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Abstract
Background—African Americans are at increased risk for cardiovascular disease and cancer
morbidity and mortality. Physical activity and healthy dietary practices can reduce this risk. The
church is a promising setting to address health disparities, and community-based participatory
research is a preferred approach.

Objectives—Using a community-based participatory approach and the social ecologic model, the
FAN trial aims to increase self-reported moderate-intensity physical activity and fruit and vegetable
consumption and reduce blood pressure in African American church members. Secondary aims are
to increase objectively measured moderate-intensity physical activity and fiber/whole grain
consumption and reduce fat consumption.

Design—FAN is a group randomized trial (GRT) with two levels of clustering: participants
(N=1,279; n=316 accelerometer subgroup) within church and church within church cluster. In the
first wave, seven clusters including 23 churches were randomized to an immediate intervention or
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delayed intervention. In subsequent waves, 51 churches were randomized to an immediate or delayed
intervention.

Methods—Church committee members, pastors, and cooks participate in full-day trainings to learn
how to implement physical activity and dietary changes in the church. Monthly mailings and technical
assistance calls are delivered over the 15-month intervention. Members complete measurements at
baseline and 15-months. A detailed process evaluation is included.

Summary—FAN focuses on modifying the social, cultural, and policy environment in a faith-based
setting. The use of a community-based participatory research approach, engagement of church
leaders, inclusion of a detailed process evaluation, and a formal plan for sustainability and
dissemination make FAN unique.

Keywords
Community-based participatory research; Physical activity; Diet; Nutrition; African American;
Faith-based

1. Introduction
Marked health disparities exist in cardiovascular disease [1] and cancer [2] morbidity and
mortality, with African Americans experiencing higher rates than non-Hispanic whites.
Physical activity, along with a diet high in fruits and vegetables and whole grains and low in
fat (especially saturated and trans fats) and sodium, reduce the risk of these diseases [3–5].
Despite pronounced health disparities, there are notable strengths within the African American
community which could be drawn on to address these disparities, and the importance of the
church is one of them. Churches are well-suited to identify and prioritize the health problems
within their congregations and to address the needs of fellow members in a setting of prayer,
support, and trust. Faith-based programs involving nutrition, cancer screening, cardiovascular
disease, diabetes education, and others have been evaluated [6–14]. Results are generally
positive [15]. Recently, community-based participatory research has become a preferred
process by which scientists and the community come together for the development,
implementation, and evaluation of health interventions [16]. This approach is highly applicable
to faith-based interventions. The purpose of this paper is to describe the development and
methodology of a community-based participatory research study in African American
churches: Faith, Activity, and Nutrition (FAN). FAN uses a unique approach to increase
physical activity and promote dietary practices consistent with the DASH diet [4,17].

2. Methods
This study was funded by the National Heart, Lung, and Blood Institute (HL083858) and is
registered in clinicaltrials.gov (NCT00379925). The study protocol was approved by the
Institutional Review Board at the University of South Carolina on March 17, 2006.

2.1. Setting and population
The study represents a partnership between the 7th Episcopal District of the African Methodist
Episcopal (AME) church (representing the state of South Carolina), the University of South
Carolina, the Medical University of South Carolina, Clemson University, and Allen University.
The measurements and intervention take place within the church; therefore, an overview of the
AME church is described in some detail. Within the 7th Episcopal District, there are six
geographically based conferences, and within each conference, two to three districts, for a total
of 17 districts. Within many of the districts, churches are further organized into clusters, which
represent geographically adjacent churches. Pastors, who are supervised by the presiding
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elders, are appointed by the bishop, and are in full charge of the church and are ex-officio
members of all boards, organizations, and clubs of the church in which they pastor. There are
approximately 593 AME churches in the state of South Carolina with an estimated 276,000
members. Close to 25% of African Americans in the state affiliate with the AME church.

The AME church has an active health ministry. The goals of the ministry are to: (1) help the
denomination understand health as an integral part of the faith of the Christian Church, (2)
promote the health concerns of its members, (3) advocate access to health care as a right and
not a privilege, (4) challenge and work to reform the unjust structure of the health delivery
system, (5) seek to make the denomination a healing faith community, (6) collaborate with
community organizations to improve the health care system, and (7) encourage each
connectional organization to include a health component in its life and work. During the 2001
and 2002 annual conference year, each local church was asked to name a health director. Based
on the annual report of the 7th District health director, approximately 78% of the local churches
(in the aforementioned years) had a health director. Health directors coordinate health-related
screenings and programs.

For this study, we initially selected one conference (Palmetto Conference) and the three districts
and churches within it to participate in the project. However, in order to meet recruitment goals,
we later added an additional district (from the Columbia Conference). In total, 131 churches
are located within these four districts.

2.2 Approach to partnership
This community-based participatory research study builds on an existing partnership.
Beginning in 1996 the Medical University and AME church began partnering together in the
areas of cancer screening and nutrition. In 2002, the AME church, the Medical University of
South Carolina, and the University of South Carolina received funding from the Centers for
Disease Control and Prevention (CDC) to conduct a community-based participatory research
project to promote physical activity [18,19]. Shortly after this study ended, the National
Institutes of Health issued a request for applications to conduct community-based participatory
research. After making a joint decision to pursue funding, two of the study co-authors (SW
and AP) met regularly to develop the proposal, with each seeking input from their communities
(i.e., church and academic communities). The proposal was submitted by the University of
South Carolina with subcontracts to the AME church (through a 501c3 established by several
church leaders), the Medical University of South Carolina, and Clemson University. Allen
University later joined this partnership. Once funded, a planning committee was formed that
was comprised of church leaders, church lay members, and university faculty and staff. This
committee met monthly for the first year of the study to plan the intervention and evaluation,
and continues to meet quarterly to oversee study activities. Table 1 presents the principles of
community-based participatory research [20] that we strive to follow and how we apply them
in this study.

2.3 Study aims
Using a community-based participatory approach, the primary aim of the study is to test
whether a 15-month combined physical activity and dietary intervention that targets social,
cultural, and policy influences within the church results in increased self-reported moderate-
intensity physical activity and fruit and vegetable consumption and greater improvements in
blood pressure (primary outcomes) as compared to a delayed intervention control group.
Secondary outcomes include objectively measured moderate-intensity physical activity, fat
consumption, and fiber/whole grain consumption. Another aim is to assess the role of pastor
support of and participation in the intervention. Our final aim is to disseminate the program
statewide at the completion of the randomized trial.
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2.4 Study design and randomization
We used a cluster randomized design with three waves of implementation. In the first wave of
the study, we randomized clusters of churches to receive the intervention immediately after
baseline assessments (immediate intervention group) or at the end of a 15-month period
(delayed intervention group). We chose to randomize by clusters because of their geographic
proximity. In practice, however, we found that communication among these churches was not
consistent and did not pose a substantial threat of contamination. Thus, all future
randomizations in waves two and three were made at the church level. This change in study
design afforded us greater power as we had more available units of randomization (i.e.,
churches rather than clusters of churches).

Randomization is conducted by the study statistician who has no direct contact with churches.
Within each District, randomization is done such that the number of churches and the projected
number of participants are balanced. Churches and staff are notified of randomization after the
completion of baseline measures.

Outcome measures are conducted at baseline and 15 months later (post-program). Given the
size and scope of the project, it was not feasible to collect intermediate outcome measures.
Process measures, however, are collected more frequently. The delayed intervention group
receives the complete intervention at the end of the 15-month measurement, but they are not
reassessed after that time.

2.5 Church and participant selection
Pastors from the identified districts were sent a letter from their presiding elder introducing the
FAN program and inviting participation. Interested churches were asked to complete and return
a contact information form to the FAN staff. Follow up telephone calls to the pastors were
made by the FAN staff to address questions or concerns. If the FAN staff was unable to reach
the pastor via telephone, an additional letter inviting the church to take part in the FAN program
was mailed to both the pastor and the church’s health director. Churches agreeing to participate
in the FAN program were asked to sign a memorandum of agreement. Churches that agreed
to participate in the program were asked to recruit members of their congregation to take part
in a baseline measurement session. Study staff provided flyers and announcements that
churches could use to recruit members. Pastors typically asked the health director or another
church member (FAN coordinator) to act as the liaison between the church and the FAN
program staff to schedule and coordinate measurement sessions and church committee
trainings.

