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CHAPTER I: BACKGROUND AND INTRODUCTION 

 

1.1 Background 

 

Hispanic people may be of any race, including anyone of Central or South American, 

Cuban, Mexican, Puerto Rican, or other Spanish nation or origin (Aragones et al., 2014). In 

1960, Hispanics represented just 3.24% of the U.S. population; however, the Hispanic population 

grew by 23% from 2010 to 2020, while those not of Hispanic or Latino origin grew by only 

4.3%. By 2020, the Hispanic population had grown to 18.2%, contributing to half of the total 

population growth within the U.S. and becoming the largest ethnic minority group (Funk & 

Lopez, 2022). The Hispanic community is estimated to represent 25% of the U.S. population by 

2050 (Pérez-Escamilla & Prutnik, 2007). In Georgia, Hispanics are the third-largest racial and 

ethnic group, representing 10.2% of the population (U.S. Census Bureau, 2021). The Hispanic 

community numbers 1.1 million in Georgia. More than half of Hispanics in Georgia are 

Mexicans (52%); Puerto Ricans (10%), Guatemalans (6%), Salvadorans (5%), and Colombians 

(3.5%) make up the top five Hispanic ancestry groups in Georgia (U.S. Census Bureau, 2021). 

 

The Hispanic community is disproportionately affected by poor conditions of daily life, 

shaped by structural and social position factors (such as income, education, occupation, and 

social support systems, including health services), known as Social Determinants of Health 

(SDOH) (Velasco-Mondragon et al., 2016). Among the SDOH contributing to disparate health 
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outcomes for Hispanic Americans are language barriers, cultural barriers, and poverty, especially 

among recent Hispanic immigrants. Specifically, SDOH, like income and education, contribute 

to a disparity gap in the Hispanic community; however, diabetes type 2 has become the most 

significant health disparity for the U.S. Hispanic population (Cartwright, 2021). Any adult in the 

U.S. has a 40% average chance of developing diabetes; however, for Hispanics, the chance is 

more than 50% (Centers for Disease Control, 2022). Hispanic communities have a higher burden 

of diet-related chronic disease than non-Hispanic white Americans, underscoring the need for 

culturally inclusive initiatives that address poor dietary behaviors U.S. Hispanics have a higher 

burden of Hispanic populations. There is a need for culturally inclusive actions that address the 

higher burden of diet-related chronic disease and poor dietary behaviors of Hispanics compared 

to non-Hispanic white Americans (Fuster et al., 2022). 
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1.2 Capstone Project Statement 

 

This capstone project aims to increase the cultural literacy of nutrition professionals in 

Georgia by developing culturally and linguistically responsive nutrition resources. It is designed 

to facilitate food pantries and food banks to support Hispanic people's voluntary adoption of 

healthier and traditional foods. The resources in this capstone will support food pantry staff and 

other agencies serving food insecure Hispanics in Georgia to learn about their traditional and 

cultural foods, so they can provide culturally appropriate food and nutrition to create a more 

inclusive service. The cultural food lists in this capstone have been developed following 

evidence-based interventions toward lessening language barriers among racial or ethnic minority 

populations to improve health outcomes (Chin et al., 2007). The information provided in this 

capstone can be used by any clinician or social services professional, including staff and 

volunteers at food banks and food pantries, to serve Hispanics better. 
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CHAPTER II: REVIEW OF THE LITERATURE 

 

This chapter provides a review of the literature focusing on several factors that contribute 

to health disparities in the Hispanic population in the U.S. and Georgia. 

2.1 Chronic Disease 

 

There are several risk behaviors for chronic disease; the most common are tobacco use, 

poor nutrition (defined as a diet low in fruit and vegetables and high in saturated fats and 

sodium), exposure to second-hand smoke, physical inactivity, and excessive alcohol 

consumption (Centers for Disease and Prevention, 2022). Risk factors for chronic disease and 

decreased healthcare access make the Hispanic community disproportionately vulnerable to 

disease and death. Not only do Hispanics struggle disproportionately with diabetes, but it has 

also become the fifth cause of death for this population (Titus & Kataora-Tahiro, 2018). In 

addition, Hispanics endure significant health risks such as obesity, tobacco smoking, and alcohol 

intake (Velasco-Mondragon et al., 2016). 

