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Abstract 
In this practicum, the program objective is to improve the health of Joseph’s Store-
house food bank recipients’ community in the Blessing Center (New Hope Free 
Clinic and Joseph’s food bank), Redlands, California. The approach is to implement 
primary prevention and secondary prevention activity to increase knowledge and 
skills of the clients and their families of how to prevent and control type 2 diabetes 
through a wellness program in the clinic. The practicum began January 2015 and 
ended April 2015. 53 food bank recipients (non-diabetic and diabetic) were re-
cruited. A quasi-experimental study design, pre-test/posttest, was used for the study. 
The impact of the program targeted diverse audience, high risk ethnic groups, and 
improved knowledge, awareness, management, and positive behavioral change. The 
study implication for public health promotion specialists is to narrow venues target-
ing the most vulnerable populations to promote and reduce type 2 diabetes. 
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1. Introduction 

Studies have shown that in California, one of the chronic diseases such as diabetes is the 
seventh leading cause of death [1]. Diabetes mellitus is characterized by persistent 
hyperglycemia or increasing blood glucose levels (fasting plasma glucose concentration 
is >7.0 mmol/L (>126 mg/dL) or plasma glucose 2 hours after a standard glucose chal-
lenge is >11.1 mmol/L (>200 mg/dL)) [1] [2]. There are many forms of diabetes: type 1, 
type 2, gestational, MODY and forms of MODY, and prediabetes; but the most com-
mon is type 2 diabetes [1] [2]. The development of type 2 diabetes links to various be-
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havioral factors (e.g., smoking, physical inactivity, etc.), predisposing factor, environ-
mental factors (e.g., economics and culture) and so forth [1]-[10]. All forms of diabetes 
are associated with a number of complications such as cardiovascular, blindness, neu-
rologic and kidney failure. Individuals with type 2 diabetes are also at a significantly 
higher risk for coronary heart disease, peripheral vascular disease, and stroke, and they 
have a greater likelihood of having hypertension, dyslipidemia and obesity [11]. 

Although improved glucose control can reduce the effects of these risks [3], today 
diabetes remains a burden on the population of California [1] [3]. In California, 1.9 
million adults or 7 of every 100 have type 2 diabetes and the prevalence is unevenly dis-
tributed amongst race, gender, age, education, and income [1]. Statistical figures identi-
fied type 2 diabetes as 
 the highest among the Hispanics with 1 in every 10 has this type of diabetes;  
 predominant in African Americans and Asian/Pacific Islanders; 
 higher among men by 13%;  
 increases with age (adults under age 45 type 2 diabetes is less than 2%, 10% for ages 

45 - 64 years, and 17% for ages 65 years and older); 
 two times higher in Californian adults without a high school diploma, and 
 almost two times higher in those with family incomes below 200% of the federal 

poverty level [1]. 
The effects of the disease not only increase health disparities, but also burden the 

economy. In California approximately $98 billion is spent on treating chronic condi-
tions and about 29% of the spending is related to the cost of diabetes [3] [4]. 

To address the epidemic of type 2 diabetes in California, the California Department 
of Public Health (CDPH) has established multiple ongoing activities that promote pri-
mary prevention and secondary prevention that prevent and control type 2 diabetes or 
delay the onset of complications among Californians diagnosed with type 2 diabetes [1] 
[2] [12]. In this practicum, the aim of the program is to improve the health of Joseph’s 
Storehouse food bank recipients’ community in the Blessing Center (Hope Free Clinic 
and Joseph’s food bank), Redlands, California. The approach is to implement primary 
prevention and secondary prevention activity to increase knowledge and skills of the 
clients and their families of how to prevent and control type 2 diabetes through a well-
ness program in the clinic. 

2. Methods 

The study began January 2015 and concluded in April 2015 and 53 food bank recipients 
(non-diabetic and diabetic) were recruited. A quasi-experimental study design, pretest/ 
posttest, was used for the study. 

