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APPLICATION-ORIENTED RESEARCH

Learning from Program Participants
Obtaining Participant Input on Service Development
in an Emergency Food Program

Maryann Mason, Consortium to Lower Obesity in Chicago Children (CLOCC); Smith Child
Health Research Program, Children’s Memorial Research Center; and Northwestern University
Feinberg School of Medicine, Departments of Pediatrics and Preventive Medicine

Lara J. Jaskiewicz, Consortium to Lower Obesity in Chicago Children (CLOCC); Smith
Child Health Research Program, Children’s Memorial Research Center

Kaufer K. Christoffel, Consortium to Lower Obesity in Chicago Children (CLOCC); Smith
Child Health Research Program, Children’s Memorial Research Center; and Northwestern
University Feinberg School of Medicine, Departments of Pediatrics and Preventive Medicine

ABSTRACT

A mixed method study was conducted to assess the utility of adding health-focused obesity pre-
vention programs/services to food distribution sites. A Project Advisory Committee (comprised
of service agencies interested in extending services to food distribution sites) led the project.
Field surveys and focus groups were conducted with food distribution participants at four com-
munity food distribution sites in Chicago. User opinions/suggestions for adding services to dis-
tribution sites were gathered. Analysis included Frequencies/Descriptives for survey responses.
Focus-group transcripts were coded using constant comparative analysis methods. Results:
317 surveys completed at four distribution sites. Six focus groups held, each attended by 6-15
users. Conclusions: Food-assistance-user households identified healthy eating (HE) goals and
connected goals to the health/well-being of household members. Barriers to HE goals in-
cluded: cost, food preparation knowledge/skills, habit, taste, and household management chal-
lenges. Reactions to proposed services were mixed. Survey results supported cooking
demonstrations, recipe information, nutrition education, and health screenings. Focus-group
participants supported nutritional consulting and had little support for child/youth-focused
services (e.g., immunization) and mixed support for adult health-screenings. Implications:
Food-assistance programs may find it helpful to join with other community services to find
ways to address user-identified needs, especially household organization and parenting/child
rearing practices. Users’ heavy burden of chronic disease suggests food-assistance programs
should assess how to meet specific nutritional needs of chronic conditions. Plans for providing
program services have been altered based on project results (e.g., no child immunization ser-
vices added, rethinking youth services, and the addition of mobile health screening). The find-
ings have led to further research among project partners into parenting aspects of healthy
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eating and several Advisory Committee members are exploring the potential for collaborative
project development around household-based nutrition counseling.

OBESITY AND POVERTY ARE ASSOCIATED IN THE UNITED STATES. Here, the modern obesity epidemic
affects poor communities most severely (Singh et al., 2008). One contributor to obesity in these
communities is limited access to sources of food for a healthy diet (Wrigley, 2002). A diet rich in
low-energy-density foods and foods high in fiber, including many fruits and vegetables, may reduce
obesity risk (Quatromoni et al., 2002). Obesity prevention and reduction initiatives in poor commu-
nities often include efforts to increase access to such diets. Oftentimes this entails working with
food-assistance programs, as they can be a major source of food for low-income households that ex-
perience food insecurity. Food insecurity is “limited or uncertain availability of nutritionally ade-
quate and safe foods or limited or uncertain ability to acquire acceptable foods in socially
acceptable ways” (Anderson, 1990, 1598). At the time this study was conducted (2006), the percent-
age of families in the United States suffering food insecurity was 10.9%. Over the past decade, the
percentage of food insecure households has grown steadily from a low of 10.1% in 1999 to a high
of 14.8% in 2008 (Nord, Andrews, and Carlson, 2009). With the recent economic downturn, this up-
ward trend is expected to continue in the near term.

In the city of Chicago, food insecurity has increased substantially over the last decade and ap-
pears to be more severe than that of the nation as a whole. The number of families seeking emer-
gency food assistance increased by 31% from 2001 to 2006, and another 36% from 2006 to 2010
(Greater Chicago Food Depository, 2010a). In 2007, a study conducted for the Greater Chicago
Food Depository determined that 61% of the working poor in Cook County, IL (the county in which
Chicago is located) experienced food insecurity (Greater Chicago Food Depository, 2008). Over
one third (37%) of Greater Chicago Food Depository clients are children.

