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Abstract
Background: Lifestyle-related chronic disease is the leading cause of mortality and
morbidity in the United States, accounting for more than 63% of deaths. Minority communities
experience a disproportionate burden of adverse health outcomes related to these diseases.
Collaborative partnerships with faith-based organizations (FBO) present a unique platform to
effectively implement lifestyle-related health programs, especially in minority communities.
Studies have consistently recognized a growing need to improve FBO capacity and readiness to
design, deliver, and sustain programs more effectively.
Methods: This research includes three phases: 1) preliminary research to gain the
perspective of FBO, community, health and research partners actively involved in development
and implementation of a collaborative lifestyle-related faith-based health program and to further
explore capacity and readiness factors; 2) formative research to develop, pilot, revise, and
improve content, format, measures, and implementation of a mixed methods questionnaire,
Capacity and Readiness Church Health Assessment (CRCHA), that will further identify and
assess FBO organizational capacity and readiness to implement lifestyle-related health and
wellness programs; and 3) culminating research to pilot the CRCHA with descriptive and
statistical analysis of associations between church characteristics and health programming.
Results: Phase 1: Eighteen of 31 capacity and readiness factors were collectively rated as
extremely important to participant roles and partnership experience. Qualitative analysis further
contextualizes these factors. Phase 2: The CRCHA comprises four major sections with thirteen

subsections to gather information about factors, characteristics, and attributes deemed relevant to
FBO organizational capacity and readiness. Phase 3: Churches of varying size and capacity
successfully completed the CRCHA. Data indicate potential utility for individual churches for
self-assessment and capacity and readiness building and for researchers to identify church
characteristics most strongly associated with effective health programming.
Implications: Exploration of capacity and readiness within a larger and more diverse
group of FBO will help to further identify capacity and readiness factors to facilitate active FBO
participation in the development and implementation of effective lifestyle-related health and
wellness programs. Thus, FBO would be better positioned to actively lead and/or partner in faithbased health programs that address their community’s most pressing health issues.
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Chapter 1
Introduction

Background: Lifestyle-Related Chronic Disease
Individual health behavior associated with or influenced by lifestyle choices is
responsible for about 70% of all premature deaths in the United States. 1- 3 In particular,
behaviors such as diet and physical activity are some of the most prominent contributors to the
development of lifestyle-related chronic diseases which are the leading cause of mortality and
morbidity in both the United States and the world. 4, 5 Lifestyle-related chronic diseases are noncommunicable illnesses that can be relatively slow in progression but are rarely cured
completely. Examples of chronic diseases include heart disease, cancer, stroke, and diabetes.
In the United States: a) approximately one in two adults live with a chronic disease; b)
chronic disease accounts for seven out of ten deaths annually; and c) 7% of children suffer from
a chronic disease. 5 Globally, a) cardiovascular disease, cancer, and diabetes account for more
than 63% of deaths and b) approximately 9 million out of 36 million deaths from chronic disease
each year occur in adults under 60- even though the mean life expectancy age is 78. 6, 7 When
stratified across chronic diseases that are the leading causes of death: a) the total prevalence of
diabetes in the United States is currently estimated at 19.8 million and is projected to be 29
million by 2050; b) annually 795,000 people have a stroke, approximately one stroke every four
minutes; c) an average of one American dies every 39 seconds from cardiovascular disease; and
d) annually more than 350,000 people are diagnosed with breast, cervical, or colorectal cancertwo of which are associated with obesity. 8-11 Despite incremental successes to decrease
prevalence and increase prevention, health behaviors and lifestyle choices continue to be the
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primary factors that influence premature morbidity, disability, and mortality associated with
lifestyle-related chronic disease. 2-4, 6, 12
Even though lifestyle- related chronic diseases (cardiovascular disease, cancer,
respiratory disease, and diabetes) are the leading causes of death, they are also considered the
most preventable through modifiable health behavior.4, 6, 12-14 Poor nutrition, physical inactivity,
tobacco use, and alcohol consumption are the four leading health behaviors most attributable to
the onset and continued development of lifestyle- related chronic disease. 12-14 In 2009, 76% of
adults consumed less than five fruits and vegetables daily. 15 In 2013, less than 50% of
Americans participated in 150 minutes of physical activity per week, 20% of adults never had
their cholesterol checked and approximately 19% (estimated 46.6 million) of adults were active
smokers. 15, 16
Lifestyle-Related Chronic Disease in Minority Communities
Racial and ethnic minorities, women, persons with humble income and humble
education, and individuals older than 45 disproportionately carry the burden of lifestyle-related
chronic disease and adverse health outcomes associated with poor health behavior. 15, 17- 19
According to a 2005 study, there are approximately 133 million Americans living with at least
one chronic disease. 20 Twenty-nine million people have diabetes, 935,000 people die from a
heart attack annually, and nearly 1.6 million new cases of cancer were projected be diagnosed by
2013. 21, 22, 23 In 2012, 13 % of African Americans and Hispanics were diagnosed with diabetes in
comparison to 8% of non-Hispanic whites. 24 Additionally, Hispanics had a 66% percent higher
risk of being diagnosed with diabetes in comparison to non-Hispanic white adults. 19, 21, 24 Within
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the Hispanic population, Puerto Ricans had a 94% higher risk of being diagnosed with diabetes.
19, 21, 24

A 2011 study shows that education and income level are both inversely associated with
coronary heart disease, hypertension, and stroke.25 Further, low socioeconomic status has been
shown to be inversely related to depressive symptoms, and twice as many coronary heart disease
patients with a major depressive disorder have been shown to experience at least one major
cardiac event in comparison to patients that were not depressed. 26 Heart disease is the leading
cause of mortality in most communities of color and is responsible for 24.5% of African
American and 23.2% of Asian/Pacific Islander deaths annually.27 Heart disease is also the
number one killer of African American and white women in the United States, causing one in
four deaths in women annually.28 Approximately 6% of all white women and 8% of all black
women have coronary heart disease. 28
A 2012 report shows that 77% of people diagnosed across most cancers occur in
individuals 55 years or older. 23 In 2008, African American men had the highest incidence rate
for cancer and had a higher likelihood of dying from cancer when compared to any other
group.29 Prostate cancer is the most common form of cancer experienced by men and the second
leading cancer that causes death in men. 30 However, Hispanic and African American men, ages
65 to 74, were less likely to be screened for prostate cancer. 30
Addressing Health and Health Behaviors in Minority Communities through Faith-Based
Health Programs
Despite the overwhelming statistical and empirical research that shows the significant
burden of lifestyle-related chronic disease, it is apparent that minority communities experience
3

disproportionate risk, incidence, prevalence, adverse outcomes, and cost associated with these
diseases when compared to the majority population. The implementation of lifestyle-related
interventions in minority communities has become a public health and research priority. 31, 32
Lifestyle-related interventions can effectively address health behaviors and adverse
health outcomes associated with chronic disease. 33-35 Interventions such as behavior
modification and health education programs help participants gain the knowledge and skills
necessary to achieve gradual and permanent lifestyle behavior change. 33-35 These interventions
can be especially useful in minority communities that must navigate behavior change in the
midst of physical-environmental, political, and economic disadvantages. 36, 37 Implementing
interventions in partnership with community organizations that understand these disadvantages
and/or serve the target community can enhance program relevancy, appropriateness, and
effectiveness. 38-40
Collaborative partnerships with faith-based organizations (FBO) present a unique and
emerging platform to implement lifestyle-related interventions that aim to improve health and
health behaviors in minority populations. 41-43 Growing empirical evidence continues to link
religion to health as well as identify the advantages of implementing lifestyle-related
interventions with FBO. 44,45 Multiple studies have shown faith-based health programs can be
effective and produce positive health and health behavior outcomes in minority communities. 42,
43, 46

For example, a significant percentage of faith-based health studies have been conducted in

partnership with churches in African American communities. 42, 47-52 FBO also have inherent
characteristics such as: established credibility in vulnerable communities, commitment to
community health, change agents, opinion leaders, services and facilities, human resources,
organizational structure and operations, policies/mission, and social support networks that are
4

recognized as some of the key attributes that influence program success within such
communities. 41-43, 46, 53, 54 Therefore, FBO are positioned as promising health partners and leads,
and as a result there is increased interest of FBO to actively engage and lead multiple phases of
the research partnership and program process to improve and sustain outcomes.
Although the benefits and opportunities that collaborative partnerships with FBO present
are apparent, studies continue to show FBO involved solely as the site to recruit, host, and test
health programs. 43, 46 This may be in part due to a growing need to improve FBO capacity and
readiness, more specifically FBO organizational capacity and readiness. 43, 46 Additionally, a
great deal of attention has been placed on the efficacy and effectiveness of faith-based health
programs as opposed to the processes and factors that also influence such outcomes.43
Collectively, this has resulted in limited understanding regarding the role the FBO has in shaping
partner, program, and health outcomes within context of collaborative partnerships and faithbased health programs. Several studies have articulated a growing need to improve FBO
capacity and readiness to: 1) more actively lead and partner in such health and wellness efforts;
and 2) to design, evaluate, and sustain programs more effectively 42, 43, 46, 53 There have also been
some conclusions and recommendations made about characteristics necessary to plan,
implement, evaluate, and disseminate effective programs. 42, 53-64 However, even with this
information, few studies have 1) explored and contextualized capacity and readiness factors in
the context of FBO and health and wellness efforts; and 2) assessed FBO capacity and readiness
as an evaluative component of faith-based health program and partnership efforts. This has
established a greater need to identify and explore FBO capacity and readiness as well as develop
comprehensive assessment tools and measures that can do so in the context of health promotion
efforts. Such information would help to further identify capacity and readiness factors to
5

facilitate active FBO participation in the development and implementation of effective lifestylerelated health and wellness programs. Thus, FBO would be better positioned to actively lead
and/or partner in faith-based health programs that address their community’s most pressing
health issues.
Aims and Objectives
The overarching aim of this research was to identify and explore FBO capacity and
readiness to develop, implement, and sustain lifestyle-related health and wellness programs,
especially in collaboration with academic, health, and community organizations. This research
includes three phases:
Preliminary Research
Chapter 3: A Case Study: Exploring the Influence of Capacity and Readiness Factors on Partner
Experience in Implementing a Collaborative Faith-Based Health Program
Purpose: Gain the perspective of FBO, community, health and research partners actively
involved in development and implementation of a collaborative lifestyle-related faith-based
health program and to further explore capacity and readiness factors that influences partners
experience implementing such a programs
Formative Research
Chapter 4: Capacity and Readiness Church Health Assessment (CRCHA): Developing and
Piloting a Questionnaire to Assess Organizational Capacity and Readiness of FBO to Implement
Lifestyle Related Health Programs

6

Purpose: Develop, pilot, revise, and improve content, format, and implementation of a mixed
methods questionnaire that will identify and assess FBO attributes that influence organizational
capacity and readiness to implement lifestyle-related health and wellness programs, particularly
in partnership with community, health, and academic organizations.
Culminating Research
Chapter 5: Piloting the Capacity and Readiness Church Health Assessment (CRCHA): An
Exploratory Study to Assess Faith-Based Organizations Organizational Capacity and Readiness
to Implement Lifestyle Related Health Programs
Purpose: Pilot the CRCHA with descriptive and statistical analysis of associations between
church characteristics and health programming. Pilot the Capacity and Readiness Church Health
Assessment (CRCHA) to assess FBO organizational capacity and readiness to implement
lifestyle related health programs, particularly in partnership with community, health and
academic organizations.
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Chapter 2
Literature Review
Addressing Health and Health Behavior through Religion and Faith-Based Health
Programs
Ninety-five percent of Americans believe in a deity or higher power; 70% are members
of a religious institution (church, synagogue, mosque, etc.); 60% consider religion to be an
important and central part of their lives; and many utilize religion as a common coping strategy
when dealing with illness. 1, 2 A 2008 survey of approximately 54,000 Americans showed that
approximately 80% of the participants identify with a religion, with Christianity as the highest
reported religious denomination practiced(76.7%). 3
Over the past century, extensive empirical research has been dedicated to the relationship
between religion and health. 4-8 Factors such as religious involvement, beliefs, attitudes, and
concerns have been positively associated with improved health. 4, 7 More specifically, studies
have consistently shown: a) lower health risk for lifestyle-related chronic disease in certain
denominations (i.e. Mormons, Seventh-day Adventists, Muslims, Orthodox Jews), possibly due
to health promoting behaviors; and b) statistically significant associations between participation
in organized religious activities and improved health outcomes (i.e. mortality, cancer incidence,
hypertension, subjective health), possibly due to factors such as enhanced social support and
faith in health and healing. 7, 9
As a result, FBO have become increasingly invested in utilizing their pivotal social and
cultural role in their communities to influence health behavior and effectively address health
issues through faith-based health programs. 4-6 This role has become even more vital in minority
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communities that disproportionately experience the burden of disease and lack of health
resources. 10 Additional factors such as: a) centralized support networks; b) established
interpersonal relationships; c) identified change agents and opinion leaders; and d) accessible
programmatic resources further positions FBO as an essential partner that can impact program
effectiveness and success. 4-6 Public health practice and research sectors have become equally
aware that the utilization of collaborative partnerships to implement faith-based health programs
can expand the role of FBO to address community health needs more effectively. 4-6
Collaborative Partnerships: Impact of FBO Involvement in Faith-Based Health Programs
Two systematic reviews assessed and categorized the extent of FBO involvement in
faith-based health programs to capture how level of involvement may be associated with
implementation success, program effectiveness, and changes in outcome(s). 6, 11 Dehaven and
colleagues conducted a systematic review of faith-based health programs between 1990 and
2000. 6 Programs were categorized according to level of involvement, reported program
outcomes and number of participants. The authors justified determining the level of involvement
as an essential factor in the review due to analytical agreement that “…collaboration is necessary
for the success of faith-based health and community programs.” 6 Almost all programs were
based in a church, therefore involvement was categorized as “faith placed” if the church was
involved solely as the site and population to test the program; “faith based” if the program was
implemented as an extension of an existing health ministry; or “collaborative” if faith placed and
faith based features were combined.
Approximately 43% of involvement fell into “faith placed,” 30% into “collaborative,”
and 25% into “faith based.” 6 Half of the studies reviewed did not provide outcome measures, but
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when provided, outcome measures were significantly related to church involvement. Of these
studies 75% of “faith placed” programs reported outcome data followed by 37.5% of
“collaborative” programs. 6 Collectively, about 70% of the “faith placed,” “faith based,” and
“collaborative” programs with reported outcomes demonstrated positive or statistically
significant intervention effects. 6 The authors acknowledged that faith-based health programs can
be effective and produce positive health effects. However, there is a major gap in knowledge
regarding the effectiveness of “faith-based” and “collaborative” health programs. This may be
due in part to the limited number of “faith-based” and “collaborative” studies that included
evaluation strategies. The authors recommended a greater level of collaboration between FBO
and health and research professionals, as well as a need to increase the evaluative capacity of
FBO accustomed to delivering but not evaluating health programs. 6
Lasater and colleagues conducted a systematic review of FBO and health partnerships
that utilized rigorous scientific methodology to implement cardiovascular disease-related faithbased health programs. 11The authors justified assessing involvement due to the paucity of
research that has formally evaluated cardiovascular disease studies implemented through faithbased health programs. 11 Involvement was categorized into four levels. Level one involved the
church only as a recruitment site. Level two involved the church mainly as the program delivery
site. Level three included and trained congregation members to deliver the program and research
protocols. Level four involved the church and spiritual elements of the church in the program.
Only six studies were reviewed with level three and four programs being the least
implemented but recommended as having the greatest potential to utilize the strengths of faithbased partners to achieve prioritized outcomes.11 Level two involvement amongst a diverse
group of FBO was also encouraged to enhance recruitment and reach of the program in high risk
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communities. Level three involvement showed effectiveness in both partner and health outcomes
and as a result authors recommended a greater need for collaboration, research designs, and
evaluation strategies for future faith-based health programs. 11
Characteristics and Outcomes of Faith-Based Health Programs
Systematic reviews by Dehaven and Lasater acknowledged faith-based health programs
can be effective and produce positive health effects. 6, 11Both reviews also showed a greater need
for studies to provide more detailed information about program design and measured outcomes.
Systematic reviews by Dehaven, Lasater, Chatters, and Campbell can be used collectively to
better identify characteristics and outcomes of faith-based health programs to date. 1, 2, 6-8
A large portion of faith-based health studies reviewed provided a description of the
program but did not consistently provide comprehensive detailed information about program
development, design, and implementation. This may be a result of few studies utilizing a study
design, testing a hypothesis, and/or including a rigorous evaluation strategy to measure
outcomes. 5, 6, 11 A number of studies did not specify the utilization of a theoretical framework,
but when specified, the Social Cognitive Theory and Transtheoretical Model were most
frequently used. 5 Dehaven noted that when one or more of these components were included in
the study, programs were more likely to be developed and implemented by health and research
professionals outside of the FBO (faith placed). Dehaven further noted that 7 of 15 studies that
reported statistically significant findings utilized a quasi-experimental or experimental design.
Six of those 7 studies were categorized as “faith placed.” 6 Campbell specifically filtered articles
to identify studies that reported an experimental or quasi-experimental design with outcome data
and statistics. Only 20% of the 60 articles originally identified met these criteria. 5
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Faith-based health programs mainly targeted African American adults, were implemented
in churches, and were intended for members of the targeted church’s congregation. This may be
a result of African American communities experiencing a disproportionate burden of health
disparities; African American churches providing significant health services in resource deprived
minority communities; and church being a traditional location for community members to
socialize and congregate in concentrated numbers. 4-6
Lifestyle-related chronic diseases, along with mental health, were the most targeted
diseases. 4-6 Dietary habits, smoking cessation, cancer screening, blood pressure reduction,
cholesterol reduction, and weight loss were the most targeted health behaviors.71-73 Programs
focused primarily on primary prevention strategies (such as screening or education) followed by
secondary prevention strategies that aimed to adjust behavior to further prevent the onset or
progression of complications associated with the disease. 5, 6
Evaluation Strategies of Faith-Based Health Programs: Methods, Measures, and Analysis
As previously mentioned by Campbell, Lasater, and Dehaven, a limited number of
studies utilized and/or described evaluation strategies and outcome measures. However, when
studies provided this, information reviews reported limited detail regarding the actual evaluation
strategy components. As outlined in Table 1, data collection tool(s) (i.e. questionnaire, survey,
anthropometric), and data measures (i.e. behavior change data, health status indicators,
attitude/knowledge change) were the most common components to be reported.

5, 6, 11

Campbell

specifically reported: a) evaluation design (i.e. quasi-experimental, experimental); b) data
collection tool; and c) data measures. 5 Lasater reported: a) data collection tools; b) data
collection process (i.e. pre-post, baseline follow-up); c) data measures; and d) evaluation design.
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However, these components were presented as methodological details within the summary of

the study and context of FBO involvement as opposed to specifically coded and reported data of
the review. Dehaven specifically reported: a) data measures; b) statistical significance of results;
and c) evaluation type (i.e. process, impact, outcome) but did not code or report data collection
tool or data analysis method.6 Evaluation type, data collection process, data type, and data
analysis method were the components least likely to be reported .
To better understand the evaluative strategies used in faith-based health programs, a
targeted literature review was conducted. PubMed was used as the major database since a large
portion of studies reviewed by Dehaven, Campbell, and Lasater were identified utilizing this
database. A combination of independently identified terms and terms identified in the systematic
reviews were used to perform the search. Search terms included: health promotion, intervention,
and faith based. Articles were filtered to identify only evaluation studies, studies conducted in
the United States, and studies published in the past 10 years. Of the initial studies identified
(n=58), articles were filtered to identify only studies with full text (n=29). Titles and abstracts
were used to identify studies that focused on faith-based health programs and reported evaluation
strategies. Studies were excluded if they were program descriptions, did not provide outcome
data, or did not describe the evaluation strategy. As a result 13 studies were reviewed. Although
an exhaustive review was beyond the scope of this study, findings represent the characteristics of
evaluation strategies within the most current faith-based health program studies. These findings
also support conclusions supported by Dehaven, Campbell, and Lasater.
Similar to the findings by Campbell, Lasater, and Dehaven, studies reviewed (n=13)
focused on lifestyle-related chronic diseases and targeted health behavior and/or attitude and
knowledge change. Studies focused mainly on African American adults in church-based settings.
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Programs focused principally on primary and secondary prevention strategies. Outcome data
evaluated health behavior, biological outcomes (i.e. weight, cholesterol), and/or attitude and
knowledge change measures derived from impact evaluations. Process evaluations were the next
notable evaluation type utilized to evaluate programs. A majority of measures were quantitative
in nature and collected data utilizing anthropometric tools (i.e. scale, blood pressure instrument)
and self-report questionnaires or surveys.
More than half of studies evaluated the effects of a program intervention (n=8). 12-19 Out
of these eight studies, six used a quasi-experimental design to evaluate the intervention, and
impact evaluations were the most common type of evaluation used within this design to assess
the immediate and/or short term effect of the program on the prioritized outcome (n=4). 13-17, 19
The two remaining studies used an experimental design to evaluate the intervention deriving
measures from an impact evaluation as well.12, 18 Studies using a quasi-experimental design
equally utilized pretest/ posttest (n=2),13, 14 baseline/follow-up (n=2), 17-19 and multiple follow-up
(n=2) data collection processes. 15, 16
Five of the eight studies used quantitatively driven data collection tools such as
questionnaires and surveys that relied heavily on self-reported measures. 12, 14, 15, 17, 20 Only one
study included a process evaluation regarding programmatic outcomes such as program fidelity.
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Studies utilizing mixed methods (n=3) collected qualitative data utilizing semi-structured and

open-ended interviews. 13, 16, 19 Only one of these studies included a process evaluation regarding
partnership and programmatic outcomes such as training satisfaction and partner satisfaction
with program content and implementation. 13
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It is challenging to draw overall conclusions from the remaining studies due to limited
uniformity in objectives and evaluation methods. However, a few observations can be made.
Three of the five studies specifically utilized process evaluations to gather data regarding
program and partnership outcomes. 21-23 One of these studies utilized quantitative methods to
gather and analyze data. 21 The two remaining studies collected baseline data about the attitudes
and perspectives of the target population to inform interventions (formative). 24, 25
Key Characteristics and Elements of Successful Faith-Based Health Programs
Although studies have synthesized characteristics and outcomes of faith-based health
programs, it remains apparent that a variety of strategies have been used to design, implement,
evaluate, and report programs. 4-6, 11 Further, strategies appear to vary even when comparing
studies that have achieved effective outcomes. Despite differences, several key characteristics
and elements have been critical in the development and implementation of faith-based health
programs that yield desired partnership, programmatic, and/or health outcomes.
Partnership
Active involvement of FBO in various phases of the project has been identified as one of
the most key elements of successful faith-based health program implementation. 5, 10, 26, 27 A
recent study revealed that one of the most common actions of churches interested in addressing
community health issues is to build collaborative external and internal partnerships to execute
the program. 10 However, it is important that external partner(s) establish themselves as a
credible and trustworthy source within the partnership and serviced community. 5, 26, 27 This can
better signify a genuine effort to address community concerns as opposed to relying on the
credibility of the faith-based partner, and these genuine efforts have been found to be especially
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important in minority, under-resourced, and vulnerable communities that have been historically
exploited by research and underserved by medical professionals. 27 Using participatory
partnership methods and approaches better ensures that: a) prioritized health issues are clearly
identified; b) purposeful inclusion of the FBO and community extend beyond “faith placed;” c)
program development, implementation, and evaluation are conceptualized within community
context; d) more formalized strategies are used to measure effectiveness and success; and e)
partner preparedness and capacity are enhanced independently and collaboratively. 4-6, 10, 11, 26, 27
Commitment and Active Involvement in Health Promotion
Studies that demonstrated a clear commitment and active involvement of church
members and leaders in the implementation of the health program consistently showed positive
or significant effects. 5,6, 26, 27 When church and community members were trained to lead or
implement various aspects of the program, study participants appeared more motivated to
participate in the program, experienced positive or significant health improvements, and
demonstrated positive health values. 26-31 Further, the opportunity to develop new or expand
existing skillsets can improve program effectiveness, perceived ownership, and capacity to
sustain efforts. 5, 26, 27 More specifically, studies showed that active commitment and involvement
by church leaders such as pastors or clergy can have a greater impact on personal,
congregational, and community-wide behavior change. 26, 27
Faith-based Resources: Services and Facilities
Availability and accessibility of FBO resources was identified as another key element in
successful faith-based health programs. 10, 26 For example, churches facilities are ideal locations
to host multiple components of the program (meetings, education sessions, assessments) seeing
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that, traditionally, most basic church structures include bathrooms, a kitchen, and meeting
area(s). Additionally, FBO are readily visible in almost every community. Therefore, health
programs hosted at the facility can reach community members that are more isolated,
uncomfortable, or disconnected from traditional health services. 26 Existing services such as a
health ministry, kitchen staff, volunteer network, funding mechanism, and program coordinator/
team also contribute to successful health promotions. These services have also been identified as
the greatest needs or barriers affecting FBO capacity to implement health programs more
effectively. 80
Theoretical Backing of Program Design
Limited research that has specifically assessed and compared the effectiveness of faithbased health programs categorized by program design, let alone identify or draw major
conclusions regarding the theoretical backing of successful faith-based health programs. As
previously mentioned, a variety of strategies have been used to design, implement, and evaluate
faith-based health programs. Also, studies did not consistently report or specify the use of a
theoretical framework.
Health behavior research literature shows that the Health Belief Model (HBM), Social
Cognitive Theory, Transtheoretical Model, and Theory of Reasoned Action/Theory of Planned
Behavior appear to be used most often in programs or research to address health behaviors
influential in lifestyle-related chronic disease. 32, 33 Despite this fact, several reviews also
acknowledge the limitations and paucity in research regarding the extent these theories have
been used in intervention development and evaluation. 33-35 A systematic review by Painter
classified research or intervention projects into four categories: 1) informed by theory with no or
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limited application of theory; 2) applied theory utilizing specific constructs of the theory; 3)
tested theory with more than half of the constructs applied and measured; and 4)
building/creating theory by expanding how constructs were used, measured, and analyzed.
Approximately 70% of the research reviewed used theory to inform the study while less than
20% of research applied more than half of the theoretical framework to the study. 33 Although a
majority of the research reviewed is based on “faith-placed” theory, it is assumed that these
conclusions may also extend to faith-based health studies which are inclusive in health behavior
research literature.
Community Focused Interventions
Studies that have conducted formative research to inform program design have been
shown to have positive or significant effects on prioritized outcomes. 5, 26, 27 Knowledge gained
from these assessments better identify intrapersonal, interpersonal, sociocultural, political,
economic, and physical-environmental influences on behavior and health within community
context. 5, 26, 27 Traditionally qualitative in nature, formative research can also provide a deeper
understanding of beliefs, traditions, concerns, and behaviors specific to the target population
aiding program appropriateness and relevancy. 5, 26, 27 For example, Fit Body and Soul is a faithbased diabetes prevention program aimed to reduce BMI through improved dietary and physical
activity habits. Formative research was used to tailor the program design to the target population.
The pilot study showed positive improvements in BMI reduction. 36, 37
Supportive Social Relationships
Social support networks are an inherent strength of most FBO. Faith-based health
programs that build on this inherent characteristic can have a more positive effect on
23

behavior. 38, 39 Guidance, acceptance, goods, and self-worth are common types of social support
employed by FBO to overcome social and environmental barriers to improve health. 40, 41
Importance of Capacity and Readiness: From Addressing Health Needs to Achieving
Health Outcomes
Review of capacity theory and models
A multitude of factors and resources are needed to engage in efforts that require
independent and collaborative work. 42-45 Individual, organizational, and community capacity are
integral to the execution and maintenance of efforts that use partnerships and programs to
address community needs and improve community outcomes more effectively. 45 Even though
each level of capacity is uniquely defined, definitions collectively acknowledge that capacity
influences ability to act and function in a manner that is conducive to effectiveness.

