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Field Experience Report 

 Introduction 

My public health field experience was completed at the Riley County Research and 

Extension office at 110 Courthouse Plaza in Manhattan, KS, during January to March 2015, total 

180 hour.  

The objective of K-State Research Extension is to help the community by providing 

evidence-based university knowledge in the most practical ways so that people can apply in real-

life and benefit in many areas such as agriculture, economics, family life, youth development, 

community leadership and business.  

Cooperative Extension was established in 1914. Various level of government and land-

grant universities funded the county extension programs to extend technical expertise and 

research findings to help people improving their homes, families, farms, business and 

communities
54

. 

In Riley County, Kansas State University is the land-grant university that supports the 

research extension
54

. The program is funded and guided by a partnership of federal, state and 

county government. The Riley County office is directed by a county Extension director, and 

there are four Extension agents, one receptionist and two assistants. The agents specialize in the 

disciplines of family and consumer sciences, 4-H, horticulture and agriculture
54

. 

I completed the internship under the supervision and guidance of Ms. Virginia (Ginny) 

Barnard, MPH, Family and Consumer Sciences Agent of the Riley County. Her specialization is 

in the areas of nutrition, food safety, health and indoor environments. Ginny has several program 

schedules and during my time the Head Start - Mothers (Parents) and Children Health and 

Nutrition Program was a new program possible to add into existing programs. That parents and 
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children health and nutrition program (Head Start) interested me and Ginny also found that 

program fitted my education, previous experiences and passions. Therefore, after consultations 

of myself, Ginny and Program Director of Head Start, I agreed to focus on this program as my 

internship program assignment.  

Head Start/Early Head Start
55

 is a free, federally funded early childhood program. The 

program serves families with low incomes in Riley County and the Manhattan-Ogden School 

District with education, health, nutrition, and social services. Head Start enrolls children ages 3-5 

years and offers full-day and half-day preschool classes. Early Head Start is a home visitation 

program that enrolls pregnant mothers and children from birth to 3 years of age. Head Start 

promotes the belief that parents are their child's lifelong teacher, so it supports the involvement 

of parents, efforts to reach goals, changes and transitions in the family's life. Head Start provides 

a supportive learning environment for children, parents, staff, and the community. During my 

field experience, I was able to provide nutrition education for parents and children relating to 

some nutrition concerns that were widespread in the community but not frequently addressed.  

 Sugary drinks  

More than 2 in 3 adults and 1in 3 children in the United States are overweight or obese
56

. 

This puts huge burden on the nation costing $190 billion a year to treat obesity-related 

complications
57,58

. Increased consumption of sugary drinks has been a key contributor to the 

obesity epidemic
57

. Sugary beverage consumption was reported to decrease
59

 recently, however 

the average American per capita consumption is still 150 calories
59

 of sugar-sweetened 

beverages a day, which is amounting to the total 45 gallons per year
60

. About 66% of children 

and 77% of adolescents
61

 consume at least one sugar-sweetened beverage every day. 

Approximately 10% of teen’s caloric intake is from sugary drinks
59, 62

. Most people usually think 
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about what they eat when they try to reduce the calorie intake and their bodyweight, however 

many of them do not realize how many calories beverages can contribute to their daily calorie 

intake
63

. The children’s drinking a lot of sugary beverages has been the prevailing issue leading 

to the important public health issues such as tooth decay (cavities) and obesity. National figures 

and findings on sugary beverage consumption issues also imply the local concerns as well. To 

prevent and to combat the overconsumption of sugary beverages and its negative health 

consequences, there are CDC recommended strategies
64

 based on the evidence. I applied these 

recommended strategies in the community level nutrition education for behavior change 

communication such as “to ensure ready access to potable drinking water, to limit access to 

sugar-sweetened beverage (SSBs), to promote access to and consumption of more healthful 

alternatives to SSBs”. 

 Oral health 

Tooth decay is the most common health problem of chronic childhood disease
65

. It is 5 

times more common than asthma, 7 times more common than hay fever and 52 million school 

hours missed annually because of oral health problems
65

. Globally, tooth decay is still a major 

problem, even in the developed countries, it affects 60-90% of schoolchildren and a majority of 

adults
65

. Tooth decay affects more than one-fourth of U.S. children aged 2–5 years and half of 

those aged 12–15 years. About half of all children and two-thirds of adolescents aged 12–19 

years from lower-income families have had decay
66

. The data from CDC showed that in 2011-

2012, 37% of 2-8 years old children in the USA had dental caries in primary teeth. Dental caries 

were highly prevalent in Hispanic (46%) and non-Hispanic black (44%) children compared with 

non-Hispanic white children (31%) aged 2–8
67

. Dental caries prevalence in poor children are 
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twice of prevalence in their more affluent peers, and poor children’s disease is more likely to be 

untreated
68

 and these poor- non-poor differences continue into adolescence.  

