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Problem and significance. Food security is an important element in the lifespan of 

individuals, and access to healthy food is important to the quality of life in communities. 

The significance of food insecurity is reflective of a community that does not have the 

resources to provide a consistent and stable intake of healthy and nutritious meals. Food 

insecurity has been linked to chronic illnesses such as heart disease, diabetes, 

hypertension, obesity, and the level of poverty in a community. The United States of 

America reports that 50 million people suffer from food insecurity, and it is reported as 

an urgent public health problem. Rural communities of California such as the High 

Desert (HD) indicated a higher prevalence of food insecurity. Purpose. The purpose of 

this DNP scholarly project is to determine if rural communities such as the HD of San 

Bernardino County are at risk for food insecurity and if food distribution sites (FDS) 

provide an impact on access to healthy food. Methods. To determine the
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level of food insecurity in the HD, a 10-item Household Food Security Survey (HFSS) 

that has been created and utilized by the USDA and a two-item Fruit and Vegetable (FV) 

Screener was created and utilized by the National Cancer Institute. Data analysis. SPSS 

descriptive analysis was conducted to analyze the relationship among the selected 

demographics, the 10-item HFSS survey, and the two-item cup SRV survey. Results. 

Forty-nine adults from the HD who accessed the Food Distribution Site (FDS) 

volunteered to complete the survey (mean age=53, SD=15.1, range 22 to 85). Of those 

surveyed, 19 participants (24.3%) were between 60-85 years old. The overall combined 

score of the HFSS was 5.81 out of 10, indicating that the HD rural community of San 

Bernardino County suffered from food insecurity. The results of the two-item cup FV 

SRV indicated that the individuals reporting the serving size of three fruits had the largest 

increase of fruit intake after access to the FDS. Similarly, with vegetable servings, 

participants reported an increase of vegetable intake after access at a FDS. 

Conclusion/Implications for nursing. Results of the survey indicated that participants at 

the FDS reported food insecurity. Participants also reported an increase of access to fruits 

and vegetables due to FDS accessibility. As participants receive access to healthy foods 

such as fruits and vegetables, the sites offer opportunities to reach an audience to promote 

healthy lifestyle practices.  

Keywords: food insecurity, food insecurity in America and health, food banks, 

food desert in rural communities, and poverty 
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CHAPTER 1 

INTRODUCTION 

 

Background and Significance 

Food insecurity, defined as a lack of consistent access to enough food for an 

active, healthy life (Hunger + Health, 2019), has been linked to chronic illnesses such as 

heart disease, diabetes, hypertension, and obesity. Another term is food desert, which is 

defined by the USDA as parts of the country vapid of fresh fruits, vegetables, and other 

healthful whole foods, usually found in impoverished areas (American Nutrition 

Association, 2019). The significance of food insecurity in both urban and rural 

communities is that, in the United States, it is reported that 50 million people suffer from 

food insecurity, which makes it the nation’s leading health and nutrition issue (Gundersen 

& Ziliak, 2015). Rural communities in the United States have reported an increase in 

population from 4% in 2007 to 15% in 2010 (Whitley, 2015) and seek out food pantries 

for additional food due to economic distress and hunger.  

The US Department of Agriculture (USDA), the World Health Organization 

(WHO), and Feeding America define food insecurity as having limited physical and 

economic access to food utilization and an unstable and inconsistent food supply (WHO, 

n.d.). With an estimated one in eight Americans identified with food insecurity (Hunger + 

Health, 2019), it is important to assess communities of food insecurity and determine the 

need for food access in rural communities. Food insecurity can provide information on 
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the health of a community, as food insecurity is closely related to poverty; however, not 

all people living in poverty are food insecure, and people living above the poverty line 

can experience food insecurity (Hunger + Health, 2019). Households that experience 

poverty and household that are not living in poverty many have the same social 

determinants of health that affect the ability to meet the same basic needs, which include 

the ability to access food.  

Food insecurity does not exist in isolation, as low-income families are affected by 

multiple, overlapping issues like lack of affordable housing, social isolation, 

chronic or acute health problems, high medical costs, and low wages. Taken 

together, these issues are important social determinates of health, defined as the 

conditions in the environments in which people are born, live, learn, work, play, 

worship, and age that affect a wide range of health, functioning and quality-of-life 

outcome and risks. (Hunger + Health, 2019)  

This statement reflects the broad reach of food insecurity within communities, not only 

for those who are identified as impoverished but also for all living in communities trying 

to feed families with limited financial resources and access to food. San Bernardino 

County (SBC), which includes Adelanto, Apple Valley, Hesperia, and Victorville, 

California, is considered a rural community. The desert region makes up approximately 

93% of the county’s land area, and more than three-quarters (80%) of this area is vacant 

land (San Bernardino County, 2015). The San Bernardino County 2015 Community 

Health Indicators Report of 2015 (San Bernardino County, 2015) states that 0.1% or less 

of the county’s land is made up of schools, offices, and government buildings, with 

minimal availability of land with grocery stores.  
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St. Mary Medical Center’s (SMMC, 2017) Community Health Assessment listed 

access to health and obesity as top health indicators and identified obesity’s root cause as 

poor nutrition and lack of exercise (SMMC, 2017). This contributes to the HD 

community’s vital statistics being higher than the national average of heart disease, 

diabetes, hypertension, and obesity. 

The targeted audience for this DNP project is the rural community in San 

Bernardino County, which includes Adelanto, Apple Valley, Hesperia, and Victorville, 

California. Rural communities have been reported to have increased from 4% in 2007 to 

15% in 2010 (Whitley, 2015). In this same report, it was documented that Americans 

who experience economic distress and hunger looked to food pantries for additional food. 

The United States Department of Agriculture (USDA) defines a food desert as a part of 

the country vapid of fresh fruits, vegetables, and other healthful whole foods, usually 

found in impoverished areas (American Nutrition Association, 2019). The community of 

San Bernardino County by the geographic standard is considered rural. The desert region 

makes up approximately 93% of the county’s land area, and more than three-quarters 

(80%) of this area is vacant land (San Bernardino County, 2015); in addition, 0.1% or 

less of county land is made up of schools, offices, and government buildings, and the 

availability of land with grocery stores is minimal (San Bernardino County, 2015).  

San Bernardino County is considered vast and is coupled with large numbers of 

remote and unincorporated communities that provide challenges to meet the demands for 

services as the poverty level remains high (San Bernardino County Community Vital 

Signs Initiative, 2014). The HD topography provides challenges for food accessibility. 

The population for Victorville is reported at 122,312, Apple Valley 73,508, Hesperia 
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95,274, and Adelanto 34,160 (United States Census Bureau, 2018). The combined 

population of all these communities is 325,254 residents living in the HD community of 

SBC. The communities of the HD report that the population living below the poverty line 

in Adelanto is 38.5%, Apple Valley 18.1%, Hesperia 22.5%, and Victorville 23.3%. The 

national average of persons living below the poverty line is 12.3%, and the state average 

is 13.4% (Census Reporter, 2019). The poverty level average of all HD communities is 

25.6%, which indicates almost double the national average (12.3%) of individuals are 

living in poverty. Thus, there is a need to evaluate the level of food accessibility in the 

HD area.  

A report from Let’s Get Healthy California (2016) stated that 22.2% of adults 

living in San Bernardino County were not able to locate fresh fruits and vegetables 

compared to 23.4% of individuals living in California. A High Desert food distributor 

called Community Action Health Network (CHAN) surveyed the High Desert 

community, which reported challenges in healthy eating as healthy food reportedly is 

more expensive and time-consuming to prepare; when faced with a lack of time and 

money, families often opt to prepare cheaper, quicker, and unhealthy options (SMMC, 

2017, p. 30). This same report stated that lack of supermarket availability (in the High 

Desert) and low quality of fresh fruits and vegetables were barriers to access. In addition, 

residents stated that they felt that the root cause of health issues and obesity in the HD 

was linked to living in poverty or near poverty (SMMC, 2017).  

The HD is a vast and sparsely populated rural community, which makes access to 

healthy foods limited. Poverty rates and the correlation to food accessibility have been 

demonstrated in the literature as indicators of food insecurity. According to the 2017 
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Community Health Assessment Report (SMMC, 2017), the total service area (TSA) 

provides service to almost 375,000 people who have a reported income of approximately 

$50,000. Figure 1 provides the level of the community need index (CNI) based on 

national need and is indicated by zip code. The CNI centers on the five barriers to the 

social determinants of health, which include income, culture, education, insurance, and 

housing. According to this report, the CNI is used to draw attention to areas that need 

additional investigation so that health policy and planning experts can more strategically 

allocate resources (SMMC, 2017). Figure 1 indicates that Adelanto, Apple Valley, 

Hesperia, and Victorville are high-need service areas (SMMC, 2017).  

 

Figure 1. Level of community need index (CNI) based on national need. 
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The St. Mary’s report (SMMC, 2017) included a review of the hospital’s total 

service area (TSA). The TSA is comprised of both the primary service areas (PSA) and 

the secondary service area (SSA), which includes the cities of Adelanto, Apple Valley, 

Hesperia, and Victorville (SMMC, 2017). Within the PSA, 39.5% of households ages 18-

65 years of age reported income 200% below the poverty level, and 9.3% of households 

reported low-income food insecurity (SMMC, 2017). For the state of California, 29.8% 

of households ages 18-65 years of age reported income 200% below the poverty level, 

and 8.1% reported low-income food insecurity (SMMC, 2017). Chronic health conditions 

such as heart disease (ages 18+) were reported in 6%, compared to 5.9% in California; 

diabetes (ages 18+) was reported in 13.1% of households, compared to California’s 8.8%; 

overall, 23.1% reported fair to poor health in ages 18-64, compared to 19.2% in 

California (SMMC, 2017).  

The significance of food insecurity is reflective of a community that does not 

have the resources to provide a consistent and stable intake of healthy and nutritious 

meals. Further, health concerns such as diabetes and heart disease can be associated with 

food insecurity, as noted from the data retrieved from the 2017 CHNA (SMMC, 2017). 

Thus, the focus of this DNP scholarly project was to analyze the survey data and measure 

the level of food insecurity for the HD community and address the need for food access 

within the HD community.  

In response to the growing concern for food distribution, the High Desert Food 

Collaborative (HDFC) was formed in late 2016. The HDFC was designed to bring 

unification to the FDS, reduce redundancy of food distribution, allocate needed foods to 

FDS in relation to individual site needs, and provide accessibility to HD residents who 
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need food. Partnership with the HDFC also reduces the need for individual organizations 

to allocate time and costs traveling distances to pick up surplus food (High Desert Food 

Collaborative, meeting in Victorville, CA, November 20, 2017). In 2017, it was reported 

that food assistance to over 64,000 individuals from the end of January 2017 to July 2017 

was a direct result of efforts from the HDFC (De la Cruz, 2017). In June of 2019, the 

HDFC reported that services to individuals rose up to 256,442 (High Desert Food 

Collaborative meeting at The Gate Church of the High Desert, Victorville, CA, June 19, 

2019). This indicates that in the 2-year timeframe since 2017, food access for HD 

individuals has grown at least four times. The united partnership with the HDFC food 

distribution provides uniformity of tracking food assistance to the community and 

monitors the growing need of the community requesting food services.  

Rural communities experience limited resources and accessibility to healthy foods 

and are more prone to health concerns. The literature has identified food insecure 

individuals with health disparities such as birth defects, anemia, lower nutrient intakes, 

cognitive problems, and aggression and anxiety (Gundersen & Seligman, 2017). Feeding 

America conducted a survey in 2014 and found that its clients’ dietary intake had an 

impact on their development of chronic diseases such as high blood pressure and diabetes 

(Feeding America, 2017).  

The Vision 

The Victor Valley area encompasses a geographic area of more than 20,000 

square miles of land, and the High Desert region is the largest (approximately 93% of the 

county’s land area). It contains numerous remote, small, and underserved communities 

(San Bernardino County Community Vital Signs Initiative [SBCCVSI], 2014). The 
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county has a reported population of 2.09 million with 51% Hispanic or Latino, 31% 

White, 9.5% Black or African American, and 7% Asian (SBCCVSI, 2014). The 

demographics indicate a prominent minority population. The vision is to make San 

Bernardino County’s HD region a healthier community, to provide the community with 

lifelong benefits in addressing its health care needs, and to improve the quality of life of 

its residents. Food insecurity does not exist in isolation; other determining factors such as 

the environment, employment, age, spirituality, recreation, and education affect a wide 

range of quality of health outcomes. The social determinants of health and its effects on 

individual and population health of the HD community will be analyzed (Office of 

Disease Prevention and Health Promotion, 2019).  

Purpose of the DNP Project 

The purpose of the DNP project will be (a) to determine the level of food 

insecurity among individuals and/or families who participate in food distribution services 

and (b) to assess the fruit and vegetable (FV) intake of individuals and/or families with 

access to food distribution services. To obtain a knowledgeable base to answer these 

research questions, a survey will be conducted with selected FDS within the geographic 

location of the HD rural community of San Bernardino County. Three of the most 

frequented FDS will be selected and asked for permission to conduct a one-day survey 

event. This research will evaluate if residents of the HD community experience food 

insecurity due to living in a rural community and if FDS provides an impact to provide 

healthy fruits and vegetables to alleviate food insecurity.  
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CHAPTER 2 

LITERATURE REVIEW  

 

A literature review was conducted to research the significance of food insecurity 

in rural communities. The literature search reviewed scholarly journal articles within the 

past 5 years (2012-2017) before the start of this research project in 2017. The articles 

provide a foundation to identify a national and rural concern regarding food insecurity. 

The scholarly articles selected consisted of quantitative research articles and were 

selected to review past practice on similar studies involving rural communities and the 

relationship with food insecurity. In addition, health outcomes associated with poor 

nutrition and interventions that were implemented to improve food access and health 

status were also researched for use within this DNP project.  

Evidence-Based Practice Change Recommendations 

Method of Literature Review  

The purpose of this literature review was to identify the level of food insecurity as 

related to the high poverty rate for San Bernardino County and especially its HD 

community. The articles reviewed were articles that studied the impact of food 

distribution sites and the health-related aspects of food insecurity.  

