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Abstract
This article describes capacity building and formative assessments completed at five 
faith-based organizations (FBOs) in Washington, DC to inform sustainable health 
promotion programming led by certified health ministers. Five FBO partners were 
recruited with two congregation members from each FBO completing a health min-
ister certificate program. A series of health assessments were conducted to assess 
each FBO’s capacity to implement evidence-based lifestyle change programs that 
are responsive to congregation members’ health needs. Results indicated a need for 
programming to support older adults in managing high blood pressure and arthri-
tis. Health ministers represent a significant opportunity for building capacity within 
FBOs to deliver programming that can improve health outcomes.

Keywords  Faith-based health promotion · Community health · Capacity building · 
Health ministers

Introduction

Nearly two-thirds of Americans will be affected by chronic disease in their life-
time, with over 40% experiencing multiple chronic conditions (Buttorff et  al., 
2017). African Americans disproportionately face unfavorable social condi-
tions that create greater risk for chronic disease including hypertension, diabe-
tes, and stroke (Cuffee et  al., 2012; Fei et  al., 2017; Gaskin et  al., 2014; Tsao 
et  al., 2022; Williams et  al., 2019). Lifestyle interventions yield some promis-
ing improvements in clinical outcomes relevant to chronic disease, such as blood 
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pressure or dietary choices (Lemacks et al., 2013); however, additional strategies 
are needed to cultivate broader environmental and systems supports (Kumanyika, 
2019), as well as enhance program engagement and retention (Lemacks et  al.). 
To date, faith-based organizations (FBOs) have been an underutilized setting for 
health promotion (Levin, 2014), although success of these settings in achieving 
improved health outcomes across a variety of indicators has been shown (Brown 
et al., 2019; DeHaven et al., 2004; Hardison-Moody & Stallings, 2012; Hardison-
Moody & Yao, 2019; Whisenant et al., 2014).

FBOs are a longstanding source of strength and support in the African Ameri-
can community, making them uniquely positioned to encourage healthy lifestyle 
modifications (Brewer & Williams, 2019). African Americans are the most likely 
ethnic group in the United States to report a belief in God, to report that reli-
gion is very important in their life, and to attend church services regularly (Pew 
Research Center, 2020). Indeed, FBOs are frequently described as the hub of the 
African American community, providing not only opportunities for worship, but 
also community resources and connections related to education, housing, social 
support, and food (Brewer & Williams; Mohamed et  al., 2021; Williams et  al., 
1999). Thus, FBOs are familiar, trusted settings for African Americans to receive 
health information. Moreover, many African Americans perceive a strong connec-
tion between their health and spirituality (Holt & McClure, 2006), further high-
lighting the promise of FBOs in health promotion. Aspects of biblical scripture 
also align with health promotion, such as the notion of the “body as a temple,” 
which should be kept healthy, along with the promotion of a more holistic idea 
of health that considers spiritual, physical, and mental health (Holt & McClure).

Faith-based interventions are commonly conducted by a health ministry that 
connects components of faith with health concepts, often in partnership with 
health professionals (Allen et al., 2015; Bopp et al., 2012). Their activities sup-
port the overall mission of the FBO (Levin, 2014). A central component of many 
faith-based interventions involves training congregation members to serve as 
lay health advisors, or “health ministers” (Ammerman et  al., 2003; Kim et  al., 
2008; Lee et al., 2018; Yeary et al., 2011). Health ministers are respected, active 
members of the church who can facilitate health-based programming and gener-
ate interest in participating. Certified health ministers look at policies, systems, 
and environmental strategies that will support the health of the broader congre-
gation, in addition to identifying the programs that are responsive to the needs 
and interests of congregants to create positive health outcomes (Health Minis-
tries Association, 2018; Simoni et  al., 2011). Utilizing a peer-to-peer approach 
for health-based programming increases cultural responsiveness and relevance to 
one’s faith-based community, while also enhancing capacity and sustainability of 
these programs (Allen et al., 2015; Chaudhary et al., 2019; Newlin et al., 2012). 
Faith-based intervention strategies implemented by a health ministry include 
individual-level strategies (e.g., motivational interviewing with congregation 
members), group-level interventions (e.g., a walking group), and church-level 
strategies (e.g., providing healthier food offerings at church events) (Lancaster 
et al.; Wilcox et al., 2010).
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The present paper presents the methods and formative research results for 
“Faithfully Fit,” a faith-based program that aims to create a culture of health and 
wellness in five FBOs in Washington, DC. Faithfully Fit uses a social ecological 
framework (Bergeron et al., 2017; Bronfenbrenner, 1981) to improve the manage-
ment and prevention of chronic disease. A social ecological framework identi-
fies the spheres of influence on behavior, beginning with the individual factors 
of knowledge and attitudes, expanding to the interpersonal sphere of social rela-
tionships, then further expanding to the context of one’s role within the broader 
environment of organizations including schools, workplaces, faith-based commu-
nities, and finally considering systems and policies (Bronfenbrenner). In apply-
ing the social ecological model within a faith-based intervention, relevant factors 
include the individuals connected to the FBO (both members and leadership) and 
their personal beliefs, knowledge, and practice of health behaviors; the interac-
tions of FBO leaders and members that create the social fabric of each unique 
place of worship; the physical environment as a place of gathering and commu-
nity, and the direct and indirect information members receive about health; and 
finally, the influence of the broader community in which the church is located, the 
available resources and inputs, and the links to other community events and hap-
penings (Fig. 1). Overall, there are numerous outlets and opportunities in which 
faith leaders and congregants send and receive messages connecting faith and 
health, and the importance of each, in daily life. This social ecological approach 
also aligns with Kumanyika’s Equity-Oriented Obesity Prevention Framework 
(2019), which recommends building on community capacity through strategic 
partnerships that empower communities to engage in healthy behaviors.

