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Abstract 

 

     In the U.S., diabetes mellitus cases have been increasing, from 25 million in 2010 to 29 

million in 2012. Healthy People 2020, the U.S. National Health Agenda, has established specific 

goals and objectives for diabetes.  In the U.S., prevalence of pre-diabetes and diabetes for adult 

Hispanics was 38% and 12%, respectively, in 2012. The total estimated diabetes cost in the U.S. 

has been increasing, from $176 billion in 2007 to $245 billion in 2012. 

      The current study had two research hypotheses; the formative phase was expected to 

demonstrate a need for a community-based Type 2 Diabetes Mellitus (T2DM) self-management 

intervention for Spanish-speaking Hispanics.  Random Control Trial (RTC) was expected to 

demonstrate the potential impact in preventing and managing T2DM.   

Methods.  A community-based lifestyle education curriculum was translated into 

Spanish, and adapted to Hispanic culture. This study includes three phases: 1) a formative phase; 

2) a two-group pilot RCT with Hispanic Living with Diabetes (HBLD) and a delayed treatment 

condition; and 3) post-HBLD focus groups held with three participating groups of HBLD.  

Results. Of 60 participants screened in the formative phase, 62% had A1c > 5.7%, and 

75% did not have medical insurance.  Of 6 participants who completed the pilot, A1c decreased 

for all six participants. Of 67 participants screened in phase 2, 61% had A1c > 5.7%.  Of 30 

HBLD participants in the RCT, baseline versus 3-month mean A1c increased 0.2 for the delayed 

control group (n = 10) and did not experience any change for the intervention group (n = 11). 

The difference in A1c change from baseline to follow up between treatment groups was not 

statistically significant (Kruskal Wallis, p < 0.05). Diabetes knowledge and SCT variables   
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change from baseline to follow-up between groups were not statistically significant. 

Major themes identified in focus group discussions included barriers to access to health and 

nutrition services, the value of having a Spanish-speaking Hispanic as a health educator, and 

barriers to recruiting community members as promotoras.  

Implications.  HBLD has potential to reduce complications of diabetes among Hispanic 

participants by providing education to those who may not otherwise have access to it. 
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CHAPTER 1 

Introduction 

Diabetes Mellitus 

     Diabetes Mellitus (DM) is a chronic disease that is developed when the pancreas does not 

produce insulin or when it does, but the body is not able to use it.1 DM is classified as gestational 

diabetes, type 1 Diabetes Mellitus (T1DM), and type 2 Diabetes Mellitus(T2DM). T2DM 

causation has a genetic and lifestyle component1, and accounts for 90% and 95 % of diabetes 

cases in the world (2014) and in the U.S. (2012) respectively.1, 2  

Diabetes Mellitus and pre-diabetes prevalence 

     In 2014, the worldwide prevalence of DM for those 18 years old and older was 9.0%.1 The 

total U.S. prevalence of DM in 2012 was 9.3 %; one in four did not know they had high blood 

sugar.2 The prevalence of diabetes in 2012 was higher for Hispanics (12.8%) than for non-

Hispanic whites (7.6%). 3 About 37% of U.S. adults had pre-diabetes in 2013; 90% of these did 

not know that they had it. Pre-diabetes prevalence in Hispanics (38%) was also higher than for 

non-Hispanic whites (35%) in 2012.3 In Virginia, the prevalence of DM and pre-diabetes was 

about 11% and 25% respectively.4 Health disparities and social determinants of health are 

prompting lifestyles that increase T2DM incidence in racial and ethnic minorities.5 

Economic Costs of DM 

     In 2012, the total estimated cost of DM and pre-diabetes was $322 billion (Pre-diabetes, $44 

billion, undiagnosed diabetes, $33 billion, and diabetes, $245 billion).6 Economic costs 

associated with DM have been steadily increasing; the total cost of diabetes was $132 billion in 

2002, and $174 billion in 2007. 4,7-9 In 2012, DM costs accounted about 23% of total U.S. 

healthcare expenditures.7 Out of the $245 billion in diabetes costs, direct medical costs were 
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$176 billion and $69 billion were indirect.7 The largest direct medical costs were attributed to 

hospital inpatient care (43%) and treatment of DM complications (18%).7 The largest indirect 

costs were related to inability to work due to disability (31%) and decreased productivity while 

at work (30%).7 Costs of diabetes care were paid mainly by the  government (62.4%), followed 

by private insurance (34.4%), and out of pocket costs paid by the uninsured (3.2%).10 The total 

cost of diabetes  is projected to increase to $514 billion by 2025.4 In Virginia, the total diabetes 

costs for Hispanic Americans in 2010 was $515 million and is projected to increase to $1.2 

billion  by 2025.4 

Healthy People 2020 and diabetes 

    Healthy People 2020 is a U.S. national public health agenda with a mission to improve health 

and achieve health equity. Objectives for specific topic areas are set and measured over a decade. 

Healthy People 2020 has created national diabetes goals and objectives to decrease the burden of 

diabetes on Americans. These objectives include: 

 (D-11) Increase the proportion of adults with diabetes who have a glycosylated 

hemoglobin measurement at least twice a year;  

 (D-14) Increase the proportion of persons with diagnosed diabetes who receive formal 

diabetes education;  

 (D-15) Increase the proportion of persons with diabetes whose condition has been 

diagnosed; and 

  (D-16) Increase prevention behaviors in persons at high risk for diabetes with pre-

diabetes.11 

 

 



3 
 

Research hypothesis 

    Participation by underserved Hispanic adults with pre-diabetes or type 2 diabetes in a lifestyle 

educational intervention grounded in Social Cognitive Theory (SCT) and Community-based 

Participatory Research (CBPR) will improve glycemic control (A1c), serum lipids, and SCT 

variables (self-efficacy, self-regulation, and social support) compared with participants in a 

delayed treatment group.                                  

Primary Aims 

1. Deliver and collect formative data for a community-based diabetes lifestyle intervention 

tailored for Hispanic adults with pre-diabetes or type 2 diabetes; 

2. Increase awareness of pre-diabetes and type 2 diabetes risk among the Hispanic 

population;  

3. Provide preliminary data  for outcomes of A1c and  serum lipids three months after 

implementation of HBLD compared to a delayed treatment control; and 

4. Explore the feasibility of creating a partnership between Cooperative Extension and 

Catholic churches to reach underserved Hispanics with health programs. 

Secondary Aims 

1. Evaluate the need for diabetes education among Hispanics;  

2. Collect data regarding social determinants of health for Hispanics; and 

3. Assess the feasibility of finding community members to volunteer to receive training as 

promotoras/patient navigators. 

Theoretical Framework 

      Hispanic Balanced Living with Diabetes (HBLD) is an educational, mixed methods study 

grounded in SCT and CBPR.   SCT is an interpersonal health behavior theory that explains the 
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dynamic interaction and influence among personal and environmental factors and human 

behavior.12 Constructs included in SCT are environment, reciprocal determinism, behavioral 

capability, outcome expectations, self-efficacy, self-regulation, observational learning, and 

reinforcement.12,13 HBLD was adapted from  Balanced Living with Diabetes (BLD), which was 

adapted for the Virginia Cooperative Extension (VCE) from Dining with Diabetes (DwD), which 

was originally developed by the West Virginia Cooperative Extension.14  HBLD is designed to 

address SCT constructs including outcome expectations, self-efficacy, self-regulation, 

reinforcement and social support, and observational learning. CBPR is a collaborative approach 

and takes into consideration the expertise and contribution of stakeholders such as community 

leaders, researchers, and other stakeholders.15 CBPR has been used successfully when 

implementing and adapting diabetes prevention programs to underserved Hispanic populations16; 

CBPR has also been used when developing partnerships with Catholic churches, Hispanic 

community members, and other institutions.17 CBPR principles include:18,19 

 Recognition of community as a unit of identity,  

 Facilitation of collaborative partnerships in all phases of the research,  

 Integration of knowledge and action for the mutual benefit of all partners,  

 Promotion of a co-learning and empowering process that attends to social inequalities and 

addresses health from both positive and ecological perspectives, and 

  Dissemination of findings and knowledge gained to all partners. 

Significance 

     Hispanics became the largest minority (17%) in the U.S. in 201220 and are estimated to 

represent 31% of the U.S. population by 2060.20 Total diabetes prevalence in the U.S. is 
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projected to increase to 14.5% by 2031; during the same period, diabetes prevalence in Hispanics 

is estimated to increase to 20% .21  

     In 2013, diabetes was the 7th leading cause of death in the U.S.; for Hispanics, diabetes was 

the 4th leading cause of death.22 Also, in 2013, the diabetes mortality rate (28.3 per 100,000) 

among Hispanics was 53% higher when compared to non-Hispanic whites (18.7 per 100,000).19 

Hispanics have a higher risk of having diabetes or pre-diabetes.5, 22 Lack of or  low healthcare 

access is one of the barriers faced by this group.22 Diabetes prevalence in Hispanics has been 

negatively associated with low educational level and income.23 Therefore, developing and 

implementing culturally and linguistically appropriate programs is crucial in order to decrease 

health disparities and increase equity among Hispanics. 
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CHAPTER 2 

Background and Literature Review 

 

Social determinants of health 

      About 80% of people in the world with a diagnosis of diabetes live in low- or middle-income 

countries.1 According to the World Health Organization (WHO), social determinants of health 

are the conditions in which people are born, live, grow, work, and age.2 Social determinants of 

health are shaped by financial resources, distribution of power, and allocation of resources at the 

personal, community, state, national, and global levels3. Social determinants of health might 

influence, in a positive or negative way, the  health outcomes of a population and quality of 

life.4,5 Social determinants of health include access to healthcare services, availability of 

community-based resources, social support, social norms and attitudes, socioeconomic 

conditions, residential segregation, language/literacy, and culture.5 

Understanding the negative impact of social determinants of health on Hispanic health 

outcomes 

     In the U.S., social determinants of health that negatively affect the health outcomes of 

Hispanics include, but are not limited to: access to healthcare, limited English proficiency, low 

educational attainment, and poverty levels.6-9 

      Health care access. Access to health care in Hispanics varies depending upon health 

insurance and immigration status, cost concerns, and language.8, 10-14 

     Health insurance and immigration status. Lack of  inadequate health insurance leads to lack 

of access to healthcare and preventive healthcare services.10  In 2013, 42% of Hispanics lacked 

health insurance.8 The Patient Protection and Affordable Care Act (ACA) does not include 
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coverage for non-citizens and undocumented immigrants.7 In 2012, 43% of uninsured Hispanics 

were non-citizens.12 Inequalities resulting from discrimination on the basis of race, gender, and 

immigration status reduce access to federally funded services to some U.S. residents; 

undocumented residents do not qualify for federally funded services and legal residents do not 

qualify during their first five years of residence in the U.S.15  In 2014, Hispanics represented 

8.9% of the population of the Commonwealth of Virginia.16 The majority of Hispanics are 

located in Northern Virginia.16 In 2014, Hispanics represented 22.4% of the population in Prince 

Williams County, 33.4% in Manassas Park City, and 34% in Manassas City.16 In 2011, 55 % of 

foreign born Hispanic children did not have health insurance in Virginia.17 

     Being uninsured with diabetes. In 2012, uninsured patients with diabetes had 79% fewer 

physician visits and 68% fewer prescriptions for medication than those with insurance. The 

impact of fewer physician visits and prescriptions resulted in a 55% increase in the number of 

emergency room visits compared with insured patients with diabetes.18 

     Health insurance costs. In 2013, 15.5% of Hispanics did not receive or had delayed medical 

services due to the prohibitive expenses of health related costs.8 In 2012, 3.2 % of diabetes 

medical expenditures were paid out of pocket by uninsured patients.18 

     Limited English proficiency. An individual whose primary language is not English and who 

has limitations in reading, speaking, writing, or understanding English, is referred to as having 

Limited English Proficiency (LEP).19 In 2012, about 38.3 million U.S. residents >5 years of age 

spoke Spanish at home; approximately 58% of those spoke English very well.20 Limited English 

proficiency might act as healthcare barrier and create misunderstandings among providers and 

patients. 21-23 Ineffective communication can lead to negative health outcomes due to 



10 
 

misdiagnosis and poor patient compliance and may increase patient costs due to unnecessary 

testing.  Therefore, patients might report poor satisfaction with these services.23   

      The importance of using Culturally and Linguistically Appropriate Services (CLAS) for LEP 

patients was established by Title VI of the Civil Rights Act in the Executive Order 13166 

"Improving Access to Services for Persons with Limited English Proficiency.” According to this 

Executive Order, it is an act of discrimination to deny or delay medical care due to language 

barriers.24   The need for increased culturally and linguistically appropriate services is aggravated 

by the disproportionate ratio of Hispanics to Hispanic health professionals. In 2012, Hispanics 

comprised only 6% of U.S. physicians and 9% of graduates from public health schools. 25, 26 

     Educational level. In 2013, there were about 53 million Hispanics living in the U.S. Of those, 

the median age was 28, about 35 % had less than a high school education, 74 % spoke a 

language other than English at home, 32 % spoke English less than “very well,” 25 % lived 

below the poverty line, and 7% were unemployed.8 

     According to data from the 2010-2012 National Health Interview Survey27, diabetes was more 

prevalent in participants with lower education levels. Adults with a bachelor’s degree or higher 

accounted for 7% of diabetes cases, compared with 15% of adults with less than a high school 

diploma. Educational attainment may play a role in developing or preventing diabetes. 

Disparities in educational attainment are prominent in Hispanics (Table 1 and 2). 

Table 1. Educational attainment for 25 years and older in U.S and Virginia.28, 29 

U.S.  

201328 

Virginia  

201029 

Racial or 

Ethnic Group 

High school 

degree or higher 

Bachelor’s 

degree or higher 

High school 

degree or higher 

Bachelor’s degree 

or higher 

Hispanics 66.8% 22.5% 66% 15% 

Non-Hispanic 

Whites 

89.2% 31.7% 92% 32% 
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     Income. In 2012, the average salary for white males with a bachelor’s degree was higher than 

for Hispanics with a bachelor’s. Also in 2012, the average salary for white males with a master’s 

degree was $56,900 compared with $50,000 for Hispanics with a master’s degree.30 

Diabetes burden in Hispanics 

      In 2010, diabetes was the 5th leading cause of death in Hispanics.31 In 2013, as diabetes 

prevalence increased; diabetes was the 4th leading cause of death for Hispanics and 7th leading 

cause of death in total U.S. population.8 In 2013, the prevalence of diabetes was 14% amongst 

Hispanics (15.3% in Mexican Americans), which was higher when compared with non-Hispanic 

whites (6%).8  The rate of being diagnosed  with diabetes is higher for Hispanics of Mexican 

origin (87% higher) and Puerto Rico (94% higher)  when compared with non-Hispanic whites.32 

Diabetes costs for Hispanics  were estimated to be $50 billion in 2012; these costs are projected 

to increase to $100 billion  by 2025.33,34  

Reduction of diabetes complications through glycemic control and management of serum 

lipid levels 

    Glycemic control and management of serum lipid levels is crucial to delay and/or prevent 

diabetes complications. 35  Glycemic control was poor (>9.0%) in 12% of Americans between 

2007-2010; poor glycemic control was higher amongst Hispanics, at 19%, compared with non-

Hispanic whites at 10.1%.38 According to the Standards of Medical Care in Diabetes, the A1c 

recommended goal in non-pregnant adults is <7%. Keeping A1c <7% has been proven to 

decrease microvascular complications associated with diabetes.37  Long-term reduction of 

macrovascular complications in patients newly diagnosed with diabetes is also associated with 

maintenance of A1c below 7 % .35-37   People with diabetes are at higher risk for cardiovascular 

disease (CVD).39 Recommendations to reach serum lipid goals include lifestyle modification and 
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statin therapy.35, 39 Statin therapy recommendations are based on age (<40 years, between 40-75 

years, and > 75 years), overt CVD status (presence of previous cardiovascular events or acute 

coronary syndrome),  and CVD risk factors (LDL cholesterol ≥ 100 mg/dL, high blood pressure, 

smoking, being overweight, and/or obesity). 35, 39 Serum LDL goal in individuals without overt 

CVD is 100 mg/dL; serum goal in individuals with overt CVD is 70 mg/dL.35 

Hispanic Culture 

     Familismo, 40, 41 collectivism, 42, 43 culture, religion, and simpatía are important in the 

Hispanic culture and should be incorporated in the implementation of interventions targeted 

toward Hispanics.44-47 

Familismo  

    Familismo implies the importance of being connected and close to the family; family support 

is important in Hispanic lives.40 Limitations in family knowledge about diabetes could serve as a 

barrier to diabetes support; family can be a contributing factor to developing diabetes when 

relationships between family members are not as good as expected.41 Familismo calls to deliver 

health promotion and disease prevention interventions targeting the family as a whole.42  

Collectivism 

     Having a collectivist value, that is, values oriented towards group goals above individual 

ones, highlights the basis for how individuals identify themselves as part of a group and how 

their goals correspond with group goals.43 Hispanics in general have more collectivist values 

than non-Hispanic whites, and are more likely to work in a community environment.44 

Community interventions have shown improvement in diabetes self-management. 45-50  
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Culture 

    Understanding cultural diversity is important when developing and implanting interventions 

with the Hispanic community. Beliefs associated with the disease process are important when 

delivering diabetes health promotion interventions; strong emotions have been linked with 

development of diabetes.41 Cultural values are linked with society; therefore, the degree of 

acculturation needs to be addressed when considering the country of origin and religion of 

Hispanics.45 

Simpatía 

     Simpatía means “kindness” and strongly suggests politeness and pleasantness even when the 

individual is surrounded by stressful situations. Avoiding confrontation is part of simpatía. 