Data sources and keywords. A search for current and relevant information 

regarding the impact of food insecurity within communities at risk for food insecurity 

was conducted using databases such as PubMed, EBSCO host, MEDLINE, CINAHL 
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Plus, Blackwell Publishing Ltd, PsycINFO, and SAGE. A word search using keywords 

that were relevant to the topic at hand was conducted using the following terms: food 

insecurity, food insecurity in America and health, food banks, food desert in rural 

communities, and poverty.  

Study selection: inclusion and exclusion criteria. Articles were chosen and 

reviewed based on the following criteria. Inclusion criteria were (a) peer-reviewed and 

full-text articles written in the United States, in English and within the past 5 years at the 

time of the literature review, (b) research articles that were based on food distribution, (c) 

food insecurity patterns in America, (c) barriers to food security in rural America, (d) 

non-profit efforts in community food systems, (e) survey tools that identified food 

insecurity, and (f) health outcomes from eating patterns in rural geographic areas. 

However, due to the limited articles available within the 5-year period, the data search 

was expanded to include articles from 2010 to 2017. Quantitative research articles were 

selected to reflect a narrative description of the rural population affected by food 

insecurity and how FDS impact rural communities. Articles selected were based on food 

distribution, USDA food survey questionnaire, benefits of FV consumption, and rural 

geographic areas in the United States of America.  

The exclusion criteria removed (a) qualitative research articles, (b) systematic 

literature reviews, (c) articles that were not specific to food insecurity, (d) food 

distribution or community food systems, (e) non-United States, non-English articles, (f) 

articles not specific to chronic disease process such as diabetes, hypertension, or obesity, 

(g) articles related to a specific age, (f) articles that reference policy trends, (g) articles 

not accessible electronically, and (h) articles that were 10 years old or older unless no 
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other articles were found. A review of titles based on the initial search was assessed for 

keywords that were reflective of food insecurity, poverty, nutrition assistance, dietary 

instruments, fruits and vegetables, and food distribution sites. Each article had at least 

three to nine authors, and all articles were selected and based on research studies in the 

United States. The articles selected included sources from the USDA, health systems, and 

nutritional centers, National Cancer Institute, nutritionists, or social services. Articles 

reviewed included the benefits of the SNAP program to supplement food sources for 

families living in poverty, the effects of food insecurity and food choices on health 

outcomes, survey tools that were used to assess FV intake, and how farmers’ markets 

improve FV intake in low-income populations. All articles were accessible via electronic 

websites from social science sources that were conducted in the field of selected sites of 

at-risk populations within their own communities.  

Results  

A database search was completed through seven databases, which included 

PubMed, EBSCO host, MEDLINE, CINAHAL Plus, Blackwell Publishing Ltd, 

PsycINFO, and SAGE. A total of 409,837 articles were screened, of which 409,319 

records were excluded due to duplicate articles, duplicate titles, qualitative studies, 

studies conducted outside of the United States, and abstracts that did not meet the 

inclusion criteria.  

The articles remaining (n=518) were reviewed for titles and abstracts that relate to 

food insecurity in America, barriers to food access in rural communities, non-profit 

efforts in community food systems, the assessment of food insecurity, and rural 

communities in the United States. The five articles selected were related to studies based 
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Literature Review of Articles Selected 

Using the keywords in conducting this literature review, articles addressing food 

insecurity were researched, and a 2014 article written by Harris, Aboueissa, Walter, and 

Bampton was reviewed. The authors focused on food insecurity in a rural community 

located in Lewiston, Maine. Lewiston’s community is noted with a similar population as 

the High Desert, consists of immigrants, and has a higher-than-average U.S. poverty level 

(Harris et al., 2014), which is similar to the HD community. This study was sponsored 

Health and Human Services (HHS) and was designed to identify the correlation of food 

insecurity over smaller geographic areas such as rural cities and to determine if there was 

a correlation with food access and living in an obesogenic neighborhood using the 18-

item HFSS tool. The results mapped out specific rural geographic areas in relationship to 

food insecurity (Harris et al., 2014). As Harris et al. reported, food insecurity nearly 

doubles the risk of diabetes mellitus for adults, possibly because it forces a shift to less-

expensive, calorie-dense foods (Harris et al., 2014).  

Harris et al. (2014) reported that a 2010 national study previously conducted on 

poor minorities living in an urban area researched food insecurity and found that food 

insecurity is a health hazard for those concerned. The selection of Lewiston, Maine, was 

to determine if a rural neighborhood contributed to reduced food accessibility. This is 

significant, as the current DNP project focuses on whether a rural community with a large 

minority population and a high poverty rate correlates to food insecurity and unhealthy 

outcomes.  

In the continuing efforts to locate articles studying the relationship between health 

outcomes and food insecurity, an article written by Freedman, Choi, Hurley, Anadu, and 
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Hebert (2013) was reviewed. This article was sponsored by HHS and studied the effects 

of low-income diabetics who were provided access to fruits and vegetables (FV) at a 

farmer’s market (FM). The FM was strategically located at a federally qualified health 

center (FQHC), of which the diabetics were current patients. This was an experimental 

study in which a community feedback intervention was designed to provide incentives for 

participants to purchase FV at the FQHC. Freedman et al. acknowledged a previous study 

conducted by Grimm, Foltz, Blanck, and Scanlon (2014), which identified that improving 

FV intake among Americans has proven to be difficult and provided this intervention to 

measure improvement if FV were made accessible.  

The experimental study was conducted in two parts; the first part was to have the 

FM sell onsite the produce at the FQHC once per week for 22 weeks, which was during 

the harvesting season of June to October. This provided access to the available harvest of 

produce that was grown by the local farmers. The FM was designed and made able to 

accept vouchers from Supplemental Nutrition Assistance Program (SNAP), Senior 

Programs, Women Infant and Children (WIC), and Farmers’ Market Nutrition Program 

vouchers (Freedman et al., 2013). The second part was that participants were to receive a 

maximum of two $25 vouchers to purchase FV at the FM at the completion of two 

separate surveys. The significance of this information is that additional monies for 

families in need are necessary to bridge the gap to food access. On average, one out of 

every eight Californians does not know where their next meal will come from (California 

Association of Food Banks, 2017). Statistics for California report one in five children 

(1.9 million) or 20.7% may go to bed hungry each night, which places California at the 

19th highest child food insecurity rate in the nation (California Association of Food 
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Banks, 2017). Feeding America’s (2017) Overall Food Insecurity Report indicates that, in 

San Bernardino County, there are 221,360 people who are food insecure. This equates to 

$116,966,000 additional money needed to meet food needs for food-insecure individuals 

with the cost of an average meal at $2.95 (Feeding America, 2017).  

The USDA’s 2017-2108 income-eligible guidelines state that a family of four 

would be eligible for federal programs if their income is 185% below the national poverty 

level. This means that a family of four with an annual income of no more than $45,510, 

or a monthly salary of $3,793, or $876 per week, would be eligible for federal services 

from the USDA Food and Nutrition Service.  

The survey results were analyzed using descriptive statistics that computed the 

sociodemographic characteristics of participants, FM use, and food items purchased 

(Harris et al., 2014). A similar descriptive analysis is used for this DNP project. The 

demographic results indicated the majority of the sample was African American, females, 

and older, and most were obese, which is similar to this DNP project. The study 

determined there was an increase of 1.6 servings per day of FV during the accessibility to 

the FMs and that most foods purchased during the summer and fall months were peaches, 

sweet potatoes, squash/zucchini, corn, and tomatoes (Freedman et al., 2013). This 

information is useful, as it identifies FV that are plentiful during specific months and can 

be used to anticipate simple recipes that would benefit individuals purchasing FV at this 

time. The FQHC-based FM model contributed to an increase in FV consumption at levels 

equivalent to or better than behaviorally based interventions (Freedman et al., 2013).  

As discussed in this paper, food insecurity is prevalent in the United States, and 

San Bernardino County has a higher percentage of persons living below the poverty line 
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as well as individual cities in the High Desert. Freedman et al. (2013) researched 

interventions designed to provide accessibility to FV to persons with chronic diseases 

such as diabetes, which is among the health concerns with this project’s population. 

Accessibility to an FM was located at the FQHC, which provided the patients' medical 

services and a prescription to be taken to the FM. The FM would be termed the 

“Farmacy,” as FV were prescribed for patients to purchase from the food vouchers that 

were provided to treat their medical condition (diabetes). The patients would be given 

direct access to the farmer’s market and would be able to pay with their food benefits 

card such as SNAP, Senior Programs, Women Infant and Children (WIC), and the 

Farmer’s Market Nutritional Program or with the food vouchers ($25) provided by the 

completion of the survey(s).  

The plan for implementation of the DNP project is to provide direct medical 

access such as primary care health screening staffed by Advanced Practice Nurse 

Practitioners (APNP) and/or family nurse practitioner (FNP) students. The APNP and/or 

FNP students would provide the needed health screening services and nursing assessment 

for the FDS clients to promote healthy eating behaviors and health promotion.  

The next article reviewed focused on studies on how the consumption of FV 

helped in preventing and treating obesity and diabetes for medically underserved 

individuals that included White, Black, and Hispanic adults over the age of 18 who were 

185% or below the poverty line (Lombe, Nebbitt, Sinha, & Reynolds, 2013). The study 

examined health outcomes that were diet-related such as diabetes, hypertension, and 

obesity and overall well-bring regarding mental and physical health, and it provided a 

summation of diet-related health issues, similar to the HD population.  
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In order to guide the development of this study, the Health Belief Model (HBM) 

was utilized to explain and predict the health behavior of an individual. The HBM is 

based on the assumption that, if a person was made aware of harmful health behavior, 

then the person will engage in health-promoting behavior. This DNP project will 

incorporate health beliefs and cultural patterns that can be addressed to remove barriers in 

achieving healthy change in eating patterns as presented in the previous article written by 

Freedman et al. (2013).  

Descriptive statistics were used to analyze the participant’s level of food security, 

nutrition, and health risk status using the 10-item HFSS (Lombe et al., 2016). This similar 

tool was used in this DNP project to determine the level of food insecurity in the HD 

rural community of San Bernardino County. The study was conducted by Lombe et al. 

with an ethnically diverse adult population living in poverty and living in a rural 

community similar to the adult-only population used for this DNP project. The 10-item 

HFSS is designed to assess households without asking for information regarding children 

in the household (United States Department of Agriculture Economic Research Service 

[USDAERS], 2017). The assumption is that, if an adult household answers questions that 

report food insecurity, the entire household with or without children is food insecure 

(USDAERS, 2017). The 10-item HFSS is a multiple-choice, closed-ended questionnaire 

that was designed to be less burdensome to respondents and takes about 5 minutes to 

answer.  

The significance of this research study is that it demonstrates the use of the 10-

item HFSS for underserved populations with chronic health conditions similar to the HD 

population to be surveyed. The study revealed that the Hispanic population surveyed 
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reported low socioeconomic levels, and immigrant status was related to food insecurity 

and poor dietary practices (Lombe et al., 2016). The study further revealed that there was 

a relationship of low-income Black households to limited food access and higher levels 

of diet-related illnesses such as obesity, hypertension, and malnutrition compared to non-

Hispanic Whites and other racial/ethnic groups (Lombe et al., 2016).  

Addressing the impact of FDS and food access was found in an article sponsored 

by the National Institute of Health (NIH) and authored by Yaroch et al. (2012). The study 

researched the effectiveness of dietary screeners to assess FV intake. The dietary 

screeners were used in the National Cancer Institute’s Food Attitudes and Behaviors 

(FAB) Survey, which analyzed three short fruit and vegetable screeners (FVS) and 

compared the results of the FVS with the gold-standard 24-hour (24 HR) dietary recall 

screener called the Automated Self-Administered 24 HR Recall (ASA 24). The study 

evaluated the three short fruit and vegetable screeners (FVS), which were (a) a two-item 

serving, (b) a two-item cup, and (c) a 16-item FV screener with adults using the 24 HRs 

as the reference instrument (Yaroch et al., 2012). The second aspect of the study was to 

evaluate the test-retest reliability of the screeners over a 2- to 3-week time period to 

examine how the FV estimates obtained from each of the screeners compared with FV 

estimates from two or three non-consecutive 24 HRs, which were modeled to take into 

account within-person variability (Yaroch et al., 2012).  

The two-item cup FVS was selected for this researcher’s DNP project, as the two-

item cup FVS was designed by the National Cancer Institute (NCI) to be consistent with 

the 2005 dietary guideline for Americans, which is important to assess the accuracy of 

FV consumption (Yaroch et al., 2012). The results of the survey indicated that, even 
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though the two-cup FVS may be less precise, it may provide useful information in less 

constrained situations that can be used to rank individuals with regard to FV intake 

(Yaroch et al., 2012). Yaroch et al.’s study was conducted with participants over the age 

of 18 and included a purposeful sampling of African Americas, as the study stated that 

validity and reliability studies typically use convenience sampling. The oversampling of 

households with African Americans was approved by the NCI Office of Management and 

Budget as well as by the NCI Institutional Review Boards (Yaroch et al., 2012). The 

strength of this study is that it was used with a minority population (Black), which was 

noted as 28.6% of the HD population. The second strength of the article is that it 

analyzed FVS and determined that the two-item cup FVS tool would be best suited for 

the DNP project to gauge FV consumption before and after access to FDS to give a 

baseline screening.  

The final article selected for the review was a study that was conducted as a result 

of a congressional enactment in collaboration with individual US federal tribes (Garasky 

et al., 2016). The study provides detailed and specific information necessary to determine 

tribes’ readiness to administer federal nutrition programs and identify barriers to food 

accessibility (Garasky et al., 2016). The study did not specify the rationale for this study 

within the US tribes, but it is speculated that, since US tribes live on reservations in rural 

areas set apart from towns and cities, access to food and federal food programs is limited. 

As this DNP project was conducted in the rural community of the HD, this researcher’s 

survey noted 8.2% of the participants were self-reported Native Americans. The authors 

furthered the study to determine if unhealthy outcomes correlated with a lack of food 

access. The study authors stated that challenges experienced or anticipated by tribes are 
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important to consider in assessing the feasibility of administrating nutrition-assistance 

programs for accessibility (Garasky et al., 2016).  

The study purposefully reached out to 15 FNS federally recognized American 

Indian tribes and Alaska native villages that were willing to participate in the study and 

focused on four key nutrition assistance programs: the Supplemental Nutritional 

Assistance Program (SNAP), the National School Lunch Program (NSLP), the School 

Breakfast Program (SBP), and the Summer Food Service Program (SFSP), as these 

specific FNS are common throughout the United States and can be replicated in similar 

settings (Garasky et al., 2016).  