The “Producemobile” program in Chicago was developed in 2001 by the Greater Chicago Food
Depository (www.chicagosfoodbank.org) as a “mobile farmers’ market” with the intent to provide
fresh fruits and vegetables to low-income/food insecure households (Greater Chicago Food Depos-
itory, 2010b). The program ships fresh produce to distribution sites in the city of Chicago, where
bags of produce are handed out to clients waiting in line. Distribution sites are managed by non-
profit organizations and require parking space for the semi-trailer, space for clients to wait in line
for distribution, and volunteers to assist with distribution. Distribution sites are selected based on
ability to meet the requirements outlined above as well as location in communities with limited ac-
cess to affordable fresh produce and high percentages of food insecure households. Distribution
sites are chosen by the Greater Chicago Food Depository and sites enter into an agreement with the
Depository based on these requirements. The frequency of distributions varies by site with some
sites receiving distributions only once a month and others more frequently.

The program began with one refrigerated semi-trailer truck, and in 2005 it added another. The
number of distribution sites was expanded with the addition of the second truck; the trucks were do-
nated by corporations. Fruits and vegetables are provided through donations from produce markets
and grocers and are supplemented by purchases (La Luz, 2008).

Currently, the Producemobile program distributes more than 2.1 million pounds of food annu-
ally. Approximately 800 people in the metropolitan area are served each weekday (Greater Chicago
Food Depository, 2005). To our knowledge, the Producemobile is the first service of its kind in the
United States. There is no eligibility test at the point of food delivery and no routine data collection
about users other than the number picking up food per truck visit.
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In 2005, the Consortium to Lower Obesity in Chicago Children (CLOCC), which brings together
hundreds of organizations to confront childhood obesity in Chicago, identified the Producemobile dis-
tribution system as a possible opportunity for partnership in the development of health and nutrition-
focused obesity prevention programs and services. To ascertain if this would be a well received
expansion of services, a study was undertaken. The results of the study are reported here.

METHODS

An Advisory Committee was formed in the winter of 2005-06 to guide the project, including the
development of survey questions and focus-group topics. The Advisory Committee was comprised
of representatives from: the Greater Chicago Food Depository, CLOCC, the Chicago Partnership
for Health Promotion (a community nutrition education program), the Institute for Community Re-
source Development (a community food systems advocacy organization), a major Chicagoland re-
tail food store chain, a Producemobile distribution host site, and the Mobile Health C.A.R.E.
Foundation (an organization providing mobile health services to communities in Chicago). The
study was conducted by CLOCC staff under the aegis of the Children’s Memorial Research Center.
The lead author was the Principal Investigator (P1) who developed the research design, survey in-
strument, focus-group questions and research protocol. She also analyzed and oversaw the interpre-
tation of results. The second author managed data collection and coordinated the Advisory
Committee. A team of research assistants (RA) administered surveys. An RA who was trained in
focus-group facilitation conducted the Spanish focus groups, transcribed focus-group recordings,
translated Spanish transcripts into English, and assisted in analyzing the focus-group data. Funding
for the study was provided by the Michael and Susan Dell Foundation. Human subjects approval
was provided by the Children’s Memorial Research Center Internal Review Board.

Surveys

In the spring/summer of 2006, a survey (n = 317) and six focus groups were conducted with Pro-
ducemobile users at four distribution sites (West Community 11, North Community, South Commu-
nity, and West Community I). As users waited in line, research assistants (RAs) from Children’s
Memorial Hospital approached those waiting in line one on one and asked them if they wished to
participate in a short interviewer administered survey. Those who accepted (nearly all) were given
the option of completing surveys in English or Spanish. Consent was obtained verbally and marked
on the consent form. This was done to avoid collection of identifying data for survey respondents,
as a written consent form would have been the only identifying data collected. Participants who
completed a survey received a nylon drawstring backpack. Surveys were conducted until the quota
for completed surveys was completed at each site. Surveys were conducted in a semi-private loca-
tion near the waiting line so that respondents would not lose their place in line, yet were out of
earshot of other Producemobile users.

Completed surveys were collected by the project coordinator, transported to the project office,
and stored in a locked cabinet in the PI’s office. Surveys were entered into an SPSS (v. 12.0) data
set for analysis by project RAs. The data set was stored on a password-protected computer accessi-
ble only to key project staff.

Survey items are listed in table 1. Questions regarding Producemobile use and satisfaction, ad-
dition of health-related services to Producemobile distribution, other sources of produce, and food
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Table 1. Field Survey Questions

Topic Survey question
Producemobile How often does someone from your household visit the Producemobile at this location?
use Who from your household usually visits the Producemobile?

How did you hear about the Producemobile?

How did you get to the Producemobile today?

What are other reasons you come this location?

Do you visit other Producemobile stops?

Do you ever share the food you get from the Producemobile with other households?