Hispanics might be less able to express openly their opinion or disagreement with a treatment 

plan. 40  

Religion  

      Religion refers to an organized and centralized practice that has been established by tradition. 

51 In 2007, about 59% of Virginia adults said that religion is important in their lives.52 In 2012, 

60% of Hispanics said that religion is important in their lives.53 In 2002, about 70 % of Hispanics 

in the U.S. were Roman Catholic.54, 55 In 2007, Hispanics represented 33% of U.S. Catholics.56 

Culturally and linguistically tailored lifestyle intervention programs for diabetes 

      Translation of the Diabetes Prevention Program (DPP) from the clinical to community setting 

has shown improvement on anthropometric measurements, serum lipids, and changes in 

behaviors.57-59 Strong social support has been associated with decreased prevalence of diabetes in 

Hispanics.60 Faith-based diabetes interventions delivered to Hispanics have been shown to 

increase social support and improve lifestyle associated with diabetes.61,62 Bilingual self-
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management training has been proven to decrease A1c, LDL, and blood pressure and to increase 

self-efficacy and knowledge about physical activity and healthy eating in Hispanics.48,63,64  

Lifestyle interventions at community levels have also resulted in significant improvements in 

anthropometrics and behaviors.50 

      A prospective quasi-experimental study was conducted in the Texas counties of Hidalgo and 

Starr to evaluate the effectiveness of culturally appropriate diabetes self-management education 

(DSME).64 The Hispanic community represented more than 85% of the population in both 

counties; diabetes prevalence was higher when compared to the U.S. as a whole. Hidalgo and 

Starr Counties were medically underserved areas, with high poverty rates and limited health care 

resources.64 An educational intervention based on SCT and Self-Regulation theory was delivered 

in community settings (churches and libraries) by a bilingual registered nurse and dietitian. Total 

participants (n=144) including intervention and wait list controls were tested at baseline and 

three months after intervention. Inclusion criteria included self-identification as a 

Hispanic/Latino, being 40 and older, and having a T2D diagnosis.64  When comparing baseline 

and three month assessment data, A1c  decreased significantly for the intervention group with a 

median difference of 0.3; and the intervention group showed significant improvement in self-

efficacy and self-care scores (p=0.0).64 

      In southwest Chicago, Illinois, a non-randomized prospective intervention study using a 

single group design evaluated the outcomes of translating a clinical-based diabetes prevention 

program into Spanish.50 The educational intervention was culturally and linguistically adapted by 

using the principles of CBPR and was delivered by community health workers (CHWs). This 

study enrolled participants (n=69) during a health fair. Inclusion criteria were adults aged 18 to 

65 years having glucose screening results between normal and pre-diabetes range, with a body 
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mass index (BMI)> 24.9, not pregnant, self-identifying as Latino, residents in the target 

community, and not having a medical condition that limited the dietary and physical activity 

required to carry out the program’s goals. Anthropometric measurements (weight, BMI, and 

body fat) were assessed every month; 20% of the participants achieved a 7% weight loss goal at 

6 months and 16% achieved a 7% weight loss goal at 12 months.50 

     In southeast Chicago, a non-experimental pretest-posttest single group evaluated the 

effectiveness of a culturally and linguistically appropriate educational intervention in 

Hispanics/Latinos with T2DM.49 The educational intervention comprised 2-hour group sessions 

over 10 weeks, delivered in community settings by CHWs.49 Inclusion criteria included age (18 

or older), self-identification as  Hispanic/Latino, residence in a Southeast Chicago community 

(and/or surrounding areas), and a diagnosis of diabetes.49  A1c and blood pressure improved 

significantly (p = .001) and (p = .006) respectively from pre-test to post-test (n=47).49 

     In Lawrence, Massachusetts, a randomized control trial (n=289) evaluated the outcomes of a 

community-based, culturally, linguistically, and literacy sensitive lifestyle intervention.65 This 

educational intervention was adapted from the DDP and was based on SCT  with patient-

centered counseling.65 Three Spanish speaking members of the community were trained to 

deliver the intervention in participant homes and community settings.65 The intervention 

consisted of three individual and  thirteen group sessions over a year.65 Inclusion criteria included 

self-reported Latino/Hispanic ethnicity, age >25 years, BMI > 24, and a risk of 30% or greater of 

being diagnosed with diabetes over the next 7.5 years.65  The treatment group showed  

2.5 lb of weight reduction versus the control group, with a gain of 0.63 lb (p= 0.04). A1c 

decreased by 0.10% for the treatment group and 0.04% for the control group (p=0.009).65  
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    In South Lawndale, a neighborhood of Chicago, Illinois, a church-based randomized control 

trial (n=100) evaluated diabetes self-management outcomes among Latino adults.61 The 

educational intervention was delivered by trained community leaders who were members of the 

church. Leaders were trained on program content based on the Transtheoretical Model, SCT, 

Self-Determination Theory, and principles of motivational interviewing.  Following principles of 

CBPR, a partnership was developed with two Catholic churches, a Catholic social service 

agency, healthcare leaders, and community members.61 Participants  were assigned randomly to 

an intervention group (n=50) or to a 90-minute diabetes lecture (n=50).61 The intervention group 

participated in  eight weekly group classes. Participants in both groups were assessed at baseline 

and three months post-intervention.  A1c decreased in both groups (−0.32 %, 95 % confidence 

interval [CI]: -0.62, -0.02 %).61 

Implications 

        The reported outcomes of these programs demonstrate that culturally appropriate programs 

for Hispanics can be effective for diabetes self-management and have the potential to prevent 

progression of pre-diabetes to diabetes.  To improve health outcomes for Hispanics, researchers 

and health professionals must be cognizant that Hispanics include individuals from different 

countries and that working effectively with Hispanics requires understanding of Hispanic 

cultural values. Developing and implementing interventions for Hispanic populations requires 

programs that are culturally and linguistically sensitive and appropriate. Most studies with 

Hispanic populations have taken place in Illinois, Texas, California, and Massachusetts.48-50, 61,62, 

64,65   In 2013, eight states in the U.S. had one million or more Hispanic residents.20 Virginia had 

more than a half million Hispanics in 2013.66  More studies are needed in states where Hispanics 
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constitute a rapidly growing ethnic minority group; health care access barriers might vary by 

state. 
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CHAPTER 3 

Community-based Lifestyle Intervention for Underserved Hispanics with Type 2 

Diabetes in Southwest Virginia 

Ivette G. Valenzuela, MPH,BSN1, Kathryn Hosig, PhD, MPH, RD1, Carlos Evia, PhD2, Elena 

Serrano, PhD3, Eleanor Schlenker, PhD, RD3,  & Kerry Redican, PhD, MPH, CHES1. 

1. Department of Population Health Sciences 

2. Department of English 
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Abstract 

     Diabetes prevalence for adults in the U.S. in 2012 was 9.3% overall, 7.6% for non-Hispanic 

whites, and 12.8% for Hispanics; the estimated percentage of adults with pre-diabetes in 2012 

was 35% for non-Hispanic whites and 38% for Hispanics. Immigration status and language have 

been identified as barriers to access to health care in Hispanics.  Community-based diabetes 

education programs delivered in faith-based settings have been successful in improving diabetes 

self-management. 

Glycemic control is crucial to prevent complications and associated costs related to pre-

diabetes and diabetes. The aims of this study were to increase awareness of diabetes risk among 

the Hispanic population; evaluate need for diabetes education among Hispanics; deliver and 

collect formative data for a community-based diabetes lifestyle intervention; and collect data 

regarding social determinants of health.  

Methods. Hispanic adaptation of a Virginia Cooperative Extension (VCE) type 2 diabetes 

lifestyle intervention was first interpreted and adapted to Hispanic culture and then piloted in 

partnership with two Catholic churches.  
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Results. Of 60 Hispanic adults who participated in blood sugar screening, 75% did not have 

medical insurance; and 62% had A1c > 5.7%, 72% of whom were unaware of having high blood 

sugar. A1c decreased for all six participants who completed the pilot intervention.  

Conclusions. A collaborative, culturally tailored VCE type 2 diabetes intervention can be widely 

disseminated and may increase diabetes awareness, prevent progression of pre-diabetes, and 

promote better glycemic control among Hispanics. 

Keywords. Community-Based Participatory Research, Type 2 Diabetes Mellitus, Hispanic 

Americans, Social Determinants of Health, Social Cognitive Theory 

In the U.S., diabetes mellitus (DM) affects almost 24 million people and is the seventh 

leading cause of death. DM is such a significant public health concern that Healthy People 2020 

lists diabetes as a separate topic with specific goals and objectives, including (1) reducing the 

annual number of new cases of diagnosed diabetes in the population, (2) reducing the death rate 

among persons with diabetes, (3) improving glycemic control among persons with diabetes, and 

(4) improving lipid control among persons with diagnosed diabetes.1  

Exacerbating the problem is that racial and ethnic minority groups constitute 25% of all adult 

patients with diabetes in the US and represent the majority of children and adolescents with type 

2 diabetes mellitus (T2DM).1  

     Hispanics became the largest U.S. minority in 2012, representing 17% of the population. 2  

Diabetes prevalence for adults in the U.S. in 2012 was 9.3% overall, 7.6% for non-Hispanic 

whites, and 12.8% for Hispanics.3  The prevalence of Hispanic adults with diabetes is expected 

to be approximately 20% by 2031.4 The estimated percentage of adults with pre-diabetes in 2012 

was 35% for non-Hispanic whites and 38% for Hispanics.3  In 2012, the total estimated annual 

cost of diabetes was $245 billion overall and $50 billion for Hispanic Americans and expected to 
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rise to $514 billion and $110 billion, respectively, by 2025. 5,6 The risk of being diagnosed with 

diabetes is 66% higher for Hispanics compared with non-Hispanic whites; this risk is even 

greater in Hispanics from Mexico (87%) and Puerto Rico (94%).7 Glycemic control is crucial to 

prevent complications and associated costs related to pre-diabetes and diabetes. For each 1% 

reduction in mean A1c, there is an associated risk reduction of 21% for deaths related to 

diabetes, 14% for myocardial infarction, and 37% for microvascular complications.8,9  

Bilingual diabetes self-management interventions have decreased A1c, LDL, and blood 

pressure, and has increased self-efficacy and knowledge about physical activity and healthy 

eating in Hispanics.10,11  Family, religion, collectivism and sympathy are important in the 

Hispanic culture and should be incorporated in the implementation of interventions targeting 

Hispanics.12-16  In particular, religion, family, and faith play a very important role in the lives of 

most Latinos.17,18  In 2002, 70% of Latinos in the U.S. were Roman Catholic.18,19   Access to 

healthcare varies for Hispanics depending on income, language, and immigration status.20,21  

Culturally tailored T2DM interventions targeting Hispanics have been successful in a 

variety of settings, including clinics 22-25, universities26-29, community locations convenient to 

participants30-32, and home visits32-35..Most of these interventions were culturally tailored, and 

many included education in Spanish or incorporated lay community health workers. Some 

addressed faith and spiritual beliefs or recruited participants from churches, but none were found 

that recruited participants from churches and delivered the program in participants’ home church. 

One intervention provided diabetes education at a Catholic faith-based clinic and blended 

Spanish and English language.36 Interactive group sessions, goal-setting, diaries, education by a 

dietitian, and language tailoring were among intervention strategies associated with significant 

A1c improvement in Hispanic women according to a recent systematic literature review.37  



26 
 

The current study employed principles of community-based participatory research 

(CBPR)38,39  to evaluate the feasibility and potential effects of reaching the Hispanic population 

with diabetes awareness, prevention, and management programming. More specifically, the 

project was conducted through an academic-community partnership between Virginia 

Cooperative Extension and Catholic churches facilitated by the Virginia Tech Center for Public 

Health Practice and Research. Study objectives were to collect data regarding social 

determinants of health, assess awareness of diabetes risk, evaluate the need for diabetes self-

management intervention, and conduct a pilot intervention for Spanish-speaking Hispanic 

members of two Catholic churches in southwest Virginia. Results of the formative evaluation 

were used to further tailor the intervention to meet the needs of the Hispanic community. 

Methods 

Consistent with principles of CBPR38,39,the project was initiated in response to requests 

from Virginia Cooperative Extension (VCE) Family and Consumer Sciences agents and local 

diabetes educators involved in implementing a VCE T2DM lifestyle intervention (Balanced 

Living with Diabetes – BLD) for a Spanish adaptation of the program.  Particular emphasis was 

placed on recognizing the community as a full partner and building on community strengths and 

partnerships as described below. All research activities were approved by the Virginia Tech 

Institutional Review Board (Please see Appendix A). 

BLD was translated and interpreted into Spanish (Hispanic Balanced Living with 

Diabetes – HBLD) by a bilingual El Salvadoran doctoral student in public health with training 

and credentials in medicine and nursing. Regional Catholic churches that offered services in 

Spanish were identified and recruited to participate. Three churches expressed interest in the 
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project. Each church identified a committee and/or coordinator to work with the research team to 

plan and coordinate project activities. 

Coordinators suggested offering diabetes awareness activities to the Hispanic community 

prior to initiating the pilot HBLD programs. Therefore, blood sugar screening and healthy recipe 

testing were conducted at two Catholic churches with assistance from members of the third 

Catholic church prior to pilot HBLD programs at the two churches that hosted screening and 

recipe testing. Church coordinators determined appropriate dates and times for conducting blood 

sugar screening and recipe testing and advertised the opportunity to the entire Hispanic 

community via flyers, church bulletins, announcements during church services, and word of 

mouth (Please see Appendices B, C, D, and E). Screening and recipe testing were conducted 

after mass in Spanish on Sunday at both churches in February of 2014. 

     Blood sugar screening. The only exclusion criterion for blood sugar screening was being 

under 21 years of age. Participants signed informed consent forms for A1c testing and completed 

a short anonymous demographic questionnaire (sex, age, and ethnical/racial origin, educational 

level, having a primary care provider and health insurance, time since last visit to a doctor or 

health care provider, and previous diagnosis of high glucose levels or diabetes) prior to 

screening. Glycosylated hemoglobin (A1c) was used for blood sugar screening because it is a 

marker of long-term glucose control (approximately 3 months) and is not sensitive to state of 

fasting .40,41  Approximately 5μl of blood was drawn via fingerstick and analyzed for A1c via kit 

(A1c Now+ Multi-test A1c System, Fisher Scientific, Waltham, MA). Participants were given a 

take home report that provided their screening results along with guidelines for A1c in normal, 

pre-diabetes, and diabetes ranges. Participants with A1c > 5.7% were encouraged to seek follow 

up care. 
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     Recipe testing. Recipes to be tested for inclusion in HBLD were selected from those 

available through the National Diabetes Education Program.42  Ingredients were provided to 

church members who agreed to prepare the dishes and bring them to church on the day of recipe 

testing. Anyone present after Spanish mass was eligible to taste the dishes. Participants were 

asked to complete a short anonymous evaluation form to indicate their level of preference for 

each dish (Please see Appendices N and O). Flavor, texture, and smell were graded from 1 

(dislike a lot) to 5 (like a lot). Color was graded from 1 (very unappetizing) to 5 (very 

appetizing). Likelihood of preparing recipes at home was also ranked from 1 (definitely no) to 5 

(definitely yes). 