The survey tool used as a guide was a Marguerite Casey Foundation (2017) 

Organizational Capacity Assessment Tool. The Casey Foundation helps non-profits 

identify capacity strengths and challenges and establish capacity-building goals and aids 

in grant writing. The foundation’s assistance in the administration of this large-scale 

survey was needed to reach tribes in challenging locations.  

The assessment tool was a self-assessment using multiple-choice closed questions 

developed by the research team, ensuring cultural appropriateness, removing unnecessary 

or intrusive questions, and addressing gaps identified by tribal stakeholders (Garasky et 

al., 2016). Data analysis was calculated by basic descriptive statistics for the percentage 

of the tribes with particular governance policies or with interest in particular nutrition 

programs. Subgroup cross-tabulations by tribal size were then developed to show 

differences in program administrative and operational experiences (Garasky et al., 2016). 

The calculations of the data are important to this DNP project, as the data collected by 

this researcher will be used for this DNP project. The final results of the survey were 



 

 21 

provided to the public for comments and then published in the federal register for any 

further changes based on the public comments.  

The conclusion of the survey demonstrated 90% of the tribes expressed optimism 

that significant financial assistance from the federal government would be needed for 

tribes to overcome barriers in the administration of nutrition-assistance programs 

(Garasky et al., 2016). Several outcomes resulted from this study:  

1. Tribes requested competitive pricing for EBT services such as WIC and 

SNAP (Garasky et al., 2016). The competitive pricing would provide more 

spending power for individuals from the tribe to purchase food.  

2. Enactment of Amendment of P.L. 93-63 would allow tribal management to 

use federal programs and use federal funds in accordance with tribal law, 

regulations, and procedures. 

3. Tribes requested that Food and Nutrition Services (FNS) develop tribal 

administrative regions to correspond to the national distribution of tribes, thus 

allowing food accessibility. This study was purposeful for this TRP project, as 

it focuses on a specific vulnerable population that has access to federal food 

programs yet is in need of increasing food access. This national study assessed 

the financial and government support needed to bridge the gap of food access 

to rural tribal areas. In addition, this study was conducted in a population that, 

although not stated, would be considered a population with a high poverty 

level living in a rural community with the need for food accessibility.  
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Synthesis of the Literature 

The articles selected were based on the relevance to food security in rural 

communities and the significance of healthy eating in a rural population and minority 

groups who are at risk of food insecurity. The essence of the synthesized literature 

described the wide range of food insecurity across the nation. Various ethnic groups that 

are similar to the HD community were studied for the effects of poverty, food insecurity, 

and health outcomes among ethnic populations. The survey tools such as the HFSS and 

the two-item cup serving surveys were taken into account and applied as the survey tools 

to be used in this scholarly project. Analyses of the implications extracted from the 

reviewed literature captured the results of healthy food in improved health outcomes 

within the communities. The interventions described in the literature were selected as 

potential interventions within the HD community. 

Gaps in the Literature 

The literature review consisted primarily of social work publications and 

nutritionists and government agencies such as HHS, USDA, and NCI who were seeking 

information on nutritional aspects of healthy foods and the relationship to health 

outcomes. The articles focused their research on geographic areas and ethnic groups 

(Black, Hispanic, and Native American) in relation to chronic illnesses and to food 

access. In the conduct of the literature research, it was noted that nursing publications 

were lacking in research studies. A study titled “The Woodhull Study Revisited” found 

that nurses were never cited in health nurse stories on policy and were rarely identified in 

photos accompanying articles (Mason et al., 2017). The Woodhull study identified that 

nurses are 3.5 million strong, and almost 90% are women, but they remain nearly 
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invisible when they would have been germane to the story (Mason et al., 2017). The 

percentage of nurses who are identified as sources of health-related coverage is only 4% 

of quotes and only 1% in weeklies and industry publications (Mason et al., 2017). This 

indicates a gap, as nurses provide a critically important role in ensuring patient safety and 

ensuring patients receive high-quality care (Agency for Healthcare Research and Quality 

[AHRQ], 2015).  

Collaboration and partnership with the High Desert Food Collaborative (HDFC) 

provided an avenue to bring a nurse-led approach to bridging the gap of food insecurity 

and ensuring safety in receiving high-quality care in distribution and receipt of food. The 

high-quality care reference by the AHRQ would include understanding care processes 

such as policy development, about which the HDFC board decided a memorandum of 

understanding (MOU) was needed. The MOU would serve as a framework of 

professional expectations from the HDFC board and its members. The MOU would also 

serve as the benchmark of standards that would ensure safe food distribution and 

handling along with accuracy, feasibility, and propriety standards to be adhered to as well 

as fairness and equity to food access.  

Theoretical Framework: Concepts and Constructs 

The application of Nora Pender’s Health Promotion Model (HPM) served as the 

framework to establish a series of procedures that would involve community engagement 

and interaction in the formation of a healthy HD community. Pender’s HPM defines 

health as a positive dynamic state rather than simply the absence of disease (Petiprin, 

2016). The HPM focuses on individual characteristics and experiences, behavior-specific 

cognitions and affects, and the end result of behavioral outcomes (Petiprin, 2016). The 
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variables can be modified through nursing actions, which can lead to improved health, 

enhanced functional ability, and better quality of life at all stages of development 

(Petiprin, 2016). The HPM addresses behavioral outcomes that can be derailed from 

immediate competing demands and preferences of intended actions for promoting health. 

Therefore, all the elements must be addressed in the application of the HPM in this DNP 

project to ensure health promotion in the HD community.  

Pender’s four assumptions from the HPM include the following:  

(a) individuals seek to actively regulate their own behavior, (b) individuals, in all 

their biopsychosocial complexity, interact with the environment, progressively 

transforming the environment as well as being transformed over time, (c) health 

professionals, such as nurses, constitute a part of the interpersonal environment, 

which exerts influence on people through their life span and (d) self-initiated 

reconfiguration of the person-environment interaction patterns is essential to 

changing behavior. (Petriprin, 2016, para. 3)  

Chronic disease has been linked to unhealthy food choices, poverty, and 

geographic areas that are targeted as having high food insecurity. Providing food 

accessibility to a rural community will help to reduce chronic illnesses such as 

hypertension, diabetes, and obesity, which are prevalent in the HD. A study by 

Gundersen and Seligman (2017) found that food pantry clients with diabetes showed 

improvements in blood sugar control, dietary intake, diabetes, distress, and medication 

adherence after receiving diabetes support at the food pantry (Gundersen & Seligman, 

2017).  
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CHAPTER 3 

METHODS 

 

Research Design 

This project utilized a quantitative, descriptive design, in which the independent 

variable was the food distribution sites and the dependent variable was the level of food 

security and the impact of food distribution sites (FDS) on the accessibility of fruits and 

vegetables. The sample size was a total of 49 adult male (20) and female (29) participants 

18 years of age and older. Initially, 50 adult participants were to be selected, but due to a 

calculation error during the survey process, only 49 adult participants were selected. 

Approval from the Azusa Pacific University Institutional Review Board (IRB) was 

obtained prior to the collection of data.  

Setting 

The setting for this scholarly project was FDS within the primary service area 

(PSA) as discussed in St. Mary’s 2017 CHNA. The three FDS were selected based on the 

frequency of usage from the community.  

Sample 

The sample size selected for this study was 49 participants based on the 

recommended sample size of 30 as the general number of how many participants should 

be in a group for a research study (Salkind, 2012). The additional 19 participants were 

included to bring the needed accuracy for the amount of variability within groups 



 

 26 

(Salkind, 2012) and to account for any surveys that may not have been completed. The 

total responses to the survey were 20 males and 29 females.  

Inclusion and Exclusion Criteria 

The inclusion criteria included males and females age 18 years of age and over, 

residing in the HD community who access the FDS and are willing to participate in the 

survey. If an individual was not able to read or write English and/or Spanish, he or she 

was still invited to participate, as RAs were available to assist in reading the survey 

forms. Exclusion criteria were only if a potential participant did not want to participate or 

if he/she spoke/understood a language other than English or Spanish.  

Ethics and Human Subjects Protection 

In order to protect and ensure ethical and human subject protection, the PI and the 

RAs underwent the Collaborative Institutional Training Initiative (CITI, 2019). 

Certificates of completion were obtained and presented to APU’s IRB committee for 

approval for the RAs to participate in the survey process (Appendix A, B, C, and D). The 

CITI training included training on the protection of human subjects, ethical issues, 

cultural considerations, informed consent, privacy and confidentiality, and federal 

regulations.  

The FDS and researchers were advised that the purpose of the surveys was to 

assess the level of food insecurity in the HD community and to determine if FDS 

provides food accessibility. Each participant was advised that the survey was voluntary, 

anonymous, and not subject to withholding any receipt of food access. The only 

indicators on the survey were a two-digit number indicating the number of the participant 

and the participant’s residential zip code. Participants were advised of the benefits in their 
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participation in the survey as a voice to their current food accessibility needs. No 

monetary incentives were offered or requested for participating in the survey.  

Recruitment of Research Assistants 

Research assistants were selected based on their residency in the HD and 

commitment to public service. Two of the three research RAs have volunteered at the 

HDFC, and the third RA had worked as a community health worker (CHW) for San 

Bernardino County Department of Public Health and had prior certification as a Spanish 

speaker translator. The availability and accessibility of a Spanish speaker to assist with 

the survey provided equity for HD residents who spoke and read-only Spanish. Prior to 

the actual start of the survey collection, the RAs were reminded of the survey collection 

process.  

Procedures for Data Collection 

The FDS were advised of the purpose of the survey in July of 2019 prior to the 

IRB application to be sure that the FDS would grant permission to conduct the survey. 

Once letters of support from the selected FDS and IRB approval were obtained, each 

FDS was provided a colored 18” by 24” flyer. One flyer was in English (Appendix E), 

and one flyer was in Spanish (Appendix F). Each poster was posted at the entrance of 

each FDS for maximum visibility. In addition to the flyers, 50 colored letter-sized flyers 

written in English and 10 in Spanish were handed out at each of the three FDS and given 

to participants to be advised of the pending survey study. The literacy level for the flyers 

was the fifth-grade reading level. Details of the survey, date of the survey, and the 

purpose of the survey were indicated on the flyers. Spanish flyers and survey instruction 

sheets were reviewed by the Spanish-speaking RA who was previously certified as a 
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Spanish-speaker translator with San Bernardino County Department of Public Health. 

The FDS and the potential participants were made aware that there was no obligation to 

participate, but their input would be used to identify geographic areas of need for food 

assistance and to measure the need for accessible food in the HD.  

Data collection began on the day of the recruitment of the potential participants 

(PP). On the day of the survey, the three RAs and the PI arrived 1 hour prior to the 

opening of the FDS to set up the demonstration and seating table for the survey. 

Participants who visited the FDS were approached and read the prepared recruitment 

letter (Appendix G English and Appendix H Spanish) that informed the PP of the 

voluntary survey and that the survey may be stopped by the PP as desired. Once the PP 

agreed to the survey, the PP was provided an informed consent, which reviewed the 

purpose of the survey and explained the participant’s rights completing the survey, and 

the name of the research integrity officer was provided (Appendix I English and 

Appendix J Spanish). A survey packet was provided to each PP, and the residential zip 

code was written on the packet. Each packet contained a demographic survey (Appendix 

K English and Appendix L Spanish), an HFSS (Appendix M English and Appendix N 

Spanish), and the two-item FV cup SRV survey (Appendix O English and Appendix P 

Spanish). It was noted that the participants preferred to stay in line and felt comfortable 

answering questions in line even though they were assured they would not lose their 

place in line. The table of freshly cut FV in recommended serving sizes was on display 

along with handouts from the American Heart Association (Appendix Q English and 

Appendix R Spanish) website and MyPlate (Appendix S English and Appendix T 
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Spanish) and the recommended serving sizes as presented in the Yaroch et al. (2012) 

study (Appendix U English and Appendix V modified Spanish version).  

The PI was available to answer any questions during the survey process but was 

not involved in the actual recruitment process to eliminate any undue influence upon 

participants. Additionally, if an individual was physically or visually impaired, assistance 

was provided to complete the survey. Once the participant agreed to participate in the 

survey, the RA would go to the PI who was located away from the food distribution line 

and the FV table. The PI would then record the number on each survey in chronological 

order to keep track of the surveys distributed at each site. The RA would return to the 

participant with the numbered survey to begin the survey process. The RA would invite 

the participant to the FV table, which was located away from the FDS line, to sign the 

informed consent to begin the survey process (demographic, HFSS, and FV). The 

participants did not leave the FDS line and opted to stay in line to complete the survey 

process, even though they were advised that they would not lose their place in line.  

As each informed consent and survey was completed, it was placed in a large 

manila envelope with each FDS name. Once the survey instruments were completed, they 

were placed in a locking file box and transported by the PI to a secure location. This 

ended the survey process.  

Translation of the survey tools was conducted via an online English-to-Spanish 

translation tool (https://www.bing.com/translator?ref=TThis&&text=&from=en&to=es). 

The website provided English-to-Spanish translation along with the audio to hear the 

translation, in case the Spanish translator was unable to be present or if there were 
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multiple Spanish speakers. The Spanish-speaking RA reviewed the Spanish forms to 

ensure correct verbiage was used for the survey process.  

The estimated number of surveys that were targeted for completion at each site 

was 20 for the Lord’s Table, 10 at Another Level for Women, and 20 at High Desert 

Translation Living. Once the surveys were completed, each site’s survey was placed in a 

large sealed manila envelope with the site name and date of completion. Informed 

consent forms were placed in a separate large manila envelope. Each packet was placed 

in a locked metal file box and stored at the High Desert Regional Campus’ nursing office 

until surveys were completed and ready for statistical analyses.  

Data Collection Tools  

Demographic Data Survey 

The demographic survey was constructed to collect data on the general overview 

of the HD community. All participants provided their residential zip code, which was 

used to determine geographic food-insecure areas. Determining the level of food security 

based on geographic location will help pinpoint underserved communities in surveyed 

areas. General demographic information included gender, age, ethnicity, education level, 

employment, income, miles traveled to the nearest grocery store if a participant 

purchased from a convenience store, and the principal form of transportation.  