 

The Hispanic population is twice as likely to die due to liver disease or diabetes than 

whites (Centers for Disease Control, 2015), according to the Office of Minority Health (OMH) ( 

n.d.) Hispanics were at double risk of being hospitalized for treatment of end-stage renal disease 

due to diabetes compared to Non-Hispanic Whites, and in 2017 Hispanics were more likely to 

die from diabetes than non-Hispanic whites by 1.3 times. Hispanics showed higher death rates 
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from diabetes (51% higher) and higher prevalence of diabetes (133%), and obesity (23%) 

compared with whites (Dominguez et al., 2015). 

 

Millions of people in the U.S. experience a high burden of metabolic irregularities, 

known mainly as metabolic syndrome; metabolic syndrome is a series of pro-inflammatory 

conditions such as insulin resistance, adiposity, hyperglycemia, and elevated blood pressure 

(Heiss et al., 2011). The highest prevalence of metabolic syndrome in the U.S. is observed 

among Mexican Americans, with 36.3% from 2011-2016 (Hirode & Wong, 2020). In a 

systematic review, a set of self-management support interventions (defined interventions that 

support people with ongoing health conditions to learn how to live to their full potential (Centers 

for Disease Control, 2021)) showed improvements in patient-level outcomes, such as risk 

behavior, physiological measures of disease, patient satisfaction, and knowledge in more than 

half the studies analyzed. However, one of the biggest challenges for Hispanic chronic disease 

sufferers is consistent, culturally competent disease self-management; hence, linguistically, and 

culturally competent peer support programs are essential in managing chronic diseases in the 

Hispanic population (Reynolds et al., 2018). 

2.2 Health Disparities 

 

Geography impacts health: the place where people live, get educated, and develop 

professionally directly influences their health interactions, like the food they consume and access 

to healthcare services (Dummer, 2008). 

The counties registering the biggest percentage of people speaking Spanish at home in 

Georgia are Gwinnett 103,350 (17.2%), Cobb 49,980 (9.6%), Fulton 39,034 (5.4%), Dekalb 
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32,558 (6.2%), and Hall 28,558 (21.52%) (U.S. CENSUS, 2021). Table 1 shows varying SDOH 

for these five counties.  

 

 

According to the (County Health Rankings, 2023) overall poor health in these counties 

ranges from 16% to 22%. Health factors like food insecurity, limited access to healthy foods, 

physical inactivity, not having access to health insurance, and having less than a high school 

degree can be correlated with health outcomes. The proximity in the environment to find food in 

pantries, grocery stores, and supermarkets impacts the availability of healthy food; a study shows 

that access to fresh fruits and vegetables is challenged by unequal distribution of resources 

(Varela et al., 2023). Food insecurity has been associated with a lower diet quality, which may be 

affected by a lack of healthy food access (Potochnick et al., 2019). Because of significant 

cultural barriers and the poverty in which Hispanics live, it is speculated that this group does not 

have adequate access to facilities conducive to recreational leisure time or physical activity (e.g., 

gyms and safe green areas) therefore, they may be at risk of being relatively sedentary, 

particularly concerning leisure time (Pérez-Escamilla & Prutnik, 2007). About 13%-22% of the 

population in these counties is uninsured, meaning they reported not having any private health 
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insurance like Medicaid, Medicare, state-sponsored or another government-sponsored health 

plan, or military plan (U.S. Census Bureau, 2021). This adds to the health disparities the 

Hispanic and Latino community encounters in the U.S. which also include poor health literacy, 

provider biases, and poor provider-patient communication (Hall et al., 2015). Educational 

attainment in these counties varies from 11% to 49% of people having less than a high school 

degree. Education is a SDOH because people who have higher education also have higher 

employment rates, and therefore, more healthcare benefits such as paid leave and retirement tend 

to have more education (Shankar et al., 2013). 