42-45

Individual capacity. Individual capacity refers to an individual’s ability to use personal
knowledge, skills, and attitudes for personal benefit as well as collective benefit. 46 Individual
capacity is also described within the context of individual empowerment which generally refers
to an individual’s ability to make decisions and have control over their life.42, 47 The utilization of
these terms interchangeably and examination within various occupational fields and social
science disciplines have yielded similar definitions with competing conceptualizations of the role
of capacity on the path to empowerment. 42, 46-50
For example, community psychology studies describe individual empowerment as the
process in which people gain control over their life, within social and environmental context, and
are further empowered to use this control to effect social change in their community. 47, 49, 51
Believed capacity to effect change influences action to gain control. 49 Capacity in this manner is
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also identified as self-efficacy or self-esteem. 49, 52, 53 Health education studies refer to individual
empowerment as an individual’s capacity to become aware of and utilize their personal power to
control and make decisions that meet personal objectives (i.e. health behavior change) as well as
achieve social change in their community.42, 46 As capacity increases, empowerment advances
and vice versa. 46 Both fields ultimately agree that an empowered individual with enhanced
capacity is better positioned to actively influence individual efforts that can impact
organizational efforts that further influence community change. 46-48
Organizational capacity. Organizations vary by structure, function, and objectives.
Similar to individual capacity, organizational capacity is defined differently across disciplines.
Therefore, it is important to account for these differences with a capacity definition that is
applicable to organizations that are complex in nature (multidimensional/multilevel). According
to non-profit management literature, capacity is often described in relation to organizational
effectiveness. 43 As a sub-dimension, capacity influences organizational effectiveness on two
levels- management and programs. 43, 54 Coalition and collaborative literature describe
organizational capacity as a primary construct with influential sub-dimensions. 55 A strong but
diverse leadership base, internal and external relationships, and vision to actively leverage
interests are sub-dimensions of organizational capacity and affect an organization’s ability to
organize members in a productive manner. 55, 56 Both disciplines acknowledge that structures and
processes are central to capacity and organizational capacity is reciprocal of member capacity
(individual) which ultimately influences the organizations effectiveness. 43, 54, 55
Community capacity. Community capacity can be described as a community’s ability to
identify problems, mobilize efforts, and reduce disparities by leveraging resources including
social and human capital. 44, 56-61 A large number of community capacity studies have been
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executed within the community coalition literature to examine capacity characteristics as
indicators of coalition effectiveness or coalition development. 44, 59, 62-64 Coalitions are an
effective way to address individual and ecological issues through collective partnership and
program implementation. 56, 57, 61 Because multiple factors and resources are needed to develop
effective coalitions, capacity acts as an integral factor in coalition progression and maintenance
which further influences desired and sustainable program implementation and community
outcomes. 65, 66 Theoretical models such as the Community Coalition Action Theory (CCAT)
describe three main stages of coalition development (formation, implementation, and
sustainability). 66-68 Various community capacity dimensions can act as key factors that influence
the processes and outcomes experienced within each stage, which can further affect coalition
effectiveness. 56, 61, 66, 67
Ten dimensions appear to be key across the community capacity literature (participation,
community power, resources, sense of community, problem assessment, leadership,
organizational structure, partnership, skills, critical reflection. 44, 60, 62- 65 Participation is
described involvement or collective action. 44, 60, 62- 65 Community power is described as the
ability of people who share common interest to change or resist change. 44, 60, 62- 65
Resources/skills are the attributes that aid in individual, organizational, and community
effectiveness. 44, 60, 62- 65 Sense of community is described as the mutual aspect amongst
community members. 44, 60, 62- 65 Problem assessment is the ability to identify, solve, and act a
problem. 44, 60, 62- 65 Leadership is the ability to guide, direct, and influence change when need be.
44, 60, 62- 65

Organizational structure is the way rules, roles, processes, and structures are formed

and work. 44, 60, 62- 65 Partnership is described as the relationship between organization members
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to collectively address the issue. 44, 60, 62- 65 Lastly, critical reflection is defined as the
interpretation and meaning of the participant’s experience over time and in the future. 44, 60, 62- 65
Review of Readiness Theory and Models
Across all levels, capacity is described as the individual, organizational, and community
characteristics, structures, and processes that influence the ability to effectively address and solve
issues. 43, 44, 46, 54-61 Readiness also occurs on multiple levels (individual, group, community, and
collaborative) and is described as the extent to which an individual, group, and community is
appropriately prepared to take action and address the issue effectively. 69, 70, 45, 71-73 There are
multiple models that theorize the concept of readiness on the individual, organizational,
community, and collaborative level such as the Transtheoretical Model, Diffusion of Innovation
Theory, Community Readiness Model, and the CBPR Partnership Readiness Model. 69, 70, 45, 73, 7476

Individual readiness is based on psychological needs and perception between what is expected

and realistic in order to take action. 74 Group readiness is described as the comprehensive and
cohesive processes used to identify problems and examine solutions in order to take action. 74
Community readiness includes the group processes, organization, and characteristics relevant to
individual and group readiness to implement efforts effectively and continue to sustain efforts by
community support. 70, 72, 74 Collaborative readiness can be described as the readiness of
transdisciplinary, interdisciplinary, or multidisciplinary partnerships to act on an issue using
collaborative efforts. 69, 45, 77, 78
The Transtheoretical Model explains the steps, actions, and processes people take to
change their behavior over time. Six stages of change act as core constructs that predict an
individual’s readiness to gradually adopt the behavior based on various processes that
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continuously progress them through each stage. 32, 79, 75 The precontemplation stage proposes that
an individual has no intention to change while the contemplation stage begins the process of
thinking about change. The preparation stage refers to active planning for change while the
action stage proposes the individual has adopted the new behavior. Lastly the maintenance stage
refers to continued practice of the behavior for more than 6 months and the termination stage
refers to extremely high confidence and desire to maintain the adopted behavior and not relapse
to the old behavior.
Diffusion of Innovation Theory conceptualizes five steps in the decision making process
from knowledge of an innovation to readiness to adopt and fully use the innovation. 73, 76
1) Knowledge is the initial awareness of the innovation. 2) Persuasion is an attitude change
regarding the innovation. 3) Decision is adoption of the idea. 4) Implementation is the utilization
of the innovation. 5) Confirmation is the decision to fully use the innovation as the most
effective plan of action. 73, 76
The Community Readiness Model theorizes that nine stages are imperative to a
community’s readiness to take action against an issue. 70, 71, 73 1) No awareness occurs when the
community does not recognize the issue and views the problem behavior as a norm. 2) Denial
occurs when the issue is not identified as a community problem. 3) Vague awareness occurs
when there is acknowledgement of the problem but there is no motivation to address it. 4)
Preplanning occurs when leaders and organizations recognize and agree to act on the problem.
5) Preparation occurs when a strategic plan is put into place. 6) Initiation occurs when action
has begun. 7) Stabilization occurs when programs have been launched and are supported by
trained staff and administration. 8) Confirmation is when efforts have been standardized,
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expanded, and improved. 9) Professionalization occurs when efforts are detailed, sophisticated,
and inclusive of the community. 70, 71, 73
The CBPR Partnership Readiness model acts as a cyclical and iterative theoretical
framework that assesses the degree that an academic-community partnership has the fit, capacity,
and operations necessary to plan, implement, evaluate, and disseminate CBPR projects. 69, 45
These factors can further influence program implementation and targeted health outcomes in the
community. There are three theorized dimensions of readiness: 1) goodness of fit (the
compatibility of the partnership for the proposed project); 2) capacity (ability and capability of
the partners to conduct CBPR and sustain change); and 3) operations (operating structures and
processes). 69, 45 “Goodness of fit” acts as the precursor to both capacity and operations
dimensions, and if not apparent in the partnership, could limit the accomplishment and
sustainability of desired outcomes. 69, 45
Readiness and Capacity Needs Assessment and Evaluation Methods
Application and Evaluation of Capacity Measures
Individual capacity. Individual capacity was not specifically defined or measured within
individual empowerment evaluations but conceptually inclusive or reflective of the constructs
identified as most critical and measured. Empowerment can be measured as a process (steps to
empowerment) or an outcome with most studies evaluating the latter. 50 The most common steps
that lead to empowerment are: 1) social disturbances existing; 2) conscientizing; 3) mobilizing;
4) maximizing; and 5) creating a new social order. 50 The conscientizing process specifically
requires people to become aware of their limited power and the potential to change these
circumstances by enhancing individual power.
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The majority of empowerment research assessed individual empowerment. Selfdetermination, self-efficacy, competence, mastery, participation, access to information, agency,
and impact are the most critical components. 46, 47, 49, 50 Self-determination is considered the most
reported and critical component of individual empowerment. 50 Self-determination is an
individual’s ability to make conscious and confident decisions to accomplish personal goals or
rights. 50 Self-efficacy is the believed capacity to take action, put forth the required effort to
change behavior and/or circumstances, and persist in action through barriers and challenges. 46, 47,
49, 50, 52

Competence is a personal belief in one’s ability to perform a task well. Mastery is the

increased level of skill and capacity to make decisions that minimize negative outcomes and
increase positive outcomes. 47, 49, 50 Participation is described as an individual’s opportunity to
actively engage in social change through social inclusion. 46, 47, 49 Access to information is the
described as the availability to open and transparent information that inform rights, opportunities,
and accountability. 46, 49 Agency is the ability to use motivation and decision making skills to
define and act on objectives. 46, 49 Impact refers to a sense of contribution to individual and
organizational impact. 46, 50
Although common and critical constructs of individual empowerment have been
identified, there is a paucity of research that has synthesized program design, evaluation
methods, assessment tools, and reporting strategies most common in empowerment studies.
Several studies have responded to this dilemma with recommendations or models that would
help refine assessment and reporting strategies. 47, 80 A 2012 systematic review of empowerment
assessment tools for people with disabilities provides a bit of insight because resulting studies
evaluated empowerment on the individual level and disabilities that were inclusive of chronic
disease, such as diabetes. 80 Less than half of the studies used an empowerment scale, and when
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reported, more than half the studies utilized an evaluation tool known as the Rogers
Empowerment Scale. 80, 81 Rogers Empowerment Scale is a quantitative tool that measures five
pre-identified constructs (self-efficacy, self-esteem, power, righteous anger, community
activism) and multiple sub dimensions of empowerment using a Likert scale to identify the
presence of and relationship between factors. 81 The remaining studies evaluated empowerment
with self-generated scales. 80 Empowerment was typically measured as an outcome and included
measures on the individual level. 80 Measures included feelings, behavior (i.e. organizational
involvement), agency, self-determination, and self-efficacy. 80 Lastly, a combination of
quantitative (i.e. questionnaires) and qualitative tools (i.e. semi-structured interview) have been
used to measure individual empowerment processes and outcomes. 47, 48, 80
Organizational capacity. The Organizational Capacity Assessment Tool (OCAT) is a
validated measurement tool that identifies the constructs most critical to organizational capacity
as well as methods for evaluation. 82 Two additional studies confirm several constructs identified
by the OCAT. 43, 55 1) Aspirations are described as the “vision, mission, and goal” to accomplish
major organizational objectives 43, 82. 2) Strategy is the methods and means needed to achieve
organizational aspirations. 43, 55, 82 3) Organizational skills are the processes used to develop,
implement, and measure programs and operations. 55, 82 4) Human resources are the personnel,
volunteers, and partners needed to execute strategies. 43, 55, 82 5) Infrastructure is the process and
systems that aid in individual and organizational effectiveness. 55, 82 6) Organizational structure
is the design of roles and responsibilities that support organizational systems, human resources,
aspirations, and strategies. 55, 82 7) Culture is the core values, beliefs, norms, and performance
that influence effectiveness. 82 To evaluate capacity, OCAT collects quantitative data using a
closed-ended questionnaire with a Likert Scale to rate the organization within each construct and
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sub-dimensions. Resulting data can be used to identify areas of greatest need or improvement,
inform additional research of prioritized areas, or develop a strategic plan to improve capacity.
Community capacity. The differences in coalition structure, development, operation,
and purpose have resulted in a variation of designs and evaluation strategies that have been used
to better understand dimensions of community capacity within the context of collaborative
coalitions. 66 Evaluations range from designs aimed to gather information about coalition
development, functioning, and outcomes (i.e. formative, process, outcome, impact) data
collection tool development and validation, to experimental study designs that compare coalition
outcomes or processes. 57, 66, 71 Multiple studies utilized participatory methods such as the
community based participatory research (CBPR) approach to develop and further progress
coalition efforts. 83, 84, 66, 85, 86, 87 CBPR traditionally utilizes community-academic partnerships to
collectively address issues prioritized by the community to develop and implement appropriate
and relevant initiatives. 83, 84, 66, 87 The community is an equitable partner in all phases of the
research project to enhance the community’s capacity and power to sustain efforts with minimal
dependence on the academic partner. 83, 84, 66
Similar to individual and organizational capacity, community capacity is a) evaluated as
both a process and an outcome; and b) is used interchangeably or as a sub-dimension of
effectiveness (community/coalition). 57,58, 61, 62, 86 Additional studies have reported the
development and utilization of existing and self-generated community capacity evaluation tools,
but a limited number of these studies have reported validity and reliability outcomes, specified
validation measures, or included a theoretical framework to guide tool and measure
development.

44, 60, 63, 66, 87

Qualitative, quantitative, and mixed methods have been used to

collect data. However, outcome indicators vary and few studies use rigorous evaluation methods
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to gather data. 57, 66 Individual and group characteristics are measured the most with outcome and
impact measured the least. 66 Additionally, there have been consistent recommendations to
increase the utilization of mixed or qualitative methods to gain a deeper understanding of the
complexities related to coalition development, functioning, and effectiveness characteristics
contextualized within individual partner and broader community context. 57, 58, 65, 66, 88 For
example, several studies that have quantitatively evaluated dimensions of community capacity as
indicators of coalition effectiveness utilized data collection measures that minimized dimensions
to simple constructs that limited contextualization within coalition development and
effectiveness. 62-64 Several other studies that have qualitatively evaluated community capacity
captured varying perceptions and complexities within each dimension. 89-91
Application and Evaluation of Readiness Measures
Various methods have been used to evaluate readiness levels. Key informant interviews,
readiness rating scales, rating statements, focus groups, and semi-structured interviews appear to
be a common method across data collection. 69, 70, 45, 73, 74, The rating technique has been used
often to evaluate community and collaborative readiness using pre-existing or self-generated
indicators or statements for each stage of readiness. 70, 73, 74 Experts in the field or key informants
(knowledgeable community members) helped to develop the scales or statements. 42, 73, 69, 45
Qualitative data analysis w used to identify, code, and categorize themes from the data. These
data were then interpreted to identify relationships and linkages that further explained readiness
or were used to inform the development of additional data collection tools or efforts. 42, 73, 69, 45
Other readiness assessment tools have been developed and implemented to evaluate
additional levels, programs, and structures. 45, 92 The United States Department of Health and
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Human Services has adapted a readiness checklist that evaluates individual, community, and
collaborative readiness. 92 The checklist also includes measures for community capacity. 92 If
50% of the indicators or constructs have been checked within each section, communities or
partnerships are better prepared to move forward in the project. Even though this scale does not
use a scientifically rigorous evaluation process it provides a valuable tool for community
partners to assess readiness using indicators and constructs identified in the literature. 92
As a last example, the CBPR Readiness Toolkit is a validated readiness assessment tool
that utilizes qualitative assessment to guide individual, group, and collaborative assessments,
discussions, and strategic readiness planning. 45, 93 This toolkit also includes measures for other
model constructs capacity and goodness of fit. 45, 93 The assessment process uses individual and
collective input with a combination of open-ended questions and Likert scale rankings to gather a
comprehensive understanding of readiness, capacity, and fit indicators. 45, 93
Conclusion: Application of Capacity and Readiness Needs Assessments and Evaluation
Methods to Faith-Based Organizations
Developing, implementing, evaluating and sustaining efforts to effectively address health
needs and achieve health outcomes can greatly rely on individual, group/organizational,
community, or collaborative capacity and readiness. More specifically, community and
collaborative efforts to address complex individual and community health needs greatly rely on
the reciprocal relationship between individual, group/organizational, community, and
collaborative capacity and readiness to execute effective partnerships and achieve desired health
outcomes. Organizations such as FBO and collaborative partnerships that are inclusive of
community organizations such as FBO can be complex in nature, which can present challenges
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unique to projected efforts. However, complex organizations and partnerships have also shown
promise as an effective method to leverage diverse resources, knowledge, skills, motivation and
power to address complex health issues on a community-wide level within ecological context.
FBO have become an emerging and unique partner to implement lifestyle-related interventions
that address complex health issues and improve partnership, programmatic, and health outcomes.
Increased acknowledgement of an association between religion and health; inherent factors that
can influence capacity such as identified change agents, support networks, and resources; social
and cultural influence in communities; and increased interest and responsibility to address health
issues further positions FBO as an essential partner in health program implementation.
Faith-based health programs have been shown to produce effective and positive health
effects. Studies have also synthesized key characteristics that yield desired partnership,
programmatic, and/or health outcomes. Despite these factors, FBO may still lack the capacity
and readiness to effectively address social and health needs faced by their community- especially
within the context of a collaborative or research-based process. As a result, study
recommendations promote: a) an increased interest to engage FBO in multiple phases of the
program process; and b) a need to improve FBO capacity and readiness to design, deliver, and
evaluate health programs more effectively. Therefore, there is a growing need to understand the
context of capacity and readiness specific to FBO and within such collaborative partnerships.
Although various capacity dimensions and readiness indicators have been defined, few
studies reviewed have identified, explored, and contextualized capacity and readiness factors
unique to FBO or applicability of identified factors to FBO. 10, 21, 36, 37, 94, 95 Further, there is a
limited research that has identified and compared measures and evaluative strategies to identify
and understand these factors within the complex context of FBO in collaborative partnerships to
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implement faith-based health programs. Lastly, there is lagging information regarding theoretical
frameworks that explain, predict, or hypothesize capacity and readiness variables specific to
FBO and collaborative partnership to implement programs. 163 Collectively such paucities in
research has created limited understanding regarding the influence of organizational
characteristics, partnership characteristics, dynamics, operating functions, and resources
influential of outcomes.
Overall, implications for future research show a need to: 1) assess the
effectiveness of faith-based health programs in subgroups other than African Americans;
2) execute more formative and process evaluations inclusive of capacity and readiness measures;
3) include the community as active partners throughout the project and/or research process; 4)
identify and come to stronger conclusions about theoretical frameworks and preferred research,
methods, and program design to achieve greater faith-based program effectiveness; 5) develop
evaluation tools and measures that can assess FBO capacity and readiness in the context of
health promotion efforts; and 6) develop a tool that FBO can use to assess the readiness of
external partners interested in collaborative health initiatives.
Capacity and readiness research can provide a more thorough understanding of FBO roles
in addressing health needs through health programming and further expanding knowledge
regarding the relationship between faith and health. 4, 5 Exploring the influence of capacity and
readiness within this context can also reveal FBO role in shaping health behaviors and outcomes.
Formative and process research can be used to further confirm or newly identify capacity and
readiness characteristics, indicators, and dimensions applicable to FBO interested in
collaborative partnership to implement a health program. Additional research can explore the
influence of these factors on FBO ability to address health and health needs-within the greater
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context of the community and partnership.4, 5 Results would provide ability to better assess what
factors are present, needed, or can be expanded to position faith-based organizations as a better
partner or catalyst to address health needs.

Table 1. Evaluation Components Coded and/or Reported in Systematic Reviews
Evaluation Component
Campbell Lasater Dehaven
Evaluation Design (i.e. quasi-experimental, experimental, time
x
x
series)
Evaluation Type (i.e. process, impact, outcome)
x
Data Collection Process (i.e. pre-post, baseline follow-up)

x

Data Type (i.e. qualitative, quantitative, mixed method)
Data Collection Tool(s)
(i.e. survey, questionnaire, interview, anthropometric)

x

x

Data Measures
(i.e. behavior change data, attitude/knowledge change, health
indicator)

x

x

Data Analysis Method (i.e. statistical analysis, qualitative
coding)
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x
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Chapter 3
A Case Study: Exploring the Influence of Capacity and Readiness Factors on Partner
Experience in Implementing a Collaborative Faith-Based Health Program
Abstract
Objective: 1) gain the perspectives of FBO, community, and research partners actively involved
in a collaborative faith-based health program; and 2) further explore capacity and readiness
factors influence on partners experience implementing such a program. Participants: Faith,
health, community, and research partners of a collaborative faith-based lifestyle- related program
called Balanced Living with Diabetes (BLD). BLD advisory committee recognized varying
readiness and capacity among churches and faith-based partners to deliver BLD program.
Partners that could provide a comprehensive perspective of their experience based on consistent
participation in multiple phases of the BLD program were invited to participate. Methods:
Participants were asked to complete a questionnaire to rate capacity or readiness factors that may
have influenced their BLD experience followed by an interview to further discuss factors they
rated most important. Basic descriptive statistical analysis, thematic coding analysis, and
qualitative and mixed methods research analysis software was used to synthesize, organize, and
interpret data. Results: Eighteen out of 31 capacity and readiness factors presented were
collectively rated as ‘10’ (extremely important) to participant’s role and partnership experience
in the BLD program. Additional data further contextualizes capacity and readiness factors
influence on the processes and strategies that shaped partner recruitment and participation in
program design and delivery. Conclusion: At minimum, these 22 factors should be further
explored to determine appropriate strategies and areas of improvement to better position FBO to
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more actively participate and lead such work. Resulting data further affirmed existing
observations as well as generated additional hypotheses to expand this research beyond the
sample population. Continued exploration can help to identify strategies that will move FBO
beyond recruitment and hosting, as well as enhance their capacity and readiness to implement
and sustain work beyond the research agenda.
Introduction
Individual health behaviors associated with or influenced by lifestyle choices are some of the
most prominent contributors to the development of lifestyle-related chronic disease- the leading
cause of mortality and morbidity in the United States.1-3 In particular, behaviors such as diet and
physical activity are some of the most significant contributors to the development of lifestylerelated chronic diseases which are the leading cause of mortality and morbidity in both the
United States and the world.4 Lifestyle-related chronic diseases such as cardiovascular disease,
cancer, and diabetes account for more than 63% of deaths.5
Racial minorities, women, persons with humble income and humble education,
individuals older than 45, and individuals at the intersections of these identities,
disproportionately carry the burden of lifestyle-related chronic disease and adverse health
outcomes associated with poor health behavior.6-9 Heart disease is the leading cause of mortality
in most racial communities of color and is responsible for 24.5% of African American and
23.2% of Asian/Pacific Islander deaths annually.10 Heart disease is also the number one killer of
African American and white women in the United States, causing one in four deaths in women
annually. 11 Additionally, 8% of all black women have coronary heart disease. 11 racial minorities
experience significantly higher risk of cancer diagnosis in later stages due to low rates of
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insurance coverage. 12, 13 Lastly, the prevalence of type 2 diabetes among adults in the United
States has increased dramatically since the 1990’s and the trend continues.14 African Americans
suffer disproportionately from type 2 diabetes and its complications.4, 9, 15, 16 In 2009, when
compared to other racial groups, 12.6 % of African Americans had been diagnosed with diabetes
in comparison to 7.1% of non-Hispanic whites.4, 9, 15, 16 Within the Hispanic population, Puerto
Ricans have a 94% higher risk of being diagnosed with diabetes.4, 9, 15, 16
Implementation of lifestyle-related interventions in collaboration with community
organizations that aim to improve health and health behaviors in minority populations has
become a public health practice and research priority.6, 17 Interventions such as behavior
modification and education programs help participants gain the knowledge and skills necessary
to achieve gradual and permanent lifestyle behavior change.18-20 These interventions can be
especially useful in minority communities that must navigate behavior change in the midst of
physical-environmental, political, and economic disadvantages.21, 22 Implementing interventions
in partnership with community organizations that understand these disadvantages and/or serve
the targeted community can enhance program relevancy, appropriateness, and effectiveness.23-25
Collaborative partnerships with community organizations such as faith-based
organizations (FBO) present a unique and emerging platform to implement lifestyle-related
health interventions.26 Growing empirical evidence continues to link religion to health as well as
identify the advantages of implementing lifestyle-related interventions with FBO.27, 28 Multiple
studies have also shown faith-based health programs to be effective and produce positive health
and health behavior outcomes in minority communities. 29-31
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FBO have become increasingly invested in utilizing their pivotal social and cultural role
in their communities to influence and effectively address health issues.26, 29-31 This role has
become even more vital in minority communities that disproportionately experience the burden
of disease and lack of health resources. Additional inherent characteristics such as established
credibility in vulnerable communities, commitment to community health, change agents, opinion
leaders, services and facilities, human resources, organizational structure and operations, policies
and mission statements, and social support networks that are recognized as key attributes that
influence program success within such communities and further position FBO as an essential
partner.29-33 As a result, public health leaders, practitioners and researchers have shown increased
interest in: 1) lifestyle-related faith-based health programs implemented via collaborative
partnerships with FBO; and 2) active engagement of FBO in multiple phases of the program
development and implementation.26, 29-33
More attention has been placed on the efficacy and effectiveness of faith-based health
programs as opposed to process evaluations.29 Process evaluations can provide information that
more fully reveal the processes and factors influential in program, partnership and prioritized
health outcomes. A multitude of factors are important to yield successful faith-based programs.
32-34

For example, multilevel capacity and readiness (i.e. individual, organizational, community,

collaborative), along with partnership synergy, are integral in the independent and collaborative
ability of partners to develop, implement, evaluate and sustain program and partnership
outcomes.35-56
Studies have recommended improving FBO capacity and readiness to design, evaluate,
and sustain programs more effectively.29, 31, 34 However, there is a paucity of research that has: 1)
identified and explored capacity and readiness factors in the context of FBO; and 2) assessed
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capacity and readiness of FBO and partners (including research partners) implementing a
collaborative faith-based health research program. Therefore, the overall purpose of this study is
to: 1) gain the perspectives of FBO, community, and research partners actively involved in a
collaborative faith-based health program; and 2) further explore capacity and readiness factors
influence on partners experience implementing such a program. Results can provide valuable
information that addresses the limited exploration and understanding of these issues.
Methods
All research procedures in this study were approved by the Institutional Review Board at
Virginia Tech and the Baptist General Convention of Virginia (Please See Appendix A: IRB
approval letter).
Participants
Overall recruitment efforts were targeted towards FBO, community, and research
partners of a collaborative faith-based lifestyle- related program called Balanced Living with
Diabetes (BLD). BLD is a community-based type 2 diabetes education program. A five-year
study funded by the National Institute for Nursing Research aimed to determine the effect of
BLD, with and without support groups, on glycemic control, diabetes self-care including
nutrition behavior, self-efficacy, and self-regulation within the African American Community. A
community-based participatory research approach was used to tailor the program to the target
audience, and is delivered to local churches in partnership among a community agency (Virginia
Cooperative Extension), local health professionals (Virginia Department of Health), academic
institution (Virginia Tech), state-wide association of African American churches (Baptist
General Convention of Virginia), and health ministry programs of the local churches (Please See
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Appendix B: Visual Chart of BLD partners). Community, health, and faith partners of the BLD
advisory committee recognized varying readiness and capacity exist among churches and faithbased partners for delivering such a program, within the context of research design and
evaluation methodologies. This further solidified the appropriateness and relevancy of this
sample population to address study objectives.
It was important that partners from the target population were able to provide a
comprehensive perspective of their experience based on consistent participation in multiple
phases of the BLD program. Therefore, a purposeful criterion sample method was used to
identify the participants (n=27) from each partner level based on the eligibility criteria outlined
in Appendix C. A convenience sample was used to recruit participants. Eligible participants were
initially contacted by the Primary Investigator (PI), who was also a member of the BLD advisory
committee, to introduce the study. Participants were then contacted via email, by the Co-Primary
Investigator (Co-PI) or a trained graduate student, and invited to participate in the study. Once
recruited, participants were emailed and mailed a participant letter, a copy of the questionnaire,
and the implied consent form (Please See Appendix D: Participant Recruitment Letter) (Please
See Appendix E: Implied Consent Form). To better ensure participants understood the items
provided to them, full disclosure of the complete study, including its purpose, questions, risks,
and benefits, time completion, confidentiality and consent, assistance available to complete the
questionnaire, incentives, and steps to submit the questionnaire was provided during a follow-up
phone call by the Co-PI or trained graduate student.
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Development of the Assessment Tools
Readiness and capacity factors, key characteristics and elements of successful faith-based
health programs, and partnership synergy factors were used to develop an exploratory list for
data collection.32-62 Factors that appeared to be most critical across the literature and relevant to
the investigation were used to prioritize and synthesize factors, generate initial questions, and
organize those questions into overarching sections. Existing capacity and readiness tools were
then used to help guide overall organization and format of the information into a questionnaire
and semi-structured interview script. 44, 45, 48, 51, 52
To better ensure relevancy and appropriateness of the data collection tools, study design,
and methods, a community advisory board (CAB) was developed. Members from the BLD
community advisory board, that did not participate in the study but who understood the research
topic, were invited to participate (Please See Appendix F: Community Advisory Board
Recruitment Letter). Three CAB members were recruited to help: 1) provide feedback to
improve content, format, clarity, and implementation of data collection tools; and 2) review and
provide suggestions about the overall study to ensure relevancy and appropriateness of study
design, methods, and data collection tools. Formative research was conducted and initial data
collection tools were piloted with participants (n=1 clergy member; n=1 church coordinator) who
were available and interested in participating in early stages of the project to test tools and make
revisions before full launch of the project. Resulting information was reviewed with the CAB
and used to revise and finalize the tools.
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Data Collection and Analysis
At a place and time most convenient to them, participants individually completed the
questionnaire in regards to their experience implementing BLD (Please See Appendix G:
Capacity and Readiness Questionnaire). The questionnaire was formatted into five major
sections:1) personal and organizational experience with program; 2) BLD program experience;
3) partnership synergy; 4) collaborative readiness; and 5) interpretation of experience: changes in
BLD experience over time. Within each section, a list and description of the capacity or
readiness factors that may influence that experience were provided. Based on the description,
participants where then asked to rate the factors they thought had been most important to their
experience using a Likert Scale (1 signifies “least importance” and 10 signifies “extremely
important”).
Once participants submitted their questionnaire, the Co-PI scheduled the one-on-one in
person follow-up interview. A semi-structured interview script was also formatted into the same
four major sections as the questionnaire, along with the same list and description of the capacity
and readiness factors within each section. The script included additional questions such as: 1)
how the participant became involved in the BLD program; 2) benefits, opportunities, challenges,
barriers related to the specific capacity or readiness factor; 3) importance of the capacity or
readiness factor in previous health and wellness experience before their involvement with BLD;
and 4) most important lessons for their role and for the partnership (Please See Appendix H:
Capacity and Readiness Interview Script)
Participants were interviewed about factors within each section that they rated with a 9 or
10. A simplified copy of the interview script that marked the factors they rated with a 9 or 10
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was provided to participants at least 48 hours prior to the interview (Please See Appendix I:
Simplified Capacity and Readiness Script) Participants were informed that they would only be
interviewed about these factors. The Co-PI, and a trained graduate student conducted the
interviews. Interviews lasted approximately 60 to 90 minutes. Interviews were audio recorded,
and interviewers took additional field notes.
All recordings were transcribed verbatim by the Co-PI, trained graduate student that
conducted the interviews, or a professional transcription service experienced with research-based
data. The Co-PI coordinated and led two data analysis teams. All data analysis team members
participated in a data analysis training workshop to ensure inter-rater reliability and consistency
in implementation of data analysis protocols. Prior to qualitative analysis, basic descriptive
statistics were used to identify the factors that partners collectively rated “10” extremely
important. This information was used to narrow the focus of qualitative analysis.
A data analysis team member was recruited to help the Co-PI develop the analysis codes.
The leads independently reviewed all transcripts to identify emerging themes and patterns. The
leads then resolved discrepancies to reach consensus and synthesize patterns and themes. The
same process was repeated for each partner level to capture themes and patterns more specific to
their group experience and role. Codes were then formalized into a coding matrix with an
overarching coding scheme across all partners and subthemes for each partner level. The leads
then formalized a protocol to identify and code meaning units with the data analysis teams.
Transcripts were independently coded using a line-by-line method to identify quotes or “meaning
units” to support identified codes. Following this process, the team met to share coding, resolve
discrepancies, and gain consensus in the coding of meaning units. Data were further reduced,
organized, and interpreted by verifying the accuracy of themes and meaning. After analysis was
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completed, the Co-PI used qualitative and mixed methods research analysis software (Dedoose)
to comparatively code, quantify, and further interpret the data.
Results
Of 27 eligible participants, 20 participated in the study (state health ministry
administrator=1out of 1 (100%); area church coordinator=4 out of 4 (100%); local church
coordinator=6 out of 11 (55%); clergy=3 out of 3 (100%); cooperative extension personnel=2 out
of 4 (50%); researcher=4 out of 4 (100%)). Data from the clergy member and church coordinator
who participated in the formative phase were included in the full study because review of their
data did not reveal major variations or inconsistencies compared with participants from the full
study. Out of 31 capacity and readiness factors presented, participants collectively rated 18
(58%) as ‘10’ (extremely important) to their role and partnership experience in the BLD
program. A summary of presented findings is provided in: 1) Appendix J: Summary of Capacity
and Readiness Factors Rated ‘10’; 2) Appendix K: Breakdown of Capacity and Readiness
Factors Rated ‘10’ by Partner Level; and 3) Appendix L: Major Themes and Supporting
Meaning Units Related to Capacity and Readiness Factors Rated ’10’; and (4 Appendix M:
Challenges and Benefits Experienced Related to Capacity and Readiness Factors Rated ’10’).
Major findings regarding the factors rated most important across all the partners are presented.
The selected data are most relevant to the purpose of this study.
Personal Experience (Individual Capacity)
Four of eight factors in the personal experience (individual capacity) category were
collectively rated as ’10.’ Individual capacity is described as an individual’s personal knowledge,
skills, and attitudes that can shape personal experiences as well as organizational experiences.
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Self-determination, confidence, information, and impact were rated as most important to
participant’s experience. 36-39, 41, 42 Self-determination is the ability to make conscious and
confident decisions to accomplish personal goals. 36-39 Participants perceived having a personal
and/or professional goal to improve control and prevent diabetes as a significant influence on
self-determination. A notable motivator of self-determination was when participants and partners
learned more about diabetes as the program continued. Notable challenges regarding selfdetermination were motivating participants to participate and learning the information to
understand and talk about BLD program. Both challenges were experienced mainly by faith
partners. Confidence is the perceived ability to take action, put forth the required effort to
change behavior and/or circumstances, and persist in action through barriers and challenges. 36-39
Interest, investment in, and outcomes of program strengthened confidence. A notable challenge
experienced by faith partners was maintaining confidence despite barriers to launch program.
One faith partner noted “I think as a challenge, I would have to say keeping people motivated to
participate, especially when they know that they have to complete a lot of paperwork…the
surveys were long and there were persons there who wanted to participate, but didn’t necessarily
want to fill out the paperwork.” Information is described as the availability of accessible and
easy to understand information that informs opportunities. 36-39 Participants perceived adaption of
materials and customization of program important for effectiveness and implementation. One
participant noted “…our focus groups were very important because one of the things we did in
our early meetings was look at the consent form and we kept on adapting the consent form
because we had to make sure people understood it.” Another participant noted, “…it made it
wonderful for me as an area coordinator, and even better for me as a church coordinator, because
all I had to do was to assist...I mean, everything was just available. It was right there and I didn’t
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have to do anything, so getting the information out was excellent.” Impact is the sense of
contribution to individual and organizational objectives. 36-39 Participants perceived helping
multiple communities contributes to impact. Two participants noted “I am getting the research
accomplished at the same time I’m meeting the needs of people out in the communities” and
“part of my interest is in the accomplishment that we’ve made in getting this small group of
African-American, under-served, largely fairly elderly adults to see science in a totally different
light, that we’ve approached them about being in a research project.”
Organizational Experience (Organizational Capacity)
Three of six factors in the organizational experience (organizational capacity) category
were collectively rated as ’10.’ Organizational capacity is described as an organization’s
structure, operations, and objectives can be used to achieve organizational, individual, and
program goals. 43, 49, 50, 57 Aspirations is described as the “vision, mission, and goal” to
accomplish major objectives. 43, 49, 57 Participants perceived that BLD fits the vision, mission and
goals of the churches, BGCVA and its health ministry, and individuals involved in the project..
This is in part because FBO offer needed health services in the community that support their
aspirations. As one participant noted “I would think that many churches would incorporate this
program because we do not only care for the spiritual aspects of one’s life, but we must
encourage the physical as well.” Human resources can be described as the personnel,
volunteers, and partners needed to execute strategies. 43, 49, 57 Participants perceived FBO
volunteers and personnel important to implement the program as one participant noted
“Obviously, it varies by church, but they are pivotal…recruitment of participants wouldn’t
happen…coordination of all logistics…educating church members along the way in terms of this
process and how it’s going to benefit them wouldn’t happen. I mean, it’s just—they’re vital.”
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Organizational structure is described as the systems, roles, and responsibilities that support
effectiveness. 43, 49, 57 Participants perceived organizational structures in place to support launch
and implementation of program as one of the most important aspects of organizational structure.
“My pastor has been very supportive. I mean, they’ve let us use the church without any