Faithfully Fit uses a two-pronged approach to influence the social environment 
of each FBO. First, the program assists in building the capacity of each FBO by 
identifying current members who are interested in participating in a health min-
ister certificate program. This use of a peer-to-peer approach is grounded in the 
notion that a shared cultural background between health ministers and congrega-
tion members facilitates greater credibility and understanding in the delivery of 
interventions, while also building capacity within the organization itself (Eng & 
Hatch, 1991; Eng & Young, 1992). Second, Faithfully Fit will assist these newly 
certified health ministers in delivering health promotion programs that serve the 
needs of each congregation and are more sustainable over the long-term.

Herein we describe the work accomplished in the first year of Faithfully Fit, 
which focused on establishing our partnerships with each FBO, capacity building 
via health minister training, and formative assessments of the existing resources 
and efforts within each FBO. To lay a strong foundation for health ministry pro-
gramming going forward, the program team sought to establish trust and build 
relationships while better understanding the culture of each partnering FBO; their 
priorities; and the unique assets, needs, and resources of each congregation that 
support capacity and build readiness to offer sustainable health ministry program-
ming going forward.
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Methods

Participating FBOs

The origin of this work was built on the pre-existing connections and partnerships 
between the Heal the Sick program (described below) and faith-based organiza-
tions that were developed prior to the start of this project. Crucial to the com-
mencement and sustainability of Faithfully Fit were the already trusting and 
established relationships in place with predominantly African American FBOs 
in Washington, DC. This history, and the respected linkages between FBOs and 
the Heal the Sick Program, created a strong foundation upon which to launch the 
project. Initially, seven faith-based organizations were invited to participate in 
the Faithfully Fit program based on recommendations from the existing network 
of churches who have participated in the health ministry certificate program. All 
participating FBOs are located in communities where disparities in chronic con-
ditions including heart disease and diabetes exist (District of Columbia Depart-
ment of Health, 2011; Kret et al., 2014). FBOs were selected based on their loca-
tion, ability to use technology to fulfill program requirements, pastoral leadership 

Individual: church leaders and 
members

Fig. 1   Application of the social ecological model to faith-based organizations
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and support for the project, an already active health ministry, and strong pastoral 
presence in the community and in their current ministries; criteria aligning with 
the seven key elements identified by Peterson et  al. (2002) for effective faith-
based health promotion. The components of church leader engagement and a pre-
existing health ministry are “pillars” that were essential for meaningful capacity 
building and future sustainability. They demonstrate attention to and an invest-
ment in building the infrastructure for delivering consistent and relevant program-
ming within the congregation (Austin & Claiborne, 2011). These two pillars are 
key for FBOs to successfully incorporate health promotion programming within 
their congregation (Johnston et  al., 2018; McDonnell & Idler, 2020). Though 
seven FBOs were identified at the start, two decided the timing of the project 
did not align with other current priorities and did not participate. Ultimately, the 
group included five partner FBOs. All research procedures were approved by the 
American University Institutional Review Board prior to the study start date.

Health Minister Training

Two congregation members from each partner FBO were selected to take part in Heal 
the Sick, an 8-week hybrid (a combination of in-person and online modules) health 
minister certificate program that trains members of faith communities to support whole 
person health. The course was held during the summer of 2019. The certificate pro-
gram provides foundational language, concepts, critical thinking, self-care, and asset 
mapping skills in faith and health and explores different health ministry roles and mod-
els in numerous faith and health settings. The curriculum is based on national best 
practice models and standards outlined in the Health Ministries Association’s publica-
tion “Health Minister Role: Guidelines and Foundational Curriculum Elements, 2nd 
Edition” (2018). The hybrid certificate was adapted from the in-person health minis-
ter certificate developed in 2014 and the online health minister certificate which began 
in 2017 by Wesley Theological Seminary. The hybrid certificate addresses a need for 
whole person health education using the Health Ministries Association’s core curricu-
lum elements and covers 10 educational modules. Each module is 2 to 2 ½ hours in 
length. Module topics cover nutrition and wellness education, chronic disease man-
agement, health ministry models, health insurance, mental health, communication 
and organization of health ministries, advance care planning, legal considerations, and 
self-care practices. Participants in the program complete post-course surveys assessing 
perception of changes in knowledge, competence, and skill resulting from the health 
ministry course material. Ten congregation members enrolled in the Heal the Sick pro-
gram. Two dropped out due to other obligations. Eight congregation members com-
pleted the program and received the health minister certificate.
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Formative Assessment Measures

Environmental Scan

The Faith Community Health Assessment Survey tool (Faithful Families, 2018) was 
used to assess existing resources and barriers to health promotion. The tool consists 
of 29 questions covering five areas: Health and Wellness, Physical Activity Policies 
and Environments, Physical Activity Programs and Education, Healthy Eating Poli-
cies and Environments, and Healthy Eating Programs and Education. This measure 
was completed by church leaders at each of the partner FBOs in June 2019.

Community Windshield Wiper and Walking Tour

As part of the Heal the Sick health minister certificate program coursework, health 
ministers were tasked with completing a tool to assist them in getting to know the 
neighborhood surrounding their faith community (McKnight & Kretzmann, 2001). 
Health ministers were asked to travel around their local community by foot and/or 
car to identify the health services available (e.g., hospitals, wellness centers, clinics, 
neighborhood centers), along with facets of the local community that detract from 
health (e.g., fast food, lack of sidewalks). They were also asked to map out nearby 
grocery stores, parks, recreational facilities, playgrounds, etc. They were then asked 
to explore what health messages were promoted on billboards and other signage 
(e.g., alcohol or cigarette advertisements). Finally, they were asked to summarize 
challenges and observations noted during the tour, feelings experienced, and what 
was discovered that could help in planning health activities for their respective con-
gregations. This component intentionally bridges health ministers with their com-
munity and lays the groundwork for future programming. It was completed by each 
health minister on a single day during the summer of 2019.

