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Abstract 1 

Background: The Hispanic pediatric population has the highest obesity rate across all pediatric 2 

populations, leaving them at the highest risk to develop obesity-related chronic diseases. 3 

Aim Statement: The objective of this project was to evaluate whether an individualized virtual 4 

intervention would motivate Hispanic children with obesity to initiate a nutritional change. 5 

Methods: Fourteen Hispanic participants, from a waitlist of tertiary clinic, completed a virtual 6 

meeting. The participant’s diet was evaluated and guidance on a nutritional change was 7 

provided.  8 

Intervention: Participants established one specific, measurable, achievable, relevant, and time-9 

specific nutritional goal. A post-intervention survey was then completed.  10 

Results: This intervention resulted in patients planning to follow the nutritional change 11 

discussed and satisfaction with the care received.  12 

Conclusion: This is an effective intervention for primary practitioners to motivate the initiation 13 

of nutritional changes for the treatment of childhood obesity. It also provides education and 14 

expands medical care to an underserved community. However, further investigation should focus 15 

on its effectiveness on health and weight status long-term.  16 
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Introduction  24 

Obesity during childhood and adolescence has reached an unprecedented, epidemic level in the 25 

United States. It has been estimated that 19.7% of U.S children are obese with the 26 

Hispanic pediatric population having the highest prevalence of obesity among all ethnic and 27 

racial groups (Centers for Disease Control and Prevention [CDC], 2022). Because more than a 28 

quarter of Hispanic children are obese, they are at the highest risk for the short and long-term 29 

obesity-related consequences. These include physical conditions, cardiovascular disease, type 2 30 

diabetes, sleep apnea, osteoarthritis, and cancer, as well as mental health problems, including 31 

anxiety, depression, eating disorders, and substance abuse disorder (Sarwer & Polonsky, 2018). 32 

In 2021, World Health Organizations (WHO) have also warned that childhood obesity increases 33 

one’s chances of premature death in adulthood.  34 

Although parental influences and modifiable lifestyle factors, like sedentary behaviors, 35 

play a role in these children’s weight status, there are many social determinants of health (SDoH) 36 

that significantly increase the Hispanic pediatric population’s risk for obesity within the U.S. As 37 

discussed previously, nutritionally poor food is less expensive than nutritionally rich food. 38 

Income level and socioeconomic status (SES), therefore, play a direct role in the types of foods 39 

individuals can purchase for themselves and their families. Families of lower SES, which is more 40 

common among minority groups, are more likely to purchase the cheaper UPF (Ochoa & Berge, 41 

2018). Because the poverty rate for the Hispanic population in 2022 was 16.7%, compared to 42 

that of the general population at 11.5% (Ochoa & Berge, 2018), Hispanics are more likely to buy 43 

the cheaper UPFs, resulting in higher risk of obesity across all age groups. Ochoa and Berge 44 

(2018) also found that 27% of children from families with an income below the federal poverty 45 

line were obese. Comparatively, only 10% of children from families with incomes above 40% of 46 
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the poverty line were obese. Furthermore, the Hispanic population is the least likely to be 47 

medically insured. More than 20% of Hispanics are uninsured, ultimately resulting in less 48 

contact with and less preventative education from healthcare professionals (Artiga et al., 2022). 49 

Consequently, lack of knowledge about nutrition and perceptions about a child’s weight and 50 

obesity risk are all associated with a child’s weight status (Ochoa & Berge, 2018). Lastly, those 51 

of lower SES tend to live in marginalized and rural areas, where access to fresh fruits and 52 

vegetables are more difficult to find and where fast-food restaurants prevail (Jin & Lu, 2021). 53 

Overconsumption of UPF is common in these communities, further increasing their risk for 54 

obesity and the obesity-related comorbidities.  55 

It has been established that family-based weight management interventions, which 56 

includes changes in the diet and physical activity level of the entire family, are effective in 57 

encouraging weight-loss in these children with obesity and improving weight-related behaviors 58 

(American Academy of Pediatrics [AAP], 2023; American Psychological Association [APA], 59 

