Development and Pilot Testing of a Nutrition Education

Program for Adult African American Church Members
by
Jennifer M., Witt

Thesis submitted to the Graduate Faculty of the Virginia

Polytechnic Institute and State University in partial

fulfillment of the requirements for the degree of
Master of Science

in

Human Nutrition and Foods

Approved:

Dr. Ma¥ Ann Novascone

ot A, Km// S

Dr. RAby Cox Dr ~Maghilyn Lichtman

August, 1993

Blacksburg, Virginia



N

' A

[ P
N



Development and Pilot Testing of a Nutrition Education
Program for Adult Church Members
By
Jennifer Witt

Committee Chairperson: Mary Ann Novascone
Human Nutrition and Foods

(ABSTRACT)

A six-week nutrition education program was designed
for adult African Americans and pilot-tested in one
church in Farmville, Virginia. The content of this
program was determined from health topics selected by the
participants and based on Healthy People 2000 objectives.
The topics selected were the following: 1. Hypertension
Prevention and Control 2. Stress Management 3. Heart
Healthy Eating and 4. Nutrition and Cancer Prevention.
The Food Guide Pyramid also was incorporated into the
program.

Effectiveness for improving health knowledge was
determined using pre-tests and a post-test, while
improvements in short-term behavior pertaining to dietary
intake were described by the participants themselves.
Anthropometric measurements, three day diet records and a
health risk appraisal were obtained from participants.

In addition, the program itself and the data collected
were evaluated based on several Healthy People 2000

objectives.



Attendance at each session ranged from seven to
twelve participants. A paired t-test indicated that no
significant improvement took place in health knowledge
based on the pre-test and post-test scores. However,
comprehension of the Food Guide Pyramid was judged to be
very good and behavioral improvement was suggested by the
participants with regard to lowering their intake of
sodium and fat and increasing their intake of fruit.

Dietary intake from three day food records was
analyzed based on the number of servings consumed from
each food group in the Food Guide Pyramid This analysis
indicated that only one person was meeting the minimum
recommendations made by the Food Guide Pyramid. Data
from eleven pre-intervention diet records indicated that
over half of the group was not meeting 70 percent of the
RDA for pantothenic acid, copper, and zinc. However, all
eleven diet records indicated that at least 70 percent of
the RDA was being met for Vitamin C, iron and magnesium.

Anthropometric measurements indicated that five
participants were within their desirable weight range,
while five were slightly overweight and five were
classified as obese according to their desirable weight
ranges. Seven participants had systolic blood pressure
values greater than 140 mm Hg, two of whom also had

diastolic values greater than 90 mm Hg.
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Chapter I.
INTRODUCTION

Background of the Problen

"There is a serious, deep disparity between the
general population and our minority and poor
citizens. Each year, while the health status
of most of our citizens shows steady improve-
ment, the same improvements are not as evident
for our minority and low-income groups. In
many cases, there has been an actual decline.
Such a disparity is clearly unacceptable".

Louis Sullivan
Secretary of Health &
Human Services

From the Health Status
of Minorities and Low-
Income Groups: 3rd ed.
1991.

In September 1990, the Department of Health and

Human Services Secretary, Louis Sullivan, released a

national prevention initiative entitled "Healthy People

2000:

National Health Promotion and Disease Prevention

Techniques" (1). The program’s three main goals for all

Americans in the next 10 years are to:

These

increase the span of healthy life.
decrease health disparity.
achieve access to preventive services for all

Americans.

three broad goals are all directly related to the

following research.
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According to statistics published in 1992 by the
Joint Center for Political and Economic Studies (2), the
average lifespan for African Americans is currently 69
years, six years less than the average lifespan for white
Americans. Eighty percent of the excess mortality
observed in African- Americans is caused by greater
rates of cancer, cardiovascular disease and stroke,
chemical deaths (measured as deaths due to cirrhosis),
diabetes, unintentional injuries (such as homicide and
accidents), and infant mortality (3). Although obesity
is present in 27% of all American women ages 20 and
older, it occurs in 44% of African American women.
Obesity has been linked with both diabetes and cancer,
two conditions that occur more frequently among African
Americans than whites, and African Americans have the
highest overall cancer rate of any population group in
America (2).

Many of the health problems confronting African-
Americans are directly related to behavior, such as poor
nutrition, smoking, substance abuse, and failing to
receive preventive care. Much of this behavior is
affected by lack of education, along with the lack of
health insurance. Insufficient education is frequently
associated with not understanding the causes and effects

of specific behaviors and their potential to lead to
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chronic illnesses (2).