problems and he’s been very supportive of the program. He actually, was a participant in the
program himself because he’s a diabetic. He talks about the program during church…and
financially they’ve been supportive with anything that I needed.”
Balanced Living with Diabetes Program Experience (Key Aspects of Successful Programs)
Five of six factors in the BLD program experience (key aspects of successful programs)
category were collectively rated as ’10.’ Several key characteristics and elements are considered
critical in planning and implementing faith-placed health programs such as BLD to create
desirable program and partnership outcomes. 32-34, 58, 59 Partnership is described as the
relationship between BLD partners that also actively involves the faith-based partner (i.e. church,
Baptist General Convention) to implement various phases of the BLD program. 32-34
Collaborative effort of partners to implement program was perceived as most important and a
participant noted “The partnership relationships are key in my view because every partner brings
a different perspective to the table.” Another participant noted “Baptist General Convention
knows its member organizations better than we do. They have trusted relationships with those
organizations; they know historically what has happened from a health perspective or other
perspective that we would not know. Um, the, you know, extension agents know their
communities where they come from, um, and, you know, the culture, the—where people eat
[LAUGHS], you know, what kinds of foods they eat are different, different areas of the state, so
they bring that critical perspective, um, and I’m sure others I’m missing. Um, and then I think
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Virginia Tech brings a strong—you know, the research, um, design—um, a strong public health
perspective in nutrition and public health and diabetes prevention and control. Involvement is
clear commitment and active involvement of church members and leaders to implement the BLD
program. 32-34 Participants perceived involvement and support of church members and leaders as
very important to program outcomes and one of the most important aspects that influenced
involvement. One participant shared, “I went through them, the leaders, to get their members
involved. So being in a partnership with the leaders of the church was very instrumental in them
getting their members to cooperate with us.” A notable challenge regarding involvement was
ensuring those who were not members of the church, but participating in the program, were just
as supported and received consistent communication to continue involvement in the program.
Two participants shared “those who are not members here and just making sure that the
communication was given to them because…we wanted to be assured that they were also
contacted and reminded of what we were about” and “…people got to mix up with people that
they didn’t know …they didn’t always mix with the people they didn’t know. They stayed with
their own group. That’s another reason why I felt like it was important that you move around,
because the host church has to be friendly and be welcoming to the visitors.” Resources can be
described as the availability and accessibility of the partner’s resources such as kitchen, meeting
areas, etc. 32-34 Participants perceived access to church resources as most important for program
success. One participant noted, “It’s been great because the lady (extension agent) that comes in
to prepare the meals needs somewhere to prepare it…when you have a kitchen committee,
sometimes they don’t want anybody in the kitchen but the committee. They have been very
warm and receptive to someone else coming in and using the facility and that means a lot and I
don’t think we have had any problems with that at all.” Community Focused can be described
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as a deeper understanding of beliefs, traditions, concerns, and behaviors specific to the target
community to tailor the program design to be more effective and relevant. Participants perceived
knowing what will work with the community as key to program implementation and program
outcomes. 32-34 A participant noted “I marked that as really important, because that’s one of the
basic hallmarks of community-based participatory research. So, we did a lot of background
research with the community advisory board, and did some recipe testing and all of that, and
tried to tailor the general curriculum to reach this target population. Another participant noted
“So a lot of the community in the area and the adults that we’re working with love taste. If it
doesn’t taste right and…sometime it doesn’t look right to them they shy away from it. Their taste
buds are the most important thing to them and even surpasses being healthy or not. I want it to
taste good.” Social supportive networks can be described as the mutual respect, support, and
generosity amongst community members, church members, and partners. 59 Participants
perceived social support networks most important to program implementation and participant/
partner participation. A participant noted “I think it’s very important that everyone be on board,
be on the same agenda…everything fell in place because you started at the top. You started
where the church was identified and the pastor bought into it, the health ministry bought into it,
the membership, the church…one particular church even on a Sunday had another guest speaker
to come in to talk about diabetes to the membership. Not to just the group who was taking the
Balanced Living with Diabetes class. So that extra effort was put into play because they wanted
the entire church membership to know that if there was a need that any of them could, and were
able to receive this education.” Another participant noted “the people in the class already know
each other, already know each other’s challenges, and they support each other. And, also will
almost give social pressure to each other.”
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Partnership Synergy
Three of seven factors in the partnership synergy experience category were collectively
rated as ’10.’ Synergy can be described as working together in partnership to achieve more by
combining complementary strengths, perspectives, values, and resources of all the partners in the
search for better solutions. 35 Energy can be described as buzz, passion, and enthusiasm. 35
Participants perceived good energy influenced participants’ excitement about the program and
having help with diabetes. One participant noted, “…even those foods that some would eat or
bring up and it was something that we were seeing they should not have, nobody was jumped on
and nobody was scolded “you don’t supposed to be eating that.” It was brought across in a
manner as saying, “Well, what can we do with that to make it better.” Another participant noted
“…the coordinator was excited, the coordinator was motivated. So that energy was transferred
over to them because of the fact that the coordinator energized and excited about what he or she
is doing.” Outcomes can be described as achieving goals and making progress. 35 Tangible
results and incremental progress important for the program, partners, and participants was
perceived as most important to outcomes. A participant stated “It’s been very important, I know
from session to session… the tests were taken and everybody anxiously awaited the results of
their test to see if they were doing better, about the same or doing worse, and that was a very
special part of the program. ”I felt like goals were achieved. From week to week, we’re making
progress, as evidenced by the participants showing up because I think, at most meetings, the
persons were there.” All benefit is described as all partners (including the target community) are
getting something out of the partnership. 35 Participants perceived getting something positive out
of program important to participants and partners. Two participants stated participant stated
“When people can see there are tangible benefits that benefit everyone, I think that that helps the
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program survive and continue” and “I think we did. I think my church has grown tremendously
in the year that the program was there. I feel like that the partners benefited by getting good
information and good feedback from the program.”
Collaborative Readiness
Three of ten factors in the collaborative readiness category were collectively rated as
’10.’ Collaborative readiness can be described as a partnership’s fit, readiness, capacity, and
operations are necessary to plan, implement, evaluate, and disseminate programs. 51, 53 Goodness
of fit can be described as the compatibility of the partners to conduct the proposed project
together. 51, 53 Participants perceived complementary objectives, goals, and desired outcomes are
important to goodness of fit. One participant shared “Baptist General Convention, with their
Spices Health Ministry, is a perfect fit, because that’s what Spices Health Ministry is supposed to
do, is maximize health of the, the members of the congregation.” Another participant shared “I
think that all had to do with sitting down and looking at, “Here’s what we propose to do. How
does that fit with what you already have in place or what you can put in place?” I think it worked
very well.” Operations is described as the roles, responsibilities, structure, and processes the
BLD partnership uses to operate. 51, 53 Participants perceived clear roles and responsibilities for
partners helped with operations. One participant stated “…the roles and responsibilities were all
defined out, so really everybody kind of knew their role and knew what their responsibilities
were so that the program could run smoothly.” Readiness can be described as the extent to
which an individual, group, and community is appropriately prepared to take action and address
an issue effectively. 51, 53 Partners perceived helping prepare other partners for program and
readiness of partners influenced success of program implementation. One participant noted
“We’ve had sort of a variety at the church level of involvement of the pastor and encouragement
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of the pastor. Sometimes it’s the coordinator going to the pastor saying “You know I want to do
this, can we do this?” Other times it’s the pastor saying “I pick you and I want you to do this.”
Another participant stated “…their openness was probably essential. Their readiness… probably
not that important. We were happy to work them through it. You know, if they were open to
becoming involved in the program, did not really require that much from them. We were pretty
much able to put into place or help them put in place anything that we needed to happen.”
Interpretation of Experience (Community Readiness)
Three of nine factors in the interpretation of experience (community readiness) category
were collectively selected as most applicable to their experience with health /wellness program
planning and partnership over the course of the BLD program. Community readiness is the group
processes, organization, and characteristics relevant to individual and group readiness to
implement efforts effectively and continue to sustain efforts by community support. Prior to
implementing the BLD program, many participants stated that they had “little awareness” about
diabetes and healthy habits in most of the BGCVA churches the BLD program was planning to
serve. Little awareness is described as acknowledgement of the problem but there is no
motivation to address it. 60-62 Participants perceived there to be awareness of problem but didn’t
want to talk about it as a church, limited knowledge of how to address diabetes, or accepted
health issues/diabetes as inevitable problem. For example, one participant stated “… I think the
fact that they have seen it occurring generation after generation, I think there’s some of the
inevitability in there… and I hear it in my own family. They sort of expect to get certain things
because other people in the family did…and many have seen diabetics just watch it progress
from one stage to the next, but seen very little of people doing behavior change in order to slow
it down, or maybe they even remove themselves from symptoms at some point. That’s the part
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that people are not aware of… I don’t think people think in terms of, “If I start my children
exercising and eating properly, they may not ever go into type 2 diabetes, even if they’re
somewhat predisposed.”
Once involved in the BLD program participant stated there was “action” about diabetes
and healthy habits in most of the BGCVA churches the BLD program was serving. Action is
described as action has begun. 60-62 One participant shared “Because they were involved with our
research program, they did have a program at their church, which I would consider taking action.
They had people in the church involved.”
Lastly, participants shared over the next year, if they were to continue involvement in the
BLD program or launch another diabetes-related program with the same BGCVA churches, there
would be “program implementation” about diabetes and healthy habits in most of the BGCVA
churches the BLD program served. Program Implementation is described as programs have
been launched and are supported by personnel, 60-62 staff, or volunteers. Enhanced knowledge,
resources, access to volunteers and professionals to launch future programs was considered an
important aspect of this perspective. For example, one participant shared “It would be an
encouragement for all churches to implement such a program. Because we want to live as long
as we can, and any help that we can get would be a plus for us. So we do plan to continue the
process with better health, better living with diabetes.”
Discussion
Collaborative partnerships with FBO are an emerging strategy to address health issues in
the most marginalized communities. However, there is limited information about the capacity
and readiness of partners, especially FBO, to actively partner and participate in such work. FBO
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consist of and/or directly serve minority and marginalized communities prioritized in faith-based
health research. Yet, FBO are traditionally utilized solely to recruit participants and host the
program at their facility. Therefore, continuing to examine the efficacy and effectiveness of
faith-based programs will produce growing information that such programs can produce positive
health outcomes, but with minimal knowledge regarding how and why programs are effective.
In this study, participants perceived 18 out of 31 capacity and readiness factors extremely
important to their personal, organizational, community and collaborative ability and readiness to
actively participate in the development and implementation of the BLD program. Across
partners, the majority of themes and supporting meaning units that were identified relate to a
powerful effect contributed by these factors to an overall positive experience with BLD (Please
See Results and Appendix L). These data also solidifies assumptions generated by the BLD
steering committee and scientific literature that varying capacity and readiness of churches and
faith-based partners contributed to challenges regarding the launch, implementation, and
continuation of BLD in some congregations (Please See Appendix M: Perceived Challenges and
Benefits). 31, 33
At minimum, these 18 factors should be further explored to determine appropriate
strategies and areas of improvement to better position FBO to more actively participate and lead
such work. For example, a higher percentage of factors in the BLD experience and collaborative
readiness categories were rated highly in comparison to the other sections. Organizational
capacity factors directly contribute or create challenges for the factors list in both sections. For
example, participants believed that the compatibility of BLD partners contributed to their success
implementing the BLD program. This was in part due to the complementary objectives, goals,
and outcomes partners shared with each other. Participants also believed that the BLD program
63

fit within each organizations vision, mission, and goals. Collectively, both factors contribute to
the organizational and collaborative capacity of partners to implement BLD.
Information from this study may not be generalizable to all collaborative partnerships.
However, the methodical approach used to develop data collection tools and implement the
research protocol contributed to the study’s effectiveness and validity. Also, the purpose of this
study was to navigate the initial steps of identifying, synthesizing, and exploring capacity and
readiness in the context of collaborative faith-based partnerships. Partners from the BLD
program were best positioned to do so, as evidenced by resulting data that helped to further
affirm existing observations as well as generate additional hypotheses to expand this research
beyond the sample population. Additionally, the factors that were not rated highly also yielded
valuable information worthy of further exploration regarding capacity and readiness. For
example, “program design” in the BLD experience was rated low by faith-based partners but rate
much higher by researchers. Program design is described as the utilization of specific strategy
and theory, to design, implement, and evaluate the program. Theoretical approaches such as
community-based and participatory frameworks can improve the level of FBO participation and
partnership within research based studies. However, if faith partners are unaware and unfamiliar
with such methodologies, there may be limited ability to advocate for such inclusion.
Consequently, incorporating such approaches becomes heavily dependent on the choice of the
researchers.
Active interest of FBO to have a more active lead in collaborative efforts that address
lifestyle-related health issues is a promising strategy to better address the needs of marginalized
communities. Continued exploration of this research topic can help identify strategies that will
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move FBO beyond recruitment and hosting, as well as enhance their capacity and readiness to
implement and sustain work beyond the research agenda.
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Chapter 4
Capacity and Readiness Church Health Assessment (CRCHA): Developing and Piloting a
Questionnaire to Assess Organizational Capacity and Readiness of FBO to Implement
Lifestyle Related Health Programs
Abstract
Objective: Develop, pilot, revise, and improve content, format, and implementation of a mixed
methods questionnaire that will identify and assess FBO attributes that influence organizational
capacity and readiness to implement lifestyle-related health and wellness programs, particularly
in partnership with community, health, and academic organizations. Participants: Church
health ministry coordinator and congregants from a church with an active health ministry and
experience in faith-based health programs. Congregants with knowledge of the demographics,
activities, interest, and resources at their church were invited to participate. Methods:
Participants completed a questionnaire followed by a focus group discussion to provide
suggestions for questionnaire improvement. Selective transcription method was used to
document relevant ideas, feedback, and issues raised by participants. Additional study data was
triangulated with participant results to revise the questionnaire. Participants completed the
revised questionnaire along with a follow-up questionnaire to verify accuracy and
appropriateness of revisions. Results: Resulting data yielded valuable feedback and suggestions
that improved the content, format, and implementation of the CRCHA. The revised CRCHA is
formatted into four major sections and thirteen subsections that gather information about factors,
characteristics, and attributes deemed relevant to FBO organizational capacity and readiness to
actively lead and/or partner in lifestyle-related faith-based health programs. Conclusion: The
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CRCHA demonstrated potential to assess FBO attributes that influence organizational capacity
and readiness in the context of health and wellness programs. CRCHA should be implemented in
a diverse sample of churches to better understand its generalizability and ability to successfully
assess organizational capacity and readiness to implement lifestyle-related health programs.
Introduction
Individual health behaviors associated with or influenced by lifestyle choices are some of
the most prominent contributors to the development of lifestyle-related chronic disease- the
leading cause of mortality and morbidity in the United States. 1-3 In particular, behaviors such as
diet and physical activity are some of the most significant contributors to the development of
lifestyle-related chronic diseases which are the leading cause of mortality and morbidity in both
the United States and the world. 4 Lifestyle-related chronic diseases such as cardiovascular
disease, cancer, and diabetes account for more than 63% of deaths. 5, 6
The implementation of lifestyle-related interventions in collaboration with community
organizations that aim to improve health and health behaviors in minority populations has
become a public health practice and research priority. 6 Collaborative partnerships with
community organizations such as faith-based organizations (FBO) present a unique and
emerging platform to implement lifestyle-related interventions that aim to improve health and
health behaviors in minority populations. 7 Multiple studies have shown faith-based health
programs can be effective and produce positive health and health behavior outcomes in minority
communities. 8-10 For example, a significant percentage faith-based health studies have been
conducted in partnership with churches in African American communities.10 These types of
interventions can be even more effective when: 1) social and cultural elements of FBO
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environment are included in the program; and 2) the program is implemented as an extension of
new or existing health ministry/committee activities and resources. 8-10 Further, theoretical
frameworks such as the socioecological model suggest that many of the lifestyle-related
interventions that focus on individual behavior/lifestyle change and are successful in faith-based
settings must be reinforced with supportive social, cultural, and physical environments, within
the organization, that also promote health.

2, 11, 12

FBO have inherent characteristics such as: established credibility in vulnerable
communities, commitment to community health, change agents, opinion leaders, services and
facilities, human resources, organizational structure and operations, policies/mission, and social
support networks that are recognized as some of the key attributes that influence program
success within such communities. 7-10, 13, 14 These factors are also integral to organizational and
collaborative capacity and readiness that further influence desired and sustainable organizational
effectiveness and program implementation. 15-30 Organizational capacity can be described as an
organization’s structure, operations, and objectives used to achieve individual, organizational,
and program goals. 15-23 Organizational readiness can be described as the processes and
characteristics relevant to the extent an organization is prepared to take action and address an
issue effectively.24-30 Therefore, FBO are positioned as promising health partners and leads, and
as a result there is increased interest of FBO to actively engage and lead multiple phases of the
research partnership and program process to improve and sustain individual and ecological
health outcomes. However, studies continue to show FBO involved solely as the site to recruit,
host, and test health programs. This may be in part due to a growing need to improve FBO
organizational capacity and readiness, more specifically FBO organizational capacity and
readiness. 8-10
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Although various organizational capacity and readiness factors for health programming
have been identified, few studies have explored and contextualized these factors within the
context of FBO. 15, 31 More specifically, there is a paucity of research that assesses organizational
capacity and readiness of the FBO as an evaluative component of faith-based health research
programs. This has resulted in limited understanding regarding the influence of FBO
organizational characteristics, partnership characteristics, dynamics, operating functions,
activities, resources, etc. within faith-based health programs. This has established a greater need
to identify and explore the influence of these factors on FBO organizational capacity and
readiness as well as to develop comprehensive assessment tools and measures that can do so in
the context of health promotion efforts.
Therefore, the overall purpose of this study is to develop, pilot, revise, and improve
content, format, and implementation of a mixed methods questionnaire that will identify and
assess FBO attributes that influence organizational capacity and readiness to implement lifestylerelated health and wellness programs, particularly in partnership with community, health, and
academic organizations. It is believed that this tool has potential utility for individual churches
for self-assessment and capacity and readiness building and for researchers to identify church
characteristics most strongly associated with effective health programming. Using this
information may facilitate more active participation by FBO in development and implementation
of health programs in the context of collaborative partnerships. FBO would then be better
positioned to actively lead and/or partner in faith-based health programs that address their
community’s most pressing health issues.
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Methods
All research procedures in this study were approved by the Institutional Review Board at
Virginia Tech (Please See Appendix N: Chapter 4 IRB Approval Letter).
Development of Capacity and Readiness Church Health Assessment (CRCHA)
Key capacity and readiness factors identified in preliminary dissertation research and
faith-based health research that align with fore mentioned information that have been critical in
the development and implementation of successful faith-based health programs were used to: 1)
develop the exploratory list of items to be included in the questionnaire; and 2) identify
overarching sections and generate initial questions. 13-30, 32-35 Existing faith-based health
assessment questionnaires developed by the Virginia Department of Health, faith-partnered
Balanced Living with Diabetes research program, and Michigan Healthy Communities
Collaborative were used to further develop and synthesize questions, and help guide overall
organization and format of the questionnaire. 36, 37
Participants
Recruitment strategy and sampling methods. A purposeful criterion sample method
was used to identify the sample population. Therefore, overall recruitment efforts were targeted
towards a church with an active health ministry that participated in the initial development and
tailoring of a collaborative faith-based lifestyle-related program, Balanced Living with Diabetes
(BLD). BLD is a community-based type 2 diabetes lifestyle education program. A five-year
study funded by the National Institute for Nursing Research aimed to determine the effect of
BLD, with and without support groups, on glycemic control, diabetes self-care including
nutrition behavior, self-efficacy, and self-regulation within the African American Community. A
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community-based participatory research approach was used to tailor the program to the target
audience, and is delivered to local churches in partnership among a community agency (Virginia
Cooperative Extension), local health professionals (Virginia Department of Health), academic
institution (Virginia Tech), state-wide association of African American churches (Baptist
General Convention of Virginia), and health ministry programs of the local churches.
To ensure that participants were capable of providing comprehensive information for the
study, the health ministry coordinator of the church, who also had an active role in the
development and tailoring of the BLD program, led the process to identify and recruit
congregants using a convenience sampling method. It was believed that the health ministry
coordinator’s role and experience with BLD provided them with a strong understanding of
church attributes integral to organizational capacity and readiness needed for health and wellness
program planning. This positioned them to identify congregants who could provide
comprehensive in-depth feedback to improve content, format, and implementation of the
CRCHA to better identify and assess FBO attributes that influence organizational capacity and
readiness to implement lifestyle-related health and wellness programs. Eligibility criteria for
congregants included: 1) active member of the church, and 2) some knowledge of the
demographic characteristics, ministry/auxiliary/committee activities (e.g., youth ministry, health
ministry, kitchen committee, etc.), and resources at their church.
The church and church coordinator were contacted via email by the Primary Investigator
(PI) and invited to participate. Once the church coordinator agreed to participate the Co-Primary
Investigator (Co-PI) worked with the health ministry coordinator to provided full disclosure of
the complete study, including its purpose, questions, risks and benefits, time commitment,
confidentiality, assistance to complete the questionnaire during data collection, and incentives.
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Incentives were outlined as: 1) a light meal provided at each data collection session; and 2) each
participant would receive $15 after completion of all data collection sessions. A recruitment flyer
was developed to assist the health ministry coordinator during recruitment (Please See Appendix
O: Recruitment Flyer). Once recruited, participants were placed into two groups based on their
availability to complete study activities and provided with an informed consent document one
week prior to data collection (Please See Appendix P: Informed Consent Form). All study
activities were conducted at a location and time that was most convenient for each group.
Data Collection & Analysis
The Co-PI and PI led the consent process prior to beginning the data collection session so
participants had the opportunity to ask any questions. Within their groups, participants completed
the CRCHA individually. The CRCHA was verbally administered to any participant that needed
assistance. Once all questionnaires were completed, each group participated in a one-hour focus
group discussion to: 1) review the content, format, and wording of each question, 2) provide
suggestions to improve the questionnaire, and 3) provide insight about their experience and
thoughts while completing the questionnaire A semi-structured focus group interview guide was
used to help facilitate the discussion (Please See Appendix Q: Focus Group Interview Guide).
The Co-PI moderated the discussion, while the PI took detailed notes, managed the audio
recording equipment, kept the time, and addressed special needs from participants. Both
investigators were trained to conduct focus groups. Following the focus group, the moderator
reviewed the field notes and provided additional information.
A selective transcription method was used to document relevant ideas, feedback, and
issues raised by participants. 38 Audio recordings were transcribed by the moderator. Field notes
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were also used to ensure that responses by participants were accurately represented. 39 With
oversight from the PI, the Co-PI independently reviewed the data to identify emerging patterns.
40

To further ensure validity of analysis, a health professional from the BLD steering committee

who was not involved with data collection, was asked to provide major feedback regarding
content, format, and implementation of the CRCHA. 41 Lastly, notes from a BLD steering
committee meeting regarding the CRCHA were reviewed for relevant feedback. 41 All responses
were triangulated, and the Co-PI and PI worked to resolve discrepancies, interpret, sort, organize,
and solidify data into major themes within each question. Resulting data was used to revise the
questionnaire.
To verify accuracy and appropriateness of revisions, participants (in the same groups)
participated in a second data collection session to individually complete the revised
questionnaire. Upon completion of the questionnaire, participants had the option to provide
individual feedback about the CRCHA improvements via a one page follow-up questionnaire
(Please See Appendix R: Individual Feedback Questionnaire). On average, completion of the
follow-up questionnaire took less than 10 minutes. With oversight from the PI, the Co-PI
independently reviewed the feedback to identify emerging patterns and organized the data into
final suggestions that were used to further refine and finalize the CRCHA for subsequent
research.
Results
All of the 20 eligible congregants recruited by the church health ministry coordinator of
the participating church agreed to participate. One congregant was unable to participate due to a
schedule conflict. As previously mentioned, participants were placed into two groups (Group 1,
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n= 9 out of 10 (90%); Group 2, n=10 out of 10 (100%)). Nineteen congregants participated in the
first data collection session and focus group. Completion of the CRCHA took approximately
one hour. Fifteen congregants participated in the second data collection session (Group 1, n= 7
out of 10 (70%); Group 2, n=8 out of 10 (80%)) and provided feedback via the individual followup questionnaire. Completion of the revised CRCHA took approximately 30 to 45 minutes.
Participants included members that participated in various church activities such as bible
study and activities sponsored by the church’s community center. Participants were also actively
involved in various church ministries such as the youth ministry, adult choir, kitchen committee,
health ministry, etc. All participants identified as African American and were older than 40 years
of age. Three of 19 participants (16%) were male.
The resulting data yielded valuable feedback and suggestions that improved the content,
format, and implementation of the CRCHA. The revised CRCHA is formatted into four major
sections (church health and wellness resources, availability/church calendar, church health and
wellness activities, and congregation health) and thirteen subsections that gather information
about factors, characteristics, and attributes deemed most appropriate for this research and
theorized to be most relevant to FBO organizational capacity and readiness to actively lead
and/or partner in lifestyle-related faith-based health programs (Please See Appendix S: CRCHA
Questionnaire).
CRCHA subsections are as follows: 1) built environment for physical activity, eating, and
food preparation/service; 2) physical and administrative resources to support health and wellness
activities (i.e. personnel, budget, volunteers, meeting space, mission statement, health ministry or
committee); 3) health resources (i.e. health professionals in congregation, health
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ministry/committee, health lead); 4) communication resources (i.e. internet, newsletter, email);
5) inclusion of health messages in services and activities (i.e. sermons, bulletins, website,
newsletters, posters/flyers, etc.); 6) church calendar operation and church availability for health
and wellness activities; 7) types of community organizations partnered for health and wellness
activities; 8) frequency of health-related activities (i.e. health screenings, health education
programs, healthy food activities, physical activity programs and opportunities); 9) leadership
involvement to support health and wellness activities (i.e. clergy, church board, church
auxiliary/committee/ministry); 10) existence of health-related policies (smoking, healthy
food/beverage options at church functions, opportunity for physical activity at church functions);
11) physical activity opportunities for youth, adults, and families; 12) availability of healthy food
and beverages at church and community outreach functions; and 13) demographic information
for the congregation (church size, age distribution of congregants, health behaviors, health
status).
A summary of findings are provided in Table 1 and Table 2. Major themes and findings
within each of the four major sections that are most reflective of information provided by
participants are presented.
Discussion
FBO have been positioned as promising partners to effectively address pressing health
issues in our most marginalized communities. However, there has been a paucity of studies that
aim to understand and address the noted organizational capacity and readiness limitations that
continue to position FBO solely as the recruitment, host, and/or test site for faith-based health
programs. Therefore, it was important to prioritize the utility of the CRCHA for individual
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churches to use as a self-assessment tool that provided information useful for capacity and
readiness building.
Study design and data collection yielded valuable information that strengthened the
validity of the CRCHA. For example, theoretical frameworks, pre-existing and evidence-based
questionnaires, and previous dissertation research was used to develop the CRHA. Next, the
CRCHA was piloted with a knowledgeable population that could determine if the major sections,
subsections, and measures used to gather information about factors, characteristics, and attributes
were most appropriate and relevant to FBO organizational capacity and readiness to actively lead
and/or partner in lifestyle-related faith-based health programs (content & face validity).
Triangulating additional input from health, community, faith, and research professionals familiar
with this type research, but not a part of the data collection process, could further determine if
the questionnaire’s content, format, and implementation was appropriate.
Due the exploratory nature of this study, it is understood that results may not be
generalizable to all churches due to the small sample size and specificity of the group used to
conduct this study. However, there was a much greater need for the development of this tool and
this is the preliminary phase of this process. To better ensure the CRCHA was comprehensive
enough to collect all the information needed to address the purpose of this study, the
participating church needed to have established ministries, experience with lifestyle-related and
broader health and wellness programs, and a church ministry health coordinator.
Resulting data yielded valuable information regarding: 1) methods to improve
questionnaire implementation; 2) possible challenges participants may experience completing
CRCHA; and 3) further understanding regarding such challenges. For example, many
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participants found it challenging to complete the “congregation health section.” However, many
participants stated that even if they did not have an answer for one of these questions, simply
being asked the question helped them think about the need to assess health and wellness of the
congregants more clearly. Additionally, participants shared that this was one of the few, if not
first times, they had thought about the overall health of the church and that this information
could be used to better prioritize health needs and initiatives to address them.
The CRCHA has potential to assess FBO attributes that influence organizational capacity
and readiness in the context of health and wellness programs and should be implemented in a
diverse sample of churches to better understand its generalizability and ability to successfully
assess organizational capacity and readiness to implement lifestyle-related health programs.
Additionally, piloting this tool within a larger sample can also determine its utility as a promising
research tool that can capture frequencies, variations, and consistencies. Such utility may
increase the likelihood that more research and external partners will incorporate organizational
capacity and readiness assessment as a method to guide program and partnership development.
Resulting information can be used to develop strategies that may facilitate more active
participation by FBO in development and implementation of health programs in the context of
collaborative partnerships. FBO would then be better positioned to actively lead and/or partner in
faith-based health programs that address their community’s most pressing health issues.
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Table 1. Major findings to improve content, format, and implementation of the CRCHA
Initial Data Collection Session
Church Health & Wellness Resources
How can we improve the format of
this section of the questionnaire so
that it is easier to complete?



How can we improve the wording in
this section of the questionnaire so
that it is easier to understand?
Were there any questions that were
difficult to understand?
Were there any questions that most
people would have a hard time
answering or would not know, etc.?
What questions should have been
asked in this section of the
questionnaire but weren’t?



What are other suggestions you
would provide to improve this
section of the survey?






Ensure tables are on one page with clear tabs showcasing
choice options
Revisit order of questions
Ask “How Often” questions over a course of 12 months
versus 6 months. Six months often not enough time for
church to gauge efforts due to year-long activities calendar
Reformat questions from “Do you…” to “Does your church
have…”



No



No



Add follow-up questions to get more insight about use and
access to the resources. For example, “Does your church
have a dining hall? If yes, how many?” “How many people
do they seat? “ “Can the dining hall be used by individuals
or groups external to the church?”
None

Availability/Church Calendar
How can we improve the format of
this section of the questionnaire so
that it is easier to complete?