2018; CDC, 2022; Chai et al., 2019). However, there are some challenges to addressing obesity 60 

within the U.S. Hispanic pediatric population. First, there is limited research on the effectiveness 61 

of these family-based weight management interventions in the Hispanic pediatric population; the 62 

sample population of most of the research studies, of which the obesity management guidelines 63 

are based upon, predominantly consists of white and/or non-Hispanic pediatric populations. This 64 

limits the generalizability and effectiveness of these programs within this population. More 65 

importantly, very few of these interventions are adapted to take into consideration the differences 66 

between the white and Hispanic SDoH and cultures that are influential factors for the 67 

development of obesity within this population (Soltero et al., 2021). These cultural differences 68 

can include different dietary preferences, like tortillas, that are popular within Mexican 69 
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households but not in other Hispanic and non-Hispanic households. It can also include different 70 

family eating practices, like eating together or separately. Lastly, there is the language barrier 71 

that exists. Over 28.4% of Hispanics report that they have limited to no English fluency (U.S 72 

Department of Health and Human Services, n.d.). This poses a barrier to obesity management 73 

within this population; there is a limited number of Spanish-speaking pediatric providers that 74 

specialize in obesity.  75 

Because of its high prevalence in the pediatric population, tertiary clinics specialized in 76 

the management of pediatric obesity have been established throughout the U.S. In Atlanta, 77 

Georgia, there is a pediatric weight management clinic with a waitlist ranging from weeks to 78 

months for the new patients referred here (M. Routly, personal communication, February 7, 79 

2024), pointing to the high volume of pediatric patients struggling with obesity. In this clinic, the 80 

wait is indefinite for the Hispanic patients/families with limited or no English skills because 81 

there is no bilingual employee to complete the initial, over-the-phone evaluation and scheduling.  82 

This unfortunate, yet not uncommon circumstance, results in a population that is underserved 83 

within the U.S. healthcare system. It is, therefore, imperative to establish an individualized, 84 

culturally sensitive, and preliminary nutrition intervention that can be employed at the primary 85 

care level via a virtual platform to improve the clinical outcomes of the Hispanic pediatric 86 

population struggling with obesity. The purpose of this evidence-based practice project is to 87 

establish whether an individualized, preliminary nutrition intervention via an online platform will 88 

motivate families of Hispanic children with obesity to implement a nutritional change. It will 89 

address the following questions:  90 

1. Will an individualized, culturally sensitive virtual nutrition program impact a family’s 91 

ability to implement a nutritional change among Hispanic children with obesity? 92 
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2. Will an individualized, culturally sensitive virtual nutrition program result in satisfaction 93 

with the care received?  94 

Methods 95 

The project’s participants were obtained from the wait list of a tertiary clinic that specializes in 96 

the treatment and management of obesity in the pediatric population from all over the state of 97 

Georgia. Every eligible candidate and parent/guardian were asked to participate. Inclusion 98 

criteria included Hispanic pediatric patients, under the age of 18 years old, with obesity and their 99 

guardians, who have limited English proficiency. A sample of 60 Hispanic pediatric patients 100 

were contacted via the phone number they provided to the tertiary clinic. Description of this 101 

project and its objectives was disclosed, and participation was offered. Those interested in 102 

participating were scheduled to attend one virtual meeting, using the Google Meet platform, 103 

within two months from the initial. If necessary, information on how to access the Google Meet 104 

platform was provided via telephone. After the intervention, a post-intervention survey was 105 

provided to the families.  106 

At the beginning of the virtual meeting, language preference of the child and the guardian 107 

was established. The child’s diet was then evaluated using the tertiary clinic’s diet intake 108 

questions: (1) In the last 24 hours, what did you child eat? (2) In the last 24 hours, what did you drink? 109 

