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BACKGROUND 
More than 1 million people in North Carolina are uninsured, making N.C. the tenth 

highest uninsured population in the United States. For example, if a family of four 

has above a yearly income of 34,248 dollars they are ineligible for Medicare. This 

gap of insurance coverage leaves many people without access to healthcare. In 

2019, North Carolina overall had an obesity rate of 33%. However, people who had 

income levels 50,000 and below had an obesity rate of 39.7%. Without regular 

access to health care, chronic disease states such as obesity, diabetes, 

hypertension, and cardiovascular disease are exacerbated. 

Individuals lacking health insurance are at an increased risk of experiencing 

adverse social determinants of health, such as lack of housing and food insecurity, 

and the detrimental effects that these negative social determinants can have on 

their health. Treatment of chronic diseases minimizes money spent on food, which 

creates a vicious cycle of buying inexpensive, nutritionally poor foods for people 

who are already food insecure and in health crises. In a study done in San Diego, 

74% of patients of a free health clinic were found to be food insecure. Food 

insecurity is associated with a higher risk of chronic disease and will then create a 

greater need for healthcare services. Health care services that the uninsured 

cannot afford. There is limited knowledge about nutrition education needs and 

potential strategies for intervention for uninsured adults who must rely on free 

health clinics2. A study in the Midwest showed that low-income health clinics are 

not teaching patients about nutrition during their visits, even when they were 

suffering from a diet-related disease. All patient-doctor conversations analyzed 

included an overweight or obese patient, just 34% of visits included a nutrition 

discussion3. A third of these were initiated by the patient, not the doctor.

Besides lack of health care, there is limited knowledge on what barriers uninsured 

adults experience and how many uninsured adults have access to and utilize 

online modalities. As healthcare moves towards telehealth, people who cannot 

afford or have access to internet will get further left behind and increase health 

disparities.

OBJECTIVES
To conduct a needs assessment in two free health clinics to 

explore: 

-Nutrition education needs 

-Internet Access 

-Barriers 

-Feasibility of potential nutrition interventions

ABSTRACT

Background: North Carolina has an uninsured population of 10.7%, the tenth 

highest in the country, and many uninsured adults must rely on free health clinics 

for prevention and treatment of chronic disease. However, little is known about the 

nutrition education needs of uninsured adults served by free health clinics, and 

potential acceptable strategies for intervention.

Objective: To conduct a needs assessment in western North Carolina to explore 

nutrition education needs, internet access, barriers, and feasibility of potential 

nutrition interventions for adults served by free health clinics.

Study Design, Setting, and Participants: A semi-quantitative survey was 

distributed to 202 clients in waiting rooms of two free health clinics in western 

North Carolina.

Measurable Outcomes/Analysis: Descriptive analyses were conducted using 

IBM’s SPSS v.26 to determine frequencies for demographics, current nutrition 

knowledge, barriers, and internet access.

Results: Roughly 60% of participants were female with an average age of 45 (±
12.847), and the majority were Caucasian (79.7%). Nearly one-third of participants 

requested interventions focused on managing diabetes (33.4%), hypertension 

(38.6%), and heart disease (32.7%). Most participants were interested in 

interventions focused on produce (85.5%) and recipe ideas (74.1%). Barriers to 

cooking included: budgeting/cost, time constraints, lack of access to food and 

cooking equipment, disabilities, and homelessness. The majority reported having 

regular access to smartphones (72.3%) internet (61.1%), and were open to 

receiving nutrition education through social media (38.6%) and online videos 

(41.1%).

Conclusions: This study adds to the limited body of literature on nutrition 

education needs and potential strategies/foci of intervention for uninsured adults 

who rely on free health clinics. Results suggest nutrition interventions should work 

alongside clinics to address equipment and food access to facilitate the 

preparation and selection of healthier items. Additionally, future interventions could 

leverage online modalities to support and enhance in person nutrition education 

offered through clinics.

METHODS

This study was approved by Appalachian State IRB. 
This study involved a partnership with two free health care clinics: Greater 

Hickory Cooperative Christian Ministry, (CCM), located in Catawba county and 

the other clinic, Good Samaritan Clinic, (GSC), located in Burke County. Both 

counties are located in western North Carolina. A ten-minute, semi-quantitative 

survey was distributed to 202 clients in waiting rooms of both clinics. Every client 

had the opportunity to take the survey by themselves or be assisted by a 

researcher. The surveys were translated and interpreted for Spanish speaking 

participants. The surveys were collected and entered REDCap. Descriptive 

analyses were conducted using IBM’s SPSS v.26 to determine frequencies for 

demographics, current nutrition knowledge, barriers, and internet access. 