Satisfaction with How satisfied are you with...
Producemobile Location of the Producemobile
Time of day of Producemobile visit
Time of month of Producemobile visit
Quality of food provided
Variety of food provided
Amount of food provided
What are the top three things you like most about the Producemobile?
Is there anything you would change about the Producemobile?
Do you plan on visiting this Producemobile stop next month?
Would you recommend the Producemobile to someone else?

Addition of Based on your experience with the Producemobile, would you support adding any of the
health-related following to the Producemobile visits?
services to Cooking demonstrations/food storage tips
Producemobile Recipe information
distribution Nutrition education
Household How many people live in your household?
characteristics Does your household include any of the following?
Children

Infants/toddlers
Preschoolers
Grade-school aged children
Teens
Senior citizens
Persons with health conditions
Asthma
Diabetes
Pregnancy
Other
Who does most of the cooking for the household?

continues

assistance were developed with input from the project Advisory Committee. Questions assessing
household and respondent characteristics were adapted from a household demographics survey
used for other projects.

Questions regarding food security were adapted from the United States Department of Agricul-
ture (USDA) process for assessing food insecurity. The USDA determines food insecurity using an
annual survey conducted by the U.S. Census Bureau as a supplement to the monthly Current Pop-
ulation Survey (CPS). The food security survey asks households 18 questions about experiences and
behaviors that indicate food insecurity. Based on their responses, households are classified as food
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Table 1. Continued

Topic Survey question

Other types of Does anyone in your household use any of the following?
food assistance LINK Card

received by WIC coupons

household Farmer’s Market coupons

Senior discount coupons
Food pantries
Free/reduced price school lunch program

Other
Household In the last month. . .
food security Were you worried that your household’s food would run out before you got money to
buy more?

Did the food you bought not last and you didn’t have money to get more?
Could you not afford to eat balanced meals?

Other sources What other places do you get your household’s fruits and vegetables?
of produce

Respondent How old are you?

characteristics What is your gender?

Which of the following best describes your race/ethnicity?
Non-Hispanic white
Non-Hispanic African-American
Hispanic
Asian
Other

secure, food insecure without hunger, or food insecure with hunger (Nord, Andrews, and Carlson,
2007). To gauge food security among Producemobile users surveyed, 3 of the 18 questions from the
USDA food security survey were used (see table 1). Data from the 2000 US Census, the Centers for
Disease Control and Prevention, and the Food Research and Action Center were utilized for com-
parison of Producemobile household characteristics to those from Chicago and national samples.

Focus Groups

Focus groups are a research method for generating an understanding of individual beliefs/attitudes
toward a particular topic and thus well suited for this research project (Patton, 2002). Topics cov-
ered in the focus groups are shown in table 2. Focus group topics were nominated through Advisory
Committee discussion. Topics were selected if they were highly related to the central purpose of the
project: assessing the feasibility of adding health related services to Producemobile distribution
sites. Some other topics regarding the Producemobile user community were also included. Focus
groups were held at or near the Producemobile host organizations. Organizations hosting a focus
group received $200 per focus group.
A total of six focus groups were conducted one to two months after the survey.

Focus-group recruitment: At the conclusion of the survey, RAs asked participants if they would
be interested in participating in a focus group to be held at a location near the Producemobile
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Table 2. Topics Covered in Focus Group/Coding Categories and Associated Coding Categories

Topic Question(s) Codes
Healthy eating goals Tell us one thing you wish that you could change about the way HE goals
your family eats.
Healthy eating What do you think could help you make those changes? HE facilitator
facilitators/barriers What are some reasons you think X would work? HE facilitator
Reasons why you think X would not work? HE barrier
Ideas about services We are specifically interested in hearing your ideas about the PM addition
added at Producemobile kind of services that could be added to Producemobile
distribution sites distribution sites. Let's make a list of possibilities. (build list)
For item x on list. For x, how would that be helpful? PM addition
helpful
Now let’s go through the list again and talk about what might PM addition
get in the way of your using x. What are some reasons why you barriers

wouldn’t be able to use x?
Probes hours of operations, having to come back later, parental
consents, etc.

