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Abstract
Within the last fifteen years, research on post-migration dietary changes and providers’
perceptions of resettled refugees’ nutrition needs and related barriers has grown significantly. In
the absence of research that examines comprehensive networks of food and nutrition services or
that focuses on providers’ self-assessment of their programming and network services, this
research asks three main questions: What kinds of food and nutrition related programs, services,
and resources are available for resettled refugees in Chittenden County, Vermont, and how do
they fit together as a network food and nutrition education and security? How do providers of
these programs perceive the food and nutrition needs of the resettled refugee populations they
cater to? What are the strengths and limitations of the various programs currently offered and
how could things be improved? Through an ethnographic study of food and nutrition service
providers in Chittenden County, Vermont, this thesis project offers an understanding of the
various food and nutrition resources on offer for resettled refugees, themes in providers’
perceptions of resettled refugees’ nutrition needs, and a detailed discussion of where services are
succeeding, struggling, and where there areas for potential improvement. In light of these
findings, I make suggestions for the future of nutrition and food service provision in Chittenden
County.
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Chapter 1: Introduction
Overview
The relationship between human migration and changes in food practices and diet is well
documented in academia. Particularly in the last decade, scholars in a wide range of disciplines
have examined the causes and effects of dietary change among immigrants and refugees
following resettlement. Post-migration dietary and lifestyle changes have been shown to pose a
threat to immigrants and resettled refugees’ long-term health, placing them at increased risk for
certain health issues like obesity (Goel et al. 2004, Himmelgreen et al. 2004), cardiovascular
disease (Lear et al. 2009), and diabetes (Creatore et al. 2010). This topic is relevant to
anthropology in examining people’s relationships to food and culture, and, more specifically, to
medical anthropology, in focusing on the intimate connections between culture, diet, and health.
It is at this junction that anthropology also intersects with nutrition and food science, public
health, and medical health sciences. Given that refugee resettlement involves global migration,
and that food, health, and geography are closely linked, this is also an area of interest for
geographers. This area is also relevant to the field of psychology, from which the notion of
acculturation was born.
My research examines the services, resources, and initiatives in Chittenden County that
offer resettled refugees support in nutrition, health, and food security – as well as partner
organizations that in turn support these programs. In looking at a wide range of services, my
research provides insight on the various angles from which the nutrition and refugee resettlement
are approached and how providers from these diverse backgrounds perceive resettled refugees’
needs. This is a distinctive approach in that the vast majority of related literature focuses on
niche approaches in isolation, for example, on nutrition education or interventions alone, and
does not focus on the larger network of services in which these initiatives are offered. Analyzing
7

the food and nutrition resources on offer in Chittenden County, Vermont, is further distinctive in
that it is a relatively small community of providers, in a county with a small population, serving
an extremely diverse and proportionately large resettled refugee population. Much of the existing
literature focuses on resources that serve one cultural group and that are in large resettlement
sites. Even within Vermont, there is little existing research on a comparable array of services and
how they serve diverse groups.
The Refugee Groups Resettled in Chittenden County, Vermont
Since 1989, approximately 6,000 refugees from various geographical areas and ethnic
backgrounds have resettled in Vermont, primarily in Chittenden County (ECOS Analysis Report
2012). A refugee is defined by the Immigration and Nationality Act (INA), as a “person who is
unable or unwilling to return to his or her country of nationality because of persecution or wellfounded fear of persecution on account of race, religion, national, membership in a particular
social group or political opinion” (Mossaad and Baugh 2016). While different organizations may
have different stances and variations in terminology, an individual must meet the INA definition
in order to be eligible for legal refugee status in the United States.
In 2016, 386 of the 84,989 refugees admitted to the U.S. were resettled in Vermont
(USCRI Annual Report 2016, Mossaad and Baugh 2016). In 2017, Bhutanese, Somali, and
Congolese, were the largest three groups of refugees resettled in Vermont (RPC 2017).
Currently, the largest populations of resettled refugees overall in Vermont are Bosnians,
Vietnamese, and Bhutanese, though Vietnamese and Bosnians refugees were largely part of the
resettlement waves in the 1980’s and 1990’s, respectively (Bose 2015). Other groups include
Sudanese, Burundian, Meskhetian Turks, Iraqis, and Burmese (Bose 2015).
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The wording used throughout this paper may often lump the different groups together
under the larger term, “resettled refugees,” but it is important to remember that they come from
varied cultures and journeys. People’s diverse backgrounds, including the factors that drove
people to flee their countries of origin, can determine their nutrition (and other) needs upon
resettlement. For example, one can compare the vastly different contexts of the Somali and
Bhutanese refugee crises. The recent history of Somali displacement is characterized by over two
decades of continued violence, compounded by severe drought and famine within Somalia and
inadequate food supply within camps that led to extremely high rates of malnutrition among
Somali refugees (Hammond 2014). Somali Bantu and other minority clans in agricultural areas
were particularly disadvantaged in Somalia’s political unrest, without armed militias to protect
themselves or the farm land they relied on for subsistence. Bhutanese refugees are ethnically
Nepalese; their displacement began in the early 1990’s, after the Bhutanese government
implemented a policy to enforce one common Bhutanese culture across the nation (Shrestha
2011). Nepali-Bhutanese were denied Bhutanese citizenship and forced to abandon their cultural
dress, practices, and language (Nepali), and migrate to Nepal. An evaluation of the health and
health programming within Bhutanese refugee camps in Nepal found that malnutrition to be an
issue, but not nearly to the extent as in Somali refugee camps in Ethiopia and Kenya (Brennan et
al. 2005, Hammond 2014). While the nature of refugee crises implies that resettled refugees have
faced trauma and adversity, experiences vary across groups and individuals, and can determine
specific needs upon resettlement.
Literature Review
The literature analyzed and presented in this literature review was primarily accessed
through search engines including Google Scholar, CABI Global Health, Web of Science,
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PubMed, and AnthroSource. Using this range of databases allowed me to access literature from
anthropology as well as various related fields including nutrition and food science, medical
health sciences, and public health. Main search terms used throughout the searching process
included [refugee or *migrant*] AND [food or nutrition] (and occasionally, [program]). With
regard to literature on providers’ perceptions of refugees’ nutrition needs and resources, Google
Scholar offered the most abundant resources, using the following phrase: [provider perceptions
of refugee nutrition needs and resources]. I also searched online databases, such as the Vermont
Department of Health (DOH) and UVM’s research database, for health data and research on
refugee nutrition specific to Chittenden County.
In relation to post-resettlement dietary and health changes, there is little available
information on Chittenden County. The Vermont Department of Health (DOH) has publicly
available data on statistics for health behaviors, chronic disease, and mortality that compare
Vermont with the nation-wide statistics, Vermont counties, and specific populations within
Vermont (DHS 2017, 3-4-50 Data Brief 2016). The Division of Health Surveillance presents
data on populations with low socioeconomic status (SES) and “racial/ethnic minorities,” which
are categories that resettled refugees may fall into. There is no explicit data on resettled refugees,
however. The absence of refugee-specific data is understandable; it is probably for the best that
public health data is not collected based on immigration status. The absence of quantitative data
on refugee populations in Chittenden County calls for qualitative research.
The refugee population of Chittenden County has been a population of interest for
student and faculty researchers at the University of Vermont (UVM), and previous research on
food and nutrition for resettled refugees has often been focused on access to enough food
(Arscott et al. 2010) and familiar food (Bose and Laramee 2011). Other projects have involved
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assessment of refugee health care providers’ experiences (MacDonald 2016), provider
perceptions of refugee mental health needs and services (Sawyer 2015), and food security among
different cultural groups of refugees (Stokes 2017). However, research systematically surveying
the array of various food and nutrition programs, resources, and initiatives available, including
both their strengths and limitations, is lacking.
Widening the scope to research on post-migratory diet in the US more generally, most
literature highlights the health issues observed in resettled refugees to frame the context and
importance of their focus (e.g. Wieland et al. 2012, Wieland et al. 2016, Peterman et al. 2010,
Peterman et al. 2011, Patil et al. 2009, Kruseman et al. 2005, Ikeda et al. 2002, etc.). One
particularly oft-cited article is Singh and Siahpush’s (2001) study that found immigrants to the
US in the 1980’s tend to arrive in the US healthier than the general population but are at
increased risk for developing chronic diseases the longer they reside. This pattern is often
referred to as the “immigrant health paradox.” While the data that Singh and Siahpush analyzed
is now nearly three decades old, later research indeed indicates increased risk for obesity,
diabetes, and heart disease among immigrants and refugees after they migrate (e.g. Himmelgreen
et al. 2004, Lear et al. 2009, Creatore et al. 2010).
Acculturation theory has guided much of the existing literature on migrant health and
nutrition, in anthropology as well as in nutrition and food science and public health (e.g.
Peterman et al. 2011, Renzaho et al. 2012, Anderson et al. 2015, Wieland et al. 2016).
Acculturation is defined as a process involving cultural exchange between two or more groups,
with a greater impact on the non-dominant group and its members (Berry, 2001). Many scholars
have relied on acculturation theory or employed it to some degree to explain post-migratory
behavioral change and thus change in health among immigrants and refugees.
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More recent anthropological research, however, critiques over-reliance on acculturation
theory and indicates a need to expand frameworks of analysis in studying post-migratory diet and
health (Patil et al. 2009, Patil et al. 2010, Trapp 2010). Patil et al. (2010) present findings from
five years of ethnographic research focusing on the lived experiences of resettled refugees in the
Midwest and identifies key structural and individual factors that determine post-migratory diet
and health. Patil et al. (2009, 2010) take issue with acculturation theory’s ambiguity and inability
to explain the processes by which cultural change happens and its inattention to the historical
and political contexts (political economy) as well as to the local variation in resources that affect
food choice and daily life among resettled refugees (local environment). Trapp (2010) uses Patil
et al.’s conceptual model to examine how sociocultural meaning and socioeconomic processes
impact changing food practices for refugees. Trapp’s (2010) analysis moves beyond an
acculturation approach as well in cautions against the use of dietary guidelines in refugee
nutrition programming in order to better reflect the complex realities of resettled refugee food
practices. That being said, much of the existing anthropological research in this area still utilizes
acculturation theory and can still offer important findings and insight into patterns of refugee
dietary change and health post-resettlement.
The great majority of research on perceptions of resettled refugees’ nutrition needs
focuses on direct refugee perceptions or a combination of providers’ and refugees’ perception,
though some does examine providers’ perceptions alone too. Existing literature on direct-refugee
perceptions is abundant and tends to focus on refugees’ own perceptions of their nutrition and
health behaviors and needs (Barnes 2005, Peterman et al. 2010 and 2011, Steinman et al. 2010)
and perceptions of nutrition and physical activity interventions (Wieland et al. 2012 and 2016,
Anderson et al. 2015). Anderson et al.’s (2015) findings on how newly migrated mothers in
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Canada perceive the Canadian Food Guide offers insight into drawbacks of standardized
nutrition guidelines as educational tools and the need for more culturally competent nutrition
guidelines in reaching diverse populations. Barnes (2005) examines how resettled refugees from
different cultural groups perceive their own healthy behaviors, including nutrition and physical
activity, and how they believe those behaviors have changed since resettlement. Given the
variation in perceptions of healthy behaviors across different ethnic groups, Barnes (2005) calls
for interventions that are specific to ethnicity and which consider past health behaviors of these
groups (pre-resettlement). The drawback of the direct-refugee focus alone, without a
comparative examination of providers’ perceptions, is that it cannot identify gaps in providers’
knowledge or disconnects in perceptions between providers and resettled refugees. The same is
true for provider-focused research.
Research that examines providers’ perceptions of nutrition needs and resources together
with resettled refugees’ is most abundant, and offers the opportunity to compare providers’ and
refugees’ perceptions of needs and resources (e.g. Patil et al. 2009 and 2010, Trapp 2010, Hufton
et al. 2016, Rondinelli et al. 2011, Mannion et al. 2014, Moffat et al. 2017). Rondinelli et al.
(2011) provide a general health needs assessment, in which nutrition concerns are highlighted,
from the perspectives of both refugees and providers who serve them, showing alignment
between providers’ and refugees’ perceptions of their own needs. In contrast, Hufton et al.
(2016) points out differences in how providers perceive the impact of Western infant feeding
norms on mothers’ feeding practices, with providers perceiving a greater impact and influence
toward bottle-feeding than refugee mothers. However, in many other studies, providers and
refugee clients appear to agree on prevalent post-resettlement changes to diet and child feeding
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practices – for example, increased consumption of fast foods and snack foods (Trapp 2010, Patil
et al. 2010).
As previously discussed, Patil et al. (2010) and Trapp (2010) are key anthropological
studies in evaluating nutrition needs and resources for resettled refugees, as they examine both
individual and cultural factors related to dietary changes (Patil et al. 2010) and what that means
for next steps in nutrition programming for resettled refugees (Trapp 2010), based on
ethnographic research with providers and resettled refugees alike. It is worth noting that in both
studies (as well as in others) providers are sometimes former refugees themselves and some
resettled refugee participants are leaders within their communities, adding further complexity in
an otherwise binary discussion of provider and refugee perceptions.
Though in the minority, research that focuses on provider perceptions of needs alone does
exist (e.g. Fennelly 2006, Sastre and Hadleman 2005). Fennelly (2006), through interviews with
health and social service providers, examines perceptions of refugee health needs and the “social
context of health in Minnesota” (pp. 190). Fennelly found that primary concerns among
providers were not, in fact, specific health problems, but factors like jobs, affordable housing,
and access to health care services that in turn have effects on health. Dietary concerns were
discussed in Fennelly’s (2006) findings, even though they were not an explicit research focus.
With regard to assessing services for their strengths and challenges, Fennelly (2006) addresses
perceived barriers to services and providers’ recommendations for future policy changes in the
refugee resettlement process, education, and employment systems in Minnesota, as well as
advice for providers in serving resettled refugee clients.
Sastre and Hadleman’s (2005) participant sample, like Fennelly’s (2006), included
providers who work with resettled refugees in diverse contexts, including health clinics,
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resettlement agencies, and the local health department. The interview questions used in Sastre
and Hadleman’s (2005) study were instrumental in informing my own interview guide (see
Chapter 2: Methods). Major themes in their data surround health care, nutrition, and housing
needs and barriers in Guilford County, North Carolina, but there was no self-assessment of
services, reflection on strengths and challenges of others programs, or focus on how resources
work together. Morrison et al. (2007) partially addresses this gap in offering a descriptive
overview of the types of services related to nutrition, physical activity, and behavior health
available for resettled refugee populations in Guilford County, NC. Morrison et al. (2007) found
that services directed at, or explicitly serving, “population groups not yet language proficient and
acculturated to ‘American community standards’,” were extremely limited (pp. 205). While
Guilford County, NC, has a refugee and immigrant population nearly ten times larger than that of
Chittenden County, VT, they may be comparable in that few resources are specific to resettled
refugees and immigrants alone.
A gap remains in exploring how providers’ perceive their own services, as well as
others’, and how they perceive their role in the larger community of providers. Focusing on the
larger network of coordinated services may be particularly useful in identifying gaps in service
provision and in exploring options for further collaboration among provider, particularly for
resettlement sites in which services for refugees are largely integrated into a more general
network of health and social services.
Refugee Resettlement and Social Services in the Current Political Moment
It is important to note the larger political context in which I conducted this research.
When I began my interviews in July 2017, the 120-day suspension on refugee admission to the
United States had just begun and resettlement of Syrian refugees in Rutland, Vermont, had come
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to a halt after just two families had arrived. The Trump administration had made clear its
restrictive stance on immigration and refugee resettlement and funding for nonprofit programs
offering social and health services. Threats of policy changes, as well as policies already instated
(such as the restriction on resettlement), created an atmosphere of anxiety and fear among
targeted populations and the providers that serve them. The months in which I was carrying out
my research held lots of uncertainty for the future of refugee resettlement and program provision.
Student Interest in this Population and Community of Providers
The resettled refugee populations of Chittenden County and the organizations that work
with them have been subject to overwhelming interest from students at UVM. When I attended
the Refugee and Immigrant Service Provider Network (RISPNet) meeting in September 2017,
Susan Munkres from UVM Community-University Partnerships and Service Learning (CUPS)
delivered a presentation on how UVM is addressing the volume of student interest to foster
healthy relations between the university and community partners. There is a concern that
undergraduate students, though passionate, are often unprepared to work with resettled refugees
or reach out to community partners with questions before conducting sufficient prior research,
placing a burden on already over-burdened service providers. Having the opportunity to attend
this meeting was extremely impactful for me in recognizing my role as a student conducting
research with these providers and what it meant for so many providers to take time out of their
busy schedules to participate in this research.
Terminology: “New American” vs. “Resettled Refugee”
“New American” is a commonly used term among social service programs in Chittenden
County. When I first designed this project, I used the term “refugee” in my interview questions
and correspondence but soon found myself switching to “New American” in order to reflect the
16

language my participants’ were using. Initially puzzled by the avoidance of the term “refugee”, I
assumed “New American” was a politically correct way of referring to resettled refugees without
commenting on their immigration or citizenship status.
I later found, however, that providers would ask for clarification on my part when I used
the term “New American,” asking if I was only referring to refugees or to other migrants as well.
One provider I spoke with expressed her qualms with the term, saying it lacks specificity and is
inaccurate in referring to folks who come from refugee backgrounds but who were resettled
decades ago and therefore are by no means “new” to America. Her observation reminded me of a
conversation I had with Professor Pablo Bose early on in my research. Professor Bose had
mentioned how we tend to view folks from refugee backgrounds as refugees even after they have
become American citizens. Refugees resettled in the US must apply for permanent residency
(green card) after their first year living in the US (USCIS 2017) and can apply for citizenship
after five years of permanent residency (USCIS n.d.). One’s official status as “refugee” is
therefore impermanent.
The topic of terminology was also discussed at the September 2017 RISPNet meeting
that I attended. Some providers expressed their frustrations in their communications with
students, including the seeming lack of understanding of the term, “New American,” and a
common misconception that resettled refugees are the only “New Americans,” when in fact the
term encompasses other migrants. In later conversations with Professor Bose, I learned that the
usage of “New American” is not just used in Chittenden County but a result of a national effort,
especially under the Obama administration, to focus on immigrant integration. Part of its
intended use is to avoid negative connotations and stereotypes often associated with “immigrant”
and “refugee.”
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Throughout this thesis I predominantly use the term “resettled refugee,” for accuracy.
The inclusion of “resettled” is a conscious recognition that refugee status is impermanent. In
cases where I use the term “New American,” it is a reflection of how providers referred to their
own clients.
Research Questions and Thesis Statement
Given the well-documented patterns of dietary change and subsequent health concerns
among resettled refugees, as well as the social and cultural implications of post-resettlement
dietary change, there is a relative dearth of research on providers’ perceptions of both nutrition
needs and related resources for resettled refugees. My research aims to answer to recent
anthropological research calling for nutrition programming that is “rooted in the diverse
socioeconomic and cultural realities of refugees” (Trapp 2010). Through ethnographic methods,
this study addresses the following questions:
•
•
•
•
•
•

What kinds of food and nutrition related programs, services, and resources are available
for resettled refugees in Chittenden County, Vermont?
How do providers of these programs perceive the food and nutrition needs of the resettled
refugee populations they cater to?
What is the cultural appropriateness, affordability, and accessibility of these services and
initiatives for the diverse populations of resettled refugees in Chittenden County?
How do these programs fit together as a network of food and nutrition education and
security?
What are the various entry points and paths resettled refugees might take through this
network?
What are the strengths and limitations of the various programs currently offered and how
could things be improved?

Based on my research with a selection of service providers in various sectors, the
nutrition and food programs on offer for refugees resettled in Chittenden County, Vermont can
be categorized as follows: clinical resources, nutrition education and food assistance programs,
free communal meal services, agricultural programs, and commercial grocers and restaurants that
18

support these resources. The path a newly resettled refugee may take through this network of
nutrition resources is initially clear as they are funneled through the Vermont Refugee
Resettlement Program (VRRP) and three clinical sites, but past these primary contacts their path
becomes increasingly subject to individual variations.
To some degree, service providers’ perceptions of resettled refugees’ food and nutrition
needs are framed by the category (see above) their work falls into and their roles within their
respective organizations. However, there is further complexity beyond that, and perceptions are
subject to individual values, experiences, and modes of thinking. There are also cross-sectoral
commonalities in themes of perceived needs. As a whole, most service providers recognize
resettled refugees’ food and nutrition needs as varying across cultural and ethnic groups but also
acknowledge that their needs are often similar to those of other low-income Vermonters who are
not from refugee backgrounds. Resettled refugees’ food and nutrition needs are thus seen as
intertwined with both cultural and socioeconomic factors.
Food and nutrition programs tend to experience similar successes and struggle with
similar issues as other programs in their same category (see breakdown of categories in first
paragraph of thesis statement). Food and nutrition programs and services have common areas of
success and challenges, which are related to the distinctiveness of Chittenden County as a
resettlement site, programs’ financial accessibility, transportation accessibility, and cultural
accessibility to resettled refugees’, and restrictions in time, budget, and capacity. While the
landscape of nutrition and food offerings for resettled refugees is generally positive, there is
always room for improvement. Looking to the future, organizations should work in a more
coordinated manner in order to close the gaps in service provision and improve nutrition service
offerings for resettled refugees. Collaboration and coordination is an added effort on the part of
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organizations, but in terms of long-term results it may help them to overcome funding limitations
and reduce burden on providers by avoiding duplication of services and by sharing
responsibilities.
Organization of the Thesis
Chapter 1 of this honors thesis outlines the landscape of literature related to postresettlement health and nutrition, and providers’ perceptions of resettled refugees’ nutrition
needs and barriers in meeting these needs. It orients the reader to the significance of this project
and the gap in scholarly literature that this project intends to fill. Chapter 2 of this honors thesis
discusses my research methodology, researcher identity, and the process of designing this project
and entering the field.
In Chapter 3, I present an overview of the main food and nutrition resources on offer for
resettled refugees in Chittenden County, the ancillary support for these resources, and the path a
newly resettled refugee might take through this network. I also include a brief discussion of
organizations that are important in the resettlement process in Chittenden County but that are not
explored in depth in this project. Finally, Chapter 3 also includes visual representations of these
resources in space.
Chapter 4 is centered on providers’ perceptions of resettled refugees’ food and nutrition
needs. I identify patterns in terms of the type of providers and the work they do and the needs
they perceive for their clients. I identify cross-sectoral themes in perceived needs and connect
these themes to patterns in existing literature.
In Chapter 5, the longest of the chapters, I address how providers’ perceive their own
services and where they are succeeding, struggling, and where in the challenges exist areas for
potential improvement. Though providers’ perceptions are the focus in Chapter 5, I also offer my
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own perspective on resources as an external researcher. In addition to looking at strengths and
limitations in individual programs and shared strengths and limitations among programs, I offer a
provider-informed assessment of how services work together as a network. In Chapter 6, I
discuss implications for my research findings and directions for future research.
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Chapter 2: Methods
This research project is an ethnography examining the food and nutrition resources on
offer for refugees resettled in Chittenden County, Vermont. I chose to study this topic with the
understanding that nutrition and food security are important determinants of physical health and
that food also holds larger cultural and social meanings. It was therefore of interest to determine
what resources in Chittenden County support resettled refugees in food and nutrition. My
research was focused on the perspectives of food and nutrition service providers that serve
resettled refugees and their perceptions of resettled refugees’ needs related to food and nutrition
and how well they think their services are helping to meet those needs. Providers from a wide
range of sectors (e.g. agriculture, nutrition education, clinical services, and more) were included
in my research to reflect the many angles from which resettled refugees’ nutrition needs are
being approached.
The Initial Idea
My interest in refugee issues and resettlement is deeply informed by personal identity and
life experiences. I was raised by a multi-cultural and bi-racial household, and spent most of my
adolescence living in Southeast Asia as a result of their work in journalism and the United
Nations. Growing up in a multi-cultural family that worked in international relations helped to
orient me toward working with diverse communities, especially in the context of global issues.
My first substantive experience related to resettled refugees was in 2013, when I worked as a
peer counselor at the International Rescue Committee’s (IRC) Refugee Youth Summer Camp in
New York City. Combined with my interest in pursuing a career in global medicine, my personal
identities and my experience as a peer counselor at the IRC laid an important foundation for my
interest in pursuing undergraduate research related to resettled refugees and health.
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When I began developing this project in spring 2017, I was initially interested in focusing
directly on resettled refugees, as opposed to seeking service providers’ perceptions on them. I
was interested in looking at food and nutrition with the understanding that nutrition plays a vital
role in health, especially in preventative health care measures, and with the understanding that
research in a clinical health care setting would likely be unrealistic given my level of experience
and restrictions from the Institutional Review Board (IRB).
I reached out to UVM professors, who specialize in food security, nutrition, resettled
refugees, or a combination of the three, including Professor Pablo Bose, to field insight in
designing a research project I hoped would be feasible and meaningful. Through an advanced
Anthropology course, with professor’s discretionary exemption from IRB, I also consulted a
local provider of nutritional services to resettled refugees. These expert perspectives’ were
essential in molding this project into what it is today. I was told it would be difficult to get IRB
approval for refugee direct-focused research given ethical concerns for the already over-studied
population of resettled refugees in Chittenden County, especially considering the need for
sensitivity in light of the new administration’s stance on resettlement. My relative lack of
experience in ethnography, my time restrictions on IRB approval, and financial restrictions in
paying for translators were also of concern. I was inspired by Samantha Sawyer’s 2015 thesis on
mental health needs and services, “Service Providers’ Perceptions of Refugees’ Needs, Services,
and Service Delivery Barriers in Burlington, Vermont,” and decided to take a similar approach
and focus instead on service providers’ perceptions of resettled refugees’ nutrition and food
needs and their assessment of the related services available, including their own.
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Methods Overview
I conducted my initial literature review prior to and extending beyond my conversations
with the experts I initially consulted. The initial literature review was vital in determining what
research questions to ask and preparing my research proposal. Before beginning my research, I
applied for funding and IRB approval. After receiving IRB approval, I began my ethnographic
research – reaching out to potential participants and conducting interviews. I transcribed and
coded all my interviews, and then identified themes and patterns in the coded data. In addition, I
created a visual map of the resources I examined using ArcGIS Online.
Literature Review Process
I surveyed the existing academic literature on migration and nutrition in anthropology
and related fields including nutrition and food science, medical health sciences, and public
health. I also surveyed UVM research projects on refugee nutrition and health specific to
Vermont and Chittenden County. This literature review was essential in identifying the gaps in
understanding of food and nutrition programs for resettled refugees in Chittenden County,
Vermont, and determining what research questions would be worth asking.
With regard to ongoing research at UVM, Professor Pablo Bose was mapping food,
drink, and grocery stores for resettled refugees in small cities around the US, including in
Burlington, Vermont, using ArcGIS mapping (Pablo Bose, personal correspondence, April 12,
2017). A federally funded research project in its first of three years was examining obesogenic
foods and food security among three refugee populations in Chittenden County, with the aim of
evaluating the U.S. Food and Nutrition Module (Farryl Bertmann, personal correspondence,
March 30, 2017). Graduate student researchers in nutrition and food science had researched
nutrition barriers and food insecurity among Iraqi refugees, specifically, in Northern Vermont
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(UVM Student Research Conference 2017). Undergraduate theses had focused on farmers
markets (Esrich 2015) and Burlington’s local food movement (Cropsey 2015) but not in relation
to resettled refugees.
Scholarly literature beyond the realm of UVM focused primarily on post-migratory
nutritional health issues among Latino immigrants and the Latino health paradox, cultural
appropriateness of programs, assessing and developing targeted nutrition education and exercise
programs for specific ethnic groups, and the issue of “acculturation” and anthropological
criticisms of the acculturation model. I found that recent anthropological literature focuses more
on socioeconomic factors involved in nutrition and health change and the interplay between
socioeconomics and culture, as opposed to just cultural considerations, in assessing programs.
Provider-focused, resettled refugee-focused, and provider and resettled refugee-focused research
are represented in existing literature in anthropology, public health, nutrition and food sciences,
and medical health sciences, that examines perceptions of health and nutrition needs and barriers
to resources. A gap remains in provider-focused research on provider perceptions of their own
services and other nutrition and food services in the communities in which they work.
Based on this initial literature review, I formulated my research questions to explore how
service providers’ perceived the multi-faceted needs of their resettled refugee clients and the
accessibility and relative success of their programs in meeting these needs. I conducted further
review of literature throughout 2017 and spring of 2018 based on emerging themes in my data.
Funding and Permissions
Once I received IRB approval, began my ethnographic research. I also received the UVM
College of Arts and Science APLE Summer Stipend, which provided a summer salary of $3,000.
The APLE award funded my Esri ArcGIS introductory course, covered costs of research
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supplies, and helped me support myself while living in Burlington in summer 2017 to complete
the bulk of my ethnographic research.
Entering the Field
I sought to interview folks who work with resettled refugees in Chittenden County
through explicit food and nutrition programs and who offer services indirectly related to, but
certainly involving, food and nutrition. I began with a handful of contacts who serve as
gatekeepers in their organizations and to whom I was directed through my initial conversations
with UVM professors and nutritional service provider. I also had the opportunity to meet
providers as a City Market member volunteer with Burlington School District’s Summer Meal
program. Through these initial contacts, I learned of further providers in the community whose
perspectives seemed essential to my project.
Field Site & Research Subjects
I focused on Chittenden County because it is the primary refugee resettlement site in
Vermont (see Introduction). I initially considered including Rutland, VT in the scope of my
research, but the city’s plans for resettlement of Syrian refugees were derailed with President
Trump’s executive order banning Syrian refugees in January 2017. In interviewing Rutland
service providers, it would have been difficult to ensure confidentiality of the individuals who
were resettled before the ban, given how few they were. Within Chittenden County, Burlington,
followed by Winooski, is home to the greatest number of resettled refugees and home to the
majority of organizations that serve them. My main research site, therefore, was Burlington,
though I did seek perspectives from a Winooski provider and commuted to South Burlington and
Essex for a handful of interviews.
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In total, I contacted nearly thirty different service providers in diverse niches in refugee
resettlement, food, and nutrition – for example, clinical health workers, agricultural program
administrators, nutrition educators, dieticians, and school meal program specialists. I also
reached out to private businesses whose primary focus is not resettled refugee food and nutrition
but who support other programs and organizations that offer direct services. I began by
contacting providers who were directors and leaders in their organizations, some of whom I
ended up interviewing. In other cases, they re-directed me to others in their organization. My
research participants, therefore, consisted of providers that work at the systems-level and
administration, direct client-based service, or a mix of the two. For direct client-based and
mixed- service providers included in this study, resettled refugees make up just a portion of their
client base, though some work exclusively with resettled refugees. Others, such as individuals
working at the systems-level or in organizations that do not provide direct services, do not work
directly with any resettled refugee clients but work or employ other providers who do.
Data Collection
My primary means of data collection were in-person interviews with service providers. I
conducted all of my interviews between July and October 2017. Interviews were typically one
hour long, though some extended to an hour and a half, and were organized at locations most
convenient for participants. In accordance with IRB protocol, all participants were kept under a
code name throughout the data collection and analysis process. I recorded all interviews and,
following data analysis, deleted all audio files.
I quickly realized that most participants preferred receiving the list of interview
questions and the information sheet containing the specifics of my project and their rights as
research participants before we met. I found this also made our interviews more efficient and
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created robust conversation by allowing participants to prepare some key points beforehand, if
they wished to. I adapted my interview questions before each interview, tailoring the questions to
the specific organization and service providers’ positions within their organizations as a way to
reap the most of each interview. In preparing questions, I used information that I gathered
through organizations’ websites, preliminary phone or e-mail conversations with participants,
and knowledge gained through informal experiences in the community (e.g. volunteering) and
prior interviews. As I conducted more interviews, I also included questions that tested emerging
themes. Below are the questions that I typically asked, excluding any specific to the provider:
• Could you begin by describing the nature of your work as [insert position in organization]?
• What kind of support, if any, do you personally receive and utilize in the work you do with
refugees? Do you provide/organize for your staff?
• What are some of your impressions of refugees in Chittenden County regarding their current
health and nutrition needs?
• How do you think your organization is helping to meet resettled refugees’ nutrition needs in
Chittenden County?
• Are there barriers for refugees in accessing your services? If so, what are they? If not, what
about your program do you think makes it so accessible?
• What things would you say your organization is particularly good at? Struggling with?
• How do you think local services are doing in terms of addressing nutrition and health needs?
• In terms of quality or relevance, do you think there is a difference between how you perceive
your services and how refugees perceive them? If so, how so? If not, why not?
• What other main local nutrition and food services do you collaborate with and how?
• Do you think more could be done to strengthen these collaborations? If so, what do you think
could be done?
• What do you see as these other services’ relative strong suits and limitations?
• Do you think that these other social service programs that work with local refugee
communities are struggling with the same issues as your organization? If so, how? If not, why
not?
• Are there gaps in meeting refugee communities’ nutrition needs locally? (What’s on offer)
• What do you notice as existing barriers for refugees in accessing services, if any? (How
offered services are being received)
• What are some strategies for bridging these gaps and overcoming these barriers?
• Are these barriers different than for non-refugee Vermonters with low incomes? If so, how?
• How are local organizations that serve refugees doing in terms of coordinating with each
other and not introducing unhelpful forms of duplication or competition?
• What more do you think could be done on the part of the collective network of services to
meet refugee communities’ needs?
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In addition to conducting interviews with providers, some participants gave me tours of
their offices and grounds and while showing me around discussed their service offerings, which
further informed my understanding of their program. During interviews and office tours, I found
or was given flyers, brochures, and informational handouts that also built my knowledge of their
services. I also had the opportunity, through Professor Pablo Bose, to attend a Refugee and
Immigrant Service Provider Network (RISPNet) meeting in fall 2017, which offered further
insight into various organizations, how they work together, and the struggles they face in the
current political climate. This meeting was also essential in gaining better understanding of the
role UVM plays in the community (see Introduction).
Data Analysis
I personally transcribed all interviews using HyperTranscribe software, doing a mix of
verbatim transcribing and indexing, and then coded data with HyperResearch software. I
developed codes based on my research questions and based on how I envisioned breaking up the
chapters. In some cases, I developed new codes specific to themes discussed in individual
interviews or across interviews with participants in the same organization or sector (e.g. clinical
care). Below are my most commonly used codes:
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Accessibility
Already Improved
Collaboration
Cultural appropriateness
Future Research Needs
Goal
Going Well
Going Well Etic
Map
Network
Network Going Well
Network Not Going Well
Network Room for Improvement
Not Going Well
Not Going Well Etic
Not Need
Ongoing Research
Overcoming Challenges
Path