2.3 Food Insecurity 

 

Data show that food insecurity has disparately impacted U.S. Hispanic households, and 

Hispanic communities are more likely to experience food insecurity than non-Hispanic whites 

(19.2% to 10%) (Varela et al., 2023). Food insecurity is defined as "the limited or uncertain 

availability of nutritionally adequate and safe foods or limited or uncertain ability to acquire 

acceptable foods in socially acceptable ways” (Anderson, 1990, p. 1576). One out of six 

Hispanics in the U.S. is at risk of experiencing hunger (Coleman-Jensen et al., 2019). The 

USDA's Supplemental Nutrition Assistance Program (SNAP) was first enacted in 1939 as The 

Food Stamp Act; then, it was modified to become SNAP (U.S. Department of Agriculture, 

2018). SNAP is a food and nutrition assistance program aiming to boost food security by 

providing low-income households with nutrition education and monthly financial support to 

access groceries to acquire a healthy diet (Coleman-Jensen et al., 2022). According to the (U.S. 

Census Bureau, 2021) survey on Food Stamps/SNAP Program, 6.5% (33,089) of Hispanic 
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households received SNAP assistance in Georgia; in the national data, 23.1% of Hispanic 

households are supported by SNAP.  

 

Among the socio-demographic factors increasing food insecurity rates among Hispanic 

households with children is lack of English proficiency, caregiver's lower education (less than a 

high school degree), and young age of children; a lack of basic nutrition knowledge and food 

resource management among food insecure Hispanic families with children create challenges for 

choosing, storing, and cooking healthy meals (Varela et al., 2023). Several studies show 

evidence that cultural beliefs play a role in health because, during acculturation, people tend to 

recognize non-cultural foods as poor in nutritional value compared to traditional foods (Varela et 

al., 2023). 

 

Food insecurity has been associated with obesity among low-income Mexican American 

women (Velasco-Mondragon et al., 2016), and food-insecure Hispanic children and youth who 

showed higher BMIs; they were most likely to be overweight (Potochnick et al., 2019). Poor 

nutrition and food insecurity are linked in that people facing food insecurity are 25% more likely 

to develop diabetes and 200% more likely to develop obesity; poorer health outcomes and higher 

rates of chronic disease are associated with food insecurity (Adams et al., 2003). 

 

2.4 Language Barriers 

 
 

Limited English proficiency (LEP) is defined as limited fluency in the language by having a 

limited capacity to read, speak, understand, or write the language (Squires & Youdelman, 2019). 
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Language barriers are a significant factor in accessing care (Al Shamsi et al., 2020). Native 

Spanish speakers are more likely to experience the need for a regular source of care, get fewer 

prescription medications, and have fewer consultations than those who speak English fluently 

(Foiles Sifuentes et al., 2020). Although 13% of the population speaks Spanish at home (U.S. 

Census Bureau, 2020), the U.S. healthcare system is primarily designed to serve English 

speakers. There are 5.2 million limited English-speaking households (4.3%) in the U.S., which 

means that 25.3 million people (8.2%) speak English less than “very well,” according to the U.S. 

Census Bureau (2020). Title VI of the Civil Rights Act of 1964 prohibits discrimination against 

people of any race, color, or national origin. Title VI is violated when people with LEP cannot 

access language-adapted services, including healthcare. The Department of Justice Regulation 

and Office for Civil Rights has required healthcare providers to offer federally funded translation 

and interpretation services at no cost for LEP populations (Timmins, 2002). 

“The language barriers experienced by these LEP persons can limit their 

access to critical public health, hospital, and other medical and social services to 

which they are legally entitled and can limit their ability to receive notice of or 

understand what services are available to them. Because of these language 

barriers, LEP persons are often excluded from programs or experience delays or 

denials of services from recipients of federal assistance. Exclusions, delays, or 

denials may constitute discrimination based on national origin, violating Title VI" 

(Timmins, 2002, p. 82). 

 

The demand for language services is growing among the U.S. LEP population; these 

services may include oral communication interpretation and written translation of materials 
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(Squires & Youdelman, 2019). The Affordable Care Act (ACA) Section 1311 about Plain 

Language Requirement states that patient communication must be given in “plain language,” 

understood as creating and delivering concise, well-organized messages and following best 

practices in plain language so that LEP individuals can understand (Strokoff & Grossman, 2010). 

In 2016, new regulations to strengthen anti-discrimination were added to the ACA; one was the 

provision of qualified medical interpreters and translators free of charge to the patient as well as 

providing statements that indicate the availability of language assistance services in non-English 

languages on all significant documents (Squires & Youdelman, 2019).  