Health Minister Post‑Course Survey

At the end of the Heal the Sick certificate program, health ministers completed a 
brief survey evaluating their perceptions of the quality of the program and its ben-
efits. Items assessed the perceived value of the certificate (responses given on a 
5-point scale from No Value to Excellent Value), the degree to which they would 
use the knowledge in future (responses given on a 5-point scale from Unlikely 
to Very Likely), the relevance of the certificate to their work in faith communi-
ties (responses given on a 5-point scale from Not at All Relevant to Very Rel-
evant), their degree of knowledge about health ministry (responses given on a 
scale 5-point scale from No Knowledge to Thorough Knowledge), their perceived 
competency as a health minister (responses given on a 5-point scale from Not 
at All Competent to Very Competent), and overall satisfaction with the program 
(responses given on a 5-point scale from Dissatisfied to Extremely Satisfied).
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Faith Community Needs Assessment

Congregation members completed an assessment to measure their individual health 
behaviors and health needs. The program team followed guidelines from the UMC 
Health Ministry Network Toolkit (UMC Health Ministry Network, n.d.) to develop 
a single-page, double-sided needs assessment survey. One item assessed percep-
tion of personal health (responses given on a 5-point scale from Very Poor to Excel-
lent). One item assessed health or medical issues that interfered with daily life (par-
ticipants checked all health conditions that applied from a list of 14 conditions). One 
item assessed the perceived relationship between health and faith (responses given on a 
5-point scale from No Relationship to Strong Relationship). One item assessed neigh-
borhood walkability (responses given on a 5-point scale from Not Walkable to Very 
Walkable). One item assessed specific health-related activities participants would be 
most interested in (participants checked all that applied from a list of 11 options, such 
as “cooking demos” or “walking programs”). Demographics questions assessed age, 
gender, and race. Each health minister was provided paper copies of the surveys to dis-
tribute to congregation members and program team members were available to help 
administer them at events including health fairs and weekly services. Canvas bags with 
the Faithfully Fit program logo were provided as an incentive to those who completed 
the surveys. These surveys were collected during the summer of 2019 at various FBO 
events.

Data Analysis

Data obtained from the Environmental Scan, Community Windshield Wiper and Walk-
ing Tour, Health Minister Post-course Survey, and Faith Community Needs Assess-
ment Survey were examined to provide a full picture of the strengths, weaknesses, and 
opportunities for health promotion at each faith-based organization. Data were exam-
ined using SPSS version 28.0 (IBM SPSS Statistics for Windows, 2021). Descriptive 
statistics were used to calculate the means and standard deviations of health ministers’ 
post-survey responses, congregation members’ perceptions of their health, the relation-
ship between faith and health, and neighborhood walkability by gender and age. Fre-
quencies were used to assess the number of resources and barriers listed by each FBO’s 
leadership in the Environmental Scan, the resources and challenges noted by health 
ministers in the Community Windshield Wiper and Walking Tour, and the medical 
issues and health-related activities of interest checked by congregation members in the 
Faith Community Needs Assessment. The program team created one-page summaries 
for each FBO/health minister that summarized the assessment results and suggested 
programming ideas for the second year.
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Results

Environmental Scan Results

Church leadership at each partner FBO provided responses to the environmental 
scan (Table  1). This scan identified numerous strengths across FBOs, as well as 
opportunities for each health ministry to expand their work. For example, an active 
health team and/or a designated person responsible for health-related activities were 
present in all FBOs. Church leadership at each FBO had also publicly promoted 
physical activity in the last 12 months as well as public promotion through posters, 
flyers, bulletins, or other written materials. The majority of FBOs (80%) had space 
and equipment needed for nutritious food preparation, indicating an opportunity to 
sponsor healthy eating demonstrations and cooking classes. The environmental scan 

Table 1   Church leadership responses to items assessing the presence of health promotion infrastructure 
in the environmental scan

Item % Yes (n)

Does your faith community have a person appointed to be responsible for health-related 
activities?

100% (5)

Has your faith community had a relationship with another health, health promotion, or 
human services agency to provide services to your members in the past 12 months?

100% (5)

Do you know of existing community partnerships that add health services to your congrega-
tion?

80% (4)

Does your faith community have a playground? 80% (4)
Has leadership promoted physical activity in a public speech or sermon in the past 

12 months?
80% (4)

Has your faith community specifically promoted physical activity through posted information 
in the past 12 months (e.g. bulletin board, posters, flyers, leaflets)?

80% (4)

Has your faith community specifically promoted physical activity in the bulletin or newsletter 
in the last 12 months?

80% (4)

Does your faith community have a kitchen or place to prepare meals? 80% (4)
Has leadership promoted healthy eating in a public speech, sermon, talk or homily in the past 

12 months?
80% (4)

Does your faith community have equipment that allows for preparation of healthier food 
(steamers, blenders, salad bars etc.)?

80% (4)

Has your faith community distributed any healthy eating guides or healthy recipes to faith 
community members in the past 12 months?

80% (4)

Has your faith community promoted healthy eating in the bulletin, program or newsletter in 
the past 12 months?

80% (4)

Does your faith community have any exercise equipment onsite? 60% (3)
Has your faith community organized walking groups in the past 12 months? 40% (2)
Does your faith community have a policy supporting physical activity opportunities at meet-

ings/functions (e.g., prayer walks)?
20% (1)

Does your faith community have a garden or farmer’s market on-site? 20% (1)
Has your faith community organized or provided any other nutrition-related classes or groups 

in the past 12 months?
0% (0)
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also uncovered challenges facing partner FBOs, including lack of prior experience 
facilitating programs related to nutrition (0%), the existence of policies supporting 
physical activity during church events (20%), and access to community gardens or 
farmers’ markets where fresh produce might be procured (20%).

Community Windshield Wiper and Walking Tour Results

Each health minister toured their FBO’s respective neighborhood to assess potential 
resources and challenges to health programming. Positive attributes of the respec-
tive neighborhoods included the presence of recreation centers (noted by 100% 
of health ministers), libraries (noted by 50% of health ministers), and food banks 
(noted by 50% of health ministers). Negative attributes of the respective neighbor-
hoods included a lack of grocery stores (noted by 50% of health ministers), many 
fast food restaurants (noted by 50% of health ministers), and a lack of health clinics 
(noted by 50% of health ministers).