Therefore, to prevent early childhood caries, studies have shown that nutrition education 

and counseling needs to teach parents the importance of reducing their infant’s or child’s prolong 

and frequent exposures to sugary drinks and foods
69

 at the same time giving them the knowledge 

that plaque reacts with sugar to produce acid; and acid reacts with tooth to get decay. I applied 

these important study findings and recommendation for the nutrition education and behavior 

change communication process during my internship project. 

 Field experience scope of work 

My field experience work started with a planning process. I had a series of meetings with 

Ginny to plan for my internship project. I was called for an interview meeting by Ginny before I 

was accepted as her intern in the K-State Research Extension office. After this interview meeting 

and initial discussion on the need areas of nutrition education in the local context, I had 

developed the learning objectives and internship program framework in consultation my major 

professor and got approval from MPH Program Director to start the field experience. 

When I started my internship, Ginny explained me the scope of mothers (parents) and 

children nutrition education which we were going to implement through Head Start program and 

she gave me the responsibilities relating to communication, coordination with Head Start 

Program, drawing the nutrition education program design and contents of education. She also 

provided some reading materials and online resources to use in drawing the course. Ginny, Andy 

and I consulted and scheduled this nutrition program “mothers (parents) and children nutrition 

education program for Head Start” to start in February 2015. The Head Start office hosted the 
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nutrition education session in the parents’ meeting room in the Head Start Program Office, 1700 

Leavenworth St Manhattan, KS 66502.   

This parents-and-children nutrition program was targeted to serve low income families in 

Riley County through the network of Head Start program in Manhattan. The families included 

both Hispanic and non-Hispanic whites. This nutrition program included: (a) nutrition education 

and behavior change communication on dealing with sugary drinks/ sugar sweetened beverages 

(SSBs) and sweet tooth and dental health; (b) on-site nutritious meal provision for the whole 

families; (c) provision of low cost and nutritious meal recipes; and (d) fun, hands-on science 

activities for kids. These sessions were planned in the evening when most of the parents were 

done with their work and could participate in the program. In this internship program, I was 

responsible as the focal person for this Head Start nutrition program. This project required 

teamwork, efficient communication, coordination and collaboration, which were keys to 

successfully implementing a public health nutrition program in the community. As some 

participants were Spanish-speaking families, this program had the Spanish translator translate the 

handouts I prepared in English after being proofread by Ginny. The program had the Spanish 

translator to translate during the nutrition education sessions. Head Start Office provided the 

Spanish translator. My main responsibilities were planning the nutrition education sessions, 

designing, preparing the education materials including visual aids, delivering the nutrition 

education/ behavior change communication sessions, reviewing the 1
st
 session delivery by sitting 

together with the supervisor and incorporating the findings of 1
st
 session in the following session. 

This nutrition education program was behavior change communication oriented, which 

required me to interact with the participant families during the session. The nutrition session on 

“how to deal with sugary drinks” was delivered in February, and the session on “sweet tooth and 
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dental health” was organized in March 2015. The program delivery was intended for behavior 

change not by means of one time meeting and interaction with the targeted families. The scope 

of this nutrition program (during my internship period) was to introduce an initial step of specific 

nutritional behaviors changes for some participants and/or to affirm and encourage to move 

forward those who have had nutritional positive behavior changes to some extent.  

Head Start program had plans to continue with nutrition education for these families. 

Therefore, this behavior change communication on “sugary drinks, sweet tooth and dental 

health” implemented during my internship time would link with follow ups in the future nutrition 

sessions with similar scopes, which are likely to be run by upcoming MPH student interns from 

Kansas State University or other health and nutrition interns by the coordination between 

Research Extension and Head Start Program offices.  

 Learning objectives 

My field experience learning objectives were set up in consultation with Ginny prior to 

starting my field experience period. The objectives were developed in relation with public health 

nutrition education and project management. My first objective was to understand the role of a 

public health agency in the community. This objective was fulfilled throughout my field 

experience period by undertaking the whole project cycle management of mother and child 

nutrition project. Ginny was the well experienced mentor, she helped me understand how the 

community expected the public health agency and how a public health agency could outreach to 

the community and provide the services, how the public health agency could work with 

community based center increasing its coverage to the people who really needed health and 

nutrition education services. 



9 | P a g e  

Secondly, I wanted to learn how a public health nutrition project is managed. With the 

guidance of Ginny, I was able to tackle the whole project management cycle. Since the inception 

time, I was able to communicate and collaborate with Head Start Program and identify which 

area of health and nutrition education would be relevant for the targeted beneficiaries. Based on 

the reviews and initial consultations with Head Start program director, we could identify “Sweet 

Drinks”, “Sweet tooth” and “Oral Health” were relevant topics for the parents and children 

covered by Head Start program.  

