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The United States is one of the world’s most celebrated political and social systems in history. It is not, however, known for its excellence in the health delivery to its citizens. While it is true that most of the new innovations in Western medicine are created within the borders of the United States, their distribution of health care leaves much to be desired. As is true in many societies the rich and middle class, that are predominated by Caucasian populations, have the most access to this care because of its great expense. It is a longstanding problem that many of America’s minority populations do not have the same access to health care. African Americans, in particular have lower life expectancies, are less likely to have health insurance, make fewer primary care visits, and have lower birthweights and higher infant mortalities (Markens, 2002). They also miss many of the beneficial messages of health promotion that are standard knowledge to the rest of the American population (Markens, 2002). This paper will explore the possibility of utilizing established structures within these minority populations, particularly church-based programs in African American communities, to promote health enhancing behaviors and influencing change. It will also propose key elements based on literature review to be beneficial in establishing church-based community health promotion outcomes. 


The U.S Department of Health and Human Services has identified the four leading causes of preventable excess death in minority populations: cancer, cardiovascular disease, diabetes, and infant mortality. Based on the increased numbers of African Americans that have these diseases along with higher mortality rates, it can be shown that African Americans have a higher risk of these preventable diseases but have less access to health care than other ethnic populations in the United States (Kaiser Family Foundation, 2000). Some researchers believe that the higher incidences and mortalities may result from lack of early diagnosis and treatment (Jones, 2001). Others researchers believe that there is a perceived and real disparities in care that exist in health care based on race (Fond & Norris 1993). Whatever the cause of the health disparities in the African American community, it is commonly agreed upon that health promotion in these communities is very important primary step in combating these trends and promoting trust, yet minority participation in health care services still lags behind the majority community. It is a hypothesis of this paper that by teaching people in familiar places of comfort that health promotion can be effectively taught. 

Underserved populations may have greater access to care provided out of a church center where high insurance and medical costs are not a concern. There are 345,170 reported churches in the United States (National Council of Churches 1996) that are present in almost every community in America. In 1994 a Gallop survey indicated that 60% of US citizens stated that religious worship is important in their lives and 42% reported church attendance nearly each week. Women and African Americans and older generations are more likely to report attendance as an important part of their lives (Roper Starch Worldwide 1996). In addition there is often a strong “psychological” connection between churches and their members. Many older African Americans in particular do not trust modern American medicine because of atrocities such as the Tuskegee experiment which was an investigation in the 1940’s that left almost 400 African Americans exposed to syphilis and untreated. Thus, when many African Americans’ health fails, they will not seek care because of a distrust of the medical field. It is likely that the only way to reach these individuals is through an environment that they trust such as their churches.

Health promotion through church-based communities offers a unique opportunity to incorporate physical health with spiritual and emotional health. This was once common practice in early medicine but as medicine has evolved, has become separated. Historically, the church, particularly the African-American church, has served as an advocate and enabler to promote advancement in the community. It is often the center of communities’ social, political, and educational activities.  However, there are African American communities in which spiritual and emotional health is very respected but physical health is lacking. By using church based initiatives these principles can be reunited. Ideally these measures would reach all populations but it may be of particular importance for reaching often neglected and underserved populations. It also provides additional motivation for changing persistent poor health behaviors (Peterson 2002).  


When developing health care promotion it is important to tailor the promotion to individual communities. In an effort to gather information for designing strategies to increase African American adults’ access to health promotion programs Icard (2003) interviewed focus groups in the northwest region of the United States consisting of low income African Americans who ranged in age from 26 to 55.  Participants responded that the person delivering the health promotion message to African American communities should be “well known, credible, trustworthy, and a member of the targeted group” (Icard 2003). They were less likely to listen to strangers even if the message was informative. They also stated that the person should have familiarity, knowledge, and preferably personal experience, but that credibility should not be confused with professional credentials. In terms of the message, it should be straightforward and establish a tone of mutual concern. It should be in a language that is familiar and used by the community and plainly state the benefits of the program, identifying immediate concerns relative to the group. It should also provide information of how lives would be enhanced and, above all, the message should be empowering rather than reprimanding – encouraging community involvement (Icard 2003). The conclusions reached by Icard directly support the use of churches to promote the health care message for three different reasons. First, very often the leaders at churches are well recognized, respected and trusted and have the opportunity to promote healthy lifestyles to all age ranges. Second, leaders at churches are often deeply-rooted in the community and reasonably educated. Finally, these messages are usually taught in an effort to build up individuals and are genuine. 


Other studies show the feasibility of using religious organizations in the use of promoting health in the community. 

1) “Fitness Through Churches” was a project that focused on risk reduction of cardiovascular disease by aerobic exercise in African American churches in North Carolina. Lay volunteers were trained to provide health education and lead exercise classes. Results showed a 5-mm Hg reduction in systolic blood pressures in 50% of participants. Body circumference improved significantly in 90 % of participants and resting heart rate decreased by 2 beats/minute in 40% of participants (Hatch 1986).

2) The “Heart Body and Soul” Program was a community based program in partnership with a medical center (Johns Hopkins) designed to improve hypertension control in an inner-city African American population. Results over a 5-year period shows significant control of hypertension (80% test sample vs 50% control, p < 0.01), decreased hospitalization (19% test sample vs 31% control, p < 0.01), and decreased hypertension-related mortality (decrease of 35%, p< 0.01) (Levine 1992).