     HBLD pilot. The HBLD pilot began approximately four months after A1c screening. Church 

coordinators at the two churches that participated in A1c screening recruited Spanish-speaking 

Hispanic community members who were at risk for diabetes or were pre-diabetic to attend 

HBLD classes and to participate in the research study. Eligibility criteria for research 

participation were age 21 or older and fluency in Spanish; participants were not excluded based 

on A1c level or church membership, and class participation was open to anyone who was 

interested. 

HBLD is based on Balanced Living with Diabetes (BLD), adapted for Virginia 

Cooperative Extension (VCE) from Dining with Diabetes (DwD), originally developed by West 

Virginia Cooperative Extension.43 Published articles have reported significant change in self-

reported diabetes knowledge, self-efficacy, and behavior, but none have reported change in 

glycemic control.43,44 BLD and HBLD are designed to address Social Cognitive Theory more 

fully by including more mastery experiences and directly addressing social support, goal setting, 

and monitoring.45-47 Furthermore, additional emphasis is given to physical activity (stretching, 
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strength and aerobic training, and walking). The program is provided in four weekly classes that 

are approximately two and a half hours in length.  A1c is measured at the first class (or baseline 

assessment session) and at a 3-month review/reunion class. Each session includes an interactive 

presentation by a local diabetes educator (Certified Diabetes Educator or Registered Dietitian) 

followed by demonstration and tasting of healthy recipes provided in the participant notebook. 

The local extension agent coordinates the program and conducts the food demonstration. Recipes 

are tested and tailored to the target population. Class topics include diabetes self-care and 

lifestyle change (nutrition and physical activity) to manage T2DM and to reduce risk of heart 

disease. The Plate Method is used to control portion size and carbohydrate intake.48,49 

 Demographic and outcome data were collected during the baseline assessment session 

and at the 3-month follow-up session. Data collection was supervised by a research team 

member to ensure adherence to protocol and compliance with protection of human subjects. 

Participants completed questionnaires in groups, and bilingual research staff circulated to 

provide assistance and read questions as needed. 

Demographic data included age, sex, race/ethnicity, educational attainment and income 

level, age when diagnosed with high glucose level, pre-diabetes or diabetes, whether the person 

saw a doctor for diabetes treatment, whether the person took medication for treatment of diabetes 

(including type of medication), and whether the person had medical insurance and coverage of 

diabetes supplies and medications by insurance.  

The primary outcome measure was A1c, measured as described previously.  Height was 

measured without shoes to the nearest ¼ inch using a portable stadiometer (PE-AIM-101, 

Perspective Enterprises, and Portage, MI). Weight was measured in light clothing without shoes 
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to the nearest 0.2 pound using a portable digital scale (Tanita model BWB800S, Perspectives 

Enterprises, Portage, MI). Body mass index (kg/m2) was calculated. 

Diabetes self-care knowledge and behavior were measured with questions regarding 

frequency of A1c testing, foot exams, dilated eye exams, checking blood glucose levels, and 

taking diabetes medications as prescribed. Questions were taken from instruments available 

through the Virginia Department of Health Virginia Diabetes Prevention and Control Project.  

Knowledge related to curriculum content for HBLD was measured using questions adapted from 

those used in BLD. The Godin Leisure Time Physical Activity Questionnaire was used to 

measure self-reported physical activity.50, 51  

Variables addressing SCT constructs, specifically outcome expectations, self-efficacy, 

self-regulation ,and social support, were measured using questions adapted from an instrument 

(Health Beliefs Survey) developed and validated in a variety of adult populations over a decade 

of research. 47, 52-56 Questions were tailored to reflect specific behaviors and foods targeted by the 

BLD/HBLD program such as using the Plate Method to control carbohydrate intake, controlling 

portion sizes, consuming at least five servings of fruits/vegetables and three servings of whole 

grains daily, using the Nutrition Facts label, engaging in at least 30 minutes of physical activity 

per day, etc. Similar modifications of the Health Beliefs survey have yielded reliable and valid 

instruments.47, 52-56  

Process evaluation data were collected throughout the project and included attendance at 

HBLD sessions, HBLD content covered, recipes and activities included during class sessions, 

and program costs. An exit questionnaire was administered at the three-month follow-up session 

to assess participants’ opinions about the program. 
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Results 

     A1c screening. Of 60 participants screened, 100% self-identified as Hispanic, 68% were 

female, and 64% were 40 years old or younger.  Only 36% had a high school degree or higher; 

34% had completed 6th grade or lower.  Seventy-five percent did not have medical insurance. 

Over half of participants had A1C > 5.7% (Figure 1).  Of these, 72% had never been told that 

they had pre-diabetes, diabetes, or high blood sugar. 

Figure 1.  A1c screening results. 

 

     Recipe testing. All eight recipes tested were considered acceptable with scores of 4.5/5.0 or 

higher. Pozole (meat broth with vegetables), Fruits Fantasy (season fruit with light Greek yogurt 

and light orange juice), and Dos Quesos Pizza (two cheese pizza) were the most popular.  

     HBLD Pilot. Descriptive and outcome data are presented for the 16 participants from both 

churches combined. Baseline data (n=12) indicated that 75% did not have a high school degree 

or higher and 56% had annual income less than $30,000. Thirty-six percent of participants had 

baseline A1c indicative of pre-diabetes (between 5.7% and 6.4%), and 27% percent had baseline 

A1c indicative of diabetes (≥ 6.4%). None of them took insulin, and 25% took pills or other 

46%

39%

15%

A1c Results (n = 59)

< 5.7% (normal range) 5.7% - 6.4% (prediabetes range) > 6.4% (diabetes range)
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medication for high blood sugar. None had ever participated in a diabetes class or support group 

before HBLD.   

Sixty-four percent of participants indicated at baseline that they sometimes engaged in a 

regular activity long enough to work up a sweat. Thirty-three percent ate five portions of fruits 

and vegetables four or more times a week for the past three months. Forty-two percent ate three 

servings of whole grains a day three or more times a week for the past three months. 

Six participants completed both baseline and 3-month follow-up data collection.  Five 

participants (42%) attended all four classes and 56% attended at least three classes. 

     A1c. Of the six participants who completed baseline and follow-up data collection, two had 

baseline A1c indicative of diabetes and four had baseline A1c indicative of pre-diabetes. A1c 

decreased for both groups, with a greater decrease for participants with baseline A1c indicative 

of diabetes (Table 1).  

Table 1. Formative Pilot Program. Three month A1C change 

 A1c- Baseline A1c- 3 months A1c change 

Type 2 diabetes (n=2) 9.8 ± 4.53 9.25 ± 0.78 0.55 ± 0.39 

Pre-diabetes 

(n=4) 

6.08 ± 0.28 5.93 ± 0.34 0.15 ± 0.11 

 

     Weight. Of the five participants who completed baseline and follow up weight collection, four 

lost weight. Mean weight change was -0.92 ± 1.43, and weight loss ranged from 0.4 pounds to 

4.6 pounds. 

     Physical activity. There was no change in reported physical activity level for the four 

participants who completed the Godin questionnaire at both baseline and 3-month follow up. 

Fifty percent said at baseline and follow up that they did moderate exercise for more than 15 

minutes five times a week or more. Fifty percent said at baseline and follow up that they 

sometimes engaged in any regular activity long enough to work up a sweat. 
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     Diet. Five participants completed baseline and follow up questions regarding diet.  The 

percentage of participants who said that they ate five servings of fruits and vegetables more than 

four times a week in the past 3 months increased from 20% at baseline to 80% at follow up. The 

percentage of participants who said that they ate three servings of whole grains a day more than 

three days per week in the past 3 months increased from 40% at baseline to 60% at follow up. 

The percentage of participants who said that they used the Plate Method to control portion size 

for at least one meal per day increased from 25% at baseline to 75% at follow up. 

     Self-Efficacy. Four participants completed baseline and follow up questions regarding self-

efficacy for walking and eating small portions. The percentage of participants who said that they 

were sure or very sure that they could eat smaller portions of food on most days increased from 

50% at baseline to 75% at follow up. The percentage of participants who said that they were very 

sure that on most days they could walk or exercise when they had other things to do increased 

from 20% at baseline to 50% at follow up. 

     Exit survey. Of eight participants who completed an exit survey, 100% said that having a 

Spanish-speaking educator was very important, 88% said that would participate if the program 

were taught in English and translated into Spanish by an interpreter, and 50% said that would not 

participate in the program if having health insurance was required. 

Discussion 

The current study was designed to provide formative evaluation for tailoring HBLD to 

meet the needs of the Hispanic community. Strong interest from Catholic churches serving the 

Hispanic population and participation in blood sugar screening and recipe testing by Spanish-

speaking members of the churches substantiates the need for the program and the potential for 

successful dissemination to the target population through partnership with faith-based 
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organizations. Results of blood sugar screening indicate that a significant proportion of the 

Hispanic community may be at risk for diabetes or already have pre-diabetes or T2DM without 

being aware of their condition or having regular medical care. Providing family-based prevention 

and management services in a location where Hispanic community members already congregate 

naturally and trust is already present has potential to prevent T2DM and to detect and treat it 

early to reduce complications associated with poor glycemic control. 57, 58 

Education level, income, and access to care were low based on results from the screening. 

These characteristics suggest that programs for the Hispanic community should be provided at 

no or low cost, presented in Spanish, held in a community location convenient and accessible to 

prospective participants, and include simplified messages and achievable target behaviors that 

are culturally sensitive. Participants indicated preference for Spanish-speaking educators.   

Participation was not limited to individuals with diagnosed diabetes or baseline A1c 

indicative of diabetes in order to provide information about the need for T2DM intervention and 

to be inclusive and welcoming to the target population. Sample size for participants with baseline 

A1c greater than 6.4% was therefore too small to evaluate potential effect size for A1c reduction. 

The observed reduction in A1c for participants with baseline A1c above 5.7% and observed 

weight loss are encouraging, however. Reported improvements in diet and self-efficacy for both 

diet and physical activity are similarly encouraging.  

Two larger quasi-experimental studies with interventions and research design similar to 

the present study produced significant improvements in diabetes self-management self-efficacy 

and glycemic control (A1c level) in Spanish-speaking Hispanic/Latinos.57,58 Thus, evaluating the 

approach used in this study with a larger number of sites and participants is warranted. 

Feasibility of dissemination for HBLD is higher than for most diabetes self-management 
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interventions for Spanish-speaking participants reported in the literature to date because the 

infrastructure of Cooperative Extension facilitates systematic collaboration with community 

partners, including churches, at the local level. 
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CHAPTER 4 

A1C and Serum Lipid Outcomes for Hispanic Adults with Pre-diabetes and Type 2 

Diabetes in a Community-based Lifestyle Intervention Program in Southwest Virginia 

Abstract 

Objectives: To evaluate the need for diabetes education among Hispanics and to provide 

preliminary data for A1c, serum lipids, and social cognitive variables related to diabetes three 

months after implementation of HBLD.   

Methods. A community-based type 2 diabetes lifestyle education curriculum was adapted to the 

Hispanic culture.  Preliminary A1c screening was conducted in two Catholic churches followed 

by random assignment of the churches to treatment and delayed treatment condition.  

Results.  Of 67 preliminary screening participants, 49% had A1c > 5.7%.  Baseline versus 3-

month A1c (mean ± s.d.) for HBLD participants was 6.0 ± 0.5 versus 6.2 ± 0.7 for the delayed 

control group (n = 10) and 6.4 ± 0.9 versus 6.4 ± 0.9 for the intervention group (n = 11).  

Implications.  HBLD has potential to prevent progression of pre-diabetes to type 2 diabetes 

among underserved Hispanics by providing education to those who may not otherwise have 

access to these services.  Larger and longer-term studies are warranted. 

                                                                       Introduction 

      In 2012, Hispanics became the largest racial/ethnic minority group, representing 17% of the 

U.S. population.  This percentage is projected to increase to 31% in 2060.1 The lifetime risk for 

Americans being diagnosed with diabetes is about 40%, with risk for Hispanics at more than 

50%.2 In 2012, diabetes prevalence for adults in the U.S. was 9.3% overall and 12.8% overall for 

Hispanics.3 Diabetes prevalence in Hispanics varies by geographic origin; prevalence for Central 

and South Americans was 8.5%, 9.3% for Cubans, 13.9% for Mexican Americans, and 14.8% 
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for Puerto Ricans.3 The estimated percentage of adults in the U.S. with pre-diabetes in 2012 was 

35% for non-Hispanic whites and 38% for Hispanics.3 Glycemic control is crucial to prevent 

complications and associated costs related to pre-diabetes and diabetes. Culturally and 

linguistically appropriate community interventions delivered to Hispanics at high risk for type 2 

diabetes (T2DM) have been effective in decreasing weight and improving A1c and insulin 

resistance.4, 5 Hispanic Balanced Living with Diabetes (HBLD) is a community-based T2DM 

lifestyle education program developed for Virginia Cooperative Extension.  Formative pilot 

HBLD programs provided preliminary A1c data regarding potential effectiveness of HBLD. 

Research Design and Methods 

 Study Design 

 The study was a two-group randomized control trial (RCT) in which one church was 

randomly assigned to the treatment (HBLD) group and the other to delayed treatment condition.  

The delayed treatment church received HBLD after completion of 3-month follow up data 

collection. RCT is considered the gold standard of clinical research; RCT helps to eliminate 

confounding6 and selection bias and “permits the use of probability theory to express the 

likelihood that any difference in outcome between treatment groups merely indicates chance” 

(Schulz & Grimes, 2002, p.516). 

 Blood glucose screening was offered at both churches prior to recruitment for the RCT. The 

research protocol was approved by the Virginia Tech Institutional Review Board (Please see 

Appendix P).  Consent forms and questionnaires were available in both English and Spanish 

(Please see Appendices Q, R, S, T, U, V, and W). 

      The study applied the principles of community-based participatory research (CBPR) 7 and 

lessons learned from pilot HBLD programs conducted in 2013.  The focus of the project was to 
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explore social determinants of health affecting the Hispanic community in Rocky Mount and 

Danville, Virginia (Table 1), explore awareness of pre-diabetes and type 2 diabetes, assess serum 

lipid levels, and assess feasibility of using community volunteers trained by Cooperative 

Extension staff to provide nutrition education for children while parents participated in HBLD. 

Participating churches were geographically located about 53 to 62 miles apart. Both churches 

belong to the Richmond diocese and provided services in Spanish.    

Table 1. Characteristics of Southwest Virginia cities participating in HBLD 8—11 

Region City % Hispanic 

Population    

2013 

Diagnosed  

Diabetes 

2012 

 

 

Rocky 

Mount 

(Franklin 

County) 

 

2.7% 

(Franklin 

County) 

 

12.3% 

(Franklin 

County) 

 

Danville City 

 

3.1% 

 

14.1% 

       

     The research team developed partnerships with each church and worked with Hispanic 

coordinators, Hispanic members of Catholic churches, and Virginia Cooperative Extension to 

plan and coordinate HBLD activities. Previous interviews with Hispanic services coordinators 

provided information about the feasibility of finding volunteers from the Hispanic community to 

provide nutrition education for kids. 

Participants 

     Church coordinators determined appropriate days and times for conducting A1c screening and 

advertised the opportunity via flyers, announcements during church services, and word of mouth 

Rocky 

Mt 
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to the entire Hispanic community. At both churches, preliminary A1c screening and diabetes 

awareness activities with the Hispanic community were conducted prior to initiating the HBLD 

programs. 

Researchers recruited Spanish-speaking Hispanic participants of A1c screening (>5.7%) 

to attend HBLD classes and participate in the research study.  Eligibility criteria for research 

participation were age 21 or older, Spanish-speaking, and have A1c 5.7% or higher.  Class 

attendance was open to anyone who was interested.   

