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ABSTRACT
Background: Culture is an important aspect when managing type 2 diabetes mellitus (T2DM)
and plays significant role in determining dietary patterns. Evidence supports increased patient
empowerment and motivation of diet modification when healthcare providers provide cultural
humility and offer cultural tailored nutrition-based intervention.
Purpose: Improve nutritional and dietary choices among Hispanic adults with T2DM by
incorporating culturally based tailored strategies.
Approach Methods: This project utilized a 1-group pretest-posttest design at baseline and at the
patient’s follow up visit. An evidenced based education session on culturally-based diet
including portion sizes and alternative options were presented to the participants.
Results/Conclusion: The participants showed increased adherence to decreasing portion sizes
and modification to their diet after culturally based education. The project highlighted the
importance of acknowledging cultural aspect for diet modification when it comes to T2DM
management.
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INTRODUCTION
Type 2 diabetes mellitus (T2DM) is the seventh leading cause of mortality in the United
States (US) and is a major concern for underserved populations (Reyes et al., 2016). It is
imperative that the estimated 21 million people who are diagnosed with T2DM in the US are
able to self-manage this chronic disease to prevent progression towards serious complications
related to the endocrine system, cardiovascular system, nervous system, kidneys, eyes, and feet
(Reyes & et al, 2016).
Hispanics are the largest minority group in the US and have a higher prevalence of
T2DM and related complications than non-Hispanic populations (Kollannoor-Samuel et al.,
2017). In a census conducted by the Housing Assistance Council in 2010, Hispanics comprised
46% of rural communities in the US. Common living conditions for rural populations include a
lack of transportation, reduced access to medical care, and adequate nutritional availability
necessary for effective management of T2DM (Clark & Utz, 2014). Limited transportation in
itself is a major barrier to consistent healthcare service utilization essential for successful chronic
disease management. This inconsistency then leads to lack of education regarding lifestyle
changes, poor medication adherence, missed eye and foot exams and inconsistent hemoglobin
A1C (HbA1C) monitoring. Given these environmental inequities, Hispanic populations are at a
higher risk for mortality from diabetes and diabetes-related causes (Marquez et al., 2018).
An underlying reason for decreased comprehension of chronic disease and pertinent
health information is low health literacy. Health literacy plays a critical role in knowledge and
behaviors related to disease management (Caruso et al., 2018). An average of 25% of patients are
non-adherent to prevention and disease management related to lack of understanding (McLeod et
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al., 2016). According to McLeod et al. (2016), studies have shown low levels of health literacy
strongly predict health status more than age, income, education or even race. Low levels of
health literacy result in poorer health outcomes and impact patient satisfaction with providers
and overall care (McLeod et al., 2016). Given these statistics, it is imperative to develop clinical
processes promoting the disease self-efficacy to improve T2DM management and overall health
outcomes.
Background Knowledge and Significance
Nearly 13% of Hispanic adults have T2DM and this population is 1.5 times more likely
to die from the disease than non-Hispanic Whites (Benavides-Vaello et al., 2017). Successful
management of T2DM requires a collaborative approach from a multidisciplinary team of
healthcare professionals. Culture is an important aspect when managing T2DM and plays a
significant role in determining dietary patterns. The maintenance of traditional practices is vital
when managing T2DM, and culturally-based food habits have a tendency to be the last practices
to change (Kerber et al., 2014).
Dietary patterns are largely influenced by culture (Kerber et al, 2014). The Hispanic
population have traditional recipes, family specialties, and cultural foods that are consumed
daily. Examples of common culturally-based foods include tortillas, enchiladas, beans, carne,
chicken, and various soups (Kerber et al., 2014). A study conducted by Clark and Utz (2014)
found the Hispanic population is less likely to prepare non-cultural food at home for meals.
Evidence supports increased patient empowerment and motivation for diet modification among
Hispanic populations when healthcare providers practice cultural humility and offer a culturally
tailored nutrition-based intervention (Clark & Utz, 2014).
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Local Problem
There are about 600,000 adults with diabetes in Arizona (Arizona Department of Health
Services [AZDHS], 2018). The Hispanic population comprises about 11.2% of the diabetes
prevalence in Arizona (AZDHS, 2018). In Pima County, where Tucson is located, 9.8% of the
population has diabetes (AZDHS, 2018). Multiple socioeconomic factors must be considered
when caring for Hispanic adults with T2DM, including lack of medical insurance, lack of
employment, and financial instability. Most of the patients seen in the practice are considered
rural and rely heavily on preventative services through federal and state government funding.
Since this population living in a rural area has insufficient resources, it becomes imperative to
help to find a way to improve their T2DM self-management. Identifying the perceptions and
barriers when it comes to modifying diet are important in managing Hispanic adults with T2DM.
Although diabetes education classes are offered in the selected clinic, patients continue to
display low self-efficacy related to T2DM. In this primary care clinic, anecdotally speaking,
common phrases heard during diabetes follow-up visits include “It is difficult to not eat what I
am accustomed to” or “It’s hard to take away sugary foods for me.” This experience working
with Hispanic adults with T2DM at the chosen clinic revealed the need to implement a quality
improvement measure to acknowledge low health levels related to diet in T2DM through
culturally based educational tool. As mentioned before, diet plays a significant part in glycemic
control. Dietary patterns are also an important part of the culture for the Hispanic population.
Often, when patients who have DM follow-up in a clinic, they provide mixed responses
regarding their diet. While a few are able to modify their diet, most patients have difficulties
changing their diet.
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Intended Improvement
Project Purpose
The purpose of this DNP project was to improve diet and nutrition choices among
Hispanic adults with type 2 diabetes mellitus at Clinica Amistad by incorporating culturally
tailored diet strategies.
Project Question
For Hispanic adults with type 2 diabetes mellitus receiving care at Clinica Amistad,
would incorporating culturally based diet strategies improve their diet and nutrition choices
compared to usual treatment?
Theoretical Framework
An important aspect when implementing a change to the current system was to assure key
stakeholders were both motivated and fully aware of the difficulty of adhering to culturallyinfluenced dietary habits while self-managing T2DM. The Ottawa Model for Research Use
(OMRU) by Graham and Logan (1998) guided the implementation of this quality improvement
project and kept the key stakeholders engaged throughout the process. The OMRU was an
interdisciplinary framework and planned action model assisting to implement research into
practice (Rycroft-Malone & Bucknall, 2011).
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Figure 1
The Ottawa Model for Research Use (OMRU)

Graham and Logan (1998)