2.6 Inclusion and exclusion criteria
To be eligible for the study, churches have to agree to be randomized and agree to assist the
FAN team in scheduling baseline and post-program measurement sessions. They also have to
agree to take part in all required trainings. Participants within churches have to be 18 years of
age or older, free of serious medical conditions or disabilities that would make physical activity
difficult, not planning to move from the area over the next two years, and attend worship
services or church activities at least one time per month. These criteria are presented in the
informed consent form; thus, participants self-exclude themselves.

2.7 Intervention
2.7.1 Intervention development—Based on our prior research and the organizational
structure of the church, the likely intervention approach and theoretical framework were
described in the grant proposal, but the specific components of the intervention resulted from
the monthly meetings of the planning committee within the first year of the study. To initiate
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this process, we engaged in a group brainstorming activity that occurred over several months.
The session was co-facilitated by two of the study investigators: one from the church (AP) and
one from the university (SW). The committee was asked to share their ideas as to what an
“ideal church that promotes physical activity and healthy nutrition” (later named a “health
promoting church”) might look like. They were reminded to keep the project goals in mind
when thinking about “physical activity” (30+ minutes per day, 5 or more days per week, of
moderate-intensity physical activity such as brisk walking) and “healthy eating” (eating a diet
high in fruits and vegetables and grains and low in saturated and trans fats and sodium).

Responses were organized into similar types of themes and approaches. Because these themes
and approaches were highly consistent with our proposed theoretical framework, we describe
that framework next. Cohen and colleagues’ structural model of health behavior [21] was
proposed a priori because it appeared to be highly compatible with organizations such as
churches. According to this model, behavior is influenced by the availability and accessibility
of products and physical structures that are associated with health outcomes (harmful or
protective), social structures that promote or inhibit behaviors through organizational
guidelines and support, and cultural and media messages that people see and hear frequently
through large or small media and through stories and cultural practices. Table 2 lists each of
these structural factors and ideas generated by the planning committee. Based on this process
and a discussion of how we would assist churches in creating “health promoting churches,”
we developed a logic model (see Figure 1). The committee decided to train the churches by
holding two distinct trainings: one for church committees and a second for church cooks. In
addition, the committee agreed that monthly contact with churches in the form of mailings of
materials would be useful. Finally, regular contact through telephone and in-person visits was
viewed as important. Each of these components is outlined below.

2.7.2 Committee trainings—With input from the planning committee, a full-day committee
training was designed and is being implemented. The pastor, health director, FAN coordinator
(if different than health director), and cook or lead kitchen staff are required to attend the
training. Depending on their size, churches are encouraged to send up to five committee
members for training. The training and intervention materials were based on the structural
ecologic model and ideas generated by the planning committee for a “health promoting
church,” as shown in Table 2.

The one-day training includes didactic and interactive components. It is led by the FAN
Intervention Coordinator who is an employee of the University of South Carolina and a member
of the AME church. The training provides an overview of study goals, links study goals to
relevant scripture and the health mission of the AME church, defines what is meant by physical
activity and healthy eating (focusing on DASH diet goals), and links physical activity and
healthy eating to health disparities in South Carolina. A brainstorming session is held to discuss
what it means to be a “FAN Pastor” (i.e., how pastors can support FAN goals) and to share
ideas of activities already being done in the church to promote physical activity and healthy
eating. Physical activity breaks are included in the training and provide examples of activity
breaks the churches could adopt. A healthy breakfast and lunch are served.

During the training, churches go through an active “assessment and planning” process that is
organized along Cohen’s structural model of health behavior [21]. A workbook is provided for
each church to facilitate this process. For each of the structural factors within the model (see
Table 2), churches assess current activities and select ways to address, enhance, or expand
them. Churches have a great deal of flexibility in how they address each of the structural factors.
All churches are asked to implement a set of core activities (e.g., distribute bulletin inserts,
share messages from the pulpit about physical activity and healthy eating, pass out educational
materials, create a FAN bulletin board, suggest guidelines and practices that the pastor can set)
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and choose additional activities that are suited to the needs and interest of their congregation.
During the training, they use their assessment and planning workbook to develop a formal plan
to address each factor within the model and a budget to support these activities. Upon
submission of the plan and budget, the church receives a stipend (up to $1000 depending on
church size and attainment of recruitment goals). Each church receives a binder that contains
educational materials, a directory of local physical activity programs and facilities, and a
directory of local farmer markets. They also receive personal and church incentives (e.g.,
pedometers, cups, church fans, etc.).

2.7.3 Cook trainings—Church kitchen staff and cooks have considerable influence over the
types of foods served to members in addition to how these foods are prepared. Thus, a separate
cook training entitled Cooking with a Chef (adapted from the Clemson University Cooking
and Healthy Eating Food Specialists) [22–25] was held for these individuals. Preliminary focus
groups with AME church cooks demonstrated that food has important meanings within the
church. For example, cooks want to nurture members and prepare foods that are comforting
and flavorful. Traditional practices and traditional foods are seen as culturally important.
Having an abundance of food can also represent greater status as a church. The importance of
these sociocultural factors is addressed in the training.

The major objectives for the cook trainings are to provide a participatory training workshop to
improve healthy meals and snacks within the church foods program, enlist cooks in hands-on
cooking with chef training, participate in menu building exercises, and demonstrate the
development of flavor in foods through healthy ingredients. It is anticipated that as cooks
increase their level of confidence through instruction and practice of basic culinary skills,
healthy menu planning techniques, culinary terms and recipe modifications they will
incorporate recommendations of the DASH diet plan to increase fruits, vegetables, and fiber;
and to decrease fat and sodium in menus. The specific topics of the cook training include: make
menu planning easy, color the plate and create centerpiece trays with vegetables and fruits,
center of the plate meats and substitutes, whole grains sampling and recipes, and active
participation in a tasting panel by incorporating the sensory evaluation process.

Each church that participates in the study sends up to two individuals to the cooks training;
these individuals function in the church as cooks or hospitality/kitchen committee members.
These individuals are identified by the pastor and/or FAN coordinator. The training is held at
a centrally-located church that has a large kitchen appropriate for demonstrations, sit down
meal service, and taste-tests. The culinary nutrition training emphasizes economical meal
planning, healthy ingredient selection, and the use of spices and herbs to ensure flavorful
recipes. The church cook works alongside a professional chef and a dietitian during the
workshop. The training and recipes emphasize regional flavors of the Southeastern United
States.

The day begins by the team providing inspirational messages regarding how healthy cooking
is serving the people by relating health messages and Scripture. Throughout the training,
regional and cultural tailoring continues to ensure ingredients are appropriately selected for
dishes. Over the course of the day, the cooks create a fruit and a vegetable centerpiece with
accompanying cold sauces, an appetizer selection, and a complete meal. These foods are shared
and discussed during a morning and an afternoon break and during a luncheon. During each
“breaking the bread” meal or snack-time the chef and the dietitian join the cooks around the
table and participate in a group question and answer session and culinary nutrition conversation.

In the afternoon the cooks write out a menu for their church as an individual activity then share
these plans with a partner from a different church. During this process the menus are
constructively evaluated and modified according to the criteria of customer appeal,
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appropriateness for the budget, staff, and needs of the congregation, and the DASH diet plan
targeted qualifications with the dietitian as coach. Each cook approaches the podium and
practices a ‘public speaking’ role play by inviting the group to enjoy their menu and creatively
describes their fare.

The cooks training provides church cooks a learning environment in which to identify the
ingredients that “go together” in regional dishes and cultural cuisine and then follows a
systematic approach to demystifying the recipe. Each ingredient and recipe is evaluated as to
its contribution to flavor, sensory appeal (appearance, aroma, texture, and taste), and nutrition
goals (increase fruits, vegetables, and whole grains and reduce saturated fat and sodium).
Attention to providing flavor profiles and ingredients commonly used in their church menus
are emphasized. Cooks are encouraged to share their experiences, tricks of the trade, and recipes
that are popular with their church congregations throughout the workshop. Recipes are
modified and continually updated based on the feedback from the cooks and their experiences
with their church congregants.

2.7.5 Monthly mailings and quarterly newsletters—After trainings, committees
(including cooks) and pastors receive a monthly packet over the 15 months of the program to
help support implementation of the program. Each month highlights a health behavior change
strategy consistent with Social Cognitive Theory [26] (e.g., setting goals) and a health condition
related to physical inactivity and diet (e.g., hypertension). Most monthly mailings include
program incentives for the church and/or committee members. The committee member mailing
contains: a personalized letter emphasizing the key behavior change strategy and the health
condition, a listing of the contents of the packet and how they can be used, handouts for
distribution to members (a bulletin insert plus one or more educational brochures or skills-
based worksheets), tools for FAN cooks (e.g., recipes, tips), and resource updates (suggested
activities to implement with the congregation). Pastors are sent a separate mailing that is also
personalized and contains information to motivate the pastor, a FAN goal of the month along
with a corresponding activity for the pastor to personally try (e.g., wearing a pedometer), and
strategies for how to share his/her learnings with the congregation to support FAN goals.

