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THE DEVELOPMENT OF HEALTH FOR HEARTS UNITED:

A LONGITUDINAL CHURCH-BASED INTERVENTION
TO REDUCE CARDIOVASCULAR RiIsk IN MID-LIFE
AND OLDER AFRICAN AMERICANS

This article describes Health for Hearts
United, a longitudinal church-based inter-
vention to reduce cardiovascular disease
(CVD) risk in mid-life and older African
Americans. Using community-based par-
ticipatory research (CBPR) approaches and
undergirded by both the Socio-ecological
Theory and the Transtheoretical Model of
Behavior Change, the 18-month interven-
tion was developed in six north Florida
churches, randomly assigned as treatment
or comparison. The intervention was framed
around three conceptual components:
awareness building (individual knowledge
development); clinical learning (individual
and small group educational sessions); and
efficacy development (recognition and
sustainability). We identified three lessons
learned: providing consistency in program-
ming even during participant absences;
providing structured activities to assist health
ministries in sustainability; and addressing
changes at the church level. Recommenda-
tions include church-based approaches that
reflect multi-level CBPR and the collabora-
tive faith model. Ethn Dis. 2017;27(1):21-
30; doi:10.18865/ed.27.1.21.
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INTRODUCTION

Cardiovascular disease (CVD) con-
tinues to be the leading cause of death
in the United States.! As a group, Afri-
can Americans have higher age-adjust-
ed morbidity and mortality rates than
Caucasians for both heart disease and
stroke.! While a decline in morbidity
and mortality rates from heart disease
have been noted recently for both
groups, African Americans (352.4
men, 248.6 women per 100,000)
continue to have higher death rates
than Caucasians (271.9 and 181.1,
respectively).! CVD risk is associ-
ated with several factors including
elevated blood pressure, excess body
weight, sedentary lifestyle and diet.!

Healthy People 2020 recommends
that community-based approaches be
used to reach and improve the health
of African Americans and other un-
derserved populations.> For African
Americans, faith-based organizations
are key community organizations
where participation rates have con-
tinued to increase.” Further, much
evidence suggests that health behav-
ior change, such as increased fruit
and vegetable consumption, increased
physical activity, and improved health
status, including lower body mass in-
dex (BMI), waist circumference, and
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lower blood pressure, can occur as
a result of church-based health pro-
gramming.*> However, church-based
health research has several challenges.
First, consistent with broader com-
munity interventions, few church-

based

outcome evaluation data. Crook and

interventions have rigorous

colleagues, for example, in an analysis
of published studies of CVD-related
interventions with African Americans,
showed that, of 524 studies examined,
only 33 met the criterion of interven-
tion research.® Second, church-based
interventions often have weak designs,
including lack of longitudinal studies
that examine sustainability of individ-
ual health change and church-based
health programming.' With regard
to sustainability, types of approaches
to the church-based

from the literature include faith-based

interventions

(emanating from existing commit-
tees or groups in the church such as
health ministries), faith-placed (ema-
nating from an outside entity), and
collaborative (partnerships between
churches and outside groups).'"!
While all three approaches can lead
to individual health change, it is un-
clear which approach(es) are effective
in sustaining impactful church-based
health."" Finally, little is known about
church-based health programs tai-
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lored for mid-life and older African
Americans, although this age group is
more likely to have higher church at-
tendance than younger age groups.'
To address these issues, interven-
tion studies are needed that focus on
mid-life and older African Ameri-
cans, use rigorous longitudinal evalu-
ation designs, and examine sustain-
ability in individual behavior change
and in church health programming.

This article describes Health for
Hearts United (HHU), an 18-month
longitudinal church-based interven-
tion to reduce CVD risk in mid-

... intervention studies
are needed that focus
on mid-life and older
African Americans, use
rigorous longitudinal
evaluation designs, and
examine sustainability
in individual behavior
change and in church

health programming.

life and older African Americans.
Specifically, this article: 1) provides
background and need for the over-
all project; 2) presents the interven-
tion, including theoretical and con-
ceptual perspectives, developmental
processes, and distinctive features;

and 3) discusses lessons learned.
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TaE REpUcING CVD Risk
ProjecTt