In the past two decades, the number of community-
based health intervention programs initiated within
African American communities has increased (4,5). One
approach has been to conduct the educational
interventions within churches, which serve a very
important role in the lives of many African Americans and
which appear to have great potential for playing a role
in community

health (4,5).

Purpose of the Study

The purpose of this pilot study was to design,
implement and evaluate a nutrition education program
based on participant needs and Healthy People 2000
objectives and to conduct this program in an African
American church. Changes in health knowledge, awareness
and behaviors related to the causes and prevention of
high blood pressure, cancer and stress and any
improvement in eating patterns based on the Food Guide
Pyramid were measured. Specifically, a nutrition
education program was planned and implemented, involving
two churches composed mainly of African American members.
This program was unique, in that it combined a University

(Virginia Polytechnic Institute and State University),
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the Public Health Department, the Cooperative Extension

Agency, and African American Churches.

Objectives

The objectives of this pilot program were as

follows:

1.

To design a nutrition education program that met the
needs of the participants and incorporated many of
the Healthy People 2000 objectives.

To determine the major health concerns among the
African American church members and the feasibility
of designing and implementing a program addressing
those concerns.

To implement the program on a small scale and
determine its effectiveness for improving health
knowledge and behaviors based on pre- and post
program questionnaires and to determine the short-
term effectiveness of the program in changing eating
habits (behavior), based on improvement or lack of
improvement in following the Food Guide Pyramid,
along with any self- described changes in behavior
obtained with forms completed by the participants.

To determine the health status of the population with
the use of height, weight, percent body fat and blood
pressure measurements, along with a health risk

appraisal.
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5. To determine the dietary intake of each participant,
based on a three day diet record completed during

the first and fifth week of this program.
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Chapter II. Review of Literature
Introduction

The Healthy People 2000 Report states that research
is needed to determine effective methods for education
that will translate dietary recommendations into
appropriate food selections and sustained behavioral
changes among various subpopulations (1). Furthermore,
studies are needed to evaluate the degree to which health
promotion programs in churches can evoke lifestyle
choices and consequent changes in health status (1). A
specific health status objective in the Healthy People
2000 report states that a marked improvement is needed in
accessibility of information regarding nutrition and
education in the public sector (1).

The Healthy People 2000 report states that African
Americans do not receive adequate early, routine, and
preventive health care (1). The report also states that
the goal of increasing the healthy life for Americans
encompasses the critical components of health promotion;
namely the prevention of premature death, disability, and
disease and the enhancement of quality of life. It is
emphasized that the second major goal, reducing the
health disparity among Americans, is dependent on
significant improvements in the health of those

populations who are now experiencing the highest risk of
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premature death, disability, and disease. With regard to
the third major goal, achieving access to preventive
services for all Americans, the authors stress that
particular emphasis must be placed on the arena where
both private and public health professionals have the
most responsibility - specifically in the area of

preventive services (1).

Use of the Term ‘'African American"

The National Association for the Advancement of
Colored People was contacted to inquire about the most
suitable term to use when describing this minority group.
Through personal communication, the principal
investigator was informed that African American is the
acceptable descriptive term. For this reason, only the

term African American will be used by the author.

Health Disparity Among African Americans
Age adjusted mortality rates for all causes of death
are 52% higher for African Americans than for white
Americans. This population suffers from a 10% higher
incidence of cancer, and a 12% lower cancer survival rate
than that of white Americans, according to a survey
entitled Surveillance, Epidemiology, and End Results

(SEER) which was conducted from 1973 to 1981 (7). The
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rate of cancer occurrence is 25% higher among African
American males than white males, while the rate is 4%
lower for African American females than for white females
(7).

Although more African Americans smoke cigarettes
than white Americans, the prevalence of heavy smoking is
greater in whites (8). Based on the National Health
Interview Surveys from 1980, 35.9% of white males are
heavy smokers while 11.9% of African American males
reported heavy smoking. Almost 24% of the white females
smoked more than 25 cigarettes every day, in comparison
to 7.5% of the African American females (9). The health
impact resulting from these differences in smoking
patterns is unclear; however, almost 90% of all lung
cancers are caused by cigarette smoking. and these
smoking-related cancers are higher among African
Americans (9). For example, the rate for lung cancer in
African American men is 100% higher than for their white
counterparts (1).