 

Studies also show that the most significant barrier for Hispanics accessing care was a lack 

of bilingual health providers, and the second greatest was a lack of educational materials in 

Spanish (Timmins, 2002). Research consistently demonstrates improved health outcomes when 

language access services are implemented well (Squires & Youdelman, 2019). For example, in a 

study by Lopez-Quintero et al. (2010), English-proficient Hispanics were about 50% more likely 

to report receiving advice on physical activity than LEP Hispanic patients and had a higher 

number of visits to a physician during the prior year.  

 

The Department of Health and Human Services (HHS) recognizes that language barriers 

between patients and healthcare providers contribute to health disparities (Office of the Assistant 

Secretary for Health, 2022). A systematic review identified a lack of Spanish-speaking providers, 

a lack of specialty providers, a lack of information to treat diabetes (nutrition and exercise), and 

not having a physician were the main barriers to access healthcare among Hispanics Titus (Titus 

& Kataora-Tahiro, 2018). Spanish-speaking Hispanic patients are less likely to mention 
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symptoms, expectations, and concerns to their physicians and are more likely to have their 

comments ignored, to report not getting a regular source of care or being limited to follow-up, 

and to have trouble getting information or asking for advice by phone than are English-speaking 

patients (Rivadeneyra et al., 2000). Providers serving the Hispanic community have suggested 

that patients with LEP had trouble understanding diabetes informational brochures and 

considered the language “way over their head” (Titus & Kataora-Tahiro, 2018, p. 125). 

 

2.6 Health Literacy 

 

Health literacy is “the degree to which individuals can obtain, process, and understand 

the basic health information and services they need to make appropriate health decisions” (Soto 

Mas et al., 2015, p. 1). Healthy People 2030, the national government prevention agenda for 

health improvement in the U.S., included health literacy as a national priority for improving 

overall health (Santana et al., 2021). In the U.S., Spanish-speaking immigrants are particularly 

affected by adverse health outcomes associated with low health literacy (Jacobson et al., 2016), 

such as obesity, which tends to increase the risk of developing hypertension, stroke, diabetes, 

cancer, and heart disease (Guntzviller et al., 2017). Hispanics with LEP have persistently low 

health literacy (Soto Mas et al., 2015).  

 

According to social cognitive theory (SCT), self-efficacy and capability, both of which 

are individual health literacy skills, can influence preventive health-related behaviors 

(Guntzviller et al., 2017). The interaction between self-efficacy and health literacy of Spanish 

speakers was an essential predictor in the consumption of fruit and vegetables and weekly 
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physical activity and boosted the avoidance of high-fat foods (Guntzviller et al., 2017). 

Behavioral confidence and literacy capability are needed to implement beneficial health 

behaviors among low-income Spanish-speaking adults (Guntzviller et al., 2017). The effects of 

lower individual health literacy can be shown as avoiding health situations and health 

information, engaging in less preventive behaviors, and reporting more barriers to healthcare 

(Guntzviller et al., 2017). Some studies mention nutrition literacy as a domain of health literacy, 

which refers to accessing, understanding, and implementing nutrition information; Velardo  

(2015) states that nutrition literacy can improve the comprehension of the benefits of a healthy 

diet, health risks, and components of good nutrition. Promoting healthy diets while validating 

and understanding cultural foods and respecting traditions is necessary to develop a more 

effective nutrition counseling (Fuster et al., 2022). Creating plain language and culturally 

responsive health education materials exemplifies the attempts to lessen limited health literacy 

(Wynia & Osborn, 2010). Increasing health behavior change by improving caregivers' and their 

patients’ intercultural communication and developing culturally competent services, specifically 

to LEP patients, is necessary to increase the provision of nutrition counseling among chronically 

ill Hispanic patients, to reduce the health disparities and provide their health care quality and 

care (Lopez-Quintero et al., 2010). Implementing cultural sensitivity and health literacy is 

necessary to increase Hispanics' access to health services, mainly to prevent chronic illnesses and 

promote healthy lifestyles and obesity prevention (Velasco-Mondragon et al., 2016). 