Does anyone have anything else they’d like to share about PM addition
the idea of adding services to produce distribution provided by other
the Producemobile?

distribution site. If they were interested, researchers recorded their name and contact information on
a sheet of paper separate from the survey. There was no link established between the completed sur-
vey and focus-group contact information. Nearly three quarters (74%) of the 317 persons inter-
viewed agreed to participate in a focus group and provided contact information. To recruit
focus-group participants, contact sheets for each of the four Producemobile survey sites were shuf-
fled so that they were in no particular order. An RA called potential focus-group participants 1-2
weeks prior to the scheduled focus-group date and asked if they would like to participate. Those who
responded affirmatively were given the location and time to report to the focus-group site. Candi-
dates were called until a quota of 20 participants per scheduled group confirmed participation. Focus
groups were held at community organizations close to Producemobile distribution sites, lasted about
1.5 hours, and were attended by 6-15 survey respondents. Participants were given an informed con-
sent form to review prior to the focus group and any questions regarding human subjects protections
were discussed one on one with participants prior to their signing the consent forms. No potential
participants refused consent. Consents were obtained in Spanish or English as appropriate. There
was one focus group per site in English; two sites each had one focus group in Spanish as well (West
Community 11 and North Community), reflecting the large number of Spanish-speaking survey re-
spondents. Focus groups in English were conducted by the PI; focus groups in Spanish were con-
ducted by a native-Spanish-speaking RA with experience in focus-group facilitation. Focus groups
were digitally recorded. Each participant received a $25 gift card.

Electronic recordings of focus groups were uploaded to secure computers used by the Pl and RA
focus-group facilitator. Electronic files were transcribed into Microsoft Word Documents (Red-
mond, WA). ldentifying information was removed from the transcripts and the names of communi-
ties in which focus groups were held were masked to protect the privacy of focus-group participants.
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Data Analysis

Descriptive data profiling survey responses were produced using SPSS Frequencies and Descrip-
tives analytic procedures. Frequencies were run for categorical variables. Descriptives were run for
continuous variables. Measures of central tendency (mean, median, and mode) and dispersion
(range, standard deviation) were calculated.

The initial focus-group coding categories were descriptive and were developed from research
questions and topics guiding the research. Codes were developed by the Pl and the RA who con-
ducted the Spanish focus groups. Focus-group transcripts were initially coded using these descriptive
coding categories. Constant comparative analysis methods were utilized to develop and refine the
coding scheme (Hewitt-Taylor, 2001). Transcripts were coded by both the Pl and a RA and refine-
ments were made until agreement was reached on the use of codes and suggested coding scheme re-
visions. The coding scheme was revised to reflect more conceptual and abstract codes after initial
descriptive coding was completed. Table 2 includes the list of coding categories developed.

Human Subjects

Prior to the start of data collection the project received approval from the Children’s Memorial Hos-
pital (project number #2006-12848). Human subjects’ protections incorporated and included: no
collection of identifying information for survey respondents, a request for voluntary submission of
identifying information for recruitment for focus-group recruitment purposes only, verbal consents
for surveys, and written consents for focus-group participation. No link was established between
focus group and survey participation. Further, community locations were masked as an added pri-
vacy protection. All data are stored in locked and password-protected facilities and equipment.

FINDINGS

Survey Respondent Characteristics

A total of 317 surveys were completed at four distribution sites. The number of completed surveys
per site varied from a low of 66 (West Community I) to a high of 86 (North Community). Table 3
provides results for respondents’ demographic and household characteristic variables.

The majority of Producemobile user respondents were female (78.8%), between the ages of 41
and 70 years old (67.0%), minority (African-American, 54.6%; Hispanic, 33.5%), and responsible
for doing most of the cooking for their households (81.2%). Producemobile user households dif-
fered from typical Chicago households in a number of ways (see table 3). Producemobile user
households were, on average, more likely to:

* be larger than the average Chicago household (U.S. Census Bureau, 2004).

 have a member with diabetes than families in the Chicago metropolitan area (Centers for Dis-
ease Control and Prevention, 2008).

 have a member with asthma than families in the US metropolitan urban areas (Centers for Dis-
ease Control and Prevention, 2006).

« live in households including children aged <18 years than all Chicago households (U.S. Cen-
sus Bureau, 2004).
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Table 3. Survey Respondent Demographics/Producemobile User Household Characteristics