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Percep. Going Well for Other Prgrms.
Percep. Other Prgrm. Struggles
Percep. Room for Others' Improvement
Resource
Room for Improving Own Service
SP Perceived Culture
SP Perceived Need
SP Perceived Need - Service Delivery
SP Perceived Need Larger Scope
SPP Health of Groups
SPP Needs Being Met
SPP Refugees' Perception of Resources
SPP USA Culture Effect
Struggle
Struggle meeting SPP needs = RRP needs
Struggle meeting SPP needs X=X RRP needs
Support for Resource
Terminology
Upcoming Resource

For Chapters 5 and 6, which address resettled refugees’ food and nutrition needs as
perceived by service providers and providers’ perceptions of services’ successes and challenges,
I divided my coded data into five separate grids: “Perceived Needs,” “Going Well with Own
Service,” “Not Going with Own Service,” “Network Going Well,” and “Network Not Going
Well.” Data was divided in each grid across columns denoting the “category” of service i.e.
whether they worked in: clinical resources, nutrition education and food assistance programs,
free communal meal services, agricultural programs, and commercial grocers and restaurants
supporting these resources. Data was further divided in rows based on “type” of work: systemslevel, client-based, or mixed and by experience in the field (under five years or over five years).
With these grids printed, I color-coded the data in each grid looking for themes and whether
there were any clear patterns in perceptions based on providers’ sector, type, or level of
experience.
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I also created a map of the food and nutrition resources I found through my research,
using Geographic Information Systems (GIS) software. This map is a way to visually represent
the data I collected and my hope is that service providers can use it as a tool in consultations with
clients and that it will help them visualize their place within the larger community of services. I
developed the map using ArcGIS Online, creating map layers that correspond to the “categories”
I outline here (see previous paragraph), over an existing basemap of Chittenden County that I
found through the ArcGIS Online basemap database. Using ArcGIS Online was convenient both
in that it allowed me to simply identify and demarcate points on the existing basemap. I then
created a ArcGIS Online Web Application, which I believe will make it easier to widely
distribute among service providers.
Once I had written my thesis and finalized what ethnographic data I was including and
the context in which I was presenting it, I reached back out to my participants via e-mail to
ensure that they were comfortable with being identified and offered them the option to be deidentified in the thesis. In some situations, I chose to omit names of providers from the
beginning.
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Chapter 3: Lay of the Land
This chapter aims to answer the following research questions: What are the food and
nutrition resources on offer for resettled refugees in Chittenden County? How do providers of
these services perceive the food and nutrition needs of the local resettled refugee population?
How do these program fit together as a network of food and nutrition services and security and
what are the various entry points and paths refugees may take through this network upon
resettlement in Chittenden County?
I have categorized the types of food and nutrition resources into the following groups,
based on the type of services they offer: clinical resources, nutrition education and food
assistance programs, free communal meal services, agricultural programs, and commercial
grocers and restaurants supporting these resources. Service providers’ perceptions of resettled
refugees’ food and nutrition needs largely depends on which of these categories their work falls
in and their roles within their respective organizations. The path a newly resettled refugee may
take through this network of nutrition resources is initially clear as they are funneled through
Vermont Refugee Resettlement Program (VRRP) and three clinical sites, but past these primary
contacts their path becomes increasingly subject to individual variations.
Throughout this chapter I include visual representations of the available resources to aid
in describing how these resources work together and where they are in space. The end of this
chapter offers a complete map of the resources I examined to aid in showing how these resources
are connected to one another in the larger network and to better illustrate the path of a resettled
refugee through the network. It is my hope that the Geographic Information Systems (GIS) map
may be used as a tool for service providers in increasing awareness of other programs in the area
and aiding them in their conversations with and referrals for resettled refugee clients.
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It should be noted that the services described here do not comprise all the resources
available in Chittenden County and are disproportionally representative of Burlington-based
organizations, with a lesser focus on Winooski-based programs. It is also important to note that
most of the resources examined in my research and presented here do not only serve resettled
refugee clients and resettled refugees may make up only a portion of their client base.
Clinical Resources
A newly resettled refugee may first encounter nutrition resources in a clinical health care
setting. Upon arrival in the United States, all refugees must receive a public health assessment in
the state in which they are resettled. This process is conducted differently in Chittenden County,
Vermont, compared to most other states. Instead of being sent to the Department of Health for
their assessment, newly resettled refugees are sent directly to a medical clinic for their domestic
health screening. Children are able to establish their primary care provider in this same meeting,
while the process for adults is slightly more involved.
All resettled refugees 18 years old or younger go to the UVM Pediatrics New Americans
Clinic (UVM PNAC). Dr. Andrea Green is the director of the practice, and is one of three
pediatricians at the practice. According to Dr. Green, the initial visit with newly resettled
refugees is more comprehensive than simply screening for TB, leprosy, and STD’s – in addition
to the mandated domestic screening, which the pediatric New Americans Clinic conducts as a
pro-bono service, the clinic also does mental health screenings and discusses issues like lead,
nutrition, and acculturation, all in just forty-five minutes. Discussion of nutrition with patients
and their parents at this first visit is centered around the safety of local tap water and importance
of drinking it for its fluoride content, the importance of drinking milk for vitamin D and calcium,
limiting sugary juices, and avoiding soft drinks and processed foods. The conversation
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surrounding healthy eating and physical activity continues in following check-ups too, as one
might imagine from any primary care provider, and there is an on-site nutritionist that they can
call on.
Resettled refugees over the age of 18, however, are sent to UVM Medical Center’s
Infectious Disease and Travel Clinic for their domestic health screening and from there are
referred to Community Health Centers of Burlington (CHCB) to establish primary and dental
care. These initial health care visits are coordinated with the help of VRRP, the main
organization offering support and orientation services to refugees within their first 8 months of
resettlement. Martha Friedman, Vermont’s Refugee Health and Health Equity Coordinator,
oversees the Refugee Health Program for the entire state of Vermont, including Chittenden
County. The federally mandated Refugee Health Program mainly focuses on ensuring all new
arrivals, whether adults or children, receive the domestic health screening
CHCB has a new patient orientation that they refer to as the “New American clinic,”
which assists newly resettled refugee patients in learning what to expect of their health care
services. Orientation offers basic education on the health care system – how appointments are
structured, how insurance works, and the differences between the health center and hospital. At
this initial meeting, there is an effort to coordinate with the CHCB Dietician, Emily Heaslip, so
that patients are introduced to her and recognize she is one of the many resources at CHCB,
though patients only formally see her if referred first by a doctor. CHCB also offers dental care,
an on-site social worker working on a state-funded child therapy program called Project Launch,
a community health pharmacy with more economical medications than commercial pharmacies,
and an urgent care clinic. All CHCB programs are based on a sliding-fee scale to accommodate
patients of diverse socioeconomic statuses, whether or not from refugee backgrounds.
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Food Assistance and Nutrition Education Programs
With regard to food assistance and nutrition education programs, I focused on
3SquaresVT, the Special Supplemental Nutrition Program for Women, Infants, and Children
(WIC), and the Expanded Food and Nutrition Education Program (EFNEP). Hunger Free
Vermont (HFVT) is a key advocacy organization that helps to support nutrition programs in the
state, including 3SquaresVT, and service providers implementing those programs.
3SquaresVT was often discussed as an important resource for resettled refugees at least
in their first months after arrival, and potentially even after those initial months as well,
depending on their income and food security. 3SquaresVT is Vermont’s federal USDA
Supplemental Nutrition Assistance Program (SNAP), formerly known as “food stamps.” The
program was renamed in 2009, in an effort to reduce the social stigma associated with the term,
“food stamps,” but also to more accurately reflect how the benefits program works in modern
times. Physical food stamps are a thing of the past, replaced by electronic benefit transfer (EBT)
cards. Each state had the option of choosing a name specific to their state and “3SquaresVT,” is
intended to emphasize nutrition and the importance of three square meals a day, though both the
term, “SNAP” and “3SquaresVT,” are commonly used by local service providers.
3SquaresVT is geared toward all Vermonters, but because resettled refugees typically
have low or no income immediately upon arrival, it is an important food and nutrition resource,
at least initially. Recipients of 3SquaresVT receive a certain amount of money per month on their
EBT cards to use toward their grocery expenses at participating retailers. Registering for
3SquaresVT benefit appears to be an important part of the early resettlement process, assisted by
VRRP caseworkers (RRP 2016b). It is unclear how much assistance resettled refugees receive in
applying for the program if they must re-apply after under the care of VRRP caseworkers or how
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much assistance they receive in the monthly paperwork required to report back to the Division of
Children and Families (DCF) (RRP 2016a). Part of the work HFVT does is geared toward
outreach and education so that Vermonters know they are eligible, precisely because eligibility is
so complicated, though their outreach extends beyond Chittenden County and resettled refugee
populations. Eligibility is primarily based on household income, which in Vermont must be at or
below 185% of the federal poverty level, in order to qualify, so resettled refugees may be on and
off the program. One participant I spoke with was quick to point out that the average time
anyone uses SNAP benefits is nine months, “because it’s used as a safety net, not a long term
solution.”
WIC is another nutrition assistance program that many resettled refugees are enrolled in
soon upon arrival. WIC serves pregnant women and caregivers with children up to age five, who
are at or below 185% of the federal poverty level and, in addition to a grocery assistance
package, offer counseling, breastfeeding support, nutrition education, dental care.
WIC providers estimated that New Americans comprise twenty-five percent of the WIC
caseload in the Burlington office, which serves all of Chittenden County, is New American and
represents about ten different cultures and twelve different languages. Vermont’s reciprocity deal
with Medicaid means that Medicaid recipients who meet the WIC categorical requirement (i.e.
pregnant or a caregiver of a child under the age of five) are automatically registered for WIC
regardless of their income level. Because all resettled refugees are on Medicaid at least for their
first eight months after resettlement, they are also automatically enrolled in WIC. Both CHCB
and the UVM Pediatrics New Americans clinic refer new patients to WIC at that initial visit, and
often newly resettled refugees are in the WIC office the day or the day after their domestic health
assessment.
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Like with 3SquaresVT benefits, resettled refugees can go to participating grocers to buy
food with their electronic WIC dollars. The WIC food package benefit recently transitioned from
working on a physical food package delivery system, through which recipients would
automatically receive a box of groceries to their door, to a shopping system, where dollars are
put on a WIC EBT card toward WIC-approved foods, which recipients buy themselves. Unlike
3SquaresVT, WIC has very specific guidelines as to what foods, brands, and quantities of items
can be purchased with WIC dollars. In order to receive this and other WIC benefits, recipients
must have bi-annual appointments with a WIC counselor and, in between those appointments,
attend two WIC-approved nutrition education activities. WIC and 3SquaresVT are not mutually
exclusive benefits, so part of the work done at WIC’s Burlington office is to ensure clients who
meet that income eligibility are enrolled in both programs and, if they are not, to refer them to
the Department of Children and Families (DCF) to apply for 3SquaresVT.
In an effort to make the mandatory WIC nutrition education activities more accessible to
recipients from refugee backgrounds, WIC Burlington has begun connecting with community
partners where resettled refugees already frequent. In July 2017, WIC was piloting a group
nutrition activity with the Janet S. Munt Family Room at Ethan Allen Homestead. The Janet S.
Munt Family Room, known among providers simply as “The Family Room,” is a parent-child
center that serves many local resettled families. By partnering with other social organizations
that serve resettled refugees, WIC hopes to make their nutrition activity requirement easier to
fulfill. A WIC provider has also been leading training sessions with interpreters from the
Association for Africans Living in Vermont (AALV) to teach them how to shop for WICapproved groceries tailored to culture-specific diets so they may in turn help their clients in a
process that, as will be discussed further in Chapter 5, has proven extremely challenging.
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EFNEP is a United States Department of Agriculture (USDA) program geared toward
providing free nutrition education to minority and low-income populations, including resettled
refugees. The educational focus is on diet and physical activity, as well as food security, food
resource management, and food safety (EFNEP Impact Data Report 2016). EFNEP in Vermont
is coordinated through UVM Extension.
Resettled refugees access EFNEP’s services through other program that partner with
EFNEP. EFNEP’s strategy in Chittenden County is to connect with community partners who are
looking for an educational program for their clients, as opposed to recruiting students directly.
Currently, EFNEP has programming through Parent University, an educational program for
parents with children enrolled in any one of Burlington School District’s afterschool programs.
While the program is open to any families in the Burlington School District, EFNEP lessons
through Parent University have been primarily focused on resettled refugees. EFNEP also
partners with the Family Room and AALV. At AALV, the focus is on combining agriculture and
nutrition education for resettled refugees who are relatively new to the area and were resettled
two years ago or less. At Parent University and AALV, programs are typically eight to ten
weeks, for two hours each week. Because EFNEP is a USDA program, cooking and food
supplies are covered through federal funding and any educational materials used in the
curriculum are developed and provided by the USDA. While the exact curriculum and lesson
structure depends on the community partner, classes typically are geared toward cooking healthy,
American cuisine, food preparation and storage techniques (e.g. freezing and canning), and
supermarket tours focused on shopping healthily on a budget.
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Free Communal Meal Services
I mainly focused on free communal meal services for children through school food
programming, in part because of the time restrictions of this project, but also because it is a
resource that resettled refugee families are sure to encounter if they have children in K-12
schooling. Other meal services discussed here, like a meal service at Winooski and Burlington
senior centers for elderly resettled refugees and food shelves are services that target, and are
accessed by, a smaller portion of the resettled refugee population.
The Burlington School Food Project (BTVSFP) serves year-round meals to all students in
the Burlington School District, where a large portion of Chittenden County’s resettled refugee
populations live. Most Burlington schools – CP Smith, Hunt, Integrated Arts Academy (IAA), JJ
Flynn, and Sustainability Academy – all offer “universal” breakfast, lunch, and supper to their
students, meaning that meals are automatically free for all students attending these schools
(HFVT 2016). Households with students at Burlington High School (BHS), Champlain
Elementary, and Edmunds Elementary and Middle Schools must submit an application if their
children are to receive free or reduced-priced meals. There are many factors that grant a
household eligibility for free meals, including enrollment in 3SquaresVT and household income,
as determined by the Federal Income Eligibility Guidelines (BTVSFP 2017). In the summers,
BTVSFP offers meals during the school break at several sites throughout Chittenden County.
Much of BTVSFP’s work is supported by HFVT, which offers technical assistance to
schools and communities around the state who are looking to start or strengthen child nutrition
programs. In July 2017, a large focus for HFVT’s Child Nutrition specialists was implementing
the Summer Meals program. The goal of Summer Meals is to reach students and households who
rely on school meals during the school year to ensure they have access to nutritious meals year-
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round. Anybody 18 years old and younger to stop by and eat a meal at a number of different
Summer Meal sites, both within and beyond Burlington School District schools. The Burlington
School District sponsors the Summer Meals Program in partnership with the Burlington Parks,
Recreation and Waterfront (BTVPRW) to run meal sites in public parks. The idea of having this
“open” meal site, away from school grounds, is to draw more recipients to the program by
hosting it in locations that students may naturally be in during the summertime. If they were to
only run the meal program from the schools, which is the most convenient since schools already
have infrastructure to support it, children may be less likely to attend since they are not
necessarily at school during the summer months. The Summer Meals programming through
BTVPRW is not just a meal drop-in site, and includes an educational portion on nutrition and
gardening. Summer Meals program is not just a free-meal drop-in but also has an educational
program on nutrition and gardening. Open meal sites, like those of Burlington’s, can only be
implemented in towns where the school district has at least half of its students receiving free or
reduced-priced meals or where there’s census data indicating there’s significant nutritional need
for the program.
In addition to offering meals to students in the summer months, BTVSFP also runs a food
truck called Fork in the Road with the sponsorship of Dealer.com. Fork in the Road is an
educational program offering culinary and customer service experience to BHS students, who
run the food truck.
On the other end of the age spectrum, BTVSFP is also a caterer for Age Well’s
community meals program for elderly resettled refugees. Age Well, formerly Champlain Valley
Agency on Aging, has been serving elderly populations in Northwestern Vermont for the past
forty years. They offer nutrition programs like Meals on Wheels, community meal programs, and
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social support services in Adison, Chittenden, Franklin, and Grand Isles Counties. One of their
many programs is a community meal service specifically geared toward resettled refugees that
has been running for four years under a yearlong federal grant that has thus far been successfully
renewed each year.
The community meal program for resettled refugees meets once a week in two different
locations – on Wednesdays at the Champlain Senior Center and on Fridays at the Winooski
Senior Center. Anyone is invited, whether or not they are from a refugee background, and
activities relate to Vermont culture and Bhutanese and Nepalese cultures are planned and
implemented by the nutrition coordinator and senior engagement coordinator, both of whom are
employed through the grant. In promoting this program, Age Well works closely with AALV
and relies on the connections that Age Well’s Caring Service Coordinators have in the Bhutanese
community to further spread the word.
In Winooski, school food programming is run by the Abbey Group – not BTVSFP – so
children in resettled refugee families receive different school lunch offerings depending on
which city their families live in. Winooski Elementary, Middle, and High Schools, which are all
in the same building, offer universal school breakfast, lunch, and supper through the Abbey
Group’s catering. The Abbey Group runs the summer meal program for Winooski as well.
Colleen Sullivan, former AmeriCorps Food Systems VISTA volunteer for Winooski, was a key
participant in regarding all Winooski programs related to food security and nutrition for resettled
refugees.
The food shelves in Winooski and Burlington are another potential resource for free
meals and groceries for resettled refugees in the county. The Winooski Food Shelf is run by
volunteers and, four days a month, provides donated, non-perishable food items to residents in
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need. Chittenden Emergency Food Shelf (CEFS) serves food daily and has more service
offerings. With the exception of homeless folks, for whom the system works differently, one can
go to CEFS once a month for groceries. Bread is unlimited, as are hot meals. One provider who
used to volunteer there said anecdotally that she never saw many resettled refugees shopping
there and that her current resettled refugee clients do not use the food shelf’s hot breakfast
service, though she admits they are often reluctant to discuss food security in general, and the
food shelf may be a more pertinent resources for them than she perceives.
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Agricultural Programs
Agricultural programs in Chittenden County offer an opportunity for resettled refugees to
garden and farm, and thus produce healthier food options for themselves. This section focuses on
two in particular, New Farms for New Americans (NFNA) and Burlington Area Community
Gardens (BACG).
NFNA is a community-based gardening and agricultural program through AALV,
specifically designed for resettled refugees and immigrants. Alisha Laramee, NFNA Program
Specialist, said it is mainly referred to as “the AALV farm,” among the New American farmers
she works with. The program consists of 265 people who are mostly subsistence farmers (i.e.
farming as a means to support oneself or household) with a handful of those who farm for
business. In addition to leasing plots of land at Ethan Allen Homestead, NFNA also hosts biannual educational workshops to provide education focused on growing crops in Vermont’s
climate and nutritional and other health considerations for the winter. Growing technique
workshops typically happen four times in the spring and in the fall while the nutrition class meets
eight times once a year, with a capacity of fifteen students. This programming is available thanks
to a three-year grant, which can only be extended once more, for a maximum of six years.
Receiving the grant in the first place was largely due to collaboration with UVM Extension,
which aids in the technical aspects of NFNA and mainly supports those that farm for business.
Recently, UVM Extension has also been instrumental in negotiating the acquisition of a corn
mill for the farm, which is of particular interest for the community of Burundian farmers.
BACG is another agricultural program that is extremely popular among resettled refugees
in Burlington. It began in the early 1970’s as a privately underwritten initiative in the Burlington
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community and is now under the purview of the BTVPRW and has fourteen garden sites, which
combined have twenty-five to thirty total site leaders that oversee the gardens.
Of BACG’s fourteen garden sites, there are some favorites among New American
gardeners. Tommy Thompson, followed by Ethan Allen, garden sites have the highest numbers
of New American gardeners, with a very small minority at the Starr Farm site. In 2017, 60% of
the land at Tommy Thompson garden was being used by New American gardeners. The draw of
Tommy Thompson is both the soil quality and the ability to lease three plots, which is the limit
for one household – whereas most other gardens only allow each household one or two. BACG
program administrators said the demand for space is extremely high among the New American
gardeners, given that most New American gardeners come from agrarian backgrounds. Both
NFNA and BACG gardens are currently at capacity.
On the other side of the Winooski River, Winooski community gardens are also popular
among residents from resettled refugee backgrounds. Colleen Sullivan, former AmeriCorps
volunteer, cited O’Brien Community center as the most popular garden amongst resettled
refugees, with a high proportion of Nepali and Bhutanese gardeners. The plots there are
cheapest, at ten dollars per raised bed, and most resettled refugee gardeners get four raised beds.
At the O’Brien Community Center Greenhouse, there are ten farmers, most of whom are Somali
and Sudanese but there are some Nepali as well.
In her time as an AmeriCorps VISTA, Colleen Sullivan also helped run the Summer Teen
Employment Program (STEP) Farm Crew, funded by the City of Winooski. The program aims to
employ Winooski High School students who otherwise may have difficulty in finding a job. The
Farm Crew gardens at Winooski’s Landry Park community gardens and maintains the Winooski
school garden. Through gardening and cooking, there is also an educational portion on nutrition
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and food access, and an entrepreneurial aspect through which students sell the produce they grow
at Winooski’s Farmers Market.
Aside from agricultural programs in which resettled refugees grow their own produce,
farmers markets are another resource offering resettled refugees access to fresh fruits and
vegetables. Several service providers I spoke with cited the Burlington and Old North End
Farmers Markets as popular among their resettled refugee clients. Pine Island Community Farm
is another popular resource for culturally appropriate foods among resettled refugee
communities. Pine Island offers the opportunity for resettled refugee farmers to garden and raise
goats and chickens on the farm, and also sells these animals to families who wish to slaughter
their own meat (Pine Island Community Farm n.d.).
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Supporting Commercial Grocers and Restaurants
There are several local private businesses that do not directly serve resettled refugees, but
support organizations that do. Hannaford supermarket and the Intervale Center, a non-profit
organization with farms and a farm-share program called the Intervale Food Hub, donate food to
CEFS and to the Family Room, for their programming involving cooking. Butch & Babe’s, a
restaurant in the Old North End of Burlington, City Market Onion River Co-op, and the Intervale
Food Hub all buy produce from NFNA farmers who grow crops for business. In addition to
donating produce to support programs that serve resettled refugees and purchasing produce to
support resettled refugees directly, businesses sometimes partner with local programs for
monetary donations. For example, at the end of summer 2017, Skinny Pancake held a fundraiser
to support NFNA in their latest pursuit to get a greenhouse for the farm.
Before opening Butch & Babe’s in 2015, Kortnee Bush worked as a cook for BTVSFP at
the IAA, which has a large student population from resettled refugee families. She also ran a
grant-funded AALV program, which has since ended, to teach resettled refugees culinary job
skills. The mission of Butch & Babe’s is to incorporate cuisines of cultures represented in the
Old North End neighborhood, where many refugees have resettled and which hosts several
ethnic supermarkets. In her work as a restaurant owner, Kortnee Bush continues to support local
food initiatives for resettled refugees – by buying NFNA produce, employing cooks from
resettled refugee backgrounds, and donating to NFNA. During Seven Days’s Vermont Restaurant
Week 2017, two dollars from every twenty-dollar meal sold went toward NFNA.
Similarly, City Market has several community partner collaborations both related and
unrelated to services for resettled refugees. Some of their partners include NFNA, Pine Island
Community Farm, and CEFS. The nature of these community partnerships means that City
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Market connects its members with volunteer opportunities at these organizations, in exchange for
a discount on groceries. In addition to providing a volunteer base, City Market further supports
these partners through events and their Rally for Change fundraising program, which all City
Market partners are rotated through. Rally for Change gives shoppers the option to round up their
total to the next whole dollar and at the end of the month, proceeds are donated to community
partners. CEFS always receives 50% of the proceeds while the other half go to community
partners that are cycled through the program and which change every month. 40% of this second
half is donated to a partner that aligns with City Market’s Global Ends mission, like AALV and
Pine Island Community Farms, and the last 10% go to a partner deemed important in the
betterment of the community, but not necessarily aligned with the Global Ends mission (City
Market Rally for Change). Mae Quilty says that, on average, this program results in a $5,000 $10,000 annual boost for those 40% organizations.
City Market also makes an effort to directly support shoppers who receive 3SquaresVT
benefits and WIC benefits. Any recipient of those social service programs, or who received
Social Security Disability, is eligible to apply for City Market’s Food 4 All Program, which
gives shoppers an extra 10% off in the store and can attend any City Market class for free. That
includes the Mosaic of Flavors class, which is a partnership between City Market and VRRP.
Previously held at Champlain Senior Center, they have recently moved Mosaic of Flavors to City
Market’s new South Burlington location, where all classes are now held. The class meets once a
month and is lead by members of local resettled refugee communities, who are recruited by
VRRP. The class aims to provide a platform for community members from resettled refugee
backgrounds to share their culture and stories and for the larger community to learn more about
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various cultural cuisines and how to cook them at home. The cooking class results in a free meal
at the end for instructors and class attendees to eat together.
The Network
One of the aims of my research was not only to learn how food and nutrition resources
individually support resettled refugees, but also how they work together as a network of services.
The path a newly resettled refugee may take through this extensive network is initially clear.
Upon arrival, all resettled refugee cases are managed by VRRP for at least the first six months,
which is VRRP’s official mandate. However, several providers I interviewed and Samantha
Sawyer’s (2015) thesis maintain that, in reality, often case managers still offer their support and
services passed this official cut-off into the first year or more of resettlement. VRRP coordinates
their initial appointments with UVM PNAC, UVM Medical Center’s Infectious Disease and
Travel Clinic, and CHCB. From CHCB and the UVM PNAC, families with children five and
under are referred out to WIC. These three offices all help in further referral to DCF to enroll in
3SquaresVT. It is clear that case managers at VRRP do a lot in the initial orientation to help find
housing, employment, and even conduct grocery tours. Almost all participants, however, say that
word of mouth is the predominant way that newly resettled refugees learn of their services,
especially for those with family, friends, or large existing communities already established in the
area. For example, Alisha Laramee said that most farmers at NFNA learn of the farm through
BACG, and approach her once they are already settled in the community. Children in the
Burlington School District are connected with BTVSFP and, through the Parent University
program, their parents may be connected with EFNEP. However, past the primary contacts of
VRRP and clinical resources discussed here, one’s path through this food and nutrition network
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is highly variable based on individual differences and their existing social connections in the
community.
The Map
This map was created on ArcGIS Online and then prepared for distribution by making it
an ArcGIS Web Application. It is intended as a tool for food and nutrition service providers in
the county, to help them visualize their place within the larger network but also help make
thinking through issues or troubleshooting with resettled refugee clients more accurate. It is my
hope that this map can be used in consultations with resettled refugee clients as an aid in
referring them to other resources as needed.
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Discussion
This chapter identifies the major food and nutrition resources that serve resettled refugees
in Chittenden County, as well as programs that in turn support them. There are certainly other
services with some stake in the food and nutrition realm of resettled refugees, but the most
important ones that came up in my research are included here, as well as other ancillary
programs. It should also be noted that some resources that are important for refugees in the
resettlement process more generally may have been given less attention or not been mentioned,
because their services are not closely related to food and nutrition.
Other research conducted locally, by UVM students and faculty, focuses on some of the
same resources but through a different lens. For example, Samantha Sawyer (2015) also
discussed UVM PNAC and CHCB in her examination of mental health services for resettled
refugees and Shannon Esrich (2015) offered a more in-depth look at Burlington’s farmers
markets than I do here, but did not look at them from the lens of refugee resettlement. UVM
graduate student projects in public health and medicine also have examined some of the same
resources, but never all at once. For example, Cochrane et al. (2015) evaluated the Champlain
Senior Center’s services for Bhutanese elders (and for which Age Well runs a meal program).
I did not include ethnic food markets, which would seem like a natural focus for this
project, in my research due to the fact that, in my initial conversations with Professor Pablo Bose
regarding the design of my study, he was in the midst of an ongoing 3-year study on refugee
resettlement in small and mid-sized cities across the US. As part of that study, Professor Bose is
constructing a detailed GIS map of food, drink, and grocery stores for resettled refugees in
Vermont. In addition, Bose and Laramee (2011) discuss how Burlington’s resettled refugees’
cultural diets change upon arrival and the resources that meet (or do not meet) their needs to
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cook their cultural cuisine, including a focus on ethnic grocery stores. Not wanting to conduct
duplications of research, I decided not place a large focus on private retailers, including ethnic
markets, never mind the fact that looking at all the grocers in Chittenden County that serve
resettled refugees would not have been feasible in my research time frame.
In developing the map of resources, I often asked service providers what they thought I
should include and what aspects of the map would be helpful for them. One service provider said
that having a map of all the food and nutrition resources in the network would probably not be
helpful for resettled refugees and that, in that case, I should make separate maps based on the
different types of resources (for example, clinical resources on one and grocery stores on
another). It was at this point that I decided it was likely more realistic to direct this map to
service providers. The option to visualize different “layers” at a time on the ArcGIS Web
Application, however, does allow users to select which types of resources they want to see at one
time, and offers a print option if providers want to provide resettled refugee clients with a
hardcopy of the map, showing however many of the includes types of resources as they would
like.
One of the aspects of the map that providers often said would be helpful was
transportation. As discussed in Bose (2014), transportation in and around Burlington is a primary
concern among providers and resettled refugees. The intention in my map is to show how
services are spatially connected, with special attention to bus routes that go through
neighborhoods with high populations of resettled refugees. Bose (2014) points out that the mere
existence of a bus route, however, does not ensure that one can use transportation services when
they need to. For example, some buses have infrequent services.
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In terms of mapping food and nutrition resources in Chittenden County, Vermont Farm to
Plate offers an excellent resource, the Vermont Food Systems Atlas. The Vermont Food Systems
Atlas maps food systems throughout Vermont, allowing users to narrow their searches by county
and several “food systems categories,” like retail food outlets, food access and nutrition, and
education, to name a few. The atlas differs from my project in that it does not focus on food
systems in the context of resettled refugees, and its focus is much broader in encompassing
whole food systems from farm inputs to regulations and public policy (both of which are
categories one can search within on the atlas). In contrast, my map focuses more specifically on
nutrition and food programs that offer direct services to resettled refugees and selected ancillary
organizations.
Conclusion
There is a wide range of food and nutrition services on offer for resettled refugees in
Chittenden County that approach food and nutrition issues from many different perspectives and
target different groups within the larger refugee populations (e.g. cultural group specific or age
group specific). In turn, these programs are connected with more resources that are not directly
related to nutrition but which act as community partners and ancillary resources. This research
focuses on the resources that are most directly to resettled refugees with regard to food and
nutrition. The GIS map I created of these resources is intended to help clients visualize their
position within the community of services and to be used as a tool in working with resettled
refugee clients.
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Chapter 4: Providers’ Perceptions of Resettled Refugees’ Needs
This chapter aims to answer the research question, how do service providers perceive the
food and nutrition needs of the resettled refugee populations they cater to?
There is no clearly discernable pattern of priorities in what service providers chose to
express in my conversations with them. The vast majority of providers I spoke with expressed, at
some level and to varying degrees, that they view resettled refugees’ food and nutrition needs as
differing across cultural groups and as intertwined with larger socioeconomic needs. Many
discussed cultural needs in the context of what providers must offer in order to help resettled
refugees from diverse cultural backgrounds access these programs and have their food and
nutrition needs met. Those that focused less on socioeconomic considerations and appeared less
versed in cultural nuances tended to be those who worked at a systems-level or mixed capacity
(both client-based and systems-level) with less than five years of experience working with these
populations. However, there is no strict correlation between sector, position in system, or years
of experience and how needs are perceived.
I initially thought I saw a pattern in which providers perceived certain needs based on
which category (clinical, nutrition education and food assistance, free communal meal services,
agricultural, or private business) their work fell into. However, looking at the data a second time,
in a grid (see Chapter 2: Methods), I saw that providers often discussed similar themes, even if
on the surface their experiences and ways in which they discussed them were contextualized in
their specific work. In revisiting the data, I realized that priorities in what service providers
expressed appear more complex and, while influenced by the focus of their own work, are also
likely influenced by their perceptions of my project goals and how they interpreted my questions.
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This chapter will discuss major themes that came up in my interviews and, where
appropriate, address any patterns in the data that relate to types of service providers. I have
categorized the perceived needs as follows: nutrition-related health needs upon arrival, needs
related to countering the American food system, dietary habits, and lifestyle, needs related to
parenting and child-feeding, needs related to food insecurity, food and nutrition needs specific to
different cultural groups, and what providers think they themselves need to do in addressing
these needs. It should be noted that there is often overlap between these perceived needs, but I
have divided them as such for ease of discussion.
Nutrition-Related Health Needs Upon Arrival
Service providers who work with refugees immediately after their resettlement were,
unsurprisingly, those that focused on refugees’ nutrition-related health needs upon arrival in
Vermont. Service providers at UVM Pediatrics, Community Health Centers of Burlington
(CHCB), and the Special Supplemental Nutrition Program for Women, Infants, and Children
(WIC) all discussed the health and nutrition needs of newly resettled refugees that come through
their clinics shortly after their arrival in Vermont.
Dr. Andrea Green maintained that, generally, resettled refugees arrive at UVM PNAC for
their domestic health screening fairly healthy and that the “immigrant health paradox” applies
here. However, some do have health problems upon arrival. Dr. Green said that, in addition to
lots of mental health issues, she sees patients with cerebral palsy, undiagnosed cardiac disease,
and malnutrition issues resulting in either underweight or overweight children. An interesting
point about nutrition and weight, she said, is that “we tend to, in this country, link weight issues
to diabetes… hypertension… some of these things. But what we see in refugees arriving is even
people with low body mass index (BMI) will have diabetes, hypertension.” She believed the
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medical community is better now than it once was at recognizing the link between chronic
diseases like diabetes and hypertension and adverse childhood experiences and stress. “Whether
you are underweight or overweight, stress on the body is really probably the commonality… to
depression… to hypertension, to diabetes, and these things.” Dr. Green was the only participant
to explicitly discuss life histories with regards to nutritional health of resettled refugees upon
arrival, an understanding that is well documented in anthropological literature (Lock and Nguyen
2010, Wells 2012). Because people arrive with varying levels of food access and may have
experienced past malnutrition, she agreed with the guidelines within the biomedical community
that any child under 6 years of age should receive a vitamin. The challenge is that Medicaid,
which all resettled refugees are placed on upon arrival, no longer pays for vitamins.
Service providers at WIC also discussed nutritional health needs resulting from past
malnutrition, like related to anemia and stunted growth, as prevalent issues they see in new
arrivals. In contrast to the physician, who discussed biomedical determinants of nutritional health
status upon arrival, WIC providers primarily expressed concerns with how nutritional needs in
new arrivals are met – and how that treatment implicates different needs later on. Nepalese
children, for example, are often small and underweight, they said, causing physicians to
prescribe them PediaSure. PediaSure is a sweet, high-calorie drink designed to help children gain
weight. “Thirty calories per ounce… But it’s loaded with sugar, it’s disgusting, it rots their
teeth.” Lots of children from resettled refugee backgrounds arrive at the WIC clinic with dental
decay resulting from what they perceive as a “cycle” of juice, chocolate milk, Pediasure, and
soda, and a lack of education surrounding what is actually in these drinks. One provider said that
sometimes children get “hooked” on PediaSure and then their growth is considered normal but
they won’t eat regular food as a result. “It’s this weird balance of, like, making sure that their
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needs are met while also educating them around dental health and limiting sugary beverage
consumption,” a service provider explained. In attempting to meet one need, different issues are
born, calling for a balance between biomedical indicators of healthy growth and healthy eating
practices.
The need for dental care was only discussed by service providers who work in clinics like
WIC and CHCB, which provide dental services, reflecting a general pattern that needs are
perceived in the context of providers’ work focus. Dental health was discussed as a particular
concern among children who become accustomed to sweet food items.
Service providers at CHCB noted that there is some diabetes prevalence upon arrival, one
noting that the Nepali-Bhutanese population is, in general, more susceptible to diabetes.
Hypertension, especially in the Bhutanese community, was also mentioned. Some vision and
hearing problems, particularly among older resettled refugees, were discussed as health issues
that lead to difficulties in learning English, and which further complicate the resettlement
process.
Health literacy was another issue discussed solely by providers in the clinical health
sector. The biggest issue, as one provider explained it, is simply moving into a completely
different health care system from situations in which they “…never really had time or interest in
even thinking about are they healthy or not until they’re actually sick and here we focus so much
on prevention… it’s just overwhelming because they’re not used to that.” Another provider
echoed this notion that people just don’t know the American health system, but was quick to say
“that’s one half of it.” The other half, she said, was that they “American health system doesn’t
understand their needs, doesn’t understand how to communicate” and is overall very judgmental.
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Within the clinical realm, and among service providers who see resettled refugees
immediately upon arrival, food and nutrition needs are discussed in relation to biomedical
disease resulting from malnutrition and life history. In meeting these immediate needs, further
issues may arise in establishing long-term, healthy nutrition habits. These initial needs range
from specific, physical needs, to larger issues of understanding and familiarity with the health
system that attempts to address them.
Needs Related to Combatting the American Food System, Dietary Habits and Lifestyle
Service providers across all sectors and levels of work (i.e. client-based, systems-level, or