The purpose of the Reducing
CVD Risk Project was to evaluate the
effectiveness of HHU implemented in
a two-county area in north Florida."?
The need to develop the project grew
out of local community initiatives to
form county-based coalitions that in-
cluded churches in partnership with
local universities and health organi-
zations to address health issues in the
north Florida region.” This broader
context for the project is consistent
with the collaborative approach in
working with faith-based organiza-
tions. The counties targeted for this
project were selected because of the
high prevalence of CVD risk factors
and mortality rates compared with
the overall Florida population. For ex-
ample, at the time of the study, both
counties had a majority of African
Americans who had reported their
weight as either overweight or obese
(60%), consumed less than five veg-
etables/fruits a day (range from 77%
t0 82.5%), and reported no moderate
(59%-69.4%) or vigorous (75.2%-
86.3%) physical activity.'® Further,
both counties had a high risk of strokes
(203-228 per 100,000 for those aged
235 years), a rate that exceeded the
state average (181 per 100,000).' Six
churches were recruited to participate
in the project, and were randomly as-
signed as treatment or comparison,
stratifying by community within
county. Using a quasi-experimental
longitudinal design, the study targeted
300 mid-life and older African Ameri-
can members of the churches, includ-
ing a subsample of 100 participants
selected for clinical assessments."
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The Intervention: Health for
Hearts United

The development of the HHU in-
tervention was guided by community-
based participatory research (CBPR)
approaches including church steering
committees organized in each church,
stakeholder

groups in each county, and a research

community advisory
advisory group comprising the inves-
tigative team and project staff.”® The
name for the intervention, HHU, was
identified by one of the community
stakeholder advisory groups and then
adopted by the church steering com-
mittees and other advisory groups.

Theoretical and Conceptual
Perspectives

Socio-ecological (SE) Theory along
with the Transtheoretical Model of
Behavior Change (TTM) were the
theoretical frameworks for the Reduc-
ing CVD Risk Project.'>""7 Levels re-
flected in SE include intrapersonal (in-
dividual characteristics that influence
health behavior); interpersonal (group
influences such as social networks and
social support that help to support
healthy  behaviors);

(policies, facilities and organizational

organizational

structures); and environment/policy
(community or government resources,
policies, advocacy).'® Consistent with
the intrapersonal level, TTM is an in-
tegrative theory that uses individual
decision-making processes as a basis to
explain intentional behavior change,
and is based on the premise that peo-
ple move through a series of changes in
their attempt to change a behavior.”

The HHU intervention reflects
these theoretical perspectives, spe-
cifically intrapersonal, which includes

the baseline and follow-up health be-



haviors, health status and individual
characteristics of church members; in-
terpersonal, which includes the group
influences of the church leadership
(pastors, treatment church steering
committees) that support health be-
havior change on the part of church
members; and organizational, which
includes structures (health ministries)
and policies (church health policies
and practices) that help to sustain
church  health 1617

Finally, a three-component concep-

programming.

tual perspective for the intervention
was developed based on effectiveness of
interventions with African Americans:
awareness building (individual knowl-
edge development); clinical learning
(individual and small group education-
al sessions); and efficacy development
(recognition and sustainability)®'®*
(Figure 1). These components reflect
the theoretical perspectives of indi-
vidual, group and organizational levels
to promote health behavior change.

Development Processes
The development of the HHU

intervention involved an interac-
tive, iterative process between the
project team, the advisory groups
and treatment church steering com-
mittees, consistent with CBPR ap-
proaches. Figure 2 describes the in-
tervention, including  preliminary
activities, components of the inter-
vention for the treatment churches,
and activities implemented with both
treatment and comparison churches.

With regard to preliminary activi-
ties, church steering committees were
formed at the treatment churches and
initial meetings were held."”? At these
meetings, the timeline for the proj-

ect was discussed and determined. A
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Components

Phase I-six months

Awareness Building

Phase lI-six months

Clinical Learning

Phase lll-six months

Efficacy Development

Data Collection Phases

38 1

Baseline 6 Mo

24 Mo

Intervention

Figure 1. Health for Hearts United Model

monthly meeting schedule was ad-
opted for each treatment church. In
the initial meetings, a needs assess-
ment was discussed as a best practice
for input into the planning process
and was offered as a service by the
project staff. Each committee decided
to have the needs assessment con-
ducted. A brief survey to determine
health programming needs, health
status and background characteristics
of church members was drafted by
the project team with input from the
treatment church steering commit-
tees and then pilot-tested with a small
group of African American adults not
included in the church sample. The
committees and project staff decided
to administer the survey to members
(aged 2 18 years) of the three treat-
ment churches following a church
service. Selected results were then
shared with the respective church
steering committee. Table 1 shows
that the majority of participants in
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the three treatment churches per-
ceived that they, along with someone
in their family, had high blood pres-
sure, high cholesterol, and diabetes.
These data demonstrate that church
members’ health status was consis-
tent with county health status data.