The OMRU first focused on addressing issues before going forward with the proposed
change. The framework relied on the process of assessment, monitoring and evaluating each
element, during and after the decision is made (Graham & Logan, 2004). There were six steps
demonstrating how OMRU guides implementation of culturally tailored diet education strategies
for Hispanic adults living in the local community.
Step 1 identified the potential key stakeholders who made the required changes (Graham
& Logan, 2004). The potential agents were family nurse practitioners, primary care providers
and diabetes educators. The potential adopters were the Hispanic adults diagnosed with T2DM
who are patients of the local clinic. Step 2 clarified what the intervention entailed. The project
was designed to provide a dietary educational tool that was culturally competent for the Hispanic
population living in an underserved community. Once participants’ common dietary choices
were identified, the goal was to provide culturally-tailored education during clinical visits to
improve the patient’s dietary choices.
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Step 3 assessed and identified the barriers from potential adopters and agents. This step
also included assessments that identified possible support and facilitators (Graham & Logan,
2004). Another assessment identified the perceptions and views from the potential adopters. The
last assessment was surveillance of the cultural and social factors within the practice
environment. Both factors were important in a relationship between clinician and the patient.
Step 4 was monitoring the implementation. The change agent coordinated and planned the
implementation according to the views, needs, barriers and practice environment (Graham &
Logan, 2004). During Step 5, the change agent monitored the progress of the intervention
through evaluation and addressing any potential barrier along the way. It also identified how
change was measured, data collection techniques, and setting a time frame for monitoring the
change. The last step was the evaluation of the outcomes (Graham & Logan, 2004). The change
agent had determined the impact of the intervention made to the key stakeholders, if it was
sufficient to bring the desired change or if more research was required.
The OMRU focused more on the potential adopters (providers, educators, nurses,
clinicians, and patients) through awareness of the specific innovation, improving the intention to
adopt, and addressing concerns about the innovation (Rycroft-Malone & Bucknall, 2017). The
OMRU also addressed how to eliminate any potential barriers prior to implementation of the
culturally tailored educational tool. Once the potential adopters were motivated to translate the
research into action, follow-up activities were addressed if the intervention was sustained. Any
other concerns post-implementation was addressed for improvement (Rycroft-Malone &
Bucknall, 2017). The use of OMRU assisted the implementation process of the culturally tailored
education tool. It addressed any concerns, questions from the stakeholders and more importantly,
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motivated them to go forth with the intervention. A major barrier of any implementation was the
stakeholders’ hesitance to change. It became imperative that these stakeholders thoroughly
understand the need for change and how it will impact their practice and their patients’
outcomes.
Concepts
The purpose of the project was to identify culturally tailored strategies promoting healthy
diet choices for Hispanic adults with T2DM. Thorough acknowledgement of cultural beliefs
increased the patient engagement towards the plan of care and improve health outcomes (Caruso
et al., 2018). Most patients were unable to understand the information provided to them and how
to incorporate that information into their daily lives. For this reason, it became necessary to tailor
education and incorporate cultural beliefs.
Hispanic patients living in underserved communities tend to have a higher chance of poor
disease management because of low education and socioeconomic status, insufficient health care
resources, lack of transportation and overall decreased knowledge of T2DM management
(Kocoglu, 2018). These determinants of health impacted health service utilization and resulted in
decreased number of follow-up visits and less frequent HbA1C monitoring. The effective use of
culturally competent, patient-centered communication lead to improved physical and mental
health status, fewer diagnostic tests and improved recovery.
Literature Synthesis
Diabetes is the seventh leading cause of mortality in the US (Reyes et al., 2016).
Although genetic susceptibility and poor control of intermediate risk factors (glycemic control,
cholesterol levels) provide a higher risk for adverse events; cultural beliefs play a key role in
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managing T2DM (Fernandez et al., 2011). The diabetes prevalence among the Hispanic
population in the US is 13.3% (Brunk et al., 2017). Even though there has been significant
progress towards self-management, diabetes disparities continue to affect low-income and low
literacy groups in underserved communities. Solely providing evidence-based education
materials will not solve the burden of diabetes in Hispanic populations. It became important to
establish culturally tailored interventions among minority groups, such as the Hispanic
population, who are at high risk for complications from T2DM (Benavides-Vaello et al., 2017).
Patient-centered care must be culturally and linguistically responsive in order for the
patient to understand diabetic self-management (Taylor et al., 2017). It was estimated that 8095% of diabetes management occurs in an individual’s home and social environment (Taylor et
al., 2017). With diabetes, it takes about 5 to 15 years for an individual to become proficient in the
management of their illness (Taylor et al., 2017). In order for these patients to attain expertise
with self-management, incorporating cultural beliefs and practices is an effective strategy to
increase engagement and empowerment in managing the disease.
In order to gain a better understanding of how important it is to acknowledge low health
literacy skills and provide a culturally-tailored educational approach to the Hispanic population
with T2DM, an evidenced-based literature search was conducted using databases CINAHL,
EBSCOhost, PubMed, Embase and Google Scholar. The following mesh terms were used: “type
2 diabetes or type 2 diabetes mellitus or T2DM,” “diabetes mellitus, Type 2,” “Culture,”
“Hispanic” or “Latino,” “culture,” “education,” “low literacy level,” “health literacy,” “diet,”
“rural,” “Spanish,” “questionnaires.” Inclusion for criteria for the articles were: English
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language, published within the last five years (between 2014-2019- PubMed), adult population,
full-text, human species, and references available. These yielded 17 articles.
Current Practice
In the last 10 years, significant progress has been achieved on identifying ways to selfmanage diabetes. Several diabetes educational programs are implemented at different sites
promoting a healthy lifestyle to improve patients’ diet, exercise and overall glycemic control
(Smith et al., 2019). However, there were limitations identified that might not work for Hispanic
adults living in underserved communities, such as the written materials containing high level
information requiring high health literacy. A greater percentage of Hispanic adults speak 95% of
Spanish at home, have limited English knowledge and only a very small percentage demonstrate
high health literacy (Davidson et al., 2015). Additionally, the majority of written materials were
only available in English. Most importantly, knowledge gained from diabetes education sessions
lack actionable strategies on how to implement the key principles of a healthy diet into patients’
daily routine (Smith et al., 2019).
The lack of understanding of the reason behind the inability to modify the diet of the
Hispanic population needs to be addressed. Evidence suggested a family history of diabetes and
unhealthy diet can lead to diabetes (Concha et. al, 2016). It became imperative to understand
how T2DM and its disease process is conceptualized within a certain culture (Concha et al.,
2016). An example was asking patients about diabetes causation beliefs and emotional status;
this may prioritize management and treatment goals (Concha et. al, 2016).
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Lack of Culturally-Based Diabetes Education
According to Kirk et al., (2014) despite the awareness of controlling blood glucose,
patients have reported the lack of acknowledgement among clinicians regarding cultural beliefs,
such as food preparation and how it affected the overall management of diabetes. Culturally
based strategies such as integration of culturally based diet beliefs, allowing family/friends to
participate in patient care and communicating in commonly-understood terms resulted in
significant reduction in weight and glucose regulation among Hispanics. However, more studies
were needed as the study concluded that evidence was still weaker for the ability of mentioned
strategies to influence dietary intake and physical activity (Koonce et al., 2015; McCurley et al.,
2018).
Given that Hispanic populations were at high risk for T2DM, research on T2DM health
literacy was important for helping this population improve in T2DM self-management practices.
Qualitative studies focused on assessing dietary behaviors and their connections to social
determinants such as low health literacy and low income have shown significantly improved
patient self-care (Buckley et al., 2015; Fernandez et al., 2011). A lack of knowledge among
Hispanic adults with T2DM regarding high risk of developing cardiovascular disease, high
cholesterol, hypertension, and dental caries is evident in the literature (Marquez et al., 2018; Park
et al., 2019). Exploring levels of T2DM health literacy among Hispanics with T2DM and using
findings to develop educational interventions for this population decreased diabetes-related
complications (Park et al., 2019). This research will be particularly valuable if it is driven by
understanding and evaluating the impact of culturally-tailored T2DM self-management on
improving health disparities (Marquez et al., 2018).
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Patient-Reported Outcome as Framework for Improving Diabetes Education
Although the use of patient-reported outcome (PRO) measures in clinical practice have
increased, there was a lack of evidence on implementing PRO into improving diabetes education.
However, there were a couple studies demonstrating the feasibility and potential impact on
patients (Benavides-Vaello et al., 2017; Brunk, Taylor, Williams, Cox, & Clark, 2017).
Furthermore, clinicians have shared positive experiences with PRO, suggesting that PRO
initiatives were more likely to be successful if there was purposeful designed integration into
clinical practice, meaningful substantive engagement with stakeholders, and access to necessary
resources (Chan et al., 2018).
Impact of Culturally Tailored Education Tool
As mentioned previously, barriers such as individual resources and environmental factors
further limited the ability of Hispanics to manage their disease and modify their self-care
behaviors (Titus & Kataoka-Yahiro, 2018). Looking at the evidence synthesized, most if not all
provided significant changes after the implementation of a culturally-tailored education tool
among Hispanic populations. Acknowledgment of socio-cultural awareness through a culturally
tailored educational intervention enhanced understanding of the importance of glycemic control,
recognition of diabetes related symptoms, disease complications and the importance of lifestyle
modifications (Amirehsani et al., 2018). There were randomized trial studies that indicated how
providing a culturally tailored education compared to “general diabetes education” resulted in
patients feeling more empowered and engaged with self-managing their disease. Results found
improved self-efficacy with diet, improved BMI and waist circumference after implementation
of culturally-tailored education (Vincent et al., 2014). Brunk et al. (2017) showed how
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participants expressed their engagement with the provider when managing their T2DM through
providing a patient-centered educational intervention. Addressing the cultural context along with
other strategies improved diabetes self-care and management.
A study conducted by Page-Reeves et al. (2017) concluded that incorporating culturally
competent diabetes self-management programs could provide the best diabetes health outcomes
among patients because it interfaces most synergistically with patients’ culture and everyday
living. Another implication from the evidence synthesized indicated that culturally centered
educational program was more likely to be implemented in the patient’s daily routine. Given the
fact that it is impractical to change one’s health literacy in a short period of time, adopting a
culturally tailored educational tool for Hispanics could increase engagement and motivation in
disease management. It will also provide better patient-provider communication when patients
return for diabetes follow-up.
METHODS
Project Design
This DNP project utilized a one-group pretest-posttest design at baseline and at the
patient’s follow-up visit. An evidence-based educational session intervention on culturally-based
diet, included recommended portion sizes and alternative options for common food groups were
presented to the participants at the baseline visit.
The pretest measure was the food frequency questionnaire (FFQ) which provided
imperative information regarding common food groups from the participants. The FFQ consisted
of Likert-type questions written in Spanish and English (Appendix C). There were two brief
screening tools that used simple, clear words and avoided any medical jargon and eliminated
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confusion from the participants (Krosnick & Presset, 2018). The questionnaire was easy and
pleasant to answer therefore participants and this author built rapport (Krosnick & Presser,
2018). The rationale for using a pre-questionnaire was to gather important data that guided the
implementation of the culturally-based educational session. It was important to assure that this
questionnaire was tailored to the typical food consumption of the participants in this QI project.
FFQ was developed to classify individuals by their intake of food groups and nutrients
(Appendix C).
This QI project used a brief screening tool by Wakimoto et al. (2006). The screening tool
included common food groups that appropriately assessed the dietary habits of the Hispanic
population. The screening tool was divided into two brief questionnaires. First was the fat
screener which included 16 common food groups that were important to the chosen population
(Wakimoto et al., 2006). The food groups included the following: eggs, whole milk, flour
tortillas, hamburgers, tacos and burritos, other mixed dishes with meat, pork, fried chicken,
cheese, pizza, refried beans, French fries, chips, cake, fat in cooking, and salad dressing
(Wakimoto et al., 2006). The fat screener had five frequency responses, from once a month or
less to five or more times per week (Wakimoto et al., 2006).
The second screening tool was the fruits and vegetable screener which had seven food
items listed. It included fruit juice, other fruit, green salad, tomatoes or salsa, potatoes, soups or
stews with vegetables, and any other vegetables (Wakimoto et al., 2006). The participants had 6
frequency responses, from less than once per week to two or more times per day (Wakimoto et
al., 2006).
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Both dietary questionnaires for fat and fruits/vegetables had the same scoring scale: 0-18
(very good), 19-24 (quite good), 5-33 (Not good), >34 (poor diet) (Wakimoto et al., 2006). The
questionnaire included a cover page providing the rationale for the questionnaires and brief
description of the author. Additionally, the cover page acted as a disclosure form to participate in
the quality improvement project and HIPAA privacy. Participants read it for agreement
(Appendix A) prior to doing the questionnaires (Appendix B). To keep the participants
anonymous, they were asked to put a word they can recall and write it in the upper right-hand
corner of the disclosure form. The disclosure form was distributed by the receptionist at the
waiting area. The receptionist was provided with a script that stated that the project’s author is
working with Clinica Amistad with a quality improvement project to connect dietary choices and
culture. The script furthered explained that there was a disclosure form for the participants that
explained the quality improvement’s objective. Once the participants have agreed to participate,
the food frequency questionnaire was distributed by the clinic’s receptionist to the participants in
the waiting room to complete prior to the visit with the diabetes educator. Once the results from
the questionnaire were gathered, the information was utilized by the diabetes educator and the
author. A 5-10 minutes educational session that was individualized was presented to each
participant at their baseline clinic visit. The education session was designed based on the
responses from the questionnaire. In the visit, the participants received the usual standard of care
for diabetes management along with the evidenced-based education. The diabetes educators at
the clinic were bilingual in English and Spanish. The educational session was focused on
improving culturally-based diet choices as part of their T2DM management. Specifically, the
education session guided participants to regulate portion sizes and alternative choices for
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improved healthy eating habits. Simple clear words designed for low literacy levels were used
throughout the intervention.
Participants retook the questionnaire at their follow up visit and this author then
compared pre- and post-intervention results and assessed any changes in knowledge of how to
make appropriate diet and nutrition choices for managing T2DM. Each participant follow-up
visit ranged from 1-4 weeks interval. The questionnaires were not part of the medical record. For
privacy, the questionnaires were kept in a sealed box and were stored in a locked cabinet at the
project director’s home.
Setting
The QI project took place at Clinica Amistad in Tucson, Arizona. Clinica Amistad is a
non-profit organization, providing free primary health care, preventative services and education
to those in need. Data collection will start once the project has been approved by the University
of Arizona IRB and will end once the posttest sampling requirement is met.
Participants and Recruitment
Participants were recruited with the assistance of certified diabetes educators at Clinica
Amistad. In this setting, diabetes educators are also healthcare providers. This author worked as
a volunteer alongside the diabetes educators who have their own patients; this guaranteed the
same group of participants will be participating in this QI project. Clinic personnel verified the
diagnosis of the participants and utilized the clinic’s patient database. Consent was provided
prior to administering the questionnaire. Change agents and potential adopters were notified of
the data collection and intervention prior to conducting the QI project. Any questions and
concerns were identified and answered. Inclusion criteria in this QI project were: (a) participants
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must be of Hispanic descent, (b) 18 years old and above, (c) and English- or Spanish-speaking
(d) diagnosis of T2DM.
Ethical Consideration
Beneficence
There were three major ethical considerations in this quality improvement project:
beneficence, respect, and justice. First, beneficence is the act of maximizing the benefits of
research in addition to minimizing the physical, psychological and social risk (Miller & Birch,
2012). In this quality improvement project, the purpose was to improve diet choices among
Hispanic population living in greater Tucson, Arizona. Ultimately, the goal was to provide
culturally-tailored education participants can incorporate into their daily routine and promote
healthy eating habits. There is little to no risk physically or psychologically. There was a
potential for psychological harm and consequences that may come from talking about a very
personal topic such as obesity, and it can be minimized by being sensitive to the patient and
avoiding terms that might potentially be interpreted as insensitive.
Respect
Second ethical consideration was respect to both the individual patient and to the entire
Hispanic community by considering the autonomy, decision-making and dignity of participants.
In this study, the core elements of informed consent were implemented such as purpose,
procedures, alternatives to participation, risk and benefits, length of time, person to contact,
statement indicating participation is voluntary, and refusal to participate will not result in any
consequences or loss of benefits that the subject is otherwise entitled to receive. A statement
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regarding subject’s right to confidentiality and right to withdraw from the project at any time
without any consequences were addressed (HHS Protection of Human Subjects, 2016).
Justice
The last ethical consideration was justice. Participants who choose to participate in this
quality improvement project were not discriminated against and must be treated with equality
and fairness regardless of their response to the questionnaires being administered. It also meant
observing pre-arranged agreements under the protection of human subjects and observing
HIPAA to ensure patients’ privacy (Miller & Birch, 2012). A HIPAA agreement was signed
prior to the implementation process for patients’ privacy and confidentiality.
Data Collection Tools and Analysis
Data collection tools for the QI project was a pre-and-post survey. Responses from the
participant were recorded by the project coordinator in a survey form. De-identified forms were
collected and data for each participant was manually stored in a password protected Microsoft
Excel file. De-identified data were transcribed to Microsoft Excel. Descriptive statistics was
utilized and described the results from the pre- and post-questionnaires.
RESULTS
The quality improvement project started with a total of 15 potential patients that were
scheduled for diabetes education and management. In the four weeks of recruiting patients (8/239/23), a total of six patients participated and completed the pre-questionnaire and demographic
information. Out of the six patients, three patients completed the post-questionnaire survey (n=3,
50%).
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Figure 2
Participant Age Group
AGE GROUP