Another objective was to apply knowledge to implement parents and children health and 

nutrition project. I was able to apply the knowledge of nutrition education theories since the time 

of designing the contents and method of nutrition education sessions. As my field experience 

time was the beginning of a year (January), we considered time factor as one of the relevant 

factors to apply in designing the project. People might be interested in setting their own New 

Year resolution at the beginning of a year. And February had been “the children national dental 

health month.” So taking into account of all these seasonal factors, I was able to incorporate in 

designing the health education sessions for sweet drinks, oral and dental health topics using 

“Transtheoretical model (stages of change)”. Participants received the chance to draw their own 

action plan which was “preparation stage” in the stages of change model and it was like in line 

with sense of drawing new year resolution. 

Finally I intended to understand barriers and motivation for the low income minority 

parents on provision of healthy food choices. Ginny helped me comprehend and prepare for 

probable challenges of nutrition education for the target group since the planning phase. 

Therefore I was able to prepare different plans (plan A, plan B) for possible situations such as I 

prepared how I would deliver if the participants were mainly Spanish speaking families, how I 
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would facilitate the session, if the participants were quiet, to be a participatory nutrition 

education session with behavior change oriented rather than one way communication. Trying to 

understand their motivations and limitations, I also planned what I would ask the participants and 

what might not. In this way, I was able to deliver the nutrition education sessions well as were 

planned. Therefore my learning objectives were met, I was able to facilitate the participants, 

understand their motivation and barriers, help them aware themselves and plan for further 

positive change actions to the extent as time allowed for my field experience. 

 Activities performed 

 Planning 

Very first step, I had series of initiation meetings with my major professor and potential 

preceptor/mentor to plan for my internship/ field experience in the public health work. At this 

step, I was interviewed first by the preceptor whether to accept as her intern. Ginny and I went 

through the current nutrition programs which Research Extension Office was implementing and 

we explored the other nutrition related need areas prevailing in the community and which also 

fitted my education and passion. After reviewing, we found that nutrition issues on dealing with 

sugar drinks/ sugar sweetened beverages, sweet tooth and oral/dental health were less frequently 

addressed compared with other nutrition issues though these sugary drinks issues were in fact 

prevailing in the local community especially among the low income families. Moreover the 

preliminarily identified nutrition topics harmonized in timing with the national public health 

response on dental health because February was “the Children’s National Dental Health Month”.  

In the literature and in the public health nutrition lecture (HN600, KSU), Head Start 

program was indicated as potential partner for dental health response. And based on the local 

context, we identified Head Start Program as most relevant community organization or program 



11 | P a g e  

to collaborate in delivering nutritional education on these topics because Head Start’s program’s 

scope of work and targets were in line with needs of our targeted beneficiaries. Then based on 

the information collected from Head Start Program, the nutrition education and behavior change 

communication program design and implementation plan was drawn. Detailed implementation 

plan (time, place, persons, communication channels) were set up.  

 Organizing 

Based on the program design and implementation plan, I did a literature review and 

searched for resources to develop the nutrition education presentation and handouts, theory 

background for behavior change communication.  

 Transtheoretical model, Stages of change  

The Transtheoretical Model (Prochaska & DiClemente, 1983; Prochaska, DiClemente, & 

Norcross, 1992) is an integrative, biopsychosocial model to conceptualize the process of 

intentional behavior change
70

. This model is one of the most popular model currently in use by 

professionals worldwide. 

Stages of Change is the essence of the transtheoretical model - people change behavior by 

moving through a series of stages
70

. Stages of change is a temporal dimension, changes occur 

over time. Transtheoretical model’s concept is change is a process that unfolds over time
70

. 

Progress of change can either be liner or nonlinear meaning that sometimes people recycle 

through the stages or regress to earlier stages from later stages
70

.  

The stages are (1) precontemplation (2) contemplation (3) preparation (4) action and (5) 

maintenance. The each stages of change are mentioned in table (6.1)
71

.  
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Table 0.1 Stages of change model
71

 

 

 

I prepared the invitation flyers for the two sessions (figure 6.4 and 6.8), searched for the 

recipes, searched relevant video clips for visual aids, drafted the handouts (figure 6.4) and 

power-point presentations (Children playing education presentation design and Fall fun 

education presentation design layouts of Microsoft PowerPoint 2013 were used), got approval 

from Ginny after her review and the handouts were translated to Spanish by the help of a Spanish 

Translator provided by Health Start, and identified the printed materials, pamphlets / booklets to 

be used. Some teaching aids (figure B.5, B.6) and promotional items such as tooth brushes for 

adults and kids were mobilized from a dental care program in Wamego, Kansas. By the nature of 

the program and targeted families, the education session needed to plan for 30 to 45 minutes 

sessions. I applied the learning points from the MPH classes in preparing the PowerPoint 
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presentation to tailor to the audience and limited time, visual aids were mainly used rather than 

texts. As the nutrition education session was oriented for behavior change communication, 

individual action plan checklist was also prepared for the participants (figure 6.5) 

 Delivering 

 “How to deal with sweet drinks?” 

The nutrition education- behavior change communication program was 1 hour program. 

