
Evaluating the Impact of a Hypertension
Program for African Americans
Angelia M. Paschal, PhD; Rhonda K. Lewis, PhD, MPH; Arneatha Martin, ARNP, MSN, RN;
Donna Dennis Shipp, BS; and Donna Sanders Simpson, BA
Wichita, Kansas

Financial support: The Center for Health & Wellness Inc.
implemented the health intervention (referenced in this
manuscript), which was funded by a grant from the Sun-
flower Foundoaion of bopeka, KS.

Although hypertension affects all racial and ethnic groups,
its prevalence is highest in the African-American communi-
ty. The goal of Healthy People 2010 is to reduce hyperten-
sion among African Americans from 40% to 1 6%.1 Although
current levels remain high, culturally sensitive, community-
based clinical projects might be helpful in addressing this
problem. The goal of this study was to assess whether a
community-based clinic's program was effective in improv-
ing blood pressure control among a sample of 134 African-
American adults. The program design involved health edu-
cation and physical fitness classes offered over a
nine-month perod, with blood pressure checks being con-
ducted pre- and postphases to determine whether the pro-
gram was effective in controlling high blood pressure.
Health questionnaires were also administered pre- and
posttest to assess w ther heoath behaviors and perceived
health status were influenced by the proJect. Two-thirds
(70%) of the sample had high blood pressure at baseline
and 43% at program conclusion. This was a statistically signif-
icant difference (p=0.003). Overall self-reported health sur-
vey result indicated improved hedlth behav'ior and heolth
status changes. Findings suggest that culurally sensitive,
community-based clini programs that incorporate both
health education and physical fitness might be effective in
reducing hypertension among African Americans.
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African Americans are more prone to suffer from
hypertension than any other ethnic group in the Unit-
ed States. Although highly preventable, hypertension
continues to devastate the African-American commu-
nity. A goal of Healthy People 2010 is to reduce the
proportion of African-American adults with hyper-
tension from 40% to 16%.' In comparison, hyperten-
sion levels among Caucasians is 21% and was 29%
among Hispanic adults.' Ifthe goal is to reduce hyper-
tension among African Americans by 2010, increased
attention and preventative programs are needed to
reduce the prevalence among this population.

The 7th Report ofthe Joint National Committee on
Prevention, Detection, Evaluation and Treatment of
High Blood Pressure2 classifies normal blood pressure,
measured in millimeters of mercury (mmHg), as <120
mmHG for systolic and <80 for diastolic blood pres-
sure levels (<120/80). Prehypertension is classified as
blood pressure levels ranging from 120-139/80-89. Of
more concern is stage-I hypertension, defined as
140-159/90-99, and stage-2 hypertension, which is
>160/ 100.2 African Americans are disproportionately
affected by the last two stages.3

Another goal of Healthy People 2010 is to get high
blood pressure under control among African Ameri-
cans, increasing from 19% to 50%.' Recent statistics
show that only 25% ofAfrican Americans have their
blood pressure under control, compared to 34% of
whites.3 While progress is being made, effective inter-
ventions are needed to further improve these rates.
A number of factors contribute to the high preva-

lence of hypertension in the African-American popu-
lation. They include poor nutrition, physical inactivity
and obesity. African Americans primarily base their
food choices on tradition, affordability and conven-
ience, rather than on nutritional facts.46 Generally,
African Americans' dietary habits consist of foods
high in fats, calories and sodium compared to other
groups, and their diets consists of fewer servings of
fruits and vegetables.6 Approximately 76% ofAfrican
Americans do not consume the recommended serv-
ings of fruit per day, and less than half (42%) eat the
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recommended daily servings ofvegetables;7 these fig-
ures compare to approximately 59% of the rest of the
population that consume >3 servings of fruits and
vegetables each day.8 It has been suggested that the
benefits of dietary interventions may be more pro-
nounced in an African-American population.5

Additionally, physical inactivity also produces an
increased risk for hypertension,9"0 and African
Americans have been shown to have poor fitness
habits in comparison with whites.9-"1 Between
51-75% ofAfrican Americans are physically inac-
tivel '0 compared to 37% of whites." Yet, the costs of
diet, exercise and nutrition programs are often pro-
hibitive for many African Americans,'2 who are dis-
proportionately poor;'3 thus, access to affordable
prevention measures is oftentimes a barrier.