Community-based type 2 diabetes educational intervention: HBLD 

     HBLD is based on Balanced Living with Diabetes (BLD), adapted for Virginia Cooperative 

Extension (VCE) from Dining with Diabetes (DwD) originally developed by West Virginia 

Cooperative Extension.12 Published  studies have reported significant change in self-reported 

diabetes knowledge, self-efficacy, and behavior with DwD, but none reported change in 

glycemic control.12,13 BLD and HBLD are designed to address SCT  more fully by including 

more mastery experiences and  directly addressing social support, goal setting, and monitoring.14-

16 Furthermore, additional emphasis is given to physical activity (stretching, strength and aerobic 

training, and focus on walking). The program was provided in four weekly classes that were 

approximately two and a half hours in length. Each session included an interactive presentation 

by a local diabetes educator (Certified Diabetes Educator or Registered Dietitian), followed by 

demonstration and tasting of healthy recipes provided in the participant notebook. The local 

extension agent coordinated the program and conducted the food demonstration. Recipes were 

tested and tailored to the target population. Class topics included diabetes self-care and lifestyle 

change (nutrition and physical activity) to manage type 2 diabetes and to reduce risk of heart 

disease. The Plate Method was used to control portion size and carbohydrate intake.17, 18 
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 Data collection 

     Qualitative and quantitative data were collected between the fall of 2014 and spring of 2015. 

The HBLD pilot had an initial baseline assessment and 3 month follow up assessment of body 

measures (BMI, A1c, and total cholesterol, LDL, HDL, and triglycerides). Data regarding social 

determinants of health, physical activity readiness, and some SCT variables were collected 

through questionnaires.  

      A1c. Glycosylated hemoglobin (A1c) was used as the measure for blood glucose control due 

to its characteristics of being a long-term glucose control marker and for not being sensitive to 

the state of fasting.19, 20 When testing A1c, approximately 5μl of blood was drawn via fingerstick 

and analyzed for A1c via kit (A1c Now+ Multi-test A1c System, Fisher Scientific, Waltham, 

MA).21  Participants were given a take-home report that indicated their screening result along 

with guidelines for A1C in normal, pre-diabetes, and diabetes ranges.  Duplicate measures of 

A1c were taken; a third measurement was taken when the first two were more than 0.4 points 

different. Participants with A1c > 5.7% were encouraged to seek follow up care and were invited 

to participate in HBLD program. 

   Lipid panel.  Serum lipids (total cholesterol, LDL, HDL and TG) were analyzed via kit (Alere 

Cholestech LDX®  System).22  About  40uL of blood was drawn via fingerstick for analysis.22     

   BMI. Height was measured without shoes to the nearest ¼ inch using a portable stadiometer 

(PE-AIM-101, Perspective Enterprises, Portage, MI).  Weight was measured without shoes to the 

nearest 0.2 pound using a portable digital scale (Tanita model BWB800S, Perspectives 

Enterprises, Portage, MI). 

  SCT variables. SCT variables were measured using questions adapted from an instrument 

(Health Beliefs Survey) developed and validated in a variety of adult populations.23-27 
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Data analysis 

    Data were analyzed as described below. Statistical analysis was performed using SPSS (IBM, 

SPSS statistics 23).  

     Body measure variables.  Change between baseline and three month follow up for body 

measure variables (A1c, serum lipids, body weight, BMI) between the treatment (HBLD) and 

delayed treatment control (HBLDd) groups were analyzed using Kruskal Wallis test for non-

parametric variables (p < 0.05).  

     Knowledge and SCT variables. Change between baseline and three month follow up for SCT 

variables between HBLD and HBLDd were analyzed using Chi-square (p < 0.05) for knowledge 

variables and Kruskal Wallis (p < 0.05) for self-regulation, self-efficacy, and social support. 

Results 

Preliminary A1c screening.  

      Of 31 people screened at the treatment group (HBLD), 100% self-identified as Hispanic; 

55% of screened participants had A1c > 5.7%. Of 35 people screened at the delayed treatment 

group (HBLDd): 100% self-identified as Hispanic; 43% of screened participants had A1c > 

5.7%.  The percentage of participants in each diabetes category is reported in Table 2. 

Table 2 .  Percentage of participants with A1c > 5.7 by diabetes status category. 

Group % of participant with A1c  

pre-diabetes range (5.7%-6.4%) 

% of participant with A1c 

diabetes range (>6.5%) 

% of participants  

with A1c > 7% 

HBLD 

(n=31)) 

42% 3% 10% 

HBLDd 

(n=35) 

37% 11% 6% 

 

Nutrition education for children 

     Participants at both churches were interested in nutrition education for children. However, 

only the treatment church was able to provide volunteers to be trained. Volunteers included two 
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high school students (one male and one female). Volunteers were trained to deliver a VCE 

curriculum for kids and then taught it while parents were participating in HBLD. 

Participant Information 

     Of 11 people answering demographic questionnaire at HBLD group; 100 % self-identified as 

Hispanic. When asked, which of the following best describes you; none of them selected any 

possible option (African American, Caucasian, or Asian/Pacific Islander). Of 10 people 

answering demographic questionnaire in the HBLDd group; 100 % self-identified as Hispanic. 

When asked, which of the following best describes you only one participant selected Caucasian 

from possible options (African American, Caucasian, or Asian/Pacific Islander). 

A1c 

   Baseline A1c versus 3-month A1c (mean ± s.d.) for HBLDd (n = 10) was 6.0 ± 0.5 versus 6.2 

± 0.7; for HBLD (n=11) was 6.4 ± 0.9 versus 6.4 ± 0.9. The change from baseline to follow up 

between churches was not statistically significant (p =0.5). 

BMI 

      Baseline BMI versus 3-month BMI (mean ± s.d.) for delayed control group (n=10) was 31 ± 

8 versus 30 ± 8; for the intervention group (n = 11) was 31± 3 versus 30 ± 5. The change from 

baseline to follow up between churches was not statistically significant (p =0.5). 

Weight 

     Baseline weight versus 3-month cholesterol (mean ± s.d.) for HBLDd (n=10) was 174 ± 49 

versus 173 ± 47; for HBLD (n = 11) was 159± 26 versus 160 ± 27. The change from baseline to 

follow up between churches was not statistically significant (p =0.5). 
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Cholesterol 

     Baseline cholesterol versus 3-month cholesterol (mean ± s.d.) for HBLDd (n=10) was 212 ± 

44 versus 192 ± 40; HBLD (n = 11) was 184 ± 24 versus 196 ± 31. The change from baseline to 

follow up between churches was not statistically significant (p=0.07).  

HDL 

     Baseline HDL versus 3-month HDL (mean ± s.d.) for HBLDd (n=9) was 42 ± 8 versus 44 ± 

11; for HBLD (n = 10) was 48 ± 7 versus 46 ± 4. The change from baseline to follow up between 

churches was not statistically significant (p =0.46). 

LDL 

     Baseline LDL versus 3-month cholesterol (mean ± s.d.) for HBLDd (n=9) was 141 ± 45 

versus 122 ± 35; for HBLD (n = 10) was 109 ± 119 versus 115 ± 21. The change from baseline 

to follow up between churches was not statistically significant (p =0.2). 

Triglycerides 

      Baseline cholesterol versus 3-month cholesterol (mean ± s.d.) for HBLDd (n=10) was 169 ± 

75 versus 184 ± 116; for HBLD (n = 10) was 138± 49 versus 194 ± 176. The change from 

baseline to follow up between churches was not statistically significant (p =0.3). 

 Knowledge variables 

      Knowledge questions offered multiple choice answers; correct versus incorrect answers were 

compared at baseline and follow up. For completed baseline and follow up data collection; there 

were no statistically significant differences for change from baseline to follow up between 

churches. Baseline and 3-month follow up results for knowledge questions are included in Table 

3.  
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Table 3.  Baseline and 3-month Follow Up Knowledge for Intervention and Delayed Control 

Churches1,2 

Question Text Intervention 

baseline 

Intervention 

3-month 

Delayed Control 

Baseline 

Delayed Control 

3-month 

People with diabetes who are meeting 

their blood sugar goals should have 

their A1c checked at least __time(s) a 

year?.2 

Correct answer: 2 times a year 

HBLD 

(n=4) 

0% 

HBLD  

(n=4) 

0% 

HBLDd  

(n=4)  

50% 

HBLDd  

(n=4)  

25% 

Most people with Type 2 diabetes 

should do moderate exercise, such as 

walking at least_?2 

Correct answer:30 minutes, 5 days a 

week 

HBLD  

(n=9)  

55% 

HBLD  

(n=9)  

89% 

HBLDd  

(n=6)  

50% 

HBLDd  

(n=6)  

100% 

What size plate should you use to help 

you control your portion sizes?2 

Correct answer : 9 inches 

HBLD  

(n=10) 

0% 

HBLD 

(n=10) 

22% 

HBLDd 

(n=6) 

33% 

HBLDd 

(n=6) 

50% 

Starchy foods (carbohydrates) should 

take up how much of your plate in the 

Plate Method?2 

Correct answer :One fourth 

HBLD  

(n=9) 

22% 

HBLD  

(n=9) 

67% 

HBLDd 

(n=6) 

17% 

HBLDd 

(n=6) 

67% 

Non-starchy vegetables should take up 

how much of your plate at lunch and 

dinner in the Plate Method?2 

Correct answer :One half 

HBLD  

(n=8) 

38% 

HBLD  

(n=8) 

75% 

HBLDd 

(n=7) 

43% 

HBLDd 

(n=7) 

43% 

1 Expressed as percentage of participants with correct answer at baseline and at 3-month follow up 
2 No differences for change from baseline to 3-month follow up between churches (Chi Square, p > 0.05) 

 

 Self-efficacy variables.  

      When answering self-efficacy questions; possible answers were 1=very unsure, 2=unsure, 3= 

neither unsure nor sure, 4=sure, and 5=very sure. For completed baseline and follow up data 

collection, there was a statistically significant change from baseline to 3-month follow up 

between churches for one question (How sure are you that you can walk or exercise?). For the 

rest of the questions there were no statistically significant differences for change from baseline to 

follow up between churches. Baseline and 3-month follow up results are included in Table 4. 
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Table 4.  Baseline and 3-month Follow Up Self-Efficacy for Intervention and Delayed Control 

Churches1,2 

Question Text Intervention 

baseline 

Intervention 

3-month 

Delayed Control 

Baseline 

Delayed Control 

3-month 

How sure are you that you 

can eat smaller portions of 

food?2 

HBLD 

(n=8) 

3.9± 1.1 

HBLD 

(n=8) 

3.5±1.5 

HBLDd 

(n=8) 

4.4 ± 0.5 

HBLDd 

(n=8) 

3.5 ± 1.1 

How sure are you that you 

can eat meals at regular 

times?2 

HBLD 

(n=8) 

3.3 ± 1.2 

HBLD 

 (n=8) 

4.3 ± 0.5 

HBLDd 

(n=5) 

4.0 ± 0.7 

HBLDd 

(n=5) 

4.4 ± 0.9 

How sure are you that you 

can walk or exercise? 

HBLD 

(n=8) 

3.9 ± 1.1 

HBLD 

(n=8) 

4.1 ± 1.1 

HBLDd 

(n=7) 

4.6 ± 0.8 

HBLDd 

(n=7) 

4.1 ± 0.7 

How sure are you that you 

can keep track of how much 

you walk or exercise?2 

HBLD  

(n=9) 

3.2 ± 1.1 

HBLD  

(n=9) 

3.7 ± 0.9 

HBLDd 

(n=7) 

4.1 ± 0.9 

HBLDd 

(n=7) 

3.7 ± 1.1 
1 Expressed as mean ± s.d. using scale from 1 to 5 with 1 = very unsure and 5 = very sure 
2 No differences for change from baseline to 3-month follow up between churches (Kruskal Wallis, p > 0.05) 

 

Self-regulation variables 

       When answering self-regulation questions, possible answers to self-regulation questions 

were from zero to seven days per week. For completed baseline and follow up data collection, 

there were no statistically significant differences for change from baseline to follow up between 

churches. Baseline and 3-month follow up results are included in Table 5. 

Table 5.  Baseline and 3-month Follow Up Self-Regulation for Intervention and Delayed Control 

Churches1,2 

Question Text Intervention 

baseline 

Intervention 

3-month 

Delayed Control 

Baseline 

Delayed Control 

3-month 

How many days a week do 

you use the plate method?2 

HBLD 

(n=8) 

0.9 ± 1.8 

HBLD  

(n=8) 

3 ± 2.4 

HBLDd  

(n=6)  

0.5 ± 1.2 

HBLDd  

(n=6)  

1.0 ± 2.5 

How many days a week do 

you eat meals at regular 

times?2 

HBLD  

(n=10)  

3.6 ± 2.1 

HBLD  

(n=10)  

4.9 ± 2.0 

HBLDd  

(n=5)  

6.0 ± 1.4 

HBLDd  

(n=5)  

5.8 ± 0.84 

How many days a week do 

you walk or exercise?2 

HBLD  

(n=10) 

3.3 ± 2.4 

HBLD (n=10) 

4.0 ± 1.6 

HBLDd 

(n=6) 

3.0 ± 2.8 

HBLDd 

(n=6) 

2.7 ± 2.7 

How many days a week do 

you keep track of how 

much you walked or 

HBLD  

(n=9) 

1.1 ± 2.3 

HBLD  

(n=9) 

2.2 ± 2.0 

HBLDd 

(n=6) 

1.2 ± 2.9 

HBLDd 

(n=6) 

0.83 ± 2.0 
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exercised during the 

week?2 

How many days a week do 

you make a plan to walk or 

exercise most days?2 

HBLD  

(n=9) 

2.4 ± 2.5 

HBLD  

(n=9) 

3.6 ± 1.4 

HBLDd 

(n=6) 

1.5 ± 2.8 

HBLDd 

(n=6) 

0.83 ± 1.6 
         1 Expressed as mean ± s.d. using days a week from 0 to 7. 
2 No differences for change from baseline to 3-month follow up between churches (Kruskal Wallis, p > 0.05) 

 

Social support variables 

    When answering social support questions, possible answers were 1= strongly disagree, 2= 

disagree, 3= neither, 4= agree, and 5= strongly agree. For completed baseline and follow up data 

collection; there were no statistically significant differences for change from baseline to follow 

up between churches. Baseline and 3-month follow up results are included in Table 6. 

Table 6.  Baseline and 3-month Follow Up Social Support for Intervention and Delayed Control 

Churches1,2 

Question Text Intervention 

Baseline 

Intervention 

3-month 

Delayed 

Control 

Baseline 

Delayed 

Control 

3-month 

The people close to me try 

to eat a healthy diet.2 

HBLD 

(n=10) 

3.3 ± 1.3 

HBLD  

(n=10) 

4.3 ± 0.9 

HBLDd 

(n=8) 

3.8 ± 1.0 

HBLDd 

(n=8) 

3.1 ± 1.3 

The people close to me 

encourage me to get more 

exercise.2 

HBLD 

(n=9) 

3.6 ± 1.5 

HBLD 

(n=9) 

4.6 ± 0.5 

HBLDd 

(n=7) 

4.3 ± 0.5 

HBLDd 

(n=7) 

4.0 ± 1.0 

The people close to me 

exercise or walk regularly.2 

HBLD  

(n=9) 

3.8 ± 1.3 

HBLD  

(n=9) 

4.0 ± 0.7 

HBLDd 

(n=7) 

3.1 ± 1.6 

HBLDd 

(n=7) 

3.0 ± 1.2 

The people close to me 

encourage me to eat right.2 

HBLD  

(n=9) 

3.9 ± 1.2 

HBLD  

(n=9) 

4.2 ± 1.4 

HBLDd 

 (n=8) 

4.1 ± 0.6 

HBLDd  

(n=8) 

4.0 ± 0.9 
1 Expressed as mean ± s.d. using scale from 1 to 5 with 1 = strongly disagree and 5 = strongly agree 
2 No differences for change from baseline to 3-month follow up between churches (Kruskal Wallis, p > 0.05) 

 

 

Discussion 

    Lack of statistical significance for change in body measures is likely due to the small sample 

size. Potential for efficacy is demonstrated by change in the desired direction for HBLD versus 
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HBLDd.  A1c did not increase over 3 months for HBLD participants compared to HBLDd 

participants.  Preliminary data in a 5-year NIH-funded study with BLD has shown stronger 

effects on A1c for participants with A1c over 7.0, but results of this pilot study indicate potential 

to delay progression of pre-diabetes. 