Health Minister Post‑Course Survey Results

Health ministers were asked to evaluate aspects of the Heal the Sick training pro-
gram on a scale of 1 to 5, with higher scores representing greater satisfaction. Six 
health ministers completed the survey. Health ministers responded favorably to each 
of the items, with all scores ≥ 4 on a 5-point scale including the perceived value of 
the certificate (M = 5, SD = 0), the likelihood of using the knowledge (M = 5, SD = 0), 
overall satisfaction with the program (M = 5, SD = 0), the perceived relevance of the 
certificate to their work in faith communities (M = 5, SD = 0), their knowledge of 
health ministry (M = 4.33, SD = 0.52), and perceived competency as a health minis-
ter (M = 4.33, SD = 0.52).

Faithfully Fit Community Needs Assessment Survey Results

Across the five FBOs, a total of 266 people completed the Faith Community Needs 
Assessment Survey. Participant demographics are presented in Table 2. The aver-
age age of respondents was 53.89  years old (SD = 16.91). The majority of those 
surveyed identified as women (68.42%) and Black or African American (86.47%). 
Participants responded to several items related to their health and their community. 
On a scale of 1 to 5 (Very Poor to Excellent), respondents rated their average health 
as 3.39 (SD = 0.80). On a scale of 1 to 5 (No Relationship to Strong Relationship), 
respondents rated the average relationship between their health and faith as 4.28 
(SD = 1.17). On a scale of 1 to 5 (Not Walkable to Very Walkable), respondents 
rated the quality of sidewalks in their neighborhoods an average of 3.69 (SD = 1.35). 
Table  3 indicates the average response to each of these items by gender and age 
group. Collectively, participants reported that the most common health or medi-
cal issues that interfered with their daily lives were hypertension (51.88%), arthri-
tis (33.83%), diabetes (27.44%), stress (22.56%), obesity (22.18%), and depression 
(19.55%). Collectively, participants reported that the health programs they would be 
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most interested in seeing at their place of worship were exercise classes (49.25%), 
nutrition education classes (36.84%), health fairs (36.47%), and weight loss pro-
gramming (34.49%).

Discussion

Health promotion programs have largely focused on the places where people live, 
learn, work, and play as they represent the majority of where one’s waking hours 
are spent. The addition of where people worship signals an evolution in both the 
transferability of evidence-based health promotion programs as well as the impact 
and reach of faith-based organizations in supporting the health of their members and 
surrounding communities (Bopp et  al., 2012; Lancaster et  al., 2014). FBOs are a 
unique environment in which many members not only attend weekly services, but 
are often involved in Bible study, prayer groups, church choir, as well as specific 
ministries and activities that meet at the FBO on multiple days each week allowing 
for regular touchpoints and sustained participation (Newlin et al., 2012). Herein we 
described our methods of building capacity and readiness during year one of the 
Faithfully Fit program through training of certified health ministers and formative 
assessments. These foundational efforts will guide the launch of a faith-based inter-
vention that seeks to create measurable improvements in individual and congrega-
tional health markers.

Faithfully Fit seeks to support partnering FBOs in establishing two of the essen-
tial components, or “pillars,” of successful health promotion programs within faith-
based settings as identified by Peterson et al. (2002) and Johnston et al. (2018). Dili-
gence in establishing these components prior to program planning effectively builds 
organizational capacity for impactful and sustainable health promotion programs in 
FBOs long-term (Leake et al., 2007). As is the case in workplaces, engagement and 
buy-in from leadership is the starting point (Kent et al., 2016; Williams et al., 2018). 
The pastor and other church leaders’ commitment to integrating health and wellness 
messages, programs, events, and policies as part of the culture of their FBO is a crit-
ical component of successful programs (Bopp et al., 2013). Through sermons, bulle-
tin announcements, role modeling, and attendance at events that link faith and health 
(Baruth et al., 2015; Bopp et al., 2013; Tagai et al., 2018), pastors and other leaders 
in the faith community endorse the value of and belief in minding one’s spiritual, 
physical, and emotional health (Heward-Mills et  al., 2018; Williams et  al., 2012). 
The role of leadership in supporting and amplifying the work of the health ministry 
underscores the merit of faith-based health promotion programs and communicates 
health is a priority of the congregation. This is perhaps the strongest key in building 
capacity (Anshel, 2010; Peterson et al., 2002).

The second pillar that establishes the foundation of effective health promotion 
programming in faith-based settings is a certified health minister (Ammerman et al., 
2003). A certified health minister builds capacity within the congregation to apply 
best practices to support whole person health through the health ministry, thereby 
integrating health and wellness into the culture (Wesley Theological Seminary, 
n.d.; Williams et  al., 2018). Supporting members of FBOs to plan and facilitate 
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programming aligns with a wide body of research on the benefits of using peers 
to promote health rather than outside health professionals, given greater perceived 
credibility and trust in peers (Eng & Young, 1992; Lee et al., 2018; Simoni et al., 
2011). Training in and knowledge of evidence-based programs, as provided to health 
ministers through the Heal the Sick program, supports the effectiveness of health 
minister-led interventions (Johnston et al., 2018; Kaplan et al., 2009). Post-program 
feedback indicated that participants believed the program increased their knowledge 
and competence in health ministry, ultimately empowering them to develop strate-
gies to improve the health and well-being of their congregation. A certified health 
minister may also belong to a cohort of other health ministers which further extends 
the impact each has. By serving as a source of support and guidance to one another, 
a peer network of home-grown expertise further builds capacity while emphasizing 
community engagement and sustainability (Eng & Young, 1992; Kumanyika, 2019). 
In Faithfully Fit, the certified health ministers completed the Heal the Sick certifica-
tion program together and are in the same geographic area, making it possible for 
FBOs to multiply their impact by cross-referring members to events and programs at 
partner churches.