The current study is a community-based clinic pro-
gram that used a culturally sensitive approach in efforts
to better control high blood pressure among African
Americans. Many existing hypertension and high
blood pressure reduction programs do not consider cul-
ture and might be less functional for many African
Americans. Culturally appropriate interventions could
be helpful in promoting healthier lifestyles among
African Americans and other minorities and could be
viable solutions to reducing health disparities.'4 Hyper-
tension and blood pressure reduction programs have
used limited approaches in addressing cultural relevan-
cy. Among them, peer leadership in the form ofpatients
on advisory boards or of peers trained to be educators
were present.'5"6 Levine et al.'5 used a strategy in which
they educated indigenous community members to
function as health workers. In another example, Gerber
& Stewart'6 involved members of the community in
developing their project and located their study within
the target community.

Funded by the Sunflower Foundation: Healthcare
for Kansans (Topeka, KS), the current project was
implemented by the Center for Health & Wellness
Inc., a primary healthcare facility in Wichita, KS.
The clinic provided formal education about hyper-
tension to participants in the Activities-for-Life pro-
gram and, in efforts to reduce associated risk factors,
participants were required to participate in physical
fitness classes and other prevention and wellness
classes for nine months.

METHODS
The objective of this study was to control blood

pressure levels among African Americans participating
in a culturally sensitive nutrition education and physi-
cal fitness project. Blood pressure change was the pri-
mary outcome measure. Secondary outcomes included
changes in fruit and vegetable intake, physical fitness
activities and overall self-reported health status.

Participants and Setting
The participants were recruited from an urban

low-income area referred to as the northeast area of
Wichita. Wichita has the largest population in the
state, with a population of nearly 449,166.'3 Inner
northeast Wichita is about 6.2 square miles in size
and has a population of approximately 55,000. The
majority of the population of this area is African-
American, who make up approximately 94% of the
neighborhoods.'7 The other 6% includes Caucasians,
Hispanics and Asian Americans. The clinic recruited
134 African Americans from this area.

Participants were between 20-74 years of age and
41-50 years of age was the modal category, with 31%
ofthe participants being in this category. Thirty percent
(n=40) of the participants were men. Most of the par-
ticipants were employed or self-employed (55%); how-
ever, 15% were unemployed, not including retired indi-
viduals or students. Approximately 55% had household
incomes of <$30,000. The highest level of education
for the majority ofparticipants was high school (65%).
Eighty-three percent (83%) had some type of medical
or health insurance, which also included governmental
forms of insurance (e.g., Medicaid and Medicare) and
private insurance. Finally, 43% of the sample was mar-
ried or lived with a partner.

Procedures
A variety of methods were used to recruit partici-

pants, including media releases to the city's news sta-
tions, urban radio announcements, radio talk shows,
outreach referrals to churches predominantly attend-
ed by African Americans, individual referrals and dis-
tribution of a program brochure. The program was
advertised and promoted as a health education pro-
gram that would focus on nutrition and other health
issues. It was not promoted as a high blood pressure
or hypertensive program. In addition, the program
advertised that each participant would receive $150
over the course ofthe nine-month program.

Upon recruitment, potential participants were
told that the nine-month long program would
emphasize lifestyle changes that would improve
their long-term health. Once participants signed up
for the project, they participated in an orientation.
They were required to complete consent forms and a
behavioral contract stipulating their intent to attend
health education classes and to attend >2 physical
fitness classes provided by the center every week.
Attendance was tracked by the program coordinator,
a clinic employee. Immediately after program orien-
tation, the participants were administered a health
survey. Initial blood pressure checks were also car-
ried out the following week at the center.

Participants were expected to attend all of the
health education classes, which included informa-
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tion on hypertension, nutrition and general health
information. Anger management and parenting
classes were also offered, as these factors have been
associated with stress. Certain levels of stress have
been linked to elevated blood pressure.'8"9 The health
classes were offered several times during the first
three months, and participants were expected to
attend one of each during that time. Several make-up
classes were offered to accommodate the partici-
pants' schedules, and the majority of the classes
were provided during the late evenings.