Provide option to provide additional information regarding
church availability

How can we improve the wording in
this section of the questionnaire so
that it is easier to understand?



Were there any questions that were
difficult to understand?
Were there any questions that most
people would have a hard time
answering or would not know, etc.?
What questions should have been
asked in this section of the
questionnaire but weren’t?
What are other suggestions you
would provide to improve this
section of the survey?



Questions should not be worded to focus on days and times
that are best to host activities based on congregant’s
availability. Instead the questions should focus on the days
and times church facilities are available. For example,
“Based on the day, what times are the church facilities
available to offer health and wellness activities?”
No



No



Is it possible to change or add activities to the church
calendar? If yes, how far in advance must the activity be
submitted for the calendar?
None



Church Health and Wellness Activities
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How can we improve the format of
this section of the questionnaire so
that it is easier to complete?



How can we improve the wording in
this section of the questionnaire so
that it is easier to understand?





Provide space on tables to list specific activities church is
doing within each category
Revisit order of questions
Ask “How Often” questions over a course of 12 months
versus 6 months. Six months often not enough time to
church gauge efforts due to year-long activities calendar
Frequency options to report “How Often” an activity was
done in the past 12 months need to be easy to understand
and select. For example, a) 6 or more times, b) 3 to 5 times,
c) 1 or 2 times, d) rarely or none, e) don’t know or not
applicable.
Be sure to provide examples or clarification for questions
with answer options that can be interpreted differently. For
example, church ministry, church association, health
education programs, healthy food activities, etc.
No



Multiple people would need to answer this section



Need to ask if any changes have happened in the church
that have presented opportunities or challenges for health
and wellness activities. Sometimes churches go through
transitional periods with the pastor, church board, health
lead, etc. and may effect current and future activities
Ask which programs were for the community,
congregation, community focused-open to congregation,
congregation focused open to the community
None






Were there any questions that were
difficult to understand?
Were there any questions that most
people would have a hard time
answering or would not know, etc.?
What questions should have been
asked in this section of the
questionnaire but weren’t?



What are other suggestions you
would provide to improve this
section of the survey?



Congregation Health
How can we improve the format of
this section of the questionnaire so
that it is easier to complete?




How can we improve the wording
in this section of the questionnaire
so that it is easier to understand?
Were there any questions that were
difficult to understand?
Were there any questions that most
people would have a hard time
answering or would not know, etc.?



What questions should have been
asked in this section of the
questionnaire but weren’t?






Place this section last in the questionnaire because
challenging to answer and may be too discouraging to
complete other sections if put first
Remove write in responses and provide options that can be
circled
Instead of asking “how many” ask “approximately, what
percentage…” and provide options such as “less than half” “
about half” “more than half” or “ I don’t know”
No
Many people would not know about congregational health
unless it is the pastor or health coordinator/lead. Some
people see health as a very private matter, but good to ask
these questions
Ask positive health questions that would promote good
health or assess how the church is improving health “What
percentage of the congregation exercise?” “What percentage
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What are other suggestions you
would provide to improve this
section of the survey?




of the congregation include fruits and vegetables in the
diet?” What percentage of the congregation would you say
are healthy?”
Ask questions about mental health, disability, etc.
Divide this section into questions that ask about youth,
adults, and seniors

Instructions
What are other suggestions you
would provide to improve this
section of the survey?






Use lighter colors for tables
Provide options how to complete questionnaire
Place estimated time to complete questionnaire
Describe who is most capable of completing questionnaire



Health ministry coordinator, parish nurse, committee leaders
or ministry leaders
Clergy

Completion of Questionnaire
In your opinion, if the questionnaire
was sent to the church to be
completed by someone there, who
would be most capable to complete
the questionnaire?
Would it be better for the church to
ask a group of people to do it, one
person do it alone, or one person do
it but ask others as needed?




Rep from each ministry, committee, or group within churchsit at table to complete it together
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Table 2. Major findings to improve content, format, and implementation of the CRCHA
Follow-Up Data Collection Session
What questions should have been
asked in the questionnaire but
weren’t?
If at all, how did the revised format
of the questionnaire make it easier
to complete?
If at all, how did the revised format
of the questionnaire make more
challenging to complete?
If at all, did the revised wording of
the questionnaire make it easier to
understand?
If at all, how did the revised
wording of the questionnaire make
more challenging to complete?
What other suggestions would you
provide to improve the
questionnaire?
In your opinion, what type of
people would be most capable of
completing this survey within the
church?




Well covered and questions related to all areas of health
Questions about who is filling out questionnaire




Format changes better
Easier



Congregational health section still challenging






Yes
Questions were simpler and liked yes/no format of some
questions
More options to circle answers vs write-in
Minimal challenges due to wording




Increase the font size
Less questions






Health ministry, parish nursing coordinator/staff
Diverse group of people actively involved in church
Teens/Young Adults
Middle age or older
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Chapter 5
Piloting the Capacity and Readiness Church Health Assessment (CRCHA): An
Exploratory Study to Assess Faith-Based Organizations Organizational Capacity and
Readiness to Implement Lifestyle Related Health Programs
Abstract
Objective: Pilot the Capacity and Readiness Church Health Assessment (CRCHA) to assess
FBO organizational capacity and readiness to implement lifestyle related health programs,
particularly in partnership with community, health and academic organizations. Participants:
Overall recruitment efforts were geared towards a network of churches within a state-wide
association of churches called the Baptist General Convention of Virginia (BGCVA) (n=1,000).
Simple random sampling was used to identify churches to participate within the BGCVA
network (n=300). Methods: Participants were provided an electronic (via email) and hard copy
(via mail) of the CRCHA and were given a minimum of two weeks to complete and submit the
questionnaire via email or pre-postmarked envelope. The CRCHA is formatted into four major
sections (i.e. church health and wellness resources, availability/church calendar, church health
and wellness activities, and congregation health) and 13 subsections that gather information
about factors, characteristics, and attributes theorized to be most relevant to FBO organizational
capacity and readiness to actively lead and/or partner in lifestyle-related faith-based health
programs. Results: Twenty-three churches completed the CRCHA. The Pastor, health ministry
lead or member, and church clerk were the most common roles of the individuals that completed
or helped complete the questionnaire. Slightly more than half of the questionnaires were
completed by one person. The CRCHA successfully collected information that reported
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frequencies and variation in responses to identify patterns and form hypotheses regarding most
influential capacity and readiness factors. Conclusion: The CRCHA has potential to assess FBO
attributes that influence organizational capacity and readiness to implement lifestyle-related
health and wellness programs. This information can be used in research settings and by
individual churches for self-assessment to strengthen capacity for health programming.
Continued use of the CRCHA in similar but larger populations is important for understanding its
generalizability within this population.
Introduction
Individual health behaviors associated with or influenced by lifestyle choices are some
of the most prominent contributors to the development of lifestyle-related chronic disease- the
leading cause of mortality and morbidity in the United States.1-3 In particular, behaviors such as
diet and physical activity are some of the most significant contributors to the development of
lifestyle-related chronic diseases which are the leading cause of mortality and morbidity in both
the United States and the world.4 Lifestyle-related chronic diseases such as cardiovascular
disease, cancer, and diabetes account for more than 63% of deaths.5, 6
Racial minorities, women, persons with humble income and humble education,
individuals older than 45, and individuals at the intersections of these identities,
disproportionately carry the burden of lifestyle-related chronic disease and adverse health
outcomes associated with poor health behavior.7-9 Heart disease is the leading cause of mortality
in most racial communities of color and is responsible for 24.5% of African American and
23.2% of Asian/Pacific Islander deaths annually.10 Heart disease is also the number one killer of
African American and white women in the United States, causing one in four deaths in women

90

annually.11 Additionally, 8% of all black women have coronary heart disease. 11 In 2012, 13 % of
African Americans and Hispanics were diagnosed with diabetes in comparison to 8% of nonHispanic whites. 12 Racial minorities experience significantly higher risk of cancer diagnosis in
later stages due to low rates of insurance coverage.13, 14
Implementation of lifestyle-related interventions in collaboration with community
organizations that aim to improve health and health behaviors in minority populations has
become a public health practice and research priority.15 Collaborative partnerships with
community organizations such as faith-based organizations (FBO) present a unique and
emerging platform to implement lifestyle-related interventions that aim to improve health and
health behaviors in minority populations.16 Ninety-five percent of Americans believe in a deity
or higher power; 70% are members of a religious institution (church, synagogue, mosque, etc.);
and60% consider religion to be an important and central part of their lives; and many utilize
religion as a common coping strategy when dealing with illness.17, 18 A 2008 survey of more than
54,000 Americans showed that approximately 80% of the participants identify with a religion,
with Christianity as the highest reported religion (76.7%). Of those identifying as Christian, 57%
of women and 45% of African Americans followed Baptist Christian practices. Over half of
Hispanics (59%) followed Catholic practices.19
Growing empirical evidence continues to link religion to health as well as identify the
advantages of implementing lifestyle-related interventions with FBO. 20, 21 For example, studies
have consistently shown: a) lower risk for lifestyle-related chronic disease in certain
denominations (i.e. Mormons, Seventh-day Adventists, Muslims, Orthodox Jews) due to health
promoting behaviors; and b) a statistically significant association between religious attendance
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and health outcomes (i.e. mortality, cancer incidence, hypertension, subjective health) due to
factors such as enhanced social support and faith in health and healing.20, 21
Multiple studies have shown that faith-based health programs can be effective and
produce positive health behavior outcomes in minority communities.22-24 For example, a
significant percentage of faith-based health studies have been conducted in partnership with
churches in African American communities.24, These types of studies can be even more effective
when: 1) social and cultural elements of FBO environment are included in the program, and 2)
the program is implemented as an extension of new or existing health ministry/committee
activities and resources.22-24 Further, theoretical frameworks such as the socioecological model
suggest that many of lifestyle-related interventions that focus on individual behavior/lifestyle
change and are successful in faith-based settings must be reinforced with supportive social,
cultural, and physical environments, within the organization, that also promote health.25, 26
FBO have inherent characteristics such as: established credibility in vulnerable
communities, commitment to community health, change agents, opinion leaders, services and
facilities, human resources, organizational structure and operations, policies and mission
statements, and social support networks that are recognized as key attributes that influence
program success within such communities.22-24, 27-29 Further, these characteristics influence
organizational ability to promote health and healthy behaviors and are integral to organizational
and collaborative capacity and readiness that facilitates desired and sustainable organizational
effectiveness and program implementation.30-44 Organizational capacity can be described as an
organization’s structure, operations, and objectives used to achieve individual, organizational,
and program goals.31-38 Organizational readiness can be described as the processes and
characteristics relevant to the extent an organization is prepared to take action and address an
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issue effectively. 39-44 Therefore, FBO are positioned to be promising health partners and leads,
and there is increased interest of FBO to actively engage and lead multiple phases of the research
partnership and program process to improve and sustain individual and ecological health
outcomes. However, studies continue to show FBO involved solely as the site to recruit, host,
and test health programs.22, 23 This may be in part due to the need to improve FBO capacity and
readiness, more specifically FBO organizational capacity and readiness.22, 24
Although various organizational capacity and readiness factors have been identified, few
studies have explored and contextualized these factors within the context of FBO.30, 45 More
specifically, there is a paucity of research that assesses organizational capacity and readiness of
FBO as an evaluative component of faith-based health research programs. This has resulted in
limited understanding regarding the influence of organizational characteristics, partnership
characteristics, dynamics, operating functions, activities, resources, etc. within faith-based health
programs. There is a need to identify and explore the influence of these factors on FBO
organizational capacity and readiness and an even greater need to identify and explore the use of
a tool that comprehensively assesses such factors within the context of FBO organizational
capacity and readiness and health promotion efforts. Therefore, the overall purpose of this study
is to pilot the “Capacity and Readiness Church Health Assessment (CRCHA) to assess FBO
organizational capacity and readiness to implement lifestyle related health programs, particularly
in partnership with community, health and academic organizations

93

Methods
All research procedures in this study were approved by the Institutional Review Board at
Virginia Tech and Baptist General Convention of Virginia Health Ministry (Please See Appendix
T: Chapter 5 IRB approval letter).
Capacity and Readiness Church Health Assessment (CRCHA)
The “Capacity and Readiness Church Health Assessment (CRCHA)” is a mixed methods
questionnaire specifically designed to assess FBO attributes that influence organizational
capacity and readiness to implement lifestyle-related health and wellness programs, particularly
in partnership with community, health and academic organizations. Pre-identified theoretical
frameworks, pre-existing and evidence-based questionnaires, and previous dissertation research
were used to develop the CRCHA. 27, 28, 35-37, 39, 41-43, 46, 47 The CRCHA is formatted into four
major sections (i.e. church health and wellness resources, availability/church calendar, church
health and wellness activities, and congregation health) with thirteen subsections that gather
information about factors, characteristics, and attributes theorized to be most relevant to FBO
organizational capacity and readiness to actively lead and/or partner in lifestyle-related faithbased health programs (Please See Appendix S: CRCHA Questionnaire).
The sections are as follows: 1) built environment for physical activity, eating, and food
preparation/service; 2) physical and administrative resources to support health and wellness
activities (i.e. personnel, budget, volunteers, meeting space, mission statement, health ministry or
committee); 3) health resources (i.e. health professionals in congregation, health
ministry/committee, health lead) 4) communication resources (i.e. internet, newsletter, email); 5)
inclusion of health messages in services and activities (i.e. sermons, bulletins, website,
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newsletters, posters/flyers, etc.); 6) church calendar operation and church availability for health
and wellness activities; 7) types of community organizations partnered for health and wellness
activities; 8) frequency of health-related activities (i.e. health screenings, health education
programs, healthy food activities, physical activity programs and opportunities); 9) leadership
involvement to support health and wellness activities (i.e. clergy, church board, church
auxiliary/committee/ministry); 10) existence of health-related policies (smoking, healthy
food/beverage options at church functions, opportunity for physical activity at church functions);
11) physical activity opportunities for youth, adults, and families; 12) availability of healthy food
and beverages at church and community outreach functions; and 13) demographic information
for the congregation (church size, age distribution of congregants, health behaviors, health
status).
Participants
Recruitment and sampling methods. A purposeful criterion sampling method was used
to identify the sample population. Overall recruitment efforts were geared towards a network of
churches within a state-wide association of churches called Baptist General Convention of
Virginia (BGCVA). BGCVA represents approximately 1,000 African American churches with
30 regional associations in the Commonwealth of Virginia. BGCVA houses a statewide health
ministry that focuses on men’s and women’s health and offers support and resources to its
churches. BGCVA previously housed a statewide health support network called “S.P.I.C.E.S. for
Life”. S.P.I.C.E.S. was located in 12 areas of Virginia, with 110 participating BGCVA churches.
These church-based ministries provide BGCVA health representatives that helped each church
coordinate health and wellness efforts- including health information, health screenings, and
additional support via partnerships and collaborations with other community-based
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organizations. Due to BGCVA’s health ministry efforts, it was assumed that BGCVA churches
and projected individuals/leaders within the church would have knowledge regarding their
church’s health and wellness resources, availability/church calendar, church health and wellness
activities, and congregation health that influence organizational capacity and readiness to
develop and deliver successful lifestyle-related health and wellness programs independently or
via collaborative partnerships. To better ensure participants represented an array of churches
varying in size, structure and operations, and experience regarding health and wellness resources
and activities, simple random sampling was used to identify churches to participate within the
BGCVA network (n=300).
The study was advertised and promoted at the BGCVA annual statewide conference by:
1) using flyers and word of mouth with visitors at the BGCVA/BLD partner table (Please See
Appendix U: BGCVA Announcement Tabling Script).; 2) announcing the study during the
conference community breakfast; and 3) placing flyers in participant handbags and conference
programs (Please See Appendix V: Participant Recruitment Flyer). All verbal promotion and
written advertisements shared that churches would be randomly selected to participate in the
study and receive an invitation via mail, email, and/or telephone. Following the conference, a
combination of telephone, mail, and/or email was used to further invite, introduce the study, and
recruit churches using the randomly selected pool of 300 (Please See Appendix W: Recruitment
and Consent Script). Once recruited, each church identified a lead/leads to complete the
questionnaire. If needed, the lead also identified and recruited additional congregants to help
complete the questionnaire.
Prospective respondents were supplied with information to ensure that they understood
that completion and submission of the questionnaire acted as implied consent. With assistance
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from a trained graduate student, the Co-Primary Investigator (Co-PI) led the recruitment and
consent process. The implied consent process took place prior to the beginning of any study
components to allow the opportunity to review and ask any questions prior to completion and
submission of the questionnaire (Please See Appendix W: Recruitment and Consent Script). Full
disclosure of the complete study, including its purpose, questions, risks, and benefits, time
completion, confidentiality, assistance to complete the questionnaire, incentives, and steps to
submit the questionnaire were provided to participants: 1) in the initial invitation email; and 2)
verbally during the recruitment phone call. Participants also received a copy of the study
recruitment flyer used at the BGCVA Annual Session and a copy of the CRCHA in the initial
invitation email and as a hard copy via mail.
Data Collection and Analysis Procedures
Participants were provided an electronic (via email) and hard copy (via mail) of the
CRCHA, were given a minimum of two weeks to complete and submit the survey via email or
pre-postmarked envelop, and encouraged to complete the survey at a location and time that was
convenient to them. Upon request, the survey was also verbally administered via telephone by
the Co-PI or trained graduate student. Upon submission of the CRCHA, churches were entered
into a raffle for a chance to win one of six $100 awards to support health programming at the
church. Churches were encouraged to use the incentive towards health and wellness efforts but
were at liberty to use it as they saw fit.
Quantitative and qualitative data were entered into SPSS version 23.0 for data analysis.
Descriptive statistics such as frequencies and measures of central tendency were used to analyze
nominal and scale data. Non-parametric test including chi-square and Fishers exact test (p<.05)
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were used to explore associations between church characteristics and specific capacity and
readiness factors.
Results
Major findings regarding: 1) implementation and completion of the CRCHA; and 2)
outcomes within each of the four major sections are presented. These data were selected because
they are most reflective of the information provided by the participants and provide valuable
information that further supports the purpose of this study and significance of findings to the
field.
Of the 300 eligible churches, 23 participated in the study (23%). Thirty-five churches had
phone numbers that were no longer in service and updated telephone numbers could not be
found. Two churches did not want to participate, five were not churches but church affiliated
organizations, and one church was no longer a part of the BGCVA network. Two hundred and
twenty-one churches received three different iterations of contact for recruitment and additional
contact would have violated IRB participant recruitment policies. Of the 221 churches, 70
churches had a working telephone number but there was no voicemail system to leave a message,
the voicemail was full and no additional messages could be left, no one answered the phone,
there was a busy signal, and/or the voicemail message did not verify the church’s name.
Continued recruitment of the remaining nine churches would have delayed implementation of
remaining research phases as well as exceeded the capacity and resources of the Co-PI and
graduate student to continue ongoing recruitment throughout the study.
Pastors, health ministry leads or members, church clerks, deacons, trustees, treasurers,
active members, and leads or members of church ministries (i.e. kitchen, women’s, youth,
98

communications) completed the questionnaire. The Pastor, health ministry lead or member, and
church clerk were the most common roles for individuals that completed or helped complete the
questionnaire. A little more than half of the questionnaires were completed by one person
(Pastor=6, church clerk=2, health ministry lead/member=3, active church member=2). Lastly,
17% of the questionnaire was completed by three people, and 13% by two people.
Outcomes for Church Health and Wellness Resources
Built environment for physical activity, eating, and food preparation/service. A
majority of churches do not have snack or soda vending machines or a permanent/portable
outdoor shelter (e.g. picnic or gathering structure) on their premises. All of the churches have at
least one kitchen and dining hall that can be used for health and wellness programs, with the
smallest dining hall seating approximately 12 people and the largest dining hall seating
approximately 400 people. Additionally, a large percentage of churches stated that these facilities
can be used by (kitchen=74%, dining hall=78%) as well as used to serve (kitchen=100%, dining
hall=96%) individuals and groups external to the church. Eighty-seven percent of churches have
a place to exercise such as a large room or auditorium, a little over half of churches have an
indoor and/or outdoor walking path or space, and 30% of churches have a basketball court, ball
field, and/or playgrounds on the premises.
Physical and administrative resources to support health and wellness activities. A
large percentage of churches (>85%) have church personnel (i.e. church secretary, church
treasurer, maintenance person, etc.); sick/sick and shut in/ prayer lists, office equipment (i.e.
computer, printer, scanner, fax); resource library, bulletin, table; classrooms/meeting spaces; and
large meeting halls. Other resources varied. For example, 52% do not have a volunteer
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list/database and 43% did; 43% do not have a health and wellness budget and 57% do; and 45%
do not have a health and wellness mission statement, goals, and/or objectives while 55% do.
Health professional and communication resources. Although 78% of churches have
health professionals in their congregation, only 57% of churches have a health ministry,
committee, or group. Sixty-seven percent of the health ministry, committee, or group is led by a
health professional or qualified person interested in providing health and wellness services to the
congregation. Churches reported rarely or not at all including healthy messages in the church’s
email messages or website (46%), one-on-one or in person counseling (41%), or newsletters
(36%). Instead, healthy messages are more frequently included in resource tables (68%),
brochures/flyers (61%), bulletins (52%), and sermons (48%) at least three or more times in the
past calendar year.
Outcomes for Church Availability and Calendar
Church calendar operation and church availability for health and wellness
activities. Ninety-six percent of churches have a church calendar and 55% percent of those
churches create their calendars 12 months in advance. The church facilities are most available to
offer health and wellness activities after 5pm Monday through Friday. Hosting activities before
noon on Wednesday, Thursday, and Saturday as well as between noon and 4pm on Sunday also
appear to be times church facilities are most available. With the exception of Sunday, facilities
are least available between noon and 4pm.
Outcomes for Church Health and Wellness Activities
Partnerships and identifying and developing health and wellness activities. The
majority of the churches have partnered with community organizations (76%) and other church
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or faith-based organizations (65%) to implement health and wellness work. Approximately half
of the churches have worked with local/state government agencies and the health department,
while 80% of participants have not partnered with colleges/universities or local schools.
Seventy-six percent of health and wellness activities are: 1) developed by the church using
outside sources (i.e. website, brochure, toolkit, etc.); or 2) in collaboration with other
organizations/groups. Seventy-two percent of activities are completely developed by individuals,
committee, auxiliaries and/or ministry within the church, while only 24% are developed by
external organizations or groups.
Health-related activities. In the past 12 months, most churches hosted health and
wellness activities such as health education programs (i.e. health fairs, health speakers) (71%);
provided personal health and wellness resources (i.e. food, shelter, clothing) to congregants
and/or community (60%); and supported groups/activities (i.e. weight management clubs,
visiting the sick) (55%). Forty-six percent of churches held health screenings (i.e. blood pressure
checks). Youth health programs such as food tasting and cooking classes (14%) and health food
programs (26%) were the least frequently offered activities. Blood pressure screenings are the
most common health screening activity; visiting the sick is the most common support group
activity; food donations are the most common personal health and wellness resource activity;
open or organized play time is the most common youth health activity; health speakers are the
most common health education program; and food demonstrations are the most common healthy
food activity.
Leadership involvement to support health and wellness activities. When health and
wellness activities are offered, churches reported that approval is mainly required from the pastor
while other leadership positions (i.e. church board, deacons) more so provide support. The
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churches reported that leadership from the health ministry and other committees/ministries
within the church provide resources (50%) and support (75%). However, larger church
associations are less likely to provide resources (73%=no), support (60%=no), or require to
approve activities (100%=no).
Existence of health-related policies and availability of healthy options.
Approximately 50% of the churches do not have guidelines/policies to promote physical activity
and 68% do not have guidelines to provide healthy food and beverage options for adults and
children at church events and/or activities. “No smoking policy” was most common as well as
most enforced. Fifty-two percent of the churches serve healthy beverage choices all or most of
the time at church events, but less than 40% provide fruits, vegetables, low fat, low sodium,
and/or sugar free options all or most of the time. Fourteen percent of churches reported providing
healthy options via community outreach functions all or most of the times.
Outcomes for Congregation Health
Fifty-two percent of congregations have fewer than 100 members and 48% have 100 or
more members. Adults made up more than half of the congregation according to 83% of the
churches, while 91% reported that youth make up less than half of the congregation. Seventyfour percent have not assessed the health of their congregants in the past year. Overall, churches
described the health of the adults and seniors as fair and the youth as good. Seventy percent of
churches reported that less than half of the youth in the congregation are obese or overweight,
but collectively 40% reported “about half and “less than half “ of youth eat fruits and vegetables.
Fifty-five percent of congregations did not know this information. Additional knowledge
regarding congregant’s (adult, senior, youth) health appeared to be the most challenging
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questions for participants to answer. Particularly regarding mental health, learning difficulties,
lifestyle related chronic diseases, and physical, speech, or visual ability challenges, at least 50%
or more of congregations didn’t know.
Exploring the relationship between churches and organizational capacity and readiness
factors
Church size and health ministry. There were statistically significant associations
between: 1) larger church size and existence of a health ministry (Fisher’s=11.697, p=.004); and
2) health professionals in the congregation and existence of a health ministry (p=.007). Thirteen
churches reported having a health ministry. Ten of those thirteen churches were congregations
with at least 100 or more members. All of the congregations that have 200 or more members
(n=8), also reported having a health ministry (8=yes, 0=no). Ninety percent of the churches (9
out of 10) that reported not having a health ministry were churches with less than 100 members.
Of the 13 churches that reported having a health ministry, 100% of those churches also reported
having health professionals in their congregation. Only 28% (n=5) of the 18 churches that have
health professionals in the congregation do not have a health ministry. Churches that reported not
having health professionals in their congregation also do not have a health ministry, and
additional analysis showed a significant association between these two factors (Fisher’s p=.007).
Health and wellness mission statement, policies, and activities. Of the six health and
wellness guidelines and policies that churches could select, on average churches only had one of
these policies that were enforced and/or had one of these policies but they were not enforced. A
“no smoking policy” was more common to have (50%) and be “enforced” (31%) in comparison
to other policies/guidelines. Although these policies were reflective of health and wellness
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activities reported by the churches, more of the churches reported not having any of these
policies (mode=no). Even if churches reported having a health ministry and health professionals
in their congregation (n=13), 54% of these had zero guidelines/policies from the list that were
enforced. Having a health and wellness mission statement was associated with having
policy/guideline. Seven of twelve churches (60%) that reported having a health and wellness
mission statement, goals, and objective also had at least one policy/guideline from the list that is
enforced. In comparison, only three of ten churches that did not have health and wellness
mission statement, goals, and objective had at least one had at least one policy/guideline from the
list that is enforced.
Discussion
Understanding and improving FBO organizational capacity and readiness is a promising
strategy to expand FBO involvement in research and public health efforts beyond the site to
recruit, host, and test health programs. FBO consist of and assist the most vulnerable and
marginalized communities that disproportionately carry the health disparity burden. As
previously mentioned, active involvement of FBO to more effectively address these issues via
collaborative partnerships has become a public health practice and research priority. Without
addressing this gap in the research, FBO are minimally positioned to address their community’s
most pressing health issues. In part, due to limited knowledge about the factors that influences
their organizational capacity and readiness to actively lead and/or partner in faith-based health
programs.
Results from this study suggest that CRCHA can be a useful self-assessment tool for
individual churches and a more sophisticated tool for organizations interested in capturing this
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information across multiple churches. Individual churches do not need sophisticated analysis
software or data analysis skills to review and understand their results. Little, if any, assistance
was requested from participants to complete the questionnaire. Additionally, the CRCHA can be
completed successfully by one person, but is not solely dependent on the knowledge or
availability of just one role in the church. Churches that do not have a health ministry and/or lead
but have knowledgeable individuals in roles that are considered a common (i.e. pastor, church
clerk) part of operations can still complete the CRCHA and use results to improve capacity and
readiness for health programming.
Results of this study may not be generalizable to all churches due to the small response
rate and participation limited to churches in one statewide association of African American
churches. Recruitment strategies revealed challenges when attempting to recruit a random
sample of churches including incomplete or erroneous contact information or out of date
membership rosters. Ensuring more complete roster information prior to sampling may lead to
higher response rate. Additionally, the small sample size limited statistical power, but descriptive
analysis and non-parametric tests showed that the CRCHA was able to successfully and
consistently collect information in a way that reported frequencies and variations in responses to
identify patterns and form hypotheses regarding most influential capacity and readiness factors.
Larger and more complex FBO, such as state-wide health ministries, interested in using this tool
to gain more information about multiple churches may find it challenging to analyze data without
statistical analysis software and/or skills in data analysis. However, this may encourage such
FBO to seek partnerships with other organizations such as the health department, universities,
and community organizations to leverage resources and knowledge to do so. Further, this may
also increase awareness and motivation for partnering organizations to assess FBO
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organizational capacity and readiness as a formative or preliminary part of efforts to improve
program and partnership planning and outcomes.
The CRCHA demonstrated potential to assess FBO attributes that influence
organizational capacity and readiness to implement lifestyle-related health and wellness
programs. This information can be used in research settings and by individual churches for selfassessment to strengthen capacity for health programming. Use of the CRCHA in similar but
larger populations is important for understanding its generalizability within this population.
Additionally, the ability of the CRCHA to be customized and successfully used in other
denominations is an important implication for future research. Varying FBO and partners alike
can use this information to better identify and prioritize: 1) health and wellness issues to address;
3) factors needing improvement to address the issue; and 4) a strategy to address the fore
mentioned based on what is most feasible for the church.
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Chapter 6
Summary
Lifestyle-related chronic disease is the leading cause of mortality and morbidity in the
United States, accounting for more than 63% of deaths. 1 Minority communities experience a
disproportionate burden of adverse health outcomes related to these diseases. 2 Collaborative
partnerships with faith-based organizations (FBO) present a unique platform to effectively
implement lifestyle-related health programs, especially in minority communities. 3 Faith-based
health programs have been shown to produce effective and positive health effects. 4 Studies have
also synthesized key characteristics that yield desired partnership, program, and/or health
outcomes. 5, 6 However, even with this information, few studies have 1) explored and
contextualized capacity and readiness factors in the context of FBO and health and wellness
efforts; and 2) assessed FBO capacity and readiness as an evaluative component of faith-based
health program and partnership efforts. Consequently, FBO continue to lack the capacity and
readiness to effectively address social and health needs faced by their community- especially
within the context of a collaborative or research-based process.