3.5
3
2.5
2
1.5
1
0.5
0

3
2

0

0

18-30

31-40

1
41-50

51-60

60+

Demographics for each of the six participants included their age, gender, ethnicity, and
educational level. Five participants (Figure 2) were between the ages of 40 and 50 (N=3, 50%),
two participants were 51-60 years of age and one participant was above 60 years of age (N=1,
17%). Out of the six participants, three were male (N=3, 50%) and three were female (N=3,
50%). All of the participants self-reported as Hispanics (N=6, 100%). Educational level as part
of their demographics (Figure 3); of the six participants, four indicated less than high school
level (N=4, 67%), while one participant (N=1, 17%) had reached high school. One participant
declined to provide his or her educational level. Two participants indicated the use of vitamin
supplements (N=2, 33%), while the rest of the participants stated they do not take any vitamin
weekly (n=4, 67%) (Figure 4).

26

Figure 3
Participant Educational Level
EDUCATIONAL LEVEL

6
4
4
2
1

0

High School

College

0
Less than High School

Figure 4
Participant Weekly Vitamin Intake
WEEKLY VITAMIN INTAKE

4.5
4

4

3.5
3

2.5
2
1.5

2

1
0.5
0
Yes

No

Findings
At each scheduled visit with the diabetic educator, participants were provided a consent
and disclosure form that entailed the project’s objective, its purpose, and maintaining
confidentiality throughout the implementation process. Once in agreement to participate, the
participants were asked to complete the pre- and post- questionnaires regarding dietary and
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nutritional intake that on average, took 5-10 minutes to complete. Post- questionnaire was
completed at their follow-up visit, which was on 2-4 weeks span after their initial visit.
Figure 5
Common Food Group Pre-Questionnaire Results
Common Food
Group
≤1x Month 2-3x Month 1-2x Weekly 3-4x Weekly ≥5x Weekly
Eggs
0%
17%
50%
17%
17%
Whole milk or
chocolate milk (not
17%
0%
17%
17%
33%
low fat or skimmed)
Flour tortillas (not
17%
17%
33%
0%
33%
corn)
Hamburgers or
50%
0%
17%
0%
17%
cheeseburgers
Tacos, burritos, or
17%
50%
17%
0%
17%
enchiladas
Other mixed dishes
0%
0%
67%
0%
17%
w meat
Roast pork or chops,
0%
17%
50%
17%
17%
roast beef, or steak
Fried chicken
17%
67%
0%
0%
17%
Cheese or cheese
17%
33%
0%
33%
17%
spreads
Pizza
50%
0%
17%
0%
17%
Refried beans
17%
0%
50%
0%
33%
French fries or fried
33%
33%
17%
0%
17%
potatoes
Potato chips, corn
50%
33%
0%
0%
17%
chips, or peanuts
Cake, sweet rolls,
doughnuts, or
17%
0%
17%
17%
33%
Mexican sweet
bread
How often do you
use fat or oil to fry,
0%
0%
17%
33%
50%
cook, or season?
Salad dressing
33%
0%
17%
0%
33%
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Figure 6
Vegetable and Fruit Intake Pre-Questionnaire Results
Vegetable &
Fruits
Fruit juice,
like orange,
apple, grape,
fresh frozen
or canned
(not soda or
other drinks)
Not counting
juice, how
often do you
eat any fruitfresh,
canned, or in
smoothies?
Green salad
(lettuce,
spinach, etc.)
Tomatoes or
salsa fresca
Vegetable
soup or stew
with
vegetables
Potatoes, any
kind,
including
baked,
mashed or
french fries
Any other
vegetables
(green beans,
peas, corn,
broccoli, or
any other)