Respondent characteristics %
Age
18-30 114
31-50 33.3
50-70 45.4
>70 8.9
Gender
Female 78.8
Race
Non-Hispanic White 5.1
Non-Hispanic African American 54.6
Hispanic 33.5
Asian 0.3
Other 6.4
Household member characteristics
Average number of persons in household (HH) 3.20
HH w/infants/toddlers 15.9
HH w/preschool children 17.3
HH w/school-aged children 37.8
HH wi/teens 21.2
HH w/sr. citizens 43.4
HH has a member w/asthma 25.7
HH has a member w/diabetes 21.0
HH has a member who is pregnant 2.4
HH has a member with “other” health condition 23.0
Other food assistance received
Link card 40.2
WIC coupons 11.0
Farmers Market coupons 7.3
Sr. discount coupons 5.0
Food pantries 25.2
Free school lunch 25.2
Other food assistance 4.3
Food security ... In the last month ...
Worried HH’s food would run out before got money to buy more? 59.6
Food bought did not last and didn’t have money for more? 57.3
Could not afford to eat balanced meals 49.0
Producemobile (PM) use
Visit PM every month 52.7
This is first time visiting PM 30.9
Respondent is the HH member that usually visits PM 941
Plan to visit same PM site next month 98.3
Visit more than 1 PM site 23.8
Mode of travel to PM
Walk 41.3
Car 40.0
Satisfaction with PM . . . somewhat or very satisfied with ...
PM location 93.1
PM distribution time of day 91.8
PM distribution time of month 65.0
Quality of PM food 57.1
Variety of PM food 61.5
Amount of PM food 63.7
Use of PM food
Share PM food with other HHs 71.6

Share PM food w/other HH on a regular basis 55.0
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» have a member over age 65 than Chicago households in general (U.S. Census Bureau, 2004).
« live in food insecure households than Chicago households in general (Food Research and Ac-
tion Center, 2006).

Healthy Eating Obstacles and Opportunities (Focus-group Findings)

Each focus group began by asking participants what changes they would like to make in the way
that their family eats. There was agreement across focus groups regarding the types of changes de-
sired. Focus-group participants linked these lifestyle behaviors to desired health outcomes (e.g.,
weight loss, lowered blood sugar, controlling diabetes, arthritis, and other chronic health condi-
tions). As one participant said, “This is why | want my family to eat better, because my family has a
history of heart conditions and my son is overweight” (North English focus group). Another partic-
ipant said, “l have high blood pressure and need to control sodium and carbohydrates. Need to eat
more vegetables™ (West | Spanish focus group). Table 4 summarizes focus-group discussions re-
garding participants’ goals for improving household members’ eating behaviors.

A significant portion of the focus-group discussions dealt with obstacles to desired patterns of
eating. The primary barriers identified by participants fell into five themes: (1) cost, (2) food prepa-
ration knowledge and skills, (3) habit, (4) taste, and (5) household management challenges.

Cost. Focus-group participants identified the cost of healthier foods such as fruits, vegetables,
lean meats, and olive oil as a barrier to improving their household and family diets. For example,
one focus-group participant shared:

Sometimes it’s a question of economics. Budgets are too tight or not employed. Sometimes vegetables are
pricier than other food. That’s why we seek help. Sometimes we try to eat healthier but we can’t afford it.
I try to eat a banana daily. | had to buy only two because that’s all I could afford (North focus group).

Table 4. Focus Group Results: Healthy Eating Goals

Desired health

Desired change Strategies that could support change outcomes
Increased consumption Peeling and cutting up fruit to make it more manageable Weight loss
of fruits and vegetables for younger children
Hiding vegetables in soups, stews
Less consumption of “junk Putting fruit out (making it available as a snack) Lowered blood sugar
food,” sugar, salt, and fat  Using cooking methods other than frying (steaming, Lowered blood
broiling, grilling, baking) pressure
Substituting olive oil for lard
Substituting herbs for salt Lowered cholesterol
Buying fewer junk foods and sweets
Consumption of smaller Using smaller plates Weight loss
portions of food
Increased consumption Not buying soda pop Weight loss
of water/decreased Serving water Lowered blood sugar

consumption of soda pop.

Reducing eating between  Having regular meal times Weight loss
meals Being organized and planning meals
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Food preparation knowledge and skills. Focus-group participants identified several gaps in food
preparation knowledge and ability. One gap was that younger families were believed to do less food
preparation and to be less familiar with cooking with fruits and vegetables in the home than were
families with older members. Another gap was cultural and often related to the produce distributed
by the Producemobile.

African-American participants did not know how to cook or use jicama, squash, or avocados.
““Squash —we don’t know how to cook it. | remember she tell me, you put sugar in it, that trip me out”
(West focus group).

Hispanic participants did not know how to cook broccoli or artichokes. Focus-group participants
also identified inexperience with recipes for preparing food using healthier methods and ingredi-
ents (e.g., steaming rather than frying and replacing less healthy ingredients with healthier options
such as olive oil for lard and herbs for salt).

Habit change. Focus-group participants spoke of the difficulty of changing unhealthy eating
habits for themselves and household members. For example, a number of participants admitted to
buying or serving “junk’” foods, unhealthy snacking, and late night eating habits. Focus-group par-
ticipants also noted a trend towards children developing eating habits that tend toward unhealthy
foods. Young children were observed to eat anything and to enjoy fruits and vegetables, but as chil-
dren aged, they were less likely to eat fruits and vegetables and more likely to ask for, demand, and
eat “junk foods” (e.g., chips, candy, pizza).