The information compiled for the demographic profile provided an overview of 

the age of participants who came to the FDS. The educational and employment 

information provided indicators of what is needed to provide educational services and 

what job training is needed to increase economic growth and stability in the HD 

community. The information on miles to the nearest grocery store, convenience store 
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purchases, and principal form of transportation provided information on the need for food 

accessibility.   

Household Food Security Survey (HFSS)  

The HFSS tool was first created in 1992 by the USDA in response to the National 

Nutrition Monitoring and Related Research Act of 1990. This act was required by the 

Secretary of Agriculture and the Secretary of Health and Human Services for the USDA 

to prepare and implement a 10-year plan to assess the dietary and nutritional status of the 

United States population for the purposes of research and development, nutrition 

monitoring, fostering national nutrition education, and establishing dietary guidelines 

(Congress.gov, n.d.). As has been previously discussed, reduced access to healthy foods 

has been determined to have linkage to chronic diseases such as hypertension, diabetes, 

and obesity (Lombe et al., 2017). The development of the HFSS began as a joint venture 

with an initial analysis of the 1995 data in Household Food Security in the United States 

and the 1994 Technical Report of the Food Security Measurement Project (USDAERS, 

2017). 

The HFSS tool has had several revisions throughout the years (2006 to 2012) 

based on recommendations from the Committee on National Statistics (USDAERS, 

2017). The 2006 revisions included (a) standardization of wording referencing 

insufficient food access to read, in part, “because there wasn’t enough money for food,” 

(b) a change in question order to group child-referenced questions to follow the 

household- and adult-referenced questions in order to reduce cognitive burden on 

respondents, (c) follow-up questions to the food sufficiency question were omitted, (d) 

questions were to be consistent with current practice, and (d) new labels for food security 



 

 32 

and food insecurity were introduced by the USDA. Further revisions occurred in 2008 

correcting errors in coding responses, and in 2012, revisions corrected skip specifications 

of not eating for a whole day due to an insufficient amount of money to buy food.  

The HFSS has three different (18-item, 10-item, and six-item) household food 

security versions. All three are based on similar questions, but the 18-item HFSS has 

eight additional questions specific to determine food security with children. An advantage 

of asking the 18-item HFSS is that it improves the comparability of food security 

statistics between households with and without children and among children in different 

age ranges (USDAERS, 2017).  

The second version is a 10-item HFSS, which takes less time and respondent 

burden and still provides comparability of food security statistics between households 

with and without children (USDAERS, 2017). Children-related questions can be sensitive 

for certain households, and this burden was avoided during the initial survey process. The 

third version is a six-item FVS (HFSS), which only asks three questions to reduce the 

burden for households with no food access problems; it is less precise and somewhat less 

reliable than 18-item HFSS and does not measure the most severe levels of food 

insecurity (USDAERS, 2017). As this research proposal was designed to access food 

insecurity, the six-item HFSS would not have been useful; therefore, the 10-item HFSS 

was ideal for determining the level of household food security. All HFSS tools are free of 

charge and available in either PDF or Microsoft Word and available in English and 

Spanish.  

Chosen for this DNP project was the 10-item HFSS, which can take up to 5 

minutes to complete and reduces respondent burden. Additionally, if there are households 
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that have children, the 10-item HFSS can still measure food security levels without 

asking specific questions to families of children. Future benefits to the HFSS survey 

questions are the modification from a 30-day reference period to a year reference period, 

which will be used in future surveys to determine long-term access to food services 

(USDAERS, 2017).  

Fruit and Vegetable Screeners (FVS) 

The second measurement tool used for this DNP project was the two-item fruit 

and vegetable screener (two-item FV cup SRV), which was constructed from the 

National Cancer Institute’s Food Attitudes and Behaviors (FAB) Survey study of 2003. 

The FAB study was used to assess the best correlates of FV intake among a sample of US 

adults (Yaroch et al., 2012). The National Cancer Institute (NCI) was investigating the 

validity and reliability of three short FV screeners (FVS) and comparing the results of the 

FVS with the gold standard 24-hour (24 HR) dietary recalls. The validity and reliability 

of the FVs were compared with the 24 HR food recall called the Automated Self-

Administered 24 HR Recall (ASA 24). The study evaluated the three FVS, which were 

(a) two-item SERVING, (b) two-item CUP, and (c) a 16-item FV screener. The FVS used 

the gold-standard 24 HR to assess the validity and reliability of the FVS (Yaroch et al., 

2012). The second aspect of this study was to evaluate the test-retest reliability of the 

screeners over a 2- to 3-week time period and to examine how the FV estimates that were 

obtained from each of the screeners would compare with FV estimates (Yaroch et al., 

2012).  

The results of the survey indicated that, even though the two-item cup FVS may 

be less precise, it would provide useful information to rank individuals with regard to FV 
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intake and would reduce participant burden (Yaroch et al., 2012). Questions for the two-

item cup FVS consisted of two items: (a) “about how many cups of fruit (including 100% 

fruit juice) do you eat or drink each day?” and (b) “about how many cups of vegetables 

(including 100% vegetable juice) do you eat or drink each day?” (Yaroch et al., 2012).    

Modifications for this DNP project included using similar questions but also 

asking participants their weekly FV access before FDS and after access to FDS rather 

than daily. The questionnaires were provided in English and Spanish and solicited a 

reflective response of participants’ perception of FV intake. This tool has been used to 

track changes in FV intake in specific population groups, specifically in the adult 

population and diabetics within the African American population (Yaroch et al., 2012). 

The NCI FV screener can be used in future studies to measure the impact of FDS with 

FV consumption in reducing food insecurity within a minority population.  

Demographic Data Survey Scoring 

Scoring for the data collected used descriptive analysis to measure the percentage 

of responses from each participant.  

HFSS scoring. The determination of food insecurity was based on a Likert scale 

from zero to 10 based on the number of affirmative responses with households with no 

children present. For households with no child present, 

 Raw score zero: High food security 

 Raw score 1-2: Marginal food security 

 Raw score 3-5: Low food security 

 Raw score 6-10: Very low food security 
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Households with high or marginal food security are classified as food secure. Those with 

low or very low food security are classified as food insecure (USDAERS, 2017). Each 

participant was asked for his or her residential zip code to determine the geographic 

location of the food insecurity level (see Appendix W for food insecurity levels). The 

questionnaire responses were analyzed using the Guide to Measuring Household Food 

Security codebook provided online by the USDA (USDAERS, 2017). 

Two-item cup FVS scoring. The scoring of this survey was done on a Likert 

scale. Each response was scored zero to five in the responses of serving amounts the 

participants stated they consumed.  

Data Analysis 

Data Analysis-Statistical Procedures to Answer the PICO(T) Question 

Data were processed and analyzed using SPSS version 26. The data from the 

demographic survey were coded using a numerical value and cross-checked using a 

codebook for each of the surveyed responses. The same process was used for the 10-item 

HFSS and the two-item FV cup SRV. A descriptive analysis using percentages and 

frequency was used to analyze each survey score to gain a comprehensive overview of 

the social demographics for the HFSS and the two-item FV cup SRV. After consultation 

with Matthew Rabbit, who is a USDA research economist and who has knowledge of the 

HFSS, question HH1, which asks (in part) to describe the food eaten in one’s household 

in the past 12 months as reflective of the level of poverty in the HD community, was 

omitted from the survey (M. Rabbit, personal communication, July 23, 2018). 

Frequency tables were used to separate demographic information such as 

percentage for zip codes, gender, age, children in the household, ethnic background, 
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educational level, employment status, if worked part or full time, income, number of 

times food was received, miles traveled to the grocery store, if purchase food from a 

convenience store, and primary mode of transportation. The HFSS distribution data were 

analyzed by the same process, and identification of level of household food situation was 

analyzed, such as if food lasted for the month, if meal sizes had to be cut due to food 

shortage and, if so, how often, if the household went hungry due to not enough food and, 

if so, how often this occurred. The two-item cup FVS responses were analyzed using the 

same process to determine if there were any noted increases in FV servings after 

participants accessed FDS. The statistical procedures were used to answer the first part of 

the research question: do the residents of the HD community experience food insecurity 

due to living in a rural environment (poverty, education, accessibility of food)? The 

second part of the research question is do FDS provide an impact to provide healthy fruits 

and vegetables to alleviate food insecurity?  

Timeline: GANTT Chart  

A table has been provided to indicate the progression of the implementation 

timeline for this research project. A PowerPoint presentation detailing the DNP project 

was presented to the DNP committee. Upon committee approval, an expedited IRB 

approval was done prior to the implementation of the project. The FDS were contacted to 

schedule a date for the survey. Once the days were identified, the PI consulted with the 

RAs on their availability for conducting the survey. Posters in English and Spanish were 

constructed and posted in general view of each FDS with the date and time of the 

upcoming survey. On the day of the survey, the RAs and the PI had an estimated 20 
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surveys to complete at the Lord’s Table, 10 surveys at Another Level for Women, and 20 

surveys at High Desert TLC church (see Table 1).  

Table 1  

Implementation Timeline  

Project Task 2017 2018 2019 

Presentation of TRP project 

to the committee chair 

Winter   

Discussion with Proposed 

Research Sites 

 Summer  

Present Proposal Defense  Summer  

Submit to the IRB  Fall   

Visit surveying sites and 

explain the purpose of the 

proposal 

 Fall   

Visit surveying sites 2 weeks 

prior to the start of the 

survey to gain the trust of 

participants 

  Winter 

Survey of participants 4 

weeks after contact with 

surveying sites  

  Fall  

Disseminate survey 

information with HDFC and 

interpret results of the survey 

to determine additional FDS 

and measurement of FV 

consumption  

  Fall  

Present results of the survey 

to HDFC and participating 

FDS  

  Fall  
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Organizational Involvement and Application of Theoretical Framework 

The application of Nora Pender’s Health Promotion Model (HPM) served as the 

framework to establish a series of procedures that would involve community engagement 

and interaction in the formation of a healthy HD community. The data collected were 

used to solicit support from San Bernardino County’s FQHC and St. Mary Medical 

Center in providing primary health care services in conjunction with APNP and/or FNP 

students. In the HD community, there are two FQHC near the FDS surveying sites 

located in the cities of Victorville and Adelanto. As the cities are located in the HD, the 

accessibility of healthy food is restricted due to the vast topography of open spaces and 

transportation limitations. Incorporating FQHC with simultaneous food accessibility, 

such as partnership with FMs to provide local farmacies in conjunction with health 

services, will involve FDS participants and community stakeholders to follow Pender’s 

HPM to bring about the transformational environmental change. The end result of the 

HPM will encourage the community to a plan of action and encourage health-promoting 

behavior. 

Identification of Stakeholders 

One of the first steps of this DNP project was to engage stakeholders during a pre-

evaluation phase. Community collaboration was sought in the HD community, and a 

questionnaire was sent out to known members of FDS. The formation of the HDFC came 

about from a series of meetings known as the Food Resource Summit held in city of 

Victorville meeting rooms. The meetings began in early 2016 and were attended by local 

food providers from pantries, soup kitchens, food distribution programs, community-

based organizations, and faith-based organizations. The information received was 
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assessed, analyzed, and summarized with all audience members present and then ranked 

in importance. The input collected from the meetings described the needs of these 

foodservice providers and served as a platform for the High Desert Food Collaborative 

board and future members.  

The medical providers such as St. Mary’s Medical Center and Kaiser Permanente 

Fontana were the forerunners in the development of medical services in the HD. As the 

HDFC grew, San Bernardino County’s first district supervisor’s office regularly attended 

the HDFC meetings, as did city representatives from Adelanto, Apple Valley, Hesperia, 

and Victorville. As local and county governances expressed interest in the success of the 

HDFC, so grew the interest of local grocery stores and restaurants that wanted to 

participate in supplying food for distribution.  

The HPM’s focus is on health behavioral changes that should result in improved 

health, enhanced functional ability, and better quality of life at all stages of development 

(Petiprin, 2016). As illustrated in Figure 3, Pender’s HPM focuses on the environmental 

conditions of an individual/family and community and their healthy interactions with 

each other. The steps of the HPM include individual characteristics and experiences that 

include an individual’s prior behavior (Petiprin, 2016). Within this DNP project, this step 

engaged the FDS participants to participate in the survey process and provided an avenue 

to tell their story of previous food accessibility and current eating habits that are affecting 

their lives. The selection of the HPM incorporates HD participants and their 

environmental factors that contributed to the health status of the community. The HPM’s 

first step focuses on prior related behavior (lack of food accessibility), and the second 

step—which will be implemented after the completion of this project—focuses on 
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personal factors that include biological, psychological, and sociocultural (Petiprin, 2016). 

This would include individuals participating in health screening services to be provided at 

the FDS and receiving education on healthy behavioral changes for adults, children, and 

future generations. The development of self-care with the tools provided by the APNP 

and FNP students would provide generational health care for the HD community.  

 

 

Figure 3. Pender’s health promotion model. 
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Application of the Theoretical Framework Phase 1 

The initial phase (Figure 3) application of Pender’s HPM began with the 

identification of the community’s characteristics and experiences. This was done by the 

acknowledgment of the participants’ interaction with their environment in relation to the 

transformation of food accessibility in the HD community (Petiprin, 2016). For the 

purpose of this DNP project, this initial application of the HPM (prior related behavior) 

was the measurement of data with the demographic survey to measure the perceived 

barriers to action to food access such as transportation, distance to purchase food, and 

economic factors. The next step was to use the 10-item HFSS as a measurement guide to 

determine the level of food security in the HD community. The third step was to use the 

two-item FV cup SRV survey to measure the access of FV before and after the utilization 

of FDS. Based on the results of the FDS providing food access, local farmers are 

encouraged to provide FV at local FMs and community gardens that would be located in 

conjunction with medical services. Attracting FMs and connecting with health care 

providers would empower local citizens to take charge of their food choices and health 

outcomes, as the participants would become familiar with providers for medical 

screenings.  

The data results can be used to indicate quantifiably the need for food 

accessibility in the HD. Within the initial application of the HPM, self-efficacy is the 

provision of data results of the survey tools, as this provides FDS participants a better 

understanding of their food security level. The data can be used to provide the foundation 

for the HDFC to access grants for an increase of food resources and improvement of food 

availability of grains, dairy, and fresh, lean meats to help reduce obesity.  
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Expected Barriers 

As with any plan, there were potential barriers to be considered. The community 

was made knowledgeable of the perceived barriers to action and encouraged to self-

advocate to proclaim the need for culturally appropriate foods for the diverse ethnic 

population and medical conditions such as diabetes and for seniors with chronic illness. 