 

2.7 Diet acculturation 
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Acculturation is the process of adopting or learning specific features of a new culture and 

simultaneously keeping aspects of the original culture (Ayala et al., 2008). Hispanic immigrants 

adapt features of their cultural lifestyle, relationships with healthcare and treatment, assumptions 

about nutrition, and physical activity to American culture (Wallace et al., 2010). According to 

Ayala et al. (2008), the healthfulness of the Hispanic diet is reduced over the acculturation 

process. Among Hispanics, acculturation has been associated with a higher risk for obesity, 

lower rates of breastfeeding, lower intake of fruits and vegetables, higher consumption of fats 

and drinks with high sugar content, and higher rates of smoking and alcohol use (Pérez-

Escamilla & Prutnik, 2007). There is a positive association between the level of acculturation 

and BMI in most immigrant communities in the U.S.; however, this effect is particularly 

alarming among Mexican-born individuals (Velasco-Mondragon et al., 2016). Hispanics are in 

need of more culturally appropriate nutrition resources to improve their overall health in the U.S. 

(Pérez-Escamilla & Prutnik, 2007). 

 

Acculturation can be examined through the lens of the age of arrival, country of origin, 

and years of residing in the U.S. (Ayala et al., 2008). For example, breastfeeding is considerably 

higher among Mexican Americans than among Puerto Ricans; and culture or territory of origin 

can be a factor (Pérez-Escamilla & Prutnik, 2007). Rates of fruit and vegetable consumption also 

decline during acculturation. Non-U.S.-born Hispanics consumed between 0.96 and 1.25 more 

servings of fruits and vegetables than U.S.-born Hispanics (Sharma et al., 2004). On the other 

hand, Mexican American children consumed more sugar-sweetened beverages than Non-

Hispanic Whites (Cullen et al., 2000). Less acculturation is associated with the consumption of 

more nutrient-dense foods (Ayala et al., 2008) however, regardless of their acculturation level, 



18 

 

Hispanics were less likely than whites to fall into a fruit and breakfast cereal pattern and more 

likely to follow a less nutrient-dense starchy food dietary pattern such as eating rice, bread, and 

potatoes (Pérez-Escamilla & Prutnik, 2007). A significantly higher BMI and waist circumference 

were associated with a rice-based consumption pattern (Pérez-Escamilla & Prutnik, 2007). More 

acculturated individuals also consumed more fatty snacks, fast food, and added fats than less 

acculturated individuals (Ayala et al., 2008).  

 

Consumption of sugar is a key indicator of acculturation for Hispanic immigrants from 

various countries. Puerto Ricans living longer in the U.S. consume sugar-sweetened beverages 

more than their less acculturated counterparts, and Mexican American children consume more 

sweetened beverages than Non-Hispanic White children (Pérez-Escamilla & Prutnik, 2007). 

Further, a study conducted among young Hispanic women living in Mississippi and born in 

Mexico, Central America, and South America found that 61% of those interviewed reported 

eating more healthily in their country of origin (Ayala et al., 2008). In addition, Ayala et al. 

(2008) state that less acculturated immigrants were more inclined to consume whole milk and try 

other meat fat than their high acculturated counterparts.  

 

Foreign-born Hispanics were less likely to report asking for nutrition and physical 

activity guidance than Hispanic U.S. born (Wallace et al., 2010). For example, a high 

acculturation level for pregnant women was associated with a 50-80% greater chance of being 

overweight or obese, and those with a low acculturation level kept the dietary habits from their 

culture and were less likely to develop obesity (Wallace et al., 2010). Although acculturation 

showed a positive increase in physical activity and a lower chance of developing Type 2 
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Diabetes among Hispanics (Pérez-Escamilla & Prutnik, 2007), Hispanic women with higher LEP 

reported being less physically active than their counterparts with more English language 

acculturation (Wallace et al., 2010). Their level of acculturation may be a modifier to this risk 

(Pérez-Escamilla & Prutnik, 2007).  