Taste. Participants noted that children, especially young adults, would not eat things that did not
taste good to them. As a result, they wanted, and often ate to excess, foods that parents saw as
“junky,” e.g., pizza, chips, sweets, and soda pop. These foods were provided by parents who said
they bought what their children would eat and were also obtained by children with their own money
or from friends. “That’s what they want. They want the junk food. If you don’t got it, like the sweets,
it’s like you don’t have food in the house, ‘There ain’t nothing to eat!’ They want the junk food, fries.
Especially the pop and hamburgers. They really beg for it” (West focus group).

Household management challenges. The management of a household’s food consumption was
a complex task for many Producemobile users. This was, in part, because households did not nec-
essarily include everyone who ate together, and those who ate together did not necessarily include
all who lived together. This created some challenges, especially for Producemobile users who saw
family meals as supportive of healthy eating. Producemobile user households sometimes included
extra members who were temporarily staying in the household but were expected to obtain and pre-
pare their own foods. Producemobile users could not afford to feed these temporary members, who
were excluded from sharing in common meals and household foods. These households reported
sometimes avoiding family meals so they wouldn’t have to invite or exclude these “extra” members.
“Families don’t really sit down and eat together anymore. When | was growing up my family ate
dinner at 6 o’clock. A lot of people now don’t do it. They don’t get it. They don’t know nothing about
supper. Everyone goes in the kitchen for theyself. Or down the street” (South focus group).

Some Producemobile user households routinely fed adult children/or grandchildren who did not
live in the household and for whom they were not responsible for rule setting or discipline regard-
ing eating behaviors. When they fed family members only some of the time, Producemobile users
often felt frustrated with the lack of control they had over these family members’ diets.

Some households found it difficult to schedule family meals because of conflicting work and
school schedules. In some households there was no one time when all household members were
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available. “I have four kids, two are teenagers. Everyone has a different schedule. This class, that
class. Friends” (South focus group).

Lack of parent control over child behavior. Focus-group participants identified a lack of
parental control over children’s eating behaviors as a barrier to healthy eating. One dimension of
this is lack of parental control over children’s access to foods outside the home, which can com-
pete with family meals. Some participants mentioned that schools played a role in feeding un-
healthy foods to children, such as giving pizza parties and junk food as rewards, thereby
undermining the efforts children were making at home. Parents also reported that children regu-
larly obtained food on their own apart from families, buying it at corner stores and local restau-
rants. Another dimension concerns foods prepared and eaten in the household. Focus-group
participants spoke of difficulties in creating environments supportive of healthy eating, sometimes
due to caregivers’ limited ability to set and follow rules regarding snacking and discomfort in
denying food to children. Often these interacted, producing a tendency to let children have food
whenever requested.

Some issues were more salient for one age group of participants than another. Older participants
observed disapprovingly that children were given choices about what/when they would eat. They
stated that they did not believe in giving children choices about eating. These participants believed
that children should eat what they are served when they are served it, and that it was a discipline
issue if children were refusing family meals. Still, younger focus-group participants (typically those
still parenting young children) also complained about having less control than they wanted over
what their children ate.

Focus groups discussed opportunities as well as obstacles. Participants identified factors that fa-
cilitate the dietary patterns they seek. For example, participants identified household management
strategies such as planning ahead, shopping for healthy items, preparing healthy items so that they
may be easily consumed (e.g., cutting and peeling fruit), and making healthier foods accessible
(e.g., keeping fruit out for snacks) as possible facilitators for improving healthy eating.

Parents recognized the role they played in setting an example of healthy eating. Several indicated
that they needed to lead by example if they expected their household members to improve their eat-
ing habits.

Opinions Regarding Adding Health-Related Services to Producemobile Distribution Sites
(Survey and Focus-Group Findings)

The field survey asked: “Based on your experience with the Producemobile, would you support
adding any of the following to the Producemobile visits?”

a. Cooking demonstrations/food storage tips
b. Recipe information

c. Nutrition education

d. Health screening services

e. Other

For the most part, survey respondents at each site supported the addition of these services. West
Community | survey respondents were most supportive of adding each of the services. North Com-
munity respondents were less supportive of adding services, especially cooking demonstrations and
recipe information. West Community Il respondents were also significantly less supportive of
adding recipe information.
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The focus groups provided more detailed feedback on the specific services proposed. Feedback
was organized into the following themes which emerged from the focus-group data analysis: (1)
child/youth focused services, (2) cooking demonstrations, (3) nutrition education, and (4) health
screenings. Table 5 summarizes these findings.