Inclusion Criteria: 
1. 18 years and older 

2. Client of free health clinic in western N.C.

RESULTS
Overall 202 surveys were collected, 114 from CCM and 88 from GSC. While both 

clinics were similar in age and gender, everything else varied. CCM patients were 

predominantly Caucasian, had higher educational attainment, and had higher rates of 

unemployment. GSC has a mix of Hispanic and Caucasian patients, with less 

enrollment in aid programs, and were more likely to have a personal vehicle. CCM 

has a higher homeless population, with 23% of the CCM participants citing lack of 

housing and lack of resources (37.7%) as barriers to cooking. Lack of resources 

included a lack of appliances, money, or food. Our results indicated that both clinics 

were interested in nutrition education interventions for overall health (45.5% of GSC 

clients and 29.3% of CCM. Chronic disease states GSC was interested in receiving 

nutrition education interventions on was weight loss (45.7%) and diabetes (41.1%). 

While CCM was interested in blood pressure (36%) and heart disease (30.3%). GSC 

and CCM clients were more likely to have a smartphone than regular access to a 

computer. GSC clients had more regular access to the internet with 74%, while CCM 

only had 46% of clients with regular access. Both had roughly 65% using social 

media. Facebook is the most common social media platform with 79 participants using 

it. CCM was more interested in health tips through social media than through online 

videos (66.3 % vs. 28.2%). GSC was the opposite with 42.6% being interested in 

health tips through social media and 54.3% being interested in health tips through 

online videos.

DISCUSSION

Receiving local produce was the most popular nutrition intervention with 89.2% of 

GSC and 83% of CCM. The majority of participants was also interested with recipe 

ideas to go along with produce (86.9% of GSC and 63.7% of CCM). This is a 

significant finding because both clinics have access to food pantries. The interest in 

produce boxes shows a desire in uninsured adults for fresh foods in addition to 

canned items found in food pantries. A study done by Izumi et al, gave produce boxes 

to patients of Federal Qualified Health Centers and saw a greater increase of variety 

and consumption of vegetables and an overall improved diet quality. Social support 

was an important aspect for the success of their program4. Online modalities such as 

Facebook, which most of participants of this study utilize, could be a potential source 

of social support. In each clinic, the majority of participants had access to the internet 

and a smartphone. However, online nutrition education interventions might be more 

accessible for GSC clients. The majority (80.9%) had a smartphone and 74% had 

regular internet access and roughly half was interested in either social media and 

online video health tips. For CCM their percentages are smaller, 66.3% have a 

smartphone, only half of the clientele have regular internet access, and the majority 

(66.3%) were interested in health tips through social media, not online videos (only 

28.2% were interested). Online modalities are a great resource for healthcare, but 

they require regular, secure access to the internet. More research needs to be done 

on the feasibility and success of online nutrition education interventions for uninsured 

adults who rely on free health clinics.

This study highlights the need for nutrition needs assessment among free health 

clinics. While both of the clinics are located in western North Carolina, both clientele 

had varying interests and barriers. There were multiple overarching themes, however, 

several differences that need to be addressed. Self-disclosed homelessness impacts 

23% of the CCM clientele while none of GSC self-disclosed homelessness. Lack of 

resources impacted 37.7% of CCM and only 3% of GSC. Lack of resources included 

money, food, and appliances. People who experience homelessness have vastly 

different needs and nutrition interventions should work alongside clinics, and other 

partners in the community to address their needs. There is a limited body of literature 

on nutrition interventions with the homeless. However, one study done by Emmerson 

et al, found that enhancing self-efficacy could improve healthful snack choices as well 

as encouragement by a peer1. More research needs to be done in this area. A barrier 

faced by both clinics was physical limitations. This includes injury, pain, or sickness. 

Future studies could implement physical limitation modified meals kits for uninsured 

adults who rely on free health clinics. More research should be done in this area. 

Data collection for this study ended March of 2020. The findings of our study may 

now be greatly exacerbated due to the coronavirus pandemic and drastic increases in 

unemployment and therefore food insecurity. With an increased number of people 

unemployed, they will no longer be able to afford insurance and have to rely on free 

health care clinics and food pantries. 

CONCLUSIONS 

• This study adds to the limited body of literature on nutrition education needs and 

potential strategies/foci of intervention for uninsured adults who rely on free health 

clinics.

• The results suggest that clients are most interested in nutrition interventions such 

as produce boxes with recipe card ideas.

• Nutrition interventions should work alongside clinics to address lack of resources 

such as equipment, food, and housing to facilitate the preparation and selection of 

healthier items, as well as, modified food preparation for those with physical 

limitations.

• Results suggest that there is a need for nutrition education on chronic disease 

states along with overall health.

• Additionally future interventions could leverage online modalities to support and 

enhance in person nutrition education offered through clinics.
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