7, 8

This is further evidence by a

majority of studies that utilize FBO mainly as a recruitment and host site, although studies that
more actively involve FBO throughout the research process also produce statistically significant
results. 4, 7, 9
As a result, studies have consistently recognized a growing need to improve FBO
capacity and readiness to design, deliver, and sustain programs more effectively. 4, 7, 9This has
established a greater need to identify and explore FBO capacity and readiness as well as develop
comprehensive assessment tools and measures that can do so in the context of health promotion
efforts. 4, 7, 9 Such information would help to further identify capacity and readiness factors to
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facilitate active FBO participation in the development and implementation of effective lifestylerelated health and wellness programs. Thus, FBO would be better positioned to actively lead
and/or partner in faith-based health programs that address their community’s most pressing
health issues. Therefore, the overarching aim of this three phase research study was to identify
and explore FBO capacity and readiness to develop, implement, and sustain lifestyle-related
health and wellness programs, especially in collaboration with academic, health, and community
organizations.
The objective of the first study was to: 1) gain the perspectives of FBO, community,
and research partners actively involved in a collaborative faith-based health program; and 2)
further explore capacity and readiness factors influence on partners experience implementing
such a program. Faith, health, community, and research partners of a collaborative faith-based
lifestyle- related program called Balanced Living with Diabetes (BLD). BLD advisory committee
recognized varying readiness and capacity among churches and faith-based partners to deliver
BLD program. Partners that could provide a comprehensive perspective of their experience
based on consistent participation in multiple phases of the BLD program were invited to
participate. Participants were asked to complete a questionnaire to rate capacity or readiness
factors that may have influenced their BLD experience followed by an interview to further
discuss factors they rated most important.
Basic descriptive statistical analysis, thematic coding analysis, and qualitative and mixed
methods research analysis software was used to synthesize, organize, and interpret data. Eighteen
out of 31 capacity and readiness factors presented were collectively rated as ‘10’ (extremely
important) to participant’s role and partnership experience in the BLD program. Additional data
further contextualizes capacity and readiness factors influence on the processes and strategies
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that shaped partner recruitment and participation in program design and delivery. At minimum,
these 22 factors should be further explored to determine appropriate strategies and areas of
improvement to better position FBO to more actively participate and lead such work. Resulting
data further affirmed existing observations as well as generated additional hypotheses to expand
this research beyond the sample population. Continued exploration can help to identify strategies
that will move FBO beyond recruitment and hosting, as well as enhance their capacity and
readiness to implement and sustain work beyond the research agenda.
The objective of the second study was to develop, pilot, revise, and improve content,
format, and implementation of a mixed methods questionnaire that would identify and assess
FBO attributes that influence organizational capacity and readiness to implement lifestyle-related
health and wellness programs, particularly in partnership with community, health, and academic
organizations. A church health ministry coordinator with experience in faith-based health
programs and congregants from the church with knowledge of the demographics, activities,
interest, and resources at their church were invited to participate. Participants completed a
questionnaire followed by a focus group discussion to provide suggestions for questionnaire
improvement.
A selective transcription method was used to document relevant ideas, feedback, and
issues raised by participants. Additional study data was triangulated with participant results to
revise the questionnaire. Participants completed the revised questionnaire along with a follow-up
questionnaire to verify accuracy and appropriateness of revisions. Resulting data yielded
valuable feedback and suggestions that improved the content, format, and implementation of the
CRCHA. The revised CRCHA was formatted into four major sections and thirteen subsections
that gather information about factors, characteristics, and attributes deemed relevant to FBO
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organizational capacity and readiness to actively lead and/or partner in lifestyle-related faithbased health programs.
The CRCHA demonstrated potential to assess FBO attributes that influence
organizational capacity and readiness in the context of health and wellness programs. CRCHA
should be implemented in a diverse sample of churches to better understand its generalizability
and ability to successfully assess organizational capacity and readiness to implement lifestylerelated health programs.
The objective of the last study was to pilot the Capacity and Readiness Church Health
Assessment (CRCHA) to assess FBO organizational capacity and readiness to implement
lifestyle related health programs, particularly in partnership with community, health and
academic organizations. Overall recruitment efforts were geared towards a network of churches
within a state-wide association of churches called the Baptist General Convention of Virginia
(BGCVA) (n=1,000). Simple random sampling was used to identify churches to participate
within the BGCVA network (n=300). Participants were provided an electronic (via email) and
hard copy (via mail) of the CRCHA and were given a minimum of two weeks to complete and
submit the questionnaire via email or pre-postmarked envelope.
The CRCHA was formatted into four major sections (i.e. church health and wellness
resources, availability/church calendar, church health and wellness activities, and congregation
health) and 13 subsections that gather information about factors, characteristics, and attributes
theorized to be most relevant to FBO organizational capacity and readiness to actively lead
and/or partner in lifestyle-related faith-based health programs. Twenty-three churches completed
the CRCHA. The Pastor, health ministry lead or member, and church clerk were the most
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common roles of the individuals that completed or helped complete the questionnaire. Slightly
more than half of the questionnaires were completed by one person. The CRCHA successfully
collected information that reported frequencies and variation in responses to identify patterns and
form hypotheses regarding most influential capacity and readiness factors. The CRCHA has
potential to assess FBO attributes that influence organizational capacity and readiness to
implement lifestyle-related health and wellness programs. This information can be used in
research settings and by individual churches for self-assessment to strengthen capacity for health
programming. Continued use of the CRCHA in similar but larger populations is important for
understanding its generalizability within this population.
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Chapter 7
Conclusion and Implications
Minority communities’ disproportionality carry the disease burden and adverse health
outcomes associated with lifestyle-related chronic diseases. Partnerships with communityfocused organizations such as FBO present a unique and promising opportunity to enhance
relevancy, appropriateness, and effectiveness of solutions being tested by research institutions to
address this issue. It also better ensures that these solutions are disseminated into the
communities that most need them and are practical for FBO to implement them. Therefore, the
number of faith-based health studies that have focused on the efficacy and effectiveness of these
proposed solutions matches the pressing need to find solutions now. Consequently, such
prioritization has enabled researchers to ignore another critical piece of this work. What good are
effective and efficacy proven solutions that are not translatable to the communities and
community organizations they aim to help? Further, how promising are the solutions being tested
if the organizations that can lend valuable information that enhances the program’s relevancy
and appropriatness, are unable to contribute their expertise at the highest level due to capacity
and readiness challenges?
The limited amount of studies that have actively included FBO beyond recruitment and
hosting further evidence a greater need to address and assess FBO capacity and readiness as a
prioritized part of partnership and program development. The purpose and results from each
phase of this study independently and collective addressed paucities within the field regarding a
need to: 1) identify and explore capacity and readiness within the context of FBO implementing
lifestyle-related health and wellness programs, particularly in partnership with research, health,
and community organizations; and 2) develop comprehensive self-assessment and research
focused tools that can assess multiple levels of capacity and readiness. Continued
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implementation and testing of tools in larger populations are needed to draw additional
conclusions and expand this area of research in the field.
The amount of rich information yielded from this research made it challenging to analyze
and report all data. Therefore, continued analysis and interpretation of information is important.
This provides the opportunity to develop hypothesis that dig deeper and think more critically
about the topic at hand. For example, do collaborative partnerships enable the need to enhance
FBO capacity and readiness? Why aren’t participatory approaches such as community-based
participatory research used to guide faith-based health studies? Why aren’t health professionals
within the FBO being recruited to help lead and develop various phases of the research agenda?
In closing this exploratory research has contributed to the field by starting the process of
conceptualizing capacity and readiness of FBO. Results from each phase as well as across all
phases yielded information that: 1) helped identify and prioritize factors that may facilitate active
participation and leadership of FBO in interventions; and 2) generated hypotheses that warrant
further investigation and/or helps contextualize capacity and readiness factors regarding FBO in
faith-based health interventions. Resulting information can lend to future work such as the
development of strategies to improve FBO capacity and readiness. Resulting information can
also help the field think more critically
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Appendix A: Chapter 3 IRB Approval Letter
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Appendix B: Visual Chart of Balanced Living w Diabetes Partners
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Appendix C: Participant Eligibility Criteria
N=27













State (n=1)
o Administrative lead for BLD program within Baptist General Convention of Virginia
o Actively participated in the development, organization and implementation of BLD on
state, regional, local, clergy, extension, and research levels
Regional (n=4)
o Actively participated in the organization and implementation of BLD program in region
o Two interventions sites within the region have completed the 4wk BLD program and
completed at least 6 month follow-ups)
o Attended at least 1 community advisory board meetings and/or BLD research program
planning meeting
Local (n=11)
o Identified at the regional level
o Actively participated in the organization and implementation of BLD program in their
church
o Church has completed the 4wk BLD program and completed at least completed 3 month
follow-ups
Clergy (n=3)
o Actively participated in the decision making and implementation process to participate in
the BLD program
o Assisted the local level to recruit participants and/or promote BLD program in the church
and/or community
Extension Agent (n=4)
o Attendance at 1 of 3 training workshops: BLD training workshop (2011), Extension agent
BLD implementation training workshop (2010), and extension agent BLD dissemination
training workshop (2012)
o Actively lead and coordinated food preparation and nutrition education component of
BLD program for designated county location
Research Team (n=4)
o Involved in identification, recruitment, and implementation of BLD program in at least
half of the location sites
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Appendix D: Participant Recruitment Letter

Balanced Living with Diabetes
[Insert date]
[Sender Name]
[Street Address]
[City, ST ZIP Code]
[Participant Name]
[Organization/Church Name]
[Street Address]
[City, ST ZIP Code]
Greetings [insert Mr. / Ms. / Rev/ Dr.] [insert name]!
My name is [insert name] and I am a recent Masters of Public Health Graduate from Virginia Tech. I am
also working as a research assistant with Dr. Kathy Hosig, Ann Forburger, and Monica Motley on this
particular project to learn more about the BLD efforts. [Protocol: When recruiting researchers also
involved in research team efforts provide the lead investigator’s name (MM) and whoever else’s
name the letter is not intended for]
My name is [insert name] and I am a graduate student at Virginia Tech as well as a research assistant for
the BLD project. I usually assist with the assessment dates recording people’s height and weight. I am
also working as a research assistant with Dr. Kathy Hosig and Ann Forburger on this particular project to
learn more about the BLD efforts.
We are very excited to have you as a [insert role] on the Balanced Living with Diabetes (BLD) team! As
you may already know Balanced Living with Diabetes is a diabetes education research program aimed to
improve A1C levels, diabetes self-care, nutrition behavior, and knowledge about diabetes and related
chronic disease and risk factors for Type 2 diabetics.
In order to successfully plan, organize, and implement the BLD program, our efforts rely on the collective
contribution and participation of our partners. Therefore, learning more about your personal experiences
over the course of the BLD program will allow us to gain a better understanding of the processes and
factors that have influenced partnership and program goals and objectives. Ultimately, this information
will be used to identify ways to: 1) improve active participation by all partners in various phases of the
program; and 2) enhance the individual, organizational, and collaborative capacity and readiness of
partners to develop, deliver, and evaluate the BLD program more effectively.
If you are interested, please contact me, [insert name], at bldlessonslearned@gmail.com or [insert
telephone]. I will also follow-up with you on [insert date] or [insert date] via telephone to tell you more
about the study!
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For additional information about this project you can also contact Kathy Hosig at khosig@vt.edu or 540392-6097
I look forward to hearing from you soon!
[Insert name]
[Insert affiliation]
[Insert signature font of name]
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Appendix E: Implied Consent Form
Information and Implied Consent Form for Participants in Research Projects Involving
Human Subjects
Study Title: Lessons Learned from a Collaborative Evidence-Based Diabetes Education Program
Primary Investigator: Kathy Hosig, Associate Professor, Director, Center for Public Health
Practice and Research, Department of Population Health Science
Email: motleym@vt.edu
Co-Investigators: Monica Motley, Biomedical and Veterinary Science/Population Health Science
(BMVS/PHS), Tyler Litsch (BMVS/PHS), Ann Forburger, (PHS)
I. Purpose of this Project
The purpose of this study is to evaluate the processes and factors that have influenced
partnership and program goals and objectives within a community diabetes education (Balanced
Living with Diabetes) program that uses collaborative partnerships to implement and evaluate
the program. Gaining in-depth perspectives about the partner’s personal experiences over the
course of the Balanced Living with Diabetes (BLD) program will be used to explore strategies to
enhance the individual, organizational, and collaborative capacity and readiness of partners to
develop, deliver, and evaluate the BLD program more effectively.
II. Procedures
Your commitment to this research should not involve more than one (1) hour total to complete
the survey and (1) hour total to complete the interview. Both the survey and the interview are
intended to ask you questions about your experiences implementing the BLD program. The
survey will be provided to you via email or mail to complete at least one week prior to your
interview. Assistance is available to orally administer the survey if it better accommodates your
needs. The interview will be audio recorded on a digital audio recorder. We may also contact you
several weeks after you’ve completed both the survey and interview to provide you a final report
to ensure data analysis accurately represents your perspective. Additional information will not be
collected at this time; however, we may ask you to clarify certain responses for accuracy.
III. Risks
There are no more than minimal risks implied by this research. The survey and interview results
will be confidential and not connected to program outcomes. At the completion of the research,
the survey and interview data will be deleted from the researcher’s computer and hard copy
surveys shredded and discarded.
IV. Benefits
Each BLD partner can benefit from participating in this interview by contributing valuable
information that will reveal the factors, characteristics, and/or elements necessary to
plan,implement, evaluate, and disseminate an effective chronic disease health program. Further,
this information may also reveal possible approaches to improve partner capacity and readiness,
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which can ultimately be applied to achieve individual partner, partnership, and program
outcomes.
V. Extent of Confidentiality
We will assign a participant number to you, which will take the place of your name on the
interview transcripts and for all analyses and reports. These responses will be kept in a secure
location to ensure confidentiality. The interview will be audio recorded using a digital audio
recording device. The audio files generated from these recordings will be uploaded on a
password secured computer to ensure confidentiality. All identifiable information about you will
be destroyed at the earliest opportunity following the completion of the study. It is possible that
the Virginia Tech Institutional Review Board (IRB) may view this study’s data for auditing
purposes. The IRB is responsible for oversight of the protection of human subjects involved in
research.
VI. Compensation
You will receive a $15 check for your participation in the study. The check will be provided to
you after the completion of the interview by the Virginia Tech controller’s office.
VII. Freedom to Withdraw
You have the freedom to withdraw from this study at any point without consequence
VIII. Approval of Research
As required, this research project has been approved by the Baptist General Convention and the
Institutional Review Board for Research Involving Human Subjects at Virginia Tech
IX. Participants’ Responsibilities
Your participation in this study is voluntary. By reading this document and providing verbal
consent to participate in the study, you agree to: a) participate in an approximately one hour
interview, that is audio recorded, regarding your experiences and insights developing and
implementing the BLD program; b) complete the survey; and c) participate in follow-up
communication to ensure your perspective is accurately represented in the final report.
X. Permission
I have read and understand the Implied Consent Form and conditions of this project. I have had
all my questions answered by one of the investigators listed below. I hereby acknowledge the
above and wish to participate in the interview and survey. I understand that agreement and
participation in the survey and interviews acts as voluntary consent.

Should you have any questions about this research or conduct of the research, you can contact:
Monica Motley
Investigator(s)

540-231-6637
Telephone
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motleym@vt.edu
e-mail

Kathy Hosig
Investigator(s)

540-231-6637
Telephone

khosig@vt.edu
e-mail

Should you have any questions about the participants' human rights, or in the event of a researchrelated injury to the participant, I may contact:

David M. Moore
Chair, Virginia Tech Institutional Review
Board for the Protection of Human Subjects
Office of Research Compliance
2000 Kraft Drive, Suite 2000 (0497)
Blacksburg, VA 24060

540-231-4991/moored@vt.edu
Telephone/e-mail
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Appendix F: Community Advisory Board Recruitment Letter

Greetings [insert name]!
We are very excited to have you as a [insert role] on the Balanced Living with Diabetes (BLD) team! As
you may already know Balanced Living with Diabetes is a diabetes education research program aimed to
improve A1C levels, diabetes self-care, nutrition behavior, and knowledge about diabetes and related
chronic disease and risk factors for Type 2 diabetics.
In order to successfully plan, organize, and implement the BLD program, our efforts rely on the collective
contribution and participation of our partners. Therefore, learning more about our partner’s personal
experiences over the course of the BLD program will allow us to gain a better understanding of the
processes and factors that have influenced partnership and program goals and objectives. Ultimately, this
information will be used to identify ways to: a) improve active participation by all partners in various
phases of the program; and b) enhance the individual, organizational, and collaborative capacity and
readiness of partners to develop, deliver, and evaluate the BLD program more effectively.
In order to collect this information, we would like to develop and implement a process evaluation that
consist of an 1 hour one-on-one in person interview to ask various partners questions about their
experiences implementing the BLD program. We want to ensure potential participants: a) represent each
partner level (BGCVA, area coordinator, church coordinator, church clergy, and extension agent); as well
as b) has the ability to provide a comprehensive perspective of their experience based on consistent
participation in multiple phases of the BLD program.
We would also like to recruit additional partners to help guide the development and implementation of the
evaluation on an advisory committee that is also representative of the partnership to better ensure
relevancy and appropriateness of evaluation design and methods. The major task of the committee will be
to:




Further approve and finalize the proposed questions for the interview
Further approve and finalize the proposed strategy for implementing the evaluation
Review and ask questions about the study to ensure the resulting information resonates with
others who are not participants or part of the research team

If you are interested, please contact me, [insert name], at [insert email] or [insert telephone]. I will also
follow-up with you on [insert date] or [insert date] via telephone to tell you more about the evaluation!
I look forward to hearing from you soon!
[insert name]
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Appendix G: Capacity and Readiness Questionnaire
Purpose: To gain a better understanding of the Balanced Living with Diabetes (BLD) program through your personal experience and interpretation as an
active partner to develop and/or implement the program, we will focus on five specific parts of your experience 1) your personal and organizational
experience with the BLD program; 2) your BLD program experience; 3) your experience implementing BLD as a partner; 4) your experience
implementing BLD in partnership with BGCVA, academic, and community organizations; and 5) changes in your experience with health/wellness planning
and partnership over time
Instructions: Below is a list and description of some factors that may influence each of the 5 aspects of your experience listed above. Based on the
description and your perspective, rate the factors you think have been most important within that experience. 1 signifies “least importance” and 10 signifies
“greatest importance.” You can put the same number more than once (if necessary); however, we will only talk more about the factors you rate highest in
the interview.
1. Personal and Organizational Experience
An individual’s personal knowledge, skills, and attitudes can shape personal experiences as well as organizational experiences. Which factors have been
most important to your experience as a church coordinator with the BLD program?
Please rate on a scale from 1 to 10 least important=1…………………..…somewhat important=5….……………………..…10=extremely important
1
2
3
4
5
6
7
8
9
10
Example: Self-determination, competence, and confidence have been the most important factors in my experience as a church coordinator with the BLD
program
Personal Experience
10

Self-determination: ability to make conscious and confident decisions to accomplish personal goals

9

Competence: personal belief in one’s ability to perform a task well

2

Participation: an individual’s opportunity to actively engage in change

7

Agency: ability to use motivation and decision making skills to define and act on tasks
Confidence: perceived ability to take action, put forth the required effort to change behavior and/or circumstances, and persist in
action through barriers and challenges
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10
1

Mastery: increased level of skill to make decisions that minimize negative outcomes and increase positive outcomes

5

Information: the availability to accessible and easy to understand information that inform opportunities

4

Impact: a sense of contribution to individual and organizational objectives

1. Personal and Organizational Experience
A. An individual’s personal knowledge, skills, and attitudes can shape personal experiences as well as organizational experiences. Which factors have been
most important to your experience as a church coordinator with the BLD program
Please rate on a scale from 1 to 10 least important=1…………………..…somewhat important=5….……………………..…10=extremely important
1
2
3
4
5
6
7
8
9
10
Personal Experience
Self-determination: ability to make conscious and confident decisions to accomplish personal goals
Competence: personal belief in one’s ability to perform a task well
Participation: an individual’s opportunity to actively engage in social change
Agency: ability to use motivation and decision making skills to define and act on tasks
Confidence: perceived ability to take action, put forth the required effort to change behavior and/or circumstances, and persist in
action through barriers and challenges
Mastery: increased level of skill to make decisions that minimize negative outcomes and increase positive outcome
Information: the availability to accessible and easy to understand information that inform opportunities
Impact: a sense of contribution
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B. An organization’s structure, operations, and objectives can be used to achieve organizational, individual, and program goals. Which factors have been
most important to your church’s involvement with the BLD program?
Please rate on a scale from 1 to 10 least important=1…………………..…somewhat important=5….……………………..…10=extremely important
1
2
3
4
5
6
7
8
9
10
Organizational Experience
Aspirations: the church’s “vision, mission, and goal” to accomplish major objectives
Strategy: the church’s methods and means needed to achieve aspirations
Organizational skills: the church’s processes used to develop, implement, and evaluate programs and operations
Human resources: the church’s personnel, volunteers, and partners needed to execute strategies
Organizational structure: the church’s systems, roles, and responsibilities that support effectiveness
Culture: the church’s core values, beliefs, norms, and performance that influence effectiveness

2. Balanced Living with Diabetes Program Experience
Several key characteristics and elements are considered critical in the planning and implementation of faith-placed health programs, such as BLD, to create
desirable program and partnership outcomes. Which factors have been most important in the planning and/or implementation of the BLD program?
Please rate on a scale from 1 to 10 least important=1…………………..…somewhat important=5….……………………..…10=extremely important
1
2
3
4
5
6
7
8
9
10
BLD Program Experience
Partnership: the relationship between BLD partners, that also actively involves the faith-based partner (i.e. church, Baptist General
Convention), to implement various phases of the BLD program
Involvement: clear commitment and active involvement of church members and leaders to implement the BLD program
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Resources: availability and accessibility of the partner’s resources such as kitchen, meeting areas, etc.
Program Design: utilization of specific strategy and theory, to design, implement, and evaluate the program
Community Focused: a deeper understanding of beliefs, traditions, concerns, and behaviors specific to the target community to tailor
the program design to be more effective and relevant
Social Supportive Networks: Mutual respect, support, and generosity amongst community members, church members, and partners

3. Partnership Synergy
Synergy can be described as working together in partnership to achieve more by combining complementary strengths, perspectives, values, and resources of
all the partners in the search for better solutions. Which factors have been important to your experience as a partner implementing the BLD program?
Please rate on a scale from 1 to 10 least important=1…………………..…somewhat important=5….……………………..…10=extremely important
1
2
3
4
5
6
7
8
9
10
Partnership Synergy
Energy: energy, buzz, passion, enthusiasm
Outcomes: achieving goals and making progress
All benefit: all partners (including the target community)are getting something out of the partnership
Positive experience: enjoyable and satisfactory efforts or encounters
Complementary skills: combination of complementary strengths and skills among partners
Work shared: tasks broken down so that work is shared and everyone contributes
Problem solving: the way problems are sorted, getting through difficult patches, and handling conflict
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4. Collaborative Readiness
A partnership’s fit, readiness, capacity, and operations are necessary to plan, implement, evaluate, and disseminate programs. Which factors have been
important in the collaborative effort with BGCVA, academic and community organizations to implement the BLD program?
Please rate on a scale from 1 to 10 least important=1…………………..…somewhat important=5….……………………..…10=extremely important
1
2
3
4
5
6
7
8
9
10
Collaborative Readiness
Goodness of fit: the compatibility of the partners to conduct the proposed project together
Capacity: capability of the partners to conduct programs and sustain change
Operations: roles, responsibilities, structure, and processes the BLD partnership uses to operate
Readiness: the extent to which an individual, group, and community is appropriately prepared to take action and address an issue
effectively

5. Interpretation of Experience
A. Your experience with health /wellness program planning and partnership may have changed over the course of time.
Please, only select one answer that is most applicable to the question:
Prior to implementing the BLD program there was…about diabetes and healthy habits for the people the BLD program was planning to serve in my church
Interpretation of Experience
No awareness: did not recognize diabetes was an issue and viewed problem health behavior(s) as a norm
Denial: diabetes and healthy lifestyles were not identified as a community problem
Little awareness: acknowledgement of the problem but there is no motivation to address it
Awareness: leaders and organizations recognize and agree to act on the problem
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Planning: a strategic plan is put into place
Action: action has begun
Program Implementation: programs have been launched and are supported by personnel, staff, or volunteers
Sustained Efforts: efforts have been consistent, evaluated, and improved
Expanded Efforts: efforts have evolved and are inclusive of the community, partners, etc.

Once involved in the BLD program there was… about diabetes and healthy habits for the people the BLD program was serving in my church
Interpretation of Experience
No awareness: did not recognize diabetes was an issue and viewed problem health behavior(s) as a norm
Denial: diabetes and healthy lifestyles were not identified as a community problem
Little awareness: acknowledgement of the problem but there is no motivation to address it
Awareness: leaders and organizations recognize and agree to act on the problem
Planning: a strategic plan is put into place
Action: action has begun
Program Implementation: programs have been launched and are supported by personnel, staff, or volunteers
Sustained Efforts: efforts have been consistent, evaluated, and improved
Expanded Efforts: efforts have evolved and are inclusive of the community, partners, etc.
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Over the next year, if I were to continue involvement in the BLD program or launch another diabetes- related program in my church, there would be…
about diabetes and healthy habits for the people the BLD program served in my church
Interpretation of Experience
No awareness: did not recognize diabetes was an issue and viewed problem health behavior(s) as a norm
Denial: diabetes and healthy lifestyles were not identified as a community problem
Little awareness: acknowledgement of the problem but there is no motivation to address it
Awareness: leaders and organizations recognize and agree to act on the problem
Planning: a strategic plan is put into place
Action: action has begun
Program Implementation: programs have been launched and are supported by personnel, staff, or volunteers
Sustained Efforts: efforts have been consistent, evaluated, and improved
Expanded Efforts: efforts have evolved and are inclusive of the community, partners, etc.
Thank you!
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Appendix H: Capacity and Readiness Interview Script

The purpose of this interview is to gain a better understanding of the Balanced Living with
Diabetes (BLD) program through your personal experience and interpretation as an active
partner to develop and/or implement the program. More specifically, I want to capture your
perspective, as a [insert role (faith-based, research, community)] partner, implementing BLD
in partnership with [insert organizations] organizations.
To do this, I will ask you questions that will explore perceived challenges and opportunities
experienced implementing BLD on a personal, partner, and collaborator level. To do this we will
focus on five specific parts of your experience 1) your personal and organizational experience
with the BLD program; 2) your BLD program experience; 3) your experience implementing
BLD as a partner; 4) your experience implementing BLD in partnership with [insert
organizations]; and 5) changes in your experience with health/wellness planning and partnership
over time.
You’ve already identified which factors you think have been important within each experience.

These are the factors we will talk more about in the interview. You will also have an opportunity
to include anything else you think is important to share. Throughout the interview, I may briefly
recap what you have said before moving on to the next questions. Also, because some of the
factors may seem similar, it may feel like you’re answering questions or repeating responses you
already shared. Although it will seem repetitive, this will help ensure that I understand your
response correctly. Therefore your patience is greatly appreciated while doing this. Although it
will seem repetitive, this will help ensure that I understand your response correctly, therefore
your patience is greatly appreciated while doing this.
As a reminder, any information shared today will remain confidential. Do you have any
questions about what I’ve shared with you?
Before we begin, may I ask, what is your current role in the BLD program?
How did you become involved with the BLD program?
Personal Experience
Next, I would like to ask you some questions about your personal and organizational experience
with the BLD program. I will discuss each factor you selected and then ask you some questions
about them.
An individual’s personal knowledge, skills, and attitudes can shape personal experiences as well
as collective experiences.
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[List identified factors] have been most important to your experience as a [insert role] with the
BLD program
☐Self-determination
☐Competence
☐Participation
☐Agency
☐Confidence
☐Mastery
☐Information
☐Impact
1. ☐ *Self-determination* can be described as the ability to make conscious and confident
decisions to accomplish personal goals
 How has your “ability to make conscious and confident decisions to accomplish
personal goals” been important to your experience as a [insert role] with the BLD
program?
a. Probe if needed: As a [insert role] how has your “ability to make conscious
and confident decisions to accomplish personal goals” been beneficial or
presented opportunities during your involvement in the BLD program?
b. Probe if needed: As a [insert role] how has your “ability to make conscious
and confident decisions to accomplish personal goals” been challenging or
created barriers during your involvement in the BLD program?


If at all, how has your “ability to make conscious and confident decisions to
accomplish personal goals” been important to your personal experience with
health/wellness program planning and partnership before your current involvement
with BLD?

2. ☐*Competence* can be described as the personal belief in one’s ability to perform a task
well
 How has your “belief in your ability to perform a task well” been important to your
experience as a [insert role] with the BLD program?
a. Probe if needed: As a [insert role] how has your “belief in your ability to
perform a task” been beneficial or presented opportunities during your
involvement in the BLD program?
b. Probe if needed: As a as a [insert role] how has your “belief in your ability to
perform a task” been challenging or created barriers during your involvement
in the BLD program?
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If at all, how has your “belief in your ability to perform a task well” been important to
your personal experience with health/wellness program planning and partnership
before your current involvement with BLD?
3. ☐*Participation* can be described as an individual’s opportunity to actively engage in
change
 How has your “opportunity to actively engage in change” been important to your
experience as a [insert role] with the BLD program?
a. Probe if needed: As a [insert role] how has your “opportunity to actively
engage in change” been beneficial or presented opportunities during your
involvement in the BLD program?
b. Probe if needed: As a [insert role] how has “opportunity to actively engage in
change” been challenging or created barriers during your involvement in the
BLD program?
 If at all, how has your “opportunity to actively engage in change” been important to
your personal experience with health/wellness program planning and partnership
before your current involvement with BLD?
4. ☐*Agency* can be described as the ability to use motivation and decision making skills to
define and act on tasks
 How has your “ability to use personal motivation and decision making skills to define
and act on tasks” been important to your experience as a [insert role] with the BLD
program?
a. Probe if needed: As a [insert role] how has your “ability to use personal
motivation and decision making skills to define and act on tasks” been
beneficial or presented opportunities during your involvement in the BLD
program?
b. Probe if needed: As a [insert role] how has “ability to use motivation and
decision making skills to define and act on tasks” been challenging or created
barriers during your involvement in the BLD program?
 If at all, how has your “ability to use personal motivation and decision making skills
to define and act on tasks” been important to your personal experience with
health/wellness program planning and partnership before your current involvement
with BLD?
5. ☐*Confidence* can be described as perceived ability to take action, put forth the required
effort to change behavior and/or circumstances, and persist in action through barriers and
challenges
 How has your “confidence” been important to your experience as a [insert role] with
the BLD program?
a. Probe if needed: As a [insert role] how has “confidence” been beneficial or
presented opportunities during your involvement in the BLD program?
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b. Probe if needed: As a [insert role] how has “confidence” been challenging or
created barriers during your involvement in the BLD program?
 If at all how has your “confidence” been important to your experience with
health/wellness program planning and partnership before your current involvement
with the BLD program?
6. ☐*Mastery* can be described as increased level of skill to make decisions that minimize
negative outcomes and increase positive outcomes
 How has your “skill to make decisions that minimize negative outcomes and increase
positive outcomes” been important to your experience as a [insert role] with the BLD
program?
a. Probe if needed: As a [insert role] how has your “skill to make decisions that
minimize negative outcomes and increase positive outcomes” been beneficial
or presented opportunities in BLD?
b. Probe if needed: As a [insert role] how has your “skill to make decisions that
minimize negative outcomes and increase positive outcomes” been
challenging or created barriers in BLD?
 If at all, how has your “skill to make decisions that minimize negative outcomes and
increase positive outcomes” been important to your personal experience with
health/wellness program planning and partnership before your current involvement
with BLD?
7. ☐*Information* can be described as the availability to accessible and easy to understand
information that inform opportunities
 How has “availability to accessible and easy to understand information” been
important to your experience as a [insert role] with the BLD program?
a. Probe if needed: As a [insert role] how has “availability to accessible and
easy to understand information” been beneficial or presented opportunities in
BLD?
b. Probe if needed: As a [insert role] how has “availability to accessible and
easy to understand information” been challenging or created barriers in
BLD?
 If at all, how has your “availability to accessible and easy to understand information”
been important to your experience with health/wellness program planning and
partnership before your current involvement with BLD?
8. ☐*Impact* can be described as a sense of contribution
 How has your “sense of contribution” been important to your experience as a [insert
role] with the BLD program?
a. Probe if needed: If at all, how has your “sense of contribution” been
beneficial or presented opportunities in BLD?
b. Probe if needed: If at all, how has “sense of contribution” been challenging
or created barriers in BLD?
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If at all, how has your “sense of contribution” been important to your personal
experience with health/wellness program planning and partnership before your
current involvement with BLD?



Are there any other factors that have been important to your experience as a [insert
role] with the BLD program?
Are there any other factors that you feel have been important to your personal
experience with health/wellness program planning and partnership before your
current involvement with BLD?