Deaths due to hypertension are more than 5 percent
higher in the African American population than in the
white population (10). It is estimated that about 5
million African Americans are suffering from uncontrolled
hypertension (11). Stroke and chronic renal disease

secondary to hypertension are also more prevalent in this
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population (12).

Diabetes affects 33 percent more African Americans
than whites (8). Based on data collected in 1980 by the
National Center for Health Statistics, 3.2% of the
estimated 27 million African Americans in the United
States (over 800,000 people) have been diagnosed with
diabetes. Another 4% (more than 1 million) are believed
to have undiagnosed diabetes (8). Age-adjusted mortality
rates from diabetes are 132% higher for African Americans
than for white Americans (13).

Chemical dependency remains an important health
concern for the African American population, particularly
alcohol abuse, illicit drug abuse, and cigarette smoking
(10). The rate of mortality from cirrhosis among the
African American population is almost twice the rate for
all minorities. This population seems to be at a
disproportionately high risk for health problems problems

related to alcohol, such as esophageal cancer (10).

Social Networks, Social Support, and Changes in Behavior
Nestor (14) explained that the relationships among
knowledge, beliefs, attitudes, and behavior are very
complex and are not just a casual chain of events. The
psychological concept of cognitive dissonance states
that, if a person has knowledge or beliefs that are not

consistent with his or her behavior, the need to resolve
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the conflict between attitude and behavior will cause an
adjustment in either their beliefs, actions, or both.
However, in practice, this is not always the case (14).
For example, Nestor pointed out that many of the people,
having major problems with weight, drugs, alcohol, etc.,
are often very well informed about the causes and
consequences of their problem. In contrast, for many
others, gaining a small amount of knowledge concerning
the risks associated with their condition will result in
cessation of the negative behaviors.

Nestor discussed a proposal made by Hochbaum and
Rosenstach (15) who state that a person taking a health
related action must:

* perceive the issue to be important

* Dbelieve that he or she is susceptible to the condition

* believe that the problem is serious

* not perceive the magnitude of the threat with so much
anxiety that he/she is paralyzed from action

* believe the action to be both effective and possible

The author concluded that the content of a nutrition
education program should be analyzed for its relevance
and for its ability to address participant concerns and
interest (14).

The Cooperative Extension Service of the U.S.

PAGE 10



Department of Agriculture has created a model of
behavioral change that has a sequence including
awareness, interest, evaluation, trial, and adoption
(15) . Awareness takes place when people learn of the
idea or action, but still have little knowledge about it.
Individuals then develop interest in the idea and obtain
more information about it. Next, they evaluate the
rewards within their own situation, then proceed to a
trial phase wherein they actually begin to use the idea
or practice. Adoption will ultimately take place if the
idea or practice is perceived as beneficial and the
individual will then continue to use the idea or practice
(15) .

Kolbe stated that behavior analysis is necessary to
determine the effectiveness of nutrition education
programs and how to design the programs to make them more
effective (16). Brun proposes that changes in behavior
are influenced by food familiarity, early experiences
with food in childhood, self-image, traumatic experiences
associated with food, literacy, and specific personality
traits such as rigidity and anxiety (17).

The general thrust of health promotion programs is
to place behavior change strategies in the hands of
people who can inspire and help one another to adopt

healthier life-styles and become more self-reliant (5).
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The assumption is that relationships with family,
friends, neighbors, co-workers, and people with similar
problems can provide the necessary intimacy and warmth of
mutual support for evoking the desired change in
behavior. The expectation is that, through social
networks, people will be able to induce one another to
make changes and will give each other support for
maintaining these changes. The quality of social
support, rather than the quantity, most likely affects
the ability to deal with problems (5).

Eng et al. (5) stated that there exists a pre-
condition for a sense of collective identity among
participants in intervention that necessitates the
ability of people to motivate, assist, and encourage one
another. The number of church-based health programs has
increased in association with the growing perception of
the influential and instrumental role played by the
church among blacks. However, successful
institutionalization of these programs and achievement of
long-term behavior change can occur only by integrating
the health interventions with the social support patterns
of the client community. The kind of information needed
to make this assessment can be obtained only from the
people themselves and by directly observing the members.

Outside health professionals simply are unable to learn
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enough about the inside view, to plan a suitable
intervention without involving those who are already
aware of what it means to be an insider. 1In addition,
native resources cannot be mobilized to implement and
support diffusion of new knowledge and changes in
behavior without the approval of influential members of

social units (5).