The community was mobilized to self-advocate in preparation to write letters to local 

officials and government entities and speak publicly before local governances.  

St. Mary’s Medical Center and/or Kaiser Permanente Fontana may not have had 

the resources available to provide an APNP for this project. Another potential barrier was 

that people may not trust or believe that future health care screenings would be 

consistently available, though continuity of health care services at regularly scheduled 

times and locations will be provided to the community. Health care services will be 

provided at the FDS that the community is accustomed to attending, and health care staff 

will be made available to familiarize themselves with the community.  

Project Implementation Plan Phase 2 

The data collected and analyzed will provide the foundation to develop the future 

second phase (Figure 3) of the HPM focusing on personal factors such as biological, 

psychological, and sociocultural. This includes interpersonal influences from family, 

peers, and providers (Petiprin, 2016). The second step will be conducted by the 

incorporation of participants in focus groups to (a) discuss perceived environmental 

changes needed within their communities, (b) encourage development of self-advocacy 

groups to discuss needs to local governances such as city council meetings, and (c) 

conduct health education seminars with the community and develop health care plans 
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specific to the community cultural groups, which encourage generational life-span health 

care practices. 

Within the second step will be to provide situational influences that are based on 

the incorporation of the nursing process, which begins with the assessment phase 

(analyzing the data of the community), providing a diagnosis of the community (results 

of the survey tools), developing the planning phase specific to goals that would manifest 

a healthy community, implementing services (this step is done by incorporating primary 

health care services), and evaluating (done with follow-up at regular intervals of health 

screenings in conjunction with survey tools to measure food security and access to 

healthy foods).  

Educational seminars will be located at the FDS and the local physician’s office 

to provide health information designed to incorporate healthier recipes as provided by the 

participants. The reconstruction of the recipes into healthier versions will be done with 

participants and health care providers to ensure the empowerment of participants to take 

charge of their health. Care will be taken to ensure the recipes are made with the cultural 

aspects of the patient’s background coupled with the desire to eat healthier versions of 

those food choices.  

The training of FNP students will be done in conjunction with the APNPs, as 

basic health care screening procedures will be taught. A policy and procedure manual 

will be developed and provided to the APNPs and FNP students to establish a baseline 

for services to be provided and referral sources that are available for participants who 

need additional medical care and resources for health care coverage such as Medi-Cal or 

Medicare. APNP and FNP students can be utilized and trained to deliver primary care 
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services at FQHC and connect health services (diabetic screening and management) with 

healthy eating behavioral changes among the various cultural groups. This preventative 

health care approach benefits the HD community, as Pender, Murdaugh, and Parsons 

(2002) described health professionals intervening only after people develop acute or 

chronic diseases and experience compromised lives. It is hoped the engagement of 

nursing services with the FDS participants will provide a behavioral change and an 

avenue for generational life-span health care improvements. This can provide 

intervention before chronic diseases have compromised the lives of a child and anyone 

else who has not experienced compromised health conditions and also assist those who 

have experienced compromised health due to chronic disease. The last step in the HPM 

provides a self-initiated reconfiguration of the person-environment interactive patterns 

that are essential to changing behavior (Petiprin, 2016). Participants from the FDS and 

community stakeholders will be involved in the incorporation of prior behavior, personal 

influences, and interpersonal influences as described in Pender’s HPM to bring about a 

health behavioral change. Behavioral change is encouraged by providing food access 

such as FMs to the community and encouraging local farmers to continue to grow fresh 

produce as well as community gardens located in conjunction with medical services.  

Health care screening will be provided at the FDS in conjunction with St. Mary’s 

Medical Center and nurse practitioner students. The benefit of attracting health care 

providers to provide health care services within the community at FDS is to provide 

health and food services in a one-stop area. This provides accessibility to participants to 

improve health outcomes as the participants become familiar with the providers for 

medical screenings and can incorporate better compliance.  
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Self-advocacy groups will be developed to bring to local governances during city 

council meetings to discuss the needs of the community such as health education 

seminars. Health education seminars will be conducted by nursing services specific to 

ethnicity and culturally sensitive to age and medical needs. Health care plans will be 

developed that would encourage life-span health care practices. 

Evaluation Plan for Project Implementation 

Formative Evaluation 

In order to effectively evaluate this DNP project, the Centers for Disease Control 

and Prevention (CDC) evaluation approach was implemented. The CDC evaluation 

framework is noted as an effective program evaluation that systematically provides a way 

to improve and account for public health actions by involving procedures that are useful, 

feasible, ethical, and accurate (CDC, 2017).  

Overview of the Program 

During the formative phase of the stakeholder engagement, regularly scheduled 

HDFC board meetings were held. The meetings were scheduled every first Wednesday of 

the month to provide continuity of care and to form a strong strategic planning system. 

Collectively, board members review progress, updates, and concerns of the collaborative 

such as equitable food accessibility, providing food to FDS free of charge, and ensuring 

safe handling and reporting procedures of food distribution. Every 2 months, general 

HDFC meetings are held for all HDFC board members and general members to review 

the updates that were discussed at the board meetings. All involved are provided with 

educational updates of services that are useful to the HDFC such as social service and 

government assistance programs, productive reports, updates on policies that influence 
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the HDFC, and updates on safe food handling and training. The pre-project design for 

this DNP project was based on the assumption that FDS have an impact on providing 

healthy foods, which improves health outcomes for HD residents. The HD Victor Valley 

community has an overall poverty rate of 25.6%, higher than to the overall poverty rate 

for the state of California of 13.4% and of 12.3% for the United States of America 

(United States Census Bureau, 2017).  

A survey was developed by this DNP student to conduct onsite visits with current 

collaborative members to ensure food was stored and distributed based on USDA 

standards. This included refrigeration/freezer temperatures and storage of dry goods. It 

was noted that what was lacking was a formal agreement with HDFC board members and 

a memorandum of understanding (MOU) for the entire collaborative. This DNP student 

was provided the opportunity to research other food collaborative organizations for their 

MOU frameworks. During this process, it was noted that MOU templates were not 

available; the main food distributors in the HD (Community Action Partnerships of San 

Bernardino County-CAPs) advised that this HDFC would be the first to develop an MOU 

template.  

The first step in the 2017 MOU development process was to ensure the 

distribution of food is consistent with all FDS in the HD and food resources are not 

duplicated for best efficiency. Collaborative members were advised of their expected role 

within HDFC and what they could expect from the HDFC board. This included but was 

not limited to ensuring education and compliance with USDA standards of temperature 

and food storage guidelines. A free ServSafe course was provided to members; however, 

few responded to the free training, so future training will be sought. ServSafe is a training 
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that includes food safety and is administered by the National Restaurant Association 

Educational Foundation (NRAEF). The benefit of FDS being certified by ServSafe is that 

compliance regarding concepts of food safety can ensure safe food distribution to all 

participants (Thornhill Training, 2019). The 2017 MOU was distributed to the 

collaborative via Google Drive for all members to note comments and concerns prior to 

the final voting of the MOU. A membership meeting was called, and all members who 

attended were provided additional time to discuss any concerns. Final agreements were 

discussed again prior to the final vote.  

Summative Evaluation 

The summative evaluation process involves ongoing checks and balances to 

ensure all HDFC members are in compliance with policies and procedures that would 

ensure equitability and compliance with food handling safety. This process will be 

ongoing past the implementation of this DNP project. The 2017 MOU has been 

implemented, and review of current membership and review of the 2017 MOU is in place 

for members to reflect in 2019 any updates to the current MOU for consideration. 

Members who initially signed the 2017 MOU will be vetted to verify active membership 

and compliance with the required data collection of food distribution and demographic 

information of participants served. This information will provide documentation to the 

collaborative of the need for food for distribution. Members who are not noted to be 

active with compliance will be contacted and removed if they do not desire to participate. 

The reasons for discontinuation of membership vary but may include no longer in 

business to distribute food or lack of ability to pick up food due to transportation. Once 
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an organization wishes to be removed, potential members who were vetted will be 

allowed into the HDFC and sign the current MOU.  

In order to keep up with the current and future demands of food access, there is an 

ongoing search for new food resources from local community sources. These sources 

include local stores such as Stater Bros., Walmart, local restaurants, and Costco. The 

advantage of local grocery stores and restaurants is that food will be fresher and have a 

longer shelf life for distribution and consumption. However, some organization’s policies 

prohibit distribution without corporate approval and are in need of training to make these 

policy changes.  

Meetings with HDFC board members will occur every other month to include 

local governances such as San Bernardino County Public Health Vital Signs, the First 

District supervisor’s office, and the Victorville City Mayor. Meetings will provide 

ongoing checks and balances with collaborative members to provide updates and follow-

up with progress in food accessibility and educational training. A logic model that is 

located in Appendix X describes the formation and summative project goal and activities 

to develop a healthy HD community by access to healthy foods.  

Ensuring Use of the DNP Project 

Follow-up from the evaluation process will include regularly scheduled surveys at 

the FDS at 6 months, 1 year, 2 years, and 5 years to determine the impact of FDS with an 

increase of healthy food supply. This will be done in conjunction with primary care 

screenings such as blood pressure checks, blood glucose checks, and body mass index 

screenings. The data from the surveys and screenings will provide an overview of healthy 

food intervention to health outcomes.  
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Dissemination of the evaluation process will be provided to the HDFC board and 

its members, who will be able to use the statistical information for processing needed 

resources for food, transportation costs, and refrigeration units needed for food, 

educational, and medical services needed to build up a food-insecure community to a 

healthy community. The reporting efforts will provide quantifiable evidence of the level 

of food insecurity in the HD as a numerical value instead of a perceived value. With the 

formation of the HDFC, general meetings will now be scheduled three times per year to 

review the progress of grant writing for food resources, transportation services, and 

refrigeration units needed for additional food supply.  

Expected Outcomes 

Expected outcomes of the expanded food supplies and primary care screenings at 

FDS are that there will be some hesitancy from participants to change current eating 

habits, especially if there is limited food storage and limited ability to have resources to 

prepare food in a kitchen or basic utilities such as water, gas, or electricity. It is important 

that medical and support staff are aware of participants’ circumstances and ensures 

everyone is made to feel welcomed and comfortable with their attendance at the FDS. 

The other expected outcome is that participants, once they feel comfortable in their new 

environment, will share their recipes with other FDS participants and develop a culturally 

cohesive bond and have a desire to develop healthier versions of their recipes and 

empower each other to eat healthily.  

Along with the increased food distribution days and hours, additional storage for 

food will be needed. Based on the results of food security, grants will be identified that 

would benefit the HDFC to obtain a truck large enough to bring food from CAPs along 
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with additional refrigeration and freezer units needed at the FDS. Partnerships with local 

grocery stores and restaurants will be solicited to glean food that can be distributed to 

communities in need. Geographic areas that are targeted as highly food insecure will be 

able to access healthier food choices such as dairy, grains, and lean protein, and those 

healthier food choices can help to reduce chronic illnesses such as hypertension, diabetes, 

and obesity. 

 

  



 

 51 

CHAPTER 4 

RESULTS 

 

Characteristics of the Demographic Survey 

Overview of Demographic Survey 

The survey contained 13 questions, which included residential zip code, age, 

children living at home, ethnicity, educational level, employment status, income, 

frequency of FDS visits, miles travel to a grocery store, usage of a convenience store, 

drug store or a gas station to buy food, and principal form of transportation. The results of 

the demographic survey included an overview of the residents of the HD community to 

determine the complexion of the HD of the individuals who access FDS. 

Sample 

The sample included a total of 19 adult males (40.8%) and 29 adult females 

(58.2%) participants with ages from 22 to 85 years of age. All but two participants 

reported their age; therefore, a total of 47 respondents reported their age. The mean age 

distribution was 53.12 with the SD 15.1 years of age. Of the total sample, 17 were ages 

22-49, 11 participants were ages 50-59, 14 participants were between ages 61-69, and 

five participants were ages 71-85. The senior age range of 60 to 85 accounted for 40.4% 

of the total participants.  
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Zip Code 

Residential zip code indicated the majority of the participants (53.1%) live in the 

city of Victorville. Adelanto residents made up 20.4% of participants, Hesperia 10.2%, 

Apple Valley 8.2%, and Phelan and Barstow a total of 4% of the participants. Two 

participants (4%) resided outside of the Victor Valley area (Pacific Palisades and Rim 

Forest), accounting for 4.1% of the surveys. The two surveys that were from outside the 

Victor Valley area should have been excluded, as it was not anticipated that participants 

living outside the HD area would be attending.  

Ethnic Makeup 

The ethnic makeup of participants included White 36.7%, Hispanic 20.4%, Black 

28.6%, Asian 2%, Native American/Alaskan Native 8.2%, and other 4.1%. According to 

the 2017 SMMC report, the SBC Black population makes up 8.1% and 9.8% of its 

primary service area (SMMC, 2017). The primary service area (PSA) is a geographic 

area from which the majority of the hospital’s patients originate (SMMC, 2017). The 

2017 report states that the service area has more Latinos and African Americans and 

fewer Asians/Asian Americans, and this community has lower median incomes and 

greater poverty. However, the survey results indicate a higher percentage of African 

Americans accessing the FDS than Hispanics.  

Education 

The results indicate that the majority of participants have at least a high school 

education (32.7%), and a total of 44.9% had some or graduated college. The percentage 

of those who had not completed high school was 22.5%.  
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Income 

Forty percent of the participants reported an income of less than $10,000 per year, 

34.7% reported an income of $10,000 to $19,999 per year, and 22.4% reported more than 

$20,000 per year. This correlates with the SMMC (2017) report, which noted that the 

PSA has lower median incomes and greater poverty, and the TSA provides service to 

almost 375,000 people who have a reported income of approximately $50,000.  

Gender 

According to a USDA report, food insecurity rates for households with children 

headed by a single mother are 30.3% and for women living alone are 14.7% (Coleman-

Jensen, Rabbitt, Gregory, & Singh, 2016). As the survey results indicate, 58.2% of 

recipients of food at the FDS are females. The report, which states women have access to 

fewer resources and face more barriers to economic participation than their male 

counterparts, is proven in the results of this scholarly project (Coleman-Jensen et al, 

2016).  