2.7.6 Technical assistance—Follow-up calls are made by the FAN intervention staff to
pastors, FAN coordinators, and cooks to learn what programs and activities are being
implemented, help problem-solve challenges they face, and provide technical assistance for
implementing FAN activities. Site visits to the churches are also conducted, where possible,
to show support of the church’s program and to answer questions and provide assistance.

2.7.7 Sustainability and Dissemination Planning—An important principle in
conducting faith-based research [27], and public health research in general [28], is the need to
“leave something behind.” All intervention activities were designed to promote capacity
building within the church, with the intent of maximizing the likelihood of program
sustainability. For example, rather than having research staff deliver the intervention, these
staff members train members in the church to develop the skills needed to deliver the
intervention. Furthermore, by training more than one individual within the church and targeting
the pastor, church cook, and health ministry staff in trainings, the likelihood of sustainability
is also enhanced.

An early concern voiced by church members in preparing the grant proposal was the need to
reach all churches within the state. There was a feeling that it was not fair and was inconsistent
with the church’s values to only offer the program for a small number of churches. Thus, the
grant proposal was written such that the final year of the study is devoted to disseminating the
program and findings statewide.
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2.8 Measures
Prior to data collection, participants complete an informed consent form that describes the
purpose of the study and informs participants that their church will either be selected (at
random) to receive the program now or 15-months from now. Participant data are collected at
baseline and 15 months later (post-program). Participants complete a survey and participate in
physical measurements to obtain primary and secondary outcomes. Randomization status is
not revealed to churches, participants, or staff until after the completion of baseline measures.
Although the measurement coordinator is aware of group assignment after baseline measures
are completed, other measurement team members are blind to group assignment at the 15-
month assessment. Given the need for coordination with churches over the course of the project,
it is not feasible in this type of community-based study to keep the measurement coordinator
blind to group assignment beyond the baseline assessments.

2.8.1 Demographic and health-related measures—Participants report their gender,
age, race, marital status, employment status, highest grade or years of education completed,
and income. They report whether they care for a sick or frail older relative and whether they
have any grandchildren who live in their home and whether they are responsible for their basic
needs.

Participants rate their general health status on a scale from 1 (excellent) to 5 (poor). Participants
are asked their current smoking status, whether a health care provider was seen in the last 12
months, and the presence or absence of health care provider-diagnosed diabetes, hypertension
(“high blood pressure”), myocardial infarction (“a heart attack, also called myocardial
infarction”), angina or coronary heart disease (“angina (chest pain) or coronary heart disease”),
stroke, arthritis (“some form of arthritis, rheumatoid arthritis, gout, lupus, or fibromyalgia”),
osteoporosis (“osteoporosis (weak bones)”), asthma, and hypercholesterolemia (“high blood
cholesterol”). Participants also report if they are limited in any activities because of physical
problems and whether they use special equipment because of any health problems. Finally
participants report whether they have had their blood pressure and blood sugar levels checked
by a health professional and whether they have had a prostate-specific antigen (PSA) test (men
only), a mammogram (women only), or a Pap test (women only). For each of these tests,
participants report when this test occurred (i.e., past year, past 2 years, past 5 years, 5+ years).

2.8.2 Primary outcome measures—Because the intervention targets two health
behaviors, there were multiple a priori primary outcomes. The DASH Diet was developed to
reduce blood pressure [29–37]. Furthermore, regular moderate- to vigorous-intensity physical
activity reliably reduces blood pressure [38]. Thus, resting blood pressure was chosen as a
primary outcome. Seated blood pressure measurements (systolic and diastolic) are made on
the right arm using an automated DinaMap ProCare Monitor (DPC-100X-EN) after sitting
quietly, with legs uncrossed, for five minutes [39]. Blood pressure is measured three times and
the average of the second and third readings will be used in statistical analyses.

The Community Health Activities Model Program for Seniors (CHAMPS) questionnaire is
used to measure physical activity [40]. This 41-item measure was designed to measure the
frequency and duration of various physical activities that older adults complete “in a typical
week during the past 4 weeks.” Frequency is assessed as the number of times per week, and
duration is assessed as the total time per week using a 6-item scale that ranges from “less than
1 hour a week” to “9 or more hours per week.” The CHAMPS has strong psychometric
properties, including demonstrated validity [41], test-retest reliability [41], and sensitivity to
change [40,42–45]. Resnicow and colleagues [46] validated a modified version of the original
CHAMPS questionnaire in a population of adult African Americans (age range: 21 to 68 years).
We used a 36-item modified version of the CHAMPS questionnaire, similar to the one
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described by Resnicow et al. [46]. Several items assessing social activities and recreational/
hobbies that are not used in the scoring algorithm were excluded to reduce participant burden,
and a single item measuring frequency of dancing/moving during church services was added
[46]. The primary study outcome is hours per week of moderate- to vigorous-intensity physical
activity. We will also compute hours per week of light-, moderate-, and vigorous-intensity
physical activity (i.e., total physical activity) and moderate- to vigorous-intensity leisure time
physical activity. Classification of intensity level is based on the MET values reported in the
Ainsworth et al. [47] compendium, adjusted for the recommendations made by Stewart et al.
[48] and Resnicow et al. [46].

Although 24-hour recalls are considered the gold standard in dietary research, this approach
was not deemed feasible in the settings in which our study is based. Thus, we relied on self-
reported diet. The National Cancer Institute fruit and vegetable all-day screener asks about
different types of fruits and vegetables and portion sizes for each [49]. We include 9 of the 10
items (French fry consumption was excluded). This scale has been shown to correlate
moderately with 24-hour recall measures of fruit and vegetable consumption (Men: r = 0.66;
Women: r = 0.51) [50]. A very similar measure was used as a primary outcome in Black
Churches United for Better Health [10], and the correlation between this measure and 3-day
food records was moderate (r = .51).

2.8.3 Secondary outcome measures—The ActiGraph accelerometer (GT1M model,
ActiGraph, LLC, Fort Walton Beach, FL) is used to objectively measure physical activity in
a subsample of participants. Participants are instructed to wear the ActiGraph on the right hip
during all waking hours (except while in water) for 5–7 consecutive days. A 60-second epoch
(time interval) is used. The GT1M model, which is the newer version of the 7164 Model, self-
calibrates and utilizes a direct USB connection to initialize and download data. Freedson et al.
[51] assessed the validity of the ActiGraph Model 7164 in a sample of adults, across 3 speeds
on the treadmill (slow walk, fast walk, jog), and found that activity counts were highly
correlated with energy expenditure (r =0.93) across all speeds.

The cutpoints from Freedson et al. [52] will be used to convert the activity count data into mean
minutes of physical activity (moderate intensity: 1952–5724 counts per minute; vigorous
intensity: ≥ 5725 counts per minute). As recommended by Matthews et al. [53], we will define
sedentary behavior as < 100 counts per minute. Thus, light intensity will be considered 101–
1951 counts per minute. In exploratory analyses, we will consider examining the range of 760
– 1951 counts per minute as “moderate lifestyle” intensity [54]. As recommended by Trost et
al. [55], ActiGraph data will only included in analyses if the participant wore the monitor for
a minimum of three days and for at least ten hours per day. We will assume that 60 minutes or
more of consecutively recorded zeros indicates non-wear time and these data will be removed
from analyses. Mean minutes per day of sedentary, light, moderate, and vigorous activity will
be computed.

The 33-item Fat and Fiber-Related Behavior Questionnaire [14,56] is used to assess dietary
behaviors associated with eating a diet that is low in fat and high in fruits, vegetable, and grains.
The summary scores for fat and fiber are moderately correlated with a food frequency
questionnaire (r = .53 and r = .50, respectively). This measure also produces five fat subscales:
(1) avoid fat as flavoring, (2) substitute specially manufactured low-fat foods, (3) modify meats
to be low in fat, (4) replace high-fat meats with low-fat alternatives, and (5) replace high-fat
foods with fruits and vegetables. It also produces three fiber subscales: (1) cereals and grains,
(2) fruits and vegetables, and (3) substitute high-fiber for low-fiber foods. High test-retest
correlations have been reported for 3 months (r = .60 to .79) and 12 months (r = .53 to .74).
An important quality of this measure is that has been shown to be more responsive to change
in a dietary intervention than a more detailed food frequency questionnaire [56,57]. A review
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of dietary fat indices recommended this measure as it has been shown to be valid in multiple
populations and is a simple, quick, and inexpensive way to assess fat-related patterns and
behaviors [58].