Another decision made by the
treatment church steering committees
was the adoption of the SE and TTM
theoretical frameworks and the three-
component conceptual model as the
framework for the intervention. Fi-
nally, joint trainings for the treatment
church steering committees were pro-
posed and adopted to help build capac-
ity in health knowledge in the church
leaders, get input and debrief regard-
ing project implementation, and pro-
vide information for use in planning
each component of the intervention.

Distinctive Features

In the planning process with
the treatment church steering com-
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Preliminary Activities

— Formation of church steering committees
— Needs assessment using purposive sample of church members >18 years of age
— Monthly meetings with church steering committees

— Joint church steering committee trainings prior to each intervention component to share content, get
input and plan next phase

Treatment Churches

Component 1:
Awareness Building
Key Message:

Eat Better

Church-Initiated
Kick-off events

Standard Programming
-Culturally tailored postcards
on CVD knowledge & eating
better (eating more fruits &
vegetables, reduce sodium
& fat, increase calcium)

Component 2:

Clinical Learning
Key Messages:

Move Around More
Reduce Stress

Church-Initiated
Ongoing programming?

Joint Church-Staff

-Joint church-staff program
on improving diets, physical activity
& stress reduction

-Health Check Report Card

Standard Programming
-Culturally tailored postcards
on moving around more (get
more physically active) and
reducing stress

-Newsletter summarizing
joint church-staff session

on physical activity & stress

Component 3:

Efficacy Development
Key Message:

Take Charge of Your Health

Church-Initiated
Ongoing programming?

Joint Church-Staff
-Joint church-staff program
on taking charge of your
health

-Recognition Luncheon

Standard Programming
-Culturally tailored postcard on
taking charge of your health
-Newsletter summarizing

joint church-staff session on
take charge of your health

Treatment and Comparison Churches

assessments

collection)

— Data collection sessions at the churches that included administering surveys and conducting clinical

— Generic reducing CVD risk materials on display and healthy snacks at data collection sessions

— Individual counseling session with Registered Dietitian to review progress in health behavior and clinical
outcomes (at Phase Il and Phase |V data collection)

— Clinical education session with clinical participants led by medical advisor (Phase Il and Phase IV data

Figure 2. Description of Health for Hearts United intervention
a. Ongoing programming referred to any health programs that the treatment churches continued independently during the course of the intervention. Examples included: newslet-
ters initiated by the health ministry; health messages integrated into women’s ministry events; and Health Sundays where health messages were incorporated into services.

mittees, three distinctive features
evolved in the development of the
HHU intervention: types of pro-

grams; key messages; and materials.

Types of Programs
Four types of programming
for treatment and comparison

churches were developed: church-

24

initiated (treat-

ment only), joint church-project

programming
staff  programming  (treatment
only), project staff-initiated stan-
(treatment
only), and data collection health
promotion (treatment and com-

dard  programming

parison) (Figure 2). For the most
part, all four types of programs
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were implemented across the three
components of the intervention.

CHURCH-INITIATED PROGRAMMING
Church-initiated
was included

programming

in the intervention

to  build capacity among the
churches to independently
implement  health  programs.'®*
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Table 1. Perceived health problems of church members, n (%)

Perceived Health Problem

Church 1, n=71

Church 2, n=161

Church 3, n=56

Self Family member Self Family member Self Family member
High blood pressure 32 (44.4) 34(47.2) 44 (26.8) 110 (67.1) 28 (49.1) 29 (50.9)
High cholesterol 16 (22.2) 20 (27.8) 30 (18.3) 67 (40.9) 20 (35.1) 17 (29.8)
Diabetes 16 (22.2) 30 (41.7) 17 (10.4) 101 (61.6) 17 (29.8) 27 (47.4)
Heart disease 4(5.6) 10 (13.9) 9 (5.5) 39 (23.8) 4 (5.6) 10(13.9)
Stroke 2(2.8) 9(12.5) 6(3.7) 46 (28.0) 2(2.8) 9(12.5)
Cancer 2 (2.8) 14 (19.4) 4(2.4) 36 (22.0) 2(2.8) 9(12.5)
Sickle cell anemia 1(1.4) 10 (13.9) 7 (4.3) 25(15.2) 0 (0) 10 (13.9)
HIV/AIDS 0 (0) 7(9.7) 7 (4.3) 11 (6.7) 0 (0) 7(9.7)
JoInT PROGRAMMING participants also participated in a  mined point system that provided
Joint  programming  between  clinical education session led by the a mechanism for participants to