The focus and effort on establishing these pillars to build the capacity and readi-
ness of each health ministry prior to program planning was intentional. With top 
level engagement and a well-equipped health minister in place, health ministries 
can now begin to chart their paths for supporting individual and FBO-wide health 
improvements. Faithfully Fit’s utilization of formative assessments accounted for 
multiple spheres within the social ecological model—the broader community, the 
faith-based organization, and the individual—and established the baseline health 
status of each congregation. The results of these assessments provided valuable 
information to the health ministers and church leadership regarding the strengths to 
build on, resources available, and opportunities to grow the work of the health min-
istry. Areas of opportunity to explore for future programs and policies from the envi-
ronmental scan include offering evidence-based nutrition education, incorporating 
physical activity at church events, and improved access to fresh produce. Through 
the Windshield Wiper and Walking Tour, health ministers increased awareness of 
the need to navigate an environment with barriers to healthy eating and access to 
health care and identified several community-based organizations for future col-
laborations and initiatives to support health. Feedback from post-course surveys 
highlighted health ministers’ perceptions that the Heal the Sick course material was 
valuable for their health ministry work and provided the needed competencies to 
implement health programming in their respective FBOs.

The engagement of church leaders in conjunction with the health minister cer-
tificate training has appropriately and adequately built the necessary components 
of capacity and readiness to support future health promotion program offerings. 
Indeed, having conducted a well-rounded needs assessment, health ministers can 
now effectively attend to health promotion program selection and implementa-
tion that is responsive to the health needs of their congregations and effects posi-
tive change (Leake et  al., 2007). The individual-level findings from our formative 
assessment align with national rates of chronic conditions, particularly among the 
older adult population who represent the largest subset of congregants (Adams et al., 
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2020; Tsao et al., 2022). Hypertension represented the number one health issue that 
interfered with daily life for respondents, followed by arthritis. Thus, it was particu-
larly important to identify evidence-based lifestyle programs for implementation in 
year two of Faithfully Fit that were responsive to these assessment findings. As a 
result, a partnership with the YMCA was established to offer their Blood Pressure 
Self-Monitoring Program (BPSM) to congregants of one FBO as a pilot (YMCA, 
n.d.). The 4-month BPSM program challenges participants to take control of their 
blood pressure through twice monthly meetings with a Healthy Heart Ambassador 
and monthly nutrition seminars providing additional guidance on long-term lifestyle 
changes. Second, Walk with Ease, a program from the Arthritis Foundation (n.d.), 
was piloted with two FBOs in a virtual format due to COVID-19 social distanc-
ing policies. Walk with Ease is a 6-week community-based physical activity and 
self-management education program with an end goal of increasing the amount of 
weight-bearing activities which can assist with decreasing the onset and progression 
of arthritis. This multi-component program also includes health education, stretch-
ing and strengthening exercises, and motivational strategies. As Faithfully Fit has 
continued, additional health ministers have been certified at most congregations and 
programming has continued and expanded at FBOs. Faithfully Fit health ministers 
have been provided with tangible resources to continue their work throughout their 
congregations, including a comprehensive toolkit of assessments, strategies, and 
program ideas and access to a YouTube channel providing recordings of previous 
evidence-based programs and trainings. With support and technical assistance from 
the program team, health ministers have been willing to offer more comprehensive 
lifestyle change programs and their capacity and efficacy has increased, suggesting 
these programs and efforts will continue into the future.

Study Limitations

As with all community-based programs, this research faced certain limitations. Dur-
ing recruitment and data collection, challenges to participation included lack of 
access to and comfort using technology, along with obligations built into the church 
calendar that took precedence over Faithfully Fit activities. In addition, to promote 
equity among FBO partners, we did not partner with and collect data from control or 
comparison sites, which will limit our ability to infer any health improvements are 
a direct result of Faithfully Fit in the future. Further, the assessments implemented 
to establish baseline markers were all self-reported and the program team was not 
able to collect objective data to quantifiably measure health status. Lastly, the health 
minister role is an unpaid position most often done in addition to full-time jobs and 
family duties, leading to variations in health ministers’ commitment and availability 
to dedicate consistent effort on a weekly basis.

Future Directions

As we move forward, quality improvement, seamless implementation, and evalua-
tion of programs will be paramount. Equipping health ministers with the tools to 
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grow their programming menu and assess impact can lead to sustainable improve-
ments in the health of FBO congregations and the surrounding community. The 
strong connection between faith and health, the trusted relationships that are created 
between church leaders and congregants, and the formation of a health ministry led 
by a certified health minister who can assess the needs of the congregation, all point 
to the promise of Faithfully Fit health promotion programming. Future research 
should explore the success of programs across the country that seek to recognize the 
critical role health ministers play in congregations, communities, and public health. 
Steady funding for health minister positions needs to be identified to support this 
work. As is the case for many programs focused on improving health, the difference 
between short-term success and lasting impact depends on empowering individuals 
to change behavior while also creating broader environmental and systems supports 
that build the capacity of communities to promote health.

Acknowledgements  The authors would like to acknowledge the dedicated efforts of all Health Ministers 
and partnering faith-based organizations in Washington, DC, and the work of Michelle Kalicki.

Author Contributions  AS, DN, TP, and EC conceived of the research. All authors contributed to the 
implementation of the research. AW, RM, and EC conducted data collection and analysis. All authors 
contributed to the writing, review, and editing of the manuscript.

Funding  This program is funded wholly, or in part, by the Government of the District of Columbia, the 
Department of Health, Community Health Administration.

Availability of Data and Material  Anonymized, aggregate data will be made available upon request.

Declarations 

Conflict of interest  The authors have no conflicts of interest relevant to this article to disclose.

Ethical Approval  This research was approved by the American University Institutional Review Board in 
July of 2019.

Consent to Participate  Participants who completed materials online read a script and were asked to click 
"next" if they provided their consent to participate. Participants who completed paper surveys were pro-
vided with a description of the formative research and were asked to provide their verbal consent to par-
ticipate if they agreed to take part in the research.

Consent for Publication  Not applicable.