The program started at 5:30 pm and served the families with a nutritious meal cooked by Ginny. 

The number of participating families (7 families) was good size to have more interactive 

discussion which were as planned for behavior change communication style. After the families 

had a meal, John Joe (4H Agent) had the kids play games and build blocks while I continued 

with the parents for behavior change communication session. I also observed that kids were 

interested in watching video as some kids asked me whether I was showing video to them as they 

saw screen and LCD projector set-up in the meeting room. So I used this observation in 

designing second nutrition education session in order to include some more edutainment video 

clips for kids. 

First, I used the “social line-up method” for rapport building and quick assessment of the 

participants’ current status relating to the perceptions and sugary beverages drinking practices 

and participants could learn each other during the discussion on their location on the lined. The 

social line results indicated that 67% of the participants (4/6) identified themselves that their 

daily consumption of sweetened beverages was a lot and 17% (1/6) thought very few 

consumption and 17% (1/6) thought moderate consumption. Two third (4/6) of the participants 

were not sure whether sugar sweetened beverages were good or bad for health, one third (2/6) 

thought sugary beverages were bad for health. Concerning with sugary drinks, 67% of 6 
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participants said they tried somehow to reduce consumption, 17% of them (1/6) said she tried not 

to drink sugar sweetened beverages at all and 17% of them (1/6) said she was seriously wanting 

to reduce sugar sweetened beverages (table 6.2). 

Table 0.2 Rapid assessment results of participants' practice and view on sweet drinks 

Line (1) 
I'm having sweet drinks/ sugar 
sweetened beverages every day. 

Not 
consume 

Consume 
 moderately 

Consume  
a lot 

Total  

 
Number (n) 1 1 4 6 

 
Percentage (%) 16.7% 16.7% 66.7% 100.0% 

      

Line (2) 
I think sweet drinks / SSBs are 
(bad/not sure/ good) for health. 

Bad Not sure Good Total 

 
Number (n) 2 4 0 6 

 
Percentage (%) 33.3% 66.7% 0.0% 100.0% 

      

Line (3) 
Concerning sweet drinks, I am 
going to / doing  

To not 
drink 
at all 

Try 
somehow  
to reduce 

Not serious  
 to reduce 

Total 

 
Number (n) 1 4 1 6 

 
Percentage (%) 16.7% 66.7% 16.7% 100.0% 
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Following the lined-up exercise, the participants looked more relaxed, became more open 

and interactive throughout the remaining session. The rapport building and social lined-up 

helped for relationships, trust and supportive environment for learning for change.  

 Behavior change communication oriented  

In every nutrition education sessions, I tried to increase the participants’ awareness of the 

need of change, what were risks and what were the benefits of positive change. I had encouraged 

the participants to make specific action plans and setting goals meaningful for them. I helped the 

participants by answering their questions and concerns, appreciating some participants who had 

been taking some steps of actions etc.  

I used the PowerPoint presentation in the way to enhance discussion points. This 

PowerPoint was designed to increase the participants’ awareness of the need of change (targeting 

for those in precontemplation stage), to motivate and encourage them by showing some families 

as models who had been implementing the good behaviors for sweet drinks (targeting for those 

in contemplation stage) and to help them know what were recommended actions so that they 

could set up their own actions based on sound and effective recommended actions (targeting for 

those in preparation stage). During the discussion, overweight/ obesity, dental caries and 

malnutrition were identified as the key negative health outcomes of drinking a lot of sugar 

sweetened beverages. Then came up with some recommended actions for dealing with sugary 

drinks, preventing negative health outcomes such as to offer water to drink instead of sugary 

beverages, to keep a pitcher of cold water in the refrigerator at home, to limit sodas, to keep 

sugary drinks out of the house, to limit juice 4 to 6 ounce /day, to snack on fruits and vegetables 

and to model good habits for their child. I had the participants identify their status on “the 5 steps 

of behavior change model” locating where they were. The 5 steps of behavior change model was 
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described in terms of the actions relating to sweet drinks (not in the academic terminology) and 

was posted on the wall of the meeting room. The status of the participants are shown in table 6.3 

and figure 6.1. One participant said he never think about needing to change with drinking sugar 

sweetened beverages. Then the participants were handed with one-sheet action plan to set their 

own action plan in dealing with sugary drinks. Provision of fruits and vegetables for snacks 

resulted as the most feasible strategy to deal with the sugar sweetened beverages issues among 

these participants and unsurprisingly many of them were not ready for limiting soda and juices. 

Their action plans results indicated most of the participants (100%, 6/6 participants) planned to 

“provide fruits and vegetables for snacks” and least participants (50%, 3/6) planned to “limit the 

soda, to keep sugary drinks out of the house” and “to limit juice to 4-6 ounces / day” (table 6.4). 