The Role of the Church in the African American Community

African Americans strongly depend on their family,
companions, and their church for emotional support (18).
Having a religious belief, in general, is associated with
improved health and life satisfaction. Comstock and
Partridge (19) found that persons who attended church
frequently had a lower incidence of cardiovascular
disease and lower systolic blood pressure.

Hatch et al. (20) stated that the African American
church plays many roles born of necessity, and is
enduring because of the trust and faith that people place
in the entire congregation. Therefore, it seems
altogether fitting that the church should lead the way in
the attainment of healthier lifestyle patterns and the
development of health promotion activities which are
helpful and culturally appropriate for the African
American community (20). These churches have a major

influence in their communities because they not only
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serve as a place of worship, but also serve as centers
for social and political gatherings, and are sources of
education and health care (4, 21). Members of the
community normally remain loyal supporters of their
churches, with church groups resembling large extended
families. The church represents a long-standing,
permanent institution in the community which takes into
account all of the needs of individuals and their
families (5, 22). Persons, who may not accept or who
misunderstand information and advice given by health
professionals, may trust and accept suggestions made by
their peers in the church and community (21).

Levin stated that the church is the most important
social institution in the African American community. It
has traditionally been the keeper of the defining values
and norms (4). Although outside influences upon the
religious philosophy of the church may vary, its central
role has continued to be essentially the same. The
African American church remains the leader in addressing
the needs of its members. The African Ameripan minister
has many roles, including teacher, preacher, funeral
director, politician and most recently, agent of health
change (4).

Community medicine programs conducted through

churches are consistent with the community oriented
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service role of the black church (4). Levin also stated
that as knowledge of the structure and roles of the
church continues to grow, well-informed, action-oriented
programs can continue to prosper and meet this service
delivery role of the church. Thus, the church can serve
as a health provider where the regular health system is
inadequate (4).

Eng et al. (5) stated that the church is a
powerful force in many communities which can strengthen
and promote behavior change in its members and the entire
community. Reduction of health risks, mobilization of
community resources to sustain change, and community
coordination for social action are the types of
behavioral outcomes which can be initiated in the church.
When designing church based interventions, there should
be a fit between the recommended behavior patterns
related to health and the naturally occurring patterns of

social support within the congregation (5).

Nutrition Education and Adult Learping
Nutrition education has been defined by Johnson and
Johnson as: "... the teaching of validated, correct
nutrition knowledge in ways that promote the development
and maintenance of positive attitudes toward, and actual

behavioral habits of, eating nutritious foods (within
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budgetary and cultural constraints) that contribute to
the maintenance of personal health, well-being and
productivity (23)." The ultimate criterion of health
eduction has been defined as "the adoption of desirable
nutritional practices and their sequelae, better health
and reduced disease prevalence (24)."

Knowles has stated that four major assumptions exist
when teaching adults (25). The first assumption is that
of changes in self-concept that take place as a person
matures, from a concept of dependency to one of
independence and self direction (25). Once a person has
become a self-directed adult, he or she must be treated
as such or negative emotions such as resentment or
anxiety may result and interfere with the learning
process. The second assumption is one of experience, in
that the adult has an increased background of experiences
that he or she uses as a resource for new learning
situations. If this prior experience is ignored,
obstacles may be created if the adult feels annoyed,
bored or antagonized and this may also hinde; the
learning process. Knowles favors more participatory
methods for learning, such as discussions or projects
that utilize the adult’s amount of experience, along with
practical applications that relate the learning to the

person’s day-to-day life experiences (25).
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A third assumption in adult learning is one of
readiness. While children are assumed to be ready to
learn because of academic pressures, adults do not
experience these pressures. Therefore, the adult’s
readiness should coincide with the time that the
education takes place. Adults are ready to learn when
they are faced with a problem that must be solved. The
fourth assumption is one of orientation. While learning
for a child is oriented toward subjects, learning for an
adult is oriented toward problem solving. Knowles stated
that this assumption implies that learning should deal
with problems or projects that the adult is currently
facing. Specifically the author stated that adults learn
only what they want to learn (25).

Knowles also described the necessary conditions for
learning to occur based on an examination of several
educational theories. Suggestions made by the author
included that learners feel the need to learn and
perceive the goals of the experience as their own
personal goals. In addition, the individual should
participate directly in the development, implementation,
and evaluation of the experience to increase his or her
commitment to learning and this process should utilize
the adult’s life experiences. Final suggestions were

that the physical and psychological environment be
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