mixed) discussed food and nutrition needs related to countering changes in lifestyle and diet that
they attributed to life in America. Many providers cited dramatic reductions in physical activity
and acculturation to American cuisine, specifically, to processed foods, as major determinants of
poor nutritional health after resettlement.
Several service providers explicitly expressed beliefs that if resettled refugees stick to
traditional cuisines that they bring with them, they will likely be healthier than if they adapt to
American food culture. One clinical service provider noted that, in general, the more her clients
continue to eat traditional food, the better their BMI, but the more people want to “acculturate”
to the American diet, the more they want to eat junk food. This perception is shared across
clinical, nutrition assistance and education, free meal service, and agricultural sectors.
At UVM PNAC, Dr. Andrea Green addresses the topic of processed foods during her first
visit with a newly arrived family, discussing the importance of refraining from sodas, limiting
juice, and avoiding processed foods. For Dr. Green, and many others doing similar work,
fighting against the “capitalist message of food” is key to helping resettled refugees avoid
developing similar nutrition-related health issues, like obesity and diabetes, that the general US
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population struggles with. Another service provider, comparing resettled refugees’ needs upon
arrival and after living here for a while, said, “we deal with childhood obesity and all the terrible
American habits they pick up,” an over-correction for the malnutrition and anemia that some
refugees arrive with.
A common perception among providers is that children in resettled refugee families have
the greatest need for countering the effects of processed and fast foods in America. As will be
discussed later in this chapter and in coming chapters, children are often seen as agents for
dietary change in resettled refugee families. One service provider who works in agriculture,
though not worried about adults’ nutritional intake, expressed a perceived need for children to
receive nutrition education:
So I think the more that we can, like, educate the children as they grow up and - 'cause,
you know, they are American children, most of them are born here and they're raised
here – so it's like, if we can start to educate them about, like, what they need to sustain
themselves... Because, in reality a lot of these kids - I mean maybe I'm wrong - but my
theory is that a lot of these kids won't be as agriculturally... focused, as their parents.
Because they're growing up in our culture, they're gonna be just like all of our kids, you
know, like, they're gonna go to fast food, they're gonna go to all these things.
As traditional food productions and eating habits become replaced with more American habits in
the next generation, education regarding how to eat healthily within the American system is
necessary to help resettled refugee children avoid similar patterns observed in American children
from non-refugee backgrounds.
Service providers tend to perceive resettled refugees as having fairly high culinary
knowledge and skills compared to American counterparts, but lacking explicit knowledge of
nutritional value of foods. A service provider who works with children on an agricultural
initiative noted that the children she worked with tended not to have much nutrition knowledge
entering the program, but that one student from a Somali family knew many traditional Somali
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recipes from cooking with his family. This student was more comfortable in the kitchen, but his
knowledge of food was primarily culturally informed rather than nutritionally based. Emily
Heaslip, CHCB Dietician who meets with adult patients diagnosed with diabetes, also perceives
fairly low base-line nutrition knowledge among her patients. Because Ms. Heaslip’s New
American patient base is primarily Bhutanese and Nepali, she is most familiar with that cuisine
and pointed out that the “Nepali diet is actually incredibly healthy.” Ms. Heaslip’s work with
Nepalese, diabetic patients is therefore mainly focused around portion control, especially of
white rice, and she also believes her patients will be healthier if they avoid eating American
food.
Physical activity, or lack thereof, is attributed by many service providers in the clinical
realm as the predominant cause of weight issues. These concerns are no different than concerns
with the general US population, many service providers point out, but the concept of consciously
eating healthily and seeking out physical activity are new. One service provider’s interpretation
is that people were used to being physically active in their daily lives, not in the sense of going to
the gym, but burning more calories in everyday activities and, now here, their activity is lower
and they’re eating more. This sentiment is shared across the board.
Another service provider believed exercise was previously built in to resettled refugees’
lifestyle and the concept of purposefully seeking out exercise is new to many. This provider does
not believe Vermont is very conducive to walking and that isolation may also play into lack of
physical activity. While there may be more opportunities for children to get involved in
organized exercise, she noted barriers in registering for youth sports, and the fact that older
children may be asked to help care for younger siblings and thus have less time than an average
American child to participate in youth sports leagues.
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There are perceived barriers in physical activity for all groups and somewhat unique ones
for children, but there is a shared notion that elders may suffer most from this shift to a more
sedentary lifestyle. Service providers who cater to an older population often discussed concerns
of isolation among elder resettled refugees. They framed as both a mental health issue and as a
detriment to physical activity, citing activities like going to the senior center or even health care
appointments as much-needed time outdoors and out of the house. I spoke with a service
provider who works with resettled refugees on agricultural initiatives, who said:
I think when people come, their lifestyles change so much, both in terms of the amount of
exercise people are getting, the lifestyle – especially for the elders – becomes much more
sedentary…um, and that’s a big shift for people. And if, you know, to the extent that
people are able to maintain their traditional diets, it’s actually, like, health-wise, I think
better than adapting to the diets that are being introduced to people’s lives because they
have children and grandchildren in their homes and the children and grandchildren want
to eat these kinds of foods. But the amount of activity they’re getting doesn’t necessarily
relate to being able to eat some of those foods.
There is a prevailing sense that the American diet is denser with regards to calories and contains
less nutritional value, leading to an increased calorie intake that does not necessarily entail better
or even equivalent micronutrient intake as traditional diets. At the same time, changes in lifestyle
– due to reduced physical demands of employment, vehicle-based transportation as opposed to
walking, changes in elders’ social roles leading to isolation, reduced outdoor play for children –
all lead to reduced energy output. Physical activity needs, however, are not seen as simply issues
with acculturation or cultural differences in intentional exercise, though those certainly seem to
play an important role. While barriers for children accessing opportunities physical activity could
be aided by streamlining registration for youth sport leagues, if a child is needed to aid in caring
for younger siblings, more accessible registration may not make a difference for every family.
Similarly, even if adults had increased gym access and cultural norms presented no barrier, the
need for more exercise may prevail.
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One service provider attributed increasing issues with obesity to a lack of time, due to
familial and work responsibilities and schedules. She said:
For them, exercising is just walking to, uh… to work, or walking to the bus. I mean to
them – or walking the kids to school… I mean that’s, that’s all the time they have. After
that they have to go to work of when they come home, they have to get the food ready or,
you know, just get together, spend more time… with family, and all that, if they can… or
taking care of siblings or taking care of grandparents. So they don’t really have time to
take care of themselves.
Difficulty finding time to exercise is not unique to the resettled refugee populations of
Chittenden County, and is likely familiar to many, regardless of socioeconomic status. But, as I
will discuss further, resettled refugees often move into low-income jobs due to lacking English
literacy, which offer limited flexibility in schedule and put a strain on their lifestyle. This service
provider who discussed time as a constraint in physical activity nudged at the notion that, even
when not working, familial responsibilities will likely take priority over self-care.
Needs related to Vermont’s Harsh Winters
Several providers, across sectors, perceive Vermont’s harsh winters as a significant
challenge for resettled refugees in adjusting to Vermont and one that has serious implications on
physical activity. One clinician I spoke with discussed how physical activity becomes especially
challenging for families resettled in Vermont in the winter time:
Kids coming here in the wintertime… It’s hard to get people to go outside in the
wintertime, you know. They don’t want to go outside in the wintertime. Everybody seems
to have a TV, you know, worldwide, so kids sit in front of the TV and parents see TV as a
way for the kids to learn English...
For families arriving in the wintertime, it is especially hard to get kids active and outdoors. The
winter season sets a precedent for sedentary activities, like watching TV, which parents can
rationalize as important since it could help with language learning. This participant, like many
others, quickly pointed out that winter poses a challenge for physical activity for many living in
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Vermont – not just refugees. As an external researcher however, it is clear that winter sports
typical to Vermont, are likely inaccessible to resettled refugee populations and other Vermonters
from low-income backgrounds.
Service providers also perceive climate-related nutrition and health needs for refugees
who are not resettled in the winter, however, and many of them perceive needs to help their
resettled refugee clients eat healthier in the wintertime. Agricultural service providers were
primarily concerned with perceived needs related to adjusting growing techniques to Vermont’s
climate. All agricultural providers discussed how New American farmers and gardeners grow
crops on a subsistence level – for them, it is not just a hobby or culturally-familiar activity, but
also a means of increasing their food security. During the growing season, which runs
approximately from May until October, resettled refugees tend to grow more than what they and
their families could consume on a weekly basis and store excess for winter. Educational
workshops at New Farms for New Americans (NFNA) focus on…
… What people would think of as the non-growing season…They’re not beginning
farmers or gardeners in any respect. So what’s most confusing is this climate and these
weather patterns and also, sort of the general physical and mental health… enduring
winter. [NFNA workshops offer] sort of wrap-around services in a sense. As well as
preserving food for the winter... I think people tend to eat better in the summer. And I
think it’s, there’s, um, a lot we can do to help people eat well in the winter. Eat better in
the winter. The whole idea of taking something out of the freezer is such a foreign
concept because people didn’t have refrigerators before they came here and they didn’t
have freezers. So understanding the idea of food preservation in a freezer, using a
freezer. Or if you can’t afford a freezer, what are some other ways you can preserve food
that are sort of easy techniques to learn.
Agricultural workshops for resettled refugees may seem counterintuitive in that they do not focus
on the growing season, but the populations participating in these programs are already skilled in
that regard. This service provider instead sees the greatest need in understanding the implications
of the weather patterns on their growing season, as well as knowing strategies to maintain
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healthy diets throughout winter, and also be aware of the emotional toll winter can have.
NFNA’s workshops attempt to address this perceived need for education surrounding
agricultural considerations in Vermont, as well as the perceived need for techniques on storing
nutritious food to last through the winter.
Agricultural providers are not the only providers that perceive a need for resettled
refugees to learn techniques surrounding food storage for the sake of nutrition and food security.
Dr. Andrea Green, at UVM PNAC, also tries to teach her patients about purchasing frozen
vegetables in the winter, as a more cost-effective alternative to buying fresh produce. The
Expanded Food and Nutrition Education Program (EFNEP) takes a similar approach in teaching
food storage techniques, recognizing that fresh-frozen is cheaper than fresh produce, particularly
when items are out of season, and can help sustain healthy diets year-round. This is an aspect of
the EFNEP curriculum that is built into their national curriculum; it is not a direct response to a
perceived need for resettled refugees, specifically, to learn these techniques, but rather happens
to help address providers’ perceived needs.
Though service providers agreed that resettled refugees could benefit from education of
food storage techniques and savvy food purchasing habits, there was a lack of consensus among
providers regarding how receptive resettled refugee clients and patients are in later applying
these strategies. Some believed their clients were extremely receptive and did not mention
cultural barriers to eating frozen foods or expressed a belief that, though a foreign concept,
buying canned and frozen foods or freezing their own fresh produce could be taught. Others
believed that such practices were likely never going to be adopted due to cultural differences, but
still seemed to think it was worth offering related tips and educational opportunities.
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Several service providers discussed climate as an issue they think resettled refugees
struggle with, but did not perceive it as a need unique to these populations. Often, needs related
to climate were discussed with a knowing chuckle and smile, as if to indicate a common struggle
among all Vermont residents. In response to my question asking to expand on the issue of
climate, one service provider said, “I think that that [climate] is a huge challenge for all
Vermonters, I don’t think refugee families are at all unique in that way.”
Needs Related to Parenting and Child-Feeding
Family eating and feeding patterns – both in the past and the present – are perceived by
some providers as reflective of larger socioeconomic and cultural factors that implicate physical
health of parents and children and the health of these familial relationships. Across sectors,
service providers who work directly with resettled families expressed concerns about food needs
as they relate to nutritional health and parent-child relationships.
The socioeconomic level that many resettled refugees move into upon resettlement
causes huge changes in lifestyle that affect social, behavioral, and nutritional health. Dr. Green of
UVM PNAC discussed the systemic challenges resettled families face that have profound effects
on the well being of individuals and, in turn, their children. She indicated that changing family
eating habits are one of many changes in parenting and family life that often occur in resettled
refugee families, due to the American labor system:
Children are really affected by their parental well-being so I think the mental health
issues in parents and the way parents and families sort of disintegrate in our working
environment is an issue. So they arrive fairly healthy… But our cultural system is difficult
in that parents have gone from being really available to their children and in general
really being present to their, for their children… to having one parent work all day and
one parent work all night. And they’re no longer available. They’re tired. They can’t
really, um, parent their children, you know, ‘cause their flipping and so the parent who’s
supposed to be taking care of the younger children in the day is really tired and not
really present. And so that causes a lot of behavioral and other issues. Um, families don’t
eat together for meals because one parent’s working, you know... So we add a lot of
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stress through our system, to our families, that I don’t think is unique to the immigrants, I
think it’s a symptom of our culture in general that can make it so that it’s…if you move
into low-income, which most people do – low-income jobs because of literacy issues –
um, we really don’t have good structures in place that don’t stress families to the point
that it’s very challenging for them to be the healthy parents that they were prior to
arrival, the majority of them…
Dr. Green indicates that the struggles of resettled refugee parents in caring for their children,
including through feeding, are not so different to those of other low-income American parents.
Her perspective offers a more nuanced perspective of changing family eating habits upon
resettlement than acculturation to American diet or customs – that these changes are in fact
rooted in systematic barriers that make it difficult for resettled refugees to work higher-income
jobs that could potentially allow for a healthier family life.
Other providers also focused on food-related health needs of parents and children, with
less focus on systematic issues. Susan Edwards, EFNEP educator who works with resettled
refugee parents in Burlington’s school district, said that parents she works with are often so
focused on their children’s eating that they can neglect their own food and nutrition needs. On
the other hand, a service provider who works with both adults and children through a local
gardening initiative said:
It's like the parents are doing their thing, I think they all eat what they need to eat and
that's how they were raised and they've just like brought that culture over with them. But
it's the kids where it's like, we need to educate them so that, as they're growing up, they
can kind of like learn how to feed themselves without necessarily gardening…
This perception echoes the idea that children of resettled refugee families may need more direct
nutrition education to learn healthy eating habits for eating in America, whereas their parents’
nutritional needs may be met by maintaining inherent cultural gardening and eating habits that
are nutritionally dense, even if the decision to eat these foods are not based on their nutritional
value.
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While many providers perceive resettled refugees’ traditional diets as healthier than
American foods, as previously discussed, there is also an acknowledgement among many that
children of resettled refugees will veer toward a more American diet. Providers that already offer
cooking education discussed an observed desire on the part of parents from resettled refugee
backgrounds to learn how to cook American foods for their children, and perceive the education
they offer as an opportunity to teach resettled refugees how American cuisine can be cooked
healthily. One service provider said:
I think a lot of, like, parents in some of the nutrition classes too will ask about American
foods and how to prepare them. Um, so I think there’s an opportunity there to continue to
do classes to help introduce some of these foods and then how you, um, how you make
those healthy and not necessarily unhealthy. Like they know their kids are eating this
thing called pizza and they might have tried a pizza made from… at a, at an event at the
school where there were free slices of pizza – but they don’t know how to make it at
home.
It is worth noting that most providers perceive a need to guide resettled refugee clients in
learning to eat healthier in the American food system, but only those whose programming
includes cooking classes discussed a perceived desire from the communities they work with to
learn to cook American foods for their children. This observed pattern may be attributable to the
fact that these providers are simply the ones to observe this need, since parents express their
interests and learning goals in the nutrition classes, or because providers tend to see their own
service offerings as important – or a combination of the two.
A perception shared by some service providers in the clinical and nutrition assistance
sectors is that past food insecurity and unmet nutrition needs shape the needs and attitudes
surrounding parental child feeding of refugees upon resettlement, both in relation to under-eating
and over-eating. One clinical provider discussed a need for many resettled refugee parents
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coming from food-insecure upbringings to adjust their own perceptions of a sufficient daily
caloric intake:
Children who are young and in families will often continue to eat the foods that the
parents have made but a lot of parents have grown up in refugee camps, so they've grown
up under the impression that a full daily diet is less…the amount of calories that you eat
is gonna be less… their "normal" is less than what we would think would be a healthy
diet. So they might feed their kids twice a day because that's how they ate - they ate twice
a day - or they ate when they were hungry. Whereas we want their kids to eat more often
and to get more calories than they were getting overseas. So we have to readjust what
"normal" is in that sense.
This clinical service provider discussed past food insecurity as influencing ideas of a “normal”
diet not only in terms of quantity but also in terms of quality – that “eating healthy is a new
concept when you move to America.” In her discussion of food shortages and access in refugee
camps and cities from which resettled refugees come from, she insinuated eating healthy was not
a priority in respect to eating enough.
On the other extreme, past food insecurity is also seen as a contributor to practices
involving over-feeding post-resettlement. The same service provider who discussed the need to
readjust ideas of “normal” calorie intake said that, for other families:
The idea of not feeding your children junk food or unhealthy food or processed food...
um, they don't understand that well, if your children like it and it tastes good and your
can afford it now, why wouldn't you give it to them? So that's another concept that can be
difficult for parents. Other people sort of see feeding children as a sign of love and you
never deny children and so it can be really difficulty to say: "we're gonna ask you to deny
giving them soda and to just give them water and milk”…
Implied here is that some families may not have been able to afford certain foods prior to
resettlement and, if they can now afford to meet their children’s food desires, will strive to do so
regardless of the food’s nutritional value. Service providers at WIC discussed how African
mothers will often breastfeed their children until the age of two but nonetheless want to have
formula included in their WIC plan. While initially baffled by the seemingly contradictory
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behaviors, the providers rationalized this pattern as “possibly coming from a place of scarcity”
and wanting the formula as a “security blanket.” Compounding practices that provider see as a
result of past food insecurity may be underlying cultural values surrounding feeding, love, and
child-rearing more generally.
In discussing food and nutrition needs of resettled refugees, service providers who work
with refugee families and interact both with parents and their children discussed patterns they
observe in child-feeding beliefs and practices, and a need to understand, support, and empower
parents in this regard. Perceived room for improvement in meeting parents’ needs to feed their
children well will be discussed in the following chapter.
Needs Related to Food (In)Security
With the exception of two providers who implement highly specified meal provision and
nutrition education programs, all providers discussed a need for greater food security for their
resettled refugee clients. No participants attributed their perception of food insecurity in resettled
refugee communities to any explicit conversations with their clients, and their beliefs seemed
largely based on observations or implicit knowledge of their clients’ socioeconomic situations.
A couple of interviewees discussed food insecurity as an obvious issue that their resettled
refugee clients struggle with but are often reluctant to discuss. One WIC breast-feeding
counselor told me:
I had a family visiting with me and the dad was so stressed out. He's like: "yeah I'm
working elev- a job at a 11 hours an hour and I'm supporting my new wife and my baby
and myself and my parents and my sister and my brother" and, like you know, on
ELEVEN dollars an hour and he was freaking out that he was gonna go over his timelimit on parking and he should because that's four bucks! And four bucks probably fed
the whole family for one day! So I knew HE was food insecure... So we can tell by family
size and income and anthropometrics of the women. And, and this same family, yep it was
the same family -- she was 79 pounds when she got pregnant. Tiny, ti-, tiny, person. But
still. 79 pounds. She gained six pounds during pregnancy, had a six-pound baby so she
was 79 pounds when I saw her for a breast-feeding consult at two weeks -- she's food
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insecure. There's not enough food in that house. Yeah, so that's kind of how we tell. They
don't come right out and say "I don't have enough food!" The New Americans, uh, never
say that... rarely.
CHCB Dieticians, Emily Heaslip, also perceived needs related to food security, but said that it is
hard to tell sometimes, since her patients also display a reluctance in wanting to talk about food
security.
There is a sense that, while Chittenden County is not a food desert, many Vermonters
including resettled refugees struggle in accessing grocery stores that sell healthy, affordable
foods. Former Americorps VISTA, Colleen Sullivan, discussed the stark socioeconomic and
racial divisions apparent in the small city of Winooski and how the west side of town, which is
lower-income and is home to most refugees resettled in Winooski, only has a few corner stores
and ethnic markets. The only grocery store technically in Winooski is the recently opened
Commodities, on the east side of town, which Ms. Sullivan said is very expensive. Shaw’s, the
second nearest grocery store, is on Colchester Avenue outside of the city limits and is difficult to
get to without a car. Another service provider who works with resettled refugees in Burlington,
shared the same concern:
Proximity to being, for some people, not being in a place where they can easily walk to a
store that has healthy food [is a barrier]... I think it's the same [as non-refugee
Vermonters with low-incomes]... 'Cause if you don't have access to a car and you have
to rely on, um, the bus, and sometimes the buses don't drop you off at the right spot, uh,
to go grocery shopping... I think, if your closest grocery store is the, you know, the
market across the street from here which has burgers and sodas and all of that kind of
stuff then you might end up doing that out of convenience, 'cause that's the closest place,
but there's no produce in that store.
Transportation was often discussed as a barrier for resettled refugees in accessing food and
nutrition services, and some providers, like the two discussed here, connected this issue with a
need for more grocery stores within walking distance to help give people more options that the
convenience stores that sell packaged, processed foods and minimal produce. As discussed,
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providers of agricultural initiatives perceived their programming as a method of subsistence
farming for many resettled refugees, aiding families in overall food security throughout the year.
Despite the focus of several providers on a need for more availability and access to
healthy foods (and enough of it), many were quick to acknowledge healthy food as difficult to
prioritize in the face of other, more pressing needs refugees may face upon resettlement. Drake
Turner, Adult Nutrition Initiatives Manager at Hunger Free Vermont (HFVT), used this same
reasoning to emphasize the importance of food safety nets:
Um, and I know, we see in, aside from the New American population, that when folks are
struggling often food's the first thing that kind of goes to the wayside which is why that's
the intervention [3SquaresVT] that we focus on. So it's a really important thing to make
sure folks are food secure so that they can deal with all the other things that they- that
they have to- have to manage.
Though struggles with food insecurity are seen as characteristic of any low-income group,
providers did identify needs in accessing food assistance programs that may be unique to
resettled refugees. Participants from HFVT acknowledged issues in reaching resettled refugee
population with information regarding 3Squares VT, free or reduced school meals, and summer
meals. Even if aware that such programs exist and where to sign up for them, providers predicted
that resettled refugees may need more help in the registration process than their counterparts
native to Vermont. Registration for 3SquaresVT is understood to be complicated and invasive,
and likely even more so if English is not one’s first language.
Nutrition and Food Needs Specific to Cultural Groups
All service providers I spoke with recognized, at some level and to varying degrees, that
the food and nutrition need of refugees resettled in Chittenden County differ across cultural
groups and that food services and programs need to offer foods that are culturally appropriate to
the diverse populations in the county. Most providers discussed a perceived need for increased
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access to culturally relevant food products, oftentimes in the context of how their own services
meet those needs and/or as an important means of promoting social and emotional health through
diet. Many providers also see the growth of more local ethnic markets as key in helping to meet
this need.
Those in agriculture perceived a need for culturally relevant produce, specifically, which
their programs are helping to meet. Most resettled refugee ethnic groups who are involved in
these agricultural initiatives (Somali Bantu, Burundian, Bhutanese gardeners) are perceived as
coming from agrarian cultures and agricultural service providers also discussed the social
importance of growing various traditional crops, in addition to cooking them.
Those that offer free meal services focused on a need to provide meals that are culturally
sensitive – for example, Burlington School Food Project (BTVSFP) has completely removed
pork from their menu and kitchens to meet the religious food restrictions of Muslim students and,
in an effort to accommodate Nepali- Bhutanese students, has minimized menu offerings with
beef. However, BTVSFP still serves a predominantly American menu, despite these changes,
serving turkey-based hot dogs, peperoni, and meatballs and is less focused on providing
traditional dishes. Serving culturally appropriate meals to elder resettled refugees, on the other
hand, appears to be a greater challenge that not only requires dishes that are culturally sensitive
in terms of ingredients, but also authentic with regard to taste – a point I will expand upon in the
following chapter.
As previously discussed, traditional diets are generally perceived as healthy and resettled
refugees’ cooking knowledge and habits are often perceived as better that their counterparts’
who are native to Vermont but, clinical providers and nutrition education providers who work
with clients on specific aspects of diet did mention some unhealthy habits they attributed to
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cultural views and a need to help their clients shift their perspectives. One provider discussed
cultural comfort foods as a method of coping with drastic lifestyle changes of resettlement, her
point of view challenging the predominant discussion of traditional cuisines as healthier:
…It's hard, it's really hard to give up...You know there's so many things you have to give
up when you're an immigrant, you move here and you give up everything, your country -everything behind. So sometimes you just want to hold on to ah, certain things, right?
And… nutrition is one of those things I think, so you want to keep eating those things that
just make you feel good. But, after a while you need to understand that some of those
things may not be good for you.
Unlike most providers, who focused on how traditional diets are healthy relative to the American
diets resettled refugees often adopt, this provider made the argument that some traditional
cultural eating habits can be detrimental too. She argued that the toll of resettlement on refugees’
mental and emotional health can lead them to cling tighter to old food habits, which may be
comforting but is not necessarily healthy.
Most participants who work in clinical settings or in nutrition education indeed perceived
different some cultural eating habits as problematic, even if they perceived traditional diets to be
healthier overall. Providers often noted that these less healthy habits sometimes exacerbate upon
resettlement, due to the relative affordability of food items that are staples in cultural diets, like
rice, or that were previously less available, like sodas.
For Nepali-Bhutanese groups, the main concern providers had were in relation to the
portions of white rice in each meal. As an example of the importance of rice in Nepali-Bhutanese
groups, CHCB Dietician, Emily Heaslip, said, “I had a patient tell me than even he orders pizza,
he still cooks rice because it's not a meal unless he has rice with it.” Ms. Heaslip said she
understands why her patients come to her with diets consisting largely of rice – rice is “a huge
part of diet and has sentimental value” but is also affordable. In encouraging patients to cut back,
her focus is on changing the portions, not cutting out white rice completely. For example,
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choosing roti or rice, but not both as a part of a meal, or cooking rice so that half the serving is
brown rice. It is more than a matter of taste or preference, however, and cultural values and
beliefs surrounding rice are a challenge in changing the portions:
I had a Nepali person tell me that in their culture, if you eat... if you cut back on rice and
your partner doesn't cut back on rice, then the... like old wives’ tale is that you will die
before your husband does.
Even changing the portions of rice, and not eliminating it from the diet completely, may be
unrealistic for patients in the face of such “nutrition myths,” as Ms. Heaslip called them. As she
picks up on some cultural nutrition myths, Ms. Heaslip asks her other patients if they have heard
of them. While not everyone takes these “old wives’ tales” seriously, it is clear that rice plays an
extremely important role in Nepali-Bhutanese resettled refugees’ diets.
In relation to Somali resettled refugees’, the main perception among this same group of
clinical and nutrition education providers was that sugary drinks were more popular. Susan
Edwards, EFNEP Educator, also said her Somali students typically reported eating less fruit than
Bhutanese students. And while sugary drinks and sodas are popular among this group, it is not to
the same extent Ms. Edwards sees with some native Vermonter students, who often put sodas in
their baby’s bottle – a reminder that even providers’ perceptions of unhealthy aspects of resettled
refugees’ diets may pale in comparison to their perceptions of need for native Vermonters.
Finally, Dr. Andrea Green discussed the notion that “being overweight is perceived as
being wealthy and healthy” and that some resettled refugee patients become “over-nourished”
after resettlement. Cultural understandings of weight and wealth and health may be more
common among certain African groups than other groups of resettled refugees (Renzaho 2012).
Somali refugees tend to arrive with lower-than-normal BMI, but often develop higher BMI’s
with time, Dr. Green said. Whether cultural perceptions of weight play into this pattern,
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however, is unclear, though at least one provider seemed to think it played a role. Part of the
reason behind this trend, in Dr. Green’s eyes, is that consciously “eating healthy” is a new
concept for resettled refugees. Even those who had better past food access and may have eaten in
excess quantity and/or poorer quality as a result of their access to food and cultural perceptions
of weight. In light of past food insecurity, Dr. Green perceived a need for resettled refugees to
adjust their ideas of normal quantity and quality of food they should be eating and feeding their
children.
What Providers Think They Need to do in Meeting Needs
Service providers who work closely with diverse groups of resettled refugees, and who
have been doing so for a long time, seemed to better understand nuances in different groups’
needs. Alisha Laramee, NFNA Program Specialist, pointed out that NFNA is:
…Trying to listen to each of the individual communities and see them as unique and
different and having different needs – they're not just one big community garden, they're
distinct groups of people that have... different goals...
For NFNA, this means paying attention to the different goals and needs of Burundian, Somali
Bantu, Burmese, and Bhutanese gardeners, and not lumping together all their needs. As
mentioned in Chapter 1, this thesis often discusses resettled refugees as one large population, but
it is important to recognize that cultural and ethnic groups have distinct wants and needs, a
perception commonly shared by experienced service providers. While other, less experiences
providers were also aware that different groups have different needs, they often seemed to have a
more superficial understanding of these needs.
Participants not only saw a need for services and providers to be sensitive to the special
needs of resettled refugees, but to also then adjust services accordingly. Providers from at least
three different programs discussed a perceived a need to offer enhanced services for their
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resettled refugee clients, in order to meet clients at face-value and provide the same high-quality
services and experience that folks not from refugee backgrounds would receive. For example,
New American clients get extra time for WIC appointments. In terms of care for resettled
refugees at UVM PNAC, Dr. Green said:
We treat our immigrant patients the same way, all- with the same high-quality pediatric
care that we would provide to ANYONE but I call it "pediatric plus." So we have in
addition all sorts of things that we do that are not, um, done for the regular pediatric
patients in our practice, that are, um, specially done to accommodate the fact that we
know that they're refugees and there's special, um... there's special and different concerns
that we have to be mindful of.
In response to perceptions of resettled refugee patients’ needs, UVM PNAC tweaks their care
and service offerings so that the health care resettled refugees receive in their practice is
equitable compared to the “regular” care offered to any other patient (see Chapter 5).
Similarly, Burlington Area Community Gardens (BACG) has made intentional changes
in their program to accommodate the fact that their New American gardeners have different
needs from the general population of gardeners. A couple of years ago, they developed an
AmeriCorps position for an outreach coordinator to work closely with New American gardeners.
It is now a full-time position, held by Meghan O’Daniel. The position was initially developed in
an effort to be more intentional about working with New American gardeners. One systems-level
BACG provider said the position was developed after reflecting on the reality that:
…It [the diversity in the gardens] was often something that we were excited about, like
"Hey! Look at all these different cultures in our gardens, it's really great, it's really cool.
Like, there's five different languages spoken at this site, it's so cool." … But that's kinda
where it began and ended... It is one of, like, the… um, you know, the ways that white
supremacy kind of has the smoke and mirror effect… But the community garden program
wasn't doing anything to, like, acknowledge what the experience for someone who doesn't
speak English well, who's from a different culture... there [was] no kind of thought being
given to how to...actually...facilitate an experience that would create a community garden
experience.
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In the past, the diversity in the BACG gardens as a result of New American participation was
often celebrated. However, the celebration of diversity had a privileged “smoke and mirror
effect” – an illusion of cultural competence and inclusion, when in reality BACG was doing
nothing at the administrative level to address the needs of their New American gardeners or
ensure an equitable experience for them in the gardens. After seeing how popular BACG was
among people from New American communities, and realizing there was no explicit effort to
support diversity in their gardens, BACG created a position for a point-person for New American
gardeners to help meet their needs as New Americans.
Understanding what resettled refugees’ needs in the first place, however, is not always
easy. As providers discussed their perceptions that programs need to be more intentional in
learning about and addressing resettled refugees’ wants and needs, they simultaneously discussed
the difficulty in knowing what their wants and needs are in the first place.
Finally, while resettled refugees’ needs are a concern for many providers, and there is
considerable interest from outsiders (e.g. student researchers like myself), Vermont’s Refugee
Health and Health Equity Coordinator, Martha Friedman, pointed out that resettled refugees “get
a disproportionate amount of attention.” Resettled refugees are just one of many groups and even
looking at people of color in Vermont, resettled refugees represent just a fraction of that group.
“So the vast majority of people of color in Vermont aren't refugees and I think people don't
acknowledge that enough.” In focusing on the needs of resettled refugees, it also worth
considering how their needs may get, or be perceived as getting, more attention than other
marginalized groups (Bose 2015).
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Discussion
The themes I found in provider perceptions of resettled refugees’ nutrition needs in
Chittenden County’s reflect common themes in existing literature: the so-called immigrant health
paradox, life history effects on chronic diseases, acculturating to the American diet and lifestyle,
child nutrition education, socioeconomic and employment stresses, and nutrition needs as
specific to cultural groups.
The So-Called Immigrant Health Paradox
The issues of the so-called “immigrant health paradox” was discussed among several,
particularly clinical, providers. The “immigrant health paradox” describes a phenomenon in
which US-born people, or immigrants who have been in the US for a long time, have poorer
health outcomes than new immigrants, in spite of new immigrants having lower socioeconomic
status (Marks et al. 2014, Sam et al. 2008). In other words, immigrants have better health than
expected given their level of socioeconomic status.
Another layer of the phenomenon often discussed in the literature is the observation that
the longer immigrants stay, the worse their health becomes. (Markides and Rote 2015, Marks et
al. 2014). One would expect that immigrants from poorer countries would arrive in poor health
and have their health improve in a richer settlement country, but instead the reverse is seen – in
which new immigrants arrive from poorer countries healthier than Americans and then
experience a decline in their health. The “paradox” is discussed as especially noticeable in
voluntary Latino migrants (Markides and Rote 2015). That being said, providers in Chittenden
County often noted that their resettled refugee (i.e. non-voluntary migrants) patients generally
arrive fairly healthy as well, with the exception of some who arrive malnourished. Increasingly,
scholars are countering the notion that this phenomenon is paradoxical at all (Markides and Rote
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2015). Given, the lifestyle and obesogenic environment of the US, it is unsurprising that
immigrants’ and refugees’ health declines with time after resettlement.
As discussed in the literature review in Chapter 1, post-migration dietary and lifestyle
changes have been observed to put refugees and immigrants at increased risk for certain health
issues like obesity (Goel et al. 2004, Himmelgreen et al. 2004), cardiovascular disease (Lear et
al. 2009), and diabetes (Creatore et al. 2010). Perceptions of weight gain and increases in BMI,
passed what is considered healthy, are also observed in the literature (Rondinelli et al. 2011). The
prevalence of diseases like diabetes and hypertension among resettled refugees in Chittenden
County, as noted by Dr. Andrea Green at UVM PNAC, suggests that the patterns in this county
are similar to those found in studies conducted elsewhere, in which resettled refugees’ health
declines after arrival.
Life History, Nutrition, and Chronic Disease
Life history is considered an important factor in later nutritional health, both my
providers I spoke with and scholarly literature. Dr. Andrea Green’s perception that chronic
diseases like diabetes and hypertension as a result of adverse childhood experiences and stress is
one that is well-supported by medical health science and anthropological literature.
Barnes et al. (2005) also found that Cubans resettled refugees’ disproportionately greater
weight-gain since resettlement (compared to Bosnian and Iraqi resettled refugees) likely resulted
as compensation for past food deprivation. Peterman et al.’s (2010) study with Cambodian
refugees also indicates that those who have experienced extensive food deprivation in the past
may be more likely to engage in unhealthful eating practices after resettlement. These findings
illustrate Lock and Nguyen’s (2010) theory of local biologies, which maintains, “human bodies
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everywhere are inescapably entangled with evolutionary change, history, environments, …
political events and culturally informed values” (pp. 84).
In his discussion of obesity, malnutrition, and capitalism, anthropologist Jonathan Wells
argues that susceptibility to obesity is largely dependent on pre-natal environment and biological
life histories, a reminder of Lock and Nguyen’s “contextually situated” bodies (2010). Metabolic
responses to the nutritional environment begin in-utero, but mothers can act as buffers between
the fetus and a nutritionally deprived environment if she was previously well nourished (Wells
2012). The effect of ecological conditions can also skip generations and thus future generations
can be biologically impacted by previous ecological states (e.g. famine). Access to nonobesogenic food is especially important for populations who may have experienced caloric
deficiency in utero or in childhood, as they are more susceptible to developing obesity, diabetes
and other health problems from diets conducive to putting on excess weight (Wells 2012).
Resettled refugees in Chittenden County who have experienced famine, or whose mothers and
grandmothers experienced famine, may therefore be at greater risk than the general population
for developing obesity and diabetes, especially given the American food system they are
resettled in.
Acculturation to the American Diet & Lifestyle
The perceived needs related to physical activity and acculturation to the American diet
are themes commonly found in both provider-focused and refugee-focused literature. In an
analysis of Bosnian, Iraqi, and Cuban refugees’ perceptions of their own health behaviors,
Barnes et al. (2005) found that refugees “set a high expectation for physical activity” and often
thought they were less active since arriving in the US (pp.189). Barnes et al. (2005) also found
that a majority of refugee participants interviewed felt they ate more fat since arriving in the US