Physical fitness classes continued each week
until the end of the project, with participants expect-
ing to attend a2 exercise classes each week. One
exercise class was for women and the other was for
men only. These classes were offered during the
evening hours three times during the week and then
on Saturdays. Classes consisted of aerobics, walking
and general calisthenics. Tracking ofthe participants
continued throughout the program, with the project
coordinator attempting to contact participants who
discontinued coming to their weekly physical fitness
classes. Participants were also encouraged to exer-
cise outside of the classes. Refer to Table 1 for the
program's activities and timeline.

Culturally Sensitive Components
In order to reduce disparities in health, culturally

sensitive programs in the African-American commu-
nity are needed.'4 Thus, culturally sensitive compo-
nents were an important aspect of this program and
were included whenever possible. First, the program
was based at the Center for Health & Wellness, a pri-
mary healthcare facility, which was in the heart ofthe
northeast community and was easily accessible to the
participants. Access is an important issue, and access
to healthcare has been found to affect the rate ofblood
pressure control, with individuals having limited
access having higher rates.20 Improving access to
effective healthcare is an important strategy to use in
designing culturally sensitive health interventions.2'

Next, the health education and physical fitness
classes were provided by African-Americans health
professionals from the clinic and volunteer African-
American nurses. Previous studies have found race
concordant services to be associated with higher

Table 1. Procedures and timeline

Preprogram Activities Months 1-3 Months 4-9 End of Program
Orientation Health education classes Physical fitness classes Posthealth surveys
Consent forms Physical fitness classes A single health education Postblood pressure
Behavioral contracts booster session at six months screenings
Health surveys
Blood pressure screenings

patient satisfaction.22 Moreover, course materials were
taught in a demonstrative, interactive format, which has
been found to be effective with African Americans.23'24
African-American literature and reading materials
were used when possible, and African-American cul-
tural artwork, and other props (including paintings and
pictures) were displayed around the clinic. Finally, the
participants' ideas and suggestions for the program and
its improvement were implemented when possible. For
example, participants requested gender-specific physi-
cal fitness classes, which were granted. In another
example, their request to have nutrition and physical
fitness classes offered on Saturdays was also accom-
modated at the clinic. The community's involvement is
an important cultural competency technique according
to Brach and Fraser.'4

Data Collection
Data were obtained from initial, six-month and

nine-month follow-up blood pressure checks that par-
ticipants were required to complete during the pro-
gram. Using a Colin Press Mate (model BP-8800;
Colin Medical Instruments Corp., Antonio, TX) auto-
mated cuff-inflation instrument, blood pressure levels
were measured twice for each participant while in the
sitting position and after >5 minutes of rest, with the
mean being recorded for the two values. The clinic
calibrates the Colin Press Mate instrument twice a
year to maintain a i 1 mmHG of the calibration stan-
dard. In determining blood pressure values, partici-
pants' diabetic, renal insufficiency and other health
statuses were not taken into account for this study.
Thus, high blood pressure was simply defined as a
systolic blood pressure of > 140 mmHg or a diastolic
blood pressure of a90 mmHg. Blood pressures of
140/90 mmHg were considered controlled.
In addition, a health survey was administered

pre- and posttest. The survey consisted of 63 ques-
tions and comprised constructs from the following
three sources: questions from a piloted health survey
used in a community-based prevention intervention
program that provided formal education about
health and nutrition; questions from a piloted health
survey used to assess African-American church
attendees' attitudes and beliefs about health and des-
tiny; and questions from a standard SF-8 Health Sur-

JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION VOL. 98, NO. 4, APRIL 2006 609



EVALUATING A HYPERTENSION PROGRAM

vey form that is valid and frequently used in clinical
health settings (1999-2001 version, QualityMetric
Inc.). Items on the current survey included basic
demographic questions, items targeting the respon-

Table 2. Baseline characteristics of participants

N=1134
Demographics
Sex
Female 70% (n=94)
Male 30% (n=40)

Age
20-30 7%
51-60 15%
31-40 20%
41-50 31%
61-70 23%
071 4%

Marital Status
Married or living with partner 43%
Not currently married 57%

Annual Household Income
<$10,000 15%
$10,000-20,000 18%
$21,000-30,000 22%
$31,000-40,000 11%
$41,000-50,000 14%
2$51,000 12%
Did not specify 8%