(3) What fruits do you enjoy? (4) What vegetables do you enjoy? (5) What do you like to drink 110 

throughout the day and how many cups of each drink? (6) How many meals per day do you eat? (7) Do 111 

you think the portion sizes of those meals are smaller than normal, normal, or larger than normal? Using 112 

motivational interviewing techniques, the child was then guided in setting a nutritional goal that 113 

was specific, measurable, achievable, relevant, and time specific (SMART). Nutrition education, 114 

which highlights the importance of that nutritional change, was provided along with education on 115 
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the importance of this nutrition-change being implemented throughout the whole family. At the 116 

end of the virtual meeting, the parent’s email was requested and/or verified. They were asked to 117 

follow the link in their email to respond to the Spanish version of the 2-statement post-118 

intervention survey the clinic utilizes after every patient visit. It was a Likert-scale survey and 119 

the statements were the translated versions of (1) We plan to make the lifestyle changes 120 

discussed today and (2) I am satisfied with this virtual visit. The participant and guardian of the 121 

participant selected to which degree they agreed with the statements: strongly disagree, 122 

somewhat disagree, neutral, somewhat agree, strongly disagree. The responses were analyzed as 123 

interval data, as each of the responses were converted into numerical data, e.g. 1=strongly 124 

disagree, 2 = somewhat disagree, 3 = neutral, 4 = somewhat agree, 5 = strongly agree. The 125 

percentage of each of the responses was then computed.  126 

Results 127 

As seen in table 1, out of the 60 patients that were contacted, half of patients answered the call 128 

and scheduled a nutrition intervention consultation. Of the 30 patients that were scheduled, 129 

fourteen attended the consultation. All the patients were accompanied by their mothers. The 130 

patients preferred to speak in English, while all the mothers preferred to speak in Spanish. 131 

Eleven of the 14 patients were male, and the average age of the patients was 10.5 years old, 132 

ranging from 5 to 16 years old. Half of these patients had at least one patent-reported 133 

comorbidity, and 3 patients, or 21%, had more than one parent-reported comorbidity. The 134 

average amount of time the patients had been on this tertiary clinic’s waitlist was 280 days, but 135 

that also ranged from 81 to 535 days.  136 

The post-intervention response rate, of the 14 families that participated, was 71%. Table 137 

2 shows that eighty percent of the participants either somewhat agreed or completely agreed, 138 
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10% and 70% respectively, to planning to follow the nutritional goal that was discussed during 139 

the virtual visit. Furthermore, seventy percent of the families were completely satisfied with the 140 

visit and 10% were somewhat satisfied with the virtual visit. Lastly, only 20% of the families 141 

completely disagreed to planning to follow the nutritional goal that was discussed and were 142 

completely dissatisfied with the virtual visit.  143 

Discussion  144 

The post-intervention survey demonstrated that an individualized, culturally relevant, and virtual 145 

nutrition intervention effectively motivates Hispanic families to implement a nutritional change 146 

to improve the weight status of this pediatric population. Most of the families that completed the 147 

survey reported that planned to follow the nutritional goal that was discussed during the virtual 148 

visit. Because the nutritional change is dependent on the patient’s current dietary habits and is 149 

determined by the patient through motivational interviewing (MI) techniques, it increases the 150 

probability that the nutritional change will be employed. As highlighted in Bischof et al.’s (2021) 151 

meta-analysis, the use of MI strengthens the motivation for behavioral change by positively 152 

reinforcing patient-made statements. These responses also demonstrate that a virtual nutritional 153 

intervention facilitates the establishment of nutritional goal with patient that is feasible enough to 154 

implement in their day-to-day lives, which in turn results in patient and family satisfaction with 155 

the care received. Patient and family satisfaction is directly correlated with compliance, clinical 156 

outcomes, and the patient’s health status (Ng and Luk, 2019). Therefore, these two factors, 157 

feasibility and satisfaction, should yield a positive change in the patient’s weight status.  158 

 While 20% of those that completed the post-intervention survey reported that they were 159 

not planning on implementing the nutritional change discussed and where dissatisfied with the 160 

visit, the comments provided by both families suggest a user-error when completing the survey. 161 
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The first family wrote that “[the project lead] was an excellent guide for my daughter as [she] 162 

explained in great detail how we could start with small, but significant, [nutritional] changes to 163 

improve her health.” The second family wrote, “I think that in the days following the consult, it 164 

has been easy to follow the [nutritional] change that was suggested, and I am hopeful that we 165 

will be able to continue.” It can therefore be inferred that the families who provided these ratings 166 

experienced difficulties with understanding or using the post-intervention survey platform.   167 