    Changes in A1c and BMI observed in this study are consistent with reported changes in 

previous studies.6,28-30  Changes in serum lipids were inconsistent between treatment groups and 

with expected treatment effects. This may be related to timing of the pilot RCT during the 

holiday season associated with less healthful eating and physical activity behaviors, although this 

explanation is not supported by the desired changes in A1c level and lack of expected differences 

between treatment and intervention groups. Of note is that the treatment group church provides 

breakfast every Sunday; breakfast includes pancakes, juice and cereal.  

    SCT (knowledge, self-regulation, social support, and self-efficacy) showed marked 

improvement in the intervention group.  This improvement may lead to improved nutrition and 

physical activity habits over time, leading to improved A1c and serum lipid levels. 

  Every community has its own personality.  When working with Catholic churches, it is 

important to approach every single Hispanic services coordinator in person. Hispanic services 

coordinators play an essential role in outreach to church members and to coordinate health 

programs activities. Churches have scheduled activities through the whole year; health programs 

need to adapt to church schedules and availability. As every church is different, the availability 

of volunteers to be trained may be different. Creation of partnerships between Hispanic services 

coordinators and institutions is necessary to reach members of the churches. This is consistent 

with needing strong grounding in principles of CBPR to facilitate effective partnership with 

churches to reach underserved populations. 
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Implications 

       HBLD is a culturally and linguistically appropriate intervention that has shown potential to 

prevent pre-diabetes progression to T2DM. When comparing baseline and 3-month follow up 

data, the treatment group showed an improvement in SCT variables as opposed to the delayed 

control group. This improvement might help to explain improvement in A1c level from baseline 

to three months for the treatment group compared with the delayed control group. The increased 

A1c levels at three months for the delayed treatment group suggest the need for more 

community-based interventions to stop the progression of pre-diabetes to diabetes. Developing 

and implementing culturally and linguistically interventions for Hispanics requires knowledge 

and understanding of Hispanic culture and barriers. As the Hispanic population continues to 

grow, stronger and expanded community-based approaches will be required. Creation of 

partnerships among agencies, organizations, and institutions that serve the Hispanic population 

will facilitate the processes of developing and implementing community based outreach, services 

and interventions. 
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CHAPTER 5 

Hispanic Balanced Living with Diabetes:  Focus Groups  

Abstract 

        During implementation of Hispanic Balanced Living with Diabetes (HBLD) in four 

Catholic churches in southwest Virginia, lack of awareness about abnormal glucose levels, low 

health literacy levels, and limited access to healthcare was noted.  

Methods. Post-intervention focus group discussions were held with three groups of HBLD 

participants (total n = 25) to identify specific social determinants of health affecting Hispanics, 

assess participants satisfaction and suggestions for improvement of HBLD, and assess feasibility 

of recruiting and training volunteer community members as HBLD promotoras.  Church 

coordinators and the educator recruited HBLD participants from three of the four churches that 

received HBLD.  

Results: Participants identified patience and being bilingual as characteristics of effective 

promotoras. The need for financial compensation was identified as a barrier to recruiting 

community members as promotoras. Participants also described specific limited English 

proficiency and immigration status as barriers for accessing healthcare and health education 

classes. An effective culturally and linguistically appropriate model for promoting health and 

preventing chronic disease in Hispanic populations is needed to mitigate rising rates of diabetes 

and other lifestyle-related chronic diseases.  

 

Key words:  cultural and linguistic appropriate services, Extension, Hispanics, health promotion, 

chronic disease prevention. 
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       In 2014, the Hispanic population in the U.S. was about 55 million (17.4 % of population). 1 

Hispanics are expected to comprise 29% of U.S population by 2060.2 Diabetes prevalence for 

adults in the U.S. in 2012 was 9.3% overall and 12.8% for Hispanics.3 Diabetes became the 

fourth leading cause of death for Hispanics in the U.S. in 2013.4 It is estimated that by 2031, 

20.2% of adult Hispanics in the U.S. will  have diabetes.5 In the U.S., healthcare costs related to 

diabetes accounted for $245 billion in 2012; the uninsured paid 3.2% of medical expenses.6 

Diabetes, specifically type 2 diabetes, is a disease that has a lifestyle component in its causation.  

Type 2 diabetes (T2DM) accounts for about 95% of cases of diabetes in the U.S.7  

    Many Hispanics are faced with barriers including poverty, lack of health insurance, and 

limited English proficiency that negatively impact their health outcomes.8 However, preventive 

care becomes a challenge for people who are uninsured.  Among the barriers to T2DM diagnosis 

and management faced by the Hispanic population are lack of or limited English proficiency, 

low educational attainment, low socio-economic status, and lack of or reduced access to health 

care.4   

     Diabetes self-management education programs for Hispanics in Spanish-implemented in 

community settings have improved behavioral skills and glycemic control.9  Education programs 

taught by bilingual educators have shown to improve diabetes outcomes 9-11 Positive outcomes 

on blood sugar control were shown  in a promotora-led diabetes program for Latinas that was 

taught in Spanish and evaluated for feasibility, effectiveness, and acceptability.12  These results 

demonstrated that developing culturally and linguistically appropriate initiatives is crucial to 

increase equity and to decrease ethnic and racial health care disparities.13 Reaching diverse 

communities requires  culturally sensitive approaches.14  
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     In Southwest and Southeast Chicago, Illinois, diabetes education interventions were delivered 

by community health workers. Results of these two interventions showed improvement in 

glycemic control.9, 10 In Lawrence, MA, community members were trained on diabetes 

prevention; A1c showed improvement as well.11   

     Lay health workers/promotoras are members of the community; promotoras share the same 

language and socioeconomic and cultural characteristics of the community that they are working 

with.15 The role of the promotora includes delivering culturally and linguistically appropriate 

services and advocacy for patients. Promotoras assist with translation and interpretation of 

curricula and educate and mentor community members. 15  

        Cooperative Extension has recognized the challenge of  diversity and the importance of 

increasing the number of Family & Consumer Science (FCS) minority professionals.16 It has also 

recognized the need for increasing professional development  related to cultural competence for 

extension personnel .16 The importance of increasing bilingual staff to reach the Latino 

community was also recognized by the North Carolina State University Extension as expanding 

the Latino market niche became a priority.17 As extension has become more aware of Hispanic 

health and social and cultural needs, pilot programs that employ a promotora model for 

extension and Supplemental Nutrition Assistance Program Education (SNAP-Ed) to reach and 

provide services to this growing minority have provided promising results.14,18,19 

    The role of the promotora in understanding and reaching communities has been recognized for 

extension when delivering interventions to prevent birth defects in Hispanic children in South 

Texas.14 Promotoras have been identified by the University of California Cooperative Extension 

as crucial members of the team to help them understand the Latino community when trying to 
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develop youth programs. 18 Promotoras have also worked with extension helping to deliver 

healthy home interventions concerning education about dangerous gases).19 

Methods 

      To address health disparities faced by many Hispanics, a T2DM lifestyle intervention, 

Hispanic Balanced Living with Diabetes (HBLD), took place in Southwest Virginia between 

2013 and 2014. Post-intervention focus group discussions were held to identify specific 

perceived barriers when accessing primary prevention and healthcare services and to assess the 

feasibility of recruiting and training members of the Hispanic community to become HBLD 

promotoras. Extension has used a promotora model in different settings. Data from focus group 

discussions with participants in HBLD on access to health services, nutrition, and physical 

activity, Hispanic Balanced Living with Diabetes, and essential characteristics of promotora 

programs are provided. 

Description of type 2 diabetes lifestyle education program (HBLD) 

     HBLD is based on Balanced Living with Diabetes (BLD), adapted for the Virginia 

Cooperative Extension (VCE) from Dining with Diabetes (DwD), originally developed by West 

Virginia Cooperative Extension.20 BLD and HBLD are designed to address SCT more fully by 

including more mastery experiences and directly addressing social support, goal setting, and 

monitoring.21-23 Furthermore, additional emphasis is given to physical activity (stretching, 

strength and aerobic exercise, and walking). The program was provided in four weekly classes 

that were approximately two and a half hours in length. Each session included an interactive 

presentation by a local diabetes educator (Certified Diabetes Educator or Registered Dietitian), 

followed by demonstration and tasting of healthy recipes provided in the participant notebook. 

The local extension agent coordinated the program and conducted the food demonstration. 
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Recipes were tested and tailored to the target population. Class topics included diabetes self-care 

and lifestyle change (nutrition and physical activity) to manage type 2 diabetes and reduce the 

risk of heart disease. The Plate Method was used to control portion size and carbohydrate 

intake.24, 25 

Post-intervention focus groups     

     Following the HBLD pilot intervention, focus group discussions were held at three Catholic 

churches to understand specific barriers to healthcare and health services faced by the 

participants and to assess satisfaction with HBLD.26, 27 Recruitment of participants took place at 

Catholic churches where HBLD was held. The only selection criterion for participation in focus 

groups was participation in HBLD. Informed consent forms were provided in Spanish and read 

and explained to participants before starting each focus group session. No participant was forced 

to answer any question or participate in any part of the discussion Participants were provided 

with light refreshments and $10 cash in exchange for participation in this study. Research 

protocol was approved by the Virginia Tech Institutional Review Board (Please see Appendix 

X).  Consent forms and questionnaires were available in both English and Spanish. Signed 

voluntary informed consent was obtained from all participants (Please see Appendices Y and Z).  

     Each focus group discussion was 60-90 minutes in duration and led by a native Spanish 

speaker and moderator and an assistant moderator.  Standard focus group protocol was 

followed.28  Field and content experts including bilingual researchers developed discussion 

questions. Each session was audio-recorded and field notes were taken. Question topics included 

access to health services, nutritional and physical activity education, satisfaction with HBLD, 

suggestions for improving the effectiveness of HBLD, and the feasibility of recruiting and 

training promotoras among community members.  Sample questions are provided in Table 1. 
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Table 1.  Sample focus group questions 

Access to Health Services Where do you go when you have questions 

about your health or your family’s health? 

Nutrition and Physical Activity How do you and your family learn about 

healthy eating? 

Hispanic Balanced Living with Diabetes Do you think it would be okay if there was an 

English-speaking educator if there is someone 

at the class to translate into Spanish? 

Promotora Would you ask a Hispanic community 

member trained to be a promotora for help in 

finding medical care and nutrition 

information? 

 

    Data were collected through audiotape and field notes. The Spanish audio-recordings were 

transcribed verbatim and then interpreted into English independently line-by-line by two bilingual 

people. A research team member with expertise in conducting and analyzing focus group data 

reviewed and coded the English transcript and identified major themes related to access to health 

services, nutrition and physical activity, HBLD, and promotoras. A bilingual researcher reviewed 

the transcripts for quotes that fit into the previously identified themes. The quotes that best 

exemplified those themes were identified. 

Results 

A total of three focus groups were held in two southwest Virginia cities in March and April of 

2015. A total of 25 individuals participated, with a range of eight to nine participants per focus 

group; 62% of participants were female.  Major themes from focus group discussions are 

provided below.  Table 2 includes quotes illustrating topics that most directly inform future 

efforts to address barriers to healthcare and access to services for Hispanics. 

Access to health services 

       During conversation about healthcare access, participants emphasized limited English 

proficiency as a barrier for them to communicate with health professionals. Delayed access to 
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preventive health services was due to not having health insurance, cost of health services, and 

unknown real final costs of preventive health services. Quotes about perceived health access 

barriers are reported in Table 2. 

Nutrition and Physical Activity 

      Lack of awareness about the importance of healthy food and physical activity compounded 

by lack of educational programs in Spanish and discrimination prevented participants from using 

nutrition or health education services.  Examples of statements included: “The lady is racist; she 

told me that I needed my American identification,” and “ In the church they also asked for an 

American ID.” Willingness to pay for accessible services is illustrated in Table 2. 

HBLD 

   Participants indicated that having a Hispanic Spanish speaker as educator was important to 

facilitate ongoing communication; they also stated the importance of understanding Hispanic 

culture: “She understands habits of Hispanic people,” and, “We feel more confident and can 

explain ourselves better,” are examples. The value of having a Spanish speaker as educator is 

addressed in Table 2.  

Promotora 

Being bilingual and trustworthy are important characteristics for effective promotoras. Another 

characteristic that was important for the participant is patience: Examples include, “(they) must 

be patient with us,”   “Kindness that knows more on how to explain oneself and even children,” 

and” Friendly and patient disposition.”  Recruiting and training a volunteer promotora may be 

difficult due to the characteristics that a promotora has to meet, such as being bilingual and 

being paid to do the work; commonly identified barriers to finding a promotora are reported in 

Table 2 
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Table 2. Focus group quotes 

 

 

 

Health 

education and 

nutritional 

services access 

Language Health insurance and health care costs 

“I think that as Hispanics, if we 

do not speak English, we face a 

big obstacle. Sometimes at the 

hospitals there is no translators, 

and that makes it harder to find a 

doctor” 

“Sometimes if you speak not so 

good English, the doctor does not 

understand very well, they make 

you all the tests and they do not 

solve anything. I think that is the 

problem, communication”. 

“….it was approximately one year ago that I 

had to go, and then to register they put 

barriers.  They ask you for insurance” 

“I think that medical insurance plays a high 

role here, because most of us do not have it 

and we look for places where we can pay 

with cash so that we do not have a coming 

bill to pay” 

“If the illness doesn’t kill you, the resulting 

fright from viewing the bill surely will” 

Willingness to pay for healthcare and educational access as long as it is 

affordable 

“Yes if the cost had not been high; a price that my husband could afford 

because I do not work” 

“Charge something but it depends on who can have access based on what it 

costs". 

Promotora and 

value of having 

a Spanish 

speaker 

educator 

Barriers to recruiting and training 

a community member as a 

volunteer promotora 

Characteristics needed on a promotora 

and value of Spanish Speaker 

“It would be required that that 

person has time and disposition“ 

“It’s not easy because people who 

have those characteristics 

generally have work and are very 

busy”. 

it’s not easy because people who 

have those characteristics 

generally have work and are very 

busy” 

“You’d have to pay them”. 

“Must be kind”  

“Must speak both languages” 

 “We feel more confident and can explain 

ourselves better “ 

“She understands us and we understand 

her”  

“It’s that one identifies more with the 

person in Spanish; one feels more 

trusting”. 
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Conclusion and Implications 

    While some Cooperative Extension programs already use the promotora model to deliver 

culturally and linguistically appropriate services targeting Hispanics13 18 19, the model can be 

adopted nationwide to help to mitigate health disparities and increase equity among minorities. 

HBLD is a diabetes management program. Promotoras could enhance HBLD and increase its 

effectiveness by helping participants connect to health services. The HBLD program was taught 

by a native Spanish speaker educator in order to most fully deliver a culturally and linguistically 

appropriate intervention by interpreting and adapting the original BLD program to the Hispanic 

language and culture, rather than mere translation of materials Barriers to recruiting community 

members as promotoras should be considered before Cooperative Extension programs develop 

their own promotora programs. The characteristics of effective educators identified through this 

study can be used by Cooperative Extension programs to guide development and help avoid 

potential pitfalls when developing new programming targeting Hispanic populations. Hiring 

native Spanish speakers will not only ensure that accurate information is provided, but that 

educators are aware of culturally appropriate ways to deliver diabetes prevention programs. 

Participants may feel more trusting of educators they identify with and therefore be more 

receptive to information provided and willing to participate.  Additionally, participants may feel 

more certain that their questions and the responses of educators are fully understood. 
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Chapter 6 

Summary, Conclusions, Implications, and Recommendations 

  As the U.S. Hispanic population continues to grow, the prevalence of diabetes and its related 

complications within the Latino community continues to increase.  As of 2012, diabetes related 

health care costs in the U.S. totaled $245 billion dollars.1 The projected future health care related 

costs will significantly exceed this figure if the rate of this disease is not slowed or halted.2 This 

dissertation research has focused on the potential impact that culturally and linguistically 

appropriate services can have on the Hispanic community and the costs to the nation as a whole.  

HBLD has the potential to improve the quality of and life expectancy of this group by providing 

services that many do not have access to, while simultaneously providing cost savings to the 

country.   