3) A study conducted in 1996 by Voorhees was a randomized controlled trial in a predominately African American urban population that compared the effectiveness of two interventions to move smokers along the Stages of Change (Prochaska& DiClemente 1983) scale. The test group received interventions that were spiritually based messages in the sermon (such as Bible passages related to health, smoking cessation testimonies during services, and individual or group support) while the control group received self-help pamphlets from the American Lung Association. Findings indicated that the test group was more likely to make positive progress in the stages of change compared to the control group (odds ratio 1.68, p=0.04) (Voorhees 1996).

4) The North Carolina Black Churches United for Better Health project was one of the 5-A-Day Projects sponsored by the National Cancer Institute to promote implementation of cancer prevention dietary guideline to eat at least five fruits and vegetables per day. It was a 4-year intervention that successfully increased fruit and vegetable consumption in rural African American adults conducted in 50 churches randomly assigned to a control or delayed intervention. A 2- year follow-up demonstrated that the intervention group was more likely to be in the action or maintenance stage, had more self-efficacy, and knew that five or more servings were recommended (p <0.005) (Campbell 1999).

5) The Baltimore Church High Blood Pressure Program offered an 8 week behavior-oriented weight control program to 187 African American women consisting of diet and medication counseling and exercise sessions. Significant within-person weight loss was observed with a median weight loss of 2-3% of initial weight (p<0.005) and almost 90% of women lost some weight. Of the 74 women that participated in the 6 month follow-up, 65% had maintained or exceeded their weight loss. (Kumanyika 1992)

Based on the above cited research, it is believed that the African American church is the ideal place for establishing community health promotions.  However, the question remains how to utilize these churches maximally in promoting health care. In a review of the literature Peterson (2002)identified seven key elements that were necessary for successful church-based health programs: partnerships, positive health values, availability of services, access to church facilities, community-focused interventions, health behavior change, and supportive social relationships.  Three of these elements are of particular importance to church-based health promotions.  

The first major factor necessary for success of these programs is a strong collaborative partnership between the church and local health professionals. Church leaders are often very willing to participate in such measures because they are interested in the complete health of their members (Peterson, 2002). The Health and Religion Project (HARP) was designed as a church based initiative to affect cardiovascular disease risk factors. The study found that when all churches in Rhode Island were surveyed 65% were willing to participate and they all remained in the study for at least 2 ½ years (Lasater 1986). In addition, the leaders must be entrenched in the organization and thus it is important that these leaders are also represented on the staff of health care institutions to enhance their involvement (Icard 2003).


The availability of service is another important factor for developing a church-based health promotion.  Churches are available in almost every community which would allow individuals who typically do not use traditional health promotion resources.  Studies have even shown that in addition to reaching members of their congregation, church-based health programs reach members of the community.  In the Pawtucket Heart Health Program 58% of the persons attending were members of the sponsoring church, 24% were members of another church, and 18% were not members of any church (Lasater, 1991). So these programs attract individuals from the community in addition to active church members. 


A strong social support structure may also be very beneficial in establishing church-based health promotion programs.  Many studies have correlated that increased levels of social support have influenced positive behavioral change. These supports are especially effective with women (i.e., Eng, 1985). They are also effective in changing unhealthy social behaviors such as smoking. 


Despite all of the potential benefits of utilizing churches across America to improve overall health, there are potential hindrances to their use an effective means of distributing the message. There are individuals that may be less inclined to respond such as those involved in the sex industry, substance abusers, drug addicts, or members of the population whose personal beliefs, lifestyle or living conditions my be stigmatized and subject to moral judgment and scrutiny. (Icard 2003). Church leaders are also usually very busy with multiple tasks and health promotion programs may be sidelined or not promoted heavily. The success of these programs may also depend on how much the leader values health him/herself. There are also regional differences in church attendance. What may be effective in one portion of the country may not be effective in another. This is because different communities value and view their religious leaders in different ways. Likewise, even in the same community different churches have different values and resources. Larger churches tend to be more likely to participate and promote such programs (Lincoln 1990). This is likely because of greater resources available to them.  Finally, much of the data presented in the research literature is attuned at the Christian religion.  Therefore, it is not know whether church-based programs would be successful among other religious groups.  


Despite these obstacles the use of church-based health initiatives are potentially useful in reaching a great number of people, particularly those who are underserved medically. There is a need for more empiric data that supports the use of churches and for exploration of regional differences. There is very little randomized controlled data on the most effective ways to utilized church-based services, because church leaders tend to disagree with the possibility that their congregation may not receive the full measures of intervention and thus most of the data analyzes programs already in action. Church-based programs have also been shown to be effective in practice and relatively easy to implement since churches are pre-established social structure in most communities that genuinely care for the spiritual and physical concerns for all comers. Well-respected and well-known church/community leaders may be the only voice of health promotion that skeptical members of the community hear or trust. Church-based programs may be particularly useful in reaching older African Americans who remember former misuses of the health care system or individuals worried of potential legal repercussions of their poor social habits (such as drug abuse) – both of which are the most likely to benefit from a message of health promotion. If America can effectively address primary health prevention for all communities then the health care costs that divide the classes will become more manageable. 
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