 

Figure 0.1 Stages of Change of the participants relating to the behavior of reducing sweet 

drinks and drinking water instead 
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Table 0.3 Stages of Change of the participants relating to the behavior of reducing sweet 

drinks and drinking water instead 

Stages of change  Number (n) Percentage (%) 

Stage 1. Precontemplation (not ready) 1 16.7% 

Stage 2. Contemplation (getting ready) 1 16.7% 

Stage 3. Preparation (Ready) 3 50.0% 

Stage 4. Action 0 0.0% 

Stage 5. Maintenance 1 16.7% 

Total 6 100.0% 

 

One participant asked about “sport drinks” as he assumed sport drinks were good for 

health, he also asked about “whey protein shake”. One participant asked about “fruit juices” as 

she assumed they were healthy. I replied to the questions that almost all sport drinks were in the 

same category as sugar sweetened beverages so they should be treated the same, whey protein 

was different from sugary drinks category, protein supplements were used by bodybuilders and 

athletics to support muscle protein synthesis. Normally, no objection for optimal consumption of 

non-sweetened whey protein supplements providing that there were no contraindication for one’s 

medical condition.   

I noticed that the participants were smiling when the concept of drinking water as a 

replacement of sugary drinks was discussed. Some participants admitted that they like sugar 

sweetened beverages and could not stop. In the “line-up” assessing amount of the participants’ 

daily consumption of sugary drinks, a lady stood even at the point beyond 100% scale of the end 

of the line and when I asked why, she explicitly told, with a smile, to the group that she knew she 

drank sugary drinks way too much. It was acknowledged and congratulated among the 

participants as one participant was found to be quite knowledgeable and she said she had reduced 

sugary drinks already for more than 6 months as she had heard about negative effects of over-

drinking of SSBs.  This session concluded showing the video making “Falafel “and giving the 
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recipes notes and receiving feedbacks. The video and falafel recipe (figure 6.6) were from 

YouTube: The Domestic Geek, Healthy Meal Prep, Week 2. 

 

 

 

Table 0.4 Summary of the participants' individual action plan to deal with sweet drinks 

(linking to preparation stage of stages of change in transtheoretical model) 

Participants 1 2 3 4 5 6 T
o
ta

l 

%
  

p
a
rt

ic
ip

a
n

ts
 

Action plan         

1. I can offer my children 

water to drink  
Y Y Y Y Y 

 
5 83.3% 

2. I will keep a pitcher of cold 

water in my refrigerator 
Y Y Y Y Y 

 
5 83.3% 

3. I will limit sodas Y Y 
  

Y 
 

3 50.0% 

4. I will keep sugary drinks 

out of the house 
Y Y Y 

   
3 50.0% 

5. I will limit juice to 4-6 

ounces / day   
Y Y Y 

 
3 50.0% 

6. I will provide fruits and 

vegetables for snacks 
Y Y Y Y Y Y 6 100.0% 

7. I will be the model of good 

habits for my children 
Y Y Y Y Y 

 
5 83.3% 

Total 6 6 6 5 6 1 
  

% out of 7 actions 85.7% 85.7% 85.7% 71.4% 85.7% 14.3% 
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 “Sweet tooth & dental health” 

This nutrition education – behavior change communication session was also an hour 

session held in the evening from 5:30 to 6:30 pm. Ginny cooked nutritious foods for the 

participants and I helped in serving the meals to the participants. Based on the review on first 

nutrition education session, I designed to include some more edutainment video clips for kids 

such as “Clean teeth are healthy teeth”, “How to brush your teeth properly” and “Crest dental 

defenders”. I searched for these video clips from YouTube and confirmed with the preceptor. 

These videos worked very well in educating the kids what caused dental cavities, what happened 

if the kids did not regularly tooth brush and how to properly tooth brush. I found the kids were 

very interested in the edutainment cartoons and learnt some important information included in 

them. I assessed whether the kids learn some relevant information by asking questions and the 

kids could answer correctly.  

Moreover, using the “tooth game board and magnets”, I made a demonstration of sticky 

foods that harmed tooth. The kids liked this demonstration and they learned which kinds of foods 

were sticky for the teeth. The models of sticky foods/ sugar sweetened foods and drinks were 

made with magnet so they stuck on the tooth game board while the other models of fruits and 

vegetables were made without magnet so they did not stick on the tooth game board. This tooth 

game board attracted not only the kids but also parents, I could explain the concept that “Sugar + 