<1X weekly

Once
weekly

2-3x
weekly

4-6x
weekly

Once daily

≥2x
daily

33%

0%

50%

0%

0%

17%

33%

0%

33%

0%

33%

0%

0%

0%

67%

17%

0%

0%

0%

0%

33%

0%

17%

33%

17%

33%

17%

17%

0%

0%

33%

17%

33%

0%

0%

0%

17%

0%

50%

0%

17%

0%
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Pre-Questionnaire Findings
Using a Likert scale model within the pre-questionnaire survey, all of the participants had
responded to the diet frequency pre-questionnaire of common food groups (Figure 5) and fruit
and vegetable intake (Figure 6). In the common food group pre-questionnaire (Figure 5), there
were specific food groups that at least half of the participants consumed at the same frequency.
Eggs, refried beans and pork, steak, and roast beef were consumed at least 1-2x weekly by half
(N=3, 50%) of the participants. Fried chicken was consumed 2-3x per month by 67% (N=4) of
the participants. The use of fat, oil for frying, and cooking were used at least 5x weekly by half
(N=3, 50%) of the participants. All of the common food groups listed in the pre-questionnaire
were at least consumed by one to two participants (N=1, 17%; N=2, 33%) daily. The fruit and
vegetable diet frequency pre-questionnaire showed that canned fruit juice, greens beans, peas,
corn, and broccoli were consumed 2-3x weekly by half (N=3, 50%) of the participants. While
green salads were consumed 2-3x weekly by 67% (N=4) of the total participants. Looking at the
rest of the vegetable and fruit choices (Figure 6), a maximum of 1-2 participants consumed it
from less than a week to equal or greater twice daily. From the Likert scale pre-questionnaires, a
specific evaluation of the participant’s responses was calculated to assess their current dietary
choices before the culturally based dietary education. Out of the six participants, 2 (N=2, 20%)
had scored very good, three participants (N=3, 30%) scored not so good and one participant
(N=1, 10%) scored could do better. Based on the pre-questionnaire, an average of 33% of the
total participants were taking vitamin supplements. The median common food group score was
28 “not so good”; this means that participants were consuming food groups that were high in fat
and carbohydrates sources than recommended and intervention was indicated to improve
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nutrional choices. The common food group scores indicated the grams of fat intake. The median
fruit and vegetable score was 3.25, this means that on average, the participants consumed 3.25
portion per day, which indicated lower intake of fruits and vegetables.
Figure 7
Results for Pre-Questionnaire Survey
Common Fat Food Group Pre-Questionnaire

3.5
3
2.5
2
1.5
1
0.5
0
Very good (0-18)

Quite good (19-24)

Not so good (25-33)

Could do better (30+)

Post-Questionnaire Findings
Out of the six participants who had agreed to fill out the pre-questionnaire and received
the evidenced-based education, three participants were able to complete the postquestionnaire at
their follow up visit (N=3, 50%). Two of the participants were no-show (N=2, 33%) and one
participant opted for a telehealth visit (N=1, 16%). This resulted in a 50% response rate and
overall met the initial minimum sample size of six participants. Although the quality
improvement project was not able to obtain all the participants’ post-questionnaire results due to
limitations discussed, it showed a positive impact when providing a culturally-based diet to
improve dietary and nutritional choices among the Hispanic population.
Out of the three participants, there were common food groups that were identified as
either more frequently consumed, less frequently consumed, unchanged in frequency, and non-
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reportable food groups, where there was no consistent data that will support significant change
post-intervention. Tacos, burritos, enchiladas, and salad dressing showed increased frequency
from 25% to 50% at the follow-up visit, which ranges from 2-4 weeks. Out of all the common
food and vegetable groups, less frequent intake includes refried beans, french fries, fried
potatoes, cake, sweet rolls, doughnuts, and Mexican sweet bread. One participant showed
avoiding flour and corn tortilla after education was provided. One participant reduced refried
beans intake from >5x weekly to 3-4x weekly while another participant reduced it from 1-2x
weekly to 2-3x month. The third participant had avoided refried beans compared to consuming it
<1x month. French fries or fried potatoes were overall reduced from 2-3xmonthly to <1x month.
Cake, sweet rolls, and Mexican sweet bread were reduced from 3-4x weekly to 2-3xmonthly,
>5x weekly to 3-4x weekly, and avoiding it completely by one participant. Food groups that did
not provide any change with frequency include pizza, other mixed dishes with meat, potato
chips, peanuts, canned fruit juices, vegetable soups or stews, and other vegetables (green beans,
peas, corn, broccoli, and any other). Non-reportable food groups that neither showed significance
or were unchanged include eggs, use of fat or oil to fry or season, hamburgers or cheeseburgers,
roast pork or chops, cheese bread, or spreads, tomatoes or salsa fresca.
Figure 8
Pre- and Post-Questionnaire Result Comparison
Fat Score Participants
1/3
2/3
3/3
Fruit and Vegetable Intake