Children 

Children were not part of the survey process; however, there were at least 16.3% 

with one child living at home, 10.2% with two children living at home, 8.2% with three 

children, and 4.1% with four to five children living at home. It was noted that participants 

over the age of 50 had reported children living at home, and it was unclear if the children 

were of adult age.  
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Employment 

Most participants reported not being employed (81.6%), while 12.2% reported 

some form of employment, whether full or part-time. This would correlate with lower 

median incomes and greater poverty as reported by SMMC (2017).  

Food Access at the FDS 

Twenty participants (40.8%) reported receiving food four times per month from 

the FDS. Seven participants (14.3%) received food eight times per month. Four 

participants (8.2%) received food two times per month. Three participants (6.1%) 

accessed food three or five times per month. The highest percentage (40.8%) of 

participants (n=20) received food four times per month.  

Miles Traveled to Nearest Grocery Store 

The miles traveled to the nearest grocery store were analyzed, and the most 

frequently traveled distance was five miles with 15 (30.6%) of the surveyed participants. 

Eight (16%) of participants traveled one mile. Participants (n=4) who traveled eight miles 

to the nearest grocery store was 8.2%. Three participants (6.1%) traveled between three 

and seven miles. The most miles traveled was reported by one participant, who stated 

they traveled 30 miles to the nearest grocery store.  

Household Food Security Survey (HFSS) 

The scoring response from the 10-item HFSS provided an overview of the 

participant’s perception of food access. This information provided insight as to the 

participant’s report of food access by providing a quantifiable numerical value as 

evidence of the level of food insecurity in the HD instead of perceived value. The 

information is as follows for the HFSS questionnaire.  
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Almost 80% of participants (n=40) noted that they were worried that their food 

would run out before they received money to buy more. Almost 94% (n=46) reported that 

they did not have money to get more (food). Almost 88% (n=43) could not afford 

balanced meals. Sixty-one percent (n=30) stated that adults in the household had to cut 

the size of meals or skip meals because there was not enough money for food; 38.6% 

responded no or declined to answer. Sixty-three percent (n=31) reported they often had to 

cut meals; 36.7% (n=18) declined to answer or skipped the question. Many participants 

(71.4%, n= 35) reported that they ate less than they wanted to because there wasn’t 

enough money for food, while almost 29% (n=14) stated no to this question or declined 

to answer.  

For respondents who reported they were hungry because there wasn’t enough 

money for food, the response rate was 55.1% (n=27) yes, and 44.9% (n=22) stated no or 

declined to answer. For adults who reported weight loss because there wasn’t enough 

money for food, 40.8% (n=20) answered yes, and 59.2% (n=29) said no and/or declined 

to answer. Eighteen (37%) adult households reported that they did not eat for the whole 

day because there wasn’t enough money for food. Thirty-one (63.3%) said no to this 

question. Respondents reported the frequency of not eating for a whole day was almost 

every month/some months but not every month—34.7% (n=17), and 65.3% (n=32) of 

respondents reported only 1 or 2 months or don’t know. See Table 2. 
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Table 2 

Household Food Security Survey Responses 

Variable Frequency Percentage 

HH2-Worried whether the food would run out before getting 

money to buy more in the last 12 months? 

  

 Often true/Sometimes true 40 79.6% 

 Never true/Don’t know or Refused 9 20.4% 

HH3-The food bought just didn’t last and didn’t have money 

to get more in the last 12 months? 

  

 Often true/Sometimes true 46 93.9% 

 Never true/Don’t know or Refused 3 6.1% 

HH4-Couldn’t afford to eat balanced meals in the last 12 

months? 

  

 Often true/Sometimes true 43 87.8% 

 Never true/Don’t know or Refused 6 12.2% 

AD1-In the last 12 months did your household ever cut the 

size of your meals or skip meals? 

  

 Yes 30 61.2% 

 No/Don’t know 19 38.8% 

AD1a-How often did this happen?   

 Almost every month/some months but not every month 31 63.3% 

 Only 1 or 2 months/Don’t know                                                                                                       18 36.7% 

AD2-In the last 12 months, did you ever eat less than you felt 

you should because there wasn’t enough money for food? 

  

 Yes 35 71.4% 

 No/Don’t know 14 28.6% 

AD3-In the last 12 months, were you every hungry but didn’t 

eat because there wasn’t enough money for food? 

  

 Yes 27 55.1% 

 No/Don’t know 22 44.9% 

AD4-In the last 12 months, did you lose weight because there 

wasn’t enough money for food? 

  

 Yes 20 40.8% 

 No/Don’t know 29 59.2% 

AD5-In the last 12 months, did (your household) ever not eat 

for a whole day because there wasn’t enough money for food? 

  

 Yes 18 36.7% 

 No/Don’t know 31 63.3% 

AD5a-How often did this happen?   

 Almost every month/some months but not every month 17 34.7% 

 Only 1 or 2 months/Don’t know     32 65.3% 

 

The analysis of this HFSS indicates FDS participants had significantly reduced 

food access. The results scores indicate that 19 out of the 49 participants indicated a low 

food security response of 3.36 points out of 10 points. A very low food security response 



 

 57 

of 8.26 points out of 10 points was received from 30 of the 49 participants. Overall, the 

cumulative score of all 49 participants is 5.81/10 points, which indicates low food 

security or a high level of food insecurity for the HD community. It should be noted that 

two of the 49 did not report a zipcode residency in the High Desert. The data results of 

the two participants who reported a non-residential zip code in the HD had a reported 

combined HFSS score of six out of 10, which indicated a low food security level. 

However, two HD participants who reported a combined score of 0.5 indicated a high 

food security level, which means these participants did not report food insecurity but still 

accessed an FDS for food access. 

Two-Item Cup SRV Fruit and Vegetable Survey Questionnaire 

As indicated in Table 3, participants were asked about their perception of fruit 

servings before they had access to an FDS and fruit servings after they had access to an 

FDS. A modified two-item cup SRV survey was distributed to participants at the selected 

FDS.  

Fruit Serving 

         The results indicate that 14.3% who had 3 serving sizes of fruit had an increase of 

26.5% after FDS access. Two percent of participants who had 4 serving sizes of fruit 

reported an increase of 8.2% after FDS access, as illustrated in Table 3.  

Vegetable Serving 

The results indicate that 16.3% who had 3 serving sizes of vegetables had an 

increase of 20.45% after FDS access. Almost 29% of participants who had 5 serving sizes 

of vegetables had an increase of 30.6% of vegetables after FDS accessibility, as 

illustrated in Table 3.  
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Table 3 

Fruit and Vegetable Intake Before and After Access to the FDS 

Variables Frequency (n) Percentage (%) 

Fruit Consumption   

  Before coming to the food distribution site   

 About how many cups of fruit (including 100% 

fruit juice) do you eat or drink for the week? 
0-SRV (n=8) 16.3% 

 1-SRV (n=12) 24.5% 
 2-SRV (n=14) 28.6% 
  3-SRV (n=7) 14.30% 
  4-SRV (n=1) 2.0% 
  5-SRV (n=7) 14.3% 

  After coming to the food distribution site   

 About how many cups of fruit (including 100% 

fruit juice) do you eat or drink for the week? 
0-SRV (n=60) 12.2% 

 1-SRV (n=9) 18.4% 
 2-SRV (n=9) 18.4% 
  3-SRV (n=13) 26.5% 
  4-SRV (n=4) 8.2% 
  5-SRV (n=8) 16.3% 

Vegetable Consumption   

  Before coming to the food distribution site   

 About how many cups of vegetables (including 

100% vegetable juice) do you eat or drink for the 

week? 

0-SRV (n=2) 4.1% 
 1-SRV (n=5) 10.2% 
 2-SRV (n=3) 6.1% 
  3-SRV (n=17) 34.7% 
  4-SRV (n=8) 16.3% 
  5-SRV (n=14) 28.6% 

  After coming to the food distribution site   

 About how many cups of vegetables (including 

100% vegetable juice) do you eat or drink for the 

week? 

0-SRV (n=2) 4.1% 
 1-SRV (n=3) 6.1% 
 2-SRV (n=7) 14.3% 
  3-SRV (n=11) 22.4% 
  4-SRV (n=10) 20.4% 

    5-SRV (n=15) 30.6% 
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CHAPTER 5 

DISCUSSION 

 

The purpose of the DNP project was to determine the level of food insecurity 

among HD individuals and/or families who participate in food distribution services and to 

assess the FV intake of individuals and/or families with access to food distribution 

services. The food insecurity tool used for this study was a USDA tool known as a 10-

item HFSS. The second tool was a two-item FV cup SRV created by the NCI used to 

measure the consumption of FV before and after access to an FDS. The results from the 

HFSS indicated that there is a higher-than-average level of food insecurity in the HD. 

The results from the two-item FV cup SRV indicated that FDS provides increased access 

to FV. The answer to the first part of the research question is that there is a high level of 

food insecurity in the HD, and FDS provides FV access, thus impacting access to healthy 

foods.  

Demographic Survey 

The results indicate that more women (n=29) than men (n=20) receive food at HD 

food distribution sites. This is statistically significant, as it is reported that single 

households with women have a higher poverty rate (Hunger + Health, 2019). The 

significance of the mean age of 53 is that there is a higher percentage of individuals over 

the age of 50 attending the FDS. The age range of 50 to 85 is 46.6% and represents 
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almost half the total participants receiving food from the FDS. During an HDFC meeting 

conducted on February 12, 2020, it was reported that there was an increase (63%) from 

2019 to 2020 of seniors accessing food from FDS. More Blacks than Hispanics were 

accessing the FDS (28.6% versus 20.4%), and there was a significant amount of Native 

American/Alaskan Native (NA/AN; 8.2% versus 3.6%) accessing the FDS. Grant 

funding for culturally appropriate food and health teaching would benefit the Black, 

Hispanic, and NA/AN population.  

The education levels of participants indicate a higher number of participants who 

completed some college or who had graduated (44.9%), and those who completed high 

school were 32.7%. The education level is higher than the 2017 CHNA report of HD 

adults with no high school diploma (19.6%). The majority (81.6%) of participants were 

unemployed, and income level was reported at less than $10,000 (40.8%) and $10,000 to 

$19,000 (34.7%) per year. As the education level indicates, many participants had some 

form of college education, but many were also unemployed. Further research will be 

conducted to determine job training and/or resume-building skills.  

The majority of participants (n=20) receive food 40.8% four times per month. 

Seven (14.3%) of the participants receive food eight times per month. Participants travel 

at least five miles to the nearest grocery store; one reported a half a mile to the nearest 

grocery store, and one reported traveling 30 miles. The majority of participants (55.2%) 

use another form of transportation such as family/friends, bus/public transportation, or 

walking. The percentage of participants who use their own vehicles is 42.9%.  

Public transportation for food access in the HD community is available for 

individuals who have need of access. With the increase in seniors needing food access, 
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services from Victor Valley Transit Authority were coordinated to provide free 

transportation services to an FDS. Data collected from this survey will be used to 

influence future grant funding to increase days and times of local transportation service in 

the HD community. This will reduce participants’ additional transportation costs and 

increase food accessibility.  

Household Food Security Survey (HFSS)  

The HFSS results determined that the residents of the HD were experiencing 

limited access to food and needed the FDS to access food. Most of the residents (79.6%) 

were worried that their food would run out before they would have money to buy more. 

This is representative of the definition from the WHO (n.d.), which defines food 

insecurity in part as having an unstable and inconsistent food supply. Weight loss was 

only reported in 40.8% of the participants, and 59.2% did not report any weight loss. 

However, food availability at FDS is limited to foods not rich in whole grains, dairy, and 

lean meats, which would increase the probability of weight gain with calorie-dense foods. 

Some may substitute sugary drinks for water, as freshwater may not be accessible. With 

these possibilities, weight loss is not an accurate indicator of food accessibility.  

A significant percentage of participants reported not having enough money for 

food and being hungry and not able to eat due to not having enough money to buy food. 

The responses for not eating for a whole day provide the viability of FDS as providing 

accessible food to individuals who otherwise would not have food to eat. Therefore, FDS 

does provide an impact on a rural community such as the HD for food access.  
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Two-Item Cup FV SRV 

The results of the survey indicate that participants reported an increase in FV 

consumption with FDS access. As the HDFC has grown from 12 agencies to 65 agencies, 

the combined collaborative efforts have increased the supply of FV, reduced the 

duplication of services, and provided an equitable distribution of FV. Agencies that 

reported limited funds for picking up food and distributing food now have access to 

increased regularly scheduled food supplies for their FDS, thus increasing access to FV 

for residents who access FDS.  

Summary 

The HD community was identified as an area with a high level of food insecurity. 

As previously reported, participants visiting FDS have increased from 64,000 in 2017 to 

256,442 in 2019. The results of the HFSS were not surprising, as the food lines at the 

FDS have increased. Senior citizens’ usage of the FDS has increased by 63% from 2017 

to 2019 (HDFC meeting, February 12, 2020). This project found that a large proportion 

of those who participated in the FDS was between 60-85 years of age. In discussion with 

the HDFC board regarding the increase of seniors seeking food supplementation, it was 

revealed that some seniors had outlived their social security benefits, had limited family 

support or had family members living with them and needed additional food.  

The HD community provides food distribution to a higher percentage of Blacks 

than Hispanics as well as services to a growing senior population and NA/AN population. 

This is significant because, as reported by the 2017 CHNA (SMMC, 2017), Hispanics 

represent a higher percentage of the HD community (46.8%) versus Blacks (9.8%), and 

NA/AN was not included in the CHNA report. The reviewed literature discussed healthy 
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food access as necessary for individuals living in rural areas to improve health outcomes, 

and ethnic populations similar to the HD community such as Blacks, Hispanics, and 

Native Americans were studied in the relationship of healthy food and improved health 

outcomes.  

The demographic survey revealed that the majority of FDS recipients have at least 

a high school diploma and have either some college or completed college and appear 

educated. However, the reported unemployment rate (82%) is high. Addressing the high 

unemployment rate and the poverty rate is recommended to increase the workforce and 

bring about an economically secure HD community. A review of current job skills and 

job training will be needed to assist those who are in need of employment. Many people 

live in the HD for the affordability of homes. Improvement of job skills for better-paying 

jobs will help individuals to afford basics for daily living such as housing and food. 