Bacteria = Acid” and “Acid + Plaque = Cavities” using these special magnets pieces. From this 

concept, my discussion with the parents was expanded to concepts that in fact any acids were 

bad for tooth even gastric acids from the stomach. Then John Joe (4H Agent) had the kids play 

science activity games in a separate room while I continued with the parents for nutrition 

education discussions. In this session, we discussed that too many sweets, too many empty 
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calories could cause malnutrition, obesity and dental cavities. Giving sweets to children easily 

ruined their appetite. The child would only eat sweet foods if the parents kept giving the sweet as 

they wanted their child to eat something. The worse thing was some parents thought giving long-

lasting sweets such as suckers would keep the children calm longer so that it reduce the time the 

kids would disturb the parents by frequently for sweets. During the discussion, I highlighted that 

longer contact time of sweets with tooth was more harmful so if they were about to give sweets 

as special treats they should choose sweets with lesser contact time such as “chocolate” 

compared to sweets with longer contact time such as “suckers/ lollipops”. I had the parents 

realize what the unhealthy tooth could affect their kids such as decreased school performance, 

poor social relationships, distracted and unable to concentrate on schoolwork etc. The education 

offered some recommended actions: to keep sweets out of the house, not to eat a lot of sweets 

themselves (parents), to enjoy eating smaller servings of sweet foods, to offer nutritious snacks 

with a natural sweet taste, to limit sweet drinks such as soda and fruit drinks, to limit fruit juice 

to 6 ounces or less each day, to offer 3 meals and 2 to 3 snacks each day and to offer foods with a 

sweet taste at the end of the meal, as part of the meal. To prevent cavities, we discussed the 

CDC’s recommended actions to start cleaning teeth early, to use the right amount of fluoride 

toothpaste, to supervise the kids’ brushing and to talk to their child’s doctor or dentist. Then the 

parents answered the quiz followed by giving them with full answers. Summary scores of brush 

up quiz was tabulated (table 6.7). By the support from dental health care program in Wamego, I 

gave adult and kid tooth brushes to all participating families and also as a prize for highest scorer 

of the quiz. Same as the 1
st
 session, the parents placed themselves on the 5 steps of behavior 

change model (table 6.5, figure 6.2) and drew personal action plans check list (table 6.6).  
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Table 0.5 Status of stages of change for limiting sweets and regular tooth brushing 

Stages of change  number (n) Percentage 
(%) 

Stage 1. Precontemplation (not ready) 0 0.0% 

Stage 2. Contemplation (getting ready) 0 0.0% 

Stage 3. Preparation (Ready) 3 100.0% 

Stage 4. Action 0 0.0% 

Stage 5. Maintenance 0 0.0% 

Total 3 100.0% 

 

 

 

 

 

Figure 0.2 Status of stages of change for limiting sweets and regular tooth brushing 
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Table 0.6 Summary of the participants' individual action plan to deal with sweet tooth and 

dental cavities 

Participants 1 2 3 4 T
o

ta
l 

%
 o

f 

p
a

rt
ic

ip
a

n
ts

 

Action plan 
      

1. I can keep sweets out of the house 
    

0 0.0% 

2. I won't eat a lot of sweets myself 
  

Y Y 2 50.0% 

3. I will limit sweet drinks such as 

soda and fruit drinks   
Y Y 2 50.0% 

4. I will limit juices to 6 ounce or less 

per day 
Y 

 
Y Y 3 75.0% 

5. I will offer nutritious snacks with a 

natural sweet taste 
Y Y Y Y 4 100.0% 

6. I will be the model of good habits 

for my children  
Y Y Y 3 75.0% 

Total 2 2 5 5 
  

% out of 6 actions 33.3% 33.3% 83.3% 83.3% 
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Table 0.7 Summary scores of brush up knowledge quiz 

Participants A B C D T
o

ta
l 

%
 o

f 

p
a

rt
ic

ip
a

n
ts

 

Quiz       

1. All children older than 6 months 

should receive a fluoride 

supplement every day.  

1 1 1 1 4 100.0% 

2. Parents should start cleaning their 

child’s teeth as soon as the first 

tooth appears.  

1 1 1 1 4 100.0% 

3. Parents should start brushing their 

child’s teeth with toothpaste that 

contains fluoride at age 3.  
0 0 1 0 1 25.0% 

4. Children younger than 6 years 

should use enough toothpaste with 

fluoride to cover the toothbrush. 
1 1 1 1 4 100.0% 

5. Parents should brush their child’s 

teeth twice a day until the child 

can handle the toothbrush alone.  
1 1 1 1 4 100.0% 

6. Young children should always use 

fluoride mouth rinses after 

brushing. 
1 1 1 1 4 100.0% 

Total 5 5 6 5 
  

Participant’s individual score (%) 83.3% 83.3% 100.0% 83.3% 
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 Monitoring 

The mothers (parents) and children nutrition education Head Start program was 

monitored throughout my internship time and necessary adjustments, improvements were made 

based on the monitoring findings such as in the second session I included more edutainment for 

kids.  

 

Figure 0.3 Edutainment for kids 
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 Evaluation 

When we designed this nutrition education session, we had plan B to divide the session in 

to two groups if many families came in. However, the number of families were just the good size 

to have enough time for interactive discussion and more behavior change communication 

oriented. The Head Start program director said: “We haven’t hosted activities, workshops, etc. 

on a very regular basis so we haven’t trained parents to expect wonderful programs. 