  

CHAPTER III: GAPS 

 

3.1 Evidence-based approaches 

 

The National Action Plan to Improve Health Literacy vision of the CDC aims to create a 

society that “provides everyone access to accurate, actionable health information” and “supports 

life-long learning skills to promote good health” (U.S. Department of Health and Human 

Services, 2010, p. 1). Offering language translation and interpretation services to patients with 

LEP is required by law in the U.S. (Velasco-Mondragon et al., 2016). Bilingual and bicultural 

materials were the most common intervention implemented to provide education on nutrition and 

diabetes, including ethnic foods, working with community health workers and implementing 

group sessions were also effective (Mier et al., 2010). In a review that evaluates interventions 

implemented in diabetes education, positive results were shown on self-reported behaviors, 

knowledge, and health beliefs; educating on nutrition knowledge can move individuals forward 

to action, maintenance, and self-efficacy (Chapman-Novakofski & Karduck, 2005). Most studies 

implementing culturally competent self-management interventions showed improved health 

outcomes in the Hispanic community where significant improvements were seen in behavioral 

outcomes on diabetes-related knowledge (Whittemore, 2007). Involving family members in the 
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interventions by including activities like partner support techniques or parental training, as well 

as understanding the literacy level of participants, incorporating Hispanic cultural values, and the 

use of social support and networks can be significant components in the intervention designs 

(Mier et al., 2010). 

 

Diverse findings show evidence that self-management education is essential for 

delivering high-quality care (Reynolds et al., 2018). A persistent strong, culturally sensitive 

behavioral intervention can help address health disparities (Mier et al., 2010). According to 

Bernal et al. (1995), interventions are more effective when they are culturally relevant to 

patients. Evidence shows that family and social support correlate with a healthy diet among 

pregnant women, children, and adults with type 2 diabetes by influencing eating or exercise 

behaviors among Hispanics (Mier et al., 2010). To understand the Hispanic language use, beliefs, 

and opinion on specific health issues, it is necessary to implement focus groups, discussions, 

interviews, and literature searches (Mier et al., 2010). Focus groups allow mutual discussion with 

target audiences around a specific topic and are a helpful instrument for developing or validating 

an intervention aimed to be used with immigrant populations (Willgerodt, 2003). 

 

3.2 Gaps 

 

Culturally and linguistically relevant nutrition materials are needed to lessen the health 

disparities of the Hispanic community. There is a scarcity of interventions based on the literacy 

level of Hispanic LEP people, the use of social support, and the implementation of cultural 

values, all required to create trust in the intervention (Mier et al., 2010). There is a risk of 
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replicating previous interventions based more on practitioners' intuitions and beliefs in providing 

care to Hispanics if they are not tested in cultural-related theories design (Mier et al., 2010). Few 

analyzed interventions are based on a cultural framework; this is particularly interesting when 

there is evidence that cultural differences in minority populations can be a factor for health 

disparities (Chin et al., 2007). The most common tools in the interventions for addressing health 

disparities among Hispanics are bilingual and bicultural materials; however, few approaches 

used the back-translation technique when developing Spanish resources (Mier et al., 2010). 

Hence, it is recommended to develop materials incorporating the back-translation technique to 

ensure language and cultural literacy (Mier et al., 2010).  

 

In a study that conducted interviews among dietitians working with Hispanic clients, 

dietitians expressed that addressing the language barrier is not enough when working with 

patients whose cultural background and food habits are not well understood; culturally 

appropriate resources are needed to counsel clients from different ethnic groups, like the 

Hispanic Caribbean population (Fuster et al., 2022). Creating materials in languages other than 

English, including cultural concepts and appropriate terminology for the audience rather than 

merely translating them from the English versions, ensures that cultural concepts and language 

nuances are appropriate for the audience (Reynolds et al., 2018). Research shows the need to 

develop nutrition education interventions, including meal planning, basic nutrition content, food 

preparation skills, and food shopping (Varela et al., 2023). Educating individuals to manage their 

nutrition for diabetes can be a successful approach; even though knowledge does not assure 

behavior change, improving knowledge can translate into positive benefits (Chapman- 

(Chapman-Novakofski & Karduck, 2005). Learning basic nutrition facts, the role of fiber fats, 
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reading food labels, and implementing meal planning can improve knowledge for those with 

preexisting knowledge (Chapman-Novakofski & Karduck, 2005) 

 

CHAPTER III: APPROACH PLAN 

 

3.1.1 Purpose 

 

Culturally Relevant Food Lists (CRFL) will be developed to support food pantries and 

agencies serving food-insecure Hispanics from Mexico, Puerto Rico, El Salvador, Guatemala, 

and Colombia. Learning about traditional foods will help these agencies make these products 

available to support Hispanic people, and the Hispanics that visit food pantries will be better able 

to access their traditional foods and avoid relying on the processed foods typically found in the 

American diet.  