Pre-Questionnaire
28 (not so good)
30 (not so good)
13 (very good)
3.5

Post-Questionnaire
19 (quite good)
30 (not so good)
19 (quite good)
1.4
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The total fat score from the three participants were compared from their pre-questionnaire
results (N=3, 50%). Out of the three participants, one participant had fat score of 19 (quite good)
from 28 (not so good) after the education. One participant did not make any changes with the fat
score and remained at 30 (not so good) and the last participants went from 13 (very good) to
score of 19 (quite good). Overall, there was a decrease vegetable score from the three
participants, from a median of 3.5 to 1.4 portions daily (Figure 8).
The quality improvement project supported how culturally based education strategies
showed improvement among dietary and nutritional choices from the participants. Incorporating
traditional food groups among Hispanic adults with T2DM showed increased self-empowerment
on modifying their diet and further improve their management of the disease. Acknowledging the
common food groups and providing individualized evidenced based education resulted to
increased knowledge from the participants about nutritional choices. Lastly, there was an overall
improved patient-provider relationship.
DISCUSSION
The quality improvement project intended to address the lack of culturally based diet
strategies as part of education among Hispanic adults with T2DM. The project also sought to
improve dietary and nutritional choices through culturally based education approach that targets
portion sizes and provide alternative choices. Despite the significant progress with T2DM selfmanagement and diabetes education implemented in certain clinics, there is still a burden and
diabetes disparities among Hispanic adults with low-income and lower educational level that
result to high mortality and decrease quality of life. Incorporating culturally based education
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strategies not only can improved dietary choices but also empowered the Hispanic population to
self-manage dietary modification at home and maintain their cultural values.
Interpretation
The purpose of this quality improvement project was to improve the dietary and
nutritional choices among Hispanic adults with T2DM by incorporating culturally tailored diet
strategies. Improvement was shown among the participants who were able to complete the postquestionnaire at their follow up visits. The pre- and post-questionnaire were filled out differently
by each participant. Most of the participants were able to fill out all of the questions in the
survey, while some left one to two questions blank, concerning the food group, either it was not
applicable or they don’t consume it at all. Some participants also did not answer whether they
take weekly vitamins for unknown reasons. Two participants wrote “con café” when asked if
they consumed any whole milk from the pre-questionnaire survey.
Interestingly, participants showed increased motivation to modify their diet when
providing education related to portion sizes, carbohydrates in each common food group, and how
it affects their blood sugar. Increased motivation was expressed through follow up questions and
showed certain type foods at home they consumed through photos. Despite the decreased
frequency of certain food groups mentioned in the results, participants had a difficult time
avoiding most, if not all, of the listed food in the questionnaire. Another interesting event was
that even though part of the education includes vegetable and low sugar fruit intake as part of the
meal, it was surprising to note the decreased intake of vegetables and fruits from the participants
who were able to complete the post-questionnaire.
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Another interesting event was how the pre- and post-test results showed the increased
intake of food groups including pizza, and hamburgers which seemed to be considered part of
American tradition. Along with the need to integrate culturally based education among Hispanic
population, clinicians should be mindful of the acculturation to American tradition when
assessing and managing dietary and nutritional choices among Hispanic population. Rationale
for this can be because of affordability, availability and easier access.
Implications (Practice, Education, Research and Policy)
The purpose of this quality improvement project was to improve nutritional and diet
choices among Hispanic adults with type 2 diabetes mellitus through utilizing pre- and-post
questionnaire and providing a culturally-based diet education individualized to each participant.
While the scale of the project is small and limited, the results showed and correlated back to the
literature synthesis with the lack of culturally based education thus resulted in the inability to
successfully manage dietary modification among Hispanic adults with T2DM. Continuous
research at a larger scale and longer timeframe are needed to show the need to integrate
culturally-based education strategies compared to all for one diabetes education among Hispanic
adults. Incorporating evidenced-based culturally-based education will increase the likelihood of
improving dietary choices and increased patient empowerment in future practice.
Limitations
Although the quality improvement project showed positive results among those who were
able to complete the post-questionnaire, there were limitations to the study. The first limitation
was the high number of no-shows in the given timeframe for the project. The unpredictability of
no-shows had resulted in the inability to recruit more participants and complete the post-
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questionnaire surveys. Sociodemographic factors can support the high possibility of no-show
among the patients at the project’s site. Most, if not all of the patients who received care at
Clinica Amistad have low resources in terms of transportation. Also, lower education levels were
predicted to be a limitation among participants; it resulted in difficulties in understanding and
reading the questionnaires despite the questionnaires written in Spanish. Efforts were made to
minimize this limitation by providing a translator for the participants. Another limitation was the
diabetic educator’s schedule (every 2 weeks; Wednesday and Thursday) and clinic schedule
(Wednesday and Thursday; 5-9 pm) decreased the likelihood to recruit more patients for the
study. Since this project was completed during the pandemic, there were a limited number of
patients in addition to a week where the clinic was closed. One patient opted for telehealth visits
due to concerns with the virus. The limited clinic time and pandemic resulted in the inability to
recruit more patients; efforts made by the author by visiting the site every clinic day in addition
to the diabetic educator’s schedule.
DNP Essentials Addressed
DNP Essential I: Scientific Underpinnings for Practice
The quality improvement project addressed this by improving current practice with
utilization of strong scientific foundation of knowledge to benefit the overall patient’s quality of
life and the environment. The purpose of the quality improvement project described actions and
provided effective strategies to enhance dietary choices and overall self-management of T2DM.
It also addressed the importance of incorporating cultural assessment to improve healthcare
delivery.
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DNP Essential II: Organizational and Systems Leadership for Quality Improvement and
Systems Thinking
The quality improvement project addressed the essential by improving patient and
healthcare outcomes. The project focused on the needs and health disparities of the targeted
population, the Hispanic population living in the underserved community. The utilization of
culturally-based strategies improved dietary and nutritional choices further decreased the
disparities which were low educational level, low health literacy, and limited resources. The
project demonstrated sensitivity to diverse cultures and populations, which included the
participants and providers.
DNP Essential III: Clinical Scholarship and Analytical Methods for Evidenced-Based
Practice
The quality improvement project addressed the essential through the use of evidencebased literature reviews that supports the project’s overall purpose and goal. The author had
synthesized and critically appraised existing literature and other evidenced to determine and
implement the most effective strategies to improve current practice. The author translated the
research into practice and evaluated the quality improvement methodology to promote safe
patient-centered care.
Conclusions
Research and literature reviewed highlighted the need to assess nutritional and dietary
choices among Hispanic adults with T2DM. This quality improvement project showed the
common dietary and nutritional choices among Hispanics. The culturally-based education
strategies provided alternative choices for the participants but also focused on portion sizes that
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can greatly improve T2DM management. The project also supported the need to provide
culturally-based educational tools rather than providing one for all diabetes education among the
Hispanic population. Overall, the quality improvement project showed a need to provide
culturally-based educational strategies among Hispanic adults with T2DM.
Dissemination and Future Opportunities
While this quality improvement project presented early promising results, future studies
may require longer intervention time and increased participants to implement this in clinical
practice. The project results will be disseminated by presenting the results of the project through
one on one discussion between the project coordinator, medical director and diabetes educator.
Recommendations will be also be discussed to improve current clinical practice and continuous
research.
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APPENDIX A:
CONSENT DOCUMENT (PROJECT DISCLOSUE AND CONSENT – ENGLISH AND
SPANISH)
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Project Disclosure and Consent (English)
Hi,
Please let me introduce myself. My name is Chantel Paguio. I am currently completing my Doctorate of
Nursing Practice with a specialty in Family Health at University of Arizona. I am a huge advocate of
preventative service and the management of diabetes. I am currently doing a quality improvement project
that will hopefully improve diet and nutrition choices by incorporating culturally-based strategies.
This questionnaire is to assess your current nutrition and dietary patterns. It will give the providers and
diabetes educators at Clinica Amistad additional information on how we can improve management of
diabetes by incorporating common food groups that you are accustomed to. We are fully aware that in
order to manage diabetes successfully, it is vital we are culturally competent as health care professionals.
Please fill out the following questionnaire and, once completed, this information will be utilized at your
visit. We will follow-up with you on your next visit and ask you to complete the questionnaire at that time.
Also, please put a word that you can remember at the top right-hand corner of the questionnaire given.
You will also put the same word you had chosen in the same questionnaire given for the post survey at
your next visit. The word you had chosen will serve as a way to match the questionnaires.
Your responses are anonymous. Your name will not be collected or linked to your answers. If you choose
to participate in the project, participation is voluntary, refusal to participate will involve no penalty or loss
of benefits to which you are otherwise entitled. You may withdraw at any time from the project. In
addition, you may skip any question that you choose not to answer. By participating, you do not give up
any personal legal rights you may have as a participant in this project.
For questions, concerns, or complaints about the project, you may call Principal Investigator Chantel
Paguio, Registered Nurse, Nurse Practitioner Student, 623-419-2745, chantelpaguio@email.arizona.edu.
This will serve as your agreement and consent to participate in the quality improvement project.
Thank you for your time and participation.
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Divulgación y Consentimiento del Proyecto
Hola,
Por favor, permítanme presentarme. Mi nombre es Chantel Paguio. Actualmente estoy completando mi
Doctorado en Práctica de Enfermería con una especialidad en Salud Familiar en la Universidad de
Arizona. Soy un gran defensor del servicio preventivo y el manejo de la diabetes. Actualmente estoy
haciendo un proyecto de mejora de la calidad que, con suerte, mejorará las opciones de dieta y nutrición
mediante la incorporación de estrategias basadas en la cultura.
Este cuestionario es para evaluar su nutrición actual y patrones dietéticos. Proporcionará a los
proveedores y educadores de diabetes de Clinica Amistad información adicional sobre cómo podemos
mejorar el manejo de la diabetes mediante la incorporación de grupos de alimentos comunes a los que
está acostumbrado. Somos plenamente conscientes de que para manejar la diabetes con éxito, es vital
que seamos culturalmente competentes como profesionales de la salud.
Por favor, rellene el siguiente cuestionario y, una vez completado, esta información se utilizará en su
visita. Le seguiremos en su próxima visita y le pediremos que complete el cuestionario en ese momento.
Además, por favor ponga una palabra que pueda recordar en la esquina superior derecha del
cuestionario dado. También pondrá la misma palabra que había elegido en el mismo cuestionario dado
para la encuesta posterior en su próxima visita. La palabra que había elegido servirá como una forma de
coincidir con los cuestionarios.
Sus respuestas son anónimas. Su nombre no será recogido ni vinculado a sus respuestas. Si decide
participar en el proyecto, la participación es voluntaria, la negativa a participar no implicará ninguna
penalización o pérdida de beneficios a los que tenga derecho de otro modo. Puede retirarse en cualquier
momento del proyecto. Además, puede omitir cualquier pregunta que decida no responder. Al participar,
usted no renuncia a ningún derecho legal personal que pueda tener como participante en este proyecto.
Para preguntas, inquietudes o quejas sobre el proyecto, puede llamar al Nombre del InvestigadorChantel Paguio, Enfermera Registrada, Enfermera Practicante Estudiante, 623-419-2745,
chantelpaguio@email.arizona.edu
Esto servirá como su acuerdo y consentimiento para participar en el proyecto de mejora de la calidad.

Gracias por su tiempo y participación.
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APPENDIX B:
EVALUATION INSTRUMENTS (PRE- AND POST-SURVEY QUESTIONNAIRES –
ENGLISH AND SPANISH)
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Survey Questionnaires (English)
Think about your eating habits over the past month or so. About how often do you eat each of the
following foods either at home or in restaurants? Mark an "x" in one box for each food.
How often do you eat. . .

[A] Once per
MONTH or
less

[B] 2-3 times
per MONTH

[C] 1-2
times per
WEEK

[D] 3-4
times per
WEEK

[E] 5 or more
times per
WEEK

Eggs

□

□

□

□

□

Whole milk or chocolate
milk (not low fat or
skimmed)

□

□

□

□

□

Flour tortillas (not corn)

□

□

□

□

□

Hamburgers or
cheeseburgers

□

□

□

□

□

Tacos, burritos, or
enchiladas

□

□

□

□

□

Other mixed dishes with
meat

□

□

□

□

□

Roast pork or chops, roast
beef, or steak

□

□

□

□

□

Fried chicken

□

□

□

□

□

Cheese or cheese spreads

□

□

□

□

□

Pizza

□

□

□

□

□

Refried beans

□

□

□

□

□

French fries or fried
potatoes

□

□

□

□

□

Potato chips, corn chips, or □
peanuts

□

□

□

□

Cake, sweet rolls,
doughnuts, or Mexican
sweet bread

□

□

□

□

□

How often do you use fat
or oil to fry, cook, or
season?

□

□

□

□

□

Salad dressing

□

□

□

□

□

43

To
score:
How many
As?

Total fat
score =

×0=

0-18
Very good! Congratulations.
19-24
Quite good!
25-33
Not so good.
34+
Could do better! Eat less fat and more fruits and
vegetables.

How many
Bs?

×1=

How many
Cs?

×2=

How many
Ds?

×3=

How many
Es?

×4=
Total

=

Think about your eating habits over the past month or so. About how often do you eat each of the
following foods either at home or in restaurants? Mark an "x" in one box for each food.
How often
do you eat…

[A] Less than [B] About 1
once per
time per
WEEK
WEEK

[C] 2-3 times
per WEEK

[D] 4-6 times
per WEEK

[E] Once per
DAY

[F] 2 or more
times per
DAY

Fruit juice,
□
like orange,
apple, grape,
fresh, frozen
or canned
(not soda or
other drinks)

□

□

□

□

□

Not counting □
juice, how
often do you
eat any fruit
— fresh,
canned, or in
smoothies?