Is it ok to move onto the next set of questions?
Organizational Experience
An organization’s structure, operations, and objectives can be used to achieve organizational and
community goals.
[List identified factors] have been important to your/the [insert organization]’s involvement with
the BLD program?

☐Aspirations
☐Strategy
☐Organizational skills
☐Human resources
☐Infrastructure
☐Organizational structure
☐Culture
9. ☐*Aspirations* can be described as the “vision, mission, and goal” to accomplish major
[insert organization] objectives
 How has your/the [insert organization]’s “vision, mission, and goal(s)” been
important to involvement with the BLD program??
a. Probe if needed: If at all, how has your/the [insert organization]’s “vision,
mission, and goal(s) been beneficial or presented opportunities during
involvement in the BLD program?
b. Probe if needed: If at all, how has your/the [insert organization] “vision,
mission, and goal(s)” been challenging or created barriers during
involvement in the BLD program?
 If at all, how has your/ the [insert organization (not applicable to researchers)]’s
“vision, mission, and goal(s)” been important to involvement with health/wellness
program planning and partnership before current involvement with BLD?
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10. ☐*Strategy* can be described as the methods and means needed to achieve [insert
organization] aspirations
 How has your/the [insert organizations]’s “strategy been important to involvement
with the BLD program?
a. Probe if needed: If it all, how has your/the [insert organization]’s “ strategy”
been beneficial or presented opportunities during involvement in the BLD
program?
b. Probe if needed: If it all, how has your/the [insert organization]’s “strategy”
been challenging or created barriers during involvement in the BLD
program?
 If at all, how has your/ the [insert organization (not applicable to researchers)]’s
“strategy” been important to involvement with health/wellness program planning and
partnership before your current involvement with BLD?
11. ☐*Organizational Skills* can be described as the processes used to develop, implement,
and evaluate programs and operations
 How has your/the [insert organization]’s “processes to develop, implement, and
evaluate programs and operations” been important to involvement with the BLD
program?
a. Probe if needed: If at all, how has your/the [insert organization]’processes to
develop, implement, and evaluate programs and operations” been beneficial
or presented opportunities during involvement in the BLD program?
b. Probe if needed: If at all, how has your/the [insert organization]’processes to
develop, implement, and evaluate programs and operations” been challenging
or created barriers during involvement in the BLD program?
 If at all, how has your/ the [insert organization (if applicable)]’s “processes to
develop, implement, and evaluate programs and operations” been important to
involvement with health/wellness program planning and partnership before your
current involvement with BLD?
12. ☐*Human Resources* can be described as personnel, volunteers, and partners needed to
execute strategies
 How has your/the [insert organization]’s “personnel, volunteers, and partners needed
to execute strategies” been important to involvement with the BLD program?
a. Probe if needed: If at all, how has your/the [insert organization]’s“personnel,
volunteers, and partners needed to execute strategies” been beneficial or
presented opportunities during involvement in the BLD program?
b. Probe if needed: If at all, how has your [insert organization]’s “personnel,
volunteers, and partners needed to execute strategies” been challenging or
created barriers during involvement in the BLD program?

140



If at all, how has your/the [insert organization]’s “personnel, volunteers, and partners
needed to execute strategies” been important to involvement with health/wellness
program planning and partnership before your current involvement with BLD?
13. ☐*Organizational structure* can be described as the systems, roles, and responsibilities
that support [insert organization] effectiveness
 How has your/the [insert organization]’s “system’s, roles, and responsibilities” been
important to involvement with the BLD program?
a. Probe if needed: If at all, how has your/the [insert organization] “system’s,
roles, and responsibilities” been beneficial or presented opportunities during
involvement in the BLD program?
b. Probe if needed: If at all, how has your/the [insert organization]’s “system’s,
roles, and responsibilities” been challenging or created barriers during
involvement in the BLD program?
 If at all, how has your/the [insert organization]’s “system’s, roles, and
responsibilities” been important to involvement with health/wellness program
planning and partnership before your current involvement with BLD?
14. ☐*Culture* can be described as the core values, beliefs, norms, and performance that
influence [insert organization] effectiveness
 How has your/the [insert organization]’s “core values, beliefs, norms, and
performance” been important to involvement with the BLD program?
a. Probe if needed: If at all, how has your /the [insert organization]’s “core
values, beliefs, norms, and performance” been beneficial or presented
opportunities during involvement in the BLD program?
b. Probe if needed: How has your/the [ insert organization]’s “core values,
beliefs, norms, and performance” been challenging or created barriers during
involvement in the BLD program
 If at all, how has your/the [insert organization]’s “core values, beliefs, norms, and
performance” been important to involvement with health/wellness program planning
and partnership before your current involvement with BLD?



Are there any other factors that have been important in your/the [insert
organization]’s involvement with the BLD program?
Are there any other factors that have been important to involvement with
health/wellness program planning and partnership before your current involvement
with BLD?

Is it ok to move onto the next set of questions?
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Balanced Living with Diabetes Program Experience
Next I would like to ask you some questions about in the BLD program. These questions will be
about: a) your experience implementing the BLD program, b) partnership synergy, and c)
collaborative readiness. Let’s begin with your program experience.
Several key characteristics and elements are considered critical in the planning and
implementation of faith-placed health programs, such as BLD, to create desirable program and
partnership outcomes.
[List identified factors] have been important to your program experience with BLD
☐Partnership
☐Involvement
☐Resources
☐Program design
☐Community focused
☐Social support networks
15. ☐*Partnership* can be described as the relationship between BLD partners, that also
actively involves the faith-based partner (i.e. church, Baptist General Convention), to
implement various phases of the BLD program
 How has the “relationship between partners” been important to your experience
implementing the BLD program?
a. Probe if needed: If at all, how has “the relationship between partners” been
beneficial or presented opportunities implementing the BLD program?
b. Probe if needed: If at all, how has the “relationship between partners” been
challenging or created barriers implementing the BLD program?
16. ☐*Involvement* can be described as the clear commitment and active involvement of
church members and leaders to implement the BLD program
 How has “clear commitment and active involvement of church members and leaders
to implement the BLD program” been important to your experience implementing the
program?
a. Probe if needed: If at all how has “clear commitment and active involvement
of church members and leaders to implement the BLD program” been
beneficial or presented opportunities implementing the program?
b. Probe if needed: If at all, how has “clear commitment and active involvement
of church members and leaders to implement the BLD program” been
challenging or created barriers implementing the program?
17. ☐*Resources* can be described as the availability and accessibility of the partner’s
resources such as kitchen, meeting areas, etc.
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How has the “availability and accessibility of the faith based organization’s resources
such as kitchen, meeting areas, etc.” been important to your experience implementing
the BLD program?
a. Probe if needed: If at all, how has “availability and accessibility of the faith
based organization’s resources such as kitchen, meeting areas, etc.” been
beneficial or presented opportunities implementing the BLD program?
b. Probe if needed: If at all, how has “availability and accessibility of the faith
based organization’s resources such as kitchen, meeting areas, etc.” been
challenging or created barriers implementing the BLD program?
18. ☐*Program Design* can be described as the utilization of specific strategy and theory, to
design, implement, and evaluate the program
 How has the BLD “program design” been important to your experience implementing
the BLD program?
a. Probe if needed: If at all, how has the BLD“ program design” been beneficial
or presented opportunities implementing the BLD program?
b. Probe if needed: If at all, how has the BLD “program design ” been
challenging or created barriers implementing the BLD program?
19. ☐*Community Focused* can be described as a deeper understanding of beliefs, traditions,
concerns, and behaviors specific to the target community to tailor the program design to be
more effective and relevant
 How has “an understanding of the target community’s beliefs, traditions, concerns,
and behavior” been important to your experience implementing the BLD program?
a. Probe if needed: If at all, how has “an understanding of the target
community’s beliefs, traditions, concerns, and behavior” been beneficial or
presented opportunities implementing the BLD program?
b. Probe if needed: If at all, how has “an understanding of the target
community’s beliefs, traditions, concerns, and behavior” been challenging or
created barriers implementing the BLD program?
20. ☐*Social support networks* can be described as mutual respect, support, and generosity
amongst community members, church members, and partners
 How has “mutual respect, support, and generosity amongst community members,
church members, and partners” been important to your experience implementing the
BLD program?
a. Probe if needed: If at all, how has “mutual respect, support, and generosity
amongst community members, church members, and partners” been beneficial
or presented opportunities implementing the BLD program?
b. Probe if needed: If at all, how has “mutual respect, support, and generosity
amongst community members, church members, and partners” been
challenging or created barriers implementing the BLD program?
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Are there any other factors that you feel have been important to your experience
implementing the BLD program?

Is it okay to move to the next set of questions?
Partnership Synergy
Next I would like to ask you some questions about partnership synergy.
Synergy can be described as working together in partnership to achieve more by combining
complementary strengths, perspectives, values, and resources of all the partners in the search for
better solutions. Based on your experience [list identified factors] have been important to your
partnership experience with BLD
☐Energy
☐Outcomes
☐All benefit
☐Positive experience
☐Complementary skills
☐Work shared
☐Problem solving
21. ☐*Energy* can be described as buzz, passion, enthusiasm
 How has “buzz, passion, and enthusiasm been important to your experience as a
partner implementing the BLD program?
a. Probe if needed: If at all, how has partnership “buzz, passion, and
enthusiasm” been beneficial or presented opportunities implementing the
BLD program?
b. Probe if needed: If at all, how has partnership “buzz, passion, and
enthusiasm” been challenging or created barriers implementing the BLD
program?
22. ☐*Outcomes* can be described as achieving goals and making progress
 How has “achieving goals and making progress” been important to your experience
as a partner implementing the BLD program?
a. Probe if needed: If at all how has achieving partnership “goals and making
progress” been beneficial or presented opportunities implementing the BLD
program?
b. Probe if needed: If at all how has achieving partnership “goals and making
progress” been challenging or created barriers implementing the BLD
program?
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23. ☐*All Benefit* can be described as all partners(including the target community) are getting
something positive out of the partnership
 How has “getting something positive out of the partnership” been important to your
experience as a partner implementing the BLD program?
a. Probe if needed: If at all how has “getting something positive out of the
partnership” been beneficial or presented opportunities implementing the
BLD program?
b. Probe if needed: If at all how has “getting something positive out of the
partnership” been challenging or created barriers implementing the BLD
program
24. ☐*Positive Experience* can be described as enjoyable and satisfactory efforts or
encounters
 How has “enjoyable and satisfactory efforts or encounters” been important to your
experience as a partner implementing the BLD program?
a. Probe if needed: If at all how have “enjoyable and satisfactory efforts or
encounters” been beneficial or presented opportunities as a partner
implementing the BLD program?
b. Probe if needed: If at all how have “enjoyable and satisfactory efforts or
encounters” been challenging or created barriers as a partner implementing
the BLD program?
25. ☐*Complimentary Skills* can be described as combination of complementary strengths
and skills among partners
 How has a “combination of complementary strengths and skills among partners” been
important to your experience as a partner implementing the BLD program?
a. Probe if needed: If at all how has a “combination of complementary strengths
and skills among partners” been beneficial or presented opportunities
implementing the BLD program?
b. Probe if needed: If at all how has a “combination of complementary strengths
and skills among partners,” been challenging or created barriers
implementing the BLD program?
26. ☐*Work Shared* can be described as tasks broken down so that work is shared and
everyone contributes
 How has “sharing the work” been important to your experience as a partner
implementing the BLD program?
a. Probe if needed: If at all how has “sharing the work” been beneficial or
presented opportunities as a partner implementing the BLD program?
b. Probe if needed: If at all how has “sharing the work” been challenging or
created barriers as a partner implementing the BLD program?
27. ☐*Problem Solving* can be described as the way problems are sorted, getting through
difficult patches, and handling conflict
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How has “problem solving” been important to your experience as a partner
implementing the BLD program?
a. Probe if needed: If at all how has “problem solving” been beneficial or
presented opportunities implementing the BLD program?
b. Probe if needed: If at all how has “problem solving” been challenging or
created barriers implementing the BLD program through a collaborative
partnership?



Are there any other factors that you feel have been important to been important to
your experience as a partner implementing the BLD program?

Is it okay to move to the next set of questions? This information is really going to help and we
are almost done with this section.
Collaborative Readiness
In the last part of this section I would like to ask you some questions about collaborative
readiness. I will ask you about all 4 factors but will only get more in-depth information about the
factor(s) you selected as most important.
A partnership’s fit, readiness, capacity, and operations are necessary to plan, implement,
evaluate, and disseminate programs
[List identified factors] have been important in the collaborative effort with [insert organizations]
to implement the BLD program
☐Goodness of fit
☐Capacity
☐Operations
☐Readiness
28. ☐*Goodness of Fit* can be described as the compatibility of the partners to conduct the
proposed project together
 How has “goodness of fit” been important in the collaborative effort with [insert
organizations] to implement the BLD program?
a. Probe if needed: If at all how has “the compatibility of the partners to conduct
the proposed project together” been beneficial or presented opportunities
implementing the BLD program with [insert organizations]?
b. Probe if needed: If at all how has “the compatibility of the partners to
conduct the proposed project together” been challenging or created barriers
implementing the BLD program with [insert organizations]?
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29. ☐*Capacity* can be described as the capability of the partners to conduct programs and
sustain change
 How has “the capability of the partners to conduct programs and sustain change”
been important in the collaborative effort with [insert organizations] to implement the
BLD program?
a. Probe if needed: If at all how has “the capability of the partners to conduct
programs and sustain change” been beneficial or presented opportunities
implementing the BLD program with [insert organizations]?
b. Probe if needed: If at all how has “the capability of the partners to conduct
programs and sustain change” been challenging or created barriers
implementing the BLD program with [insert organizations]?
30. ☐*Operations* can be described as the roles, responsibilities, structure, and processes the
BLD partnership uses to operate
 How has the BLD partnerships “operations” been important in the collaborative effort
with [insert organizations] to implement the BLD program?
a. Probe if needed: If at all how has the BLD partnership “operations” been
beneficial or presented opportunities implementing the BLD program with
[insert organizations]?
b. Probe if needed: If at all how has the BLD partnership “operations” been
challenging or created barriers implementing the BLD program with [insert
organizations]?
31. ☐*Readiness* can be described as the extent to which an individual, group, and community
is appropriately prepared to take action and address an issue effectively
 How has “being prepared to take action” been important in the collaborative effort
with [insert organizations] to implement the BLD program?
a. Probe if needed: If at all how has “being prepared to take action” been
beneficial or presented opportunities implementing the BLD program with
[insert organizations]?
b. Probe if needed: If at all how has “being prepared to take action” been
challenging or created barriers implementing the BLD program with [insert
organizations]?
 Are there any other factors that have been important in the collaborative effort with
[insert organizations] to implement the BLD program?
32. Based on your experience, why do you consider [list identified factor] to be most important
in the collaborative effort with [insert organizations] to implement the BLD program?
Thank you for this information! This is very helpful. May we continue with the last set of
questions?
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Interpretation of Experience
Finally, I would like to ask you about your experience with health/wellness program planning
and partnership over time.
Prior to implementing the BLD program there was [insert identified factor] about diabetes and
healthy habits for the [people or most of the churches] the BLD program was planning to serve
[in your church (if applicable)]
☐No awareness: did not recognize diabetes was an issue and viewed problem health behavior(s)
as a norm
☐Denial: diabetes and healthy lifestyles were not identified as a community problem
☐Little awareness: acknowledgement of the problem but there is no motivation to address it
☐Awareness: leaders and organizations recognize and agree to act on the problem
☐Planning: a strategic plan is put into place
☐Action: action has begun
☐Program implementation: programs have been launched and are supported by personnel, staff,
or volunteers
☐Sustained efforts: efforts have been consistent, evaluated, and improved
☐Expanded efforts: efforts have evolved and are inclusive of the community, partners, etc.
Can you tell me more about this?
a. Probe if needed: What were some of the challenges experienced during this time?
b. Probe if needed: What were some of the opportunities experienced during this time?
Is it okay to move on to the next question?
Once involved in the BLD program there was… about diabetes and healthy habits for the [people
or most of the churches] the BLD program was serving [in my church (if applicable)]
☐No awareness: did not recognize diabetes was an issue and viewed problem health behavior(s)
as a norm
☐Denial: diabetes and healthy lifestyles were not identified as a community problem
☐Little awareness: acknowledgement of the problem but there is no motivation to address it
☐Awareness: leaders and organizations recognize and agree to act on the problem
☐Planning: a strategic plan is put into place
☐Action: action has begun
☐Program implementation: programs have been launched and are supported by personnel, staff,
or volunteers
☐Sustained efforts: efforts have been consistent, evaluated, and improved
☐Expanded efforts: efforts have evolved and are inclusive of the community, partners, etc.
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Can you tell me more about this?
a. Probe if needed: What were some of the challenges experienced during this time?
b. Probe if needed: What were some of the opportunities experienced during this time?
Is it okay to move on to the next question?
Over the next year, if you were to continue involvement in the BLD program or launch another
diabetes- related program [in your church or with the same churches], there would be [list
identified factor] about diabetes and healthy habits for the [people or most of the churches] the
BLD program served [in my church (if applicable)]
☐No awareness: did not recognize diabetes was an issue and viewed problem health behavior(s)
as a norm
☐Denial: diabetes and healthy lifestyles were not identified as a community problem
☐Little awareness: acknowledgement of the problem but there is no motivation to address it
☐Awareness: leaders and organizations recognize and agree to act on the problem
☐Planning: a strategic plan is put into place
☐Action: action has begun
☐Program implementation: programs have been launched and are supported by personnel, staff,
or volunteers
☐Sustained efforts: efforts have been consistent, evaluated, and improved
☐Expanded efforts: efforts have evolved and are inclusive of the community, partners, etc.
Can you tell me more about this?
a. Probe if needed: What were some of the challenges experienced during this time?
b. Probe if needed: What were some of the opportunities experienced during this time?
Overall, as a [insert role] what are some of the important lessons you’ve learned implementing
the BLD program?
Overall, as a [insert role] what are some of the important lessons you’ve learned implementing
the BLD program in collaboration with [insert organizations]?
Thank you so much for this information!
Do you have questions about anything I have asked you today?
Is there anything that was left out that you think I should have asked?
Thank you for your time!
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Appendix I: Simplified Capacity and Readiness Script
The purpose of this interview is to gain a better understanding of the Balanced Living with
Diabetes program (BLD) through your personal experience and interpretation as an active
partner to develop and/or implement the program. We will focus on five specific parts of your
experience 1) your personal and organizational experience with the BLD program; 2) your BLD
program experience; 3) your experience implementing BLD as a partner; 4) your experience
implementing BLD in partnership with BGCVA, academic, and community organizations; and
5) changes in your experience with health/wellness planning and partnership over time.
We will talk more about the factors you think have been important within each experience.
What is your current role in the BLD program?
How did you become involved with the BLD program?
Personal Experience
I would like to begin by asking you some questions about your personal and organizational
experience with the BLD program. I will discuss each factor you selected and then ask you some
questions about them.
[Check factors participant selected] have been most important to your experience as a church
coordinator with the BLD program
☐Self-determination
☐Competence
☐Participation
☐Agency
☐Confidence
☐Mastery
☐Information
☐Impact
An individual’s personal knowledge, skills, and attitudes can shape personal experiences as well
as collective experiences.
 How has your [insert factor] been important to your experience as a church
coordinator with the BLD program?
 If at all, how has [insert factor] been important to your personal experience with
health/wellness program planning and partnership before your current involvement
with BLD?
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Organizational Experience
[Check factors participant selected] have been important to your church’s involvement with
the BLD program?
☐Aspirations
☐Strategy
☐Organizational skills
☐Human resources
☐Organizational structure
☐Culture
An organization’s structure, operations, and objectives can be used to achieve organizational and
community goals.
 How has [insert factor] been important to your church’s involvement with the BLD
program?
 If at all, how has [insert factor] been important to your church’s involvement with
health/wellness program planning and partnership before your current involvement
with BLD?
Balanced Living with Diabetes Program Experience
Next I would like to ask you some questions about the BLD program. There questions will be
about: a) your experience implementing the BLD program, b) partnership synergy, and c)
collaborative readiness. Let’s begin with your program experience.
[Check factors participant selected] have been important to your program experience with
BLD
☐Partnership
☐Involvement
☐Resources
☐Program design
☐Community focused
☐Social support networks
Several key characteristics and elements are considered critical in the planning and development
of faith-placed health programs, such as BLD, to create desirable program and partnership
outcomes.
 How has [insert factor] been important to your experience implementing the BLD
program?
 Are there any other factors that you feel have been important to your experience
implementing the BLD program?
Partnership Synergy
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Next I would like to ask you some questions about partnership synergy.
[Check factors participant selected] have been important to your partnership experience with
BLD
☐Energy
☐Outcomes
☐All benefit
☐Positive experience
☐Complementary skills
☐Work shared
☐Problem solving
Synergy can be described as working together in partnership to achieve more by combining
complementary strengths, perspectives, values, and resources of all the partners in the search for
better solutions.


How has [insert factor] been important to your experience as a partner implementing
the BLD program?
 Are there any other factors that you feel have been important to your experience as a
partner implementing the BLD program?
Collaborative Readiness
In the last part of this section I would like to ask you some questions about collaborative
readiness. I will ask you about all 4 factors but will only get more in-depth information about the
factor(s) you selected as most important.
[Check factors participant selected] have been important in the collaborative effort with
BGCVA, academic, and community organizations to implement the BLD program
☐Goodness of fit
☐Capacity
☐Operations
☐Readiness
An academic-community partnership’s fit, readiness, capacity, and operations are necessary to
plan, implement, evaluate, and disseminate programs


How has [insert factor] been important in the collaborative effort with BGCVA,
academic, and community organizations to implement the BLD program?
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Are there any other factors that you feel have been important in the collaborative
effort with BGCVA, academic, and community organizations to implement the BLD
program?
Interpretation of Experience
Finally, I would like to ask you about your experience with health/wellness program planning
and partnership over time.
Prior to implementing the BLD program there was [check factor participant selected] about
diabetes and healthy habits for the people the BLD program was planning to serve in your church
☐No awareness
☐Denial
☐Little awareness:
☐Awareness
☐Planning
☐Action
☐Program implementation
☐Sustained efforts
☐Expanded efforts
Can you tell me more about this?
Once involved in BLD, there was [check factor participant selected] about diabetes and
healthy habits for the people the BLD program was serving in your church
☐No awareness
☐Denial
☐Little awareness:
☐Awareness
☐Planning
☐Action
☐Program implementation
☐Sustained efforts
☐Expanded efforts
Can you tell me more about this?
Over the next year, if you were to continue involvement in the BLD program or launch another
diabetes- related program in your church, there will be [check factor participant selected]
about diabetes and healthy habits for the people the BLD program served in your church
☐No awareness
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☐Denial
☐Little awareness:
☐Awareness
☐Planning
☐Action
☐Program implementation
☐Sustained efforts
☐Expanded efforts
Can you tell me more about this?
Overall, as a church coordinator what are some of the important lessons you’ve learned
implementing the BLD program?
Overall, as a church coordinator what are some of the important lessons you’ve learned
implementing the BLD program in collaboration with BGCVA, academic, and community
organizations?
Thank you so much for this information!
Do you have questions about anything I have asked you today?
Is there anything that was left out that you think I should have asked?
Thank you for your time!
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Appendix J: Summary of Capacity and Readiness Factors Rated ‘10’
Personal Experience (Individual Capacity) 4 out of 8
Self-determination: ability to make conscious and confident decisions to accomplish personal goals
10
Confidence: perceived ability to take action, put forth the required effort to change behavior and/or circumstances, and persist in action
10
through barriers and challenges
Information: the availability to accessible and easy to understand information that inform opportunities
10
Impact: a sense of contribution
10
Competence: personal belief in one’s ability to perform a task well
Participation: an individual’s opportunity to actively engage in social change
Agency: ability to use motivation and decision making skills to define and act on tasks
Mastery: increased level of skill to make decisions that minimize negative outcomes and increase positive outcome
Organizational Experience (Organizational Capacity) 3 out of 6
Aspirations: the “vision, mission, and goal” to accomplish major BGCVA health ministry’s objectives
10
Human resources: personnel, volunteers, and partners needed to execute strategies
10
Organizational structure: the systems, roles, and responsibilities that support BGCVA health ministry’s effectiveness
10
Culture: core values, beliefs, norms, and performance that influence BGCVA health ministry’s effectiveness
Strategy: methods and means needed to achieve BGCVA health ministry’s aspirations
Organizational skills: processes used to develop, implement, and evaluate programs and operations
BLD Program Experience (Key Aspects of Successful Programs) 5 out of 6
Partnership: the relationship between BLD partners, that also actively involves the faith-based partner (i.e. church, Baptist General
10
Convention), to implement various phases of the BLD program
Involvement: clear commitment and active involvement of church members and leaders to implement the BLD program
10
Resources: availability and accessibility of the partner’s resources such as kitchen, meeting areas, etc.
10
Community Focused: a deeper understanding of beliefs, traditions, concerns, and behaviors specific to the target community to tailor the
10
program design to be more effective and relevant
Social Supportive Networks: Mutual respect, support, and generosity amongst community members, church members, and partners
10
Program Design: utilization of specific strategy and theory, to design, implement, and evaluate the program
Partnership Synergy 3 out of 7
Energy: energy, buzz, passion, enthusiasm
10
Outcomes: achieving goals and making progress
10
All benefit: all partners (including the target community)are getting something out of the partnership
10
Positive experience: enjoyable and satisfactory efforts or encounters
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Complementary skills: combination of complementary strengths and skills among partners
Work shared: tasks broken down so that work is shared and everyone contributes
Problem solving: the way problems are sorted, getting through difficult patches, and handling conflict
Collaborative Readiness 3 out of 4
10

Goodness of fit: the compatibility of the partners to conduct the proposed project together

10

Capacity: capability of the partners to conduct programs and sustain change
Operations: roles, responsibilities, structure, and processes the BLD partnership uses to operate

Readiness: the extent to which an individual, group, and community is appropriately prepared to take action and address an issue
effectively
Interpretation of Experience (Community Readiness)
No awareness: did not recognize diabetes was an issue and viewed problem health behavior(s) as a norm
Denial: diabetes and healthy lifestyles were not identified as a community problem
Little awareness: acknowledgement of the problem but there is no motivation to address it
X
Awareness: leaders and organizations recognize and agree to act on the problem
Planning: a strategic plan is put into place
Action: action has begun
X
Program Implementation: programs have been launched and are supported by personnel, staff, or volunteers
X
Sustained Efforts: efforts have been consistent, evaluated, and improved
Expanded Efforts: efforts have evolved and are inclusive of the community, partners, etc.
10
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Appendix K: Breakdown of Capacity and Readiness Factors Rated ‘10’ by Partner Level
Capacity and Readiness Factors Most Critical to Role and Partnership Experience in the BLD program
(State Health Ministry Administrator=HMA; Area Church Coordinator=ACC; Local Church Coordinator=CC; Clergy=CLR;
Extensions=EXT; Researcher=R)
Personal Experience
# of Participants that Rate
Partner Level
Factor ‘10’ Extremely Important
Self-determination: ability to make conscious and confident
n=14
HMA=1
decisions to accomplish personal goals
ACC=3
CC=6
CLR=2
EXT=1
R=1
Confidence: perceived ability to take action, put forth the required
n=8
HMA=1
effort to change behavior and/or circumstances, and persist in
ACC=3
action through barriers and challenges
CC=1
EXT=1
R=2
Information: the availability to accessible and easy to understand
n=8
HMA=1
information that inform opportunities
CC=3
CLR=3
R=1
Impact: a sense of contribution to individual and organizational
n=8
HMA=1
objectives
ACC=1
CC=3
CLR=1
R=2
Organizational Experience
Aspirations: the “vision, mission, and goal” to accomplish major
[INSERT partner’s organization]objectives

# of Participants that Rate
Factor ‘10’ Extremely Important
n=11
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Partner Level
HMA=1
ACC=3
CC=4

Human resources: personnel, volunteers, and partners needed to
execute strategies

n=12

Organizational structure: the systems, roles, and responsibilities
that support [INSERT partner’s organization]’s effectiveness

n=8

Balanced Living with Diabetes Program Experience

# of Participants that Rate
Factor ‘10’ Extremely Important
n=17

Partnership: the relationship between BLD partners, that also
actively involves the faith-based partner (i.e. church, Baptist
General Convention), to implement various phases of the BLD
program

Involvement: clear commitment and active involvement of church
members and leaders to implement the BLD program

n=15

Resources: availability and accessibility of the partner’s resources
such as kitchen, meeting areas, etc.

n=9

Community Focused: a deeper understanding of beliefs,
traditions, concerns, and behaviors specific to the target
community to tailor the program design to be more effective and
relevant

n=9
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CLR=1
EXT=2
ACC=3
CC=5
CLR=1
R=3
HMA=1
ACC=2
CC=3
EXT=2
Partner Level
HMA=1
ACC=4
CC=6
CLR=1
EXT=2
R=3
ACC=3
CC=7
CLR=3
R=2
ACC=1
CC=4
CLR=3
EXT=1
HMA=1
ACC=2
CC=4
R=1
EXT=1

Social Supportive Networks: Mutual respect, support, and
generosity amongst community members, church members, and
partners

n=11

Partnership Synergy

# of Participants that Rate Factor
‘10’ Extremely Important
n=11

Energy: energy, buzz, passion, enthusiasm

Outcomes: achieving goals and making progress

n=11

All benefit: all partners (including the target community)are
getting something out of the partnership

n=16

Collaborative Readiness

# of Participants that Rate Factor
‘10’ Extremely Important
n=14

Goodness of fit: the compatibility of the partners to conduct the
proposed project together

Capacity: capability of the partners to conduct programs and
sustain change

n=7
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HMA=1
ACC=1
CC=5
R=3
EXT=1
Partner Level
HMA=1
ACC=2
CC=5
CLR=2
R=1
HMA=1
ACC=2
CC=5
CLR=2
R=1
HMA=1
ACC=3
CC=7
CLR=1
EXT=2
R=2
Partner Level
HMA=1
ACC=2
CC=8
CLR=1
R=1
EXT=1
HMA=1
ACC=2

Operations: roles, responsibilities, structure, and processes the
BLD partnership uses to operate

n=11

Readiness: the extent to which an individual, group, and
community is appropriately prepared to take action and address
an issue effectively

n=10

Interpretation of Experience
Prior to implementing the BLD program there was…about
diabetes and healthy habits in most of the BGCVA churches
the BLD program was planning to serve
Little awareness: acknowledgement of the problem but there is
no motivation to address it

# of Participants that Selected This
Factor

Interpretation of Experience
Once involved in the BLD program there was… about diabetes
and healthy habits in most of the BGCVA churches the BLD
program was serving
Action: action has begun
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CC=2
CLR=1
R=1
ACC=3
CC=4
CLR=2
EXT=1
R=1
ACC=2
CC=5
CLR=1
EXT=1
R=1
Partner Level

n=10

HMA=1
ACC=1
CC=4
CLR=2
R=2

n=7

CC=2
CLR=1
R=3
EXT=1

Appendix L: Major Themes and Supporting Meaning Units Related to Capacity and Readiness Factors Rated ‘10’

Major Themes and Supporting Meaning Units Related to Capacity and Readiness Factors Most Critical to Role and Partnership
Experience in the BLD program
(State Health Ministry Administrator=HMA; Area Church Coordinator=ACC; Local Church Coordinator=CC; Clergy=CLR;
Extensions=EXT; Researcher=R)
Personal Experience
Theme
# of Interviews
Notable Meaning Unit
Expressing Theme
Self-determination: ability to
Goal to improve control
n=6
 “…Once I accepted this opportunity to
make conscious and confident
and prevent diabetes
educate people in the community—it was
decisions to accomplish personal influence self-determination
always something that I wanted to do. So I
goals
think it fell in to my personal mission to do
once I was given a method and a means.”
 “I knew the urgency of helping the people
with diabetes in the educational process so
that they could help improve their lives.
So I was very determined to do my part to
assist Virginia Tech and the community
and the Virginia Health Department and
give the needed resources to those
individuals.”
Confidence: perceived ability to
Interest, investment in, and
n=3
 “I’m saying, “You can do this. You need
take action, put forth the required
outcomes of program
this.” So, you know, we need you in this
effort to change behavior and/or
strengthened confidence
program. For the area coordinator, I said,
circumstances, and persist in
“We need you in this program because you
action through barriers and
have a relationship with your congregation,
challenges
and you know these people, and they like
you, and you have shown that you’re a
good leader.”
Information: the availability to
Adaption of materials and
n=2
 “…our focus groups were very important
accessible and easy to understand
customization of program
because one of the things we did in our
information that inform
important for effectiveness
early meetings was look at the consent
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opportunities

and implementation

Impact: a sense of contribution to
individual and organizational
objectives

Helping multiple
communities

Organizational Experience

Theme

Aspirations: the “vision, mission,
and goal” to accomplish major
objectives

BLD fits the churches,
BGCVA and churches
health ministry, and
individual vision, mission,
and goals.