 

3.1.3 Participant Sample 

 

People will be recruited from food pantries and agencies working with the Atlanta 

Community Food Bank (Food Bank) to participate in focus groups. The goal is to recruit at least 

five adults from top Georgia’s five Latin American countries: Mexico, Colombia, El Salvador, 

Guatemala, and Puerto Rico, for a total of 25 people. The focus groups will be conducted at sites 

easily accessed by Hispanic participants or where transportation does not represent a barrier to 

attendance because, according to the U.S. Department of Health and Human Services (2023), 
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transportation is one of the barriers people face to access food. Participants must be over 18 

years old, native Spanish speakers, and a client of the recruiting agency. Focus groups will last 

about 60 minutes and take place over one or two weeks.  

 

3.1.4 Recruiting Process 

 

People will be recruited in person at agency sites and by phone. Food pantry staff will 

determine the day and time of the focus groups based on their knowledge of their client base. 

Food pantry staff tend to know their clientele very well and will invite Hispanic adults from 

Mexico, Guatemala, Colombia, El Salvador, and Puerto Rico to the focus groups. Participants 

will be paid $20 per session. Recruiters will explain the objective of the focus groups and how 

the compensation will work. A focus group schedule will be created; emails and texts will be 

sent to confirm with participants the specific time and day of the focus group. Participants will 

get reminder calls 1 week and 1 day before the focus groups. 

 

3.1.4 Instrument  

 

The Food Pantry Focus Group Questionnaire was adapted from Leah’s Pantry( n/d), a 

non-profit based in California whose mission is “to build and implement community nutrition 

and food security programs that align with trauma-informed, resilience-focused principles.” The 

questionnaire was translated into Spanish and modified by a bilingual nutrition educator at the 

Food Bank to include questions about traditional foods and dishes and more about specific foods 

they get from their food pantries. The questionnaire will be distributed to participants as they 
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arrive at the focus groups. After participants receive the questionnaire, the facilitator will show a 

list of food items commonly found at the food pantries; the facilitator will have the foods placed 

on a table so people can watch or touch them. Then, participants will complete the first section of 

the questionnaire individually. The Food Bank staff or volunteers will assist participants who 

cannot read and/or write. Participants will rate how likely they are to choose each food from their 

food pantry on a scale of 1 to 5 (1 = not at all likely; 5 = very likely). Then, the facilitator will 

convene the group to discuss a series of open-end questions regarding the foods they enjoy 

receiving at their food pantry, the food they do not like to receive, the foods they would like to 

see more often, and the foods they tend to purchase at the market because they don’t receive it at 

their food pantry. Another set of open-ended questions prompts participants to reference the food 

items common in their culture. The answers are categorized into grains/legumes, oils, vegetables, 

fruit, canned meat/fish, fresh meat or fish, and spices. Finally, there are two questions about the 

dishes they usually prepare for everyday and special occasions. All questions were designed to 

get the information needed to ensure the availability of traditional eats at food pantries and 

partners of the Food Bank.  

 

3.1.5 Data Management 

 

All focus group sessions will be recorded with a smartphone to ensure the accuracy of the 

information. Two Spanish-speaking assistants will be present to take notes and assist participants 

if needed. The focus group recording and data will be translated into English by a bilingual 

nutrition educator at the Food Bank. A separate database spreadsheet will be created for each 

country of origin, and within it, one sheet per question. Each sheet will have three columns: one 
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for coding, one for a participant ID number, and one column for responses. The recording and 

data will be stored in the Nutrition Resources folder and deleted after the CRFL are developed. 

After compiling all data, the CRFL will be created with participants' food preferences. 

 

3.1.6 Human Subjects 

 

This is not considered generalizable research; therefore, this project is considered Non-

Human Subjects research as determined by the Georgia State University IRB (Institutional 

Review Board). 

