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Nearly 15% of households in the United States were “food insecure” at
times during 2011, meaning they were without the resources to feed
themselves enough or were unable for economic reasons to purchase
healthful foods, according to the US Department of Agriculture
(USDA). Food insecurity exists whenever the availability of
nutritionally adequate and safe foods or the ability to acquire
acceptable foods in socially acceptable ways is limited or uncertain.
Food security/insecurity can be divided in to four distinct components:
availability (adequate supply of food), stability (having a constant
supply of food), access (having access to food and health services in a
dignified manner) and utilization (gaining full nutritional benefit from
the food requires a healthy body). In order to partly address two of
the components, access and utilization, a student‐run preventative
health clinic was established within a food pantry specifically to
provide preventative health screenings for hypertension, obesity and
diabetes, three conditions associated food insecurity. A study to
directly assess the level of food insecurity within the local community
was conducted on the patients who attended the clinic. Patients were
asked a series of eight questions that addressed food consumption (in
terms of availability, quality, quantity, frequency and cost) in addition
to frequency and level of exercise. Initial results indicate that food
insecurity exists within the patient population at the clinic with 59%
not consuming at least 2.5 cups of vegetables/day and 57% not
consuming at least 2 cups of fruit/day. By identifying these nutritional
deficits, we can strategize ways to rectify the situation and further
explore the reasons behind these results. Solutions that address the
results of this particular study may include actively teaching the local
community on the benefits of growing their own fruits and vegetables,
thus increasing their availability, stability and access to these
nutritious food groups.
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consume the least nutritious food (Andrulis, 1998; Baker, Schootman,
Barnidge, & Kelly, 2006). Perhaps the worst culprit in the diet of the poor
is fast food (Baker et al., 2006). Fast food is highly processed and with
elements often deep‐fried in partially hydrogenated oil — a precursor to
high cholesterol levels and subsequent heart attacks (Hu & Willett, 2002).
Combined with starchy vegetables and sugary drinks, these foods have a
high glycemic load, a factor that contributes to obesity, . Obesity itself has
been linked to the onset of diabetes, although the mechanism is still
under investigation (Shimabukuro, Zhou, Levi, & Rounger, 1998). This
study seeks to assess the level of food insecurity within the local
community and based on findings, suggest strategies for improving the
situation and further explore the reasons behind the results.

CONCLUSION

INTRODUCTION
Nearly 15% of households in the United States were “food insecure” at
times during 2011, meaning they were without the resources to feed
themselves enough or were unable for economic reasons to purchase
healthful foods, according to the US Department of Agriculture (USDA).
Food insecurity exists whenever the availability of nutritionally
adequate and safe foods or the ability to acquire acceptable foods in
socially acceptable ways is limited or uncertain. Food
security/insecurity can be divided in to four distinct components:
availability (adequate supply of food), stability (having a constant
supply of food), access (having access to food and health services in a
dignified manner) and utilization (gaining full nutritional benefit from
the food requires a healthy body). Having access to nutritious food is
vital to good health (Srinath Reddy & Katan, 2004). The poor are at the
highest risk, as they generally lack preventative health care and

University of Wisconsin‐Stout Institutional Review Board approved all
protocols used in this study. Participants in the health clinic voluntarily
agreed to participate in the food security study. Once consent had been
given, the participant answered a series of eight questions that addressed
food security. The questions pertained to budget, balanced nutrition,
skipping meals, inadequate nutrition, hunger, consumption of vegetable
and fruits and exercise. Results were collected and analyzed below. N=79
for all results.

RESULTS

METHODS

Panel A refers to the gender distribution of survey participants.  Results show that women overwhelmingly responded to the 
survey.
Panel B refers to the question, “The food that (I/we) bought just didn’t last, and (I/we) didn’t have money to get more in the last 12 
months?”
Panel C refers to the question, ““(I/we) couldn’t afford to eat balanced meals in the last 12 months”

Panel D refers to the question, “In the last 12 months, did you ever skip meals because there wasn’t enough money for food?”
Panel E refers to the question, “In the last 12 months, did you ever eat less than you felt you should because there wasn’t enough 
money to buy food?”
Panel F refers to the question, “In the last 12 months, were you ever hungry but didn’t eat because you couldn’t afford enough 
food?”

Panel G refers to the question, “Do you consume at least 2.5 cups of vegetables (canned, frozen, fresh, etc.) daily?”
Panel H refers to the question, “Do you consume at least 2.0 cups of fruit (canned, frozen, fresh, etc.) daily?”
Panel J refers to the question, “Do you get at least 2.5 hours of moderate‐intensity aerobic activity along with at least 2 days of 
muscle strengthening per week?”

DISCUSSION
Results indicate that since females responded to the survey more so
than males by a ratio of approximately 2:1, (graph A), it would seem
logical to devise strategies aimed primarily at female clients at the food
pantry. Having little or no money for food, or food running out sooner
than anticipated, was either often or sometimes true for 78% of
participants (graph B). This suggests strategies for extending budgets or
buying cheap, nutritious foods that are versatile and therefore can be
used in a variety of ways. Not eating a balanced diet was often or
sometimes true for 67% of participants (graph C). This suggests that
participants are aware of the criteria for balanced nutrition, however for
reasons unknown at this time, eating a balanced diet is beyond their
reach. It was troubling to discover that 47% of participants skipped
meals due to lack of finance (graph D). Again this would suggest devising
strategies for extending budgets or extending meals so that skipping
meals can be avoided. Related to this issue are graphs E and F, which
address inadequate nutrition and hunger, with 45% and 31% of
participants eating less than they felt they should have and going hungry
respectively. Graphs F and G addressed the consumption of vegetables
(with 59% stating “no”) and fruits (with 57% stating “no”) respectively.
This result was surprising since the food pantry in which the study was
conducted, has a policy of unlimited fruits and vegetables. In both cases,
approximately 71% of participants could not state specifically why they
did not consume the daily recommended amount of fruits and
vegetables. Innovative strategies for incorporating exercise into the
participants’ daily routine would also be beneficial since 58% stated not
exercising adequately.

Our study has shown that there are significant opportunities to increase
and improve the nutritional intake of our community participants, even
within current budgets. The greatest impact could be made by providing
greater information to our community members on how to utilize the
most nutritious ingredients that are already provided by the food
pantry. Strategies that would achieve this may include cooking
demonstrations, recipe cards and other means of dissemination.
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