     During the initial literature review for this study, it was found that Hispanics face significant 

barriers to obtaining adequate healthcare.  These barriers became evident during the formative 

phase (pre-screening for pre-diabetes and diabetes mellitus), when participants reported that only 

36% had a high school diploma or higher and 75% did not have health insurance.  It is likely that 

this lack of health insurance was a contributing factor towards 72% of screening participants 

with A1c >5.7 % having never been told that they had pre-diabetes, diabetes, or high blood 

sugar. 

     The results of the HBLD formative pilot indicate that linguistically and culturally adapted 

interventions may help to decrease the progression of pre-diabetes to diabetes. Although the 

sample size was very small and differences were not statistically significant, A1c did decrease 

slightly for participants in the pre-diabetes and type 2 diabetes categories. This is important 

because each 1% reduction in A1c mean is associated with a risk reduction of 21% for diabetes 

related deaths, 14% for myocardial infarction, and 37% for microvascular complications.3  
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Weight loss is another important element necessary to reduce the risk for diabetes/pre-

diabetes related complications.  In this regard, the intervention had a positive impact on weight 

loss with a mean weight change of approximately one pound. Changes in both A1c and weight 

provide positive reinforcement to participants in order to increase self-efficacy for healthy eating 

and physical activity. 

Another encouraging indicator pertains to self-regulation; improvements in eating habits 

(frequency of use of the Plate Method) and frequency of eating meals at regular times were 

observed in the HBLD group as opposed to a slight decrease (by comparison) in the HBLDd 

group. Also, HBLD participants reported a slight but insignificant improvement in social support 

compared to HBLDd participants. 

    Several participants brought family members or friends to class. The class is marketed to 

people with type 2 diabetes and their families to further address social support.  Increased 

awareness can have a domino effect where knowledge is spread throughout the community: 

increased awareness of diabetes risk, management, and control may also help to decrease 

development of pre-diabetes and the progression of pre-diabetes to diabetes. Such education can 

not only affect the lives of participants, but can influence others in a community who are less 

likely to be aware of pre-diabetic and diabetic levels and whose related trajectory will be higher 

than the national average in the years to come. 

        A literature review revealed that limited English proficiency was a major barrier to health 

care and nutrition education access in the Hispanic community.4 The value of having a Native 

Spanish speaking educator was highlighted during the post-intervention focus group discussion.  

However, the feasibility of recruiting and training a volunteer community member as a 

promotora was deemed difficult by the participants due the characteristics that a promotora has 
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to meet (being Hispanic, bilingual, and able to volunteer). Nevertheless, a promotora was 

recognized as an important liaison when educating and connecting members of the community to 

health care. 

Recommendations 

    This study indicates that a collaborative, culturally tailored VCE type 2 diabetes intervention 

has the potential to be widely disseminated and may increase diabetes awareness, prevent 

progression of pre-diabetes, and promote better glycemic control among Hispanics with type 2 

diabetes.  This is important as many participants were unaware of their elevated A1c levels, 

possibly due in part to insufficient screening availability as a result of a lack of health insurance 

and education. Culturally and linguistically appropriate interventions have the potential of 

improving the lives of many while providing the nation with potentially significant health care 

related cost savings.  

Education programs that raise health literacy can mitigate some or much of these costs if 

implemented throughout the country.  This is especially applicable to the Hispanic community.  

Previous studies have shown that linguistically and culturally appropriate intervention programs 

improve glycemic control and anthropometric measures.4-13 HBLD has provided the immediate 

measurable (and visible) outcome of weight loss for participants. This is especially noteworthy 

as the sample group included a high percentage of individuals who did not have a high school 

degree (or higher) and diabetes prevalence is higher among people with lower educational 

attainment.14 Therefore, the need for health and nutrition education appears to be a priority 

among many Hispanics who appear to be subject to poverty and low educational attainment.4 

    Developing and implementing culturally and linguistically appropriate services will be key to 

outreach to this community.  When educating and conducting outreach to the Hispanic 



70 
 

community, the use of the promotora model is crucial. Without these bridges for cultural and 

linguistic understanding, programs such as HBLD would likely lose some (or most) of their 

effectiveness.  The barriers to health care that many Hispanics face make preventive programs an 

urgent need in order to decrease diabetes prevalence  and its projected future costs. 

    HBLD was developed for Cooperative Extension.  Extension has begun outreach to the 

Hispanic community, but additional, more systematic efforts are needed.  Extension has 

programs for training community volunteers. Based on focus group discussion results, resources 

will need to be identified to provide compensation to Hispanic community members in order to 

facilitate recruitment, training, and retention of HBLD promotoras. The increased need for 

culturally and linguistically appropriate services also calls for increasing recruitment and training 

of Hispanics into Extension staff positions.15  
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Appendix A. Chapter 3 Institutional Review Board approval letter 
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Appendix B. Recruitment material for formative and Pilot English version 
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Appendix C. Recruitment material for formative and Pilot Spanish version 
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Appendix D. Recruitment material for formative and Pilot English version 

 



78 
 

Appendix E. Recruitment material for formative and Pilot English version 
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Appendix F. A1c Screening consent form for formative and pilot form English version 

 

VIRGINIA POLYTECHNIC INSTITUTE AND STATE UNIVERSITY 

Informed Consent for Participants in Research Projects Involving Human Subjects 

 

Title of Project: A1c Screening Test for Members of NAME OF THE CHURCH 

 

Investigator(s): Kathy Hosig, PhD, MPH, RD  khosig@vt.edu/ (540) 231-6637 

   Name      E-mail / Phone number 

 

                          Ivette Valenzuela, MPH   ivettev@vt.edu / (540) 231-6637 

   Name      E-mail / Phone number 

 

I. Purpose of this Research Project 

    This is a research project of Virginia Tech.  It will help us know how many members of Holy 

Spirit and St. Gerard churches have blood sugar that is too high and could be helped with 

education to prevent or control diabetes.  It will also give participants a good idea of their risk for 

prediabetes or diabetes so they can talk with their doctor if they need to.  All members of either 

church who are age 21 or over are invited to participate.  You do not have to be a member of 

either church to participate. 

 

II. Procedures 

     We will ask you to fill out some questions about yourself like age, whether you are Hispanic, 

how much education you have, and whether you have a doctor or health insurance.  Your name 

will not be on this form.  Your information will be anonymous.  We just want to get an idea of 

how many people have each of these things but not who has them.  These questions should take 

no more than 10 minutes to answer. 

    We will test your blood sugar control with the A1c test. This is a measure of how much sugar 

is attached to your red blood cells.  It shows how high your average blood sugar was over the 

past three months. 

    A small, pointed lancet will be used to prick the tip of your finger, and a very small amount of 

blood will be taken into a small tube.  This sample of blood will be put into a small machine, and 

your A1c number will be given about 5 minutes later.  We will bring your number to you when it 

is ready.  We will show you the number and let you know whether it is too high or not.  You will 

keep a sheet of paper with your number on it compared to the recommended number.   We will 

not keep a copy of your number with your name on it.  We will only keep this number on the 

page with your answers to the other questions.  This page will not have your name on it. 

 
Source: http://www.a1cnow.com/Professionals/A1CNow-Overview/procedure 

If a researcher or other staff person is accidentally exposed to your blood, your blood will be 

tested for the presence of HIV, the Hepatitis Virus, and the Hepatitis C Virus.  There will not be 

mailto:khosig@vt.edu/
mailto:ivettev@vt.edu
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any cost to you for this test.  The research team will follow proper procedures for testing and 

reporting as outlined by Virginia State Law, which includes sending the blood sample to a 

certified laboratory.  If your blood requires testing, you will be informed of your test results and 

provided with the opportunity to receive appropriate and timely counseling.  Your results will 

also be sent to the local health department. 

III. Risks 

There is very low risk in having A1c screening test done.  There may be a little bit of pain 

with the fingerstick.  The lancet we use to prick your finger is designed not to make a big hole 

and to cause as little pain as possible.  Your finger might continue to bleed for a few minutes 

after we take the blood sample.  We will give you a bandage to stop the bleeding. 

Only you will know your A1c number.  We will not tell anyone else. 

If your number is high, we will talk with you about places you can get medical help.  You would 

be responsible for any expenses for medical care.  The research project, research team or 

Virginia Tech cannot pay for medical care. 

IV. Benefits 

You will benefit from the A1c test by knowing if your blood sugar is high.  If you know whether 

your blood sugar is high, you can seek help with controlling it.  We will be offering a free 

diabetes education program at your church this spring that you can attend to help you learn how 

to control your blood sugar. 

No promise or guarantee of benefits has been made to encourage you to participate. 

V. Extent of Anonymity and Confidentiality 

All of the information we collect from you will be anonymous.  The only place we will have 

your name is on this consent form.  We will use your contact information to let you know when 

the diabetes education program will be later this spring.  The form with your personal 

information and your A1c number that we will keep will not have your name or contact 

information on it. 

The Virginia Tech (VT) Institutional Review Board (IRB) may view the study’s data for auditing 

purposes. The IRB is responsible for the oversight of the protection of human subjects involved 

in research. 

 

VI. Compensation 

You will not receive compensation for participation except for the A1c test that will be provided 

at no charge. 

VII. Subject's Consent 

I have read the Consent Form and conditions of this project. I have had all my questions 

answered. I hereby acknowledge the above and give my voluntary consent: 

 

 

_______________________________________________ Date__________ 

Subject signature 

 

 

_______________________________________________  

Subject printed name 
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VIII. Freedom to Withdraw 

It is important for you to know that you are free to withdraw from this study at any time without 

penalty. You are free not to answer any questions that you choose or respond to what is being 

asked of you without penalty.  

Please note that there may be circumstances under which the investigator may determine that a 

subject should not continue as a subject. 

Should you withdraw or otherwise discontinue participation, you will be compensated for the 

portion of the project completed in accordance with the Compensation section of this document. 

IX. Questions or Concerns 

Should you have any questions about this study, you may contact one of the research 

investigators whose contact information is included at the beginning of this document. 

Should you have any questions or concerns about the study’s conduct or your rights as a research 

subject, or need to report a research-related injury or event, you may contact the VT IRB Chair, 

Dr. David M. Moore at moored@vt.edu or (540) 231-4991. 

------------------------------------------------------------------------------------------------------------------ 

(Note: each subject must be provided a copy of this form. In addition, the IRB office may 

stamp its approval on the consent document(s) you submit and return the stamped version to 

you for use in consenting subjects; therefore, ensure each consent document you submit is 

ready to be read and signed by subjects.) 
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Appendix G. A1c screening consent form for formative and pilot Spanish version 

 

VIRGINIA POLYTECHNIC INSTITU VIRGINIA POLYTECHNIC INSTITUTE AND 

STATE UNIVERSITY 

Consentimiento informado para Participantes en Proyectos de Investigación en Seres 

Humanos 

 

Título del Proyecto: Prueba de detección A1c para miembros de las Iglesias NOMBRE DE 

LA IGLESIA 

 

Investigador (es): Kathy Hosig, PhD, MPH, RD       khosig@vt.edu/ (540) 231-6637 

   Nombre      Correo electrónico / Número de teléfono  

                Ivette Valenzuela, MPH,BSN,RN      ivettev@vt.edu / (540) 231-6637 

   Nombre      Correo electrónico / Número de teléfono 

 

I. Objetivo de este proyecto de investigación 

Este es un proyecto de investigación de Virginia Tech.  Este proyecto de investigación nos 

ayudare a saber cuántos miembros de las Iglesias Sagrado Corazón,  y San Francisco de Asís 

tienen niveles de azúcar altos, los cuales podrían ser ayudados con un programa educativo para 

prevenir o controlar la diabetes. Este proyecto de investigación también le dará a los 

participantes una idea de su riesgo de sufrir de prediabetes o diabetes, así ellos pueden hablar con 

su médico si necesitan hacerlo.  Todos los miembros de las dos iglesias, que tienen 21 años o 

más están invitados a participar. No es necesario ser miembro de ninguna de las Iglesias para 

participar, todas las personas de 21 años o mayores están invitados a participar. 

 

II. Procedimientos 

Vamos a chequear los niveles de azúcar en su sangre con la prueba A1c. Esta prueba mide la 

cantidad de azúcar que está unida a sus glóbulos rojos y ensena que alto estaba su promedio de la 

azúcar en su sangre durante los últimos tres meses. 

Una lanceta pequeña y puntiaguda será utilizada para pinchar la punta de su dedo, y una cantidad 

muy pequeña de sangre será tomada y puesta en un tubo. Esta muestra de sangre se coloca en 

una máquina pequeña, y su número  de A1c se le dará unos 5 minutos más tarde. Vamos a traer a 

su número para que cuando esté listo. Le mostraremos su número y le haremos saber si es 

demasiado alto o no. Usted va a quedarse con una hoja de papel con su número y lo podrá 

comparar con el número recomendado. No vamos a guardar una copia de su número con su 

nombre en él. Sólo se guardara este número en la página con sus respuestas a las otras preguntas. 

Esta página no tendrá su nombre en él. 

 
Source: http://www.a1cnow.com/Professionals/A1CNow-Overview/procedure 

 

http://www.a1cnow.com/Professionals/A1CNow-Overview/procedure
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Si el investigador o el resto del personal se expone accidentalmente a su sangre, su sangre será 

analizada para detectar la presencia del VIH, el virus de la hepatitis y el virus de hepatitis C. No 

habrá ningún costo para usted para esta prueba. El equipo de investigación seguirá los 

procedimientos adecuados para la prueba y la presentación de informes como se indica por la 

Ley del Estado de Virginia, que incluye el envío de la muestra de sangre a un laboratorio 

certificado. Si su sangre requiere de pruebas, se le informará de los resultados de su prueba y 

proporcionará la oportunidad de recibir asesoramiento adecuado y oportuno. Sus resultados 

también serán enviados al departamento de salud local. 

III. Riesgos 

Existe un riesgo muy bajo al someterse a la prueba de detección A1c. Puede haber un poco de 

dolor con se le pincha el dedo. La lanceta que utilizamos para pinchar el dedo está diseñado para 

no hacer un agujero grande y para causar el menor dolor posible. Su dedo puede seguir 

sangrando durante unos minutos después de tomar la muestra de sangre. Le daremos una curita 

para detener el sangrado. 

 

Sólo usted sabrá el número de su A1c. No le diremos a nadie. 

 

Si el número es alto, vamos a hablar con usted sobre los lugares que usted puede conseguir ayuda 

médica. Usted será responsable de los gastos de atención médica. El proyecto de investigación, 

el equipo de investigación o Virginia Tech no pueden pagar la atención médica. 

 

IV. Beneficios 

Usted se beneficiará de la prueba A1c al saber si su azúcar en la sangre es alta. Si usted sabe si su 

nivel de azúcar es alto, puede solicitar la ayuda para controlarla. Vamos a ofrecer un programa 

de educación en diabetes gratis en su iglesia en esta primavera al cual usted puede asistir y podrá 

ayudarle a aprender cómo controlar su azúcar en la sangre. 

 

Ninguna promesa o garantía de beneficios se ha hecho para animarle a participar. 

 

V. Extensión de anonimato y confidencialidad 

Toda la información que obtenemos de usted será anónima. El único lugar en que tendremos su 

nombre es en el formulario de consentimiento. Nosotros usaremos su información de contacto 

para hacerle saber cuándo se llevara a cabo el programa de educación en diabetes en adelante 

esta primavera. El formulario con sus datos personales y el número de su A1c que mantendremos 

no tendrá su nombre o datos de contacto. 

 

La Junta de Revisión Institucional (IRB) de Virginia Tech (VT) puede ver los datos del estudio 

para fines de auditoría. El IRB es responsable de la supervisión de la protección de los sujetos 

humanos que participan en la investigación. 

 

VI. Compensación 

 

Usted no recibirá compensación por participación con excepción de la prueba A1c que se 

proporcionará sin cargo alguno. 
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VII. Consentimiento del Sujeto 

 

He leído el formulario de consentimiento y condiciones de este proyecto. Todas mis 

preguntas ha sido contestadas.  Por la presente reconozco lo anterior y doy mi 

consentimiento voluntario: 

 

 

_______________________________________________      Fecha:__________ 

Firma del sujeto 

 

 

_______________________________________________  

Nombre escrito del sujeto 

 

VIII. Libertad para retirarse 

Es importante que usted sepa que usted es libre de retirarse de este estudio en cualquier momento 

sin penalización. Usted es libre de no responder a cualquier pregunta que usted elija o responder 

a lo que se pide de usted sin penalización.  