 

3.1.7 Cost 

 

After the focus group, participants will receive a $20 Walmart gift card to compensate for 

their time and opinions. These will be provided by the Food Bank. The budget for compensation 

will be $500-700 to allow for 25-35 individual participants. Refreshments, such as snacks, water, 

and coffee, will be offered at each focus group. These will be provided by the agency or the Food 

Bank, with a budget of $50 per session, resulting in a $250-$400 catering expenditure overall, 

depending on the number of focus groups conducted. The moderator will be compensated $18 

per hour. The average cost per focus group is $90. 

 

3.1.8 Anticipated Problems and Solutions  
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Agency and food pantry staff will assist participants, offer refreshments, help them make 

their name tents, and orient and/or assist them in completing the first section of the 

questionnaire. Over-invite will be implemented since, according to (Eliot & Associates, 2005), 

the no-show rate to focus groups varies from 10% to 20%. Therefore, 10-12 people will be 

invited to each session to ensure 5-7 participants. To avoid no-shows because of a lack of 

transportation, the focus groups will be conducted on accessible sites and those closest to 

Hispanic communities.  

 

3.1.9 Developing and Disseminating the CRFL 

 

A CRFL will be created for Mexico, Puerto Rico, El Salvador, Guatemala, and Colombia 

after conducting focus groups with Hispanic clients and learning about their traditional foods, 

products, and dishes. The CRFLs will include 1) a list of foods people from that country are 

likely to enjoy, 2) a list of foods people from that country are likely to pass up, and 3) a list of 

traditional dishes that people from that country enjoy for breakfast, lunch, and dinner, 4) a 

description of important celebrations and cultural considerations to improve the knowledge of 

the cultural values of Hispanic cultures. Information about important celebrations and cultural 

considerations will be retrieved from the public health online resources from each’s country 

government agencies: 

• Mexico: www.imss.gob.mx/sites/all/statics/salud/guia-alimentos.pdf 

• Guatemala: www1.paho.org/gut/dmdocuments/guias-alimentarias-

corregida.pdf 
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• El Salvador: www.fao.org/3/as867s/as867s.pdf 

• Colombia: 

www.icbf.gov.co/system/files/guias_alimentarias_basadas_en_alimentos_para_

la_poblacion_colombiana_mayor_de_2_anos_0.pdf 

• Puerto Rico: alimentacionynutricionpr.org/wp-content/uploads/2021/12/Guia-

final-12-nov-21-002_compressed.pdf 

 

The CRFLs will be published in Spanish and English and include the language and dialect 

common to each country. The documents will be accessible to food pantries and agencies 

working with Hispanic populations. Finally, the process of conducting the focus groups, lessons 

learned, and best practices will also be shared so it can be replicated in other future projects. 

 

 The target audience for the CRFLs are staff and volunteers working in the Food Bank 

network in Georgia. The Food Bank will host a webinar to announce the CRFLs and orient the 

network on how to use them. All Food Bank staff and partner agencies will be invited to attend. 

The Food Bank will then upload the CRFLs, guide, and webinar recording (CRFL package) to its 

nutrition resource website, where they will be available on demand to its partner agencies, other 

organizations working towards ending hunger, and the wider public. The CRFL package will be 

added to the Food Bank’s Nudges Toolkit (a series of resources to help make healthy choices the 

easy choice) and be a standard part of the consultation process provided by the Nutrition and 

Wellness team to food pantries in the network. The Food Bank is part of Feeding America, a 

national organization and network of over 200 food banks. Feeding America hosts a microsite, 

www.hungerandheath.org, whose mission is to “educate, connect and engage cross-sector 

http://www.hungerandheath.org/
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professionals on the intersections of food insecurity, nutrition, and health.” The CRFL package 

will be uploaded and shared on this website and announced to the Feeding America network of 

food banks in an online seminar hosted by the Cultural Conversations practice group. This 

networking group is hosted by Feeding America and includes food bankers across the U.S. 

interested in advancing cultural literacy in food banking and providing culturally appropriate 

foods within the net. Finally, the CRFL package will be shared with departments of the Byrdine 

F. Lewis College of Nursing and Health Professions, the Greater Atlanta Dietetic Association, 

and the Georgia Dietetic Association. Table 2 shows the expected timeline for each step of the 

CRFL’s communication and dissemination. 
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