□

□

□

□

□
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Green salad
(like lettuce
or spinach
salad)

□

□

□

□

□

□

Tomatoes or
salsa fresca

□

□

□

□

□

□

Vegetable
soup or stew
with
vegetables

□

□

□

□

□

□

Potatoes,
any kind,
including
baked,
mashed, or
French fried

□

□

□

□

□

□

Any other
□
vegetables,
including
green beans,
peas, corn,
broccoli, or
any other

□

□

□

□

□

Do you take vitamin or mineral supplements at least once a week?
□ Yes □ No
Age: _____ Sex: □ Male □ Female
What is your education status?
□ less than High School □ High School □ College
To score:
How many As?

×0=

How many Bs?

×1=

How many Cs?

× 2.5 =

How many Ds?

×5=

How many Es?

×7=

How many Fs?

× 14 =
Total

=÷7=

Estimated portions of fruits and vegetables per day = _________
Note: If the fat screener and fruit and vegetable screener are used separately, obtain demographic and
supplement intake information on each.
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Survey Questionnaires (Spanish)
Piense en sus hábitos de alimentación en el último mes. Con qué frecuencia ha comido los siguientes
alimentos?
Marque la frecuencia con una “X” en el cuadro para cada alimento. Incluya alimentos que comió en casa
o en restaurantes.
Con qué frecuencia come
usted…

[A] Una vez [B] 2-3
por MES o veces
menos
por MES

[C] 1-2 veces [D] 3-4 veces [E] 5 o mas
por SEMANA por SEMANA veces por
SEMANA

Huevos

□

□

□

□

□

Leche entera o leche con
chocolate (No leche semidescremada-1%-2% o
descremada)

□

□

□

□

□

Tortillas de harina (no de maíz) □

□

□

□

□

Hamburguesas o
hamburguesas con queso

□

□

□

□

□

Tacos, burritos o enchiladas

□

□

□

□

□

Otros alimentos mezclados
con carne

□

□

□

□

□

Puerco/cerdo, asado o
chuletas, o res asado, o bistec

□

□

□

□

□

Pollo frito

□

□

□

□

□

Queso o queso para untar

□

□

□

□

□

Pizza

□

□

□

□

□

Frijoles refritos

□

□

□

□

□

Papas a la francesa o papas
fritas

□

□

□

□

□

Papitas, chips de maíz, o
cacahuates

□

□

□

□

□

Pastel, roles de dulce, donas,
o pan dulce (Mexicano)

□

□

□

□

□

Con que frecuencia usa grasa
o aceite para freir, cocer o
sazonar sus alimentos

□

□

□

□

□

Aderezos o salsa para
ensaladas

□

□

□

□

□
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Para
Contar:

Grasa
Total =

¿Cuántas
As?

×0=

0-18 Es un campeón! Adelante.

¿Cuántas
Bs?

×1=

19-24 Bastante bien.

¿Cuántas
Cs?

×2=

25-33 No muy bueno.

¿Cuántas
Ds?

×3=

34+ Un poco malo. Reduzca la grasa y coma más
frutas y vegetales.

¿Cuántas
Es?

×4=
Total

=

Piense en sus hábitos de alimentación en el último mes. Con qué frecuencia ha comido los siguientes
alimentos?
Marque la frecuencia con una "X" en el cuadro para cada alimento.
Con qué frecuencia come
usted…

[A]Menos de [B]1 vez
una vez por por
SEMANA
SEMANA

[C]2-3
veces por
SEMANA

[D]4-6
veces por
SEMANA

[E]1
vez
por
DÍA

[F]2 o
mas
veces
por DÍA

Jugo de fruta, como de
naranja, manzana, o uva —
naturales, congelados, o de
lata o en aguas frescas (no
otros refrescos u bebidas
gaseosas)

□

□

□

□

□

□

Sin contar jugos, con que
frecuencia come frutas —
naturales, o de lata,
congelada o en licuados

□

□

□

□

□

□

Ensalada verde (como de
lechuga o espinacas)

□

□

□

□

□

□

Tomates o salsa fresca

□

□

□

□

□

□

Sopas de verduras o caldos
con verduras

□

□

□

□

□

□

Papas, de cualquier tipo
incluyendo horneadas, puré
o a la francesa

□

□

□

□

□

□

Algunas otra verduras,
incluyendo ejotes o

□

□

□

□

□

□
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habichuelas verdes, repollo,
elote o mazorca (maíz), o
brócoli algun otro

Está tomando vitaminas o suplementos minerales por lo menos una vez a la semana?
□ Si □ No
Edad: _____ Sexo: □ Hombre □ Mujer
Cuál es su estado de educación?
□ menos que la preparatoria □ la preparatoria □ la universidad
Para Contar:
¿Cuántas As?

×0=

¿Cuántas Bs?

×1=

¿Cuántas Cs?

× 2.5 =

¿Cuántas Ds?

×5=

¿Cuántas Es?

×7=

¿Cuántas Fs?

× 14 =
Total

=÷7=

Porciones aproximadas de frutas y vegetales al día= _________
Note: If the fat screener and fruit and vegetable screener are used separately, obtain demographic and
supplement intake information on each.
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Reference

Research Question /
Hypothesis

Amirehsani, K. A.,
Hu, J., Wallace, D.
C., Silva, Z. A., &
Dick, S. (2019).
Hispanic families’
Action plans for a
healthier lifestyle
for diabetes
management. The
Diabetes
Educator, 45(1),
87–95.

The purpose of this
study was to conduct
focus groups with
Hispanic patients with
type 2 diabetes and
their family members
who participated in a
culturally tailored,
family-based diabetes
intervention about
their action plans for a
healthier lifestyle

Qualitative
content analysis
was used to
analyze the
findings.

Sample and Setting:
Eighty-Four Hispanic
adults participated with
an equal representation
of patients with diabetes
and family members.
Most persons were
female (63.1%) and the
majority of persons
were born in Mexico.
The mean (SD) age of
participants was 44.2
(14.3) years

Benavides-Vaello,
S., Brown, S. A., &
Vandermause, R.
(2017). “Can you
keep it real?”:
Practical, and
culturally tailored
lifestyle
recommendations
by HIspanic
women diagnosed
with type 2
diabetes: A
qualitative study.
BMC Nursing, 16,
1–7

To study is to engage
clinicians in a
dialogue about ideas
on how to provide
more specific,
practical and
culturally tailored
diabetes selfmanagement
recommendations as
suggested by Hispanic
women diagnosed
with type 2 diabetes.
To provide clinicians
with patients’
perspectives of the
type of practical and
culturally oriented
guidance needed,
particularly around

Descriptive
Qualitative study
design

Sample and Setting:
Purposeful sampling
methods were used to
recruit 16 low-income
Hispanic women. The
study took place in
Rural South Texas,
unspecified specific
setting.

Study Design

Sample and Setting

Methods for Data
Collection and Data
Analysis
Patient-reported insights on
Action Plans and Goals on
healthier eating habits,
exercise, glycemic control,
coping with emotions,
family, and empowerment
and self-efficacy

Data Collection:
Observation and personal
interviews with informants
(participants) were the
primary methods for
collecting data.
Data Analysis:
The feedback gathered from
the participants were
transcribed and translated
into English.

Findings / Discussion
Six themes emerged from the
data: healthier eating habits,
increasing physical activity,
taking care of my sugar,
coping with emotions, for the
family, and empowerment
and increased self-efficacy.

The study elicited the
strategies needed to improve
diabetes self-management:
Environmental controls,
Avoiding overeating or
Stress eating, Lifestyle
changes, Family, Cooking
tips and Active selfmanagement.
Discussion:
The study showed a different
educational approach to
improve diabetes self-care
and management as it
addressed the cultural
contexts and designed the
education-based from the
strategies found.
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Reference

Research Question /
Hypothesis

Methods for Data
Collection and Data
Analysis

Study Design

Sample and Setting

Findings / Discussion

Descriptive
qualitative study
design and
Phenomenologica
l Analyses

Sample and Setting:
Nine participants (N=9),
ranging from 30 to 66
years old, with being
diagnosed with T2DM
in the last 1-7 years. The
qualitative study took
place at a
rural community health
care, no specified
setting mentioned.
7 participants
originated from Mexico
(n=7), and 2 from the
United States (N=2)
All 9 participants
preferred Spanish as
their primary language.
4 participants (N=4)
reported no formal
education four reported
2 to 12 years of formal
schooling, and one did
not respond

Participants participated in a
4-weekly educational
program that instructed on
low glycemic food choices,
meaningful glucose selfmonitoring, and physical
activity to decrease blood
glucose spikes. Participants’
feedback was recorded
during the four 2-hour focus
group sessions.
Data Analysis:
The feedback gathered from
the participants were
transcribed and translated
into English and reviewed for
accuracy by the translation
service Mest Interpreters

Results:
Glycemic Control
All participants expressed the
lack of knowledge with
controlling glycemic levels
through food choices,
awareness of glycemic
control; participants felt
empowered when they
learned blood glucose
monitoring.
Barriers to Change
Although the participants
were open to finding ways to
use diabetes selfmanagement strategies.