Child/youth focused services. Services for young children were probably not a good fit, accord-
ing to focus-group participants. Most families avoided bringing children to the Producemobile dis-
tribution site because of long wait times and the volume of food to carry home. Also, most
Producemobile site visits occurred during school hours. Despite these issues, child immunization
services were supported by some focus-group members, but others pointed out a potential problem
with access to prior immunization records.

Cooking demonstrations. The addition of cooking demonstrations/recipes/food storage fact
sheets were generally supported by focus-group participants. They especially expressed support for
having available recipes that involve foods with which they were unfamiliar. Such recipes would
preferably use common ingredients, include explanations on how to prepare unfamiliar foods (e.g.,
“does it get peeled?”), use healthy methods of preparation (e.g., steaming vs. frying), and include
pictures of how the dish should look when finished. Focus-group participants were also interested
in storage tips, especially when they received large quantities of a single type of food. They wanted
to know which foods could be frozen and for how long, and how to prepare food for storage. Cook-
ing demonstrations with free samples featuring a food from that day’s Producemobile were seen as
a good way to promote unfamiliar foods and healthier methods for preparation of familiar foods.

Nutrition education. “Roaming nutritionists” were suggested in several focus-group discus-
sions. These nutritionists could wander through the line and offer lessons on label reading, healthy
preparation methods, strategies for getting children to eat healthier foods, and consequences of un-
healthy eating. Participants thought this service would be helpful because it would not take any
extra time/effort on their part as they would be waiting for the food to be distributed anyway. How-
ever, some participants identified a problem in that the nutritionist would be inaccessible to those
who received their food before the nutritionist was able to speak with them. Other participants sug-

Table 5. Focus Group Results Regarding Support for Adding Services to Producemobile Distribution Sites

Service type Support for Suggestions/concerns

Services for young no Concern: children not brought to site if can be avoided

children

Immunization mixed Concern: accessing record of prior immunization

Healthy eating yes Suggestions: feature recipes for food distributed that day that use
recipes pictures, common ingredients, and healthy prep methods

Healthy eating food yes Suggestions: showcase unfamiliar foods; food distributed that week
prep demonstrations

Healthy eating food yes Suggestions: esp. for food received in large quantities, can it be
storage tips frozen? how? for how long?

Nutrition education mixed Suggestions: “roaming” nutritionist, home visits w/nutritionist

Concerns: “what if you get your food before you get to see the
nutritionist?”

Health screenings for ~ mixed Concerns: long wait times, cleanliness, privacy

chronic conditions
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gested that nutritionist home visits could be beneficial in helping their families make dietary
changes. Home visits were seen as potentially helpful because the nutritionist could see the home
situation and therefore make realistic suggestions. An additional advantage would be that the nutri-
tionist would be able to meet with multiple family members. Participants thought it would be espe-
cially helpful if children could meet with the nutritionist during the home visit.

Health screenings. A number of focus-group participants thought that screenings for chronic
health conditions, such as high blood pressure and diabetes, would be helpful but did not comment
on the ways in which this would help them personally. Many had already been diagnosed with
chronic conditions—diabetes, asthma, high blood pressure—and were in need of health condition
management services rather than screening services. However, a number of other participants be-
lieved that a lack of privacy, long wait times, and a potential lack of cleanliness might present prob-
lems for offering health screenings at Producemobile distributions.

DISCUSSION

Producemobile households represent a vulnerable population. Producemobile user households face
significant, multiple hardships and challenges to maintaining and improving the health and healthy
eating of their members. A high proportion of Producemobile users report household members with
diabetes, asthma and “other” health conditions. Many of these households have dependent members
such as children and/or elderly persons. Most report that their households experience food insecu-
rity and are dependent on food assistance to meet their basic food needs. Producemobile users are
not unique in their burden of chronic disease. Several other studies have documented similarly high
rates of chronic health conditions among users of other types of food assistance, such as the federal
Food Stamp Program and local food pantries (Anonymous, 2010; Fox and Cole, 2004). Given this,
efforts to improve healthy eating for this population must take into account these conditions as fac-
tors that may contribute to poor diet and comprised health outcomes.

The healthy eating goals identified by participants demonstrated their knowledge of key ele-
ments of healthy eating, such as the importance of eating fruits and vegetables, healthy vs. un-
healthy fats, and lowering sugar intake. Other investigators identify similar levels of nutrition
knowledge and desire for healthy eating among food insecure households receiving food assistance
(Food Research and Action Center, 2009). This suggests that providing healthy eating education
without other interventions is not likely to lead to significant improvements in healthy eating be-
haviors for this population.