Employment in better-paying jobs will also provide for a better base rate of pay for social 

security benefits recipients. The elderly having adequate social security benefits will 

improve the quality of life for seniors.  

A study conducted by Steiner et al. (2018) found that elderly suffering from food 

insecurity reported, via the annual wellness visit, fair to poor quality of life, oral or dental 

problems, difficulty managing money, no fruit or vegetable consumption, and lack of 

someone to call for help (Steiner et al., 2018). Providing access to FDS would benefit 

everyone who accesses FDS, including individuals who are most vulnerable—including 

the senior population. The elderly have an increased risk of chronic diseases, including 

diabetes. A study reported by Gundersen and Seligman (2017) found that food pantry 

clients with diabetes showed improvements in blood sugar control, dietary intake, 
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diabetes distress, and medication adherence after receiving diabetes support at the food 

pantry (Gundersen & Seligman, 2017). Seniors also would benefit from expanded SNAP 

benefits such as increased money allowance that would be used to purchase sufficient 

food to last the month. Therefore, political advocacy needs to be conducted at the 

community level to provide an increase in SNAP benefits. 

It was noted that participants in the HD were willing to take the survey, and no 

one asked for any monetary incentive to complete the survey. A number of participants 

who were not able to participate in the initial study asked if they would be able to 

participate in future studies. These requests will be made available on future research 

studies. FDS provides an important function in the availability of foods such as FV. As 

has been noted in the literature, unhealthy foods have been linked to chronic diseases. 

Therefore, with the availability of healthy foods, the measurement of the reduction should 

be noted for future studies.  

Limitations 

A limitation of the project was that it only included adult participants who utilized 

the FDS and who were willing to participate in the survey. The omission of children was 

done purposefully, with the knowledge that, if an adult reported food insecurity, then any 

children in the household would be food insecure as well. Another limitation was that the 

HFSS survey was not used exclusively with the homeless population or homebound 

participants. The purpose of the study was not to assess the level of food insecurity 

among the homeless but to survey food insecurity in the general population, as the 

homeless would not have access to housing or food storage. Furthermore, another 

limitation of this project was that the survey was conducted only one time. Further 
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surveys at scheduled intervals would be needed at 6 months, 1 year, 2 years, and 5 years 

to determine a decrease in food insecurity based on healthy food access to gain a 

longitudinal study of food accessibility.  

Lessons Learned 

Conducting a trial survey at each site would have been helpful to work out any 

details that were unforeseen. Survey packets should be combined and numbered prior to 

the survey to provide accuracy on surveys completed. Training of the RAs should have 

been done in a classroom to limit the distractions of a public area such as a restaurant. 

Student nurses could have been used to stand in line for participants to feel free to leave 

their place in line and reduce distractions in answering survey questions standing in line. 

Additionally, conducting a trial run with the RAs and student nurses at the FDS would 

have provided an overview of any potential obstacles in completing the survey process.  

An increase of supportive staff would have provided a larger pool of survey 

results and given a larger overview of food insecurity in the community. Individuals who 

access the FDS and live outside the PSA would have been vetted out of the survey, as 

only individuals who reside in the HD should have been surveyed.  

Participants were not screened about the length of time attending the FDS, and it 

was not asked if they were first-time or repeat consumers to the FDS. However, the 

purpose of the survey was not to determine the first time or multiple uses of the FDS—

but this data point may be considered for future studies.  
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Recommendations for the Community 

Environmental Application and Action for Change 

With the inclusion of the data collected and the environmental climate of the HD, 

a change within the community will be needed to bring about food access. The results of 

the data from the surveys can be used to create a framework of policies that would enact 

community, medical, and governmental involvement to produce an act of change. This 

action of change would be classified as a change champion, as it would produce access to 

FDS that would empower the HD community to develop an awareness of healthy eating 

and improvement of health outcomes. 

Providing access to healthy foods within the community would potentially benefit 

the HD community by enhancing a family-oriented atmosphere such as FMs that would 

bridge gaps with food access and build a healthier community. The encouragement of 

FMs will promote local farmers to continue to grow fresh produce as well as community 

gardens. Currently, there is a community garden located at a local physician’s office that 

is surrounded by a low-income Victorville neighborhood. The partnership with the 

physician and neighborhood to grow healthy FV can foster a relationship with the local 

physician to encourage regular health check-ups and healthy eating. Attracting FMs and 

connecting with the HDFC support team of Kaiser Permanente Fontana, St. Mary 

Medical Center, or San Bernardino County Department of Public Health can encourage a 

healthier community and empower local citizens to take charge of their food choices and 

health outcomes.  

The blending of these services would form the farmacy model and can be located 

with current FDS located at The Lord’s Table, Another Level for Women, and the High 
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Desert Transitional Living Church. This would encourage a family atmosphere and 

access to FV to this underserved community. Health care monitoring is significant, as the 

health of San Bernardino County (SBC) has been ranked near the bottom of California’s 

counties across a spectrum of health outcomes (SMMC, 2017). Mortality rates for 

coronary heart disease and diabetes rank third and sixth highest in the state respectively 

(SMMC, 2017). Advanced Practice Nurse Practitioners (APNP) and FNP students can be 

utilized for primary care screening services such as blood pressure monitoring, glucose 

checks, and body mass index. Participants can be initially surveyed at the FDS and then 

expand to other FDS as funds are acquired. An additional expanded service to be 

considered would be the development of an electronic health record system (EMR) that 

will provide a systemic approach to organize and collect data such as body mass index 

and blood pressure readings. The data would be collected at scheduled intervals to 

demonstrate the impact of accessible and healthy foods in improving health outcomes as 

related to heart disease and diabetes in a rural community. 

Recommendations for Research  

This project is the beginning of future research and ongoing data collection for 

grants needed for the expansion of services such as refrigeration, culturally appropriate 

foods for ethnic groups and seniors, commercial building space, transportation, and 

related costs, insurance coverage, and supplemental food costs for production and for 

lean protein and dairy. In a study titled “Changing Times in Rural America: Food 

Assistance and Food Insecurity in Food Deserts,” Whitley (2015) stated that 

transportation costs and manpower and truck space limit the number of items offered in 

rural pantries. The same study found that limitation of building space, refrigeration, and 
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other amenities (electricity, maintaining fully functional equipment, insurance, and other 

non-disclosed amenities) affects how many items can be stored for provisions for 

participants (Whitley, 2015). This research provides insight into the benefit of healthy 

food accessibility.  

Monitoring of participant compliance of healthy behavioral changes can occur by 

evaluating baseline and future intervals of BMIs, BP, compliance of blood sugar control, 

dietary intake, and medication adherence along with health education by APNPs. The 

monitoring would occur at 6 months and then at 1-year intervals from the initial baseline 

results up to 5 years. The monitoring of health outcomes would be assessed during these 

intervals to determine if adjustments to food accessibility, health education, and/or health 

accessibility need to occur. Measurement of health behavior changes due to the 

intervention of food access would be assessed to determine if Pender’s Health Promotion 

Model improved the HD community’s health-promoting behavior. Ongoing research 

should be conducted to determine if consistent and reliable primary health care with 

APNPs would reduce cardiac disease within the HD community. An additional research 

opportunity would be to conduct a recheck of food security levels with the 10-item HFSS 

at the regularly scheduled intervals along with the health screenings. This would be done 

at the same FDS at which the initial survey was conducted to monitor the same survey 

sample site. The results would be evaluated to determine if individuals’ food security 

scores had improved. As poverty has been linked to food insecurity, the next item for 

future research would be to measure the level of poverty after 5 years to see if it changed 

after access to healthy food. 
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APPENDIX H 

RECRUITMENT LETTER, SPANISH
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APPENDIX I  

INFORMED CONSENT, ENGLISH  
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APPENDIX J  

INFORMED CONSENT, SPANISH  
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APPENDIX K  

DEMOGRAPHIC SURVEY, ENGLISH  
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APPENDIX L  

DEMOGRAPHIC SURVEY, SPANISH 
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APPENDIX M 

HFSS, ENGLISH
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U.S. ADULT FOOD SECURITY SURVEY MODULE: 

THREE-STAGE DESIGN, WITH SCREENERS 

Economic Research Service, USDA 

September 2012 

 

Revision Notes: The food security questions in the U.S. Adult Food Security Survey 

Module are essentially unchanged from those in the original module first implemented in 

1995. 

September 2012: 

 Corrected skip specifications in AD5 

 Added coding specifications for “How many days” for 30-day version of AD1a 

and AD5a.  

July 2008: 

 Wording of resource constraint in AD2 was corrected to, “…because there wasn’t 

enough money for food” to be consistent with the intention of the September 

2006 revision. 

September 2006:  

 Minor changes were introduced to standardize wording of the resource constraint 

in most questions to read, “…because there wasn't enough money for food.”  

 Question numbers were changed to be consistent with those in the revised 

Household Food Security Survey Module. 

 User notes following the questionnaire were revised to be consistent with current 

practice and with new labels for ranges of food security and food insecurity 

introduced by USDA in 2006. 

 

Overview: The U.S. Adult Food Security Survey Module is the same set of questions 

that is administered as the U.S. Household Food Security Survey Module to households 

with no child present. For many measurement purposes, the adult module can be used 

both for households with and without children present. 

 

The U.S. Adult Food Security Survey Module is the same set of questions that is 

administered as the U.S. Household Food Security Survey Module to households with no 

child present. For many measurement purposes, the adult module can be used both for 

households with and without children present. 

 Advantages (compared with the 18-item household module): 

o Less respondent burden. 

o Improves comparability of food security statistics between 

households with and without children and among households 

with children in different age ranges. 

o Avoids asking questions about children’s food security, which 

can be sensitive in some survey contexts. 

 Limitations: 

o Does not provide specific information on food security of 

children. 
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Transition Into Module (administered to all households):  

These next questions are about the food eaten in your household in the last 12 months, 

since (current month) of last year and whether you were able to afford the food you need. 

 

Optional USDA Food Sufficiency Question/Screener: Question HH1  (This question 

is optional. It is not used to calculate the Adult Food Security Scale. It may be used 

in conjunction with income as a preliminary screener to reduce respondent burden 

for high income households). 

 
HH1.  [IF ONE PERSON IN HOUSEHOLD, USE "I" IN PARENTHETICALS, OTHERWISE, 

USE "WE."] 

 

 Which of these statements best describes the food eaten in your household in the 

last 12 months:  —enough of the kinds of food (I/we) want to eat; —enough, but 

not always the kinds of food (I/we) want; —sometimes not enough to eat; or, —

often not enough to eat? 

 

      [1]   Enough of the kinds of food we want to eat 

      [2]   Enough but not always the kinds of food we want 

      [3]   Sometimes not enough to eat  

      [4]   Often not enough to eat 

      [  ]   DK or Refused  

 

Household Stage 1: Questions HH2-HH4  (asked of all households; begin scale 

items).  

 

[IF SINGLE ADULT IN HOUSEHOLD, USE "I,"  "MY," AND “YOU” IN  

PARENTHETICALS;  OTHERWISE, USE "WE," "OUR," AND "YOUR 

HOUSEHOLD."] 

 

HH2. Now I’m going to read you several statements that people have made about their 

food situation.  For these statements, please tell me whether the statement was 

often true, sometimes true, or never true for (you/your household) in the last 12 

months—that is, since last (name of current month). 

 

The first statement is “(I/We) worried whether (my/our) food would run out 

before (I/we) got money to buy more.”  Was that often true, sometimes true, or 

never true for (you/your household) in the last 12 months? 

 

      [ ]    Often true 

      [ ]    Sometimes true 

      [ ]    Never true 

      [ ]    DK or Refused 

 



 

 104 

HH3. “The food that (I/we) bought just didn’t last, and (I/we) didn’t have money to get  

more.”  Was that often, sometimes, or never true for (you/your household) in the 

last 12 months? 

 

      [ ]    Often true 

      [ ]    Sometimes true 

      [ ]    Never true 

      [ ]    DK or Refused 

 

HH4. “(I/we) couldn’t afford to eat balanced meals.”  Was that often, sometimes, or 

never true for (you/your household) in the last 12 months? 

 

      [ ]    Often true 

      [ ]    Sometimes true 

      [ ]    Never true 

      [ ]    DK or Refused 

 

Screener for Stage 2 Adult-Referenced Questions: If affirmative response (i.e., "often 

true" or "sometimes true") to one or more of Questions HH2-HH4, OR, response [3] or 

[4] to question HH1 (if administered), then continue to Adult Stage 2; otherwise skip to 

End of Adult Food Security Module.  
 

NOTE: In a sample similar to that of the general U.S. population, about 20 percent of 

households (45 percent of households with incomes less than 185 percent of poverty line) 

will pass this screen and continue to Adult Stage 2. 

 

Adult Stage 2: Questions AD1-AD4  (asked of households passing the screener for 

Stage 2 adult-referenced questions). 
 

AD1. In the last 12 months, since last (name of current month), did (you/you or other adults in 

your household) ever cut the size of your meals or skip meals because there wasn't enough money for 

food? 

 

     [ ]  Yes 

     [ ]  No  (Skip AD1a) 

     [ ]  DK  (Skip AD1a) 

 

AD1a. [IF YES ABOVE, ASK] How often did this happen—almost every month, some 

months but not every month, or in only 1 or 2 months? 

 

      [ ]   Almost every month 

      [ ]   Some months but not every month 

      [ ]   Only 1 or 2 months 

      [ ]   DK 

 
AD2. In the last 12 months, did you ever eat less than you felt you should because there wasn't enough 

money for food? 
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     [ ]   Yes 

     [ ]   No  

     [ ]   DK  

 
AD3. In the last 12 months, were you every hungry but didn't eat because there wasn't enough 

money for food? 

 

     [ ]   Yes 

     [ ]   No  

     [ ]   DK  

 
AD4. In the last 12 months, did you lose weight because there wasn't enough money for food? 

 

      [ ]   Yes 

      [ ]   No  

      [ ]   DK  

 

Screener for Stage 3 Adult-Referenced Questions: If affirmative response to one or 

more of questions AD1 through AD4, then continue to Adult Stage 3; otherwise, skip to 

End of Adult Food Security Module. 
 

NOTE: In a sample similar to that of the general U.S. population, about 8 percent of 

households (20 percent of households with incomes less than 185 percent of poverty line) 

will pass this screen and continue to Adult Stage 3. 