Employment Status
Employed or self-employed 55%
Unemployed 15%
Retired 28%
Student 2%

Insurance Status
Yes 83%
No 17%

Formal Education
<12th grade 5%
High-school diploma 65%
Some college 27%
College degree 3%

Health Characteristics
Blood pressure checked in past two years 95%
Prior diagnosis of hypertension 56%
Taking medication for hypertension 35%
Uncontrolled hypertension 70%
(SBP 2140 mmHg or DBP 090 mmHg)

Average systolic blood pressure 155.2 ± 20.1
Average diastolic blood pressure 85.7 ± 10.5
Body mass index (mean ± SD) 30.2 ± 4.1
High blood sugar (+200 mg/dl) 10%
High cholesterol (+240 mg/dL) 13%

dent's health status, specific health behavior ques-
tions, and health attitude and belief inquiries.

Data Analysis
Statistical analyses were performed using SPSS

version 11.5. Simple frequencies and means were used
to summarize the data collected from the health sur-
veys, including the demographic characteristics of the
sample and the health behavior and attitude questions.
The data were also analyzed by gender. Selected items
from the developed survey were analyzed for the pur-
poses of this study. Blood pressure checks were ana-
lyzed for the 55% (N=74) that remained at the end of
the nine-month period, with gender differences being
compared. Comparisons were also made between the
remaining participants and those that dropped from the
study. Data collected from baseline health screenings
and six- and nine-month follow-up blood pressure
checks were expressed as mean i standard deviations
and as percentages. A paired t test was performed to
determine ifthe means from pre- and posttest for blood
pressure levels were significant. An alpha level of 0.05
was predetermined to reveal significance.

RESULTS
At the six-month point in the program, 94 partici-

pants (70%) of the 134 participants remained in the
program. However, the nine-month long program
retained 74 participants (55%) at its conclusion;
35% (n=26) of the remaining participants were
male. At the end of the program, 61-70 years of age
was the modal category, followed by the 41-50-
year-old age group. Refer to Table 2 for baseline
characteristics of the participants.

Blood Pressure Screening Results
According to the initial screening results, high

blood pressure was prevalent among this sample, with
more than two-thirds (70%) being diagnosed with this
condition. The postblood pressure check results
showed a marked improvement at the end of the nine-
month program, with 43% presenting with high blood
pressure at the program's conclusion. This was a 39%
decrease and a statistically significant difference
(p=0.003) between baseline and nines-month results.
The decrease was higher for women when evaluating
the results by gender (Table 3). Sixty-eight percent
(68%) of the women were diagnosed with high blood
pressure at the beginning of the program, while 37%
had high blood pressure at follow-up. This was a 44%
decrease for female participants and a statistically sig-
nificant difference (p=0.017) between baseline and
end-of-program results. Male participants experienced
a 30% decrease, which was also statistically significant
(p=0.029). However, these improvements were signifi-
cant only for systolic blood pressure levels, not dias-
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tolic blood pressure levels (Table 3). In comparing
blood pressure levels between the remaining partici-
pants with participants that did not complete the pro-
gram, no statistical difference in mean blood pressure
levels was found at baseline. However, there was a sta-
tistical difference (p=0.045) at the six-month follow-up
between these two groups, with the group dropping out
of the program showing a higher systolic blood pres-
sure mean at 148.2 + 5.8 compared to the remaining
members with 136.8 i 6.58.

Self-Report Indicators
Blood pressure. A health survey administered at

the beginning of the program indicated that approxi-
mately 95% of the sample had their blood pressure
checked within the past two years before participat-
ing in the program. Overall, 56% (n=75) of the par-
ticipants were previously diagnosed with hyperten-
sion by a physician or healthcare professional.
Self-reported hypertension was at 55% for female
participants and 59% for male participants.

Physical activity. Seventy-four of the 134 partic-
ipants (or 55%) completed the posttest health sur-
veys at the end of the nine-month program. Thirty-
five ofthe participants (47%) were male. Pretest, the
self-report data indicated that inactivity or lack of
exercise was a major problem with this sample.
While pretest results showed that 58% of the partici-
pants exercised <3 per week for >20 minutes, this
figure improved with 48% of the sample reporting
this at posttest (Table 4).