References

Adams, M. L., Katz, D. L., & Grandpre, J. (2020). Population-based estimates of chronic conditions 
affecting risk for complications from coronavirus disease, United States. Emerging Infectious Dis-
eases, 26(8), 1831–1833. https://​doi.​org/​10.​3201/​eid26​08.​200679

Allen, J. D., Torres, M. I., Tom, L. S., Rustan, S., Leyva, B., Negron, R., Linnan, L. A., Jandorf, L., 
& Ospino, H. (2015). Enhancing organizational capacity to provide cancer control programs 
among Latino churches: Design and baseline findings of the CRUZA Study. BMC Health Services 
Research, 15(1), 1–12. https://​doi.​org/​10.​1186/​s12913-​015-​0735-1

https://doi.org/10.3201/eid2608.200679
https://doi.org/10.1186/s12913-015-0735-1


2027

1 3

Journal of Religion and Health (2024) 63:2011–2030	

Ammerman, A., Corbie-Smith, G., St. George, D. M. M., Washington, C., Weathers, B., & Jackson-
Christian, B. (2003). Research expectations among African American church leaders in the 
PRAISE! project: A randomized trial guided by Community-Based Participatory Research. Ameri-
can Journal of Public Health, 93(10), 1720–1727. Doi: https://​doi.​org/​10.​2105/​AJPH.​93.​10.​1720.

Anshel, M. H. (2010). The Disconnected Values (Intervention) Model for promoting healthy habits 
in religious institutions. Journal of Religion and Health, 49(1), 32–49. https://​doi.​org/​10.​1007/​
s10943-​008-​9230-x

Arthritis Foundation. (n.d.). Walk With Ease. https://​www.​arthr​itis.​org/​health-​welln​ess/​healt​hy-​living/​
physi​cal-​activ​ity/​walki​ng/​walk-​with-​ease/​wwe-​about-​the-​progr​am

Austin, S. A., & Claiborne, N. (2011). Faith wellness collaboration: A community-based approach to 
address type ii diabetes disparities in an African American community. Social Work in Health Care, 
50(5), 360–375. https://​doi.​org/​10.​1080/​00981​389.​2011.​567128

Baruth, M., Bopp, M., Webb, B. L., & Peterson, J. A. (2015). The role and influence of faith leaders on 
health-related issues and programs in their congregation. Journal of Religion and Health, 54(5), 
1747–1759. https://​doi.​org/​10.​1007/​s10943-​014-​9924-1

Bergeron, K., Abdi, S., DeCorby, K., Mensah, G., Rempel, B., & Manson, H. (2017). Theories, mod-
els and frameworks used in capacity building interventions relevant to public health: A systematic 
review. BMC Public Health, 17(1), 914. https://​doi.​org/​10.​1186/​s12889-​017-​4919-y

Bopp, M., Baruth, M., Peterson, J. A., & Webb, B. L. (2013). Leading their flocks to health? Clergy 
health and the role of clergy in faith-based health promotion interventions. Family and Community 
Health, 36(3), 182–192. https://​doi.​org/​10.​1097/​FCH.​0b013​e3182​8e671c

Bopp, M., Peterson, J. A., & Webb, B. L. (2012). A comprehensive review of faith-based physical activ-
ity interventions. American Journal of Lifestyle Medicine, 6(6), 460–478. https://​doi.​org/​10.​1177/​
15598​27612​439285

Brewer, L. C., & Williams, D. R. (2019). We’ve come this far by faith: The role of the Black church in 
public health. American Journal of Public Health, 109(3), 385–386. https://​doi.​org/​10.​2105/​AJPH.​
2018.​304939

Bronfenbrenner, U. (1981). The Ecology of Human Development. Harvard University Press.
Brown, C. W., Alexander, D. S., Ellis, S. D., Roberts, D., & Booker, M. A. (2019). Perceptions and 

practices of diabetes prevention among African Americans Participating in a faith-based com-
munity health program. Journal of Community Health, 44(4), 694–703. https://​doi.​org/​10.​1007/​
s10900-​019-​00667-0

Buttorff, C., Ruder, T., & Bauman, M. (2017). Multiple chronic conditions in the United States. Rand 
Corporation. https://​www.​rand.​org/​conte​nt/​dam/​rand/​pubs/​tools/​TL200/​TL221/​RAND_​TL221.​pdf

Centers for Disease Control and Prevention. (2014). National Diabetes Statistics Report, 2014. Estimates 
of diabetes and its burden in the epidemiologic estimation methods. United States Department of 
Health and Human Services. https://​www.​cdc.​gov/​diabe​tes/​data/​stati​stics-​report/​index.​html

Chaudhary, A., Dosto, N., Hill, R., Lehmijoki-Gardner, M., Sharp, P., Daniel Hale, W., & Galiatsatos, 
P. (2019). Community intervention for Syrian refugees in Baltimore City: The lay health educator 
program at a local mosque. Journal of Religion and Health, 58(5), 1687–1697. https://​doi.​org/​10.​
1007/​s10943-​019-​00893-9

Cuffee, Y. L., Hargraves, J. L., & Allison, J. (2012). Exploring the association between reported discrimi-
nation and hypertension among African Americans: A systematic review. Ethnicity and Disease, 
22(4), 422–431.

DeHaven, M. J., Hunter, I. B., Wilder, L., Walton, J. W., & Berry, J. (2004). Health programs in faith-
based organizations: Are they effective? American Journal of Public Health, 94(6), 1030–1036. 
https://​doi.​org/​10.​2105/​AJPH.​94.6.​1030

District of Columbia Department of Health. (2011). Diabetes in the District of Columbia. https://​dchea​
lth.​dc.​gov/​sites/​defau​lt/​files/​dc/​sites/​doh/​Diabe​tes%​20in%​20the%​20Dis​trict%​20of%​20Col​umbia%​
20Fact%​20She​et%​20110​52012.​pdf

Eng, E., & Hatch, J. W. (1991). Networking between agencies and black churches: The lay health advi-
sor model. Prevention in Human Services, 10(1), 123–146. https://​doi.​org/​10.​1300/​J293v​10n01_​08