85

and fewer fresh fruits and vegetables due to high costs and lack of home gardens they were
previously accustomed to. Providers in Chittenden County perceive similar needs, hence the
focus on teaching food storage and purchasing strategies to help with year round, cost-effective
produce consumption and community garden program offerings.
A major concern for providers is the prevalence of processed, high-calorie, lownutritional-value foods that refugees are exposed to upon resettlement and the capitalist
messaging encouraging folks to buy them. In terms of perceiving needs surrounding education
on and avoidance of processed foods, Dr. Andrea Green is not alone – other physicians serving
resettled refugees in the US share similar concerns about “junk food” consumption (Fennelly
2006). Rondinelli et al. (2011) also discuss how children are at particular risk for postresettlement dietary changes to calorie-dense, nutrient-poor foods in the context of American
capitalist advertisements of such food products.
Reduced physical activity is also a commonly perceived concern among providers and
resettled refugees alike, whether due to new lifestyles and work hours, climate, or resettlement in
dangerous neighborhoods. Rondinelli et al. (2011) report perceived decreased in physical
activity, from both refugees’ and providers’ perspectives as a result of unsafe neighborhoods in
which refugees are housed. In contrast, providers in Chittenden County rarely, if ever, mentioned
the safety of neighborhoods as a barrier to physical activity. The main barriers perceived among
providers I spoke with, in terms of physical activity, were climate, lack of free exercise facilities,
difficulties adjusting to youth sport registration systems, and lack of time due to employment and
familial commitments.
Child Nutrition Education
Provider’s notions of children as acculturating faster and more deeply into the American
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food culture is similar to Trapp’s (2010) notion of children as “cultural brokers”. Patil et al.
(2009) agree that “children may learn about new food items with increased exposure through
various media outlets, institutions like daycare and school food programs and potentially through
interactions in their peer networks” and subsequently influence or try to influence ideas of food
and diet in their homes. The idea that refugee children are subject to greater cultural change than
their parents is a common one, and Trapp (2010), points out that the nutrition education and
nutrition services provided through schools may thus have an important impact on health and
nutrition practices among refugee families – a perception shared by Chittenden County
providers.
Socioeconomic and Employment Stresses
Chittenden County providers’ concerns regarding socioeconomic and employment
stresses and the subsequent implications for food security and family health are common
concerns among providers (Fennelly 2006, Rondinelli et al. 2011). In discussing the diversity of
resettled refugee populations, it can be tempting to attribute dietary and health needs to cultural
factors, but it is important to also keep in mind the struggles that people of low socioeconomic
status face more generally, regardless of their cultural of all backgrounds. Anthropologist Daniel
Hruschka (2009) maintains that, “in many cases cultural factors may matter much less [for
health] than…economic, geographical, or social constraints” (pp. 245). Warin et al. (2015) also
focuses on socioeconomic realities in a critical assessment of Australia’s first nation-wide public
health intervention against obesity. Warin et al. suggest that “biographies of disadvantage”
contribute to different experiences of time and necessity and nutritional health may not be the
priority for many disadvantaged people (pp. 310). There is a danger of a myopic focus on
cultural difference with refugees that fails to recognize common struggles of people who are
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economically disadvantaged and politically disenfranchised, and the historical and social
processes behind disease (Farmer 2005).
Indeed, providers in Chittenden County and elsewhere (Fennelly 2006) recognize that
nutritional health cannot be a priority for resettled refugees, in the face of other, more pressing
needs like employment and housing. There is also some indication, both in my research and in
existing literature (Trapp 2010), that nutrition is not a priority of service providers with
resettlement agencies, who must focus on helping their clients get situated. Even though having
enough food is also sometimes a concern, there seems to be a sense among some providers who
look at larger systematic issues that as long as there is enough food, the quality is less of a
concern. That being said, other providers believed that food and nutrition assistance programs
and initiatives are important in supporting resettled refugees, precisely because food, nutrition,
and health can fall by the wayside in the face of bigger resettlement stresses. Food insecurity is
also one of the reasons that lead people to overeat in times of excess in the first place (in
anticipation of food scarcity) and to eat poor-nutritional foods (because they are often the most
affordable).
Nutrition Needs Specific to Cultural Groups
Providers’ same perceptions of dietary habits among specific cultural groups, namely
those of Bhutanese and Somali resettled refugees, ones that providers and researchers have noted
in existing literature. Peterman et al. (2011) discuss nutrition initiatives to try and reduce white
rice consumption among Cambodian resettled refugees. Perceptions of African cultural beliefs
surrounding body weight are also discussed in existing literature. Renzaho et al.’s (2012)
research on perceptions of food, physical activity, and body size among African migrants in
Australia found that, for parents, large body size was indicative of beauty and wealth, and

88

parents promoted food practices that would cause weight gain. In contrast, adolescent children of
African migrants perceived slimness as the ideal body size, a value reinforced by their peers and
media in Australian society. Renzaho et al.’s (2012) findings also imply that the cultural beliefs
and needs of certain groups may change with time –especially among younger generations who
are raised in the US.
Conclusion
Providers’ perceptions of resettled refugees’ food and nutrition needs do not strictly
correlate with their category of work (i.e. clinical resources, nutrition education and food
assistance programs, free communal meal services, agricultural programs, and commercial
grocers and restaurants that support these resources), position in their organization, or years of
experience. Rather, there are cross-sectoral commonalities in themes of perceived needs that
were expressed, one of those being the need for cross-sectoral attention and coordination in
meeting those needs. That being said, perceptions of need are clearly influenced to some extent
by the focus of providers’ work, their education, and their experiences working with resettled
refugees, though in a more complex manner than can be determined by category of work,
position in program, or experience.
The major themes in providers’ perceived needs as follows often align with patterns of
perceived needs in existing provider-focused and refugee-focused (and combination-focused)
literature. Perceived needs include nutrition-related health needs upon arrival, needs related to
countering the American food system, dietary habits, and lifestyle, needs related to parenting and
child-feeding, needs related to food insecurity, food and nutrition needs specific to different
cultural groups, and what providers think they themselves need to do in addressing these needs.
These perceptions connect to existing literature on the so-called immigrant health paradox, life
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history effects on chronic diseases, acculturating to the American diet and lifestyle, child
nutrition education, socioeconomic and employment stresses, and nutrition needs as specific to
cultural groups.