2.1. Participants 

Joseph’s Storehouse food bank clients. Low-income and homeless adults. 43 Hispanics 
(Mexican, Mexican American, and South American) and 6 of other races (African, 
African American, Asian, and Caucasian).  
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2.2. Preparation for the Classes 

Diabetes survey was administered to 59 clients of Joseph Storehouse food bank. Empir-
ical literatures were researched and collected. Furthermore, a participant or partici-
pant’s relative was recruited to translate Spanish when needed. Visuals were also 
created to supplement the lectures.  

2.3. Reaching Clients/Procedure 

To reach the clients three elements were utilized: communication materials, incentives, 
and referrals. Communication materials include: announcements, flyers, posters, pre- 
registration, and referral [13] [14]. The routine to reach the clients comprised remind-
ers via phone calls, announcements outside the Blessing Center, and informing each 
individual about the topic of the class in English and Spanish. In addition, clients were 
reminded of the incentives for participating in the class (they were exempt from waiting 
in line to get their food box). Another way to reach the clients was through referrals 
from the clinic nurse or announcement while the clients from the clinic were waiting 
for their lab work or doctor appointment. The class poster was advertised in the waiting 
room. All the participants who agreed to take part of the class provided verbal informed 
consent; and the first diabetic participants who took the first class verbally informed 
how many times they visited the emergency room for the month of January; completed 
knowledge pretest/posttest; and listened to lecture.  

2.4. Intervention/Education Session 

Eligible participants were given opportunity to take four primary prevention and man-
agement classes. The focal points of the lectures for diabetes, cholesterol and high blood 
pressure classes are the disease process, signs and symptoms, complications, prevention 
and managing the disease. The lesson plan includes:  
 understanding insulin;  
 Hemoglobin A1C or A1C check-up recommendation [15] [16];  
 the difference between “good cholesterol” High Density Lipoprotein (HDL); and 

“bad cholesterol” Low Density Lipoprotein (LDL) [17] [18];  
 how to identify normal blood pressure;  
 different ways to increase fresh produce and the benefits of fresh produce; 
 identifying various physical activities and discuss the benefits of physical activities 

[19]. 
Two sessions were scheduled every week for the duration of the practicum. 

2.5. Outcome Measurements 

Diabetes, cholesterol, blood pressure, and overall wellness knowledge questionnaires 
were employed in each lecture, pretests-posttests design [14] [20]. Each class had six 
questions except the overall wellness class which had 5 questions. Posttest scores aver-
age mean increase by at least 25% indicating health knowledge increase after taking the 
class. No more than 1 of these participants will visit the emergency room during the 



F. P. Kiamco  
 

294 

practicum indicating a positive outcome after two months follow-up. Demographic 
form was used to record number of participants. If at least 24 people participated for 
the duration of the practicum, it is indication of success in reaching the clients.  

2.6. Analysis 

SPSS was used to analyze the data. The statistical analysis concluded that the practicum 
was effective in promoting health knowledge significantly. Furthermore, the program 
goals were met emphasized from 0% knowledge in health literacy with regards to insu-
lin, A1C, HDL, and LDL to increase literacy in insulin by 93%, in A1C by 57%, in HDL 
by 94%, and LDL by 94%.  

3. Results 

The impact of the program targeted diverse audience, high risk ethnic groups and im-
proved knowledge and awareness, management, and behavioral change. 

Fifty-three food bank recipients attended the type 2 diabetes wellness classes. Figure 
1 displays that the class with the highest participation was the overall wellness class and 
the highest gender group that attended was the females. About 81% of the Hispanics 
group attended at least one of the classes (N = 53) compared to other ethnic groups. 
Figure 2 shows that the highest age group ranges from 36 - 50 years old.  
 

 
Figure 1. The graph shows total number ethnic groups and gender participated for each class. 