Sample and Setting:
Participants were either
recruited from Clínica

Data Collection:
The Vida Sana is a 13 eightweek programs, over a 12-

60% showed improvement in
metabolic glycemic control.

dietary management
of diabetes.
Brunk, D. R.,
Taylor, A. G.,
Williams, I. C.,
Cox, D. J., &
Clark, M. L.
(2017). A
Culturally
Appropriate SelfManagement
Program for
Hispanic Adults
with Type 2
Diabetes and Low
Health Literacy
Skills. Journal of
Transcultural
Nursing, 28(2),
187–194

To assess the
feasibility of adopting
a patient-centered
educational
intervention for type 2
diabetes (T2D) selfmanagement for a
Hispanic population
with low health
literacy skill

Buckley J, Yekta S,
Joseph V, Johnson
H, Oliverio S, De

Will the Vida Sana, a
lifestyle modification
education program

CohortProspective Study

Discussion:
Using a linguistically and
culturally tailored education
program, the participants
improved their understanding
in choosing low glycemic
index foods to eat,
monitoring blood glucose
levels, and using physical
activity to achieve glycemic
goals.
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Reference

Research Question /
Hypothesis

Study Design

Sample and Setting
Esperanza/Hope Clinic
or local churches. 192
Hispanic who is lowincome and uninsured
individuals who are
diagnosed with Type 2
Diabetes
Groups of 10-15
individuals were made,
ages 16-79 with mean
age of 51. The study
took place at
Clínica Esperanza/Hope
Clinic which is a free
clinic in Providence,
Rhode Island, USA.

Methods for Data
Collection and Data
Analysis
month period. The program
consists of books,
assessments designed for low
literacy and slides.
Materials provided were
written using simple 5th
grade level language.
At the start of the program, a
health literacy assessment
was conducted.
Weight, BMI, LDL
cholesterol, blood glucose
levels, blood pressure and
waist conferenced were
gathered.

Findings / Discussion

Groot A. (2015).
Vida Sana: A
lifestyle
intervention for
uninsured,
predominantly
Spanish-speaking
immigrants
improves metabolic
syndrome
indicators. Journal
Community Health,
40(1):116–12

improves metabolic
syndrome indicators
among SpanishSpeaking immigrants?

83% of the (n=69) had
improved SBP.
There is a 46% decrease in
obesity and an average of 3.6
lbs. weight loss.
60% of the total participants
(N=126) demonstrated
improvement in weight,
waist circumference, LDL
cholesterol, blood pressure.
The post-health literacy
assessment increased to
90.0% and approximately
83% improved their health
literacy.

Chan, E. K.,
Edwards, T. C.,
Haywood, K.,
Mikles, S. P., &
Newton, L. (2018).
Implementing
patient-reported
outcome measures
in clinical practice:
A companion guide
to the ISOQOL
user’s guide.
Quality of Life
Research, 28(3),
621-627.
Concha, J. B.,
Mayer, S.
D., Mezuk, B. R.,

As the patient reported
outcomes (PROs)
usage increases, a
need for clinical
guidelines
implementing PRO
needs to be established

Survey and openended questions
open for
comments

Sample & Setting:
Ten participants across
the globe with clinical
background participated
in the survey: Canada
(n = 2), Denmark
(n = 1), England (n = 2),
Holland (n = 1), and the
United States (n = 4)

Various stakeholders were
asked in implementing and
using PRO measures using
survey or telephone interview

Based on the information
provided by respondents, a
companion guide was
produced to provide an
example and considerations
when implementing PRO
measures in clinical practice

To explore how the
inquiry of culture
diabetes causation

Mixed-method
approach was
used

Sample and Setting:

First, demographic questions
were completed. Illness
Perception Questionnaire-

Results showed participants
perceive stress to be an
important contributing factor
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Reference

Research Question /
Hypothesis

Study Design

Sample and Setting
23 Hispanic/Latinos
adults that are aged 30
years old and above
with a diagnosis of
T2DM participated. The
sample was recruited
from Cross Over
Healthcare Ministry- a
free health clinic in
Richmond Virginia.
Setting was at the 2 of
the Crossover Healthcar
e Ministry clinic

Methods for Data
Collection and Data
Analysis
Revised (IPQ-R) were
provided to assess causation
beliefs. A Likert scale was
utilized when asking
participants related to
diabetes causes. Focus group
discussion was provided after
surveys.
Analysis: SPSS 21 statistical
software was used.

Findings / Discussion

& Avula, D.
(2016). Diabetes
causation beliefs
among Spanishspeaking
patients. The
Diabetes
Educator, 42(1),
116–125.

beliefs can improve
Hispanic/Latino
patient selfmanagement

for development of T2DM.
Results support that
participant’s emotional status
(stress) could be improved
through enhancing health
professionals’ cultural
competence by improving
knowledge of cultural beliefs
and skill in facilitating
collaborative patientprovider communication.

Davidson, J. A.,
Rosales, A.,
Shillington, A. C.,
Bailey, R. A.,
Kabir, C., &
Umpierrez, G. E.
(2015). Improving
access to shared
decision-making
for
Hispanics/Latinos
with inadequately
controlled type 2
diabetes
mellitus. Patient
preference and
adherence, 9, 619–
625.

To describe the
culturally and
linguistic adaptation
and Spanish
translation of an
English-language
patient decision aid for
use in supporting
shared-decision
making
Hispanic/Latinos with
Type 2 Diabetes
Mellitus.

A systematic and
cross-cultural
designed process

Sample and Setting: 10
Hispanic/Latinos adults
ranging from 31-66
years old with T2DM
The study took place in
a healthcare clinic,
unspecified specific
location

The PDA was adapted and
interviews were held to
conduct the experience,
understanding, and language
Hispanics/Latinos use to
describe their diabetes and
treatment.

The PDA underwent testing
during cognitive interviews
with ten Spanish-speaking
Hispanics/Latinos with
T2DM to ensure that the
content is reflective of the
experience, understanding,
and language
Hispanic/Latino patients use
to describe diabetes and
treatment.

Fernandez, S.,
Olendzki, B.,

Examines the validity
of a Spanish-language

Randomized
Controlled Trial

Sample and Setting:
There were 252

Baseline and 12-month
measure were collected as

LDBQ change scores showed
significantly greater change
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Reference

Research Question /
Hypothesis

Rosal, M. (2011).
A dietary behaviors
measure for use
with low-income,
Spanish-speaking
Latinos with type 2
diabetes: Latino
Dietary Behavior
Questionnaire
(LDBQ). Journal of
American Diet
Association,
111(4), 589-599

dietary behavior selfreport questionnaire
(LDBQ) for Latinos
with diabetes.

Kirk, J. K.,
Hildebrandt, C.,
Davis, S., Crandall,
S. J., Siciliano, A.
B., & Marion, G. S.
(2014). Perceptions
of culturally
competent diabetes
management in a
primary care
practice. Journal of
Cultural Diversity,
21(1), 22–28.

Do clinicians consider
the impact of culture
on diabetes
management?
This knowledge would
provide an awareness
to increase motivation
from the clinicians to
include culture with
diabetes management
care

Study Design

Sample and Setting
Spanish-speaking,
middle-aged, loweducation and lowincome. Inclusion were
18 years or older, has a
documented diagnosis
of T2DM, HbA1C>7.5
in last 7 months and
physical approval to
participate. Exclusion
were cognitive, mental
condition that would
impact participation.
The study took place at
a five-community health
center in Massachusetts

Randomized
Clinical Trial

Sample and Setting:
A random sample of
300 patients with type 2
diabetes was identified
(n=300) via a chart
review from the Wake
Forest Baptist Medical
Center. Patients are able
to participate if they are
age >50 years old and
has diagnoses of
Diabetes based on ICD
code. Wake Forest
Baptist Medical Center,

Methods for Data
Collection and Data
Analysis
part of the trial. (4 & 12
month) Exploratory factor
analysis was used to evaluate
the LDBQ reliability,
validity, and sensitivity to
change over time

The patients were assigned in
a randomized data
identification numbers to
keep all information
confidential. The participants
are to complete the DBMS
and the GGS questionnaire
consisting of eight items sent
via mail. DBMS/GGS survey
and demographic information
(age, race/ethnicity, and
payer status) were collected.
Data Analysis:
First, descriptive statistics for
demographic variables and
scale items were performed

Findings / Discussion
in dietary behaviors for
intervention group in
comparison to control group.

Results:
157 returned the surveys and
153 completed the survey
(n=153), the response of
51%.
African Americans (AA) and
non-Hispanic whites (NHW),
(91.9%, 97.0%) respectively,
reported clinicians discussed
benefits of controlling blood
sugar but did not discuss
effects of cultural issues on
glucose control (< 50%)
Discussion:
The study concluded how
there is a lack of
acknowledgment of cultural
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Reference

Research Question /
Hypothesis

Study Design

Sample and Setting

Methods for Data
Collection and Data
Analysis

Koonce, T. Y.,
Giuse, N. B.,
Kusnoor, S. V.,
Hurley, S., & Fei
Ye. (2015). A
personalized
approach to deliver
health care
information to
diabetic patients in
community care
clinics. Journal of
the Medical
Library
Association,
103(3), 123–130

To test the
generalizability of an
individual information
prescription model to
health literacy levels
and learning styles on
patients’ diabetes
knowledge

Randomized
Clinical Trial

Sample and Setting:
160 patients with T2DM
were randomized into
intervention (n=81) or
control (n=79). Diabetes
knowledge was
reassessed after 2 and 6
weeks of the study using
modified versions of the
diabetes knowledge and
subjective numeracy
scale. The study took
place at the Vine Hill
Community Clinic
which is operated by
University Community
Health Services

Modified versions of the
Diabetes Knowledge Test
and Subjective Numeracy
Scale.