2.8.4 Other measures—In addition to the more extensive fruit and vegetable questionnaire
used as a primary outcome measure, we also included a simple 2-item measure (appearing later
in the questionnaire packet). One item asked, “How many servings of fruit do you usually eat
each day” and the second asked, “How many servings of vegetables to you usually eat each
day?” These items were used in Healthy Body / Healthy Spirit [12,59] and Eat for Life [13,
60]. Another study conducted in African American churches found that 2-, 7-, and 36-item
fruit and vegetable questionnaires correlated similarly with total serum carotenoids (excluding
lycopene) (r = .22 to .35) [13].

Weight is measured (to the nearest 0.1 kg) using a portable Seca 880 High Capacity Digital
Floor Scale. Height (measured to the nearest 0.25 inch) is obtained using a stadiometer at
baseline only. Participants are asked to remove their shoes prior to both measurements. Body
mass index (BMI) is calculated as weight (kg)/height squared (m2).

Waist circumference is measured (to the nearest 0.1 cm) by locating the narrowest part of the
torso, which is located between the participant’s ribs and the iliac crest. Participants remove
all excess clothing prior to the measurement and smooth the remaining clothing against the
skin so that it is not gathered around the waist. Two measurements are taken on each participant.
If the difference between the two measures is more than 2.0 cm, a third measurement is taken.
The average of the two closest measures (< 2 cm difference) will be used in statistical analyses.

Self-efficacy for physical activity and self-efficacy for fruit and vegetable consumption are
being assessed as potential mediators of intervention outcome. Self-efficacy for physical
activity is measured with an adapted 12-item version of Sallis’ scale [61]. It assesses a
participant’s confidence to exercise when faced with common barriers. In order to make the
response options for the diet and physical activity measures comparable, and consistent with
Healthy Body / Healthy Spirit [12,59] and Body and Soul,[62] we are using a Likert scale with
four rather than five response options (“not at all confident”, “a little confident,” “moderately
confident,” and “very confident”). Self-efficacy for fruits and vegetables is measured with a
10-item scale used in Healthy Body / Healthy Spirit [12,59] and Body and Soul [62]. Like
physical activity, it measures a participant’s confidence to eat fruits and vegetables when faced
with common barriers.

Social support for physical activity (3 items) and fruit and vegetable consumption (3 items)
from family, friends/colleagues, and members of church are also being assessed as potential
mediators of intervention outcome. Participants are asked, “How much encouragement do you
get from your (family / friends or work colleagues / people at your church) to (get more physical
activity / eat more fruits and vegetables)?” The items assessing family and friend/colleague
support were derived from Eyler and colleagues’ (1999) study involving minority women
[63], which were adapted from the Sallis et al. scale [64]. The items assessing support from
people at church were similar to those used in Healthy Body / Healthy Spirit [59]. All items
are measured on a four point response scale (“none,” “a little,” “some,” and “a lot”).

2.9 Retention of participants
During the baseline measurement session, participants are asked to provide the name and
contact information for two individuals who do not live with them but would be able to provide
contact information in the event that the study loses contact. All participants are sent a quarterly
retention mailing which includes a postage-paid postcard to report changes in contact
information. FAN staff also attends AME events to remain visible to leaders and members.
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2.10 Process evaluation
Few studies achieve full implementation of the intervention in field settings [65] and
researchers have noted the importance of measuring program implementation due to
documented variability in intervention implementation and policy adoption in community and
school settings [66–71], including faith settings [9,62,72,73]. Process evaluation may be
especially important in randomized trials of complex interventions (i.e., multi-component
interventions strongly influenced by social context) [74]. Furthermore, a recent review
concluded that there is strong evidence that level of implementation directly impacts study
outcomes [75].

FAN process evaluation planning incorporated recommended practices for implementation
monitoring. The process evaluation plan was guided by a conceptual model (structural ecologic
model) and developed in collaboration with the planning committee beginning with the detailed
description of a “health promoting church” (described previously, see Table 2) [66,67,71,74–
76]. The elements of a “health promoting church” describe “complete and acceptable delivery”
of FAN [76,77] (although it is not expected that churches deliver all activities listed in Table
2), guiding both the intervention and process evaluation. We used a logic model to guide
planning [66,74,75,78] and developed a comprehensive set of process evaluation questions to
assess fidelity, dose, reach, recruitment activities, and contextual factors using multiple data
sources and using multiple qualitative and quantitative methods [66,70,74,75,79]. The core
FAN process evaluation questions are listed in Table 3.

2.10.1 Process evaluation measures and instruments—All recruitment and training
activities, including attendance, are documented by lead staff. Training evaluations are
collected immediately after the training session ends, including attendees’ evaluation of the
cook and committee trainings along with trainers’ self-evaluations of the trainings (recruitment,
dose delivered, and reach: training participants). Organizational assessment interviews are
conducted pre- and post-program by measurement staff with pastors, FAN coordinators (or
health directors), and cooks (fidelity and context). The content of these interviews maps onto
the key factors in the structural ecologic model. End-of-program interviews are also conducted
with the FAN coordinators in the immediate intervention churches to assess the extent to which
FAN activities were implemented as well as barriers and successes to implementation (dose
received and fidelity). Food and media observations are completed at pre- and post-program
measurement sessions to assess the types of food served at church events (direct observation
and interviews with kitchen staff) and the display of physical activity and healthy eating
materials in the church (fidelity). Measurement and intervention staff members complete
ratings at pre- and post-program to rate pastor, FAN coordinator (or health director), and cook
support of FAN and church and committee function (context). Intervention staff documents
all technical assistance calls and visits, including the nature of the call, implementation of FAN,
barriers, successes, and support provided (dose delivered). Finally, church congregants
complete 15 questions on their pre-and post-program surveys that map onto planned
intervention activities (dose received).

Strengths of our process evaluation include working with the planning committee to define
what constitutes implementation, developing a logic model to guide planning, using multi-item
indexes rather than single measures, obtaining data from multiple sources, including measures
for both intervention and comparison churches, collecting data on factors that influence
implementation (context), and the ability to use level of implementation in outcome analyses
to better understand findings.
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2.11 Sample size justification
The primary analyses focus on evaluating the impact of the intervention by comparing churches
receiving the immediate intervention to those in the delayed intervention group. The study
design is a group randomized trial (GRT) with two levels of clustering: participants within
church and church within church cluster (i.e., geographic units). In the first wave, seven clusters
including 23 churches were randomized to an immediate intervention or delayed intervention
condition. In subsequent waves, 51 churches were randomized to immediate or delayed
intervention. Recruitment goals were based on church size and were inflated to account for a
25% attrition rate. Although the number of respondents per church is variable due to different
congregation sizes, all calculations are based on the arithmetic mean of number of respondents.

In a previous study we conducted with the AME church [18,19], the individual pre-post
correlation was 0.60 (standard deviation = 2.11) for fruit and vegetable consumption and 0.44
for physical activity (measures differed). The standard deviation for moderate to vigorous
physical activity (CHAMPS) was 240–294 minutes per week among African Americans
participating in the Active for Life study [80]. Blood pressure estimates were based on Project
Joy [9]; the pre-post correlation was 0.60, with the standard deviation ranging from 10
(diastolic) to 20 (systolic) mmHg. In our previous church-based intervention, the intraclass
correlation (ICC) was 0.011 for physical activity and 0.02 for fruit and vegetable consumption
within church. At the church level, pre-post correlations of 0.2 for physical activity and 0.3 for
fruit and vegetable consumption are assumed. The ICC for churches within cluster is estimated
at 0.005.

All calculations assume 80% power. Because there are three primary outcomes and because
all tests are two-sided, sample size calculations assume α=.008 (0.05/2/3). For analytic
purposes, the study includes 58 clusters: seven clusters comprised of 23 churches in wave one
and 51 churches in waves two and three. Using the final number of participants measured at
baseline and adjusting for attrition (N=1,279; average of 17/church at baseline and 13/church
after attrition), the study can detect a 0.214 effect size for physical activity (51–63 minutes/
week), a 0.206 effect size for fruit and vegetable consumption (0.44 servings/day), and a 0.194
effect size for blood pressure (1.9 mm Hg for diastolic; 3.8 mm Hg for systolic). These effect
sizes refer to differences in pre-post changes between immediate intervention and delayed
intervention groups and adjust for multiple tests. For accelerometer measures, the average
sample size is four participants per church (n=316). With this smaller subgroup, and adjusting
for attrition, the detectable effect size is 0.32, for an absolute difference of 29.28 minutes per
week.