90

Chapter 5: Doing Good Well, Striving to Do Better
Having discussed the landscape of nutrition and food resources on offer for resettled
refugees in Chittenden County and how service providers administering these perceive the needs
of their resettled refugee clients, this final chapter addresses my research questions: What is the
cultural appropriateness, availability, affordability, and accessibility of these services? What are
the strengths and limitations of the various programs on offer and what could be improved?
Food and nutrition services appear to experience, on the surface, similar successes and
struggle with similar issues as other programs in their same sector in terms of specific program
offerings and hurdles but, pulling back the lens, most services that I examined celebrate common
strengths and limitations that can be categorized together in terms of: the distinctiveness of
Chittenden County as a resettlement site, programs’ financial accessibility, transportation
accessibility, and cultural accessibility to resettled refugees’, considerations for large federal
programs, restrictions in time, budget, and capacity, the importance of trust and experience in
providing good services, and how programs are collaborating and communicating together as a
network. In most cases, organizations claim both strengths and areas for improvement in each of
these categories. Within these broad categories, specific details tended to vary according to the
sector; clinical resources and agricultural resources, for example, have niche strengths and
weaknesses based on the scope of their work. Federally-funded programs, both in the nutrition
assistance and education realm and the free meal provision realm, have specific limitations that
appear inherent to federal programming, though this is one of the few cases in which I identified
a strict pattern. In assessing these programs, it is important to note that struggles or challenges
are not necessarily also realistic areas for improvement. Looking to the future, organizations will
need to work as a tighter network in order to close the gaps in service provisions, overcome
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uncertainties of funding, and strategize to maximize service offerings for resettled refugees while
minimizing burden on individual organizations and service duplication.
Perceptions
I am primarily using providers’ own accounts and reflections on their strengths and
limitations to answer these research questions, as a form of self-assessment on the part of these
organizations. I will also include, however, will my own impressions of services’ strengths and
limitations, which I developed in speaking with a wide range of providers and being able to
examine resources in comparison with one another and in the context of their position in the
larger network of services. Where relevant, I will also discuss my impressions of programs that
were born through my volunteer experiences in the community, which were not officially part of
this research project but undoubtedly shaped my perception of resources. In addition to
addressing what is going well and the challenges individual programs face, I will also discuss the
strengths and room for improvement for the network as a whole and weak links between partner
organizations. To convey the natural flow of conversation in my interviews in which strengths
and limitations were discussed in tandem, and indeed how patterns emerged through the data,
this chapter will aim to present strengths and limitations as two sides of the same coin – the same
categories in which organizations often claim success are also areas ripe with challenge or room
for improvement.
It’s All Good: Existence of Organizations and their Initiatives
At risk of appearing overly-critical of Chittenden County’s food and nutrition resources
for resettled refugees, or focusing too much on their weaknesses and areas of improvement, it is
important to first note that in many cases the mere existence of these programs, as introduced in
Lay of the Land and many of which are expanded upon here, is a success in and of itself.
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Both University of Vermont (UVM) Pediatrics New American Clinic (PNAC) and
Community Health Centers of Burlington (CHCB) work on a “medical home” model that strive
to offer integrative care. Dr. Green explained UVM PNAC as a “comprehensive, coordinated,
compassionate, accessible medical home for patients and then we help to coordinate their care
and we refer them out to other organizations or doctors.” Both CHCB and UVM PNAChave an
on-site nutritionist; for CHCB Dietician, Emily Heaslip, this allows for frequent informal checkins in with patients while they are seeing their primary care doctors, helping to increase a rapport
with patients that can be difficult to maintain when patients don’t schedule follow-up
appointments. While I waited to interview Dr. Green in the clinic’s waiting room, I overheard the
receptionist tell a mother at checkout that the nutritionist would call her. I believe having an onsite nutritionist aids in the coordination of providers and makes care more convenient and
accessible to patients, thus helping to close gaps in care. CHCB has grown its psychiatric and
behavioral health services and UVM PNAC has a psychologist embedded into their staff, which
Dr. Green sees as particularly useful in reducing stigma associated with seeking mental health
care since it can be done more inconspicuously. Mental health is a major area of concern among
resettled refugees that often presented itself in my interviews and, though not directly related to
nutrition, does impact nutrition and eating habits and is relevant here to reflect the integrative
nature of these clinical services.
In addition to their standard offerings, CHCB and UVM PNAC also seek opportunities
for initiatives to better meet nutrition needs of their patients, including those from refugee
backgrounds. For example, in 2017, a nurse at CHCB spearheaded a grant-funded walking clinic
for six weeks through which each participant was gifted a new pair of sneakers and participants
would go on walks together. The initiative provided an in-person Nepali interpreter, encouraged
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discussion around nutrition during the walks, and gave quizzes at the beginning and end of the
program on the benefits of exercise for sleep, heart health, and diabetes. Retired physicians who
are now farmers approached CHCB with an idea to start a farm share. The idea is still in early
stages, with the CHCB Community Research and Development Team and CHCB Dietician,
debating the best way to implement the program and weighing different considerations:
We want there to be an educational component because so many people would look at
like, even Brussels sprouts, and be like, "what do I do with this." Um, or just like, boil
them and then they taste bad and then they say they hate Brussels sprouts – bet you
they've never roasted them or, you know, like, tried different ways. So, um, that's our
hope. And we were sort of trying to figure out like do we want it to be like a disease
component, like if you have an A1c, or a blood-sugar A1c, over eight, then you get a food
share if you want to.... And have some sort of, like, medical component so we could
potentially be like: "we gave them this farm share and when they got their blood sugar
re-tested it was much lower" or like something that we could sort of see the impact… I
just don’t want the vegetables to get thrown away or just sit in people's fridge and go
rotten and, um, so I think doing it with families who are, have more like, mouths to feed
would be helpful too, compared to a single person.
Meanwhile, UVM Medical Center offers a fruit and vegetable prescription program, which is
designed to help increase access to fruits and vegetables for low-income families. The flyer
reads: “Food is Medicine, Vermont Fruit and Veggie Prescription.” Families participating in
3SquaresVT and with children between ages 2 and 12 can register with their doctor to receive
$150 worth of coupons to redeem at City Market and Hannaford. This program has been
incredibly popular among resettled refugee communities, according to WIC and UVM PNAC
providers who have patients come to them excited and asking about the program.
Programs like the Special Supplemental Nutrition Program for Women, Infants, and
Children (WIC), 3SquaresVT, and Burlington School Food Project (BTVSFP) act as food
security and safety nets for resettled refugees, with Hunger Free Vermont (HFVT) as a
supporting organization to help implement and improve these programs. While the Expanded
Food and Nutrition Education Program (EFNEP) is not a safety net in the sense of grocery
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assistance or meal provisions, focus on food budgeting and nutrition likely also helps people
shop economically while minimizing nutritional compromises.
Child Nutrition Programs (CNP’s) like BTVSFP play an integral role in providing food
access for children, thus making families as a whole more food secure, and may be the first and
last safety net for food insecure children. As discussed in the previous chapter, food insecurity is
perceived as an issue for many resettled families and, as one provider mentioned, potentially
worse in the earliest part of resettlement before benefits take effect and while folks look for
employment. For resettled refugees with children, enrollment in a school with a universal meal
program may have a serious impact on the family’s overall food security. BTVSFP, as
previously mentioned, is aware of the cultural diversity in their schools and makes an effort to
provide foods that not only fulfill the federal nutrition requirements of CNP’s but that are also
culturally intelligible or at least appropriate. Dr. Green said that she often talks with her pediatric
patients about the importance of eating school meals to help their parents with the family food
budget. Director of BTVSFP, Doug Davis, explained that the value of CNP’s in general goes
unnoticed but:
As CNP's continue to evolve and expand and people realize that this is like the last best
safety net for so many of our kids. I mean more than half the kids in public schools are
low-income because the kids who can afford not to be here are not here. And as the
current administration starts a cutting different program… you know, all that’s left is
CNP's to hold that end up. And that's gonna be something that folks are gonna need to
look at from the standpoint of, you know, just, basic society's...being sustained.
Mr. Davis brought up looming challenges facing CNP’s and other federally-funded programs,
which will be discussed later in this chapter, but also his perspective of school food programs’
important, yet often unnoticed, role in food security. It is important to remember that not all
schools in the Burlington School District have universal school meals and that the Winooski
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schools’ CNP is run by the Abbey Group, not BTVSFP, and these points will be discussed
further in this chapter.
Through these larger federal nutrition assistance programs are smaller-scale initiatives
designed to help people stretch their food budgets to include more fresh, locally grown produce
in their diets. While not directed specifically at resettled refugees, they are in practice incredibly
popular among Chittenden County’ resettled refugee population that tends to be low-income and
for whom fresh fruits and vegetables are high in demand, as discussed in the previous chapter.
Through the United States Department of Agriculture (USDA) Farm to Family program, WIC
distributes $30 worth of coupons to WIC families every summer to help them purchase locallygrown produce at participating farmer’s markets. According to a WIC staff member,
The new Americans love that! They love it, 'cause farmers markets are a normal
shopping venue for them. The Americans… you know, they're not so into it. But the New
Americans, man they... take a huge amount of those coupons. And it's on a first-come,
first-serve basis so they have to remember what day, what time, get here on time, stand in
line, listen to how to spend them, and then get their coupons. So it's kind of a big
commitment but they do it.
Some providers discussed challenges in accessibility and user-friendliness of farmers markets for
customers from refugee backgrounds and the steps local organizations are taking to reduce those
barriers, while others, like this provider, see it as a natural and more familiar shopping venue for
resettled refugees. It should be noted that Farm to Family is also open to individuals at or below
185% of the federal poverty limit, regardless of their WIC status. Because one measure of
eligibility for 3SquaresVT is also 185% of the federal poverty limit, recipients of 3SquaresVT
may also qualify for Farm to Family. Another farmers market initiative is the Crop Cash
program. The Crop Cash flyer, which I noticed at the Age Well office in Essex in July 2017,
boasts its benefits: every dollar spent through 3SquaresVT is matched with a dollar in Crop
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Cash, up to ten dollars each day, which can be used to buy fruits, vegetables, herbs, seeds, and
starts at farmers markets.
Agricultural programs, like Burlington Area Community Gardens (BACG) and New
Farms for New Americans (NFNA) play an important role in meeting the nutritional, but also
social needs around food that resettled refugees may come with. By providing land access,
workshops, and health and nutrition classes, NFNA Program Specialist, Alisha Laramee thinks
NFNA has “one angle” on meeting needs. In addition to helping families grow traditional crops,
increase their food security, and, for many, continue an agrarian culture, these gardens offer
space for families to work together and to involve community and family members from a wide
range of ages. For elders, it can be an opportunity to play an important social and economic role
within the family, which as discussed can be difficult upon resettlement.
A Distinctive Resettlement Site with Pros and Cons
The demographics, size, and culture of Vermont are seen as both positives and negatives
in serving resettled refugee populations. Vermont’s socially conscious culture was often regarded
as a positive influence that results in heightened awareness and interest in social services more
generally. The demographics and size of Vermont, meanwhile, were often attributed to
challenges in serving a diverse population of resettled refugees.
With regard to what is going well with the network of services, there was a common
sense that Vermont is particularly dedicated to issues of food security for its residents, and that
its residents in turn may have a particular interest in how they access food. In discussing how
BTVSFP has changed in the twenty or so years he’s been there, Director Doug Davis said the
program is:
We've really connected with community in a way that hadn't been done, before...And, and
part of it is that we're just lucky to be where we are, you know, so there are a lot of
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community partners, there are a lot of people who are into doin' what we're doin' and
there are a lot of people who are... wanting to be, um, you know, at the table, in terms of
working towards having, um, better quality food and food access for kids.
A clinical service provider said, “I think Vermont in general is sensitive to food insecurity, um
for everyone. And so, I think if people know there's food insecurity, people try to refer people to
resources.” Drake Turner, of HFVT, shared a similar perspective:
I think Vermont does a great of, of having this sort of, like, community-focused approach
to, to anti-poverty work…I do think that we are very supportive of each other…I think
Vermont is, is… does a really good job, um, in serving vulnerable Vermonters and, and
New Americans and a lot of the, the issues and frustrations are external to us. Like, I feel
like... you know, on some level, I think, if Vermont could just do our thing, we'd be better
off, you know.
Ms. Turner was referring to frustrations with the recent changes in federal government and
attitudes toward entitlement programs that pose a threat for national food security and assistance
programs – and how Vermont’s focus on serving “vulnerable populations” is distinct from the
current national rhetoric. Dan Cahill, Land Steward of Burlington Parks, Recreation and
Waterfront (BTVPRW), discussed what he perceives as a pattern among residents of Burlington,
common among folks from refugee backgrounds and non-refugee backgrounds alike, that
“people tend to be interested in where their food is coming from…There's a culture around that
here. So, um, and it's not even where your food is coming from, it's also how you're getting it.”
He explained Burlington’s culture around food and food sourcing as a “backdrop” for the local
community gardens. While another city of Burlington’s size would have two gardens, he said,
Burlington has a whopping fourteen, with demand for more. In assessing how food and nutrition
programs function, it is important to take into account the larger community context and culture,
whether at the state-level or in Burlington.
Service providers I categorized as working in the clinical sector and nutrition assistance
and education sector also discussed the small size of Burlington, and Vermont more generally, as
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a challenge in serving the diversity of Chittenden County’s resettled refugee population.
Guylaine Daoust, Patient Support Services Supervisor at CHCB, discussed challenges of meeting
the interpreter needs of the diverse refugee populations resettled in Chittenden County, given
how small it is:
The problem is that... Vermont, or Burlington, is such a small community that, um, all the
organizations – most of the organizations – are switching to telephonic interpreting
because there's just a lack of trained interpreters in this community. And there's such a
variety of languages that are needed. So it's hard to have trained interpreters on staff for
all the languages.
Larger or less diverse resettlement sites may have greater access to trained, in-person interpreters
who can act as community health workers, which Ms. Daoust and many others believe is the best
option for serving clients who don’t speak English. Martha Freidman, Refugee Health and
Health Equity Coordinator for the state of Vermont, explained how Vermont’s small size means
there is no separate refugee health system – “we integrate refugees in the broader system. And
there are holes everywhere,” she said. Other resettlement sites, like Minnesota, she said, have
clinics that only see resettled refugees. Dr. Andrea Green’s practice at UVM PNAC is the only
health provider in the county dedicated to serving New Americans.
Vermont’s small size was also attributed, by two providers working at the systems- and
mixed-level, to challenges in social service work more generally, irrespective of the resettled
refugee population. One provider said,
Um, you know, there's, there's a reality there's only so much philanthropy in a smaller
state so I think that we all are..not necessarily competing, but there is only so much there.
But I do think that we are very supportive of each other. Um, in terms of duplication of
services, I mean I'm sure there's some of that. Um, but for the most part I think we can
work- we are working really collaboratively. There are SO many programs that have
multiple organizations that are working on them, and I think there's a lot of
communication that happens. That can always be improved
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Colleen Sullivan, former AmeriCorps VISTA, used this same reasoning to explain the
importance of strategic collaboration to avoid duplication of services, which ultimately harm
organizations:
One thing…my supervisor said to me when I first started was like, if there, if there is –
like, you don't have to re-invent the wheel. If you have an idea and another organization
can do it better, like let them do it. Um, and I think that's, like, really important to keep in
mind especially in the service world, like, a lot of people just like want to be... the best..
or, like, provide you know-- save the world. But if you know another organization that's
already doing it or can do a better job of it, like that should... like, happen.
…And, and Vermont's small. Like, a lot of organizations are like that. So it's... it's hard
when everyone want to everything. Sometimes it just doesn't make sense.
I will expand upon the need for collaborations between food and nutrition programs in
Chittenden County later in this chapter, though these providers’ accounts indicate that efficient
collaboration is even more important in a small state like Vermont, where capacity in social
services is perhaps even more limited that it would be in a larger state. That being said, a larger
state does not necessarily mean more resources are allocated to food and nutrition programs and
other social services, particularly if they lack Vermont’s seemingly socialist-oriented culture.
BTVSFP’s Doug Davis pointed out that, if CNP’s are block-granted, a fear I will discuss further
in “The Federal Behemoth: Fighting with Bureaucracy” sub-chapter “…a state like Vermont may
very well find money elsewhere -- but they may not… there are a lot of states that would take
that money and use it for something else. The regulation might simply require one meal a day at
whatever meal pattern or, um, quality that the state deems necessary.”
Accessibility of Programs: Financial
Most providers of programs that I examined directly addressed their commitment to
making their services financially accessible to resettled refugees, who are generally low-income
at least in early stages of resettlement, or at least perceived as such.
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Discounting Services
Several food and nutrition resources, across sectors, have mechanisms in place that
automatically discount services for resettled refugee clients, or which clients from refugee
backgrounds can apply for. UVM PNAC, for example, does all domestic health screenings as a
pro-bono service for incoming patients whereas many other states charge for the mandatory
medical exam, according to Dr. Andrea Green. CHCB has a Sliding-Fee Scale Financial
Assistance Program that patients can apply for if they have Medicaid, Medicare, high deductible
insurance plans, or are at or below 200% of the federal poverty limit, which can result in
discounted medical care and which may be particular useful for resettled refugees of low-income
(CHCB Financial Assistance). BACG has a scholarship fund for registration, which is
automatically given to all New American gardeners that apply, offering plots at a third of the
normal price. BACG Outreach Coordinator, Meghan O’Daniel, said that some long-time
gardeners may know of the price difference and have told newcomers, but it is not discussed
explicitly and she doesn’t think it needs to be – “I don’t want them to feel like we’re doing them
a favor.” NFNA also charges for their plots, a change since the program first started, as a way of
making the program sustainable and paying for seeds. NFNA Director, Alisha Laramee, said the
payments also help establish a sense of responsibility for the land and investment among
farmers, and prevent unnecessary competition between NFNA and BACG. While plots at NFNA
cost more, they are also much larger.
Helping Resettled Refugees Stretch their Overall Budgets
There are also initiatives that may help resettled refugees with food budgeting and
finances. A core tenant of EFNEP’s agenda is to help participants improve their “food resource
management practices” to result in food cost savings (EFNEP Impacts Report 2017). Susan
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Edwards, EFNEP Educator in Chittenden County, said her program often involved tours of
grocery stores, where her and her students discuss budget and unit pricing to show where one can
get more value for their money. Unit price, as opposed to the retail price of a product, is the price
per amount of food item – for example, the price per pound of a food (UVM Extension In Your
Hands). Comparing foods by their unit price instead of by their retail price is a way to assess the
value of one’s purchase. City Market also runs a program called Pennywise Pantry as part of
their food access initiative. City Market’s Outreach and Education Coordinator leads a monthly
group tour of the store, as well as individual by-appointment tours, focused on helping customers
meet their food budgets and find the best values on nutritious foods. Outreach and Education
Manager, Mae Quilty, explained that unit pricing was initially “spearheaded” by co-ops and
plays an important role in the Pennywise Pantry tours, particularly in comparing prices of
packaged versus bulk spices. Ms. Quilty explained that City Market works closely with their
customers to show how their bulk items are much more affordable than packaged alternatives.
From my perspective as an external analyst and City Market member, their diverse selection of
bulk spices may be of particular interest for resettled refugees looking for spices from their home
countries or regions of origin, in terms of selection as well as price.
Accessibility of Programs: Transportation
Transportation was often perceived as a barrier for resettled refugees in accessing food
and nutrition services (see Chapter 4) and programs have developed various initiatives that aim
to reduce that barrier. I included select public transportation routes in my GIS map to visually
convey certain programs’ struggles in transportation accessibility (see Chapter 3).
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Initiatives that Increase Programs’ Accessibility in terms of Transportation
Several programs offer transportation assistance in accessing their facilities. CHCB, for
example, offers public transportation vouchers and taxi assistance to “patients who qualify”
(CHCB Patient Support Services). Guylaine Daoust, CHCB Patient Support Services Supervisor,
discussed how bus passes are the “first resort” for CHCB in helping patients without other means
of transportation. Ms. Daoust acknowledged that the bus is “something that is difficult to learn,
but it's not impossible, so, you know, we hope that someone can really teach them how to take
the bus.” CHCB cannot orient its patients to the public transportation system, but it can help to
alleviate the financial costs of taking the bus. Ms. Daoust did not discuss the option of taxi
assistance, though she did say that “unless they [patients] have a physical, you know, disability
then... they should be able to get on the bus,” so I suspect taxi assistance is for patients physically
unable to walk or use public transport, who also do no have another means of transport. Age
Well, acknowledging that transportation (whether driving, walking, or taking the bus) may be
particularly challenging for elders, offers limited, volunteer-based transportation to and from
Senior Centers in Burlington and Winooski for their weekly meal service.
Prevailing Challenges with Transportation
For certain programs, public transportation is simply not an option. CHCB is fairly
convenient to access by public transport since it is located directly on bus route 9 (see Chapter
3), but other programs, like NFNA, have no public transportation options. After the tour of
NFNA gardens, NFNA’s Program Specialist, Alisha Laramee discussed the issue of public
transport for NFNA farmers. Without a driver’s license or car, I, too, had trouble getting to the
farms for the tour. The only public transport that goes in that direction is bus route 7 (see Chapter
3), which only brings passengers up North Avenue. Ms. Laramee expressed her frustration with
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the bus service, saying the bus could easily make a short detour to Ethan Allen Homestead,
where the farm is located. In contrast, if one were to walk from a current route 7 stop on North
Avenue, it would take upwards of half an hour according to Google Maps. Ethan Allen
Homestead is also accessible by bike, and I know from experience that the bike ride takes about
half an hour from the Old North End and would not be a feasible option for farmers without
bikes or without the physical ability to bike. Ms. Laramee also said that tending to plots is often a
group-activity, in which entire families partake, so biking would likely not be a feasible option
for the whole family. Currently, if farmers do not have their own car, they must coordinate with
each other and with friends to get a ride to the farms, which can be especially problematic for
people that work long hours.
Where Transportation is Less of a Concern than Expected
While many service providers expressed concern regarding transportation accessibility,
resettled refugees appear adept in overcoming challenges with transportation – even when they
do not necessarily have to. Dan Cahill, BTVPRW Land Steward, discussed transportation in
relation to BACG’s most popular garden sites for resettled refugees. “Tommy Thompson is in
proximity to the Old North End, where a lot of folks live. But a lot of gardeners live in Franklin
Square, and Starr Farm is a five minute walk from their house and they don't like it,” Mr. Cahill
said. Even though many gardeners have to travel farther, they still prefer Tommy Thompson to
Starr Farm, which has the benefit of proximity. According to Meghan O’Daniel, BACG
Outreach Coordinator, there are some New American gardeners at Starr Farm, but they fly
“under the radar” in comparison to her work with other New Americans, since they are mostly
from Eastern European backgrounds and are “very acclimated” to the area. (As discussed in
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Chapter 1, most Eastern European refugees were resettled in the 1990’s, and have thus been in
the area for longer, so makes sense that they require less of Ms. O’Daniel’s attention).
Mr. Cahill and Ms. O’Daniel both suspected the preference for Tommy Thompson is due
to the soil quality, known for being the best, whereas Starr Farm has partially sandy soil and is
not as good quality. Mr. Cahill also suspected that the proximity of a dog park at Starr Farm
might deter some gardeners. As an external researcher, I suspect the distribution of ethnic groups
also has an impact on the popularity of certain gardens and that folks would rather garden in
locations where members of their communities are already established. Transportation, therefore,
may be a challenge for many resettled refugees but not necessarily to the extent that they forego
accessing preferred resources.
Accessibility of Programs: Cultural Competence and Sensitivity
All food and nutrition programs that I examined acknowledged cultural differences and
they ways in which they strive to be culturally competent in serving resettled refugees. Some
participants appeared more concerned with cultural competence in their programs, or lack
thereof, than others. It was sometimes difficult to parse out whether participants discussed fewer
issues with cultural competence because they truly do not exist, or whether the lack of concern in
this arena was perhaps due to participants’ own overly self-confident reflections on their cultural
competence.
Cultural Competency Training: Where it’s going well, where it’s needed, and where it’s still
not enough
Formal cultural competency trainings were discussed as beneficial learning experiences
that improved service provision – particularly by service providers who actively seek them out.
Service providers at WIC discussed their experiences attending cultural competency workshops
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in the larger community, and how those trainings offered tangible skills to implement in
consultations with WIC clients from diverse backgrounds. The WIC office does not hold its own
workshops, but staff have attended, for example, cultural and linguistic competency trainings
lead by UVM professor, Maria Mercedes Avila. “I think this office takes its responsibility to
refugees and health equity VERY seriously,” one WIC provider said. After attending a training
focused on Bhutanese and Nepali communities, a WIC provider discussed her changed approach
to serving Nepali women:
…It was the first time, like, I really realized that Nepali women in particular are not ones
to complain. Nepali people in GENERAL are not ones to complain. But Nepali women,
like, FORGET IT. In their eyes and in their culture, like, "everyone else is important and
I'm last." Which is... maybe just a woman thing in general, for a lot of cultures, BUT at the
same time, I was like, okay, "I need to shift, I need to shift the way that I speak to them to
make them comfortable enough to talk to me about what's going on in their lives and what,
what they struggle with… [I use] a lot of affirmations. I mean, like, motivational
interviewing, we use that every single day. Just trying to make them feel comfortable...
This service provider discussed how the training made her better understand that Nepali women
may resist speaking with providers about their issues or struggles and that, to better address
Nepali clients’ needs, she had to shift her approach in consultations to draw them out to discuss
exactly what those needs are. At the same time, she noted that avoiding complaining may not be
a trait only among Nepali women, but women and mothers more generally, who often make
sacrifices for their families.
Cultural awareness among service providers, however, does not mean that they always
choose to work within the clients’ cultural framework. WIC providers discussed how
consultations with resettled refugee couples are sometimes a struggle. “Nepali couples are so
awesome, they just really respect each other… BUT inherent in that is this hierarchy and the man
always does all the talkin'!” one said. Another said, “Sometimes you really have to gauge the
room and, like, I've asked other family members to leave before.” While asking family to leave
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the room may not have been, from the family’s perspective, the best action to take, doing so
allowed the WIC providers to speak more candidly with the women, their clients, about their
needs and wants. These providers were aware of the cultural norms guiding their patients’
behavior and this understanding lead them to take measures to provide what they believed was
better care.
Any program that works with a diverse population, both in terms of staff and clients, is
bound to encounter difficult cultural differences, similar to those discussed by WIC providers. At
BACG, one of the core cultural differences the program as a whole struggles with in integrating
its New American gardeners is “community” gardening and how the rules around. BACG’s rule
is that every gardener must complete 4 hours of “community work” every season, tending to
plots in the garden that are not their own. Explaining this rule to New American gardeners and
getting them to follow it is a struggle. Meghan O’Daneil, BACG Outreach Coordinator who
works closely with New American gardeners, and has discussed the issue with leaders within
New American communities said:
Community is different to them. I've talked to [a community leader] about this a lot. He's
like, "Community is different for us. Community is living in the same neighborhood and,
like, having dinner at each other's houses” and like... So explaining that they need to
work, not in their own plot, for the community is, like, very difficult… And, like the
Closing Day, is- it used to be -- a lot of cleaning up other people's plots who abandoned
them. And that did NOT compute with them. They were like, "Why am I cleaning up this
other person's plot" .... I understood why it was difficult for them, 'cause it's like yeah
you’re cleaning out somebody else’s weeds like you already do that for yourself... Trying
to instill that idea of community…
Many New American gardeners, Ms. O’Daniel explained, have different perceptions of
community and duties as part of a community, into which the larger garden and garden work do
not naturally fall. She is sympathetic to gardeners’ reluctance to clean plots abandoned by
uncommitted gardeners at the end of the season, when they already have work to do in their own
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plots. Explaining the purpose of the rule is difficult and she tries to show how abandoned plots
become “a problem for the whole garden.” Ms. O’Daniel was quick to note that adhering to rules
on community work hours is a problem for all gardeners, not just New Americans, but that the
justification behind the rule is difficult to translate cross-culturally and will take time for
gardeners to get used to.
From my own perspective, I would like to point out that resettled refugee gardeners are
not the only ones who seem to struggle with the notion of a “community” garden and other
gardeners may also flout BACG’s goal of community. Dan Cahill, BTVPRW Land Steward and
BACG administrator, told me some stories of past tension between gardeners. For example,
The first year that- when we went from that 7 to that 37% and we had all these gardeners
from...um, Burundi... Um, and all of the Burundi...um...crops were, like, just kicking
everybody else butt, you know. They were huge. They were, like, really healthy and lush
and just much bigger. And… the skepticism started to grow, amongst some of the [other]
gardeners, that they [Burundian gardeners] were using pesticides and using chemicals....
So instead of being curious about, like, “wow, how are you doing that”…it's more like,
"why is your corn doing so well" [in a suspicious tone].
Mr. Cahill explained how when BACG started to become incredibly popular among New
American a few years ago, Burundian corn crops flourished in comparison to those of American
gardeners, causing a stir of suspicion among American gardeners that they were using pesticides,
which are prohibited by BACG. As it turned out, the crops were so large because Burundian
gardeners had been crossing corn seeds native to Vermont with African corn seeds, not because
they had been using chemicals. It was in response to these forms of tensions that BACG
developed Meghan O’Daniel’s New American outreach position, which has since expanded to
cover all gardeners including New Americans. I discuss these tensions not to air anyone’s dirty
laundry, but rather to show how resettled refugees and their cultural differences have not been
the only struggle in BACG’s goal of building community – American gardeners’ actions also
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hold some stake in this journey.
While BACG administrators, Meghan O’Daniel and Dan Cahill, are committed to
increasing the program’s cultural inclusivity, they struggle in getting all their staff on the same
page – cultural competence by a few at the top does not necessarily translate in the same
understanding and values at a program-wide level. “Specifically, I think where the most tension
comes in is in relation to... um... some of the rules and... the community work,” Mr. Cahill said.
Site leaders have complained that, "back before we [BACG] had all these New Americans, we
had more gardeners and more people would show up at work days and we could get more done."
BACG Outreach Coordinator, Meghan O’Daniel, said that, with some site leaders,
There seems to be a lack of empathy almost, or a lack of, like, awareness... about... just
how, to like, interact with people. Um, and like, it doesn't matter what language you
speak, you can tell when someone doesn't…is being aggressive or doesn't care what
you're saying.
The apparent lack of cultural competence and understanding for New American gardeners’
needs on the part of BACG site seem to contradict BACG’s administrative goals to create an
inclusive ad supportive environment. BACG is:
Trying to, like, create a comparable experience to somebody who speaks English, who
can pick up the phone, who can access us [BACG] at any time…Where the, the
cultural…um, differences are greater, you know, you have to kinda... it’s on the
ownership of the person who has the power to kind of share that and kind of go to
them…Now as the program administrators it's easier for us to like [to say], "yeah, this is
what we want to do, this is what we believe is the right way to do this and seems like the
fair and equitable way to go about it"... Um, getting site leaders to see it that way is
difficult.
BACG may be, at the top level, committed to increasing their accessibility for resettled refugees
by reaching out to them and working closely with them on their distinct needs (e.g. through
Meghan O’Daniel’s position). But not all staff who work with resettled refugee gardeners on a
regular basis are as sensitive to resettled refugees’ needs or agree in accommodating them,
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“because they have a different investment in the program, um, and at the end of the day they
have different access to support and training.” Garden site leaders at BACG, it must be noted, are
volunteers. This is not to say site leaders are not invested in the gardens – some have volunteered
for years and even decades and they are essential in running the garden program. However, site
leaders are not official employees bound to the program’s agenda and do not receive professional
development on how to work best with the diversity in the gardens – skills which may come
more naturally to some than others. Given the persisting tensions, BACG is considering
implementing cultural competency training for their site leaders.
CHCB is one example of an organization that offers explicit cultural competency training
to their staff. All new staff complete a cultural competence orientation, led by Patient Support
Services Supervisor, Guylaine Daoust. In this orientation, Ms. Daoust explains to new staff that
it is not only that CHCB cares to provider culturally competent health care, but that they “receive
federal funding, therefore we [CHCB] have to provide this, um, extra attention to LEP patients.”
“LEP” stands for “limited English proficiency.” It is therefore not just a choice, but also a
federally mandated requirement that CHCB be especially attuned to patients, including but not
limited to resettled refugees, who may not speak English proficiently. In addition to directing
staff toward “culturally and linguistically appropriate standards that were developed by the
Department of Health” and the online Champlain Valley Cultural Competency Manual, which
has information “about all the different groups that were resettled here,” Ms. Daoust is also
based at CHCB Riverside and Riverside staff “know to come back and talk to me or ask
questions, you know, whenever they need to.” CHCB’s Dietician, Emily Heaslip, told me how
helpful it is to have Ms. Daoust, who has been working with Chittenden County’s resettled
refugees for over nine years, to refer to. In CHCB’s case, cultural competence appears to be
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successfully built in to various levels of program administration and service provision.
That being said, building cultural competency training into programs does not necessarily
dispel issues with cultural competency among all staff. Despite the cultural competency training
and other resources on offer for staff, and general culture of cultural competence at CHCB, Ms.
Daoust said:
... I think that as a whole you will find a lot of people who are culturally competent here
but there are still people who are not. And it's hard to identify that, um, you know, 'where
are the problems?', I think that people need to voice their opinions and if there's a
problem somewhere they need to voice their opinions so we can know that there's a
problem and fix it, uh, but that's something that takes courage. Not everybody's willing to
do that so...
While CHCB makes concerted efforts to provide culturally competent health care, and is overall
successful to that end, there are still gaps in that some providers are not culturally competent.
Such gaps can be difficult to identify because those providers are rarely vocal in addressing their
insecurities or issues working with diverse patients and reluctant to seek help that could
potentially make them more culturally competent. Even an organization with an administrative
goal to be culturally competent and the professional development and resources to put that goal
into action, may still have room to improve and “do good better.”
Adjusting Service Methods and Materials to Meet Resettled Refugees’ Cultural Needs
There is undoubtedly room for many programs to continue working toward cultural
competence across their program and in each provider – but most of my research participants
seemed to be committed to cultural competency. They often discussed the ways in which they
adjust their methods and materials to meet the needs of their resettled refugee clients, even if
they did not always explicitly label these practices as “cultural sensitivity” or “cultural
competency.”
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WIC Grocery System
WIC’s recent switch to a grocery shopping method of implementing their food package,
from their previous direct-delivery method, has created several problems for their New American
recipients. Because WIC has strict guidelines on exactly what food items are and are not covered
under their program, choosing eligible food items can be difficult for any WIC participant, but
especially for those who may experience language and literacy barriers, and who may be
unfamiliar with American food products. Laurie Dotolo, a WIC provider, told me about the
horrors stories she has heard from clients since the switch:
They hated it. They… And ah, oh! How awful, to be at check-out and not being able to afford this
food but getting it 'cause you think WIC's gonna cover it and then it checks- scans up and you
picked out the wrong stuff and it's not covered by your WIC card and your Nepalese so you don't
complain so you spend all of your electricity money to buy food that maybe you didn't really want
but you thought it was free through WIC. So it's just been a terrible... experience at check-out.