 

Adult Stage 3: Questions AD5-AD5a  (asked of households passing screener for 

Stage 3 adult-referenced questions). 

  
AD5. In the last 12 months, did (you/you or other adults in your household) ever not eat for a 

whole day because there wasn't enough money for food? 

  

     [ ]   Yes 

     [ ]   No (Skip AD5a) 

     [ ]   DK (Skip AD5a) 

 

AD5a. [IF YES ABOVE, ASK] How often did this happen—almost every month, some 

months but not every month, or in only 1 or 2 months? 

 

      [ ]   Almost every month 

      [ ]   Some months but not every month 

      [ ]   Only 1 or 2 months 

      [ ]   DK 
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APPENDIX N 

HFSS, SPANISH 
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U.S. HOUSEHOLD FOOD SECURITY SURVEY MODULE—SPANISH: 

THREE-STAGE DESIGN, WITH SCREENERS 

Economic Research Service, USDA 

November 21, 2013 

 

Revision Notes:  
July 23, 2012: Revised and adapted from earlier Spanish translations, including Harrison 

et al. (“Development of a Spanish-Language Version of the U.S. Household Food 

Security Survey Module,” by Gail G. Harrison, Ame Stormer, Dena R. Herman, and 

Donna M. Winham, Journal of Nutrition 133(4): 1192-1197, April 2003), National 

Health and Nutrition Examination Survey (National Center for Health Statistics), and 

National Health Interview Survey (National Center for Health Statistics). Adaptation by 

Mark Nord, Economic Research Service, USDA, and Adriana Zorrilla, Chris Kocsis, and 

Maria Riegger, Food and Nutrition Service, USDA. Thanks to Winna T. Rivera Soto, 

University of Puerto Rico, and Census Bureau interviewers for reviews and helpful 

suggestions. 

 

November 21, 2013: Revised after further consultation with Census Bureau interviewers. 

Minor changes were made to improve flow, and “casa” was changed to “hogar” 

throughout. (NOTE: depending on the character of the survey, “hogar,” “casa,” or 

“familia” may be appropriate.)  

 

Transition into Module (administered to all households):  

Las siguientes preguntas tratan sobre los alimentos consumidos en su hogar durante los 

últimos 12 meses, desde (mes coriente) del año pasado, y su capacidad para comprar la 

comida que se necesitaba. 

    

Optional USDA Food Sufficiency Question/Screener: Question HH1 (This question 

is optional. It is not used to calculate any of the food security scales. It may be used 

in conjunction with income as a preliminary screener to reduce respondent burden 

for high income households). 

 
HH1.  [IF ONE PERSON IN HOUSEHOLD, USE FIRST FILL IN PARENTHETICALS, 

OTHERWISE, USE SECOND FILL.] 

 

¿Cuál de las siguentes declaraciones describe mejor (su situación alimentaria / la 

situación alimentaria en su hogar) en los últimos 12 meses?  

[1] Siempre (como / comemos) lo suficiente y los tipos de alimentos que 

(deseo / deseamos) 

[2] (Como / comemos) lo suficiente pero no siempre lo que (deseo / 

deseamos) 

[3] A veces no (como / comemos) lo suficiente o 

[4] Frecuentemente no (como / comemos) lo suficiente 

[  ]   DK or Refused  
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Household Stage 1: Questions HH2-HH4 (asked of all households; begin scale 

items).  

 

[SELECT APPROPRIATE FILL IN PARENTHETICALS DEPENDING ON THE 

NUMBER OF PERSONS AND NUMBER OF ADULTS IN THE HOUSEHOLD.] 

 

HH2. Ahora le voy a leer algunas declaraciones que las personas han hecho sobre 

situaciónes alimentarias. Para cada uno, favor de indicar si ha ocurrido 

frecuentemente, a veces, o nunca (a Ud. / en su hogar) en los últimos 12 meses, 

dese (mes coriente) del año pasado.  

 

The La primera situación es “(Me preocupó / Nos preocupamos) que la comida se 

podía acabar antes de tener dinero para comprar más.” (Para Ud. / En su hogar), 

¿ésto ocurrió frecuentemente, a veces, o nunca en los últimos 12 meses? 

 

      [ ]    Frecuentemente 

      [ ]    A veces 

      [ ]    Nunca 

      [ ]    DK or Refused 

 

HH3. La comida que (compré / compramos) no rindió lo suficiente, y (no tenía / no 

teníamos) dinero para comprar más." (Para Ud. / En su hogar), ¿ésto ocurrió 

frecuentemente, a veces, o nunca en los últimos 12 meses? 

 

      [ ]    Frecuentemente 

      [ ]    A veces 

      [ ]    Nunca 

      [ ]    DK or Refused 

 

HH4. “(No tenía / No teníamos) recursos suficientes para comer comida variada y 

nutritiva.” (Para Ud. / En su hogar), ¿ésto ocurrió frecuentemente, a veces, o 

nunca en los últimos 12 meses?  

 

      [ ]    Frecuentemente 

      [ ]    A veces 

      [ ]    Nunca 

      [ ]    DK or Refused 

 

Screener for Stage 2 Adult-Referenced Questions: If affirmative response (i.e., 

“frecuentemente” or “a veces”) to one or more of Questions HH2-HH4, OR, response [3] 

or [4] to question HH1 (if administered), then continue to Adult Stage 2; otherwise, if 

children under age 18 are present in the household, skip to Child Stage 1, otherwise skip 

to End of Food Security Module.  
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NOTE: In a sample similar to that of the general U.S. population, about 20 percent of 

households (45 percent of households with incomes less than 185 percent of poverty line) 

will pass this screen and continue to Adult Stage 2. 

 

Adult Stage 2: Questions AD1-AD4  (asked of households passing the screener for 

Stage 2 adult-referenced questions). 
 

AD1. En los últimos 12 meses, ¿(Ud. / Ud. u otro adulto del hogar) redujo alguna vez la 

cantidad de sus comidas o dejó de desayunar, almorzar o cenar porque le faltaba dinero para 

alimentos? 

 

     [ ]  Sí 

     [ ]  No  (Skip AD1a) 

     [ ]  DK  (Skip AD1a) 

 

AD1a. [IF SÍ ABOVE, ASK] ¿Con qué frecuencia sucedió esto? Casi todos los meses, 

algunos meses pero no todos, o solamente en 1 ó 2 meses? 

 

      [ ]   Casi todos los meses 

      [ ]   Algunos meses pero no todos 

      [ ]   Solamente en 1 ó 2 meses 

      [ ]   DK 

 

 
AD2. En los últimos 12 meses, ¿comió Ud. alguna vez menos de lo que pensaba que debía comer porque 

le faltaba dinero para alimentos? 

 

     [ ]  Sí 

     [ ]  No 

     [ ]  DK 

 

 
AD3. En los últimos 12 meses, ¿Tuvo Ud. hambre alguna vez pero no comió porque le faltaba 

dinero para alimentos? 

 

     [ ]  Sí 

     [ ]  No 

     [ ]  DK 
 

AD4. En los últimos 12 meses, ¿Perdió Ud. peso porque no comió los alimentos suficientes por 

falta de dinero para comida? 

 

     [ ]  Sí 

     [ ]  No 

     [ ]  DK 
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Screener for Stage 3 Adult-Referenced Questions: If affirmative response to one or 

more of questions AD1 through AD4, then continue to Adult Stage 3; otherwise, if 

children under age 18 are present in the household, skip to Child Stage 1, otherwise skip 

to End of Food Security Module. 

 

NOTE: In a sample similar to that of the general U.S. population, about 8 percent of 

households (20 percent of households with incomes less than 185 percent of poverty line) 

will pass this screen and continue to Adult Stage 3. 

 

Adult Stage 3: Questions AD5-AD5a  (asked of households passing screener for 

Stage 3 adult-referenced questions). 

  
AD5. En los últimos 12 meses, ¿alguna vez no comió (Ud. / Ud. u otro adulto del hogar) en 

todo el día porque le faltaba dinero para comida? 

 

     [ ]  Sí 

     [ ]  No  (Skip AD5a) 

     [ ]  DK  (Skip AD5a) 

 

AD5a. [IF SÍ ABOVE, ASK] ¿Con qué frecuencia sucedió esto? Casi todos los meses, 

algunos meses pero no todos, o solamente en 1 ó 2 meses? 

 

      [ ]   Casi todos los meses 

      [ ]   Algunos meses pero no todos 

      [ ]   Solamente en 1 ó 2 meses 

      [ ]   DK 
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APPENDIX O 

TWO-ITEM FV CUP SRV SURVEY, ENGLISH 
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2-item Fruit and Vegetable Survey Questionnaire  

          English  

         Before coming to the food distribution site:  

1) “about how many cups of fruit (including 100% fruit juice) do you eat or drink each 

week?”  

2)  “about how many cups of vegetables (including 100% vegetable juice) do you eat or 

drink each week?” 

              After coming to the food distribution site:  

1) “about how many cups of fruit (including 100% fruit juice) do you eat or drink each 

week?”  

2) “about how many cups of vegetables (including 100% vegetable juice) do you eat or 

drink each week?” 
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APPENDIX P 

TWO-ITEM FV CUP SRV SURVEY, SPANISH 
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Spanish 

Antes de llegar al sitio de distribución de 

alimentos. 
1) "¿Cuántas tazas de fruta (incluyendo 100% de zumo de fruta) comes o bebes cada 

semana?"  

0     1      2     3      4     5 

2) "¿Cuántas tazas de verduras (incluyendo el 100% de jugo vegetal) comes o bebes 

cada semana?" 

0     1      2     3      4     5 

Después de llegar al sitio de distribución de 

alimentos. 
1) "¿Cuántas tazas de fruta (incluyendo 100% de zumo de fruta) comes o bebes cada 

semana?"  

0     1      2     3      4     5 

2) "¿Cuántas tazas de verduras (incluyendo el 100% de jugo vegetal) comes o bebes 

cada semana?" 

0    1      2     3      4     5 

 



 

 115 

APPENDIX Q 

HANDOUT FROM THE AMERICAN HEART ASSOCIATION, ENGLISH 
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APPENDIX R 

HANDOUT FROM THE AMERICAN HEART ASSOCIATION, SPANISH
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APPENDIX S 

HANDOUT FROM MYPLATE, ENGLISH
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APPENDIX T 

HANDOUT FROM MYPLATE, SPANISH 
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APPENDIX U 

RECOMMENDED SERVING SIZES, ENGLISH 
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One-cup equivalents for fruits and vegetables for the two-item CUP FVS  

1 cup of fruit  

could be: 1 small apple 

                  1 large banana 

                  1 large orange 

                  8 large strawberries 

                  1 medium pear 

                  2 large plums 

                 32 seedless grapes 

                  1 cup (8 oz.) of 100% juice 

                 1/2 cup of dried fruit 

 

1 cup of vegetables 

could be:   3 broccoli spears, 5 in long 

                   1 cup of cooked leafy greens 

                   2 cups of lettuce or raw greens 

                  12 baby carrots 

                   1 medium potato 

                   1 large sweet potato 

                   1 large ear of corn 

                   1 large raw tomato 

                   2 large celery stalks 

 

Note. From Yaroch et al. (2012). 
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APPENDIX V 

RECOMMENDED SERVING SIZES, SPANISH 
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Spanish 

One-cup equivalents for fruits and vegetables for the two-item CUP FVS  

1 taza de fruta podria ser: 

       1 manzana pequena 

       1 platano grande 

       1 naranja grande 

       8 fresas grandes 

       1 pera mediana 

       2 ciruelas grandes 

       32 uvas sin semillas 

        1 taza (8 onzas) de jugo del 100% 

        1/2 taza de fruta seca 

 

1 taza de verduras podria ser: 

       3 lanzas de broccoli, 5 pulgadas de 

largo 

       1 taza de hojas verdes cocidas 

       2 tazas de lechuga o verdes crudos 

       12 zanahorias bebe 

        1 patata mediana 

        1 patata dulce grande 

        1 mazorca grande de maiz 

        1 tomate crudo grande 

        2 tallos grandes de apio 

 

 

 



 

 127 

APPENDIX W 

FOOD SECURITY MODULE USER NOTES 
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END OF FOOD SECURITY MODULE 

User Notes 

 

{1} Coding Responses and Assessing Household Food Security Status: 

Following is a brief overview of how to code responses and assess household fixed 

security status based on various standard scales. For detailed information on these 

procedures, refer to the Guide to Measuring Houshold Food Security, Revised 2000, and 

Measuring Children’s Food Security in U.S. Households, 1995-1999. Both publications 

are available through the ERS Food Security in the United States Briefing Room. 

 

Responses of “yes,” “often,” “sometimes,” “almost every month,” and “some months but 

not every month” are coded as affirmative. The sum of affirmative responses to a 

specified set of items is referred to as the household’s raw score on the scale comprising 

those items. 

 

 Questions HH2 through CH7 comprise the U.S. Household Food Security Scale 

(questions HH2 through AD5a for households with no child present). 

Specification of food security status depends on raw score and whether there are 

children in the household (i.e., whether responses to child-referenced questions 

are included in the raw score). 

o For households with one or more children: 

 Raw score zero—High food security 

 Raw score 1-2—Marginal food security 

 Raw score 3-7—Low food security 

 Raw score 8-18—Very low food security 

o For households with no child present: 

 Raw score zero—High food security 

 Raw score 1-2—Marginal food security 

 Raw score 3-5—Low food security 

 Raw score 6-10—Very low food security 

 

Households with high or marginal food security are classified as food secure. 

Those with low or very low food security are classified as food insecure. 

 

 Questions HH2 through AD5a comprise the U.S. Adult Food Security Scale. 

 Raw score zero—High food security among adults 

 Raw score 1-2—Marginal food security among adults 

 Raw score 3-5—Low food security among adults 

 Raw score 6-10—Very low food security among adults 
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APPENDIX X 

LOGIC MODEL 
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APPENDIX Y 

LETTER OF SUPPORT: HIGH DESERT 2ND CHANCE 
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APPENDIX Z 

LETTER OF SUPPORT: HIGH DESERT TLC
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APPENDIX AA 

LETTER OF SUPPORT: ANOTHER LEVEL FOR WOMEN
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APPENDIX AB 

LETTER OF SUPPORT: FOOD DISTRIBUTION SERVICES 