This evidence-based practice project also emphasized the necessity of a culturally 168 

relevant and individualized nutritional intervention. Minority populations must overcome 169 

obstacles that many from the non-Hispanic white community will never encounter, including 170 

navigating the U.S health system in their non-native language, transportation concerns, provider 171 

biases, and lack of medical insurance or underinsurance. The difference in language preference 172 

between the patient and the mother is also noteworthy. All the patients requested to speak 173 

English, but the mothers requested Spanish. This points to the cultural and lingual gap that exists 174 

between Hispanic children living in the U.S. and their Hispanic parents. Providers must therefore 175 

act as the bridge between the child and the parents to provide family-centered care to improve 176 

the weight status of this population. By providing the patient and their mothers with the 177 

opportunity to speak with a provider in their preferred language and in the comfort of their own 178 

home through an online platform, most of those obstacles are eliminated; thereby, increasing this 179 

patient population’s satisfaction with the care that is received. According to Lu and Zhang 180 

(2019), providers can divulge high-quality medical information to patients and guide the patients 181 

in evidence-based medical decision making through online platforms.  182 

The average time spent on the waitlist without any contact from this tertiary clinic is 183 

significant. Prior to being offered to participate in this evidence-based practice project, the 184 



 9 

patient had been, on average, on the waitlist for 10 months, or 280 day. While there was a wide 185 

range in the waitlist time, 3 months vs 17 months, that is time that the patients and the families 186 

could have taken advantage of to improve the patients’ health and weight status. The use of an 187 

internet-based platforms to provide nutrition education expands patient access to this medical 188 

information, thereby decreasing or even eliminating all the other potential barriers to receiving 189 

this service. In turn, pediatric obesity and overweight management can be expedited and 190 

facilitated in this high-risk patient population. This results in a positive outcome in the patient’s 191 

compliance and satisfaction with their interactions with the medical community.  192 

Lastly, the fact that half of the patients that completed the virtual nutritional education 193 

had already been diagnosed with one or more comorbid diseases emphasizes the dire need to 194 

address pediatric obesity, especially within the Hispanic community. Three of the patients were 195 

struggling with psychiatric disorders, including anxiety, depression, and Attention Deficit-196 

Hyperactivity disorder. Two patients had been diagnosed with a liver disorder, one with 197 

hypertension, one with prediabetes, and one with hypercholesteremia. These patient diagnoses 198 

were parent-reported on an intake form that was completed the day the tertiary clinic received 199 

the referral. Therefore, the long wait time between the completion of the intake form and the 200 

consultation could have resulted in the under-reporting of comorbid diseases. As discussed 201 

previously, a person with obesity is at a greater risk for a plethora of chronic disorders and if it is 202 

not properly addressed in childhood, most if not all, of these diagnoses will follow these patients 203 

into adulthood. The physical and financial burden on the patient, family, and potentially the U.S. 204 

government, of pediatric obesity is far too great to remain underserved within the U.S. health 205 

system.  206 
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There were a few limitations with this evidence-based practice project. The first was the 207 

difficulty of scheduling the virtual meetings. Half of the families that were called to offer 208 

participation in this project did not answer the phone call, so a voice message was left. In this 209 

case, there are two factors that must be considered. These parents or guardians were expecting to 210 

receive a call from the weight-management clinic, not from an unknown number. Per McClain 211 

(2020), more than 80% of the population does not answer calls from unknown numbers. 212 

Although a voice message was left to those that did not answer the phone call, it is uncertain how 213 

many people listened to the message. Moreover, only one phone number was provided for each 214 

patient, thereby limiting the number of methods of contact to this family.  215 

 Another limitation was the number of absences of scheduled visits. There was a total of 216 