Producemobile users identified barriers to improving their household’s healthy eating behaviors
also found in other studies (Wicks, Trevena, and Quine, 2006; Hampl and Sass, 2001; Cullen, et al.,
2000). For example, lack of familiarity with certain foods and preparation methods is found to affect
fruit and vegetable intake for Hispanic households in particular (Wicks, Trevena, and Quine, 2006;
Cullen et al, 2000). Parental control and modeling are recognized factors influencing the eating be-
haviors of children (Hampl and Sass, 2001; Molaison et al., 2005). While Producemobile users were
able to suggest strategies for overcoming some of the barriers they identified, a number were viewed
as very difficult to overcome. These included: the cost of healthy foods, habit, taste, household man-
agement challenges, and parental lack of control over eating patterns. Service providers have an op-
portunity to use this information to evaluate their strategies, approaches, and commitment of
resources for addressing these issues.

Producemobile users had opinions about the utility and desirability of add-on health-related ser-
vices that differed from those of the Project Advisory Committee proposed add-on services. There
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were also differing opinions among participants from different distribution sites. This suggests that
consultation with potential service users can be helpful in structuring services that have a greater
likelihood of use and perceived utility among users and that services added may need to be tailored
to individual sites for maximum uptake.

The study is limited in its application to users of the Producemobile service, which differs from
other food-assistance services in significant ways. It is focused on distribution of fruits and vegeta-
bles so may attract more health conscious users than other types of emergency food assistance.
Those receiving Producemobile distributed produce are not required to provide proof of need and
this may attract populations more likely to be ineligible for other types of food assistance. This
method of produce distribution requires a fair amount of mobility and physical strength, thus users
of this service may be “healthier” than those receiving other types of food assistance and this study
may under-characterize the chronic disease and health condition burden of those using types of food
assistance. Finally, the produce distributed is largely raw and must be prepared in order to be con-
sumed. This may skew the population of users of this service toward those with access to cooking
facilities, under-representing homeless households.

Implications

The tandem growth in food insecurity and obesity among low-income populations in the United
States suggests a growing need for programs such as the Producemobile. The findings reported here
help illuminate the characteristics of Producemaobile users, their healthy eating knowledge, and their
perceptions regarding the feasibility and utility of added health and healthy eating services. These
data may be useful to organizations operating, or interested in developing or expanding, produce-
focused food-assistance programs responding to the growing need for this type of food assistance,
policy makers interested in exploring alternatives to retail food distribution systems in low-income
communities, and community activists interested in bringing effective healthy eating programs to
low-income communities.

Our finding that Producemobile users carry a heavy burden of chronic disease suggests that it
will be useful for food-assistance programs to assess how they might more specifically meet the nu-
tritional needs of their users with chronic health conditions. This may include creating special pack-
ages of produce for households with members having common chronic conditions such as diabetes
or high blood pressure. For example, such a package might avoid vegetables which contain larger
amounts of starch and carbohydrates like potatoes, carrots, peas, beans, parsnips, and beets or fruits
like watermelon, mangoes, banana, grapes, or strawberries. Another strategy may be to distribute
recipes specifically geared toward diabetic or blood pressure—related dietary needs.

Also, the feedback from Producemobile users regarding the desirability of the proposed added
services is informative and suggests that program operators, policy makers, and community ac-
tivists who consult with potential service users may learn information that could help them develop,
operate, fund, and advocate for more successful and effective programs. For example, we found that
while the Advisory Committee saw an opportunity for providing add-on health services for chil-
dren, given the high proportion of food insecure households with children, users did not see such
services as feasible or desirable. We also found that receptiveness to add-on services varied among
distribution sites and that consideration of local conditions and desires may be necessary in order
to create programs with the greatest appeal. Finally, Producemobile users who participated in the
study suggested add-on services that had not been considered by the Advisory Committee. Learn-
ing from potential service users may result in program innovations that can address barriers to
healthy eating in new and creative ways.
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Project update. Our study findings have led to further research among project partners into par-
enting aspects of healthy eating and several Advisory Committee members are exploring the poten-
tial for collaborative project development around household-based nutrition counseling. In
particular, several committee members have begun to explore models of household-based nutrition
counseling drawing on models from early childhood home visits. Several of the recommendations
regarding providing recipes using produce distributed and with illustrations and pictures have been
implemented at several sites, though the impact of these efforts needs to be explored.
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