Often, Ms. Dotolo hears stories in which WIC clients thought they were choosing WIC-approved
food items only to realize after swiping their electronic benefit transfer (EBT) card that their
items are not covered. Because of peoples’ cultural temperaments and potential embarrassment
or fear, a Nepalese WIC client, for example, might just buckle down and pay for the groceries on
their own – thus spending money that was budgeted for other necessary monthly expenditures.
The switch is not all bad, however. It allows WIC clients to shop for more variety – and
potentially buy more culturally relevant foods – and to spend WIC benefits as they are needed,
instead of receiving a bulk delivery. There are also some mechanisms in place that may help
New Americans adjust. One is that WIC providers can see their clients’ audit trails in the
electronic medical records, so they can identify where and when benefits are not being applied.
There is also a WIC app for smartphones, to scan product codes to see whether or not a food item
is WIC-approved (though providers lack consensus on the degree of technology availability
among New Americans). City Market also marks all food items that are WIC approved with a
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WIC symbol on the product tag, an easy way to identify WIC foods without technology. WIC
Burlington is also partnering with the Association of Africans Living in Vermont (AALV) to
help train interpreters how to identify WIC-approved foods so they can help their resettled
refugee client.
The meal service programs that I examined place a high importance on adjusting meal
offerings to include culturally relevant dishes or, at the very least, culturally acceptable
ingredients. As discussed in Chapter 4, “Service Providers’ Perceptions of Resettled Refugees
Food and Nutrition Needs,” BTVSFP has made changes in its meal program to accommodate the
dietary needs of its diverse student population. At least at BHS, pork has been completely
eliminated to cater to the Muslim student population and the use of beef in meals has decreased
in response to a growing Nepali and Bhutanese population. They have also increased vegetarian
offerings. From what I learned, it does not appear that BTVSFP is necessarily aiming to serve
traditional dishes from students’ cultures and the cuisine and it seems that schools meals, for the
most part, are American. For example, hot dogs are still served, but are made of turkey – it is still
American food, but an adaptation to be culturally appropriate for a wider range of students.
Getting New American families to recognize these changes, however, is a challenge for
BTVSFP. Some families will not let their children eat school food out of fear that the meals were
in fact not culturally appropriate. BTVSFP works with the Burlington School District’s
multilingual school liaisons to address this gap. Two years ago BTVSFP at BHS had a “Nepali
night,”
Where we [BTVSFP] would set up a salad bar, set up what we serve for breakfast, set up
a meal so the k- so the families could see it. Because we were recognizing through a data
draw that we weren't reaching those- those families as well. And it turned out that they
just didn't understand what we were offering... I just think that they were, they were... um,
rightfully...you know, cautious.

113

Mr. Davis said:
Get parent calls all throughout the week, you know, from, from families. Very
infrequently do I get them from New Americans. And I dunno if it's because they... are...
less comfortable on the phone, or if their English isn't quite as good, or if they're... I
mean, just overwhelmed by other things.
Taking initiative to reach out to and orient parent to the meal program may be especially
important for resettled refugees, given the apparent barriers in communication between them and
school administration and given the cultural considerations surrounding food.
Overall, CNP’s in Chittenden County still have room to improve in providing culturally
relevant meals. Winooski school meals are not run by BTVSFP but rather through the Abbey
Group, a management company contracted by their school district. A service provider in
Winooski said that:
The Abbey Group is, is good about at putting together meals that kids will eat... You
know, not, like, unbelievably healthy stuff but... it's a fine, like, in feeding kids because
you want them to be eating nutritious foods but there's a reality, like, kids are picky
eaters.
Winooski’s school and summer meals have improved in the last year, even if they are not
extremely nutritious, “because kids weren't even eating them before and now they are.” That
being said, there are still “some families that will bring lunch to school and…it's mostly New
Americans.” Her observation made me wonder about the reasons behind the avoidance of school
meals. As discussed in Chapter 4, school lunches are an important way for families to stretch
their food budget and if families are not utilizing them, that could have an important impact on
their overall food security.
When I asked Doug Davis what he thought might be causing low school meal
participation among New Americans in the rest of the county, he said:
I think that could be, again not knowing what schools and not trying to point fingers...
Um, I think that, it could be that their families aren't comfortable with what's being
offered or, um, the meal application process. You know, depending on where they are.
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Like if they're in Winooski. Um, their- that's a management company... Yeah, so
philosophically, taking off my Burlington School Food District hat, I'm philosophically
opposed to making profit on students that are hungry... and food insecure
From Mr. Davis’s personal perspective, a for-profit management company might place a lower
priority on making their meal services accessible to all families than a CNP employed directed
by the school district. Due to time-restrictions, I was unable to include the Abbey Group in my
research. However, HFVT Child Nutrition Specialist, Rebecca Mitchell, who works with school
meals in the county, said that “providing culturally appropriate meals…is something that, I think,
people are aware, they're working on, but that's an area of growth and improvement.”
Serving culturally appropriate meals appears to be an even greater challenge with an
elderly population. Age Well’s weekly community meal service for New Americans is mostly
attended by Bhutanese and Nepali elders. Age Well’s Nutrition Coordinator, Chris Moldovan,
has been working closely with BTVSFP caterers to provide traditional Bhutanese and Nepali
meals that will be welcomed by clients and that adhere to USDA nutritional guidelines. Despite
continuous efforts to modify meals, which are mostly vegetarian and consist of “We've done a
lot of lentils or chickpeas spiced up with rice and, um, served vegetables on the side or served
fresh fruit as dessert,” most meals end up in the trash. Age Well is “trying to figure out the right
spice or the right combination of spices for a curry dish,” but even then, “when the kitchen says
it's spicy…it is not the same spice degree,” as the elders want it to be. While CNP’s might be
able to get away with simply having culturally appropriate ingredients, and not necessarily offer
meals that adhere to clients’ traditional cuisines:
Elders are a different story. The young population is learning about the culture here so
more open to trying new foods and okay with having traditional foods that are maybe not
prepared exactly the way they were but for elders that's what they know. They don't know
and don't want to have those other foods. Not that they won't try it but they won't eat the
[whole] meal.
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In order to make meals palatable and desirable for elderly clients, meal services may have to try
much harder than CNP’s to recreate dishes that taste authentic. Children of resettled refugee
families, growing up in American culture, are more accepting of American food and perhaps
more lenient when it comes to eating traditional cultural foods. Elders, however, have different
standards and it can be a struggle to modify menus and ingredients in order to meet those
standards.
Type and taste of food is not the only cultural challenge for Age Well’s meal services –
the whole concept of a community meal outside the home seems to be a barrier. Ms. Moldovan is
“Getting info from anyone [she] can who knows the culture. Elders very sweet and accepting and
won't say anything and yet throw out food.” Out of politeness, Bhutanese/Nepali elders will take
food on their plates to taste, but later throw most of the food away, and will not give direct
feedback about the meals. Ms. Moldovan, therefore, is left to interpret why the meals are not
eaten. Besides concerns of meals’ authenticity, there may be other cultural barriers.
So one of the things that I've discovered in the year that I've been here is, culturally, they
don't often eat outside the home. It's not the norm. And so to ask elders to come out of
their home, which is in a new place, come to a group meal site, which is in a new place,
eat food that's different – it's, it's a challenge.
Ms. Moldovan has come to understand that the idea of a community meal outside of the home,
that is not home-cooked, is a foreign concept for many Bhutanese/Nepali elders. Age Well is
successful in recruiting participants to attend the meetings, but expecting them to also eat the
meals may be too far of a cultural leap.
There are also some questions about the caste system prevalent in Bhutanese/Nepali
culture and whether that is contributing to clients’ perceptions of the meals. Ms. Moldovan said:
I'm a little unclear on this, but there's some discussion about caste system. And who
prepares certain parts of the meal and often, again, if the elder does not know, or maybe
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they do know the caste of the person that prepared the meal they will not touch it, if
they're in a higher caste…So we've tried to have the cooks come in to the meal site and
introduce the cooks to the elders, thinking they would maybe accept it better if they met
who was preparing their meal.
Bringing the cooks in, however, did not have a visible impact on the popularity of the meals. Age
Well’s Chris Moldovan remains committed to adjusting the meal service to meet her refugee
clients’ wants and needs, but also has to keep in mind funding and avoid over-burdening
BTVSFP caterers with constant changes. Ms. Moldovan’s main focus as Nutrition Coordinator is
to provide nutritious food but also to ensure it gets eaten, because “nothing is nutritious if they
don’t eat it.” The community meals are an important means of reducing social isolation for
elders, and seem to successful and well-received to that end, but the nutritional aspect of the
program still faces significant challenges and room for improvement.
Dietary and Nutrition Consultations
CHCB’s Dietician, Emily Heaslip, developed her own informational nutrition materials
for her Nepali and Bhutanese patients. Ms. Heaslip provides diabetic and pre-diabetic patients
with handouts containing information on diabetes. Though the first page of the handout is in
English, which she said family members often help interpret, the rest of the handout uses
symbols and pictures, which do not require high literacy in any language. For example, frowning
and smiling emojis next to pictures of food identify those that should be avoided and those that
are recommended in controlling diabetes. Creating this handout was in response to Ms. Heaslip’s
perception of existing materials for her Nepali-Bhutanese clients. “There were a lot of these
canned, um, like, "here's diabetes tips for people who speak Nepali!" and I just kinda felt like
they weren't... helpful,” she said. Ms. Heaslip also uses food models and divides them across the
table in her office to convey which raise blood sugar and which do not, and then creates a model
plate to give a sense of healthy portion sizes. One challenge with this method is that American
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food models do not represent foods typical to Nepali and Bhutanese diets, or the way they would
be cooked. Ms. Heaslip wishes there were more culturally relevant food models to use in her
meetings or if there were, for example, a whole sweet potato as model instead of the current
cubed and cooked model. In the meantime, she is planning on printing pictures of different foods
and laminating them. She is able to do this now that she has become familiar with Nepali diets,
but the next step will be learning more about Somali diets, given her growing Somali patient
population.
Other providers also seem to struggle with finding culturally-appropriate informational
materials on nutrition. Ms. Heaslip said she has received “frantic e-mails” from other providers,
whose work is less centered on serving diverse populations, asking to use the materials she
developed. EFNEP Educator, Susan Edwards, also expressed her frustration that USDA lacks
materials specific to working with the resettled refugee populations in Chittenden County. “It's
very complicated as far as materials... We're working on it,” she said. Dr. Andrea Green from
UVM PNAC, discussed some resources specific to working with diverse populations that she
finds helpful, like “Oldways,” which provides multi-ethnic food pyramids, and materials on the
U.S. Committee for Refugees and Immigrants (USCRI) website. Overall, she said:
So I've found some ethnic resources but there's not, I feel like there's not great culturally
sensitive resources. I feel like in general, especially around obesity in the United States,
we are missing something. And I think what we're missing is a lot of these cultural pieces.
There is room for improvement, therefore, in developing and widely distributing more culturally
sensitive and culture-specific nutrition resources for Chittenden County’s diverse resettled
refugee populations.
Developing materials to better suit resettled refugee clients is only beneficial, however, if
they are indeed more intelligible and it is this piece of gauging understanding that Ms. Heaslip

118

struggles with. She said that one of the cross-cultural challenges in working with Nepali patients
is that
They tend to not really ask questions…So I've been trying be like "well, so how would
make your plate for dinner tonight?" And then they'll kind of show me and that's the
easiest way for me to like, gauge, if they're actually understanding.
Asking patients to build a plate is a good tool for Ms. Heaslip in gauging understandings of
diabetic dietary concerns.
As an external researcher, however, I have understood that interpreting a model plate as
representative of diet can be problematic. Another participant also uses this method, and teaches
resettled refugees about the USDA MyPlate. However, these methods led her to believe that fruit
seems to be generally lacking in the diets of Chittenden County’s resettled refugees. And while
this may very well be true, or particularly true for the cultural groups she works with, it conflicts
with the general consensus among other providers that resettled refugees have a high demand for
fresh fruit. My personal interpretation of this apparent discrepancy, however, is that people may
not naturally think to include fruit on their plate with the rest of a meal. The MyPlate model,
introduced in 2011, is the latest visual representation of USDA’s nutritional guidelines and in
American popular culture may be largely accepted as just that – a guideline – like the nowretired USDA food pyramid models that I was taught growing up (Brief Guide of USDA Food
Guides 2017). Someone unfamiliar with USDA nutritional guidelines, however, might take the
MyPlate model literally and fill out their own plate with the constituents of a typical plated meal,
excluding other portions of a meal that they do not eat on a plate. Thus, many might not think to
include any fruit they eat together on the plate with the rest of the meal.
Successes and Challenges with Translation and Interpreters
Most participants discussed language barriers and their success and challenges in using
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translated documents and interpreters to overcome them. As discussed in Chapter 4, translated
documents can be tricky, since clients are not always literate in their native language, and for
some who are trying to practice their English, non-translated documents may even be preferred.
There is a range of concerns, too, with interpreters – minimizing the use of family as interpreters,
avoiding in-person interpreters for sensitive matters if there is concern of confidentiality in the
community, and issues that are typical of telephonic interpreters.
In discussing challenges with telephonic interpreters, one provider said:
For the most part, they're really- they're fine. I've had a couple that are, like, BAD... Like,
for example, if I was like, "oh how are you?" and then the interpreter will sometimes be
like, like this super long thing. Like, you're not- you're clearly asking something. Or one
of the issues I've had is, um, if an- this doesn't happen that open but if the patient asks a
question sometimes the interpreter will try to answer it. And it's like a nutrition question
and they really – it should go to me.
Telephonic interpreting services offer a convenient alternative to in-person interpreters – they are
cheap and readily accessible through a national phone service, available for numerous languages,
and provide confidentiality that is difficult to come by in a small resettlement site (see “A
Unique Resettlement Site”). However, as with any form of interpretation, it is sometimes unclear
whether information is getting lost (or added) in translation when translations do not appear
proportionate in length to what was said in English. In other cases, translators do more than just
interpret and try to circumvent the service provider by answering clients’ questions directly.
Even when they answer them correctly, such behavior does not inspire confidence in the
interpreter.
On the side of successes, I also had several service providers tell me they believed they
were “good at using interpreters.” As an example of the types of anecdotes I heard, one WIC
service provider said that when she is “talking to a breastfeeding mom and the interpreter is a
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man and she's feeling uncomfortable,” she has “called a different interpreter and specifically
asked for a woman before.” Being attuned to clients’ or patients’ comfort levels with interpreters
is certainly important, and it is good that so many providers feel proficient in assessing that
comfort and making changes as necessary.
That being said, some providers believe the focus on interpreters is excessive. Martha
Friedman, Vermont’s Refugee Health Coordinator, said that the perception of interpreters and
cultural competence is one area for improvements in local food and nutrition services:
Well…So... There's all this emphasis on using interpreters. That's MANDATED. That's
required. People should be doing that already, like that shouldn't be something additional
or special. Like, everyone should know how to do that and it should be normative. And
somewhere that wasn't Vermont, like somewhere bigger, like, it would be a lot more
standard practice. And like knowing how to... USE an interpreter effectively and all that
sort of thing. A lot of providers think that they're like... culturally competent if they use an
interpreter.
Ms. Friedman explained that using an interpreter, and knowing how to use one effectively, is not
cultural competence and should not be seen as a strength or success of programs. She also
alluded back to the notion that Vermont’s size and demographics can be problematic in serving
diverse populations, and that it fosters a false sense of cultural competence when providers are
able to offer basic services to resettled refugees. I believe her perspective, while it initially
sounds harsh, offers important insight into a topic that was often discussed as strength in my
interviews with participants.
Ms. Friedman hanged my own perspective on interpreters, and probably contributed to
the brevity of this section, “Translations and Interpreters,” relative to the volume of data I
collected on it. Her words caused me to reflect back on the example above, about the WIC
service provider switching to a female interpreter in a breastfeeding consultation. On second
thought, the awareness and thoughtfulness on the part of the provider did not seem like much to
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ask for – for example, I also would prefer a female interpreter is I were discussing breastfeeding
concerns. It is undoubtedly important for service providers to use interpreters and know how to
use them effectively, but by shifting the focus and discussion away from interpreters, there is
potentially more room for constructive criticism and improvement of cultural competence.
The Federal Behemoth: Fighting with Bureaucracy
Federal programs or programs that receives a majority of their funding from the federal
government, like BTVSFP, WIC, EFNEP, 3SquaresVT, and Age Well, face similar challenges
unique to the bureaucratic systems that monitor their service provision. Providers of federal
programs often feel like it is especially difficult to make changes to their services due to higherup procedures and restrictions that are out of their control. A service provider at WIC told me:
We're good at a large amount and variety of people. Um, we struggle with, that one
prescription doesn't satisfy everybody's needs... The benefits are it's federally funded and
the money keeps coming and it's really wonderful and... and ah.. we have wonderful
resources and... um, the funding is pretty safe and the downside is we're pretty boxed in.
We can't really think outside the box very well.
Service providers see being part of a federal program as having both benefits and limitations.
Namely, the long-standing history of federal funding for WIC is a benefit, allowing them to
serve many people with reasonable certainty that their programming will not get cut. However,
precisely because the program is administered federally, and has been around for so long, the
program may not meet the needs of today, and may not be able to change to do so either.
Providers have similar concerns regarding the inflexibility of the Supplemental Nutrition
Assistance Program (SNAP), known in Vermont as 3SquaresVT. Drake Turner, Adult Nutrition
Initiatives Manager at HFVT did not share the same confidence in 3SquaresVT’s federal
funding, but did discuss similar issues that 3SquaresVT faces both in serving a diverse
population and making improvements in the program:
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Just the structure of a federal program is not gonna be as flexible as you would want it to
be to, to serve a diversity of different folks. Um, but we, the reason that we focus so
heavily on 3SquaresVT is that it's, like, one of the only entitlement programs left in the
US, so it can actually expand according to need…A lot of the issues that we have in
Vermont are... limited and hindered in terms of solving them by... external factors. Like,
our state's IT system is terrible. So we sit down and talk about all these issues and then,
ultimately, it's frustrating because the computer is the thing that stops something from
being fixed… a lot of the advocacy that we do, um, is just like trying to get things moved
forward like an inch. Um, because it's really hard to change stuff in these really
entrenched programs that have a lot of, um, like really intense and complicated rules.
Ms. Turner explained how SNAP, like WIC, is a federal entitlement program born in the 1960’s
and which survived the 1990’s welfare reform that block-granted similar programs under the
Clinton administration. While the current programming is not perfect, HFVT works hard to
protect it since, as a federal entitlement program, it is able to expand based on need and there is
no cap to the number of participants. The major challenges in administering 3SquaresVT,
however, are largely out of the control of HFVT or the Department of Children and Families
(DCF), and result from bureaucratic checkpoints and restraints. While this may paint a grim
picture, Ms. Turner emphasized the need to continue advocating for improvements so that when
an opportunity presents itself, reforms can be made, and focusing on feasible small changes.
The inflexibility of old federal programs, SNAP and WIC, to adapt to modern times and
serve increasingly diverse demographics is apparent in the limitations of what they offer as part
of the food packages. Neither Drake Turner nor service providers at WIC believed the food
assistance packages offer enough benefits.
The WIC food package is limited for any recipient, but the restrictions in the package may
be an even greater struggle for resettled refugees participating in the program. WIC food package
offers just six dollars a month toward fruits and vegetables for children. For mothers, the outlook
is not much better at just eleven dollars for fruits and vegetables per month. “The food package
that we have... it's not culturally friendly,” one provider said, given that a typical Asian diet's
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really high in fruits and vegetables and they wish they could get a lot more [WIC money for
fruits and vegetables.” While seventeen dollars a month toward fruits and vegetables for a
mother and child may be dismal for anyone, as discussed, there is a sense among service
providers that most resettled refugees’ diets – Asian or not – tend to consist of more fruits and
vegetables than the typical American diet.
Food package offerings are not only limited in that they fail to meet diverse dietary needs,
but they are also based on outdated standards surrounding cooking. According to HFVT’s Drake
Turner, families may be inclined to buy less nutritious, but cheaper foods in order to stretch their
3SquaresVT dollars further. According to Ms. Turner:
The 3SquaresVT, like, calculation, that determines how much money folks get is really
outdated and it's based on this, um, it's called the Thrifty Food Plan, um, that is, like, so
out of touch with what it actually costs to feed yourself a varied and nutritious diet...It
just assumes that folks have hours and hours and hours to prepare meals... and that
there's no variation, like the protein is, like, canned tuna. And it's just not really rooted in
reality... So a lot of families, you know, they run out their benefits within the fist two
weeks of the month, pretty much...There's a lot of rehtoric... uh, nationally... saying that
we should- that too many people are buying soda and junk food with their SNAP benefits
and that we should... they shouldn't be able to buy that.... Yeah, people buy unhealthy
things -- at all socioeconomic levels. But a lot of folks that are receiving those benefits
are buying the cheapest food, because they have to, and the cheapest food is very often
and pretty much always the least nutritious food.
The Thrifty Food Plan (TFP) is one of four food plans designed by the United States Department
of Agriculture (USDA) to breakdown nutritious diets under different budgets (CNNP 2007).
TFP is the cheapest food plan and is what is used to design and determine SNAP benefits.
According to Drake Turner, however, the TFP is unrealistic in its assumptions that people have
“hours and hours” of time to prepare foods and, under the TFP, one would have no variation in
their diet. She then mentioned how there is often criticism at the national level that SNAP
recipients use their benefits to buy junk food and should not be able to. In the context of SNAP’s
limited benefits, however, people are often forced to buy cheapest food, which also tends to be
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the least nutritious. Ms. Turner perceived this as a major limitation of SNAP/3SquaresVT, both
for resettled refugees and recipients more generally, but the nature of federal programs and how
they are managed makes it impossible for providers administering them to act autonomously to
encourage or make changes that they deem beneficial.
Federal restrictions are a similar struggle for free meal services, binding programs like
BTVSFP and Age Well to follow strict nutritional guidelines and reporting policies that pose
downstream challenges in the basic administration of their services. Federal nutrition policies
that superficially appear beneficial can cause major challenges for the CNP’s administering
them. Doug Davis, in addition to directing BTVSFP, has also been the Chair of the national
School Nutrition Association’s Public Policy and Legislation Committee for the past eight years.
In this role, he helps to analyze the impact of national policy on child nutrition professionals.
With regard to some of the challenges BTVSFP, and likely many other CNP’s face, Mr. Davis
said:
So the Healthy Hunger-Free Kids Act is our today's law. Okay. And since the law was
enacted, now there's a lot more fruits and vegetable offered, a lot more different KINDS
of fruits and vegetables – kids are eating substantially healthier. That's the good news.
The bad news or challenging news is that the, um, the meal pattern's expensive, we're not
funded to do it... Some of the requirements make it difficult or more challenging to track
meals that are outside the cafeteria…Um, also, it added a lot of... uh... auditing and
review and, um, ahhh, I guess “administrative reviews” is the best way to put it.... That's
300 pages for last year's APPLICATION for our school to participate in the meal
programs that we've been participating in since 1950. Every year, same thing. Every
year, SAME thing.... Um, we are CONSTANTLY duplicating tasks in terms of the work
that we're being asked to do.
Federal guidelines that are intended to increase the nutritional quality of CNP’s have generated
enormous challenges for BTVSFP in terms of administrative tasks.
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The administrative toll on policy changes is so severe that it can potentially compromise
program’s ability to offer the full range of their current meal services. When I asked Mr. Davis
what he thought BTVSFP could improve on, he told me:
I think that... I, I think we would do better to, honestly, to, to gear down a little bit. Um,
because this is a paperwork-driven business, everything that we do is based on paper
documentation. A lot of schools find it more streamlined to do the same menu in the same
ten-day cycle that rotates around... They can meet the regulations... Schools can, just,
make the menu around the requirements. We really wanna make the menu based upon
student needs, student wants, and what's really fun... [for example,] they do a fresh-order
grill on Wednesdays, they do fresh burritos - you know these are things that just aren't
done at schools and those are things that people look from the outside and say: "Oh my
god, I could never get my head around that because the paperwork is to com- uh, too
cumbersome. And when I get reviewed, I mean, we're not always in compliance on theBECAUSE the paperwork is so cumbersome. It isn't so much what you're doing, it's how
you prove you've done it, so I think we could do a better job at that. And I'm really kind of
conflicted, about that. You know, I would, I would never want to scale-back what I'm
offering, because I would want to make sure that the kids get everything that they need.
Policies intended to monitor the compliance of CNP’s to nutritional requirement therefore pose a
challenge in administering a school meal program that is not only nutritious, but fun and which
meets the needs and wants of a diverse student body.
Not only that, but guidelines that initially seem like they would increase the nutritional
quality of a school meal, like a new law requiring water in cafeterias, can in practice pose issues
in helping kids meet their daily nutritional requirements. At BTVSFP,
Our milk sales plummeted…We know that kids need the calcium, the protein – especially
young women – and they're simply not getting it. That regulation also had... a stipulation
that said flavored milk had to be fat-free. So that changed the flavor profile and the
mouth-feel of that milk. A lot of kids who used to like chocolate milk now just don't like it
and don't drink it. So they saw water and juice there so they went to that... There was
definitely a hit, I would think, on their overall nutritional intake from that meal. Um, I'm
not knocking... the regulation or the law... Again, challenge though with child nutrition
programs, because it's federally mandated, it's, it’s – there's a hundred thousand schools
and we're all following the same rules...So I think the one-size fits none model is really
tough. Um, and that's true of any... federal behemoth.
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The notion that the “one-size fits all model” is challenging in servings a diverse population of
clients, including those from refugee backgrounds, was indeed discussed by all programs I
examined that are part of larger “federal behemoths.”
Age Well’s weekly meal program for resettled refugee elders in Burlington and
Winooski, just a tiny fraction of their overall services offerings in Northwestern Vermont,
struggles in serving food that adhere to the Older Americans Act, which funds their nutrition
program and puts forth “strict nutrition guidelines” for the food they must provide. In theory, the
guidelines appear simple, but when translating the requirements into Nepalese and Bhutanese
cuisines, and compare those to the foods available in Vermont, they “don’t match.” Many local
food programs strive to offer meals that both adhere to federal nutritional guidelines and are
palatable to the folks they serve, but often struggle in finding a balance between meeting the
wants and needs of their clients and creating a food program that is sustainable in terms of
energy and investment on their part.
An added challenge for federal programs is the lack of understanding from fellow
providers who, unaware of the limitations of such programs, encourage changes that are difficult
or impossible to make. A provider at WIC shared her experience with this frustration:
We got BLASTED at this community partner meeting, which was actually a very... inside
group. Ah, it's ONLY, uh, people that have been immigrants or refugees sit in that room...
They were just... THINKING more out of the box questions and why can't we improve
WIC by doing that but WIC is like a dinosaur, man, it's a federal program that takes
years and years of... institutes of medicine studying to change one little item that we give.
So they- the outside world, the community partners can't understand, like "well if this is
in the best interest of New Americans, you should make that change." And you just can't.
I call it State Standard Time - I mean, nothing happens quick [laughs]... in government.
Nothing.
For BTVSFP, the main complaints come from concerned parents who, for example “question the
amount of products that come wrapped… you know, creation of trash.” who do not understand
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the food safety regulations CNP’s are bound to. However, there may be further support for
CNP’s, including BTVSFP, in the years to come. Mr. Davis explained that the School Nutrition
Association’s Public Policy and Legislation Committee is…
…Working the Senate Ag Committee and the, um, House Ag Committee, as well as the
House, um, Education and Workforce Committee, to make sure that our programs
maintain. We're finally working, um, with both sides to get some language into the Farm
Bill, which we've not done in the past, to try and boost up some of our funding there. As
well as trying to, um, get some funding to work to streamline and simplify our programs.
While changes in the Farm Bill could potentially alleviate some of the administrative struggles
facing federal food and nutrition programs, in the meantime community partners will have to
understand and work within the federal limitations in order to create a conversation based in
reality – that acknowledges what can and cannot be changed – and thus promote constructive
collaborations.
Never Enough and Constantly Depleting: Time, Budget, and Capacity
Each of the programs I examined cited limited time, budget, and capacity as affecting
their ability to best meet the needs of their resettled refugee clients or, in the case of programs
that do not work directly with resettled refugees, supporting other resources that do. In many
cases, these limitations were specific to sector (see thesis statement for breakdown of sectors)
and will therefore be presented accordingly.
Clinical Services’ Struggles with Time, Budget, and Capacity
Time restrictions in meeting with patients from refugee backgrounds is a huge challenge
for local health care providers. Dr. Andrea Green is quick to note that time with patients is an
issue in medicine in general, but especially for her clinic, given that they “don't get any extra
time to see patients and we [UVM PNAC] use interpreters and we want to make sure there's
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good communication so time is ALWAYS an issue.” CHCB physicians also struggle in getting
enough time with patients. A provider at CHCB Riverside told me:
I mean you want to meet them at where they are but you know you really have a lot of
people to serve. You know, you look at a schedule, you have a fifteen minute appointment
with the doctor, well yes the patient will be here for an hour and talk to the social worker,
will talk to the nurse... But the doctor only really has ten minutes – ten, fifteen minutes,
you know – so there's only so much, um, that you can do in that time.
Doctors might want to address larger issues to help patients adjust to the American health care
system, in order to “to really benefit [from] all the health services that we [CHCB] have.” but
they are already pressed for time with the medical consultation itself. As discussed in “Lay of the
Land,’” the CHCB new patient orientation for resettled refugees and immigrant, through what
they call the “New American clinic,” tries to address potential gaps in understanding before
patients meet with their doctor, by explaining what to expect from appointments and treatments,
what services CHCB offers, how their insurance works, how they must schedule appointments,
and more – all in just thirty minutes. Guylaine Daoust, Patient Support Services Supervisor at
CHCB, who leads these orientations said:
So, you know, it's a lot of information but I try to go cover i- some people need to go over
a lot, some people already know some it so, it's kind of a mix of that... Depending on
where they're from, you know they might have experienced similar situations or they have
family members who are already here and who already explained everything to them.
Some patients may benefit more than others from the patient orientation, but even then, the
orientation does not change the struggles of time restrictions on appointments with doctors and
may itself be too perfunctory. I know from my own experiences as a student mentee shadowing
at Winooski Family Health, that appointments at that CHCB branch are not limited to fifteen
minutes, as stipulated in the terms of their merger. There is an enormous stress on doctors to
assess and manage resettled refugees’ health needs in the same (and already insufficient) amount
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time as any other patient, creating potential gaps in the provision of high-quality, culturallycompetent care.
CHCB used to offer several grant-funded programs that boosted their orientation
programs, but many of those ended in 2017. Previously, CHCB worked with Vermont Health
Connect to have employees on staff that can assist both patients and non-patients in a “navigator
service for health insurance.” The three-year grant was always renewed, but has now ended
completely and while CHCB still has staff that can assist folks in navigating health insurance,
“it's not funded by the state so we're [CHCB] not required anymore to provide that service to
anyone at large – we concentrate on our patients.” CHCB also offered group health orientations
through a grant from the DOH, which also ended in 2017. Through this grant, CHCB was able to
gather groups of New American patients who all speak one language for a series of orientation
meetings with an in-person interpreter and “introduce refugees to, for example, nutrition, how to
take medication, and better understand health care in general and learn more about dental care as
well.” In the last year of this grant, they produced videos with voice-overs in English and Nepali
(CHCB’s most frequently-used language among New American patients) so patients can watch
them anytime from a computer or mobile device. The termination of the grant is not all negative
– Ms. Daoust said the orientation videos could actually work better for patients and CHCB than
the in-person meetings:
You know, that was taking a lot of time actually, to recruit people… transportation was
an issue, so we found that we were not reaching the numbers that we would have liked
and it was, it was time to just find a way that was more accessible to others.
As an external researcher, service providers seemed to lack consensus on how available
technology is for resettled refugees – some said that all their refugee clients have smart phones
while others expressed concern about barriers for folks in accessing technology. The decision to
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create orientation videos is a creative way of dealing with the loss of grant-funded program and
may very well work better than the in-person meetings, but some patients without smart phones
or computers may have trouble accessing these videos and, regardless of their access to
technology, may not even be aware of this resource without the active recruiting on the part of
CHCB. Since I examined CHCB’s services in the summer of 2017, however, there have been
changes. Namely, the new Refugee Health Promotion grant through the DOH was awarded to
CHCB (RISPNet Notes January 2018).
Like CHCB, UVM PNAC also seeks ways to improve their health care services for
resettled refugees through grant funding. UVM PNAC now has a social worker on staff, initially
beginning in a grant-funded position that later became permanent. The clinic also receives small
grants for their annual New American Safety Day, during which “Lots of different service
providers around safety come and I use the grant I get to buy car seats, booster seats, bike
helmets, and to pay for swim safety lessons.” The grants, however, do not compensate the
providers running this program. In fact, most of the work Dr. Andrea Green does “do around
community activism, community work is all volunteer work…[she’d] like to be funded...usually
it's [funding in medicine] for durable goods. It's easy to find grants to buy things,” but harder to
find grants to compensate her for her time. Other grant money UVM PNAC receives, Dr. Green
uses to buy books and soccer balls and basketballs for newly arrived kids. UVM PNAC also
participates in Reach Out and Read, a program that “funds books at well-child checkups for all
kids and we have grants that we get as an office and the immigrant kids are rolled into that.” Dr.
Green must use separate funds, however, to buy books for immigrant kids once they are five and
above. As of July 2017, Dr. Green was seeking grants to establish a different model of care that
would allow for more group services and compensate her for the time she spends organizing
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various the aforementioned initiatives. Dr. Green said:
The idea behind trying to move to this sort of group model... is in part, um, because we
have a very individualized-based medical system, right. And most people in the world
operate on a more community level. And so individualized systems have a lot of pressure
because there can't be enough of you. Right? But if I was to see everybody with 2, 4, and
6-month-olds for a group visit and then did their medical exams individually but I saw
them as a group where we talked about issues and they talked with each other and
shared, that's gonna be a much better use of time than me having individual-level
conversations that aren't gonna be able to be as robust with lots of different people... I
think that system would take some of the pressures off of this one-on-one which there's
never enough of me to go around.
A new group system may therefore help address UVM PNAC physicians’ struggles with time
and capacity while also offering a method of care that builds community and that is potentially
more culturally intelligible for patients from refugee backgrounds. In spite of the struggles with
restricted capacity and limited funding, Dr. Green said, of UVM PNAC :
We, um, operate on a lot less resources so it's really the people who are doing the work: I
think we have, um, really good knowledge and work really, really hard to know our
communities, to be sensitive and mindful of things.
In the absence of funding and limited time for each patient, UVM PNAC dedicates special effort
to knowing the resettled refugee communities they serve and their needs. Overall, clinical
resources serving resettled refugees in Chittenden County are dedicated to meeting their patients’
needs and are doing well in devising creative ways of overcoming challenges in time, budget,
and capacity.
Nutrition Assistance & Education and Free Meal Services’ Struggles with Time, Budget, and
Capacity
The nutrition assistance and education programs and free meal services that I examined,
as previously discussed, are all programs with significant federal regulations and funding – the
main determinant with both their successes and struggles with time, budget, and capacity.
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Providers of federal nutrition programs appear to disagree in how they perceive the
relative security versus uncertainty in their funding. Providers at WIC and EFNEP seemed to
have a confidence in the continued funding of their programs that is grounded in their long
history. For example, one WIC provider said:
The benefits are wonderful 'cause there's actually funding, it's stable, and you know, the
programs have been around forever [knocks on wood]…[The] new administration that
seems to be c- happy... Right now we're safe... I mean we do have excellent... data and,
um, years, it's like as close to 50 years old so it's been a round for a long and, like, in the
1990's they said for every dollar spent on WIC there's three dollars in health care
savings so that's a pretty big... So it only must be bigger since then since health care costs
so much more.
An EFNEP provider shared a similar confident attitude in their own funding:
"Oh yeah" [it's enough funding]. We've been funded for over forty-two years and I think,