Human resources: personnel,
volunteers, and partners needed to
execute strategies

n=4

form and we kept on adapting consent
form because we had to make sure people
understood it.”
 “…it made it wonderful for me as an area
coordinator, and even better for me as a
church coordinator because all I had to do
was to assist...I mean, everything was just
available. It was right there and I didn’t
have to do anything, so getting the
information out was excellent.”
 “…part of my interest is in the—the
accomplishment that we’ve made in
getting this small group of AfricanAmerican, under-served, largely fairly
elderly adults to see science in a totally
different light, that we’ve approached them
about being in a research project.”
Notable Meaning Unit

# of Interviews
Expressing Theme
n=7



FBO volunteers and
personnel important to
implement the program

n=6
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“The health of all of its members, the
mental, physical, and spiritual health of all
of its members is important to the church.”
“I would think that many churches would
incorporate this program because we do
not only care for the spiritual aspects of
one’s life, but we must encourage the
physical as well.”
“Obviously, it varies by church, but they
are pivotal…recruitment of participants
wouldn’t happen…coordination of all
logistics…educating church members
along the way in terms of this process and
how it’s going to benefit them wouldn’t
happen. I mean, it’s just—they’re vital.”



Organizational structure: the
systems, roles, and responsibilities
that support effectiveness

Organizational structures in
place to support launch and
implementation of program

Balanced Living with Diabetes
Program Experience
Partnership: the relationship
between BLD partners, that also
actively involves the faith-based
partner (i.e. church, Baptist
General Convention), to
implement various phases of the
BLD program

Theme

Involvement: clear commitment
and active involvement of church
members and leaders to
implement the BLD program

Collaborative effort of
partners to implement
program



N=6

# of Interviews
Expressing Theme
N=9



Involvement and support
of church members and
leaders very important to
program outcomes

N=11
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“The secretary was very instrumental in
the system with notification to the
participants,
“My pastor has been very supportive. I
mean, they’ve let us use the church without
any problems and he’s been very
supportive of the program. He actually,
was a participant in the program himself
because he’s a diabetic. He talks about the
program during church…and financially
they’ve been supportive with anything that
I needed.”
Notable Meaning Unit
“The partnership relationships are key in
my view because every partner brings a
different perspective to the table”
“The relevance of partnership from the
perspective of pulling volunteers together,
of knowing who you could go to in order
to get participation, was extremely
important.”
“I went through them, the leaders, to get
their members involved. So being in a
partnership with the leaders of the church
was very instrumental in them getting their
members to cooperate with us.”
“It means a great deal when the pastor is
supportive of a program and then the
members here are very supportive of
anything that they feel is good for their
community and for their church. that’s why
it’s worked so well”

Resources: availability and
accessibility of the partner’s
resources such as kitchen, meeting
areas, etc.

Access to church resources
important for program

N=11





Community Focused: a deeper
understanding of beliefs,
traditions, concerns, and behaviors
specific to the target community
to tailor the program design to be
more effective and relevant

Knowing what will work
with the community is key
to program implementation
and program outcomes

N=5



Social Supportive Networks:
Mutual respect, support, and
generosity amongst community
members, church members, and
partners

Social support networks
important to program
implementation and
participant/ partner
participation

N=7



Partnership Synergy

Theme

Energy: energy, buzz, passion,
enthusiasm

Good energy influenced
participants excitement
about the program and



# of Interviews
Expressing Theme
N=8
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“Every church that I visited has had
kitchens available to them. They’ve had
large meeting rooms available to them.
Even if there is quiet areas for
consultation. So space has been
accessible, period.”
“We can have the program in the main
downstairs hall or in the side room with the
kitchen, straight out there. So it was good
and laid out and accessible.”
“So a lot of the community in the area and
the adults that we’re working with love
taste. If it doesn’t taste right
and…sometime it doesn’t look right to
them they shy away from it. Their taste
buds are the most important thing to them
and even surpasses being healthy or not. I
want it to taste good.”
“There were many people that didn’t know
that someone else had diabetes and so they
can help each other and really support each
other in the process.”
I’ve seen church coordinators get on the
phone and call, they’re members of the
church too, they will call and say “Where
are you? You’re not here, why are you not
here? “Well I’ll come get you.” They’re
not giving them any excuses to not be there
that night.
Notable Meaning Unit
“…even those foods that some would eat
or bring up and it was something that we
were seeing they should not have, nobody

having help with diabetes



Outcomes: achieving goals and
making progress

Tangible results and
incremental progress
important for the program,
partners, and participants

N=8





All benefit: all partners (including
the target community)are getting
something out of the partnership

Getting something positive
out of program important to
participants and partners

N=12





Collaborative Readiness

Theme

Goodness of fit: the compatibility
of the partners to conduct the

Complementary objective,
goals, and desired outcomes

# of Interviews
Expressing Theme
N=7
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was jumped on and nobody was scolded
“you don’t supposed to be eating that.” It
was brought across in a manner as saying,
“Well, what can we do with that to make it
better.”
“…the coordinator was excited, the
coordinator was motivated. So that energy
was transferred over to them because of the
fact that the coordinator energized and
excited about what he or she is doing.”
“I felt like goals were achieved. From
week to week, we’re making progress, as
evidenced by the participants showing up
because I think, at most meetings, the
persons were there.”
“Looking at the participants and how they
were reaching their goals, how their AC1
were dropping, how their sugar was being
more controlled, and how excited that they
were.”
“When people can see there are tangible
benefits that benefit everyone, I think that
that helps the program survive and
continue.”
“I think we did. I think my church has
grown tremendously in the year that the
program was there. I feel like that the
partners benefited by getting good
information and good feedback from the
program.”
Notable Meaning Unit
“Baptist General Convention, with their
Spices Health Ministry, is a perfect fit,

proposed project together

important to goodness of fit


Operations: roles, responsibilities,
structure, and processes the BLD
partnership uses to operate

Clear roles and
responsibilities for partners
helped with operations

N=5





Readiness: the extent to which an
individual, group, and community
is appropriately prepared to take
action and address an issue
effectively

Partners helped prepare
other partners for program

N=4
N=4





Readiness of partners
influence success of
program implementation
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because that’s what Spices Health Ministry
is supposed to do, is maximize health of
the, the members of the congregation.”
“I think that all had to do with sitting down
and looking at, “Here’s what we propose to
do. How does that fit with what you
already have in place or what you can put
in place?” I think it worked very well.”
“…the roles and responsibilities were all
defined out, so really everybody kind of
knew their role and knew what their
responsibilities were so that the program
could run smoothly.”
“Everyone knew what their role was, um,
their responsibilities in running the
program, so, um, I think everything ran
smoothly and things worked out. So I don’t
think there were any problems there.
“…their openness was probably essential.
Their readiness probably not that
important. We were happy to work them
through it. You know, if they were open to
becoming involved in the program, did not
really require that much from them. We
were pretty much able to put into place or
help them put in place anything that we
needed to happen.”
“We’ve had sort of a variety at the church
level of involvement of the pastor and
encouragement of the pastor. Sometimes
it’s the coordinator going to the pastor
saying “You know I want to do this, can
we do this?” Other times it’s the pastor
saying “I pick you and I want you to do

this.””

Interpretation of Experience
Interpretation of Experience
Prior to implementing the BLD
program there was…about
diabetes and healthy habits in
most of the BGCVA churches the
BLD program was planning to
serve
Little awareness:
acknowledgement of the problem
but there is no motivation to
address it

Interpretation of Experience
Once involved in the BLD
program there was… about
diabetes and healthy habits in
most of the BGCVA churches the
BLD program was serving
Action: action has begun

Theme

# of Interviews
Expressing Theme

Awareness of problem but
didn’t want to talk about it
as a church, limited
knowledge of how to
address diabetes, or
accepted health
issues/diabetes as inevitable
problem

N=9



“They sort of expect to get certain things
because other people in the family
did…and many have seen diabetics just
watch it progress from one stage to the
next, but seen very little of people doing
behavior change in order to slow it down,
or maybe they even remove themselves
from symptoms at some point.”

Once program began action
to address diabetes on
individual, community, and
church level was initiated

N=3



“Because they were involved with our
research program, they did have a program
at their church, which I would consider
taking action. They had people in the
church involved.”

Interpretation of Experience
Over the next year, if you were to
continue involvement in the BLD
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Notable Meaning Unit

program or launch another
diabetes- related program with the
same BGCVA churches, there
would be… about diabetes and
healthy habits in most of the
BGCVA churches the BLD
program served
Program Implementation:
programs have been launched and
are supported by personnel, staff,
or volunteers

Enhanced knowledge,
resources, access to
volunteers and
professionals to launch
future programs

N=4

168



“It would be an encouragement for all
churches to implement such a program.
Because we want to live as long as we can,
and any help that we can get would be a
plus for us. So we do plan to continue the
process with better health, better living
with diabetes.”

Appendix M: Challenges and Benefits Experienced Related to Capacity and Readiness Factors Rated ’10’
Notable Challenges and Benefits Related to Capacity and Readiness Factors Most Critical to Role and Partnership Experience in the
BLD program
Balanced Living with Diabetes
Theme
Notable Meaning Unit
Program Experience
Partnership: the relationship
Challenge: Executing partnership roles and
 “It’s been challenging because we’re doing
between BLD partners, that also responsibilities via distance was a challenge
some things over a distance, and
actively involves the faith-based
sometimes it’s difficult when you’re on the
partner (i.e. church, Baptist
phone.”
General Convention), to
 “So that relationship, partnership between
implement various phases of the Benefit: Flexibility and sharing of resources
Virginia Tech and the Baptist General
BLD program
within partnership beneficial to program
Convention and the Virginia Health
implementation
Department was very effective in
identifying and putting into place those
resources that our clients needed in order
to live a healthier life.”
Involvement: clear commitment
Challenge: Getting participants to commit to
 “…sometimes they say, “Oh yeah, my
and active involvement of church
program and see importance to be involved
church wants this,” and maybe there are
members and leaders to
not as many people in the church that have
implement the BLD program
been convinced that it’s important as it is
for them.”
 “We would never have been able to pull
this off, so to speak, if we had not had
Benefit: Dedicated and active FBO partners
folks in local churches who volunteered
critical to program
their time. They have, I think, sort of
canvassed or round up people. A lot of
times you’ll notice that a bulletin doesn’t
get people. You need to kind of run around
get them involved. They’ve really made
an effort for that. ”
Resources: availability and
Challenge: Varying resources at each church
 “…if you’re going to bring the program in,
accessibility of the partner’s
you’ve got to make sure that they have
resources such as kitchen, meeting
everything they need for it to be
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areas, etc.

Community Focused: a deeper
understanding of beliefs,
traditions, concerns, and behaviors
specific to the target community
to tailor the program design to be
more effective and relevant

Benefit: Kitchen equipment helpful



Challenge: Setting the program up to address
diversity of participants needs, interests, and
willingness




Benefit: Word of mouth has impact on
participation and outcomes

Social Supportive Networks:
Mutual respect, support, and
generosity amongst community
members, church members, and
partners

Challenge: Social support and the control
Benefit: Church/FBOs major support
system/network for African American families
and community

Partnership Synergy

Theme

Energy: energy, buzz, passion,
enthusiasm

Challenge: Maintaining participant energy
throughout certain parts of the program
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successful.”
“Definitely kitchens are key. Working
kitchens with working stoves is key”
“We realized we just can’t have the
program set up for just one group of
people, you do have diversity and different
cultures of the way their eating habits are
and you have to work with that.”
“…if you say that you’re doing it and tell it
to one person, they remember what you
said, so if the conversation comes up with
someone else, they’re going to share that
information. “Well, you know, my
husband was in this program.” “Well, what
kind of program was it?” …So that kind of
thing, word of mouth, has a lot of impact
on changing the thinking of people. It’s
within the household and spreads out into
the community.
…”but it’s just an odd dynamic, where
three people who know each other,
possibly are each praying that some other
church gets in the control condition.”
“…the church is and has been for many,
many generations, the connector for most
African-American families and extended
families and neighborhoods…all of that
comes to bear when you try to launch an
initiative.”
Notable Meaning Unit
“…my church, for instance, we had to wait
a year before the program started, so they
were getting these contacts, but they had to

Outcomes: achieving goals and
making progress

Benefit: Good energy influenced participants
excitement about the program and having help
with diabetes



Challenge: Will take time to know if program is
effective





All benefit: all partners (including
the target community)are getting
something out of the partnership

Benefit: Experience with collaborative
partnerships encourage health and wellness
interest
Challenge: Trusting the program and partners

Benefit: Positive program and partnership
experience important for all involved
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wait, and it was like “Well, what are we
doing? When are we going to start? Well,
you know, what is it about?” But the other
two churches had already gotten
underway…so excitement was going on
for them because they were doing
something, but for my people, who were
having contact and running into them, it
was like “Well, if they’re doing it, when
are we going to do something?”
“…you talk to them as if you’re talking to
family, because you’re trying to encourage
your family to have a better lifestyle or
even maintain what lifestyle they have
now…the seriousness of it is serious, but
the relaxation of learning it needs to be in a
relaxing atmosphere, and I think
everybody has done a good job doing that,
kind of making it fun to learn about.”
“You want to see this happen because you
want to know if it really helps people, and
you won’t know that unless people actually
participate in the whole process.”
“It’s been important because it says that it
wasn’t a waste of time. I’ve been able to
see the people really apply what they
learned. There have been requests from the
participants to have something else or to do
more”
“I think their uncertainty about whether
everybody is going to benefit, or whether
we’re just there to get information from
them, I think that’s a challenge until they
see that that’s not the case.”



Collaborative Readiness

Theme

Goodness of fit: the compatibility
of the partners to conduct the
proposed project together

Challenge: Challenging to get partners and
participants on board with program
Benefit: Partners were compatible

Notable Meaning Unit




Operations: roles, responsibilities,
structure, and processes the BLD
partnership uses to operate

“I think that people saw the benefits out of
it-the leaders and the partners involve were
able to see these things

Challenge: Operations must be clear and
consistent but also flexible
Benefit: Leaders throughout partnership helped
guide operations
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“Even though collaborative effort was
extremely important—because that needed
to take place first—after we got into the
program, readiness was an issue. Finding
individuals who were willing to commit to
serve as coordinators was a problem…we
didn’t have people who were jumping up,
saying, “Okay, yeah. Yeah, I’d be glad to
do it.” That didn’t happen, so the
readiness issue. We had to kind of put off
when we were going to start in certain
areas because we didn’t have coordinators.
I felt that was a bit of a problem, but we
did overcome it.”
“It’s been beneficial any time your partners
are compatible, you work well together,
and you’re working towards a common
goal. I think everybody was on the same
page which direction we want the program
to go and what the benefits we wanted to
see happen through the program”
“I think when it became most important
was in those setting where the area
coordinators or church coordinators really
weren’t sure what they were doing and
didn’t know how to get started. I think then
we really had to double our efforts and
figure out other ways beyond the ones that
we had already tried to try to help them



Readiness: the extent to which an
individual, group, and community
is appropriately prepared to take
action and address an issue
effectively

Challenge: Varying readiness
Benefit: Understanding program design and
operations helped improve readiness
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reach out to the community and actually
get those people.”
“I know that there were a time or two that
we had problems…and they were able to
move to the backup plan or whatever…the
way that the entire thing was presented in
offering assistance when individual
assistance was needed really made the
program well worthwhile”
“If you’ve got somebody who’s willing to
work with us, then we’re happy to work
with them, whether or not they’ve ever
done it before or they know what they’re
doing.”
“Knowing the procedures and the
responsibilities that were expected of me,
made it a lot easier to be ready, to do what
was needed to accomplish what the BLD
program was trying to accomplish.”

Appendix N: Chapter 4 IRB Approval Letter
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Appendix O: Recruitment Flyer

Participants Needed
Please Help Us Test a Questionnaire that Evaluates Church
Health Programs & Resources
Virginia Tech has partnered with High Street Baptist Church to conduct a short questionnaire and
group discussion to learn more about faith-based organizations implementing health and wellness
programs. Ultimately, this information will help churches like ours to:



Better prepare to take action on health issues affecting our congregation and community
Enhance churches capacity to actively develop and launch health and wellness programs
independently or in collaboration with other groups
We are looking for 16-20 participants to help with this project! If you are interested here’s
what you need to know

What’s the purpose of this project again?


To test a questionnaire that evaluates what activities, infrastructure, and resources influences
a church’s capacity and readiness to develop to deliver successful health and wellness
programs
 Participants will provide feedback about the content/format of the questionnaire, provide
suggestions to improve the questionnaire, and give insight about their experience completing
the questionnaire
How do I know if I’m eligible to participate?


Participation is voluntary, all information is confidential, and you must be at least 18 years
old, attend High Street Baptist Church, and somewhat knowledgeable about the health and
wellness programs and resources at your church
If I’m interested, what do I have to do?


Participate in (2) two hour sessions
 Part 1: Complete 1-2 questionnaires that should not take more than 45 minutes total to
complete followed by a group discussion that should not take more than 1 hour to complete


Part 2: Complete the revised questionnaire that should not take more than 45 minutes total to
complete followed by a short in-person follow-up interview to provide any additional
feedback on the questionnaire
Will I get compensated for my time?


Yes, a light meal will be provided at each session and each participant will receive $15 cash
after the completion of part 1 and part 2 of the project.
What will the questionnaire ask me about?

175



The questionnaire will ask about the health of the church congregation, health and wellness
activities hosted by the church, church infrastructure important to health and wellness
activities, and church resources to do so
When will the project begin and where will it be held?


The project will begin towards the end of March and will held at a date, time, and location
convenient to the group
If you would like to participate or have further questions please contact Sabrina [insert last name] @
[number/email]
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Appendix P: Informed Consent Form
VIRGINIA POLYTECHNIC INSTITUTE AND STATE UNIVERSITY
Informed Consent for Participants in Research Projects Involving Human Subjects
Title of Project: Testing and revising a questionnaire: Evaluating church activities,
resources, and infrastructure that influence capacity and readiness to develop to deliver
successful health and wellness programs.
Investigator(s):

Kathy Hosig______________
Name
Monica Motley
Name

khosig@vt.edu/540-231-6637
E-mail / Phone number
motleym@vt.edu/540-231-6637
E-mail / Phone number

I. Purpose of this Research Project
The purpose of this questionnaire is to test a questionnaire that evaluates what activities,
infrastructure, and resources influence a church’s capacity and readiness to develop to
deliver successful health and wellness programs.
II. Procedures
Participation in this project is completely voluntary. Should you agree to participate, your
commitment to this project will involve the completion of two parts:
Part 1: Individually complete 1-2 questionnaires that should not take more than 45 minutes
total to complete followed by a group discussion that should not take more than 1 hour to
complete. The questionnaire will ask about the health of the church congregation, health
and wellness activities hosted by the church, church infrastructure important to health and
wellness activities, and church resources to do so. The group discussion will be audio
recorded and used to get your feedback about the content/format of the questionnaire,
provide suggestions to improve the questionnaire, and give insight about your experience
completing the questionnaire.
*Feedback will be used to revise and improve the questionnaire*
Part 2: Complete the revised questionnaire that should not take more than 45 minutes total
to complete followed by a short in-person follow-up interview to provide any additional
feedback on the questionnaire.
Completion of both sessions should take approximately two hours and will be conducted at
a date, time, and location most convenient to the group.
III. Risks
Participation in this study poses minimal risk. Questions on the questionnaire or asked
during the focus group and/or interview are not sensitive in nature and will remain
confidential. As an additional measure to further minimize discomfort during the group
discussion, participants will establish “communication norms” to help create a more
supportive and celebratory experience around sharing.
IV. Benefits
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Findings will be used to further develop and finalize a questionnaire that can be used as a
valuable tool for churches to better evaluate their capacity and readiness to conduct health
and wellness programs based on their activities, resources, and infrastructure. As a result,
such information may enhance churches’ ability to actively develop and launch health and
wellness programs independently or in collaboration with other groups. No promise or
guarantee of benefits has been made to encourage you to participate.
V. Extent of Anonymity and Confidentiality
Identifying information (name, address, telephone, etc.) will only appear on the consent
form. Identifying information will not be collected on the questionnaires, and a participant ID
number will be used in place of your name on all other study materials (i.e. group discussion
notes, audio transcripts, etc.). The consent form will not be linked to any of these
documents. At no time will the researchers release identifiable information to anyone other
than individuals working on the project without your written consent. All information will be
stored in a secure location, and will only be accessible by research personnel approved by
the Virginia Tech Institutional Review Board. The Virginia Tech (VT) Institutional Review
Board (IRB) may view the study’s data for auditing purposes. The IRB is responsible for the
oversight of the protection of human subjects involved in research.
VI. Compensation
Should you agree to participate, you will receive $15 cash after the completion of Part 1 and
Part 2. Additionally, a light meal and beverage will be provided at each session. If you
complete the first session but are unable to attend the second session, you will be partially
compensated ($10) for the first session at the completion of the project. A check will be
mailed to the address provided on the informed consent form.
VII. Subject's Consent
I have read the Consent Form and conditions of this project. I have had all my questions
answered. I hereby acknowledge the above and give my voluntary consent:
_______________________________________________ Date__________
Subject signature
_______________________________________________
Subject printed name
VIII. Freedom to Withdraw
It is important for you to know that you are free to withdraw from this study at any time
without penalty. You are free not to answer any questions that you choose or respond to
what is being asked of you without penalty.
Please note that there may be circumstances under which the investigator may determine
that a subject should not continue as a subject.
Should you withdraw or otherwise discontinue participation, you will be compensated for the
portion of the project completed in accordance with the Compensation section of this
document.
IX. Questions or Concerns
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Should you have any questions about this study, you may contact one of the research
investigators whose contact information is included at the beginning of this document.
Should you have any questions or concerns about the study’s conduct or your rights as a
research subject, or need to report a research-related injury or event, you may contact the
VT IRB Chair, Dr. David M. Moore at moored@vt.edu or (540) 231-4991.
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Appendix Q: Focus Group Interview Guide
Focus Group Interview Guide
[Moderator]: I would like to get any feedback you may have about the content/format of the
questionnaire, suggestions to improve the questionnaire, and your experience completing the
questionnaire. There are no right or wrong answers and any information you provide will be helpful.
Questions 1-4 will be repeated for each section.
1. How can we improve the format of this section of the questionnaire so that it is easier to complete?
2. How can we improve the wording in this section of the questionnaire so that it is easier to
understand?
3. What questions should have been asked in this section of the questionnaire but weren’t?
4. What are other suggestions you would provide to improve this section of the survey?
Questions for end of the focus group
5. In your opinion, what type of people would be most capable of completing this survey within the
church?
a. [Probe]: Would it be better to complete this questionnaire individually or with a
group of people
[Moderator]: Well thank you for taking the time to chat with me today. Do you have any questions? Is
there anything else you’d like to add before we finish up? Ok, great!
Individual Follow-up Interview Guide
[Moderator]: I would like to get some final feedback about the questionnaire. There are no right or
wrong answers and any information you provide will be helpful.
1. What questions should have been asked in the questionnaire but weren’t?
2. If at all, how did the revised format of the questionnaire make it easier to complete?
a. [Probe]: Could you provide an example
3. If at all, how did the revised format of the questionnaire make it more challenging to complete?
a. [Probe]: Could you provide an example
4. If at all, did the revised wording of the questionnaire make it easier to understand?
a. [Probe]: Could you provide an example
5. If at all, did the revised wording of the questionnaire make it more challenging to complete?
a. [Probe]: Could you provide an example
6. What are other suggestions you would provide to improve the questionnaire?
7. In your opinion, what type of people would be most capable of completing this survey within the
church?
[Moderator]: Well thank you for taking the time to chat with me today. Do you have any questions? Is
there anything else you’d like to add before we finish up? Ok, great!
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Appendix R: Individual Feedback Questionnaire Individual Follow-up Questionnaire
Instructions: We would like to get some final feedback about the questionnaire. There is no right or
wrong answer and any information you provide will be helpful.
1. What questions should have been asked in the questionnaire but weren’t?

2. If at all, how did the revised format of the questionnaire make it easier to complete?

a. Could you provide an example

3. If at all, how did the revised format of the questionnaire make it more challenging to complete?

a. Could you provide an example

4. If at all, did the revised wording of the questionnaire make it easier to understand?

a. Could you provide an example
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5. If at all, did the revised wording of the questionnaire make it more challenging to complete?

a. Could you provide an example

6. What are other suggestions you would provide to improve the questionnaire?

7. In your opinion, what type of people would be most capable of completing this survey within the
church?

Thank you for taking the time to chat with me today. Feel free to provide any additional comments
below.
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Appendix S: CRCHA Questionnaire

Instructions: This questionnaire may appear to be long, but should take no more than
30-45 minutes to complete. It will ask you a series of questions about your church’s: 1)
Health & Wellness Resources; 2) Calendar & Availability; 3) Health &Wellness
Activities; and 4) Congregational Health. Based on your knowledge of the church,
please answer the following questions as best as possible. There may be some questions
you do not know the answer to, so feel free to take a guess or estimate. However, we
recommend that you use the following options to complete the questionnaire more
successfully:
 Complete as much of the questionnaire individually and then seek the help of
other knowledgeable individuals or leaders from the church ministries,
auxiliaries, and/or committees as needed (example: Pastor, Church Clerk, Health
Ministry Coordinator, Church Nurse, Kitchen Committee Leader, Church
Secretary, Youth Minister, etc.)
OR
 Identify knowledgeable individuals or leaders from the church ministries,
auxiliaries, and/or committees to complete the questionnaire during a group
session (example: Pastor, Church Clerk, Health Ministry Coordinator, Church
Nurse, Kitchen Committee Leader, Church Secretary, Youth Minister, etc.)
Please answer the following questions once you’ve completed the questionnaire
How many people helped complete the questionnaire? __________________________
Within the church, what are the roles of the individuals that helped complete the
questionnaire? (i.e. active church member for 5 years, church clerk, kitchen committee
chair/leader, etc.)
1. ____________________________________________________________________
2. ____________________________________________________________________
3. _________________________________________________________________________
4. _________________________________________________________________________
5. _________________________________________________________________________

183

Church Health & Wellness Resources
Nutrition & Physical Activity Resources
Please CIRCLE one of the following answers
6.

Does your church have snack or soda vending machines on the premises?

Yes

No

If yes, what items are sold in the machine(s)? __________________________________
(Example: candy, chips, soda, water, crackers, fruit, etc.)
7.

Does your church have one or more kitchens that can be used for health and wellness programs?
Yes

No

If yes, how many? ______________
If yes, can the kitchen be used to serve individuals or groups external to the church?
Yes

No

If yes, can the kitchen be used by individuals or groups external to the church?
Yes
8.

No

Does your church have one or more dining halls that can be used for health and wellness
programs?
Yes

No

If yes, how many? ____________________________
If yes, about how many people do they seat? 1.___________ 2.__________ 3. _______
If yes, can the dining hall be used to serve individuals or groups external to the church?
Yes

No

If yes, can the dining hall be used by individuals or groups external to the church?
Yes

No
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9.

Does your church have one or more permanent or portable outdoor shelters for picnics or
gatherings that can be used for health and wellness programs?
Yes
No
If yes, how many? ____________________________
If yes, about how many people do they seat? 1.___________ 2._________ 3. ________

If yes, can the shelter(s) be used to serve individuals or groups external to the church?
Yes

No

If yes, can the shelter(s) be used by individuals or groups external to the church?
Yes

No

Please place an “x” in the box with the best response
Do you have any the following at the church or on-site?

A place to exercise such as a large room or auditorium

Basketball courts, ball fields, skate parts or playgrounds

Walking path or space (indoor and/or outdoor)

If no, is there space to add any of these? Please specify:
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Yes

No

Don’t
know or
not
applicable

Health & Wellness Program Resources
Please place an “x” in the box with the best response
10. What church resources and/or infrastructure are available to support health and wellness activities?
Yes

No

Church personnel (i.e.
church secretary,
church treasurer,
maintenance person,
etc.)
Volunteer
coordinator/
committee/group
Volunteer
list/database
Automatic calling
system, phone tree,
etc.
Sick/Sick and Shut In/
Prayer list
Office equipment (i.e.
computer, printer,
scanner, fax)
Health and wellness
budget
Resource library,
bulletin, table
Classroom, meeting
room, etc.
Health and wellness
mission statement,
goals, objectives

Other (Please describe):
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Don’t know or not
applicable

Please CIRCLE one of the following answers
11. Does your church have one or more large meeting halls that can be used for health and wellness
programs?
Yes
No
If yes, how many? ____________________________
If yes, about how many people do they seat? 1.___________ 2._________ 3. ________
If yes, can the meeting hall be used to serve individuals or groups external to the church?
Yes

No

If yes, can the meeting hall be used by individuals or groups external to the church?
Yes

No

Health Professional Resources
Please CIRCLE one of the following answers
12. Does your church membership include health professionals (i.e. registered nurses, doctors,
dietitians, etc.)?
Yes

No

13. Does your church have a health ministry/committee/group?

Yes

No

14. Is the health ministry/committee/ group lead by a health professional or qualified person that seeks
to provide health and wellness services to the congregation?
Yes

No

Church Communication Resources
Please CIRCLE one of the following answers
15. Is there access to the internet at the church?

Yes

16. Does your church have a newsletter?

No

Yes

No

If yes, how often is it distributed? ____________________________________________________
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Please place an “x” in the box with the best response
17. In the past 12 months, how many times has your church included messages about being healthy?
Examples of being healthy include:
 Being physically active
 Eating and drinking healthy foods and beverages
 Being at a healthy weight
 Living a tobacco-free lifestyle
 Living a substance-free lifestyle
 Maintaining a positive state of mental health
Included messages about being
healthy in…

How often in the past 12 months?
6 or more
times

Sermons

Bulletins
Newsletters

Email messages or website
postings

Bulletin boards, posted on walls
or other easy ways to see
Brochures or flyers

Resource Table

One-on-one or in person
communication or counseling
Other (Please Describe):
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3 to 5
times

1 or 2
times

Rarely or
none

Don’t
know or
not
applicable

Availability/ Church Calendar
Please CIRCLE one of the following answers
18. Does your church have a church calendar?