the treatment church steering com-
mittees and the project team was
planned to develop more depth in
health knowledge related to reducing
CVD risk. The decision was made to
hold educational sessions at the lo-
cal churches, bringing speakers and
other resources to the community to
demonstrate how to facilitate bring-
ing health resources into the church."

STANDARD PROGRAMMING

To ensure that all participants re-
ceived consistent CVD-related con-
tent, standard programming was initi-
ated that included culturally tailored
disseminated

materials to partici-

pants across the treatment churches.

Dara CorLecTioN HEALTH
ProMOTION

Both treatment and comparison
participants had access to healthy
snacks and generic materials on
reducing CVD  risk during data
collection, and  participated in
counseling sessions with a registered
their data
outcomes on selected project outcomes
at 6 and 24 months. The clinical

subsample treatment and comparison

dietitian to compare

project medical advisor and received

their clinical data confidentially.
Key Messages

Four health messages were devel-
oped jointly by the treatment church
steering committees and integrated
into the programming components:
EatBetter, Move Around More, Reduce

Stress and Take Charge of Your Health.

Materials

Culturally tailored postcards were
developed by the project staff to pro-
mote and reinforce the key health
messages with research participants,
using interactive feedback from treat-
church

members. In addition to the cards, a

ment steering committee
newsletter was developed to provide
reinforcement of the information
presented during church-initiated
and joint programming and to en-
sure all participants received the same
Finally,

evidenced-based content.

a self-monitoring tool called the
Health Check Report Card (HCRC)
was developed in conjunction with
the project; the HCRC measured
types of food eaten and amount of
physical activity using a pre-deter-
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jumpstart health behavior change.”

INTERVENTION
COMPONENTS

Component 1: Awareness
Building (Months 1-6)

In the first component of the inter-
vention, organizational meetings for
the treatment church steering com-
mittees were held to review the overall
project and to develop a structure and
timeline for getting ongoing input and
guidance for development of the in-
tervention, including key messages. As
a part of this process, each treatment
church steering committee was asked
to develop a strategic plan, includ-
ing mission, vision, goals and activi-
ties that provided the foundation for
health ministry development. In addi-
tion, the first joint project training was
held with the steering committees to
increase general knowledge regarding
CVD and nutrition, and to assist health
leaders in promoting the first message
regarding “Eat Better.” Church-initi-
ated programming was implemented
in this phase with kick-off events to
promote CVD awareness and dietary
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Table 2. Attendance of church participants in intervention components, n (%)

Participant Attendance in Intervention Components

Church Awareness building Clinical learning Efficacy development
Church-initiated kick off Joint program Joint program
Church 12 20(51.2) 21(39.6) 11(22.9)
Church 2° 16(55.1) 13(36.1) 11(26.8)
Church 3¢ 19(54.2) 17(40.4) 20(48.7)

a.n=39, 53 and 48, respectively.
b. n=29, 36 and 41, respectively.
c. n=35, 42 and 41, respectively.

health. In addition, standard program-
ming was initiated with the develop-
ment of culturally tailored postcards
on the following topics: increase
CVD knowledge, increase fruit and
vegetables, increase calcium, and de-
crease fat, sodium and sugar. The post-
cards were mailed to all participants.

Component 2: Clinical

Learning (Months 7-12)

The second component of the in-
tervention focused on promoting the
key messages of “Move Around More”
and “Reduce Stress.” First, trainings
were held with the treatment church
steering committees to build their ca-
pacity in promoting these messages.
Training presenters included a licensed
psychologist, exercise physiologist,
personal trainer, and health lead-
ers from churches with active health

ministries that provided ideas on how

to incorporate physical activity into
church health programming. Second,
joint programming (educational ses-
sions) focused on physical activity
and messages on how to reduce stress
messages; these sessions used the same
speakers from the treatment church
steering committee trainings. Third,
culturally tailored postcards were
again developed to promote the mes-
sages for this component of the inter-
vention. In addition to the cards, the
decision was made with input from
the steering committees to develop
a newsletter summarizing content
from the joint programming ses-
sions and mailed to each participant.
This step provided reinforcement of
the information presented and en-
sured that all participants, includ-
ing those unable to attend, received
the same evidenced-based content.