2.12 Statistical analyses
The primary outcomes for this study are blood pressure, self-reported minutes per week of
moderate- to vigorous-intensity physical activity (CHAMPS), and servings per week of fruits
and vegetables. Study hypotheses will be tested by comparing the follow-up assessments
between the two conditions using mixed linear models (SAS PROC MIXED) with each of the
outcome measures. Independent variables will include intervention group, baseline level of the
outcome measure, and potential confounders (selected covariates including age, education,
BMI, gender). Church and church cluster will be included in all analyses as random effects
nested within the experimental condition (immediate vs delayed intervention); for waves two
and three, cluster and church are indistinguishable. Differences in outcome measures across
the two conditions, adjusted for baseline scores, reflect intervention differences from baseline
to follow-up. A limited number of pairwise interactions between selected covariates and
intervention group will also be examined in secondary exploratory analyses, to evaluate
whether the intervention was more effective for certain groups of respondents than others as a
hypothesis generating exploration of the data. For all hypotheses tested, p values and the
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magnitude of association will be reported to reflect the statistical significance. Model
assumptions will be assessed using standard residuals-based diagnostic procedures, and
normalizing or variance stabilizing transformations (e.g., square-root transformation) will be
made as appropriate.

If actual attrition is the same as projected attrition (25%), we will conduct analyses with
complete cases. If, however, actual attrition exceeds projected attrition (>25%), we will use
more conservative last observation carried forward analyses.

3 Summary
Partnerships between faith communities and universities provide a way to deliver health
promotion messages in a culturally and ethnically relevant manner, and they have great
potential to contribute to eliminating health disparities (a Healthy People 2010 [81] objective).
Several faith-based interventions have targeted fruit and vegetable consumption [10,12–14,
62]. These interventions have been successful in increasing fruit and vegetable consumption
by 0.6 to 1.4 servings/day [13,59,62,72,73], similar to secular interventions [82]. Furthermore,
few culturally-tailored, faith-based interventions have targeted physical activity [9,12,19,59,
73,83–86], and of these, only three reported statistically significant increases in physical
activity [59,73,83]. Only two studies reported using a community-based participatory research
approach to guide the intervention [19,83].

Although these studies provide useful information regarding university-faith partnerships,
there are several gaps and limitations that FAN aims to address. First, most studies have focused
primarily on individual behaviors [9,12–14,62,87], with relatively little attention given to
environmental factors and church policy, thus limiting reach and perhaps sustainability of the
programs. FAN uses a social ecological model to guide the culturally tailored intervention.

Second, to date, most faith-based dietary interventions have focused on fruit and vegetable
consumption [12,13,62,72]. An intervention that targets increased fruit and vegetables,
decreased saturated fat and sodium, and increased whole grains consumption is likely to have
greater impact on cardiovascular disease and cancer risk factor reduction. Furthermore, it is
the combination of physical activity and healthy diet that leads to the greatest reduction in risk
of chronic diseases [88–90], yet only a few faith-based studies [9,12,73] have included physical
activity as a primary outcome, and none have included an objective measure (e.g.,
accelerometer) of physical activity.

Third, a community-based participatory research framework has rarely been used in faith-based
physical activity and dietary interventions. As a result, the community may be less likely to
sustain changes beyond the research period due to lack of resources and capacity, ultimately
returning to pre-intervention lifestyles and health status.

Fourth, while many studies have anecdotally stated the importance of pastors in the success of
the interventions [8,9,72,91], none have measured or assessed this factor in a systematic way.
Furthermore, few interventions have engaged other key leaders (e.g., pastors) and decision
makers (e.g., church cooks), whose policies and choices directly affect the health behaviors of
their congregations.

Finally, Lasater and colleagues [8] identified four levels of church involvement in
interventions, ranging from Level 1 (the church is a vehicle for recruitment, tracking, or
program delivery) to Level 4 (church members deliver programs and behavior change efforts
incorporate spiritual elements). Many of the faith-based interventions have been Level 1 or 2
interventions. FAN is a Level 4 intervention.
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FAN is unique in that it addresses these gaps in the literature and also includes a detailed process
evaluation so that we will be able to better characterize factors related to program success and
challenges. Furthermore, sustainability and dissemination planning was incorporated from the
very beginning of the project.

Acknowledgments
We wish to thank The Right Reverend Preston Warren Williams II for his support of FAN. We thank the churches
and members who have taken time out of their busy lives to participate in measurements and trainings and to implement
FAN in their churches. We also wish to acknowledge lead staff who make the study possible: Harriet Cunningham,
Program Coordinator, Deborah Kinnard, Measurement Coordinator, and Gilbert Smalls, Intervention Coordinator.
We also thank the following staff and students who have meaningfully contributed to FAN: Alisa Brewer, Kara
Goodrich, Terri Gordon, Tatiana Warren, and Cassandra Wineglass. We thank Dr. Marci Campbell for consulting on
FAN and sharing many useful “lessons learned” from her work. Finally, we thank the many students and staff members
who have supported measurement and intervention activities.

The project described was supported by Grant Number R01HL083858 from the National Heart, Lung, and Blood
Institute. The content is solely the responsibility of the authors and does not necessarily represent the official views
of the National Heart, Lung, and Blood Institute or the National Institutes of Health.

References
1. Lloyd-Jones D, Adams R, Carnethon M, De Simone G, Ferguson TB, Flegal K, et al. Heart disease

and stroke statistics--2009 update: a report from the American Heart Association Statistics Committee
and Stroke Statistics Subcommittee. Circulation 2009;119:e21–e181. [PubMed: 19075105]

2. Jemal A, Siegel R, Ward E, Murray T, Xu J, Thun MJ. Cancer statistics, 2007. CA Cancer J Clin
2007;57:43–66. [PubMed: 17237035]

3. Physical Activity Guidelines Advisory Committee. Physical Activity Guidelines Advisory Committee
Report, 2008. Washington, DC: U.S. Department of Health and Human Services; 2008.

4. Harsha DW, Lin PH, Obarzanek E, Karanja NM, Moore TJ, Caballero B. Dietary Approaches to Stop
Hypertension: a summary of study results. DASH Collaborative Research Group. J Am Diet Assoc
1999;99:S35–S39. [PubMed: 10450292]

5. Rankins J, Sampson W, Brown B, Jenkins-Salley T. Dietary Approaches to Stop Hypertension (DASH)
intervention reduces blood pressure among hypertensive African American patients in a neighborhood
health care center. J Nutr Educ Behav 2005;37:259–264. [PubMed: 16053815]

6. McNabb W, Quinn M, Kerver J, Cook S, Karrison T. The PATHWAYS church-based weight loss
program for urban African- American women at risk for diabetes. Diabetes Care 1997;20:1518–1523.
[PubMed: 9314627]

7. Reid LV, Hatch J, Parrish T. The role of a historically black university and the black church in
community-based health initiatives: the project DIRECT experience. J Public Health Manag Pract
2003 Suppl:S70–S73. [PubMed: 14677334]

8. Lasater TM, Becker DM, Hill MN, Gans KM. Synthesis of findings and issues from religious-based
cardiovascular disease prevention trials. Ann Epidemiol 1997;S7:S46–S53.