you know, if…our current President decides to ax this program, that, we still will have
money for another five years to survive. Um... we're definitely frugal with what we spend
stuff on and... I only have a set budget that I can, I need to stick with when I have classes.
Not all providers of federally funded nutrition programs share this perspective, however. As
previously mentioned, Drake Turner of HFVT said there is “a lot of uncertainty with regard to, to
the SNAP program, to 3SquaresVT and what will happen to it.” with the new federal
administration, which is “not very kind to social service programs.” Similarly, Doug Davis at
BTVSFP said that federal funding, their primary source of funding, is “always a concern” and
that “there's talk about block-granting our programs [CNP’s] too – [there] has always been.” For
now, however, the budget for BTVSFP remains the same. Mr. Davis was less confident about the
fate of SNAP and WIC, with a perspective closer to Drake Turner’s than to providers at WIC.
“WIC, right now, for example is on the blocks. And, you know, there's always talk about cutting
SNAP,” Mr. Davis said. His and others’ concerns about the future of programs’ funding are not
without reason. As I write this chapter, months after speaking with providers about the popularity
of the Crop Cash program, it’s funding is coming to an end. Perhaps providers who work with
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EFNEP and WIC have more knowledge of their own program’s financial situations than
outsiders, or perhaps these differences in perspective are attributable to Ms. Turner’s and Mr.
Davis’s experience at the systems level, but regardless of the reason behind these differing
views, some providers are more concerned than others about their federal funding.
A concern for Age Well is that federal funding, while currently stable, is not adapting to
the growing senior population. Age Well’s Nutrition Director, Chris Moldovan, said:
The nutrition program has been level-funded for the last twenty years. Our senior
population's growing. Yeah, if they cut, what are we gonna do? You know, we're gonna
have to be creative: we’re gonna look for grants, we're gonna look for additional
funding.
Funding for programs like Age Well, that serve elderly populations, have not grown along with
the aging population. Ms. Moldovan said that, as it is, there needs to be more funding for this
population and, if the funding gets reduced, Age Well will need to think strategically about other
funding sources. Several providers across organizations shared her sentiment that federal funding
is already insufficient, even before concerns of budget cuts.
Time and capacity restrictions are no exception for nutrition education and assistance
programs and free meal services. EFNEP educator, Susan Edwards, wished she had more time
with her students – a full year with Parent University instead of just eight to ten weeks. At the
same time “there needs to be two of me,” she said. Feeling over-extended was extremely
common among the providers I spoke with. WIC, which operate largely in a clinical setting with
the exception of its nutrition education activities, struggles with the same issues of appointment
length as CHCB and UVM PNAC. At WIC, New American patients are even given fifteen
minutes extra, but some need even more for a comprehensive consultation. As discussed in “The
Federal Behemoth” subsection, BTVSFP administrators struggle in the time and capacity
required to file all the documentation for their meal programs.
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Agricultural Services’ Struggles with Time, Budget, and Capacity
Of all the services I examined, excluding private businesses, agricultural program seem to
be struggling least with budget cuts, but do face challenges with capacity, primarily with land
availability. Both BACG and NFNA are currently at capacity in terms of land. BACG is,
however, expanding at their popular Tommy Thompson garden site to create what they are
calling “subsistence plots” (at four plots for $100 instead of three plots for $90), to help meet
their current New American gardeners’ desire for more land. This expansion comes as one of
many preceding it, according to BTVPRW Land Steward, Dan Cahill:
Trying to get the most out of the different areas... There's less and less open space... but
we're to use- maximize... what we do have… From an infrastructure standpoint we're
looking at, you know, kind of value added. Um, you know, now that we have- pretty much
all the site have water access, we're increasing water catchment systems so people can
utilize more rain water in the gardens and extend their season as well.
NFNA Program Specialist, Alisha Laramee, said BACG has “amazing programming,” but that
her and BACG “both struggle with, um... uh, land access in terms of having enough land for
people… all of us [are] at capacity.” While BACG is striving to maximize the infrastructure in
their gardens, NFNA is more cautious in terms of the new infrastructure they introduce.
Developing more infrastructure for NFNA poses challenges in the logistics and
management of the program. Ms. Laramee has found that farmers want more technology but do
not necessarily want the responsibility or organization in managing it. “I hesitate to have too
much…stuff that can break,” she says. The logistics are tricky when managing more
infrastructure, especially when added infrastructure could potentially create unequal
opportunities for farmers to make a profit on their crops. There is also an issue of funding –
BACG is funded through the city, under BTVPRW, but NFNA is funded through AALV, which
is in turn funded through the federal government – and farmers do not always understand what is
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and is not covered under that funding. In spite of Ms. Laramee’s hesitations, NFNA is building
the aforementioned greenhouse and, with the help of UVM Extension, is making some progress
in procuring a much-awaited corn mill. If we get a mill,” Ms. Laramee says, “then we're gonna
have a whole new other thing on our hands of, like, people just wanting tons of land for the corn”
– which, as discussed, is already a struggle.
DOH, AALV, and VRRP’s Struggles with Time, Budget, and Capacity
Organizations and entities that oversee many of the programs discussed in this section,
like DOH, AALV, and VRRP, are similarly constrained in terms of time, budget, and capacity,
resulting in further challenges in this area for services downstream. Vermont’s Refugee Health
Coordinator, Martha Friedman, administers many of the grants discussed in this chapter, and is
especially concerned about the budgetary constraints imposed by the current federal
administration:
But they're cutting our funding left and right. Like, I... have, I don't have the kind of
funding that I had... I... I... There's stuff that I fund that we think there's a year left. It was
supposed to be a three-year grant, we think it's going to be one year. I don't know how
I'm going to be able to keep granting funds for those services!
The loss of available grant funding makes for an uncertain future for services that have relied
upon grants thus far and who are already concerned about cuts in their overall budget. Another
example of trickle-down effects of federal budget cuts is AmeriCorps. Colleen Sullivan, former
AmeriCorps VISTA for the city of Winooski, said that federal funding cuts to AmeriCorps
“would not only hurt, like, AmeriCorps but the organizations that it's trying to serve” because “a
lot of organizations that HOST AmeriCorps members are reliant on the same grants that our
AmeriCorps program is reliant on.” Current budget cuts to larger entities, therefore, not only
harm those entities, but also their partner organizations.
Funding limitations and recent federal budget cuts also mean organizations cannot afford
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certain staff positions, resulting in more responsibilities and job duties to roll in to one position
and putting further pressure on already over-burdened service providers. Martha Friedman, for
example, holds the title as Vermont’s Refugee Health and Health Equity Coordinator. There are
two halves to her job – one involves overseeing the Refugee Health Program and ensuring all
refugee health needs in the state are being addressed while the other involves leading Vermont’s
health equity work more generally. “Well I wish that they were split because I think that they
should BOTH be full-time positions...I would be able to do more with both of them...I'm doing
what I'm doing but I would be able to...I'm limited in time,” she said. Another service provider
discussed a similar issue at VRRP, with the loss of a medical case manager position that was
previously grant-funded by the DOH. The job duties of that position then fall on to other case
managers.
So it's basically — and this is the way of the day, the times — is that you're just taking on
more responsibilities. So you know, it's just not, there's no new position but you just have
more…responsibilities [to compensate for this position]. So what it means, you know, is
that down the road... you cannot do everything – you can only do so much. So some
things will suffer.
The increasing responsibilities for case managers may mean that some support in the
resettlement process gets prioritized over others, and consensus is that there may not be enough
case managers to begin with. With regard to AALV’s case managers, one service provider told
me: “AALV, you know, does the best they can, but there- there's not enough people working
there to, like... There's not enough case managers to manage all the cases. So it's just reallyreally hard for people to have, like, a successful, um, I guess, integration.” The loss of a medical
case manager position at VRRP puts health care needs at further risk of slipping through the
cracks, in a health system that is already fraught with gaps and for a population already at risk of
placing a low priority on health (see “Service Provider’s Perceived Needs”).
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The Importance of Trust & Experience in Providing Good Services
Providers across sectors and levels believed that long-term experience in their positions
was important asset in the quality of their services. In reference to her initial, 45-minute visit
with new arrivals, Dr. Andrea Green said:
You know, it's a very, very huge visit. I cannot tell you how many things get covered... It's
like almost impossible. If I hadn't practiced medicine for so long, I don't think I could do
it. It can be really hard. And depending on the interpreter and the culture, it's like almost
near impossible. It's exhausting work.
Without her years of experience, Dr. Green would not be able to offer resettled refugees the
heightened level of care they need, and even then, it is a daily challenge.
Long-standing experience in an organization, in some cases, also means that
programming is easier to implement. Doug Davis, having worked with BTVSFP at Burlington
High School (BHS) for twenty years, has…
…been here [BHS] longer than everybody else, now. You know, so as a new principal
comes in…as opposed to try and convince a principal to change a practice, we're
actually introducing them to a practice that already exists.
Because Mr. Davis and BTVSFP is so established at BHS, he does not need to try and convince
new administration to agree to all their service offerings – new administrators come in and must
adapt to the school food culture. In this way, BTVSFP has been able truly establish itself and
grow to offer its current services at BHS.
NFNA and BACG program administrators also believe that much of their success is
based on “trial and error” through time, which can only be gauged if one stays to measures
results. In reference to coordinating New American gardener registration, BACG’s Meghan
O’Daniel said: “I'm trying to work on fine-tuning it but it's... been different each year…But what
I'm realizing is it's... it takes a little more effort and it takes more persistence, um, and it's
DEFINITELY trial and error.” Though Ms. O’Daniel is in her first couple of years at BACG, she
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realized that “a big part of this job…is just, like, going with the flow and, just like, being able to
recalibrate and come back to center and then, like, try again and, like, go at it a different- at a
different angle or different way.” Alisha Laramee, who has worked as the NFNA Program
Specialist for the past five years, said her years at NFNA have allowed time for “observation of
seeing what works, what doesn't with the programming and where there's room for
improvement.”
On a more systems-wide level, HFVT has “time-tested strategies and information” from
communities across the state, which they can pass on to other programs to “replicate…and, like,
not reinvent the wheel.” In many cases, providers perceive their professional experience or their
organization’s establishment in the field as a main contributor to the successes of their services.
Participants also highlighted the importance of establishing trusting relationships between
direct service providers and resettled refugee clients. Building trust was also seen as correlated
with well-established programs and the staff that run them. Alisha Laramee said she believed
NFNA is:
I think we're good at being able to respond to people's needs and listen to what people
want. Um, we're… we're really not trying to, um, do a top-down king of service but make
the participants lead the direction of the program. That takes time. That takes consistency
of staff, I think... They trust her [a colleague who’s been there longer] enough to actually
give feedback now.
Gaining respect and trust of community members takes time and consistency of staff, opening
more opportunities to hear communities’ feedback and potentially improve the program. In
reference to her own job position as BACG Outreach Coordinator, which was an AmeriCorps
position before becoming an official position, Meghan O’Daniel said, “because the point of the
position it to cultivate relationships with New American gardeners and if they have to get used to
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somebody new every year it's kind of defeating the purpose of that comfort.” “In my opinion, it
felt kind of...silly, for the lack of a better term, um, to have it be turned over every year.”
Program administrators at the systems-level said that even simply having New American
staff from their clients’ communities, is beneficial. BHS does not discriminate in its hiring
practices, but “probably [has] one of the most diverse staffs in the, in the school district.” It’s a
benefit, Doug Davis, said,
…to have staff that reflect what the student body looks like…Um, it's also really
beneficial to me to have, uh, staff on site that speaks the languages of some of the kids.
…not to generalize but.... It seems that when we tap, uh, employees from- that are New
Americans, they live in neighborhoods that also house New Americans. So it's a familiar
face at school and at home and it's, you know, can be, um, a conduit between families
living in a neighborhood and the school district and people can be made to feel
comfortable. So that's helpful.
Even without establishing lasting provider-client relations, having New Americans on staff can
help to create a familiar environment in the school cafeteria. Because New American staff tend
to live in the same neighborhoods as New American students, their presence at school can also
be a helpful link to students’ families, especially given the previously discussed challenges in
communicating with New American families
Age Well experiences similar benefits from having staff that come from the same
communities as the populations they serve. Caring Service Coordinators from and known within
Nepali-Bhutanese communities play an essential role in recruiting elders to the meal program
and helping Age Well Nutrition Director, Chris Moldovan, in troubleshooting cultural
considerations in the weekly meal program.
Whether staff come from clients’ communities or are familiar through years of
experience with a program, establishing trust with clients is crucial in making clients feel
comfortable participating and, potentially, comfortable in later giving feedback for programs’
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improvement. Moreover, providers’ own comfort in talking openly with resettled refugee clients
is enhanced depending on their experience with that population. Emily Heaslip has held the
position as CHCB Dietician for three years, longer than her two predecessors, and said she
believes consistency is important for her too. In her first year on the job, she was “afraid to be
offensive or, like digging.” In her third year, she is now “pretty comfortable asking,” patients
more about their cultural diets and beliefs, resulting in better understanding between patient and
provider. There thus appears to be importance in reciprocity of trusting relationships in working
with resettled refugee population.
Collaboration and Communication: How Services are Working Together as a Network
How Organizations are Sharing Information
In general, most service providers thought that there is good communication and
collaboration between nutrition and food services for resettled refugees in the county, though
many who said this also pointed out that there is always room for improving communication.
Organized Network Meetings: Hunger Council, RISPNet, Refugee Health Committee
Hunger Council and the Refugee and Immigration Service Provider Network (RISPNet)
are two organized meetings in which the network of providers has the opportunity to meet in
person and share updates from their organizations. Hunger Council is a meeting organized by
Hunger Free Vermont (HFVT) in various counties throughout the state and is open to anyone in
interested in food security. It is not specific to resettled refugee nutrition but many nutrition and
food providers serve a client base that extends beyond resettled refugees anyway. Hunger
Council meetings occur every couple of months and most providers I spoke with, particularly
those whose client-base was not just resettled refugees, had attended at least one meeting.
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RISPNet meetings occur approximately once every other month at the Fletcher Free
Library in downtown Burlington and are facilitated by Denise Lamoureux, State Refugee
Coordinator. Meetings cover the current state of Vermont’s Refugee Program and related news
and issues. While meetings are not focused on refugee nutrition, they are an efficient platform
through which to share news on nutrition and any other initiatives on offer for resettled refugees.
Many of my research participants attend these meetings to stay up to date with developments in
the network of refugee service provision. RISPNet itself is comprised of approximately 100
different organizations, though not every organization has a representative at each meeting.
Regular updates related to refugee resettlement and services in Vermont, including notes from
meetings, are sent to all 300-400 individuals on the distribution list.
In the absence of funding for professional development for many of the programs I
examined, community meetings like RISPNet and Hunger Council are key resources for
maintaining communication between service providers. One provider told me that she discovers
new, innovative service provisions at RISPNet meetings and that there’s “something new all the
time,” making it hard to keep up. A different provider shared a similar perception of Hunger
Council meetings, saying she was “blown away” by the number of people in attendance and that
the model is so important in helping providers broaden their focus from their daily, direct focus.
Like RISPNet, it is a platform to communication about new initiatives and updates. Especially in
the context of short-term grant-funded initiatives, meetings like these are key for providers in
being aware of what is happening (and what is ending) in the network of service provision and
for programs to foster partnerships.
Refugee Health Committee was another community meeting I learned about through
Martha Friedman, Vermont Refugee Health and Health Equity Coordinator. No other
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participants mentioned it, however, so my knowledge on the committee is limited. However, Ms.
Friedman said that the committee has grown in recent years, has become more engaging, and that
communication within the meetings is improving. Ms. Friedman did say the committee meetings
could do more to pull medical providers together to talk specifically about medical issues and
updates, because the current structure has a very broad focus that includes public health systems
and education.
Few providers I spoke with had any criticism of RISPNet or Hunger Council. One
participant wondered where there would be any interest in having nutrition breakout groups at
RISPNet, so that providers could have a discussion that was more directly related to their work.
Only one provider anything negative to say about Hunger Council – she was “put off” by the
notion that providers should come together and question how to help people instead of going out
into the communities they serve and asking people directly. Unlike many of her colleagues, she
did not feel like the meeting offered an educational value, either, saying she felt she could have
looked up those resources online. I did not have the chance to attend a Hunger Council meeting,
so I cannot speak to whether or not they have a self-congratulatory attitude but, as will be
discussed in the next section, “Difficulties Forging Network Connections,” this is sometimes an
area of concern for service providers.
Difficulties Forging Network Connections
A couple of providers discussed issues in reluctance of certain organizations to share
information with the rest of the network. One provider attributed the obvious unwillingness to
share information to the nature of grant-funded programming:
…Sometimes, you know certain organizations are just not willing to share and having
open... open doors I guess. Because, I guess, maybe because it- it's about funding? You
know, you get- you try to get the funding for your organization…. Look for grants, get the
grant, and try to do this [initiative], but if they reach out to others, they may lose the
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grant because someone else may all of a sudden get the benefit of it. But um, so... I guess
that's an issue with being grant-funded.
This provider explained that organizations might be reluctant to share information and reach out
to others in the network due to the competition between programs for limited grant funding and
fear the collaborating will result in them losing grants. Another provider discussed similar issues
in the sharing of information between organizations, but attributed reluctance to share as an
egotistical issue. This provider said:
I think there are certain organizations that think that they know everything and play the
gatekeeper [in terms of sharing information], which is detrimental... A lot of the
providers who work closely with refugees want to protect them and so one half of that is
that they are protecting them and the other half is that they're keeping them from
necessarily getting where they could get…I think that there is information that is sort of
kept. I think there are egos in terms of like, "Oh we care the most about refugees and no
one else cares as much as we do, no one else can serve them as well as we do." And I've
heard people pretty much say that.
Certain organization appear less willing to share information with other organizations, in part to
help protect the already-vulnerable populations they serve. But the reluctance to share
information does not appear completely altruistic. This provider said that, in acting as
gatekeepers to the communities of resettled refugees and holding on to information and holding
off from community partnerships, some organizations may be doing more harm than good for
those that they serve. In establishing their place as providers for resettled refugees, some
organizations stand in the way of other organizations also helping and offering their services.
It can also be difficult to forge connections within other organizations among younger
providers who are newer to the network. Guylaine Daoust, from CHCB, said that:
We're all trying to work together but sometimes it just... um, like I know who to go to, but
we have a lot new staff also, which makes it, um, a little bit uneven as far as how, you
know some people know certain people know certain things and others don't.
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It is difficult to build community partnerships when staff is not sure who the main players are
within the network of refugee service provision and do not know who to be in communication
with to foster collaboration. A young provider at WIC shared a similar attitude – that even if she
knows who to talk to, other providers may not necessarily yet know to reach out to her, and may
contact a more established provider. While breaking into the network of providers can be a
challenge for younger folks, in the long run they are necessary, and will eventually establish
themselves. As BTVSFP’s Doug Davis said:
We’re very fortunate, again, to just have people who are really passionate…a lot of
young people that have really become passionate about what we're trying to do. And I
think that's gonna help to sustain it [BTVSFP] as us old folks...go...away.
The passion and excitement of younger providers did not seem to regarded as naiveté, but rather
as something necessary to the growth and improvement of food and nutrition resources and
advocacy.
HFVT Getting All Providers on the Same Page: 3SquaresVT and Child Nutrition Programs
HFVT is seen among many providers as a key resource in supporting their programming,
and in helping to educate providers on 3SquaresVT and Child Nutrition Programs (CNP’s).
There seems to be an added benefit in that HFVT is based in Chittenden County, so
communication with programs in this county is perhaps easier or more convenient than
elsewhere in the state. HFVT providers themselves also perceive an importance in their work and
emphasized the value of helping all staff in a school get on the same page in terms of CNP’s or
acting as a liaison between direct service organizations and the Department of Children and
Families (DCF) and Agency of Education. HFVT Child Nutrition Initiatives Specialist, Becca
Mitchell, said:
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Something that I want to work on and I think we'll continue to work on is trying to make
sure that everyone who's reaching kids during the day has at least some understanding of
how these programs function and why they're important.
Often, staff that works most directly with students, like teachers, have varying knowledge of how
their school’s CNP works and as an important resource for information for families, including
resettled refugees, it is beneficial for teachers to understand their CNP and rules and regulations
around it. As liaisons, another HFVT staff member noted their role is important in helping to
bridge the gap in communication between organizations that have limited capacity for
collaborating.
How Organizations are Sharing Resources
Organizations appear to do a substantial amount of sharing resources, by offering
financial support as well as labor. Many of these partnerships were introduced in Chapter 3: Lay
of the Land.nCity Market and Dealer.com were discussed as the main partners offering help with
manual labor and financial support. At BACG, both organizations do volunteer workdays to help
fill the gaps from community work hours and tend the gardens. As discussed in Chapter 3, City
Market constantly fundraises for its community partners through their Rally for Change program
and Dealer.com did the initial funding for BTVSFP’s food truck, Fork in the Road.
UVM also plays a role in supporting these organizations. UVM Extension is a key
partner of NFNA, supporting their business-focused farmers and spearheading the acquisition of
a corn mill. UVM students also intern at several of the organizations I examined, including
BTVSFP and WIC.
The Chittenden Emergency Food Shelf (CEFS) also collaborates with NFNA and
BTVSFP. CEFS has a free plant give away and compost give-away every spring, which allows
NFNA farmers to go there for bumper crops and compost, as opposed to NFNA having to ask for