Sweet/sugary drinks are extremely common and people are resistant to cutting them out of their 

diet/routine or people already avoid them and didn’t connect with the content.” Ginny was my 

great mentor, she was always there throughout the nutrition education sessions to monitor and to 

help if necessary. I got her recognition and positive feedback on the performance and contents of 

education sessions.  

I got the positive feedbacks from participants in both sessions. One participant 

specifically mentioned the second session was better than first session. One participant told to 

Ginny and me that there were only one education session in Head Start last year (2014) this year 

their family had received two education sessions in February and March 2015. So he expected to 

have monthly education session this year.  

 Use of evaluation for planning next cycle 

Based on the evaluations and participating families’ feedback request, we, Ginny (K-

State Research Extension Office) and Andy (Head Start Program, Manhattan and Ogden) and I 

discussed and plan to continue next rounds, to expand education sessions like these ones in the 

future and plan to integrate a brief follow up on their behavior change process as and when 

relevant. 
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 Gardening and nutrition education activities 

During my field experience, there were gardening and nutrition education activities for 

4
th

 graders in Northview elementary school. During the education sessions, we gave the varieties 

of seed sachets to the children, then discussed the characteristics of the seeds they got – what 

kind of seeds, where they were from originally, the time frame for growing and harvesting, the 

methods of growing, what kind of vitamins and minerals those fruits/vegetables have, how 

people usually eat these fruits/vegetables and how the children liked to eat the fruit/vegetables 

they got etc. The education session was led by Ginny and John mainly and two master gardeners 

also assisted. My responsibilities were to assist throughout the nutrition education activities, 

handing seeds and educational materials to the children, assisting the children in looking for the 

nutrient categories and answering children’s questions during these exercises.  

 Products developed 

  During my field training, parents and children nutrition project was designed and 

developed. Invitation flyers, a low cost nutritious recipe handout, health and nutrition education 

handout and action plan sheet (part of the stages of change for transtheoretical model behavior 

change communication) were developed. Many other recipes which were already developed by 

Research Extension office were also given to the participants. Two health and nutrition education 

sessions were conducted which were integrated with onsite nutritious meal provision. This 

project report is also part of the field training products. The developed products were shown in 

the following figures (figure 6.4 to figure 6.19) 
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Figure 0.4 Invitation flyers for nutrition education session on "How to deal with sugary 

drinks?” 
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Figure 0.5 Handout for dealing with sweet drinks 

  



29 | P a g e  

 

Figure 0.6 Handouts for nutritious recipes (Falafel) 

  



30 | P a g e  

 

Figure 0.7 PowerPoint Presentation for "dealing with sweet drinks" 
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Figure 0.8 PowerPoint Presentation for "dealing with sweet drinks" continued 1 
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Figure 0.9 PowerPoint Presentation for "dealing with sweet drinks" continued 2 
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Figure 0.10 Action plan for dealing with sweet drinks 
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Figure 0.11 Invitation flyers for nutrition education session on "How to deal with sweet 

tooth?” 
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Figure 0.12 PowerPoint Presentation for "sweet tooth and oral health" 
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Figure 0.13 PowerPoint Presentation for "sweet tooth and oral health" continued 1 
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Figure 0.14 PowerPoint Presentation for "sweet tooth and oral health" continued 2 
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Figure 0.15 PowerPoint Presentation for "sweet tooth and oral health" continued 3 
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Figure 0.16 PowerPoint Presentation for "sweet tooth and oral health" continued 4 
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Figure 0.17 PowerPoint Presentation for "sweet tooth and oral health" continued 5 
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Figure 0.18 PowerPoint Presentation for "sweet tooth and oral health" continued 6 

  



42 | P a g e  

 

 

Figure 0.19 Action plan for sweet tooth and oral health 

  



43 | P a g e  

 

 Alignment with public health core competencies 

My thesis research and field experience required me to apply all of the core competencies 

of a master’s of public health. Biostatistics is the first core competency. I learned a great deal of 

knowledge and achieved good experience in biostatistics especially throughout my thesis 

research of systematic review and meta-analysis. I assessed many studies and identified the 

relevant studies, extracted data, decided the suitable statistical methods in pooling the extracted 

data (selecting either fixed effect model or random effect model), computed standard deviations 

from the studies which only gave standard error values, analyzed for overall effect size, 

standardized mean differences and heterogeneity etc.  

The second core competency is environmental health / toxicology. I was able to meet this 

core competency, I needed this knowledge during my field experience because when I talked 

about dental health during the mother (parents) and children - Head Start- nutrition education 

program, fluoride was the one of the important key players to talk about. Water fluoridation in 

the public water supply and no fluoride in the bottled water were important factors included in 

deciding the need of fluoride supplementation for the kids. Long-term ingestion of fluoridated 

toothpaste in young kids if the parents did not supervise could cause dental fluorosis (white spots 

in the tooth). Moreover ingestion of fluoride could cause gastrointestinal discomfort at doses, 

which were much lower than lethal doses. Therefore, during the health education I had 

highlighted the parents to supervise the young kids’ tooth brushing and to use the right amount of 

fluoridated toothpaste (i.e. pea size for small kids).  