Finally, the health check report

card (HCRC) was implemented dur-
ing this component of the interven-
tion. The steering committees de-
cided to hold a competition among
the three treatment churches, using
a subcommittee with representatives
from each committee to develop the
rules for participation. The subcom-
mittee decided that the HCRC was
to be used for three weeks, includ-
ing during a major football classic
weekend and Thanksgiving. Those
who completed the HCRC were rec-
ognized at the third project training,
receiving certificates of completion
and a small gift. In addition, framed
participation certificates were pro-
vided for each participating church.

Component 3: Efficacy
Development (months 13-18)

In the third component, the fi-
nal training for the treatment church
steering committees was held utilizing
roundtable discussion groups to pro-
vide feedback on the HCRC and on
the progress of the project. This train-
ing also served as a planning session to
determine next steps for the interven-
tion. Steering committees discussed
reinforcing key messages, identify-
ing any additional messages needed,
determining sustainability of health
ministries, and recognizing project

Table 3. Receipt and perceived usefulness of newsletter

Receipt of Newsletter by Church? n (%)

Perceived
Newsletters ful
Church 1 Church 2 Church 3 Total usetuliness
Yes No Yes No Yes No Yes No M (SD)
Increase physical activity
& reduce stress 18 (48.6) 19(51.3) 21(72.4) 8(27.6) 30(85.7) 5(14.3) 69(68.3) 32(31.7) 4.6 (.75)
Take charge of your 25(67.5) 12(32.5) 20(68.9) 9(31.1) 29(85.2) 5(14.8) 74(74.0) 26(26.0) 4.6 (.71)

health

a. Because this was a longitudinal study, number of participants varied by data collection phase. Also, participants could enter the project at either phase 1 or phase 2.
Thus, the total sample possible were: phase 1 (n=103), phase 2 (n=131) and phase 3 (n=121).
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participants. Evolving from these dis-
cussions was the fourth health mes-
sage of “Take Charge of Your Health.”

Joint programming was imple-
mented again with sessions held at
the churches focusing on the “Take
Charge” message, using health profes-
sionals and community representatives
to address the key themes of increas-
ing knowledge, using community re-
sources, and becoming empowered.
In addition, the second joint pro-
gramming activity implemented was
a Recognition Luncheon held at the
end of the third intervention compo-
nent and planned by a subcommittee
representing the treatment steering
committees. The purpose of this event
was to recognize all treatment partici-
pants who had completed data collec-
tion phases, and to promote efficacy
for, and sustainability of, health be-
havior change.'® Each participant was
individually recognized, receiving a
personalized framed certificate and re-
frigerator magnet with the four health
messages highlighted. A motivational
speech was provided by a local cardi-
ologist selected by the subcommittee.

Finally, standard programming
was again implemented with a cul-
turally tailored postcard and newslet-
ter focusing on the “Take Charge”
message mailed to all participants.

Comparison Church
Intervention Protocol

At the beginning of the project,
the pastors of the three comparison
churches identified a health leader to
assist the project team in recruiting
participants and in conducting the
data collection sessions. As described
carlier, all comparison church partici-
pants had access to healthy snacks and
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generic materials on reducing CVD
risk, participated in sessions led by
registered dietitians and, for clinical
participants, were invited to partici-
pate in clinical education sessions. In
addition, meetings were held with the
pastors of the comparison churches
and their health leaders to begin de-
velopment of church steering com-
mittees. Two project trainings were
held on understanding CVD and on
health ministry development, with
comparison church steering commit-
tees developing strategic plans. After
all data were collected from com-
parison church participants, a third
project training was held that pro-
vided an overview of the intervention
components including content on
nutrition, physical activity and stress
reduction. Culturally tailored materi-
als were distributed at this training.