Marquez, I.,
Calman, N., &
Crump, C. (2018).
A Framework for
addressing
diabetes-related
disparities in US
Latino
populations. Journa
l of Community
Health, 44(2), 412422.

To examine the
correlation and health
implications of
household food
insecurity
among Hispanic/Latin
o youth (aged 8–16
years), a high food
insecurity–risk
population.

Bivariate and
multivariate
analyses

Sample and Setting:
Hispanic Community
Children's Health/Study
of Latino Youth (n =
1,362)

We assessed the influence of
four sets of risk/protective
factors—child
demographic, acculturation,
socioeconomic, and
family/social support. We
then examined associations
between food insecurity and
four health indicators—body
mass
index, diet quality, depressio
n, and anxiety—and
used modification effects to
assess whether these
associations differed by sex,

Findings / Discussion
beliefs from the providers
such as food preparation.
Control group: no changes in
diabetes knowledge at both
follow-ups intervention
group: increased in mean
number of diabetes
knowledge after 2 weeks
until 6 weeks

High rates of food insecurity:
42% of Hispanic/Latino
youth experienced household
food insecurity and 33%
child food insecurity.
Moreover, 10% lived in a
very low food secure
household. Compared with
their food secure
peers, Hispanic/Latino
youth in food insecure
households experienced
greater parent/child
acculturative and economic
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Reference

Research Question /
Hypothesis

McCurley, J. L.,
Gutierrez, A. P., &
Gallo, L. C. (2016).
Diabetes
prevention in U.S.
Hispanic adults: A
systematic review
of culturally
tailored
interventions.
American Journal
of Preventive
Medicine, 52(4),
519-529.

Examine the
effectiveness of
diabetes education
program among the
Hispanic population
with Type 2 Diabetes
Mellitus

Page-Reeves, J.,
Regino, L.,
Murray-Krezan, C.,

To compare and
explore culturally
competent self-

Study Design

Systematic
Review

Sample and Setting

Sample and Setting:
Participants were
Hispanic population,
>18 years old. All
studies were conducted
in community settings

Methods for Data
Collection and Data
Analysis
age, household income,
parent nativity, and
acculturative stress levels.
Data Collection:
All studies evaluated lifestyle
change interventions that
aimed to reduce the risk for
Type 2 diabetes, as measured
by reduction of weight or
HbA1c.

Findings / Discussion
stress and weakened family
support systems.

Results:
Nine out of 12 studies
reported a significant
reduction in weight and two
in glucose reduction.
Interventions with the largest
effect sizes included one or
more of the following
adaptations: literacy
modification, Hispanic
foods/recipes, and cultural
diabetes beliefs.
Two RCTs measured longterm (≥6-month) clinical
outcomes and reported mean
decreases in weight of 5.5
lbs. and 8.4 lbs.
The majority (nine studies)
reported modifications for
low literacy, eight studies
included structured
community input in
intervention design, and
seven studies addressed
culturally based diabetes
beliefs or knowledge

Patient-engaged
study that
compares The

Sample and Setting: 240
adults recruited from the
two programs. Adults

Data collection include
interviews, focus groups,
survey and assessments of

The results showed how the
most culturally and
contextually situated will
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Reference

Research Question /
Hypothesis

Study Design

Sample and Setting

Bleecker, M.,
Erhardt, E., Burge,
M., … Mishra, S.
(2017). A
comparative
effectiveness study
of two culturally
competent models
of diabetes selfmanagement
programming for
Latinos from lowincome
households. BMC
endocrine
disorders, 17(1),
46.

management programs
and if they could
improve diabetes
outcomes

Diabetes SelfManagement
Support
Empowerment
Model and The
Chronic Care
Model

were over the age of 18
years old, and Latino
with T2DM. The study
took place in New
Mexico, USA

Park, S., Ayala, G.
X., Sharkey, J. R.,
& Blanck, H. M.
(2019). Knowledge
of health conditions
associated with
sugar-sweetened
beverage intake Is
low among US
Hispanic adults.
American Journal
of Health
Promotion, 33(1),
39–47.

To examine
associations between
knowledge of health
conditions and sugarsweetened beverage
(SSB) intake among
Hispanic adults.

Quantitative,
cross-sectional
study.

Sample and Setting:
One thousand US
Hispanic adults (≥18
years). The 2015 Estilos
survey data.

Methods for Data
Collection and Data
Analysis
each program. Statistical
analysis used to summarize
patient and support
characteristics. Chi-Square
and Fisher’s exact test
utilized to compare two
programs and its results.

The outcome variable was
frequency of SSB intake
(regular soda, fruit drink,
sports/energy drink, and
sweetened coffee/tea drink).
Exposure variables were
knowledge of 6 SSB-related
health conditions (weight
gain, diabetes, dental caries,
high cholesterol, heart
disease, and hypertension).

Findings / Discussion
have the best impact on
diabetes self-management

Overall, 58% of Hispanic
adults consumed SSBs ≥2
times/day and 36%
consumed SSBs ≥3
times/day. Although most
identified that weight gain
(75%) and diabetes (76%)
were related to drinking
SSBs, only half identified
this relation with dental
caries (57%) and
hypertension (41%). Even
fewer identified high
cholesterol (32%) and heart
disease (32%) as related. In
crude analyses, SSB intake
was significantly associated
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Reference

Research Question /
Hypothesis

Study Design

Sample and Setting

Methods for Data
Collection and Data
Analysis

Findings / Discussion
with knowledge of the
associations between SSBs
and weight gain, dental
caries, and heart disease;
however, after adjusting for
sociodemographic and
acculturation, associations
were no longer significant

Smith, K. M.,
Baker, K. M.,
Bardsley, J. K.,
Mccartney, P., &
Magee, M. (2019).
Redesigning
hospital diabetes
education. Journal
of Nursing Care
Quality, 34(2),
151-157.

To examine barriers
and facilitators of
integrating web-based,
iPad-delivered
diabetes survival skills
education (DSSE) into
the nursing inpatient
unit workflow.

Randomized
Clinical Trial

Sample Setting
Nurses, nurse managers,
and patient care
technicians (PCTs) from
3 medical-surgical and 2
behavioral health units
participated in semi
structured interviews
and focus groups. The
study took place at a
large urban, tertiary care
medical center in
Washington, District of
Columbia, volunteered
to participate in the
focus groups.

A total of 5 groups were
conducted to allow for
scheduling, inclusiveness,
and maximization of
participants. With the
participants' knowledge and
consent, the sessions were
audio-recorded, and both
interviewers took extensive
notes. Notes were compared
immediately following
completion of each group
session and validated with the
audio recording if
discrepancies between the
interviewers' observations
were noted

Four themes emerged:
educational program and
content; platform usability;
tablet feasibility (e.g., theft
prevention, infection control,
and charging); and workflow
considerations. Behavioral
health unit-specific concerns
were also identified. Findings
indicated that nurses and
PCTs were eager to find
approaches to deliver DSSE.

Titus, S. K., &
Kataoka-Yahiro,
M. (2019). A
systematic review
of barriers to
access-to-care in
Hispanics with type
2 diabetes. Journal

To highlight current
barriers to access-tocare for Hispanics
with type 2 diabetes
(T2DM)

Systematic
review

Sample and Setting
84 studies were
identified, 12
quantitative studies
were selected for review
remained based on
inclusion/exclusion
criteria. There were five

Barriers were placed into
three categories set a priori.

The word “barrier” was in
one study aim. Barriers
of self (92%), provider (50%
), and environment (25%)
were identified. Self-care
behaviors (diet and exercise),
individual resources (cost
factors), lack of providers
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Reference

Research Question /
Hypothesis

Study Design

of Transcultural
Nursing, 30(3),
280–290.

Vincent, D.,
McEwen, M. M.,
Hepworth, J. T., &
Stump, C. S.
(2014). The Effects
of a CommunityBased, Culturally
Tailored Diabetes
Prevention
Intervention for
High-Risk Adults
of Hispanic
Descent. Diabetes
Educator, 40(2),
202–213.

Sample and Setting

Methods for Data
Collection and Data
Analysis

research questions: (1)
What samples/settings
were included? (2)
What theories guided
each study? (3) What
were the study aims and
(4) designs? (5) What
barriers of access-tocare were identified?
To report the results of
a community-based,
culturally tailored
diabetes prevention
program for
overweight Hispanic
adults on weight loss,
waist circumference,
diet and physical
activity self-efficacy,
and diet behaviors

RCT
implementing an
intervention
obtained from
diabetes
prevention
program with an
aim to compare
the effects of the
intervention at the
5-month mark
between
intervention and
control group

Sample and Setting:
58 patients were
included in the study at
community rooms of
churches in the Tucson
metropolitan area.

Findings / Discussion
specializing in T2D, and
environmental factors affect
Hispanics with T2D accessto-care

Frequencies were used to
describe the groups, chisquare and t tests were used
to assess difference between
the groups on the
demographic tables

There were significant
changes in weight, waist
circumference, BMI, and diet
self-efficacy in the
intervention group
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