Eng, E., & Young, R. (1992). Lay health advisors as community change agents. Family and Community 
Health, 15(1), 24–40. https://​doi.​org/​10.​1097/​00003​727-​19920​4000-​00005

Faithful Families. (2018). Faith Community Assessment. https://​faith​fulfa​milies.​com/​wp-​conte​nt/​themes/​
faith​fulfa​milie​s2018/​assets/​resou​rces/​2018/​Faith​Commu​nityA​ssess​ment-​2018.​pdf

Fei, K., Rodriguez-Lopez, J. S., Ramos, M., Islam, N., Trinh-Shevrin, C., Yi, S. S., Chernov, C., 
Perlman, S. E., & Thorpe, L. E. (2017). Racial and ethnic subgroup disparities in hypertension 

https://doi.org/10.2105/AJPH.93.10.1720
https://doi.org/10.1007/s10943-008-9230-x
https://doi.org/10.1007/s10943-008-9230-x
https://www.arthritis.org/health-wellness/healthy-living/physical-activity/walking/walk-with-ease/wwe-about-the-program
https://www.arthritis.org/health-wellness/healthy-living/physical-activity/walking/walk-with-ease/wwe-about-the-program
https://doi.org/10.1080/00981389.2011.567128
https://doi.org/10.1007/s10943-014-9924-1
https://doi.org/10.1186/s12889-017-4919-y
https://doi.org/10.1097/FCH.0b013e31828e671c
https://doi.org/10.1177/1559827612439285
https://doi.org/10.1177/1559827612439285
https://doi.org/10.2105/AJPH.2018.304939
https://doi.org/10.2105/AJPH.2018.304939
https://doi.org/10.1007/s10900-019-00667-0
https://doi.org/10.1007/s10900-019-00667-0
https://www.rand.org/content/dam/rand/pubs/tools/TL200/TL221/RAND_TL221.pdf
https://www.cdc.gov/diabetes/data/statistics-report/index.html
https://doi.org/10.1007/s10943-019-00893-9
https://doi.org/10.1007/s10943-019-00893-9
https://doi.org/10.2105/AJPH.94.6.1030
https://dchealth.dc.gov/sites/default/files/dc/sites/doh/Diabetes%20in%20the%20District%20of%20Columbia%20Fact%20Sheet%2011052012.pdf
https://dchealth.dc.gov/sites/default/files/dc/sites/doh/Diabetes%20in%20the%20District%20of%20Columbia%20Fact%20Sheet%2011052012.pdf
https://dchealth.dc.gov/sites/default/files/dc/sites/doh/Diabetes%20in%20the%20District%20of%20Columbia%20Fact%20Sheet%2011052012.pdf
https://doi.org/10.1300/J293v10n01_08
https://doi.org/10.1097/00003727-199204000-00005
https://faithfulfamilies.com/wp-content/themes/faithfulfamilies2018/assets/resources/2018/FaithCommunityAssessment-2018.pdf
https://faithfulfamilies.com/wp-content/themes/faithfulfamilies2018/assets/resources/2018/FaithCommunityAssessment-2018.pdf


2028	 Journal of Religion and Health (2024) 63:2011–2030

1 3

prevalence, New York City Health and Nutrition Examination Survey, 2013–2014. Preventing 
Chronic Disease, 14, 160478. https://​doi.​org/​10.​5888/​pcd14.​160478

Gaskin, D. J., Thorpe, R. J., McGinty, E. E., Bower, K., Rohde, C., Young, J. H., LaVeist, T. A., & 
Dubay, L. (2014). Disparities in diabetes: The nexus of race, poverty, and place. American Jour-
nal of Public Health, 104(11), 2147–2155. https://​doi.​org/​10.​2105/​AJPH.​2013.​301420

Hardison-Moody, A., & Stallings, W. M. (2012). Faith communities as health partners: Examples 
from the field. North Carolina Medical Journal, 73(5), 387–388.

Hardison-Moody, A., & Yao, J. (2019). Faithful families, thriving communities: Bridging faith and 
health through a state-level partnership. American Journal of Public Health, 109(3), 363–368. 
https://​doi.​org/​10.​2105/​AJPH.​2018.​304869

Health Ministries Association. (2018). The health minister role: Guidelines and foundational cur-
riculum elements. http://​hmass​oc.​org/​wp-​conte​nt/​uploa​ds/​Healt​hMini​sterG​uidel​ines-​2016-​final-​
draft.​pdf

Heward-Mills, N. L., Atuhaire, C., Spoors, C., Pemunta, N. V., Priebe, G., & Cumber, S. N. (2018). 
The role of faith leaders in influencing health behaviour: A qualitative exploration on the views 
of Black African Christians in Leeds, United Kingdom. Pan African Medical Journal, 30. Doi: 
https://​doi.​org/​10.​11604/​pamj.​2018.​30.​199.​15656.

Holt, C. L., & McClure, S. M. (2006). Perceptions of the religion-health connection among Afri-
can American church members. Qualitative Health Research, 16(2), 268–281. https://​doi.​org/​10.​
1177/​10497​32305​275634

IBM SPSS Statistics for Windows (28.0). (2021). [Computer software]. IBM Corp.
Johnston, J. A., Konda, K., & Ablah, E. (2018). Building capacity among laity: A faith-based health 

ministry initiative. Journal of Religion and Health, 57(4), 1276–1284. https://​doi.​org/​10.​1007/​
s10943-​017-​0445-6

Kaplan, S. A., Ruddock, C., Golub, M., Davis, J., Foley, R., Sr., Devia, C., & Calman, N. (2009). Stir-
ring up the mud: Using a community-based participatory approach to address health disparities 
through a faith-based initiative. Journal of Health Care for the Poor and Underserved, 20(4), 
1111–1123. https://​doi.​org/​10.​1353/​hpu.0.​0221

Kent, K., Goetzel, R. Z., Roemer, E. C., Prasad, A., & Freundlich, N. (2016). Promoting healthy 
workplaces by building cultures of health and applying strategic communications. Journal of 
Occupational and Environmental Medicine, 58(2), 114–122. https://​doi.​org/​10.​1097/​JOM.​00000​
00000​000629