Eating patterns. Eating habits also improved at
posttest; 55% of the sample reported that they ate <2
servings of fruit per day, with this figure being

Table 3. Outcome data for blood pressure
Difference

Baseline Six Months Nine Months (Baseline and Nine Months)
Retention N=134 N=94 N=74 55%

70%=F(n=94) 67%=F(n=63) 59%=F (n=44) 47%=F
30%=M(n=40) 33%=M(n=31) 41%=M (n=30) 75%=M

Uncontrolled high 70% (n=52) 51% (n=38) 43% (n=32) 27%
blood pressure 68%=F(n=30) 42%=F(n=18) 37% =F(n= 16) 31 %=F
SBP 140 mmHg or 74%=M (n=22) 68%=M (n=20) 52%=M(n=16) 22%=M
DBP 090 mmHg

Mean systolic blood 155.2 ± 8.61 136.8 ± 6.58 135.7 ± 6.46 20.5*
pressure values + 158.7=F 132.2=F 136.5=F 22.2=F*
standard deviation 152.3=M 139.4=M 130.5=M 21.8=M*

Mean diastolic blood 87.6 ± 3.02 82.1 ± 2.83 82.3 ± 2.87 5.3
pressure values + 89.3=F 85.1=F 84.4=F 4.9=F
standard deviation 82.6=M 80.2=M 80.8=M 1.8=M

F: female; M: male; With the exception of the retention data, "F" and "M" figures are within group (by gender) results; With the
exception of the retention data, baseline, six-month and nine-month data are provided for the remaining 74 participants only; *
Differences between pre- and postblood pressure check were significant at the 0.05 alpha level

improved by being reduced to 30% posttest. Similar
results were indicated for vegetable consumption.
Approximately 48% reported that they ate one or zero
servings of vegetables per day pretest; this figure was
improved posttest, with 22% reporting that they ate
just one or zero servings ofvegetables per day.

Overall health status. When asked to rate their
overall physical health (on a Likert scale consisting of
the following responses: excellent, good, average,
fair, poor), just 17% of the sample indicated that their
health was good to excellent pretest. This figure
improved by increasing to 74% posttest (Table 4).

DISCUSSION
The goal of this study was to assess whether the

Activities-for-Life program improved blood pres-
sure control among African Americans residing in
an inner-city urban area documented to have an
extremely high incidence of chronic diseases and
other detrimental factors.'7 Reduced blood pressure
levels were a successful health status indicator pro-
duced by the program. Results showed a 39%
decrease in the overall sample between initial and
follow-up screening, which was a statistically signif-
icant improvement. At follow-up, 43% of the total
sample had high blood pressure levels when
checked, with 37% of the women and 52% of the
male participants with high blood pressure levels,
respectively. Although these outcomes are impres-
sive, these follow-up figures are still higher than the
national percentage of 40% for African Americans
with hypertension and are significantly higher than
the goals set by Healthy People 2010 to reach 16%
reporting hypertension.' Nonetheless, follow-up
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results are lower than the telephone survey findings
for African Americans living in Kansas with hyper-
tension (34%)25 yet still higher than the general pop-
ulation of Kansas with hypertension at 21%.26

Health survey results collected at the beginning of
the program indicated that approximately 56% of the
participants reported being previously diagnosed with
hypertension, this figure showing that the majority of
the patients with high blood pressure were aware of
their condition. A study by Wang and Wang27 showed
that just one-third of adults were aware that they had
high blood pressure. While the statistics in this study
were better, unfortunately, initial data indicated that
none of these participants (n=O) had their blood pres-
sure under control; their levels were all elevated at the
time of the project. The project helped increase this
from 0% at initial screening to 27% at the end of the
project. This is a significant improvement. Healthy
People 2010's goal is to have the proportion of
African Americans with controlled hypertension
increase from 19% to 50%.1

Additionally, approximately 95% of the sample
had their blood pressure measured within the past two
years. This is consistent with the goal of Healthy Peo-
ple 2010, which is to raise the proportion ofAfrican-
American adults who have had their blood pressure
measured in the past two years from 92% to 95%.'