 

 
Figure 2. Age group for type 2 diabetes wellness program. 
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Table 1 finding shows diabetes knowledge mean score increased by 1.96 (increased 
by 33%), cholesterol knowledge mean score increased by 3.06 (increased by 52%), 
blood pressure knowledge mean score increased by 1.75 (increased by 29%), and overall 
wellness class knowledge mean score increased by 1.42 (increased by 30%). A different 
analysis in Table 2 displays health literacy scores for non-diabetic and diabetic partici-
pants. For the A1C, insulin, HDL, and LDL, the participants scored 0 during pretest in-
cluding participants who have history of diabetes. After taking the classes, for A1C, 8 of 
the 14 participants identified A1C check-up recommendation (increase by 57%); for 
insulin, 13 of the 14 participants identified the meaning of insulin (increase by 93%); 
for HDL, 15 of the 19 participants identified the meaning of HDL (increase by 94%); 
and for LDL, 15 of the 19 participants identified the meaning of LDL (increase by 94%). 

Type 2 diabetic participants who took the diabetes class continued to control the 
disease after two months follow-up. Several participants verbally acknowledged the 
positive impact of the class including one participant who expressed his appreciation in 
writing. Visually, the positive shift in the mean score from diabetes pretests to diabetes 
posttests is noticeable in Figure 3 and Figure 4 where score mean increased from 3 in 
the pretest to 5 in the posttest with maximum score of 6. However, does that mean dif-
ference statistically significant?  

The statistical analysis affirms that the diabetes class made significant difference in 
knowledge level (did improve knowledge significantly) and shows the effectiveness of  
 

 
Figure 3. Pretests diabetes mean score. 
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Figure 4. Posttests diabetes mean score. 
 
Table 1. The bar shows score means for diabetes, cholesterol, blood pressure, and overall well-
ness class. 

Class Pre-test Score Mean Post-test Score Mean Number of questions 

Diabetes 3.00 5.00 6 

Cholesterol 2.58 5.69 6 

Blood Pressure 3.54 5.29 6 

Overall Wellness Class 2.62 4.17 5 

 
Table 2. Number of correct answered by diabetic and non-diabetic for AIC check-up recom-
mendation, meaning of insulin, and the difference between HDL and LDL pretests/posttest ques-
tions. 

Health  
literacy 

Pre-test 
score 

Post-test 
score 

Free of type 2 
participants 

History of type 
2 participants 

Number of 
participant 

Number of participant 
did not take the test 

ALC 0 8 yes yes 16 2 

Insulin 0 13 yes yes 16 2 

HDL 0 15 yes yes 19 3 

LDL 0 15 yes yes 19 3 

 
the class which was set as the alternative hypothesis versus the null hypothesis stating 
that the class did not make significant difference in knowledge (did not improve know-
ledge significantly). Table 3 shows that there is statistically significant evidence at alpha  
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Table 3. Paired samples test for the mean difference between the diabetes pretests and posttests. 

 

Paired Differences 

Mean 
Std.  

Deviation 

Std.  
Error 
Mean 

95% Confidence  
Interval of the Difference t df 

Sig. 
(2-tailed) 

Lower Upper 

Pair 1 

Pretest  
diabetes tests 

−1.9615 1.45 0.40216 −2.8377 −1.0853 −4.877 12 0.000 

Posttest  
diabetes tests         

 
less than .005 of the significant improvement of in the mean score in the diabetes class. 
Likewise, the confidence interval of mean difference of scores in the diabetes class 
[(∑(pretest score − posttest score))/n] lies in its entirety in the negative portion of the 
real line (i.e., does not contain zero) leading to rejecting the null hypothesis of the inef-
fectiveness of the class.  

4. Discussion 

Clearly, faith-based organization (FBO) [21] [22] [23] that offers free services to the 
poor, low- income, and the underserved community is an asset to public health since 
the inceptions of clinics/hospitals by religious organizations. This type of venue allows 
public health to design and implement various health promotion activities to prevent 
chronic diseases from developing such as the type 2 diabetes.  