9. Yanek LR, Becker DM, Moy TF, Gittelsohn J, Koffman DM. Project Joy: faith based cardiovascular
health promotion for African American women. Public Health Rep 2001;116:68–81. [PubMed:
11889276]

10. Campbell MK, Demark-Wahnefried W, Symons M, Kalsbeek WD, Dodds J, Cowan A, et al. Fruit
and vegetable consumption and prevention of cancer: the Black Churches United for Better Health
project. Am J Public Health 1999;89:1390–1396. [PubMed: 10474558]

11. McClelland JW, Demark-Wahnefried W, Mustian RD, Cowan AT, Campbell MK. Fruit and vegetable
consumption of rural African Americans: baseline survey results of the Black Churches United for
Better Health 5 A Day Project. Nutr Cancer 1998;30:148–157. [PubMed: 9589434]

12. Resnicow K, Jackson A, Braithwaite R, DiIorio C, Blisset D, Rahotep S, et al. Healthy Body/Healthy
Spirit: a church-based nutrition and physical activity intervention. Health Educ Res 2002;17:562–
573. [PubMed: 12408201]

Wilcox et al. Page 14

Contemp Clin Trials. Author manuscript; available in PMC 2011 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



13. Resnicow K, Jackson A, Wang T, De AK, McCarty F, Dudley WN, et al. A motivational interviewing
intervention to increase fruit and vegetable intake through Black churches: results of the Eat for Life
trial. Am J Public Health 2001;91:1686–1693. [PubMed: 11574336]

14. Bowen DJ, Beresford SA, Vu T, Feng Z, Tinker L, Hart A Jr, et al. Baseline data and design for a
randomized intervention study of dietary change in religious organizations. Prev Med 2004;39:602–
611. [PubMed: 15313101]

15. DeHaven MJ, Hunter IB, Wilder L, Walton JW, Berry J. Health programs in faith-based organizations:
are they effective? Am J Public Health 2004;94:1030–1036. [PubMed: 15249311]

16. Minkler, M.; Wallerstein, N., editors. Community Based Participatory Research for Health. San
Fransisco: Jossey-Bass; 2003.

17. Appel LJ, Moore TJ, Obarzanek E, Vollmer WM, Svetkey LP, Sacks FM, et al. A clinical trial of the
effects of dietary patterns on blood pressure. DASH Collaborative Research Group. N Engl J Med
1997;336:1117–1124. [PubMed: 9099655]

18. Wilcox S, Laken M, Anderson T, Bopp M, Bryant D, Carter R, et al. The Health-e-AME faith-based
physical activity initiative: Description and baseline findings. Health Promot Pract 2007;8:69–78.
[PubMed: 16885511]

19. Wilcox S, Laken M, Bopp M, Gethers O, Huang P, McClorin L, et al. Increasing physical activity
among church members: community-based participatory research. Am J Prev Med 2007;32:131–
138. [PubMed: 17234487]

20. Israel, BA.; Schulz, AJ.; Parker, EA.; Becker, AB.; Allen, AJ., III; Guzman, JR. Critical issues in
developing and following community based participatory research principles. In: Minkler, M.;
Wallerstein, N., editors. Community-Based Participatory Research for Health. San Francisco: Jossey-
Bass; 2003. p. 53-79.

21. Cohen DA, Scribner RA, Farley TA. A structural model of health behavior: a pragmatic approach to
explain and influence health behaviors at the population level. Prev Med 2000;30:146–154. [PubMed:
10656842]

22. Cooking with the CHEFS - Clemson University Healthy Eating and Food Specialists. [Accessed
March 22, 2010]. Available at: www.clemson.edu/cookingwithachef

23. Condrasky M, Graham K, Kamp J. Cooking with a Chef: an innovative program to improve mealtime
practices and eating behaviors of caregivers of preschool children. J Nutr Educ Behav 2006;38:324–
325. [PubMed: 16966056]

24. Condrasky M. Cooking with a Chef. Journal of Extension. 2006
25. Condrasky M, Parisi M, Kirby E, Michaud P, Graham K, Wall-Bassett E, et al. Application of the

process evaluation model to the Cooking-with-a-Chef Program. Top Clin Nutr 2009;24:152–160.
26. Bandura, A. Social foundations of thought and action: a social cognitive theory. Englewood Cliffs,

NJ: Prentice-Hall; 1986.
27. Campbell MK, Hudson MA, Resnicow K, Blakeney N, Paxton A, Baskin M. Church-based health

promotion interventions: evidence and lessons learned. Annu Rev Public Health 2007;28:213–234.
[PubMed: 17155879]

28. Green LW, Ottoson JM, Garcia C, Hiatt RA. Diffusion theory and knowledge dissemination,
utilization, and integration in public health. Annu Rev Public Health 2009;30:151–174. [PubMed:
19705558]

29. Sacks FM, Appel LJ, Moore TJ, Obarzanek E, Vollmer WM, Svetkey LP, et al. A dietary approach
to prevent hypertension: a review of the Dietary Approaches to Stop Hypertension (DASH) Study.
Clin Cardiol 1999;22:III6–III10. [PubMed: 10410299]

30. Sacks FM, Svetkey LP, Vollmer WM, Appel LJ, Bray GA, Harsha D, et al. Effects on blood pressure
of reduced dietary sodium and the Dietary Approaches to Stop Hypertension (DASH) Diet. N Engl
J Med 2001;344:3–10. [PubMed: 11136953]

31. Vollmer WM, Sacks FM, Ard J, Appel LJ, Bray GA, Simons-Morton DG, et al. Effects of diet and
sodium intake on blood pressure: subgroup analysis of the DASH-sodium trial. Ann Intern Med
2001;135:1019–1028. [PubMed: 11747380]

32. Svetkey LP, Erlinger TP, Vollmer WM, Feldstein A, Cooper LS, Appel LJ, et al. Effect of lifestyle
modifications on blood pressure by race, sex, hypertension status, and age. J Hum Hypertens
2005;19:21–31. [PubMed: 15385946]

Wilcox et al. Page 15

Contemp Clin Trials. Author manuscript; available in PMC 2011 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.clemson.edu/cookingwithachef


33. Bray GA, Vollmer WM, Sacks FM, Obarzanek E, Svetkey LP, Appel LJ. A further subgroup analysis
of the effects of the DASH diet and three dietary sodium levels on blood pressure: results of the
DASH-Sodium Trial. Am J Cardiol 2004;94:222–227. [PubMed: 15246908]

34. Lin PH, Ginty F, Appel LJ, Aickin M, Bohannon A, Garnero P, et al. The DASH diet and sodium
reduction improve markers of bone turnover and calcium metabolism in adults. J Nutr
2003;133:3130–3136. [PubMed: 14519796]

35. Moore TJ, Conlin PR, Ard J, Svetkey LP. DASH (Dietary Approaches to Stop Hypertension) diet is
effective treatment for stage 1 isolated systolic hypertension. Hypertension 2001;38:155–158.
[PubMed: 11509468]

36. Obarzanek E, Proschan MA, Vollmer WM, Moore TJ, Sacks FM, Appel LJ, et al. Individual blood
pressure responses to changes in salt intake: results from the DASH-Sodium trial. Hypertension
2003;42:459–467. [PubMed: 12953018]

37. Appel LJ, Champagne CM, Harsha DW, Cooper LS, Obarzanek E, Elmer PJ, et al. Effects of
comprehensive lifestyle modification on blood pressure control: main results of the PREMIER
clinical trial. JAMA 2003;289:2083–2093. [PubMed: 12709466]

38. Pescatello LS, Franklin BA, Fagard R, Farquhar WB, Kelley GA, Ray CA. American College of
Sports Medicine position stand. Exercise and hypertension. Med Sci Sports Exerc 2004;36:533–553.
[PubMed: 15076798]

39. Chobanian AV, Bakris GL, Black HR, Cushman WC, Green LA, Izzo JL Jr, et al. The Seventh Report
of the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood
Pressure: the JNC 7 report. JAMA 2003;289:2560–2572. [PubMed: 12748199]

40. Stewart AL, Mills KM, King AC, Haskell WL, Gillis, Ritter PL. CHAMPS Physical Activity
Questionnaire for Older Adults: outcomes for interventions. Med Sci Sports Exerc 2001;33:1126–
1141. [PubMed: 11445760]

41. Harada ND, Chiu V, King AC, Stewart AL. An evaluation of three self-report physical activity
instruments for older adults. Med Sci Sports Exerc 2001;33:962–970. [PubMed: 11404662]

42. King AC, Pruitt LA, Phillips W, Oka R, Rodenburg A, Haskell WL. Comparative effects of two
physical activity programs on measured and perceived physical functioning and other health-related
quality of life outcomes in older adults. J Gerontol 2000;55:M74–M83.

43. Stewart AL, Mills KM, Sepsis PG, King AC, McLellan BY, Roitz K, et al. Evaluation of CHAMPS,
a physical activity promotion program for older adults. Ann Behav Med 1997;19:353–361. [PubMed:
9706362]

44. Stewart AL. Community-based physical activity programs for adults age 50 and older. J Aging Phys
Act 2001;9:S71–S91.

45. Stewart AL, Verboncoeur CJ, McLellan BY, Gillis DE, Rush S, Mills KM, et al. Physical activity
outcomes of CHAMPS II: a physical activity promotion program for older adults. J Gerontol
2001;56:M465–M470.