Yes

No

19. If so, how far in advance is it created? ______________
Please place an “x” in the box with the best response
20. Based on the day, what times are the church facilities available to offer health and wellness

activities?
Day

Before noon

Between noon and 4pm

After 5pm

Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

Please provide any additional information about church calendar/availability:
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
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Church Health & Wellness Activities
Please place an “x” in the box with the best response
21. If at all, what organizations has your church partnered with to implement health and wellness
activities?
Organization

Yes

No

Health department

College/university

Community
group/organization

Church or faith-based
organization

School/school district

Local/state government
agencies

Other (please describe):
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Don’t know or
not applicable

Please place an “x” in the box with the best response
22. How are health and wellness activities usually developed and/or identified?
Source

Yes

No

Completely developed by
individuals, committee,
auxiliaries and/or
ministry within the
church
Developed by an outside
organization/group
Developed by the church
using outside sources (i.e.
website, brochure,
toolkit, etc.)
In collaboration with
other
organizations/groups
Other (please describe):
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Don’t know or not
applicable

Please CIRCLE one of the following answers
23. Has the church held health screenings in the past 12 months? Yes

No

24. Has the church held support groups/activities in the past 12 months? Yes

No

Please use the blank spaces to list activities. Then place an “x” in the box with the best response
under the “How Often” section
25. If yes, in the past 12 months, how often has your church offered the following screenings and/or
activities?
How often in the past 12 months?
6 or
more
times

3 to 5
times

1 or 2
times

Rarely
or none

Don’t know or not
applicable

Health screenings
(i.e. blood pressure checks, cholesterol checks)
1.
2.

3.

Support groups or activities
(i.e. nutrition counseling, weight management clubs, visiting the sick, tobacco cessation, alcohol/drug
addiction)
1.

2.

3.
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Please CIRCLE one of the following answers
26. Has the church provided personal health and wellness resources in the past 12 months?
Yes
No
27. Has the church held youth health programs in the past 12 months?

Yes

No

Please use the blank spaces to list activities. Then place an “x” in the box with the best response
under the “How Often” section
28. If yes, in the past 12 months, how often has your church offered the following resources and/or
programs?
How often in the past 12 months?
6 or
more
times

3 to 5
times

1 or 2
times

Personal resources
(i.e. food, shelter, clothing)
1.

2.

3.

Youth health programs
(i.e. open play time, cooking classes, food tasting)
1.

2.

3.
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Rarely
or none

Don’t know or not
applicable

Please CIRCLE one of the following answers
29. Has the church provided health education programs in the past 12 months?
Yes
No
30. Has the church held healthy food activities in the past 12 months?

Yes

No

Please use the blank spaces to list activities. Then place an “x” in the box with the best response
under the “How Often” section
31. If yes, in the past 12 months, how often has your church offered the following programs and/or
activities?
How often in the past 12 months?
6 or
more
times

3 to 5
times

1 or 2
times

Rarely or
none

Don’t know or not
applicable

Health education programs
(i.e. health speakers, lectures, workshops or seminars, community health fairs or health
conferences)
1.

2.

Healthy food activities
(i.e. food demonstrations, tastings, community garden)
1.

2.

3.

Other (please describe):
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Please place an “x” in the box with the best response
32. In general, who was served by the health and wellness activities offered by the church?

Congregation

Community

Health
screenings

Support groups

Personal
Resources

Youth health
programs

Health education
programs

Healthy food
activities

Other:

Other:
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Congregationfocused but open
to the community

Community-focused
but open to the
congregation

Please place an “x” in the box with the best response
33. When health and wellness activities are offered, how is church leadership involved?
Position

Approval
required

Provides
support

Pastor
First Lady/First Family
Deacon(s)/Deaconesses
Church board/ Deacon
board
Health ministry
coordinator
Church committee,
auxiliary, or ministry
(i.e. kitchen committee,
building committee,
youth ministry, etc.)
Church association (i.e.
state-wide church
association, local church
convention, etc.)
Other (Please Describe):
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Provide
resources

Don’t
know or
not
applicable

Please place an “x” in the box with the best response
34. Does your church have guideline/policies for church events and/or activities to promote health
and wellness (i.e. offer healthy food options in Sunday school and at youth events, no smoking
policy, etc.)?
Yes, and
they are
enforced

Yes, but
they are
not
enforced

No

Don’t
know

No smoking policy
Offering healthy food and beverage options at
sponsored events that include food









Offering healthy food and beverage options in
Sunday school and at youth events









Not using food as a reward for children involved in
church activities









Including/encouraging physical activity at events,
such as walk or stretch breaks during meetings,
services, or organized games at picnics









Including/encouraging physical activity during
Sunday school or at events for children and youth,
such as walk or stretch breaks or organized games









Other (Please describe):









197

Physical Activity
Please place an “x” in the box with the best response
35. In the past 12 months, has your church sponsored or offered ways for youth, adults, and/or families
to be physically active?
Through…

Youth

Yes

No

Adults

Yes

No

Families (both
adults and
youth)
Yes
No

Don’t know or
not applicable

Sports leagues
Exercise classes
(i.e. aerobics, yoga, etc.)
Walking/running clubs
Walking or running
challenges
(i.e. 5K walks, marathons,
etc.)
Non-organized activities (i.e.
free time/free play, open
gym, individual activity/time,
etc.)
Other:

36. In the past 12 months, have there been any changes related to providing opportunities for physical
activity at your church? If so, please describe
_______________________________________________________________________________
_______________________________________________________________________________
37. In the past 12 months, have there been any challenges related to providing opportunities for
physical activity at your church? If so, please describe.
_______________________________________________________________________________
_______________________________________________________________________________
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Healthy Meal & Nutrition Activity
Please CIRCLE one of the following answers
38. Does your church have guidelines or suggestions for healthy foods served at church suppers or
other functions?
Yes
No
Please place an “x” in the box with the best response
39. In the past 12 months, how often have healthy food or drink options been served at church events or
meetings?
Types of healthy foods or drinks…

All or most
of the time

Fruits
(i.e. canned in its own juice, fresh, frozen
or dried)
Vegetables
(i.e. prepared without added fat, cream
sauces, or fried)
Low-fat entrees
(i.e. grilled or baked poultry or fish;
sandwiches prepared without cheese or
mayonnaise-type dressings)
Low-sodium foods







Don’t know
or not
applicable


























Low-fat dairy products









Low-fat or sugar free desserts










Healthy beverage choices
(i.e. water, tea without added sugar or
sweetener, 100% fruit or vegetable juices)
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Sometimes

Rarely or
never

Please place an “x” in the box with the best response
40. In general, how often are the food and beverages options healthy?
Types of events…

How often are food and beverage options healthy?
All or most of
the time

Sometimes

Rarely or
never

After church services
Potlucks and fundraisers
Youth events, vacation bible school,
Sunday school
Presentations and lectures
Feeding ministries
(i.e. soup kitchens, food pantries,
community kitchens)
Vending machines
Please CIRCLE one of the following answers
41. Does your church have a community garden? Yes

No

If no, does your church have space for a community garden?
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Yes

No

Don’t
know or
not
applicable

Congregation Health

Please answer the following questions as best as possible. We understand that these
questions may be difficult to answer or you may not know the answer, so feel free to take
a guess or estimate.
Please CIRCLE one of the following answers
42. How many people make up your congregation? Be sure to include members and non-members
No documentation of membership

1-50

50-100

100-200

200+

43. Approximately, what percentage of the congregation are youth?
Less than half

About half

More than half

I don’t know

44. Approximately, what percentage of the congregation are adults?
Less than half

About half

More than half

I don’t know

45. Approximately, what percentage of the congregation are seniors?
Less than half

About half

More than half

I don’t know

46. In the past 12 months, has there been an assessment of the congregation’s health?
Yes

Somewhat

No

Not Sure

If yes, please use information from the assessment to answer the following questions
If somewhat, no, or not sure, please answer the following questions as best as possible. It is
okay if you need to guess, estimate, or do not know

Adult Health
47. Approximately, what percentage of the adults in the congregation participate in regular physical
activity?
Less than half

About half

More than half

I don’t know

48. Approximately, what percentage of the adults in the congregation eat fruits and vegetables
regularly?
Less than half

About half

More than half

I don’t know

49. Approximately, what percentage of the adults in the congregation are non-smokers?
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Less than half

About half

More than half

I don’t know

50. Approximately, what percentage of the adults in the congregation currently have pre-diabetes or
have diabetes?
Less than half

About half

More than half

I don’t know

51. Approximately, what percentage of the adults in the congregation currently have or have ever been
diagnosed with heart disease or cardiovascular disease?
Less than half

About half

More than half

I don’t know

52. Approximately, what percentage of the adults in the congregation currently have or have ever been
diagnosed with cancer?
Less than half

About half

More than half

I don’t know

53. Approximately, what percentage of the adults in the congregation currently have or have ever been
diagnosed with respiratory disease (i.e. chronic obstructive pulmonary disease, asthma, etc.)?
Less than half

About half

More than half

I don’t know

54. Approximately, what percentage of the adults in the congregation currently have or have ever been
diagnosed with any mental health problems or learning difficulties (i.e. depression, Alzheimer,
Dementia, Down Syndrome, etc.)?
Less than half

About half

More than half

I don’t know

55. Approximately, what percentage of the adults in the congregation currently have or have ever been
diagnosed with any physical, speech, or visual health problems or difficulties?
Less than half

About half

More than half

I don’t know

56. Approximately, what percentage of the adults in the congregation are overweight or obese?
Less than half

About half

More than half

I don’t know

57. Approximately, what percentage of the adults in the congregation currently have or have ever been
diagnosed with high blood pressure and/or high cholesterol?
Less than half

About half

More than half

58. Overall, how would you describe the health of the adults in the congregation?
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I don’t know

Excellent

Very good

Good

Fair

I don’t know

Poor

Senior Health
59. Approximately, what percentage of the seniors in the congregation participate in regular physical
activity?
Less than half

About half

More than half

I don’t know

60. Approximately, what percentage of the seniors in the congregation eat fruits and vegetables
regularly?
Less than half

About half

More than half

I don’t know

61. Approximately, what percentage of the seniors in the congregation are non-smokers
Less than half

About half

More than half

I don’t know

62. Approximately, what percentage of the seniors in the congregation currently have pre-diabetes or
have diabetes?
Less than half

About half

More than half

I don’t know

63. Approximately, what percentage of the senior in the congregation currently have or have ever been
diagnosed with heart disease or cardiovascular disease?
Less than half

About half

More than half

I don’t know

64. Approximately, what percentage of the seniors in the congregation currently have or have ever been
diagnosed with cancer?
Less than half

About half

More than half

I don’t know

65. Approximately, what percentage of the seniors in the congregation currently have or have ever been
diagnosed with respiratory disease (i.e. chronic obstructive pulmonary disease, asthma, etc.)?
Less than half

About half

More than half

I don’t know

66. Approximately, what percentage of the seniors in the congregation currently have or have ever been
diagnosed with any mental health problems or learning difficulties (i.e. depression, Alzheimer,
Dementia, Down Syndrome, etc.)?
Less than half

About half

More than half

I don’t know

67. Approximately, what percentage of the seniors in the congregation currently have or have ever been
diagnosed with any physical, speech, or visual health problems or difficulties?
Less than half

About half

More than half
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I don’t know

68. Approximately, what percentage of the seniors in the congregation are overweight or obese?
Less than half

About half

I don’t know

More than half

69. Approximately, what percentage of the seniors in the congregation have or have ever been
diagnosed with high blood pressure and/or high cholesterol?
Less than half

About half

I don’t know

More than half

70. Overall, how would you describe the health of the seniors in the congregation?
Excellent

Very good

Good

Fair

Poor

I don’t know

Youth Health
71. Approximately, what percentage of the youth in the congregation participate in regular physical
activity?
Less than half

About half

More than half

I don’t know

72. Approximately, what percentage of the youth in the congregation eat fruits and vegetables
regularly?
Less than half

About half

More than half

I don’t know

73. Approximately, what percentage of the youth in the congregation have pre-diabetes or have
diabetes?
Less than half

About half

More than half

I don’t know

74. Approximately, what percentage of the youth in the congregation currently have or have ever been
diagnosed with heart disease or cardiovascular disease?
Less than half

About half

More than half

I don’t know

75. Approximately, what percentage of the youth in the congregation currently have or have ever been
diagnosed with cancer?
Less than half

About half

More than half

I don’t know

76. Approximately, what percentage of the youth in the congregation currently have or have ever been
diagnosed with respiratory disease (i.e. chronic obstructive pulmonary disease, asthma, etc.)?
Less than half

About half

More than half

I don’t know

77. Approximately, what percentage of the youth in the congregation currently have or have ever been
diagnosed with any mental health problems or learning difficulties (i.e. depression, hyper activity, down
syndrome, autism, etc.)?
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Less than half

About half

I don’t know

More than half

78. Approximately, what percentage of the youth in the congregation currently have or have ever been
diagnosed with any physical, speech, or visual health problems or difficulties
Less than half

About half

I don’t know

More than half

79. Approximately, what percentage of the youth in the congregation are overweight or obese?
Less than half

About half

I don’t know

More than half

80. Overall, how would you describe the health of the youth in the congregation?
Excellent

Very good

Good

Fair
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Poor

I don’t know

Appendix T: Chapter 5 IRB Approval Letter
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Appendix U: BGCVA Announcement Tabling Script
Script for Annual Conference Community Breakfast
Good Morning! I’m excited to share with you all that BGCVA is partnering with Virginia Tech
to implement another awesome project. Three hundred BGCVA churches will be randomly
selected to participate in a survey related to church health and wellness programs. Participating
churches will be the leaders in providing valuable information to help BGCVA churches start or
strengthen their ability to implement health and wellness programs, as well as take action on
health issues affecting their congregation and community.
Dr. J. Elisha Burke, BGCVA Health Ministry Director, is working with the Virginia Tech’s
public health program to conduct the survey. Selected churches will receive an invitation letter in
the mail and via email and/or be contacted via telephone by Monica Motley who will be the
Survey Coordinator. Monica will also be downstairs tabling and sharing more information about
the study if you are interested. Churches that complete the survey will be placed in a raffle to win
one of six $100 prizes to help with a church health and wellness program. That’s about a 1 in 50
or better chance of winning the raffle. Participating churches will also be acknowledged in the
BGCVA newsletter! Everyone should have a flyer in their conference program so please take a
look at it and if you have any questions feel free to find me or Monica. Thank you.
Script for Tabling
Hi can I tell you more about the Church Health Assessment BGCVA is doing in partnership with
Virginia Tech?
[no] Okay well feel free to take a flyer or if you have any other questions about BGCVA health
programs I’d be more than happy to answer them for you.
[yes] Wonderful! 300 BGCVA churches will be randomly selected to participate in a survey
related to church health and wellness programs. Participating churches will be the leaders in
providing valuable information to help BGCVA churches start or strengthen their ability to
implement health and wellness programs, as well as take action on health issues affecting their
congregation and community.
Dr. J. Elisha Burke, BGCVA Health Ministry Director, is working with the Virginia Tech’s
public health program to conduct the survey.
This one-time survey will ask questions about your church's: 1) health and wellness resources; 2)
calendar and availability, health and wellness activities, and congregational health. The survey
should take no longer than 45minutes to complete and you will be provided an electronic and
hard copy of the questionnaire and be given a minimum of two weeks to complete and submit
the survey. There is also an option to answer the survey questions over the phone.
Do you have any questions before I go on?
[no] Okay
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[yes] answer question(s)
Churches that complete the survey will be placed in a raffle to win one of six $100 prizes to help
with a church health and wellness program as well as be acknowledged in the BGCVA
newsletter! This means participants have a 1 in 50, or better chance of winning the raffle.
Virginia Tech will also use this information for research purposes Therefore, participation in the
questionnaire is completely voluntary and the church may withdraw from participating in the
questionnaire at any time. Additionally, completing the questionnaire poses minimal risk.
Questions are about church characteristics, not individual characteristics, and questions are not
sensitive in nature. Information you provide on the questionnaire will remain confidential and
anonymous; only approved researchers will have access to this information; and submission of
the questionnaire will act as consent to participate. This initiative has been approved by BGCVA
Health Ministry and Virginia Tech Institutional Review Board.
If you have any questions or would like any additional information, my contact information,
along with Dr. Burke is provided on the flyer.
Do you have anymore questions for me?
[no] Wonderful! Enjoy the conference
[yes] answer
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Appendix V: Participant Recruitment Flyer
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Appendix W: Recruitment and Consent Script

Script Guide
A combination of the following options will be used to contact the
participants. However, participants will not be contacted more than three
times using the identified methods. A graph to outline possibilities for
participant contact has been provided below.
Participant Recruitment Email Script 1
 This will be the first email sent to participants regarding the
survey
Telephone Script 1
 Phone conversation used to follow-up if participant does not
respond to “Email Script 1”
Email Script 2
 Email used if participant does respond to “Email Script 1”
Telephone Script 2
 Phone conversation used to follow-up f participant does follow-up to
“Email Script 2”
Email Script 3
 If participant does not follow-up to “Email Script 2” proceed to “Email
3”

Email Script
1

Email Script
1

Email Script
1

Email Script 2

Telephone Script
1

Email Script 2

Telephone Script
2

Telephone Script
1 (if no answer
first call)

Email Script 3
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Participant Recruitment Email Script 1
[Attach electronic or pdf of questionnaire]
Instructions: This will be the first email sent to participants regarding the survey.
 If participant responds to “Email Script 1” proceed to “Email Script 2
 If participant does not respond to “Email Script 1” proceed to “Telephone Script 1”
Greetings [insert church name]!
Your church is 1 of 300 BGCVA churches that have been randomly selected to participate in a
survey related to church health and wellness programs! [Insert church name} along with other
churches will be the leaders in providing valuable information to help BGCVA churches start or
strengthen their ability to implement health and wellness programs, as well as take action on
health issues affecting their congregation and community.
Dr. J. Elisha Burke, BGCVA Health Ministry Director, is working with the Virginia Tech’s
public health program to conduct the survey.
This one-time survey will ask questions about your church's: 1) health and wellness resources; 2)
calendar and availability, health and wellness activities, and congregational health. The survey
should take no longer than 45 minutes to complete and you will be provided an electronic and
hard copy of the questionnaire and be given a minimum of two weeks to complete and submit
the survey via email, by telephone, or pre-postmarked envelop. It is recommended that churches
identify knowledgeable individuals or leaders from the church ministries, auxiliaries, and/or
committees to help complete the questionnaire (example: Pastor, Church Clerk, Health Ministry
Coordinator, Church Nurse, Kitchen Committee Leader, Church Secretary, Youth Minister, etc.)
All churches that submit the questionnaire will be entered into a raffle for a chance to win 1 of 6
$100 checks to use for health and wellness activities. This means participants have a 1 in 50
chance of winning the raffle. If you are interested, please contact me, Monica Motley, at [insert
email] or [insert telephone]. I will also follow-up with you on [insert date] or [insert date] via
telephone to tell you more about the survey!
I look forward to hearing from you soon!
Monica Motley, MSEd, MPH
Virginia Tech, BGCVA Survey Coordinator
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Participant Recruitment Telephone Script 1
[Voicemail]: Hello! This is [insert name] with the Virginia Tech and BGCVA Church Survey. I
sent an email on [insert date] because your church has been selected to participate in a survey
related to church health and wellness programs. You may have also received a package from us
in the mail. I’m excited to chat with you! When you get a chance please give me a call at [insert
number]. I’ll also try and give you a call on [insert date]. Okay Thanks!
[Answer]: Hello, my name is [insert name] and I’m with Virginia Tech and BGCVA Church
Survey, may I speak to the church clerk, church secretary, or pastor?
[no] Okay is it okay if I leave a message? [no] Okay, well I’ll try again another time! [yes] Can
you have her/him give [insert name] a call at [insert number]? If I don’t hear back from
her/him in a few days I’ll try back again. Thank you!
[yes] Hi [insert name]! This is [insert name] from Virginia Tech and BGCVA Church Survey,
how are you? I sent the church an email on [insert date] because your church has been selected
to participate in a VT/BGCVA survey related to church health and wellness programs. You may
have also received a package from us in the mail. I hadn’t heard back from anyone at the church
yet, so I wanted to make sure you received it.
[no] Okay do you have a few minutes so that I can tell you a little more about it? [yes] Great!
[no] Okay is there another day or time that would work for me to call you back? [no]Okay, well
thank you so much for your time and enjoy your day!
[yes] I’m excited that you are interested in chatting more with me! As I mentioned in the email,
your church is 1 of 300 BGCVA churches that have been randomly selected to participate in a
survey related to church health and wellness programs! [Insert church name} along with other
churches will be the leaders in providing valuable information to help BGCVA churches start or
strengthen their ability to implement health and wellness programs, as well as take action on
health issues affecting their congregation and community.
Dr. J. Elisha Burke, BGCVA Health Ministry Director, is working with the Virginia Tech’s
public health program to conduct the survey. We also promoted the survey at the BGCVA
Annual Session, to try as best as possible to let church’s know about the survey.
Do you have any questions before I move on?
[yes: researcher answer questions]
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Once I’ve gone over all of the information, you can let me know if you would be the best person
to lead completing the questionnaire or if there is someone else that may be better fit.
[Review implied consent information and be sure to periodically ask participant if there
are any questions]
This one-time survey will ask questions about your church's: 1) health and wellness resources; 2)
calendar and availability, health and wellness activities, and congregational health. The survey
should take no longer than 45 minutes to complete and you will be provided an electronic and
hard copy of the questionnaire and be given a minimum of two weeks to complete and submit
the survey. It is recommended that churches identify knowledgeable individuals or leaders from
the church ministries, auxiliaries, and/or committees to help complete the questionnaire
Therefore, the following options may help complete the questionnaire more successfully:




Complete as much of the questionnaire individually and then seek the help of other
knowledgeable individuals or leaders from the church ministries, auxiliaries, and/or
committees as needed (example: Pastor, Church Clerk, Health Ministry Coordinator,
Church Nurse, Kitchen Committee Leader, Church Secretary, Youth Minister, etc.)
Identify knowledgeable individuals or leaders from the church ministries, auxiliaries,
and/or committees to complete the questionnaire during a group session (example: Pastor,
Church Clerk, Health Ministry Coordinator, Church Nurse, Kitchen Committee Leader,
Church Secretary, Youth Minister, etc.)

Do you have any questions thus far?
[no] Great!
[yes: researcher answer questions]]
There are three ways the questionnaire can be submitted: 1) you can complete the electronic
version of the questionnaire that will simply allow you to type in your responses directly, and
then send it back to me via email; or 2) you can print a copy of the questionnaire from the email
or use the hard copy we sent in the mail to the church, and send it back in the pre-stamped
envelope or 3) we can set-up another date and time and I can ask you the questions over the
phone. Then I can email you the questions you need more time to figure out, and you get it back
via email, in the mail, or over the phone.
Do you have any questions thus far?
[no] Great!
[yes: researcher answer questions]]
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Participation in the questionnaire is completely voluntary and the church may withdraw from
participating in the questionnaire at any time. However, if you do complete the questionnaire,
your church will be entered into a raffle for a chance to win 1 of 6 $100 gift cards or checks to
use towards health and wellness efforts. This means participants have a 1 in 50 chance of
winning the raffle. The incentive will be mailed to you.
Lastly, Virginia Tech will also use this information for research purposes. Ultimately, what this
means is that we will compare all of the information we collect in hopes of enhancing church’s
capacity and readiness to develop and implement life-style related health and wellness efforts
independently or via collaborative partnerships. Completing the questionnaire poses minimal
risk. Questions are about church characteristics, not individual characteristics, and questions are
not sensitive in nature. If your church does agree to participate, it is important that the
information you provide us remains confidential and anonymous. Therefore, your church and
lead will receive an ID number to use in place of names, only approved researchers will have
access to this information, and submission of the questionnaire will act as consent to participate.
This initiative has been approved by BGCVA Health Ministry and Virginia Tech Institutional
Review Board.
Do you have any questions thus far?
[no] Great!
[yes: researcher answer questions]]
Do you think your church may be interested in participating?
[no] Okay, well are there any questions I can answer to possibly ease any hesitation you may be
having?
[yes]: researcher answer questions] [no] Okay well thank you so much for your time and enjoy
your day!
[need more time] Okay, is there a day or time that works best over the next few days that I can
contact you [collect date and time] Okay great! I’ll follow-up with you then! Enjoy the rest of
your day!
[yes] Great! Do you think you would be interested in being the lead to complete the
questionnaire?
[yes] Great! Is it best to contact you using the church’s email or your own personal email?
[Notate best contact information]
[no] Who would be the best person to lead this? Is it possible to get their contact information or
can you have them contact me? [Notate contact information]
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Lastly, do you need to get permission from the Pastor or the church board before we can move
forward?
[no]
[yes] Okay, can we schedule another call in [suggest time frame] so that you can present this to
them? Also I would be more than happy to speak to anyone about this as well. [notate response]
Do you have any additional questions for me?
[no] [review methods for submission and questionnaire] Okay well if you think of something
later you can reach me at [insert contact information] between [insert times] Monday through
Friday. I will follow-up with you over then next few days. Thank you for your time and enjoy
your day!
[yes: researcher answer questions] Okay well thank you for your time and enjoy your day!

Follow-up Participant Recruitment Email Script 2
Instructions:



If participant does follow-up to “Email Script 2” proceed to “Telephone Script 2”
If participant does not follow-up to “Email Script 2” proceed to “Email 3”

Greetings [insert name]!
We are excited that you are interested in the survey! There is some more information that I
would like to share with you. Are you available over the next few days to chat? If so, please send
me a few dates and times, and we will get going.
Look forward to talking to you soon.
Monica Motley, MSEd, MPH
Virginia Tech, BGCVA Survey Coordinator
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Participant Recruitment Telephone Script 2
[Voicemail]: Hello! This is [insert name] with the Virginia Tech and BGCVA Church Survey.
We’ve been chatting via email because your church has been selected to participate in a survey
related to church health and wellness programs. You may have also received a package from us
in the mail. I’m excited to chat with you! When you get a chance please give me a call at [insert
number]. I’ll also try and give you a call on [insert date]. Okay Thanks!
[Answer]: Hello, my name is [insert name] and I’m with Virginia Tech and BGCVA Church
Survey, may I speak to [insert name]?
[no] Okay is it okay if I leave a message? [no] Okay, well I’ll try again another time! [yes] Can
you have her/him give [insert name] a call at [insert number]? If I don’t hear back from
her/him in a few days I’ll try back again. Thank you!
[yes] Hi [insert name]! This is [insert name] from Virginia Tech and BGCVA Church Survey,
how are you? We’ve been chatting via email because your church has been selected to
participate in a VT/BGCVA survey related to church health and wellness programs. You may
have also received a package from us in the mail.
[no] Okay do you have a few minutes so that I can tell you a little more about it? [yes] Great!
[no] Okay is there another day or time that would work for me to call you back? [no]Okay, well
thank you so much for your time and enjoy your day!
[yes] I’m excited that you are interested in chatting more with me! As I mentioned in the email,
your church is 1 of 300 BGCVA churches that have been randomly selected to participate in a
survey related to church health and wellness programs! [Insert church name} along with other
churches will be the leaders in providing valuable information to help BGCVA churches start or
strengthen their ability to implement health and wellness programs, as well as take action on
health issues affecting their congregation and community.
Dr. J. Elisha Burke, BGCVA Health Ministry Director, is working with the Virginia Tech’s
public health program to conduct the survey. We also promoted the survey at the BGCVA
Annual Session, to try as best as possible to let church’s know about the survey.
Do you have any questions before I move on?
[yes: researcher answer questions]
Once I’ve gone over all of the information, you can let me know if you would be the best person
to lead completing the questionnaire or if there is someone else that may be better fit.
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[Review implied consent information and be sure to periodically ask participant if there
are any questions]
This one-time survey will ask questions about your church's: 1) health and wellness resources; 2)
calendar and availability, health and wellness activities, and congregational health. The survey
should take no longer than 45 minutes to complete and you will be provided an electronic and
hard copy of the questionnaire and be given a minimum of two weeks to complete and submit
the survey. It is recommended that churches identify knowledgeable individuals or leaders from
the church ministries, auxiliaries, and/or committees to help complete the questionnaire
Therefore, the following options may help complete the questionnaire more successfully:




Complete as much of the questionnaire individually and then seek the help of other
knowledgeable individuals or leaders from the church ministries, auxiliaries, and/or
committees as needed (example: Pastor, Church Clerk, Health Ministry Coordinator,
Church Nurse, Kitchen Committee Leader, Church Secretary, Youth Minister, etc.)
Identify knowledgeable individuals or leaders from the church ministries, auxiliaries,
and/or committees to complete the questionnaire during a group session (example: Pastor,
Church Clerk, Health Ministry Coordinator, Church Nurse, Kitchen Committee Leader,
Church Secretary, Youth Minister, etc.)

Do you have any questions thus far?
[no] Great!
[yes: researcher answer questions]]
There are three ways the questionnaire can be submitted: 1) you can complete the electronic
version of the questionnaire that will simply allow you to type in your responses directly, and
then send it back to me via email; or 2) you can print a copy of the questionnaire from the email
or use the hard copy we sent in the mail to the church, and send it back in the pre-stamped
envelope or 3) we can set-up another date and time and I can ask you the questions over the
phone. Then I can email you the questions you need more time to figure out, and you get it back
via email, in the mail, or over the phone.
Do you have any questions thus far?
[no] Great!
[yes: researcher answer questions]]
Participation in the questionnaire is completely voluntary and the church may withdraw from
participating in the questionnaire at any time. However, if you do complete the questionnaire,
your church will be entered into a raffle for a chance to win 1 of 6 $100 gift cards or checks to
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use towards health and wellness efforts. This means participants have a 1 in 50 chance of
winning the raffle. The incentive will be mailed to you.
Lastly, Virginia Tech will also use this information for research purposes. Ultimately, what this
means is that we will compare all of the information we collect in hopes of enhancing church’s
capacity and readiness to develop and implement life-style related health and wellness efforts
independently or via collaborative partnerships. Completing the questionnaire poses minimal
risk. Questions are about church characteristics, not individual characteristics, and questions are
not sensitive in nature. If your church does agree to participate, it is important that the
information you provide us remains confidential and anonymous. Therefore, your church and
lead will receive an ID number to use in place of names, only approved researchers will have
access to this information, and submission of the questionnaire will act as consent to participate.
This initiative has been approved by BGCVA Health Ministry and Virginia Tech Institutional
Review Board.
Do you have any questions thus far?
[no] Great!
[yes: researcher answer questions]]
Do you think your church may be interested in participating?
[no] Okay, well are there any questions I can answer to possibly ease any hesitation you may be
having?
[yes]: researcher answer questions] [no] Okay well thank you so much for your time and enjoy
your day!
[need more time] Okay, is there a day or time that works best over the next few days that I can
contact you [collect date and time] Okay great! I’ll follow-up with you then! Enjoy the rest of
your day!
[yes] Great! Do you think you would be interested in being the lead to complete the
questionnaire?
[yes] Great! Is it best to contact you using the church’s email or your own personal email?
[Notate best contact information]
[no] Who would be the best person to lead this? Is it possible to get their contact information or
can you have them contact me? [Notate contact information]
Lastly, do you need to get permission from the Pastor or the church board before we can move
forward?
[no]
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[yes] Okay, can we schedule another call in [suggest time frame] so that you can present this to
them? Also I would be more than happy to speak to anyone about this as well. [notate response]
Do you have any additional questions for me?
[no] [review methods for submission and questionnaire] Okay well if you think of something
later you can reach me at [insert contact information] between [insert times] Monday through
Friday. I will follow-up with you over then next few days. Thank you for your time and enjoy
your day!
[yes: researcher answer questions] Okay well thank you for your time and enjoy your day!

Follow-up Participant Recruitment Email Script 3
[Follow-up email 2 sent if no response in 3-5 business days]
Greetings [insert church name/name]!
I sent an email on [insert date] because your church has been selected to participate in a survey
related to church health and wellness programs! I have not heard back and wanted to try again. If
you are available it would be great to setup a brief phone call with you to review this
information, answer any immediate questions you may have, and confirm your participation.
If you have any immediate questions before then, feel free to contact me at [insert email] or
[insert telephone] between [insert times] Monday through Friday.
I look forward to talking with you!
Monica Motley, MSEd, MPH
Virginia Tech, BGCVA Survey Coordinator
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