Finally, the study also increased the self-reports
of participants eating more fruits and vegetables,
which is extremely important in reducing fat intake
among African Americans.

Contributions
These findings support the literature that states the

unsettling rates of hypertension or high blood pres-
sure in this population, particularly among low-

Table 4. Outcome data for selected survey items
Difference

Baseline Six Months Nine Months (Baseline and Nine Months)
Exercise <3 times per 58%=All 53%=All 48%=All 1 0%=AII
week for a2O minutes 57%=F 70%=F 61%=F 4%=F

60%=M 27%=M 30%=M 30%=M

On an average day, 48%=Al1 25%=All 22%=All 26%=AII
eat <2 servings of 48%=F 20%=F 1 6%=F 32%=F
vegetables per day 50%=M 33%=M 30%=M 20%=M

On an average day, 55%=All 33%=All 30%=All 25%=All
eat <2 servings of 41%=F 32%=F 34%=F 7%=F
fruit per day 77%=M 33%=M 23%=M 54%=M

Overall physical 17%=A11 63%=All 74%=All 57%=AII
health is good to 18%=F 57%=F 73%=F 55%=F
excellent 1 7%=M 72%=M 75%=M 58%=M

Baseline, six-month and nine-month data are provided for the remaining 74 participants only

income urban African Americans. The program was
also instrumental in equipping the participants with
the knowledge and skills to assist them in adopting a
healthier lifestyle that also resulted in measurable out-
comes for the program. While hypertensive programs
that provide awareness and screening are helpful in
promoting health, this project illustrates that interven-
tions are needed that include a combination of nutri-
tion/health education and physical fitness.

An important contribution this study provides to
the literature on hypertension is the health informa-
tion given about African-American men participating
in a community-based clinic health intervention pro-
gram.28 Representative samples ofAfrican-American
men are conspicuously missing in similar programs.28
30 With African-American men having the lowest life
expectancy at birth compared to African-American
women and white men and women,31 it is critical that
efforts be made to include them in health studies that
might potentially improve their health.

Few prior studies utilized stipends or financial
incentives, so this program may have been more suc-
cessful in recruiting male participants because it was
able to provide cash incentives. Although financial
incentives are not practical considerations for most
programs, meaningful incentives might be a way to
get a cross-section of the African-American popula-
tion to participate.32'33 Effective incentives could be
instrumental in recruiting low-income minority par-
ticipants who are oftentimes short on extra time for
program commitment and limited in resources.

The literature on community-based clinics that
address hypertension and improve blood pressure
control are limited.'516'34'35 The present study expands
on that literature in that it included a physical fitness
component to complement the health education
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classes offered by the project. Also, the program was
culturally sensitive, and program duration was
longer than most similar projects,28 thereby provid-
ing more follow-up information (this was a nine-
month program). Finally, in addition to measuring
blood pressure, this program also builds on the cur-
rent literature by examining self-reported behaviors
such as eating habits (consumption of fruits and veg-
etables), physical activity, other health behaviors and
factors associated with hypertension.

Although the nine-month long project did not
retain its entire sample (55% remained, or n=74) the
majority received formal education about hyperten-
sion and other related health topics, and they partici-
pated in physical fitness activities. By increasing the
number of African Americans formally educated
about hypertension and its associated risk factors
(e.g., poor nutrition, physical inactivity and about
the perils of obesity), programs modeled after the
current one might help reduce the risks associated
with hypertension. This program has shown success
in controlling high blood pressure.

Limitations
A number of limitations of this study are noted.

First, it is difficult to generalize these results to all
African Americans living in Kansas. Even in Wichita,
African Americans are not a monolithic group, and dif-
ferent subgroups and cultures exist within the African-
American community. However, given the demograph-
ics regarding income, age and marital status, there
appears to be a cross-section ofAfrican Americans who
participated. Thus, we may be able to draw conclusions
about the role of incentives, having gender-specific fit-
ness classes and access to preventive interventions.

Second, the results could have been affected by
the sample composition, which consisted of a larger
percentage of women than men, thus skewing the
results. However, whenever possible, the data were
analyzed by gender, and the results supported the lit-
erature regarding hypertension and its associated
health problems in this population.