The third core competency is “Epidemiology”. I got the chance to understand and apply 

this core competency in my thesis research and also for my field experiences. Epidemiology was 
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required to apply in my thesis research since the very beginning. I needed to apply this core 

competency throughout my research in many steps, to research the geographical distribution of 

diabetes mellitus, prevalence trends, to review the different type of research papers, to apply in 

search strategy for many electronic databases, to assess of the types of studies, to identify and 

select randomized controlled trials, to appraise the study design preliminarily selected articles, to 

analyze and generate pooled effect and to apply the understanding of “internal validity” and 

“external validity” in case of the judgment call.  

The fourth core competency is the health care administration. This core competency is 

very relevant for public health practice and I was able to apply the learning from the coursework 

to meet this core competency. Medical care should not be the stand-alone program. Medical care 

needs to be strongly linked with public health care system for the best health outcomes. 

Otherwise, it would be just “sick care” rather than “health care”.  My field experience gave me 

the chance to practice “learning by doing” through the community public health interventions, to 

better understand how public health system is linking with medical care to prevent the disease 

primarily and to improve the health outcomes, for instance during my internship time I focused 

on the community public health nutrition intervention - Head Start nutrition program and the 

targeted beneficiaries of this program were families with low income whose health and 

nutritional illness were usually remain untreated due to lack of health insurance. So, primary 

prevention by public health nutrition education and behavior change communication is critically 

important. 

The final core competency is social and behavioral sciences. I was able to meet this 

competency in both my thesis research and field experiences. My thesis question “Is lifestyle 

modification effective for glycemic control in type 2 adults in Southeast Asia?” based on the 
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understanding the differences of Southeast Asia in geographical, epidemiological and social and 

behavioral factors from the Western population. Southeast Asia is composed of developing 

countries, and in terms of eating behavior, their main staple food for carbohydrate is rice (white 

rice) while the carbohydrate for the western population come from potatoes, wheat etc. These 

differences need to be considered to generalize the findings of Western literature for the 

Southeast Asia. So, I was able to link and apply the socio behavioral concepts/ competency 

throughout my thesis research. Moreover, in my field experience program, the targeted families 

in the Head Start program are low income families with certain social and behavioral factors who 

usually do not have health insurance. So the dental problems, overweight issues were mostly 

untreated though the prevalence rate is higher in such populations. Therefore, the nutrition 

education targeted to these families by understanding their social and behavioral factors was of 

great help to design and address the health education for the better intervention. 

Therefore, I was able to apply the learning from the coursework and meet all of the core 

competencies throughout my thesis research and field experience.   

  

 Conclusion 

This MPH field experience gave me fruitful experiences of how a public health program 

works in the community and the whole project cycle management experiences- planning, 

organizing, developing, implementing, monitoring and evaluation. My internship in K-State 

Research Extension Office gave me the great opportunities to apply the theoretical backgrounds, 

literatures learned from the university in the real-life public health programming and 

implementation process, the exposure to directly deal with community who needs us. My thesis 

research also helped me to link with public health practice during field experience training. 
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Learning from my thesis relating to the facts that epidemiological differences, biomedical, 

genetics, social and behavioral factors, tradition and cultural differences may be important 

modifying factors for the health and nutrition situation of the population enabled me to 

appropriately program the health and nutrition project for targeted community during my field 

experience training. Theoretical backgrounds are also important to perform a better public health 

work.  I learned Leonardo da Vinci’s quote “He who loves practice without theory is like the 

sailor who boards ship without a rudder and compass and never knows where he may cast.” 

Therefore, the education I learned from public health program at Kansas State University and 

these experiences I gained through K-State Research Extension are the perfect combination that 

enables me to continue my career as a better public health professional both in academia, 

research works, and public health program administration. I would not be able to learn this much 

without the guidance and supports from the mentor/preceptor, major professor, faculty of the 

Kansas State University, Head Start program team, the participants and my friends. I am deeply 

thankful to everyone who have supported me in different ways to achieve a successful learning 

in the public health nutrition. 
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Appendix A - Materials used for nutrition education  

 

Figure A.1 Material used in nutrition education (Brush up on healthy teeth, Source CDC)  
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Figure A.2 Material used in nutrition education (CDC)  
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Figure A.3 Material used in nutrition education (Brush up on healthy teeth, Spanish 

version, Source CDC)  
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Figure A.4 Material used in nutrition education (A quiz for parents, Source CDC) 
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Figure A.5 Material used in nutrition education (Healthy snacks limit acid attacks, Source 

REACH and Kansas Cavity Free Kids) 
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Figure A.6 Material used in nutrition education (Healthy snacks limit acid attacks, Spanish 

version, Source REACH and Kansas Cavity Free Kids) 

 

 