Although a diminutive program and fewer resources were available, the type 2 di-
abetes wellness program contributed to the food bank recipients’ community in signif-
icant ways. For one thing, the program was able to reach more than 24 participants and 
targeted ethnic group with the highest prevalence of type 2 diabetes in California (N = 
53), (Hispanic = 43). Secondly, food bank recipients who took the classes showed noti-
ceable increase in knowledge after taking the class. Table 1 and Table 2 highlight 
clients’ health knowledge and health literacy improvement after taking the classes 
(overall pretest and posttest scores mean increase ranges from 29% - 52%). Further-
more, diabetic participants remained free from complications of type 2 diabetes after 2 
months follow-up.  

Primary prevention and secondary prevention are crucial to combat health disparity 
among people at risk of developing type 2 diabetes. There is now various studies post-
ulate that type 2 diabetes can be prevented or delayed [11]. For example, a recent study 
by Psaltopoulou, Ilias, and Alevizaki (2010) [24] found that efforts such as eating heal-
thier or physical exercise can reduce familial incidence. Another study by Johnson [14] 
suggested that education help eliminate racial disparities in diabetes. Well-known fac-
tors associated with health disparities are rooted in socio- economics, age, race or eth-
nicity, language spoken, physical disabilities, gender, and so on. 

Community settings like the food banks accommodate persons who may exhibit one 
or more of these health disparity factors. For this reason, food banks would be an ideal 
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site for primary and secondary prevention; however, mobilizing food bank agency may 
be challenging and overwhelming: 1) the premise of putting pressure on them to 
change food vendor selection (more on nutritional than less dense food) for distribu-
tions or turning their clients away to other food banks that distribute more “junk” 
foods or less restrictions on nutritional values; 2) most of the food bank recipients are 
always in a hurry; 3) less space or no space for engaging wellness classes for the food 
bank recipients; 4) fluctuation of food bank recipients status (homelessness, no trans-
portation, relocated, and so forth.) may prevent them from attending series of work-
shops or classes.  

A health wellness programs established in many worksites improving population- 
level health outcomes [25] can be applied in places like the food banks. Research shows 
that wellness programs offered to employees not only improve the health, but also have 
positive effects on the health care costs [26] [27]. Faith-based community centers may 
play an important role in reducing health care costs burden from type 2 diabetes by 
launching health programs in their community centers. In the practicum, although the 
results from the type 2 diabetes wellness class presented positive contribution to the 
food bank recipients, more studies about best practices for developing program [11] in 
food bank setting are encouraged to improve solutions combatting type 2 diabetes dis-
parity in California. In addition, because many of food bank recipients participated in 
the wellness classes exhibited behavior changes such as getting physical exams for pre-
vention measures, and expressed disappointments that the class ended, it suggests that 
food bank recipients are interested in health wellness programs.  

5. Conclusion 

Patients/clients accessed free health services (age range 16 - 89) at New Hope Clinic as 
well as free food from bank at Joseph’s Storehouse where various efforts were made to 
improve their health. Health literacy and skills in prevention and control of Diabetes 
Mellitus outcome were measured by posttest scores and less frequency visits to the 
emergency room. Notable findings included increased knowledge and reduced doctor 
visits. Moreover, the objective of enrolling at least 24 participants has been met (N = 
53). There were limitations. Sign and symptoms and fasting plasma glucose concentra-
tion >126 mg/dL or plasma glucose 2 hours after a standard glucose challenge >200 
mg/dL were not in the study because audience and units of measurements vary from 
place to place. Also, the follow-up was diminutive because the practicum duration was 
four months and there was no control group. The study implication for public health 
promotion specialists may narrow venues targeting the most vulnerable populations to 
promote and reduce type 2 diabetes. 
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