46. Resnicow K, McCarty F, Blissett D, Wang T, Heitzler C, Lee RE. Validity of a modified CHAMPS
physical activity questionnaire among African-Americans. Med Sci Sports Exerc 2003;35:1537–
1545. [PubMed: 12972874]

47. Ainsworth BE, Haskell WL, Whitt MC, Irwin ML, Swartz AM, Strath SJ, et al. Compendium of
physical activities: an update of activity codes and MET intensities. Med Sci Sports Exerc
2000;32:S498–S504. [PubMed: 10993420]

48. Stewart AL, Mills KM, King AC, Haskell WL, Gillis D, Ritter PL. CHAMPS physical activity
questionnaire for older adults: outcomes for interventions. Med Sci Sports Exerc 2001;33:1126–
1141. [PubMed: 11445760]

49. National Cancer Institute. Fruit & Vegetable Screeners: Validity Results. 2000 [Accessed April 3,
2009]. Available at: http://riskfactor.cancer.gov/diet/screeners/fruitveg/validity.html

50. Thompson FE, Subar AF, Smith AF, Midthune D, Radimer KL, Kahle LL, et al. Fruit and vegetable
assessment: performance of 2 new short instruments and a food frequency questionnaire. J Am Diet
Assoc 2002;102:1764–1772. [PubMed: 12487538]

51. Freedson PS, Melanson E, Sirard J. Calibration of the Computer Science and Applications, Inc.
accelerometer. Med Sci Sports Exerc 1998;30:777–781. [PubMed: 9588623]

Wilcox et al. Page 16

Contemp Clin Trials. Author manuscript; available in PMC 2011 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://riskfactor.cancer.gov/diet/screeners/fruitveg/validity.html


52. Freedson PS, Miller K. Objective monitoring of physical activity using motion sensors and heart rate.
Res Q Exerc Sport 2000;71:S21–S29. [PubMed: 10925821]

53. Matthews CE, Chen KY, Freedson PS, Buchowski MS, Beech BM, Pate RR, et al. Amount of time
spent in sedentary behaviors in the United States, 2003–2004. Am J Epidemiol 2008;167:875–881.
[PubMed: 18303006]

54. Welk GJ, McClain JJ, Eisenmann JC, Wickel EE. Field validation of the MTI Actigraph and
BodyMedia armband monitor using the IDEEA monitor. Obesity (Silver Spring) 2007;15:918–928.
[PubMed: 17426327]

55. Trost SG, McIver KL, Pate RR. Conducting accelerometer-based activity assessments in field-based
research. Med Sci Sports Exerc 2005;37:S531–S543. [PubMed: 16294116]

56. Shannon J, Kristal AR, Curry SJ, Beresford SA. Application of a behavioral approach to measuring
dietary change: the fat- and fiber-related diet behavior questionnaire. Cancer Epidemiol Biomarkers
Prev 1997;6:355–361. [PubMed: 9149896]

57. Kristal AR, Beresford SA, Lazovich D. Assessing change in diet-intervention research. Am J Clin
Nutr 1994;59:185S–189S. [PubMed: 8279421]

58. Yaroch AL, Resnicow K, Khan LK. Validity and reliability of qualitative dietary fat index
questionnaires: a review. J Am Diet Assoc 2000;100:240–244. [PubMed: 10670401]

59. Resnicow K, Jackson A, Blissett D, Wang T, McCarty F, Rahotep S, et al. Results of the Healthy
Body Healthy Spirit trial. Health Psychol 2005;24:339–348. [PubMed: 16045368]

60. Resnicow K, Wallace DC, Jackson A, Digirolamo A, Odom E, Wang T, et al. Dietary change through
African American churches: baseline results and program description of the eat for life trial. J Cancer
Educ 2000;15:156–163. [PubMed: 11019764]

61. Sallis JF, Pinski RB, Grossman RM, Patterson TL, Nader PR. The development of self-efficacy scales
for health-related diet and exercise behaviors. Health Educ Res 1988;3:283–292.

62. Resnicow K, Campbell MK, Carr C, McCarty F, Wang T, Periasamy S, et al. Body and soul. A dietary
intervention conducted through African-American churches. Am J Prev Med 2004;27:97–105.
[PubMed: 15261895]

63. Eyler AA, Brownson RC, Donatelle RJ, King AC, Brown D, Sallis JF. Physical activity social support
and middle- and older-aged minority women: results from a US survey. Soc Sci Med 1999;49:781–
789. [PubMed: 10459889]

64. Sallis JF, Grossman RM, Pinski RB, Patterson TL, Nader PR. The development of scales to measure
social support for diet and exercise behaviors. Prev Med 1987;16:825–836. [PubMed: 3432232]

65. Shadish, WR.; Cook, TD.; Campbell, DT. Experimental and quasi-experimental designs for
generalized causal inference. Boston: Houghton Mifflin Company; 2002.

66. Scheirer MA, Shediac MC, Cassady CE. Measuring the implementation of health promotion
programs: the case of the Breast and Cervical Cancer Program in Maryland. Health Educ Res
1995;10:11–25. [PubMed: 10150419]

67. Harachi TW, Abbott RD, Catalano RF, Haggerty KP, Fleming CB. Opening the black box: using
process evaluation measures to assess implementation and theory building. Am J Community Psychol
1999;27:711–731. [PubMed: 10676545]

68. Helitzer D, Yoon SJ, Wallerstein N, Dow y Garcia-Velarde L. The role of process evaluation in the
training of facilitators for an adolescent health education program. J Sch Health 2000;70:141–147.
[PubMed: 10790837]

69. McGraw SA, Sellers DE, Stone EJ. al e. Measuring implementation of school programs and policies
to promote healthy eating and physical activity among youth. Prev Med 2000;31:S86–S97.

70. Dusenbury L, Brannigan R, Falco M, Hansen WB. A review of research on fidelity of implementation:
implications for drug abuse prevention in school settings. Health Educ Res 2003;18:237–256.
[PubMed: 12729182]

71. Goldberg, Lillehoj CJ.; Griffin, KW.; Spoth, R. Program provider and observer ratings of school-
based preventive intervention implementation: agreement and relation to youth outcomes. Health
Educ Behav 2004;31:242–257. [PubMed: 15090124]

72. Campbell MK, Motsinger BM, Ingram A, Jewell D, Makarushka C, Beatty B, et al. The North Carolina
Black Churches United for Better Health Project: intervention and process evaluation. Health Educ
Behav 2000;27:241–253. [PubMed: 10768805]

Wilcox et al. Page 17

Contemp Clin Trials. Author manuscript; available in PMC 2011 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



73. Campbell MK, James A, Hudson MA, Carr C, Jackson E, Oakes V, et al. Improving multiple behaviors
for colorectal cancer prevention among African American church members. Health Psychol
2004;23:492–502. [PubMed: 15367069]

74. Oakley A, Strange V, Bonell C, Allen E, Stephenson J. Process evaluation in randomised controlled
trials of complex interventions. BMJ 2006;332:413–416. [PubMed: 16484270]

75. Durlak JA, DuPre EP. Implementation matters: a review of research on the influence of
implementation on program outcomes and the factors affecting implementation. Am J Community
Psychol 2008;41:327–350. [PubMed: 18322790]

76. Bartholomew, LK.; Parcel, GS.; Kok, G.; Gotlieb, NH. Intervention mapping: Designing theory- and
evidence-based health promotion programs. Mountain View, CA: Mayfield; 2001.

77. Saunders RP, Evans MH, Joshi P. Developing a process-evaluation plan for assessing health
promotion program implementation: a how-to guide. Health Promot Pract 2005;6:134–147.
[PubMed: 15855283]

78. Steckler, A.; Linnan, L. Process evaluation for public health interventions and research: An overview.
In: Steckler, A.; Linnan, L., editors. Process evaluation for public health interventions and research.
San Francisco: Jossey-Bass; 2002. p. 1-21.

79. Bouffard JA, Taxman FS, Silverman R. Improving process evaluations of correctional programs by
using a comprehensive evaluation methodology. Eval Program Planning 2003;26:149–161.

80. Wilcox S, Dowda M, Griffin SF, Rheaume C, Ory MG, Leviton L, et al. Results of the first year of
Active for Life: translation of 2 evidence-based physical activity programs for older adults into
community settings. Am J Public Health 2006;96:1201–1209. [PubMed: 16735619]

81. US Department of Health and Human Services. Healthy People 2010: Understanding and improving
health. 2nd ed. Washington, DC: US Government Printing Office; 2000.