Third, although eight of the men dropped out of
the study, 76% ofthe men were retained. This success
indicates that African-American men will participate
in health interventions and not necessarily wait until
they are diagnosed with a chronic illness. Although
the culturally sensitive components ofthis study were
not tested, there are suggestions that this approach
might help in recruiting and retaining participants.
This study is encouraging as it has implications for
getting African Americans, particularly African-
American men, to participate in research studies.

Limitations also exist in terms ofretention. Approx-
imately 55% ofthe total sample remained at the end of
the nine-month program. However, 70% remained ear-

lier at six months, which might mean shorter programs
should be considered. While 76% of all male partici-
pants were retained at nine months, just 55% of the
women remained. Overall, the remaining participants
were older, with 61-70 years of age being the modal
category. Additional analysis is needed to determine
why attrition was greater for women and for younger
age groups. Increased sample sizes and comparison
groups might be helpful in this regard.

Baseline results indicated no statistical difference
in mean blood pressure levels between participants
that were retained in the study and those that
dropped out of the project. However, six-month fol-
low-up results indicated a statistical difference in
mean systolic blood pressure between those that
remained until the end of the study and those that
dropped from the program. Yet this difference might
have occurred for a number of reasons. For instance,
participants not experiencing lowered blood pres-
sure levels might not have felt the program was
working and dropped from the program as a result.
Had these individuals remained in the program, the
final outcomes might be different. Additionally,
remaining participants might have been more com-
mitted to attending the physical fitness classes or
have been more attentive to their diets. Because such
factors were not well tracked in the study, the expla-
nation for this difference is inconclusive.

In addition, potential confounders such as change
in body weight, medication usage and actual physi-
cal activity minutes were not adequately tracked in
this study; this is a limitation. Although such infor-
mation was recorded at the onset of the study, future
studies should ensure that such factors are consid-
ered in follow-up analyses.

Further, this study lacked a control or comparison
group. Thus, it is difficult to ascertain with complete
certainty that similar results would not have been found
with a different group ofAfrican Americans. The only
eligibility criteria that were used in the present study
were African-American and adult status. A comparison
group would have allowed the researchers to control for
the threats to internal validity.

Finally, self-selection bias might have con-
tributed to the disproportionate number of partici-
pants with hypertension. Results indicated that
although 70% presented with this condition, approx-
imately 56% had already been diagnosed with this
condition. However, it should be noted that the pro-
gram was not promoted as a high blood pressure or
hypertension program, and was marketed as a health
program that might bring about lifestyle changes.

Future Research
Because the African-American population is so

diverse, future studies should focus on collecting
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community- and region-specific data, and should
emphasize the need for hypertension prevention and
intervention through culturally sensitive community-
based clinic programs. Moreover, future intervention
programs that are similar to the current one should
probably recruit larger samples and make greater
efforts to recruit male participants. Meaningful incen-
tives may help in this regard as supported in this and
other studies.3233 In addition, future studies might
examine if similar interventions such as this one
might impact cholesterol levels, blood sugar levels
and antihypertensive medications. Finally, studies that
include a comparison group would be helpful in
determining whether the culturally sensitive compo-
nents of this project, including the incentives, were as
influential as the results ofthis study suggest.

CONCLUSION
Given the nationwide thrust to eliminate health dis-

parities, programs such as this demonstrate the impor-
tance of offering health promotion programs in the
African-American community and implementing such
programs in inner-city and rural areas. Again, while
hypertensive and high blood pressure programs that
provide awareness and screening are helpful, this proj-
ect illustrates that interventions are needed that include
a combination of nutrition/health education and physi-
cal fitness. Further, in order to change the health
behaviors of minority populations, health disparities
will not likely be reduced and the goals ofHealthy Peo-
ple 2010 not reached until we implement effective, evi-
dence-based culturally sensitive programs for minority
populations and evaluate preventive intervention pro-
grams. Also, concerted efforts should be made to reach
African-American men. Community-based clinic pro-
grams can help lead these efforts by increasing access
to and the use of health and wellness services and by
proactively recruiting uninsured and underserved
African Americans.
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