to respond with
honest answers and to add more detail to their answers. The first question was, “What do you
think prevents people from eating healthily? Why?” Although the participants did exhibit the
ability to discern “healthy” foods, they admitted to frequent enjoyment of sweets and junk foods.
In addition, they mentioned major barriers that prevented them from eating healthier. While
cooking at home encouraged them to eat healthier foods with their families, time was a constraint
that prevented the participants from being able to adhere to that routine. Work schedules were
perceived by participants to be a hindrance to healthy foods choices. Additional research with the
Hispanic population in northwest Arkansas is needed to identify if making healthier foods more
available would encourage different eating habits within families.
In the second question, the participants were asked to describe what they normally eat for
breakfast, lunch, and dinner. Most of the participants stated that were not accustomed to eating
three meals per day. In the Hispanic culture adults were more likely to eat two larger meals per
day. Many of the participants stated that their children ate three meals per day. This also
demonstrated a difference in eating habits between parents and their children. In addition, there
was probability that children were eating the same portion sizes as their parents, but more often
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throughout the day. This could lead to overconsumption of calories and weight gain. This was
beneficial for the researchers to understand in order to include information about parental eating
behaviors and family meals in the nutrition education tool.
The next question asked was, “Who normally chooses what is for dinner in your family?
By the responses given, the majority of the participants all chose what is for dinner. In addition,
the majority of them worked full-time jobs, which also presented a time barrier that could
discourage healthier cooking.
The following question was, “How often do you eat dinner as a family?” There was a
wide range of responses. Many of the participants indicated they did not have time to eat dinner
as a family, while others insisted they had family meals most nights. Once again, this supported
the need to include family meals in the nutrition education tool.
The next question was, “In which community do you feel like you have healthier food
options? Why?” The responses were consistent in that the participants believed it was easier to
eat healthily in their home country because healthier foods were more available and affordable.
In addition, there were more organic options and no GMOs. Organic foods in other countries
were also less expensive because they were so accessible. In the United States, processed foods
were typically more affordable than the fresh produce and organic foods. The researchers
surmised that some Hispanic individuals of lower socioeconomic status are not able to afford
fresh produce and, therefore, may rely on consuming more processed foods, leading to higher
rates of obesity.
In the following question, the researchers wanted to know in which country the
participants felt they had a healthier life style. One participant mentioned she felt as if she was
able to walk more in her home country of Mexico because the places were much closer together.
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It is assumed more exercise occurred in the Hispanic culture through daily activities rather than
planned exercise. The environmental structure of the United States may prevent unplanned
exercise, thus potentially decreasing the amount of physical activity that individuals get on a
daily basis.
The researchers asked the participants about what information, in regard to nutrition, they
would like to learn. There were very few responses, which potentially indicated they did not
have an interest or perceived need to know more. Based on the results from the quiz, it was
evident that there were discrepancies in the nutrition knowledge of the participants. Thus, it was
important to create a tool with more detailed information in order to expand the knowledge of the
participants.
The researchers asked what “physical activity” meant to the participants and how often
they engaged in physical activity. It was noted that the participants were more likely to exercise
when the weather was warm and sunny. The researchers concluded that they may perform more
physical activity outdoors rather than in a gym. Weather conditions seemed to be a major
hindrance to being physically active.

Nutrition Education Tool Presentation
A crucial role the focus groups played in this study was to provide insight about the
content and design of the nutrition education tool. The feedback from the focus groups
confirmed that the content of the nutrition education tool, based on the peer-reviewed literature,
was appropriate for this audience. Likewise, based on the opinions of the participants, the
researchers were able to further tailor the content of the tool for their intended audience.
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Many changes involved colors, resizing of font, general design, and layout of the
nutrition education tool; however, one significant change was made in regard to vocabulary and
reading level. Specifically, the word “satiety” was changed to “satisfaction” because select
individuals did not recognize this word. The term “density” was redefined with the assistance of
post-evaluative participants. The researchers believed that the lack of understanding of these two
terms may have been indicative of a lower education level and/or socioeconomic status of the
participants, which is related to increased risk of childhood obesity (CDC, 2014).
Additional feedback provided insight related to childhood obesity and the Hispanic
community. Participants voiced that they would prefer to a read nutrition facts label in English
with a Spanish explanation of the information provided. While Spanish speakers may be able to
understand the content of a Spanish nutrition facts label, they do not feel confident absorbing the
same information in English. This may lead to uninformed purchasing choices. Potential
education could be done concerning English to Spanish translations of common food product. In
addition, the food industry could implement the use of bilingual food labels on their packaging.

Limitations
The researchers would like to conduct more focus groups with additional participants in
order to solicit feedback and to improve the nutrition education tool. In future studies involving
participants, it would be beneficial to separate the participants during the pre-evaluative quiz and
the post-evaluative quiz. It was observed that the participants were talking and sharing answers
while taking the quizzes, potentially skewing the results. Participants were enthusiastic during
focus group discussion, but many times they were talking over each other, preventing their
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comments from being accurately heard by the researchers. However, the impact of that limitation
was minimized by taping and transcribing both focus group sessions.
There were a few more limitations to the study. The results were not generalizable to the
entire Hispanic adult population of northwest Arkansas because participants were not randomly
selected and only included one male. The literacy level of the nutrition education tool is
approximately eighth grade reading level which may have impacted the use of the tool in
completing the post-evaluative quiz. This reading level was higher than the researchers
anticipated; however, because of the prior exposure of most of the participants to EFNEP, the
nutrition information on the tool was designed to stretch their knowledge and understanding. The
researchers plan to adjust the reading level to sixth grade.

Additional Research Needed
Through this study, the researchers recognized a need for further study of this population.
While the development of the nutrition education tool is complete, additional pilot and field
testing of the tool, as well as focus group discussions could validate and improve the content and
effectiveness of the tool.
In conclusion, prospective study that follows those exposed to the tool would be ideal;
therefore, researchers would be able to measure whether the tool has a direct impact,
significantly lowering childhood obesity levels. There is little research done in regards to the
Hispanic population in northwest Arkansas on the topic of obesity.
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