 

Tenga en cuenta que puede haber circunstancias en las que el investigador puede determinar que 

un sujeto no debe continuar como sujeto.  

 

En caso de retirarse o dejar de participar, será compensado por la parte del proyecto completado 

de acuerdo con la sección de Compensación de este documento. 

IX. Preguntas o Preocupaciones 

Si tiene alguna pregunta acerca de este estudio, puede contactar a uno de los investigadores  cuya 

información de contacto se incluye al principio de este documento.  

Si tiene alguna pregunta o preocupaciones sobre la  forma que fue conducida este estudio o sus 

derechos como sujeto de investigación, o necesita reportar un evento o lesiones relacionadas con 

la investigación, puede comunicarse con el presidente  de VT IRB Chair, Dr. David M. Moore at 

moored@vt.edu o (540) 231-4991. 

------------------------------------------------------------------------------------------------------------------ 

(Nota: a cada sujeto se le deberá de proporcionar una copia de este formulario. Además, la 

oficina IRB puede estampar su aprobación en los documentos de consentimiento que presente 

y  devolverla la versión estampada para su uso en sujetos adultos; por lo tanto, asegúrese que 

cada documento de consentimiento que se entregue esté listo para ser leído y firmado por 

temas.) 
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Appendix H. Data collection tools (English) 
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Appendix I. Data collection tools (Spanish) 
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Appendix J. Take home form (English) 
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Appendix K. Take home form (Spanish) 
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Appendix L. Doctor’s letter for Formative and Pilot (English) 
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Appendix M. Doctor’s letter for Formative and Pilot (Spanish) 
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Appendix N. Recipe evaluation form (English) 
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Appendix O.  Recipe evaluation form (Spanish) 
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Appendix P. Chapter 4 Institutional Review Board approval letter 
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Appendix Q. Consent form for Pilot (English). 

 

VIRGINIA POLYTECHNIC INSTITUTE AND STATE UNIVERSITY 
Informed Consent for Participants 

in Research Projects Involving Human Subjects 
 
Title of Project: A1c and Lipid Panel Outcomes for Hispanic Adults with pre-

diabetes and type 2 diabetes in a Community-based Lifestyle 
Intervention Program. 

 
Investigator(s): Kathy Hosig, PhD, MPH, RD  khosig@vt.edu/ (540) 231-6637 
   Name      E-mail / Phone number 
 

Ivette Valenzuela, MPH, BSN, RN ivettev@vt.edu / (540) 231-6637 
   Name      E-mail / Phone number 
 

I. Description of the Study: 
Hispanic Balanced Living with Diabetes provides 4 weekly group classes and a 5th 
follow-up session in about 3 months. Classes are each about 2 ½ hours long.  The 
classes are team taught by your local county Extension agent and a health care 
professional. Classes will include a discussion about healthy food choices and 
demonstrations of healthy cooking.  You will get to taste all of the recipes that we 
prepare.  We will also talk about increasing your physical activity and you will receive a 
step-counter to help you keep track of your steps each day. 
 

II. Purpose of this Research Project 
This is a research project of Virginia Tech which has as a purpose to use the results of 
the study for a dissertation and publication. It will help us know how many members of 
Sacred Heart and St. Francis of Assisi churches have blood sugar and fats that are high 
and could be helped with healthier eating and physical activity. This project is designed 
to test how well our program “Hispanic Balanced Living with Diabetes” helps people 
manage their pre-diabetes, type 2 diabetes and lipids through making changes in their 
eating and physical activity habits.  
 
 Anyone who is age 21 or over, has pre-diabetes or type 2 diabetes and speaks 
Spanish can be in the research project. People with Type 1 diabetes and family 
members can attend classes, but they will not be part of the research project. You do 
not have to be a member of either church to participate. 
 
If you agree to be in the research project, you will participate in two assessment 
sessions: now, and in three months.  The assessment sessions will last about 60 
minutes. 
 
III. Procedures 
i. Assessments 

We will take some body measurements, have you fill out some forms, and have you 

mailto:khosig@vt.edu/
mailto:ivettev@vt.edu
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keep track of your steps for one week each time we do an assessment; 2 times all 
together. 
 

ii. Body Measurements  
We will measure your height, weight and A1C levels and Lipids. The A1C test is a 
measure of how much sugar is attached to your red blood cells.  It shows how high your 
average blood sugar was over the past three months. 
A small, pointed lancet will be used to prick the tip of your finger, and a very small 
amount of blood will be taken into a small tube.  This sample of blood will be put into a 
small machine, and your A1c and blood fat numbers will be given about 5 minutes later.  
We will bring your number to you when it is ready.  We will show you the numbers and 
let you know whether they are high or not.  If your lipids or A1C values are high, we will 
make recommendations about follow-up or immediate health care, but we are not 
responsible for providing this care. 
You will keep a sheet of paper with your number on it compared to the recommended 
number.   We will not keep a copy of your number with your name on it.  We will only 
keep this number on the page with your answers to the other questions.  This page will 
not have your name on it. 
 

 
Source: http://www.a1cnow.com/Professionals/A1CNow-Overview/procedure 
 
If a researcher or other staff person is accidentally exposed to your blood, your blood 
will be tested for the presence of HIV, the Hepatitis Virus, and the Hepatitis C Virus.  
There will not be any cost to you for this test.  The research team will follow proper 
procedures for testing and reporting as outlined by Virginia State Law, which includes 
sending the blood sample to a certified laboratory.  If your blood requires testing, you 
will be informed of your test results and provided with the opportunity to receive 
appropriate and timely counseling.  Your results will also be sent to the local health 
department. 
 
iii. Forms  

You will fill out a Participant Information form to tell us about yourself and what you 
usually eat.  You will complete a Knowledge and Beliefs Survey to tell us what you know 
and believe about managing diabetes. You will complete a Leisure Time Physical 
Activity Questionnaire to tell us how active you are. We can help you fill out these forms, 
if you choose. 
 
iv. Step-Log 

We will give you a step-counter (pedometer) which will be yours and will show you how 
to use it so you can keep a log of how many steps you take each day and how many 
minutes you walk each day for one-week.  
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v. If you don’t want to answer all the questions or do all the measures 

You are free to skip any question or skip any measure during assessments without 
penalty. Just leave the question blank or tell us you do not want to do a measure.  
 
vi. If you miss a class 

If you miss Balanced Living with Diabetes class, you can still come to all remaining 
classes.  
 
vii. If you change your mind and do not want to be in the research project 
You are free to withdraw from the research project at any time. Just tell a staff member 
you want to withdraw from the study. If you withdraw, all assessment materials collected 
from you will be destroyed. You may still attend classes, ask questions, join in food 
tastings, and receive class handouts if you decide to withdraw from the research 
project. 
 
III. Risks 
 
Your height, weight, blood fats and A1C will be measured during a group assessment 
session with as much privacy as possible.  Still, you may feel embarrassed or 
uncomfortable during assessment.  Only you will know your numbers.  We will not tell 
anyone else. 
 
There is very low risk in having A1c and blood fats screening test done.  There may be 
a little bit of pain with the fingerstick.  The lancet we use to prick your finger is designed 
not to make a big hole and to cause as little pain as possible.  Your finger might 
continue to bleed for a few minutes after we take the blood sample.  We will give you a 
bandage to stop the bleeding. 
 
If your numbers are high, we will talk with you about places you can get medical help.  
You would be responsible for any expenses for medical care.  The research project, 
research team or Virginia Tech cannot pay for medical care. 
 
Filling out forms may be frustrating or cause a feeling of discomfort as you do them. 
Again, all information will be held in strictest confidence, and you do not have to answer 
any question that makes you uncomfortable.  
 
IV. Benefits 
You will benefit from the A1c and blood fats test by knowing if your blood sugar and 
blood fats are high.  If you know whether your blood sugar and fats are high, you can 
seek help with controlling it. You will also receive free body measurements and 
feedback about your current body measurements and habits that may help you make 
changes to be healthier and reduce your risk of complications from pre-diabetes and 
diabetes. 
By being in the research project you will help us evaluate whether the Hispanic 
Balanced Living with Diabetes classes worked at helping people with pre- diabetes and 
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type 2 diabetes control their blood sugar levels through improved nutrition and physical 
activity.   
 
No promise or guarantee of benefits has been made to encourage you to participate. 
 
 
V. Extent of Anonymity and Confidentiality 
 
All of the information we collect from you will be anonymous.  The only place we will 
have your name is on this consent form and a list of names that match study records so 
we can compare your measurements from one assessment with the next assessment 
without using your name.  We will use your contact information to let you know when the 
diabetes education program will be later this spring.  The form with your personal 
information and your A1c and blood fats numbers that we will keep will not have your 
name or contact information on it.  It will only have your study number on it. 
 
The Virginia Tech (VT) Institutional Review Board (IRB) may view the study’s data for 
auditing purposes. The IRB is responsible for the oversight of the protection of human 
subjects involved in research. 
 
 
VI. Compensation 
 
You will not receive compensation for participation except for the A1C, blood fats test 
and body measurements that will be provided at no charge. 
 
VII. Subject's Consent 
 
I have read the Consent Form and conditions of this project. I have had all my questions 
answered. I hereby acknowledge the above and give my voluntary consent: 
 
 
_______________________________________________ Date____________ 
Subject signature 
 
 
________________________________________________________________ 
Subject printed name  
 
__________________________________________________________________ 
E-Mail                                                                                    Phone number 
 
_____________________________________________________________________ 
Address 
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VIII. Freedom to Withdraw 
 
It is important for you to know that you are free to withdraw from this study at any time 
without penalty. You are free not to answer any questions that you choose or respond to 
what is being asked of you without penalty.  
 
Please note that there may be circumstances under which the investigator may 
determine that a subject should not continue as a subject. 
 
 
IX. Questions or Concerns 
 
Should you have any questions about this study, you may contact one of the research 
investigators whose contact information is included at the beginning of this document. 
 
Should you have any questions or concerns about the study’s conduct or your rights as 
a research subject, or need to report a research-related injury or event, you may contact 
the VT IRB Chair, Dr. David M. Moore at moored@vt.edu or (540) 231-4991. 
 
 
------------------------------------------------------------------------------------------------------------------ 

 
(Note: each subject must be provided a copy of this form. In addition, the IRB office may 

stamp its approval on the consent document(s) you submit and return the stamped 
version to you for use in consenting subjects; therefore, ensure each consent document 

you submit is ready to be read and signed by subjects.) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:moored@vt.edu
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Appendix R. Consent form for Pilot (Spanish). 

 

VIRGINIA POLYTECHNIC INSTITUTE AND STATE UNIVERSITY 
Consentimiento Informando para Participantes en Proyecto de Investigación que 

envuelven Sujetos Humanos 
 

 
Nombre del Proyecto: Resultados de A1c y lípidos en  Adultos Hispanos con 

pre-diabetes y diabetes tipo 2 en un Programa de Intervención 
Comunitaria basada en el Estilo de vida. 

 
Investigadoras: Kathy Hosig, PhD, MPH, RD khosig@vt.edu/ (540) 231-6637 
   Nombre    E-mail / Número de Teléfono 
 

Ivette Valenzuela, MPH, BSN, RN         ivettev@vt.edu / (540) 231-6637 
   Nombre    E-mail / Número de Teléfono 
IV. Descripción del estudio: 

Vida Balanceada con Diabetes ofrece 4 clases semanales de grupo y una quinta sesión 
de seguimiento en aproximadamente 3 meses.  
Las clases son de aproximadamente 2 ½ horas de duración. Las clases son en equipo 
enseñadas por su agente de Extensión del condado y un profesional de la salud. Las 
clases incluirán una discusión acerca elección de alimentos saludables y 
demostraciones de cocina saludable. Usted probara las recetas que preparamos. 
También vamos a hablar sobre el aumento de su actividad física, y te daremos un 
contador de pasos  para ayudar a mantener un registro de sus pasos cada día. 

V. Objetivo de este proyecto de investigación 
        Este es un Proyecto de Virginia Tech.  Este nos ayudara cuantos miembros de las 
iglesias Sagrado Corazón y San Francisco de Asís tienen azúcar y grasa altos en la 
sangre; estas personas se podrían beneficiar con alimentación más saludable y 
actividad física. Este proyecto está diseñado para poner a prueba lo bien que nuestro 
programa "Vida Balanceada con Diabetes" ayuda a las personas a manejar su pre- 
diabetes, diabetes tipo 2  y lípidos a través de hacer cambios en su hábitos de 
alimentación y actividad física. 
Cualquier persona de 21 años o más, tenga pre-diabetes o diabetes tipo 2 y hable 
español pueden participar en el proyecto de investigación. Las personas con diabetes 
tipo 1 y los familiares pueden asistir a clases, pero no van a formar parte del proyecto 
de investigación. Usted no tiene que ser un miembro de cualquiera de las iglesias para 
participar. 
Si usted acepta participar en el proyecto de investigación, usted participará en 
dos sesiones de evaluación: ahora, y en tres meses. Las sesiones de evaluación 
tendrán una duración de unos 60 minutos. 
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VI. Procedimientos 
viii. Sesiones de Evaluación 
Tomaremos unas medidas corporales, le pediremos que llene algunos formularios y le 
pediremos que mantenga un registro de sus pasos  por una semana cada vez que 
hagamos una evaluación; un total de dos veces. 
ix. Medidas Corporales  

Vamos a medir su altura, peso, lípidos y los niveles de A1C. La prueba  A1C es una 
medida de la cantidad de azúcar que se unió a las células rojas de la sangre y  
demuestra qué tan alto su promedio de azúcar en la sangre fue en los últimos tres 
meses. 
Una lanceta pequeña y puntiaguda será utilizada para pinchar la punta de su dedo, y 
una cantidad muy pequeña de sangre será tomada y puesta en un tubo. Esta muestra 
de sangre se coloca en una máquina pequeña, y su número de A1c  y grasa en la 
sangre se le darán unos 5 minutos más tarde. Le traeremos su número cuando esté 
listo. Le mostraremos su número y le haremos saber si es alto o no. Si su A1c y/o  
grasas son altos, le daremos recomendaciones de seguimiento o para que busque 
ayuda del médico inmediatamente, pero no somos responsables de proveerle estos 
cuidados. 
Usted va a quedarse con una hoja de papel con su número y lo podrá comparar con el 
número recomendado. No vamos a guardar una copia de su número con su nombre en 
él. Sólo se guardara este número en la página con sus respuestas a las otras 
preguntas. Esta página no tendrá su nombre en él. 

 
Source: http://www.a1cnow.com/Professionals/A1CNow-Overview/procedure 

Si el investigador o el resto del personal se expone accidentalmente a su sangre, su 
sangre será analizada para detectar la presencia del VIH, el virus de la hepatitis y el 
virus de hepatitis C. No habrá ningún costo para usted para esta prueba. El equipo de 
investigación seguirá los procedimientos adecuados para la prueba y la presentación 
de informes como se indica por la Ley del Estado de Virginia, que incluye el envío de la 
muestra de sangre a un laboratorio certificado. Si su sangre requiere de pruebas, se le 
informará de los resultados de su prueba y proporcionará la oportunidad de recibir 
asesoramiento adecuado y oportuno. Sus resultados también serán enviados al 
departamento de salud local. 

x. Formularios 
Tendrá que llenar un formulario de información del participante para decirnos acerca de 
usted. Usted va a llenar una forma de frecuencia de consumo para decirnos cuáles son 
los alimentos que generalmente come. Llevará a cabo una encuesta de conocimientos 
y creencias que nos diga lo que sabe y cree sobre el manejo de la diabetes. Deberá 
completar un Cuestionario de Actividad Física en su Tiempo Libre para saber su nivel 
de actividad. Podemos ayudarle a llenar estas formas, si lo desea 
xi. Registro de Pasos 

Le daremos un contador de pasos y mostraremos cómo usarlo para que pueda 
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mantener un registro de la cantidad de pasos que da cada día y el número de minutos 
que camina todos los días durante una semana. 
xii. Si  usted no quiero contestar a todas las preguntas o hacer todas las 

medidas 

Usted es libre de saltar cualquier pregunta o saltar cualquier medida durante las 
evaluaciones sin penalización. Simplemente deje la pregunta en blanco o nos dice que 
usted no quiere hacer esa medida.  

xiii. Si pierdo o no vengo a  una clase 

Si se olvida o falta a una clase de Vida Balanceada con Diabetes, puede continuar 
llegando a todas las clases restantes. 

xiv. Si cambio de opinión y no quiero estar en el proyecto de investigación 
Usted es libre de retirarse de la investigación en cualquier momento. Simplemente 
dígale a un miembro del personal que desea retirarse del estudio. Si se retira, todos los 
materiales de evaluación recogidos de usted serán destruidos. Usted todavía puede 
asistir a clases, hacer preguntas, participar en degustaciones y recibir materiales de la 
clase aun si decide retirarse del proyecto de investigación 
 
III. Riesgos 
La talla, el peso, la grasa y la A1C sanguínea  se medirán durante una sesión de 
evaluación en grupo con la mayor privacidad posible. Sin embargo, usted puede 
sentirse avergonzado o incómodo durante la evaluación. Sólo usted sabrá sus 
números. No le diremos a nadie. 
 