82. Ammerman AS, Lindquist CH, Lohr KN, Hersey J. The efficacy of behavioral interventions to modify
dietary fat and fruit and vegetable intake: A review of the evidence. Prev Med 2002;35:25–41.
[PubMed: 12079438]

83. Kim KH, Linnan L, Campbell MK, Brooks C, Koenig HG, Wiesen C. The WORD (wholeness,
oneness, righteousness, deliverance): a faith-based weight-loss program utilizing a community-based
participatory research approach. Health Educ Behav 2008;35:634–650. [PubMed: 17200103]

84. Kumanyika SK, Charleston JB. Lose weight and win: a church-based weight loss program for blood
pressure control among black women. Patient Educ Couns 1992;19:19–32. [PubMed: 1298945]

85. Winett RA, Anderson ES, Wojcik JR, Winett SG, Bowden T. Guide to health: nutrition and physical
activity outcomes of a group-randomized trial of an Internet-based intervention in churches. Ann
Behav Med 2007;33:251–261. [PubMed: 17600452]

86. Young DR, Stewart KJ. A church-based physical activity intervention for African American women.
Fam Community Health 2006;29:103–117. [PubMed: 16552288]

87. Quinn MT, McNabb WL. Training lay health educators to conduct a church-based weight-loss
program for African American women. Diabetes Educ 2001;27:231–238. [PubMed: 11913005]

88. Lopes AA, James SA, Port FK, Ojo AO, Agodoa LY, Jamerson KA. Meeting the challenge to improve
the treatment of hypertension in blacks. J Clin Hypertens (Greenwich) 2003;5:393–401. [PubMed:
14688494]

89. Kaplan NM. Lifestyle modifications for prevention and treatment of hypertension. J Clin Hypertens
2004;6:716–719.

90. Moser M. Effective treatment of hypertension without medication: Is it possible? J Clin Hypertens
2004;11:219–221.

91. Tuggle MB. New insights and challenges about churches as intervention sites to reach the African
Amercian community with health information. J Natl Med Assoc 1995;87:635–637. [PubMed:
7674363]

Wilcox et al. Page 18

Contemp Clin Trials. Author manuscript; available in PMC 2011 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 1.
FAN Logic Model
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Table 1

Principles of Community-based Participatory Research and Application in the Faith, Activity, and Nutrition
(FAN) Program

Principle Application of the principle in the FAN Program

CBPR recognizes community as a
unity of identity

• Within the church, members share values, norms, common interests, and a commitment to
helping others holistically.

CBPR builds on strengths and
resources within the community

• The church provides a physical space for worship, fellowship, activities, and meals. The
inclusion of fruits, beans, and greens/vegetables in the southern diet is an asset.

• Working with lay volunteers to deliver the program will allow us to capitalize on inherent
strengths and foster sustainability.

CBPR facilitates collaborative,
equitable partnerships in all phases.

• All partners have power (decision making and finances) and consensus is used to arrive at
decisions.

CBPR promotes co-learning and
capacity building among all partners.

• Our goal is to develop an approach that is sustainable over time and imparts growth and
capacity in the church.

CBPR integrates and achieves a
balance between research and action.

• The project will advance science but at the same time engages the community to benefit
congregations

CBPR emphasizes local relevance of
public health problems and
ecological perspectives that
recognize and attend to the multiple
determinants of health and disease.

• A needs assessment along with a review of major health problems affecting African
Americans in South Carolina, led us to focus on physical activity. Church leaders wanted to
expand the current project to include dietary factors

• A social ecological framework guides the study.

CBPR involves systems development
through a cyclical and iterative
process.

• All partners are engaged in all processes and phases.

CBPR disseminates findings and
knowledge gained to all partners and
involves all in the process.

• The last year of the study is devoted to dissemination.

CBPR involves a long-term process
and commitment.

• We are building on an existing partnership between the AME church, MUSC, and USC. All
partners are committed to work together to eliminate health disparities

CBPR principles are from Israel and colleagues [20]
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Table 2

Structural Factors from the Structural Ecologic Model and Examples of Corresponding Strategies Offered by the
FAN Planning Committee

Structural
Factor
(name used on
Church
materials)

Physical Activity (PA) Healthy Eating Cross-Cutting Ideas

Availability &
Accessibility
and Physical
Structures

• Offer PA programs at
church (e.g., group walks,
exercise to videotape,
aerobic class)

• Offer PA before or during
service (e.g., Meet & Greet,
Praise & Worship, “organ
stretches,” active songs like
“Lift Jesus Higher”)

• Provide exercise
equipment at churches
(e.g., treadmills, bicycles)

• Use the 10-min PA CD
prior to Board & other
church meetings

• Offer skills-based classes
to help people learn & try
PA

• Have Pastors & churches
negotiate with health clubs
& YMCA for discounted
memberships

• Lobby to get community
centers added in towns

• Serve healthy snacks
after exercise (e.g.,
smoothie station)

• Offer skills-based
classes to help people
learn & try healthy
eating practices

• Have Pastors lead effort
in growing F&Vs &
herb gardens &
farmer’s markets
could showcase local
produce

• Make sure programs are
maintained over time (put
new spins on activities).

(Provide
opportunities)

Availability &
Accessibility

• Make PA convenient:
build it into existing
activities (e.g., aerobics
before choir practice, PA
during service).

• Involve youth in programs
(parents/grandparents will
come)

• Offer exercises appropriate
for older adults

• Have a weight loss
contest and post results
on website

• Have a taste of healthy
eating monthly

• Make food flavorful
with spices (church
cooks)

• Have healthy food
fairs

• Offer menu plans for
church cooks (e.g.,
suggestions for meals
for after meetings,
funerals, etc)

• Use competitions between
churches to make activities
fun

• Offer incentives for contests

• Tie health messages to
scripture

(Make
Opportunities
appropriate &
fun)

Social Structures • If meetings last one hour or
longer, include PA break
(coordinate through
meeting chairs)

• Have a physical activity
Ambassador who works to
incorporate physical

• Have churches/Pastors
set policies to include
healthy food (e.g.,
F&V at all events) &
drink options (e.g.,
water & Crystal Light)
at all events.

• Help cooks prepare
healthy foods by
bringing them together
in trainings &

• Develop criteria churches can
meet to be considered a
“Healthy Church” (& list on
their marquees).

• Each Church should have a
Health Commission

(Set
Organizational
guidelines &
provide support)
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Structural
Factor
(name used on
Church
materials)

Physical Activity (PA) Healthy Eating Cross-Cutting Ideas

activity into church
activities and functions

providing guidelines.
Provide certificates for
those who attend.

• Include PA & healthy eating
activities in Pastor reports to
make churches accountable.

Cultural &
Media Messages

• Church leaders (Bishop, Elders, Pastors) need to be knowledgeable about health & be role-models & support
PA & nutrition changes - if church leaders “say it” it is more likely to happen! For example, Pastors should:
(a) give Health Directors time to talk about health during services, (b) disseminate health information from the
pulpit, & (c) wear pedometers.

• Get PA & nutrition messages out through church channels: Health Moments, bulletin inserts, posters, flyers,
buttons, bulletin boards, auxiliary meetings, & church announcements. Also develop program t-shirts, caps,
buttons, & billboards.

• Dispel myths about healthy eating & PA through training to change attitudes (e.g., “I’m going to die from
something anyway.”)

• Host events to make people more aware of PA & nutrition: e.g., Health Bowl, DASH recipes at the Taste of
Health

• Educate congregations about PA & nutrition – e.g., tell them WHY it is important to eat health (e.g., reduce
disease)

• Help churches to have at least one computer with internet access so that youth can help adults search for health-
related info online

(Get the
message out)

Note: PA = physical activity

F&V = fruits and vegetables
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Table 3

Primary Questions Addressed by the FAN Process Evaluation

Area Addressed Question

Dose delivered or
completeness

To what extent were FAN training components and follow up
technical assistance provided to the FAN committee members,
cooks, and pastors?

Dose received To what extent did training and follow up activities prepare FAN
committee members, cooks, and pastors to carry out FAN
(knowledge, confidence, and skills)?

To what extent were AME members exposed to planned
messages?

Reach: Training participants To what extent did designated FAN committee members, cooks,
and pastors attend training?

Fidelity-implementation To what extent did the FAN committee members, cooks, and
pastors carry out planned activities based on “health-promoting
church” guidelines?

Fidelity-organizational change To what extent was the church organization and environment
consistent with “health-promoting church” policies and practices?

Context What activities within the church could affect FAN
implementation or outcomes?

Recruitment What approaches to recruitment were used? What approaches to
recruitment were effective or ineffective?
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