30 virtual visits scheduled, but only 14 families logged onto the virtual visit. Unfortunately, these 217 

visits were offered near the end of the academic school year. While scheduling, many of the 218 

parents remarked how busy their child was with final exams and extracurricular performances. 219 

About ten families rescheduled their visit at least one time, and eight of those rescheduled visits 220 

also resulted in the families’ absence. The family did receive a reminder or notification one day 221 

prior to the visit via Google, but it is uncertain how many of those notifications were viewed.  222 

 The way the post-intervention survey was provided to the families is the last limitation of 223 

this project. A link to the survey was sent to the parents’ or guardians’ e-mails after the 224 

completion of the intervention. This required the parent to access two other online platforms 225 

(their e-email and the link to the survey) to complete the survey, which someone with low 226 

technology literacy may have difficulties with. This also introduced the possibility that the 227 

survey arrives to the junk or spam folder of the person’s email, making finding and accessing the 228 

survey difficult. Furthermore, it also allowed for time to pass from the completion of the visit to 229 
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when the link to the survey was sent, which could have resulted in a lack of motivation to 230 

complete the survey. All these factors must be considered, as the post-intervention survey 231 

response rate was only 71%.  232 

After the implementation of this educational nutrition intervention, there are many 233 

recommendations for future implementation. Any provider interested in providing this service to 234 

their patient population would benefit from calling the patients from a phone number that is 235 

associated with their clinic. By having the patients and/or families recognize the number, it is 236 

more likely that they will be interested in this virtual visit. It could also be offered during a 237 

health maintenance exam or an episodic visit, when enough time may not be allotted to discuss 238 

about the patient’s nutritional habits.  239 

 To decrease the number of no-shows, confirming the virtual visits via the family’s 240 

preferred method of contact from the provider’s clinic should increase the participation rtes. 241 

Furthermore, a virtual platform where families could schedule or reschedule visits, without 242 

having to feel pressured or embarrassed for having to reschedule, may also increase 243 

participation. This option provides families with more visit options and flexibility.  244 

 Lastly, it would be beneficial to perform the virtual visit on a platform that allowed the 245 

participants to complete the post-intervention survey as soon as the provider logs -off of the 246 

platform. In prompting the participants to provide feedback immediately and via the same 247 

platform, the response rate of the post-intervention survey is expected to rise and therefore 248 

providing valuable feedback to the provider. 249 

This nutritional intervention is feasible across primary care practices. It requires a 250 

bilingual healthcare professional, a stable and secure internet connection and virtual meeting 251 

platform, and for sufficient time to be allotted for each visit. While this intervention can be done 252 
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with the general pediatric population in English, the Spanish version is especially beneficial to 253 

the Hispanic pediatric population. It increases access to preventative care and education to a 254 

patient population that is at the highest risk for obesity and its associated comorbidities. By 255 

providing this intervention in Spanish, it also ensures that the parents and/or guardians of this 256 

patient population have the sufficient knowledge, and resources required to support a nutrition 257 

change in their child and their family. Furthermore, it allows the parent and the child to more 258 

openly discuss all the factors that have resulted in the current weight status, like socioeconomic, 259 

genetic, and cultural considerations.  260 

 It is the responsibility of doctorally-prepared nurses to identify current gaps and 261 

healthcare and attempt to appropriately address them. It has been well established that the 262 

Hispanic community is grossly underserved within the U.S. healthcare system, and there are 263 

evident trends within patient populations that cannot continue to be ignored. Obesity is rampant 264 

within the United States, and unfortunately, and the consequences of childhood obesity, 265 

including type 2 diabetes and fatty-liver disease, are being seen more every day. Those already 266 

struggling with obesity or at the highest risk for developing obesity must be provided with 267 

adequate medical care and education. It is also the responsibility of doctorally-prepared nurses to 268 

provide preventative care, decreasing the probability of the patient requiring secondary or 269 

tertiary care. Therefore, it is imperative for these advanced-practice nurses to work with these at-270 

risk populations with their current resources and availability, to provide the most equitable and 271 

evidence-based care possible. 272 

 273 

 274 

 275 
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