146

a donation. During the Fall 2017 teachers’ strike in Burlington School District, CEFS and
BTVSFP collaborated and BTVSFP donated its surplus supplies to the food shelf before it
spoiled, knowing they could serve more people and avoid wasting the food. These are just some
examples of how organizations in the network share resources – beyond this there are others as
discussed in previous chapters.
Partnerships that are Not Going Well and Where More Collaboration is Needed
This section examines specific partnerships between organizations, and how providers
felt they could be improved or were already going well. While many participations mentioned
their partnerships and collaborations, the ones discussed here represent those that were discussed
in most depth and seemed to be a key focus in organizations’ challenges and successes.
EFNEP and WIC are “official” federal partners but, in Chittenden County, they rarely
collaborate and only sometimes do they refer clients to one another. Both WIC and EFNEP
providers discussed the distant nature of their partnership in Chittenden County. Because EFNEP
offers nutrition education to low-income folks and WIC’s programming includes a required
nutrition education aspect, one would think the two complement each other naturally. Of the
providers I spoke with, however, sense is that EFNEP is limited in only offering nutrition
education classes and WIC’s nutrition requirement is not demanding enough for there to be a
strong partnership. A provider at WIC said:
I love EFNEP, but…I haven't done very many individual referrals…She [EFNEP
educator, Susan Edwards] captures our families through the groups [classes] that she
does. And, um, when we instituted this nutrition education requirement we tried to
partner with Susan to at least give us her participant lists so the we could count that as
their [WIC participants] nutrition ed. but it hasn't really happened too much,
unfortunately. ...That's a work in progress. But she's serving a wonderful- you know she
does these small group classes and the people that attend get wonderful service but I
wouldn't say it's a super strong partnership. It should be but it's not.
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This WIC provider said that she rarely directly refers WIC patients to EFNEP classes but does
try to partner with Chittenden County’s ENFEP Educator, Susan Edwards, to see if any WIC
clients happen to attend her classes, which satisfy the WIC nutrition education requirement. This
WIC provider was not explicit as to the reasons why she does not do many referrals to EFNEP,
but the sense I got was that the extent of nutrition education EFNEP offers is not deemed
necessary by WIC.
The difficulties EFNEP and WIC face in collaborating are no secret for providers from
either program. Susan Edwards, EFNEP Educator, said:
EFNEP is official partners with WIC but we have the WORST time trying to collaborate
with each other. We just can't seem to get it together. I'VE TRIED SO MANY TIMES!
I've tried with WIC in Franklin County, I've tried with WIC in, in Chittenden County. It's
because... there's like... one piece of the puzzle that is missing. And I- I can't identify it,
you know. It's... It... I... They can't. They're not motivated enough. And I'm sorry WIC,
love you, but they're not motivated enough to get groups of students together for
classes….These [WIC and HeadStart] are HUGE agencies that have already people
who they could gather into groups. But the... the "umph" isn't there with it. You know
someone has to work on it... in their agency…But you know, WIC's nutritional, uh,
requirements could be that... you get your Farm to Family coupons and then you meet
your nutritional requirement. So why would- why would a family go to a six-week class
when they could just get their coupons…
In Ms. Edwards’s experience, the trouble for EFNEP in collaborating with WIC is not unique to
Chittenden County. She, too, acknowledges that they should and could be a strong partnership,
but that the motivation on WIC’s end seems to be lacking – and she sympathizes with why, given
that EFNEP’s educational program, which consists of several classes, is above and beyond what
WIC requires of its clients. She also understands why EFNEP classes are not an automatic first
choice for WIC clients, who could easily fulfill their nutrition education requirement in a faster
manner. Both providers, however, seemed to acknowledge the value of EFNEP’s nutrition
classes and WIC has what EFNEP does not – a large client existing client based they could pool
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from. Given the organization’s mutual respect for one another, it remains to be see whether the
two will be able to implement an effective partnership in Chittenden County.
At one point, HFVT was also an official partner of EFNEP. The collaboration between
the two was the connection to a larger agency that EFNEP is lacking and seems to still seek, for
the sustainability of their program. Ms. Edwards said:
...Basically Hunger Free Vermont with the Learning Kitchen, they had to, uh, they
brought in the students, they brought in everything... we were connected to kind of a
bigger entity. But they had separated, um, and now WE have to do all of that, we have to
make the partnerships, we have to make the connections. So I think a barrier is not
having one larger agency that we're connected to... that we have, you know, solid
referrals or s- solid relationship with.
With the previous partnership, EFNEP Educators like Ms. Edwards we able to do just that – be
educators. Since the separation, EFNEP Educators also have to recruit for potential community
partnerships, with they have done successfully to some an extent. Ms. Edwards said she enjoys
recruiting, but the difficulty is sustainability – after a few classes, the partnership might be over.
The Learning Kitchen (TLK) is still running by HFVT, though not in association with
EFNEP. TLK targets low-income populations and, in a six-lesson series, offers educational
cooking and nutrition activities with a focus on “balancing and planning meals, stretching food
dollars to maximize nutrition, shopping strategies and cooking techniques” (HFVT n.d.). In
reference to TLK, Ms. Edwards said, “THAT to me is a duplication.” Indeed, the description of
TLK on the HFVT website is almost exactly the same as EFNEP’s program offerings. As an
external researcher, without knowing the reasons behind the separation or how TLK ran when
the HFVT-EFNEP partnership was intact, it does seem like an unhelpful duplication to have two
programs in one county offering such similar services to similar target populations.
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These sense I have from examining these various programs and speaking with providers
is that EFNEP is a firmly established federal program but is fairly isolated and could benefit
from collaborations with other, firmly established programs with existing client bases. Ms.
Edwards’ impression of the network of local services is that organizations are largely “doing
their own thing” and wishes organizations worked better together. One systems-level provider
from RISPNET had not even heard of EFNEP. In turn, Ms. Edwards had yet to hear of RISPNet.
Given that EFNEP does direct service provision with resettled refugee populations, and provides
education that could potentially help improve food security and nutrition for these populations, I
believe there should be more connection between EFNEP and organizations affiliated with
RISPNet that could benefit both resettled refugees, EFNEP, and potential community partners.
One provider I spoke with expressed a strong opinion that Winooski Food Shelf needs to
reform its business model to be sustainable, and that one way of doing this could be through a
partnership with CEFS.
Two things: their volunteer base is super weak….Um, I would ramp that up to have a
more- a stronger volunteer base, um, so that they could build capacity of hours...They're
not thinking big- like at a big-enough scale. What they really need to do is hire staff and
move to a new space. And whether that's through, like, a really big fundraiser or grantwriting or something... Because right now they're all, they're all working so hard. But it's
just like... they're like hamsters in a wheel. They're not producing sustainable
results....Unless they, they make a conscious decision to apply for more funding or, like…
reach out to Burlington and actually talk about, like, partnering or whatever, um, like,
they're, they're gonna ultimately fail.
The Winooski Food Shelf is only open four days a month – partly because of the restrictions on
capacity of hours but also, in the opinion of this provider, because their financial management is
short-sighted. Which is not to say the volunteers do not work hard – this provider recognized all
that they do, but pointed out that that hard work is not sustainable in meeting the needs of
Winooski residents (it was unclear how many, if any, resettled refugees utilize this resource). If
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they were to collaborate with CEFS, that could open up their budget and capacity to serve more
people.
This same provider used discussed Vermont Works and Salvation Farms, both
“workforce development programs serving low-income folks around food,” as an example of a
collaboration that should model for Winooski Food Shelf, and other small organizations in
Chittenden County and Vermont more widely. In the face of financial difficulty, Vermont Works
had to scale back their fresh food program and began communicating with Salvation Farm to
find a way to partner and pool resources. The idea was that Vermont Works could provide
employer training and then Salvation Farms could be a site trainees went to a couple days per
week, “rather than having two different crews at each spot that are under resourced.” Both
organizations are very small, with staff of just a handful of people or less. Partnerships to avoid
duplication of services may be especially important for the sustainability of smaller organizations
such as these.
Discussion
This chapter offers a look at various aspects of food and nutrition services for resettled
refugees in Chittenden County and how providers perceive themselves and others doing well and
not doing well in meting resettled refugees’ nutrition needs. Where applicable, I also include and
distinguish my own perception of how programs are doing. In setting the stage for this discussion
of programs’ strengths and challenges, it is important to recognize that the sheer existence of
many of these programs and their nutrition initiatives are strengths in and of themselves.
Recognizing that even the good can be improved, and the challenges may need extra attention,
the main themes discussed in this chapter are: the distinctiveness of Chittenden County as a
resettlement site, programs’ financial accessibility, transportation accessibility, and cultural
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accessibility to resettled refugees’, considerations for large federal programs, restrictions in time,
budget, and capacity, the importance of trust and experience in providing good services, and a
look at how programs are collaborating and communicating together as a network.
The notion that Chittenden County is a distinctive resettlement site with its own
peculiarities and pros and cons is also discussed in Bose (2015). Bose (2015) presents the
county’s attractive factors, like political progressiveness, and struggles, like the difficulty in
providing services to meet the needs of so many different, resettled refugee groups in the context
of how small the county is. Bose also takes a deeper look at the “othering” of resettled refugees
whose ethnicity and religion do not match the homogenous demographics of Vermont and how
some groups of refugees are more white-passing than others or are able to “whiten” with time.
The issue of discrimination is not a focus in this chapter, but it did come up in some of my
interviews and was a topic of focus at the RISPNet meeting I attended in September 2017. Bose
(2015) also addresses the perception that, compared to other marginalized groups like poor
native Vermonters, resettled refugees receive more government support and attention, sometimes
leading to an attitudinal backlash in the non-refugee population.
With regard to my discussion of transportation concerns in this chapter, Bose (2014)
elucidates attitudes toward transportation from the perspective of resettled refugees and
providers alike. Bose’s (2014) conclusions about biking being a least preferred mode of transport
among these populations supports my discussion of the inaccessibility of certain services, like,
NFNA unless by car or bike. The issue of transportation accessibility to grocery stores and other
food services is also discussed in Patil et al. (2010).
Patil et al. (2010), in their refugee- and provider-focused ethnography of nutrition needs
and individual and structural factors implicating nutrition post-resettlement, also discuss the
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relationship between employment and socioeconomic concerns and diet. Here, I take this as a
priori assumption in then looking at how services perceiving their accessibility to resettled
refugees financially, given that socioeconomic concerns are understood to play an important role
in post-resettlement nutrition, as discussed in Chapter 4 and in the literature.
With regard to cultural competency, Anderson et al.’s (2015) ethnography of newly
arrived Sri Lankan and Latin American mothers in Toronto highlights is relevant in going
beyond nutritional guidelines and generic recommendations when working with diverse groups
of people. Anderson et al. (2015) discusses the limitations of Canada’s food guide (CFG) in
disseminating food and nutrition knowledge to new migrants and argues that CFG acts as
authoritative knowledge that fails to integrate culturally diverse “nutritional knowledge systems”
or pictorial representations of food, making it inaccessible to many newcomer groups. Anderson
et al.’s (2015) argument and theoretical approach are very similar to Trapp’s (2010) criticism of
dietary guidelines using social control theory. Their call for more culturally diverse guidelines
reflects the recurrent concern of culturally appropriate nutrition resources, education, and
programming in the literature and match providers’ concerns of a lack of resources that
effectively target their clients (e.g. Peterman et al. 2011, Trapp 2010). Trapp (2010) also takes a
political economy approach in heeding caution against reliance on standardized governmentdeveloped dietary guidelines and models for healthy eating, as they ignore the “larger
socioeconomic processes at work behind food practices” and the “benefits of traditional dietary
practices” (pp. 164 and 172). Indeed, my data explores some of the same issues, in the cultural
inappropriateness of the USDA MyPlate guideline and the unrealistic assumptions of the Thrifty
Food Plan.
In terms of restrictions in time, budget, and capacity, the burden on caseworkers is well
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understood through Patil et al. (2010) and Trapp (2010). However, my research focuses more on
the capacity limitations of these nutritional resources than either Patil et al. (2010) or Trapp
(2010). In terms of other major themes discussed here – considerations for large federal
programs, the importance of trust and experience in providing good services, and a look at how
programs are collaborating and communicating together as a network – my research offers a
fairly unique perspective on programs’ self-assessment and assessment of partnerships. In
considering potential room for improvement in service provision, it is important to remember
that providers themselves, particularly resettlement caseworkers, are overburdened and often
poorly paid themselves (Patil et al. 2010, Trapp 2010). Caseworkers do not necessarily have the
luxury of time to prioritize nutrition in their work with resettled refugees or even in their own
lives (Trapp 2010).
It should be noted that, on any given day, providers could have chosen to be more or less
self-congratulatory or self-critical and that some providers are inherently more self-critical than
others. In the larger political context in which this research was carried out (see Chapter 1), it
was not uncommon for participants’ to become frustrated and visibly upset when talking about
the political situation and the challenges their programs face as a direct result.
Conclusion
Food and nutrition services appear to experience celebrate common strengths and grapple
with similar challenges as one another. The broad categories in which providers discussed their
strengths and limitations can be divided as follows: the distinctiveness of Chittenden County as a
resettlement site, programs’ financial accessibility, transportation accessibility, and cultural
accessibility to resettled refugees’, considerations for large federal programs, restrictions in time,
budget, and capacity, the importance of trust and experience in providing good services, and a
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look at how programs are collaborating and communicating together as a network. Within these
broad categories, specific details tended to vary according to “category” of work (clinical
resources, nutrition education and food assistance programs, free communal meal services,
agricultural programs, and commercial grocers and restaurants that support these resources) with
different categories experiencing niche strengths and weaknesses based on the scope of their
work. In assessing these programs, I tried to make a distinction between challenges and room for
improvement, acknowledging that not all challenges imply realistic ways to improve. Looking to
the future, organizations will need to work as a tighter network – sharing information and
resources – in order to overcome funding uncertainties, and to improve service offerings for
resettled refugees while also reducing burden on individual organizations and avoiding
duplication of services.
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Chapter 6: Conclusion
There is a range of food and nutrition services on offer for resettled refugees in
Chittenden County, Vermont, and most integrate resettled refugees into the broader spectrum of
their client base. These services take different approaches to resettled refugee nutrition, health,
and food security, all tackling nutrition concerns from a specific angle. Providers’ perceptions of
resettled refugees’ nutrition needs are clearly influenced to some extent by the focus of their
work and their experiences working with resettled refugees, but have further complexity beyond
that correlation and how providers perceive needs cannot be predicted based on their work focus
or experience. Major perceived needs include nutrition-related health needs upon arrival, needs
related to countering the American food system, dietary habits, and lifestyle, needs related to
parenting and child-feeding, needs related to food insecurity, food and nutrition needs specific to
different cultural groups, and what providers think they themselves need to do in addressing
these needs. These themes in perceived needs also reflect patterns of perceived needs in existing
literature. The relative struggles and successes of programs in meeting these needs are
thematically divided by: the distinctiveness of Chittenden County as a resettlement site,
programs’ financial accessibility, transportation accessibility, and cultural accessibility to
resettled refugees’, considerations for large federal programs, restrictions in time, budget, and
capacity, the importance of trust and experience in providing good services, and a look at how
programs are collaborating and communicating together as a network. Given that nutrition is not
a major priority among resettlement providers focused on larger issues with resettlement, and
that nutrition may not be prioritized among resettled refugees who have to focus on more
immediate or pressing threats to their well-being, nutrition and health of resettled refugees can
risk falling by the wayside. In this space between resettlement caseworkers and resettled
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refugees, both of whom may have to place a low priority on nutrition and health, there is an
opportunity for nutrition providers to create a tight social safety net.
Throughout chapters, particularly Chapters 4 and 5, it is important to recognize that
providers could have decided to share different perceptions of need and their strengths and
challenges depending on the given day. Indeed, their perceptions were likely informed by
attitudes and circumstances on the particular day on the interview. Throughout chapters, it is also
evident that resources, perceived needs, and challenges related to nutrition and nutrition services
are not only related to nutrition but rather likely have implications for other aspects of the
resettlement process as well.
Implications
This research offers opportunity for food and nutrition programs in Chittenden County to
identify their place in the network of services and where they have, perhaps unrealized, shared
struggles and goals as other programs. Several of the programs discussed here, like federal
programs, also exist in different resettlement sites and my findings may be helpful for them.
Given that research on refugee resettlement is typically focused on larger resettlement sites, my
findings may also be particularly useful to nutrition programming in other small resettlement
sites in considering whether their own strengths and challenges lie and what can feasibly be done
about them. The ultimate goal is that these findings may be used to make changes in services or
changes in how they interact and collaborate with one another, to lead to an improved nutrition
safety net for resettled refugees.
Recommendations for Food and Nutrition Services & Providers
The following recommendations are informed by participants as recommendations to
their own community of providers, as well as my own etic impressions of room for
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improvement. In reading the following recommendations, it is imperative to remember that it is
easier to make theoretical critiques from an outsider perspective than to actually put changes into
motion.
There is a dire need for more trained community health workers drawn from both the preexisting Vermont population and from the migrant and refugee populations. In order to better
serve the community needs of resettled refugee clients, in relation to nutritional health but also
beyond that, next steps for programs are in developing a system of community health workers.
WIC’s peer breastfeeding counselors, who come from the communities they serve, are an
excellent model for programs to turn to. In order to move passed barriers with translation and
interpreters, and offer more culturally competent care, community health workers are necessary.
A funding mechanism for their training could be developed if programs collaborated and created
a pool of donations.
For new arrivals, there should be more support services to foster good nutritional habits
in the American system from an early stage. Given the strength of the capitalist messaging
surrounding food in the US, often promoting calorie-dense and low-nutritional-value foods,
efforts should be taken to combat this messaging and help empower resettled refugees in food
selection and feeding processes. It would be beneficial for volunteers trained in nutrition could
do grocery store tours with newly arrived refugees to help identify what types of food to avoid
and why. An added benefit would be for the volunteers to be trained to identify WIC-approved
foods to help in the WIC food selection process.
Providers should keep on the lookout for opportunities for collaboration to avoid
duplication in services that are unhelpful contributors to the network of services and which
potentially created an unnecessary, added burden on organization. Collaborations may be
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especially important in the current political context, where funding and grants are at risk of
getting cut. Federal programs with long histories may have more secure funding, and could lead
to excellent partnerships.
Limitations
The ethnographic nature of this research offered an in-depth, grassroots examination of
local nutrition programs and providers’ perceptions. However, precisely because of the in-depth
nature of each interview, my limited time to conduct research, and providers’ own limited time
to participate in such research, I was unable to include everyone. Beginning this project, I had
hoped to offer a comprehensive look at Chittenden County’s nutritional service offerings for
resettled refugees, but soon realized that was an unrealistic ambition, given the breadth of
partnerships between programs and sheer number of people who have at least some stake in
resettled refugee health and nutrition. There are certainly programs I have not discussed here,
providers that I was unable to interview, and parts of Chittenden County that are
underrepresented. This is, however, the nature of qualitative research and in reading this thesis, I
urge the reader not to make comparisons between expectations of research samples in
quantitative research. My qualitative approach has made it possible to keenly examine providers’
perceptions and, with regard to the programs I was able to include in this research, I hope to have
provided well-rounded representation of the diversity of programs on offer.
Ideally, I would have also been able to contrast providers’ perceptions with those of their
resettled refugee clients. Having resettled refugees’ perspective would have identified any key
gaps in understanding between providers and their clients, since providers’ perceptions of
“needs” may not always align with clients’ sense of their own needs and priorities. That being
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said, especially in the political climate in which this research was conducted, protecting resettled
refugee populations from over-study takes priority.
Further limitations include my GIS map. With my limited ArcGIS knowledge and
training my limited time, my map was not as user-friendly or comprehensive as I had hoped. A
Geography major or someone else with high ArcGIS proficiency could likely build upon this
map or take this idea and elevate it.
Directions for Future Research
Future research should take a community-based participatory approach to answer
research questions that refugee service providers want answered, in light of the overwhelming
student interest in this area. For example, Vermont Refugee Health and Health Equity
Coordinator said that helpful research, for her work, would examine underlying health beliefs
that influence health behaviors and seek understanding of why people in the different cultural
groups that are resettled here make the kinds of choices that they make. This research need
comes from recent discussions among providers that, in many of the cultures represented in the
county, doctors are much more a part of the community. Based on other research needs and
interests from providers that I gathered throughout this study, there is a need for more materials
to support nutrition providers working with Chittenden County’s diverse resettled refugee
populations. Many of the nutrition providers do not have backgrounds specific to working with
resettled refugees and were not necessarily expecting to be serving this population. Their
organizations are not always well equipped with resources to support them in this regard either,
especially since for most programs, resettled refugees are integrated into their larger client base.
Another area for further exploration, as mentioned by a participant, is on the food waste that is
produced through UVM events when there is surplus food. Figuring out how to glean this food
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and re-distribute it to those who need and could benefit from it, without legal implications, is of
interest for providers concerned about food sustainability in the county.
In terms of developing initiatives to support existing systems or to address any of the
room for improvements identified in this study, any student-led initiatives must be bound to an
existing organization who can continue the programming after students graduate. Initiatives
without sustainable futures are not worth the investment of students, providers, or target
populations and risk exploiting target populations.
It could also be interesting to compare the nutrition resources available in Chittenden
County and other small resettlement sites with larger resettlement sites and see if networks still
struggle with similar issues. Another avenue for research could be how cooperative supermarkets
help to support resettled refugee nutrition, and how grocery stores could be better modeled to
serve diverse populations. Though few, there are some resettled refugee farmers who farm for
business and one, in particular, is hugely successful. Aside from these entrepreneurs, resettled
refugee gardeners are seen as particularly deft in agriculture. Another area of future research
could focus on how resettled refugees contribute to the production of nutritious foods within and
extending beyond their communities, and what Vermont growers could learn from them.
Students considering doing research on Vermont’s refugees and migrants, whether
related to nutrition or other issues, should read not just this thesis but also any other
undergraduate or graduate theses or dissertations, as well as faculty articles published about the
Vermont refugee resettlement situation. This is always important in any research but is especially
important in Vermont, where resettled refugee providers and communities are often
overwhelmed by the widespread student desire to study this area, a burden which takes away
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from providers’ main mission and duties. Students should also take courses and work closely
with faculty with specialized knowledge in the Vermont’s refugee and migrant situation.
Final Conclusions
Looking at this study in the larger context of related literature, providers of food and
nutrition resources that serve resettled refugees in Chittenden County perceive similar needs in
their refugee clients as do providers and refugees’ in other resettlement sites as reported in the
scholarly literature. Embedded within larger networks of ancillary resources, direct service
providers struggle with many of the same issues that one would expect of any non-profit
organization or bureaucracy. The relatively liberal social consciousness and slow food culture of
Chittenden County, as well the county’s demographics, make it an interesting place in which to
study resettled refugee food and nutrition. The manageable size of the community also makes it
easier to understand the connections and disconnections between programs and across sectors.
With the understanding that other localities’ networks of refugee and nutrition service providers
are often much larger, other communities could look to Chittenden County’s situation as a
microcosm of opportunities and challenges for related service provision.
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Appendix II: Notes on Creating the Map with ArcGIS Online
Several decisions had to made in creating the map. This section offers a detailed look at
the process of creating the map and the decisions I made throughout that process.
I began by searching for a basemap for a Chittenden County on ArcGIS Online. Luckily,
an extremely detailed basemap exists for public use. I initially intended to download the basemap
and create the rest of my map with ArcGIS Desktop, but encountered significant challenges
given my little training and lack of experience with ArcGIS. After consulting Professor Nelson
in UVM’s Geography department, I decided to switch to ArcGIS online and build on the
basemap by simply demarcating points on the map, based on my knowledge of resources’
locations after having completed my research in the field. On ArcGIS Online, I created layers
divided by “category” of resources – clinical resources, nutrition education and food assistance
programs, free communal meal services, agricultural programs, and commercial grocers and
restaurants that support these resources. I also added layers for different bus routes and for
“general community supports” to point out key resources for resettled refugees that are not
necessarily food and nutrition based and not a focus in my project, but nonetheless important.
To mark resources on the map, part of my intention was to have “intelligent symbology”
that could be understood without having to know how to read in English. This proved more
difficult than initially expected because our understandings of symbols are heavily based on
cultural norms and experiences – how could I know if a resettled refugee from Bhutan, for
example, would associate an “H” symbol with hospital? I decided to use symbols that I felt were
both simple and which reflected common symbology in the United States, figuring that if
resettled refugees were to ever utilize the map, it would probably be helpful to use fairly standard
symbology that they could expect to see in daily life. For example, I decided to use an “H” for
hospital instead of choosing a cartoon symbol of a hospital building. I briefly considered using
organization’s logos to better distinguish resources from one another within their categories (e.g.
distinguish CHCB from UVM PNAC within “Clinical Resources”), but did not want to risk any
potential legal issues with using organization logos.
I added organizations’ names and descriptions in pop-up boxes that appear when one
clicks on the symbols. I offered varying amounts of data depending on what I felt would be most
helpful for a provider to know. For example, for a summer meal site at a school in the Old North
End of Burlington, I simply included the name and address of the location, prefaced by “Summer
Meal Site 2017.” For others, I offered descriptions from websites or included links to more
information. For bus routes, for example, I included URL links to detailed bus systems maps,
which include every stop along the route. These stops are not included in the Green Mountain
Transport (GMT) system manual either. I also included links to the system manual schedule,
however, to point out schedules at the major bus stops.
In some cases, I was selective in what resources I chose to mark. For example, I thought
it would be confusing and unhelpful to mark all Burlington Area Community Garden sites, so I
only labeled the top three gardens most popular among resettled refugees. I also chose to include
only four of GMT’s bus routes: the 1, 2, 9, and 7 lines because those routes are the ones that
reach most of the resources I looked at and which run through neighborhoods inhabited by large
numbers of resettled refugees.
With regard to bus system, by decision to only mark four routes was also a question of
my own time and capacity. In marking the bus routes, I had to create a “Parks Management”
layer and then use the “cart” tool, which is meant to demarcate paths in public parks, to
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essentially draw the bus route over the map. This work was time-consuming and required
patience. In some cases, I chose to draw the route in different parts, to avoid making mistakes
and having to start over.
A major drawback of the way in which I made this map is that the legend/key for the map
cannot be customized. So if I created a layer under “People Places,” for Summer Meal sites for
example, I cannot change the label of the sun symbol to say “Summer Meal Sites.” It also
includes all other symbols one could use under “People Places,” which is confusing and
extremely unhelpful. I thus had to set the Map Application settings to exclude a legend and, for
the purposes of the map images included in this paper, create a legend by hand.
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