FIDELITY PROCEDURES

Fidelity procedures included en-
suring intervention delivery, receipt
and enactment.” Intervention deliv-
ery involves: the implementation of
the intervention as intended; receipt
of intervention are the processes to
monitor and ensure that the partici-
pants understand the desired inter-
vention-related skills; and enactment
is the extent to which the participants
actually perform intended interven-
tion skills.” In the HHU project,
delivery consistency procedures in-
cluded: regular trainings to get input
from the treatment church steering
committees; holding staff meetings to
discuss the input; and then outlining
each phase of the intervention (joint

programming, standard program-
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ming) with a feedback loop to steer-
ing committee leadership to ensure
the planning appropriately reflected
input. Weekly meetings with staff
were held throughout the project to
debrief as activities were held and to
provide rigorous feedback on cultur-
ally tailored materials. Intervention
receipt procedures included: getting
regular feedback from treatment
church steering committee leadership
as intervention phases were imple-
mented; keeping records of atten-
dance for programming sessions; and
assessing the intervention through
the self-report questionnaires. The
assessment included whether or not
the participant attended activities
(church-initiated and joint program-
ming) or received materials (post-
cards, newsletters) and, if attended/
received, the extent to which they
found the programming/materials
useful. Intervention enactment was
determined through completion of
the four phases of data collection.

Because the purpose of this article
is to describe the intervention, in-
cluding developmental processes, we
provide illustrations of how fidelity
procedures were tracked for the first
two procedures: delivery and receipt.
Future articles will provide a more
thorough process evaluation for the
intervention. With regard to interven-
tion delivery, the discussions by treat-
ment church steering committees dur-
ing the training in component 3 of the
intervention demonstrate the feedback
loop from the community to project
staff. Tables 2 and 3, respectively, show
examples of intervention receipt: re-
cords of attendance for programming
sessions; and data regarding receipt
and usefulness of the newsletters.
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CHALLENGES AND LESSONS
LEARNED

Several challenges were addressed
in the development and implementa-
tion of the HHU intervention, pro-
viding lessons learned. Three key chal-
lenges encountered included: a) lack of
consistent involvement by participants
in intervention programming; b) sus-
tainability of health ministries; and
¢) overcoming changes at the church
level. Lack of consistent involvement
by participants in intervention pro-
gramming was especially noted as the
clinical learning component was im-
plemented. As shown in Table 2, the
percent of participant attendance at
the program sessions decreased for the
most part across the three components
(awareness building, 51.2%, 55.1%,
and 54.2%; clinical learning 39.6%,
36.1% and 40.4%; efficacy develop-
ment, 22.9%, 26.8%, and 48.7%).
These results occurred even though we
initiated a very thorough communi-
cation strategy that worked very well
with getting participants to data col-
lection sessions." The concern by proj-
ect staff was that this lack of partici-
pation would affect the efficacy of the
intervention in that content delivered
would be inconsistent, thus affecting
learning and the move toward health
behavior change. Mid-course correc-
tions during the implementation of
an intervention are considered a best
practice in process evaluation. For ex-
ample, the FORECAST model incor-
porates these mid-course corrections
as markers, measures and meaning.*®
Markers are short-term steps that can
assess incremental achievement in
implementing the intervention; mea-
sures assess whether markers are ac-
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complished by a certain timeline; and
meaning provides quality standards or
benchmarks for implementation of
markers.?® Thus, as a marker, we decid-
ed to develop the newsletter following
each program session in both compo-
nents 2 and 3 to ensure that all partici-
pants received the content on a consis-
tent basis. The newsletters were mailed
to all participants in the treatment
churches two to three weeks following
each joint programming session. To
evaluate whether the newsletter was re-
ceived (yes or no) and perceived as use-
ful (1=not very useful, 5=very useful),
we included these items in the ques-
tionnaire in phase 3. The results (Table
3) showed that the majority of the par-
ticipants responding to the question
remembered receiving the newsletters
(68.3%, increasing physical activity &
reducing stress; 74.0%, taking charge
of your health), and most of the data
by church revealed these same trends.
Further, those responding perceived
the two newsletters as very useful
(4.6x.75, 4.6x.71,

These data served as measure and

respectively).

meaning in that we were able to devel-
op a timely assessment of the newslet-
ter to determine if this mid-course cor-
rection would enhance intervention
implementation. The findings suggest
that the newsletters may have helped
in delivering the content dosage for
the project. However, ultimately, the
effectiveness study will determine
whether the intervention achieved
the desired goals related to changes
in health behavior and health status.