Existe un riesgo muy bajo al hacerse las pruebas de detección  A1c y grasa sanguínea. 
Puede haber un poco de dolor en la yema del dedo. La lanceta que usamos para 
pinchar el dedo está diseñado para no hacer un agujero grande y para causar el menor 
dolor posible. Su dedo puede seguir sangrando durante unos minutos después de 
tomar la muestra de sangre. Le daremos una curita para detener el sangrado. 
 
Si los números son altos, vamos a hablar con usted sobre los lugares que usted puede 
conseguir ayuda médica. Usted sería responsable de los gastos de atención médica. El 
proyecto de investigación, el equipo de investigación o Virginia Tech no pueden pagar 
la atención médica. 
 
 Llenar formularios puede ser frustrante y causar una sensación de incomodidad 
cuando usted los hace. Una vez más, toda la información se llevará a cabo en la más 
estricta confidencialidad y usted no debe contestar ninguna pregunta que le haga sentir 
incómodo 
 
VII. Beneficios 
Usted se beneficiará de la prueba A1c y grasa sanguínea al saber si su nivel de azúcar 
y grasa en la sangre son altos. Si usted sabe si su azúcar y grasa en la sangre son 
altos, usted puede buscar ayuda para poderlos controlarlos. También  se le medirán 
sus medidas corporales y se le dará retroalimentación acerca de sus medidas 
corporales actuales y los hábitos que pueden ayudar a hacer cambios para ser más 
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saludable y reducir el riesgo de complicaciones de la pre-diabetes y diabetes. 
Al estar en el proyecto de investigación usted ayudará a evaluar si las clases de Vida 
Balanceada con Diabetes ayudaron a las personas con pre-diabetes y  diabetes tipo 2 
a controlar sus niveles de azúcar y lípidos en la sangre a través de una mejor nutrición 
y actividad física. 
 
Ninguna promesa o garantía de beneficios se ha hecho para animarle a participar. 
 
V.  Extensión de anonimato y confidencialidad 
Toda la información que obtenemos de usted será anónima. El único lugar en que 
tendremos su nombre es en el formulario de consentimiento y la lista que contiene su 
nombre con número de participante, así podre comparar los resultados de sus medidas 
de la sesión inicia y la de tres meses sin mira su nombre. Nosotros usaremos su 
información de contacto para hacerle saber cuándo se llevara a cabo el programa de 
educación en diabetes en adelante esta primavera. El formulario con sus datos 
personales y los  números de su A1c  y grasa sanguínea  que mantendremos no tendrá 
su nombre o datos de contacto. Este solo se tendrá su número de participante. 
 
La Junta de Revisión Institucional (IRB) de Virginia Tech (VT) puede ver los datos del 
estudio para fines de auditoría. El IRB es responsable de la supervisión de la 
protección de los sujetos humanos que participan en la investigación. 
 
VI. Compensación 
 
Usted no recibirá compensación por participación con excepción de la prueba A1c y 
grasa sanguínea  que se le  proporcionará sin cargo alguno.  
 
VII.  Consentimiento del Sujeto  
 
He leído el formulario de consentimiento y condiciones de este proyecto. Todas mis 
preguntas han sido contestadas.  Por la presente reconozco lo anterior y doy mi 
consentimiento voluntario: 
 
____________________________________________      Fecha: _________________ 
Firma del sujeto 
 
 
______________________________________________________________________  
Nombre escrito del sujeto 
 

Correo electrónico                                                                         Número de Teléfono 
 
 

Dirección  
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VIII. Libertad para retirarse 
 
Es importante que usted sepa que usted es libre de retirarse de este estudio en 
cualquier momento sin penalización. Usted es libre de no responder a cualquier 
pregunta que usted elija o responder a lo que se pide de usted sin penalización.  
 
Tenga en cuenta que puede haber circunstancias en las que el investigador puede 
determinar que un sujeto no debe continuar como sujeto.  
 
IX. Preguntas o Preocupaciones 
 
Si tiene alguna pregunta acerca de este estudio, puede contactar a uno de los 
investigadores  cuya información de contacto se incluye al principio de este documento.  
  
Si tiene alguna pregunta o preocupaciones sobre la  forma que fue conducida este 
estudio o sus derechos como sujeto de investigación, o necesita reportar un evento o 
lesiones relacionadas con la investigación, puede comunicarse con el presidente  de 
VT IRB, Dr. David M. Moore at moored@vt.edu o (540) 231-4991. 
 
------------------------------------------------------------------------------------------------------------------ 

 
(Nota: a cada sujeto se le deberá de proporcionar una copia de este formulario. 
Además, la oficina IRB puede estampar su aprobación en los documentos de 

consentimiento que presente y  devolverla la versión estampada para su uso en sujetos 
adultos; por lo tanto, asegúrese que cada documento de consentimiento que se 

entregue esté listo para ser leído y firmado por temas.) 
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Appendix S. Data collection- Body measures  
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Appendix T.  Data collection- Participant information (English) 
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Appendix U. Data collection- Participant information (Spanish) 
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Appendix V. Data collection- Knowledge and Health Beliefs (English) 
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Appendix W. Data collection- Knowledge and Health Beliefs (Spanish) 
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Appendix X. Chapter 5 Institutional Review Board approval letter 
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Appendix Y. Consent form (English) 

 

 

VIRGINIA POLYTECHNIC INSTITUTE AND STATE UNIVERSITY 
Informed Consent for Participants 

in Research Projects Involving Human Subjects 
 
Title of Project: A1c and Lipid Panel Outcomes for Hispanic Adults with pre-

diabetes and type 2 diabetes in a Community-based Lifestyle 
Intervention Program. 

Investigator(s):  Kathy Hosig, PhD, MPH, RD khosig@vt.edu/ (540) 231-6637 
   Name      E-mail / Phone number 
 

Ivette Valenzuela, MPH  ivettev@vt.edu / (540) 231-6637 
   Name      E-mail / Phone number 
 
I. Purpose of this Research Project 
Focus groups have three purposes: 1) learn about healthcare barriers faced by the 
Hispanic community in Virginia; 2) investigate the feasibility of train a community 
member to become a promotora; and 3) receive feedback about Hispanic Balanced 
Living from participants. 
 
II. Procedures 
Participation in this project is completely voluntary.  Focus group will be audio-taped.  If 
you agree to participate, your commitment to this project will involve the completion of 
one focus group discussion.  The focus group session should take between1 and 1-1/2 
hours and will be done at Francis of Assisi and/or Sacred Heart Catholic Churches.  The 
date and time will be the most convenient to the group.  

 
III. Risks 
Participation in this study poses minimal risk.  Questions asked during the focus group 
might be a little uncomfortable.  You are free to not answer the questions.  All information 
will be confidential. Others in the group will be told that they should not share things you say 
with people outside the group.  All participants will be expected and encouraged to show 
respect for others and their comments.  

 
IV. Benefits 
Participation in the group discussion about diabetes education and access to care may 
motivate participants to take better care of their diabetes or get more medical care.  
Collecting information about perceived problems that people have in taking care of their 
diabetes may help find solutions to those problems.  For example, a promotora might 
help members of the community find and receive healthcare more easily.  The 
information we get from participants will also help to make improvements to HBLD.  This 
information will also help to identify reasons that the Hispanic community is at risk for 
poor health. 
 
 

mailto:khosig@vt.edu/
mailto:ivy@vt.edu
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V. Extent of Anonymity and Confidentiality 
All of the information we collect from you will be confidential.  The only place we will 
have your name is on this consent form.  Participants will be given letter codes (A, B, C, 
D, etc.) to identify participants without using names in our notes.  Each participant will 
be given a different study code to use on study forms.  This code will be noted on this 
consent form.  The consent form will be the only document that links your name with 
your study code.  The consent form and a list of names and code numbers will be kept 
in a locked cabinet. 
 
The Virginia Tech (VT) Institutional Review Board (IRB) may view the study’s data to 
make sure we are protecting your rights.  The IRB is responsible for the oversight of the 
protection of human subjects involved in research. 
 
VI. Compensation 
If you agree to participate, you will receive $10 cash. Additionally, a light meal and 
beverage will be provided at the focus group session. 
 
VII. Freedom to Withdraw 
It is important for you to know that you are free to withdraw from this study at any time 
without penalty. You are free not to answer any questions that you choose or respond to 
what is being asked of you without penalty.  
 
Please note that there may be circumstances under which the investigator may 
determine that a subject should not continue as a subject. 
 
Should you withdraw or otherwise discontinue participation, you will be compensated for 
the portion of the project completed in accordance with the Compensation section of 
this document. 
 
 
VIII. Subject's Consent 
I have read the Consent Form and conditions of this project. I have had all my questions 
answered. I hereby acknowledge the above and give my voluntary consent: 
 
 
_______________________________________________ Date__________ 
Subject signature 
 
 
_______________________________________________  
Subject printed name 
 
 
IX. Questions or Concerns 
Should you have any questions about this study, you may contact one of the research 
investigators whose contact information is included at the beginning of this document. 



142 
 

 
Should you have any questions or concerns about the study’s conduct or your rights as 
a research subject, or need to report a research-related injury or event, you may contact 
the VT IRB Chair, Dr. David M. Moore at moored@vt.edu or (540) 231-4991. 
 
------------------------------------------------------------------------------------------------------------------ 

 
(Note: each subject must be provided a copy of this form. In addition, the IRB office may 

stamp its approval on the consent document(s) you submit and return the stamped 
version to you for use in consenting subjects; therefore, ensure each consent document 

you submit is ready to be read and signed by subjects.) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:moored@vt.edu
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Appendix Z. Consent form (Spanish) 

 

VIRGINIA POLYTECHNIC INSTITUTE AND STATE UNIVERSITY 
Consentimiento Informando para Participantes en Proyecto de Investigación que 

envuelven Sujetos Humanos 
 
Nombre del Proyecto: Resultados de A1c y lípidos en  Adultos Hispanos con pre-

diabetes y diabetes tipo 2 en un Programa de Intervención 
Comunitaria basada en el Estilo de vida. 

 
Investigadoras:  Kathy Hosig, PhD, MPH, RD khosig@vt.edu/ (540) 231-6637 
   Nombre    E-mail / Número de Teléfono 
 

Ivette Valenzuela, MPH  ivettev@vt.edu / (540) 231-6637 
   Nombre    E-mail / Número de Teléfono 
 

I. Descripción del estudio: 
Los grupos de discusión  tienen tres propósitos: 1) aprender acerca de las barreras de 
salud que enfrenta la comunidad hispana en Virginia; 2) investigar la factibilidad de 
entrenar un miembro de la comunidad para convertirse en promotora; y 3) recibir 
comentarios de los participantes sobre Vida Balanceada con Diabetes (HBLD). 
 

II. Procedimientos 
La participación en este proyecto es completamente voluntaria. Los grupos de 
discusión serán audios grabados. Si está de acuerdo en participar, su compromiso con 
este proyecto implicará la ser parte de un grupo de discusión. La sesión de grupo 
tomara entre 1 y 1-1 / 2 horas, y se llevara a cabo en las Iglesias Francisco de Asís y / 
o Sagrado Corazón. La fecha y la hora será la más conveniente para el grupo. 
 
III. Riesgos 

La participación en este estudio presenta un riesgo mínimo. Las preguntas formuladas 
durante el grupo de discusión  podrían ser un poco incómodo. Usted es libre de no 
responder a las preguntas. Toda la información será confidencial. A los otros miembros 
del grupo se les dirá que no deben compartir cosas que dices con personas fuera del 
grupo. Se espera y se animara a todos los participantes a a mostrar respeto por los 
demás y sus comentarios. 

 
IV. Beneficios 

La participación en el grupo de discusión sobre la educación en diabetes y el acceso a 
la atención puede motivar a los participantes a cuidar mejor de su diabetes o conseguir 
más atención médica. La recopilación de información sobre los problemas percibidos 
que tienen las personas en el cuidado de su diabetes puede ayudar a encontrar 
soluciones a esos problemas. Por ejemplo, una promotora podría ayudar a los 
miembros de la comunidad a encontrar y recibir atención médica con mayor facilidad. 
La información que recibimos de los participantes también ayudará a hacer mejoras en 
HBLD. Esta información también ayudará a identificar las razones por las que la 
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comunidad hispana está en riesgo de problemas de salud. 
 

V.  Extensión de anonimato y confidencialidad 
Toda la información que obtenemos de usted será anónima.  El único lugar en que 
tendremos su nombre es en el formulario de consentimiento. Los participantes recibirán 
códigos de letras (A, B, C, D, etc.) para identificar a los participantes sin usar nombres 
en nuestras notas. Cada participante recibirá un código de estudio diferente a utilizar en 
los formularios de estudio. Este código será anotado en este formulario de 
consentimiento. El formulario de consentimiento será el único documento que vincula 
su nombre con su código de estudio. El formulario de consentimiento y una lista de 
nombres y números de código se mantendrán en un armario cerrado con llave 
 
La Junta de Revisión Institucional (IRB) de Virginia Tech (VT) puede ver los datos del 
estudio para fines de auditoría. El IRB es responsable de la supervisión de la 
protección de los sujetos humanos que participan en la investigación. 
 
VI. Compensación 

Si está de acuerdo en participar, usted recibirá $ 10 en efectivo. Además, se 
proporcionará una comida ligera y bebida en la sesión de grupo de discusión. 
 
VII. Libertad para retirarse 
Es importante que usted sepa que usted es libre de retirarse de este estudio en 
cualquier momento sin penalización. Usted es libre de no responder a cualquier 
pregunta que usted elija o responder a lo que se pide sin penalización. 
Tenga en cuenta que puede haber circunstancias en las que el investigador puede 
determinar que un sujeto no debe continuar como sujeto. 
En caso de retirar o de lo contrario dejar de participar, usted será compensado por la 
parte del proyecto completado de acuerdo con la sección de Compensación de este 
documento. 
 
VIII. Consentimiento del Sujeto  
He leído el formulario de consentimiento y condiciones de este proyecto. Todas mis 
preguntas han sido contestadas.  Por la presente reconozco lo anterior y doy mi 
consentimiento voluntario: 
 
________________________________________      Fecha: _________________ 
Firma del sujeto 
 
 
______________________________________________________________________ 
Nombre escrito del sujeto 
 
IX. Preguntas o Preocupaciones 
Si tiene alguna pregunta acerca de este estudio, puede contactar a uno de los 
investigadores  cuya información de contacto se incluye al principio de este documento.  
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Si tiene alguna pregunta o preocupaciones sobre la  forma que fue conducida este 
estudio o sus derechos como sujeto de investigación, o necesita reportar un evento o 
lesiones relacionadas con la investigación, puede comunicarse con el presidente  de 
VT IRB, Dr. David M. Moore at moored@vt.edu o (540) 231-4991. 
------------------------------------------------------------------------------------------------------------------ 

(Nota: a cada sujeto se le deberá de proporcionar una copia de este formulario. 
Además, la oficina IRB puede estampar su aprobación en los documentos de 

consentimiento que presente y  devolverla la versión estampada para su uso en sujetos 
adultos; por lo tanto, asegúrese que cada documento de consentimiento que se 

entregue esté listo para ser leído y firmado por temas.) 
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Appendix AA. Recruitment material (English) 
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Appendix BB. Recruitment material (Spanish) 
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Appendix CC. Focus Group Interview Guide (English) 
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Appendix DD. Focus Group Interview Guide (Spanish) 
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