The second challenge of sustain-
ing health ministries was noted as
we moved into components 2 and 3.
Although component 1 involved the
development of health ministries with
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planning documents generated by
each church health ministry, there was
unevenness in how the health minis-
tries were being implemented due to
a variety of issues related to leadership,
commitment and broader church con-
cerns. Not all of these challenges were
resolved. However, we were able to
develop strategies to improve commu-
nication and to further build capacity
in health ministry members. For ex-
ample, we held regular meetings with
each health ministry that helped us
to continue to gain input on the in-
tervention as we prepared for the next
phase. At these meetings, we got de-
briefings from the health ministry on
opportunities and challenges in health
ministry development and provided
feedback and encouragement to con-
tinue the work. In addition, we devel-
oped a sequence of “Meet & Greet”
events (brief 1.5-hour after-work re-
ceptions at a local hotel accessible to
both counties in September or Oc-
tober) and a project training in the
winter (half-day session in January or
February) that brought all treatment
steering committees across churches
together and provided opportunities at
these sessions for getting input, identi-
fying challenges and sharing of ideas.
In general, these three activities—
regular meetings with health minis-
tries, Meet & Greet events, and proj-
ect trainings for all treatment church
steering committees — helped to es-
tablish bonds across health ministries
and assisted with problem-solving.

The third challenge of changes at
the church level emerged as we moved
into component 3 of the intervention
when one of the treatment churches
began to have some internal disagree-
ments that affected the performance



of church ministries, including the
health ministry. We had no way of
resolving the problems but we had
to determine our modus operandi as
a project staff. We decided that our
commitment was to the participants
regardless of their position on the is-
sues. Thus, we communicated with
them about events directly and en-
gaged an associate pastor supported by
all church members to attend sessions
on behalf of the pastor. In some cases,
we held joint program sessions with
one of the other treatment churches
located nearby. This was helpful since,
under these circumstances, some
church members did not feel comfort-
able attending their old church. Thus,
through these efforts, we were able
to continue the project with church
members and then engage the new

pastor once the issues were resolved.

CONCLUSIONS AND
RECOMMENDATIONS

This article describes Health
for Hearts United (HHU), a theo-
18-month

ry-driven, longitudinal

church-based intervention to reduce
CVD risk in mid-life and older Afri-
can Americans. Lessons learned sug-
gest that, through the intervention,
the project team was able to provide
consistency in programming even dur-
ing participant absences, developed
structured activities to assist health
ministries in sustainability, and ad-
dressed changes at the church level.
The next step will be to determine the
extent to which HHU is effective in
reducing cardiovascular disease risk in
mid-life and older African Americans.

This article also provides the basis
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for broader recommendations for re-
searchers seeking to address CVD risk
or other health issues using church-
based interventions. First, we found
it beneficial to implement multi-level
CBPR strategies as a tool in developing
church-based interventions.”? We
found, for example, that having meet-
ings of the treatment church steering
committees at both the church and
project levels allowed for two per-
spectives to view the project. At the
church level, we learned more about
the church context for health that was
either facilitating or perhaps hindering
participants in their completion of the
project. At the same time, the project-
level activities (eg, trainings) helped us
understand cross-church similarities
and differences. Consistent with CBPR
principles, integration of diverse per-
spectives and identification of shared
commitments and priorities served as
a foundation for partnership building
and provided a broader context for
problem solving.”* Thus, through
using this multi-level CBPR approach,
we were better able to understand the
real-world challenges faced by par-
ticipants in completing health-related
activities for the project and the difhi-
culties and yet resilience of health min-
istries and the churches themselves.

Second, consistent with the lit-
erature, we noted the strength of the
collaborative approach to intervention
development in addition to the faith-
based and faith-placed models.'*"!
The HHU intervention evolved from
a broader community effort to de-
velop church coalitions in partnership
with universities and health organiza-
tions to promote health in a mult-
county area of north Florida. As a

part of HHU, we helped churches
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develop health ministries that would
have an opportunity to connect to
this broader community effort. Thus,
from our perspective, the collaborative
approach was a preferred model be-
cause the church coalitions provide an
ongoing organizational framework to
assist the churches in continuing their
health programming. Clearly, work is
needed to thoroughly evaluate these
approaches, keeping in perspective
both research and community needs.

Our work has demonstrated that
a church-based intervention to re-
duce CVD risk in African Americans
can be developed using CBPR and a
collaborative approach. Future efforts
will need to evaluate the effective-
ness of the intervention in relation
to changes in individual health as
well as the extent to which this col-
laborative approach facilitated sus-

tainability of church-based health.
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