Kim, K. H., Linnan, L., Kramish Campbell, M., Brooks, C., Koenig, H. G., & Wiesen, C. (2008). 
The WORD (wholeness, oneness, righteousness, deliverance): a faith-based weight-loss program 
utilizing a community-based participatory research approach. Health Education and Behavior, 
35(5), 634–650. https://​doi.​org/​10.​1177/​10901​98106​291985

Kret, J., Senkuta Gebeyehu, & Diggs-Outlaw, R. (2014). The Burden of Cardiovascular Disease in the 
District of Columbia. District of Columbia Department of Health. https://​doh.​dc.​gov/​sites/​defau​
lt/​files/​dc/​sites/​doh/​publi​cation/​attac​hments/​DC%​20CVD%​20REP​ORT_​Final%​20v1.​pdf

Kumanyika, S. K. (2019). A framework for increasing equity impact in obesity prevention. American 
Journal of Public Health, 109(10), 1350–1357. https://​doi.​org/​10.​2105/​AJPH.​2019.​305221

Lancaster, K. J., Carter-Edwards, L., Grilo, S., Shen, C., & Schoenthaler, A. M. (2014). Obesity inter-
ventions in African American faith-based organizations: A systematic review. Obesity Reviews, 
15, 159–176. https://​doi.​org/​10.​1111/​obr.​12207

Leake, R., Green, S., Marquez, C., Vanderburg, J., Guillaume, S., & Gardner, V. A. (2007). Evaluat-
ing the capacity of faith-based programs in Colorado. Research on Social Work Practice, 17(2), 
216–228. https://​doi.​org/​10.​1177/​10497​31506​296408

Lee, S., Schorr, E., Hadidi, N. N., Kelley, R., Treat-Jacobson, D., & Lindquist, R. (2018). Power of 
peer support to change health behavior to reduce risks for heart disease and stroke for African 
American Men in a faith-based community. Journal of Racial and Ethnic Health Disparities, 
5(5), 1107–1116. https://​doi.​org/​10.​1007/​s40615-​018-​0460-7

Lemacks, J., Wells, B. A., Ilich, J. Z., & Ralston, P. A. (2013). Interventions for improving nutri-
tion and physical activity behaviors in adult African American populations: A systematic review, 
January 2000 Through December 2011. Preventing Chronic Disease, 10, 120256. https://​doi.​org/​
10.​5888/​pcd10.​120256

Levin, J. (2014). Faith-Based initiatives in health promotion: History, challenges, and current part-
nerships. American Journal of Health Promotion, 28(3), 139–141. https://​doi.​org/​10.​4278/​ajhp.​
130403-​CIT-​149

https://doi.org/10.5888/pcd14.160478
https://doi.org/10.2105/AJPH.2013.301420
https://doi.org/10.2105/AJPH.2018.304869
http://hmassoc.org/wp-content/uploads/HealthMinisterGuidelines-2016-final-draft.pdf
http://hmassoc.org/wp-content/uploads/HealthMinisterGuidelines-2016-final-draft.pdf
https://doi.org/10.11604/pamj.2018.30.199.15656.
https://doi.org/10.1177/1049732305275634
https://doi.org/10.1177/1049732305275634
https://doi.org/10.1007/s10943-017-0445-6
https://doi.org/10.1007/s10943-017-0445-6
https://doi.org/10.1353/hpu.0.0221
https://doi.org/10.1097/JOM.0000000000000629
https://doi.org/10.1097/JOM.0000000000000629
https://doi.org/10.1177/1090198106291985
https://doh.dc.gov/sites/default/files/dc/sites/doh/publication/attachments/DC%20CVD%20REPORT_Final%20v1.pdf
https://doh.dc.gov/sites/default/files/dc/sites/doh/publication/attachments/DC%20CVD%20REPORT_Final%20v1.pdf
https://doi.org/10.2105/AJPH.2019.305221
https://doi.org/10.1111/obr.12207
https://doi.org/10.1177/1049731506296408
https://doi.org/10.1007/s40615-018-0460-7
https://doi.org/10.5888/pcd10.120256
https://doi.org/10.5888/pcd10.120256
https://doi.org/10.4278/ajhp.130403-CIT-149
https://doi.org/10.4278/ajhp.130403-CIT-149


2029

1 3

Journal of Religion and Health (2024) 63:2011–2030	

McDonnell, J., & Idler, E. (2020). Promoting advance care planning in African American faith com-
munities: Literature review and assessment of church-based programs. Palliative Care and 
Social Practice, 14, 263235242097578. https://​doi.​org/​10.​1177/​26323​52420​975780

McKnight, J. & Kretzmann, J. P. (2001). Mapping community capacity. Center for Urban and Policy 
Research. https://​drive.​google.​com/​file/d/​17HFD​j6xwq​hPm8m​XCDVf​LQpMq_-​YI0y9G/​view

Mohamed, B.; Cox, K.; Diamant, J.; & Gecewicz, C. (2021). Faith among Black Americans. Pew 
Research Center. https://​www.​pewre​search.​org/​relig​ion/​2021/​02/​16/​faith-​among-​black-​ameri​
cans/

Newlin, K., Dyess, S. M., Allard, E., Chase, S., & Melkus, G. D. (2012). A methodological review 
of faith-based health promotion literature: Advancing the science to expand delivery of diabetes 
education to Black Americans. Journal of Religion and Health, 51(4), 1075–1097. https://​doi.​
org/​10.​1007/​s10943-​011-​9481-9

Peterson, J., Atwood, J. R., & Yates, B. (2002). Key elements for church-based health promotion pro-
grams: Outcome-based literature review. Public Health Nursing, 19(6), 401–411. https://​doi.​org/​
10.​1046/j.​1525-​1446.​2002.​19602.x

Pew Research Center (2020). Religion in America: U.S. religious data, demographics and statistics. 
Pew Research Center’s Religion & Public Life Project. https://​www.​pewfo​rum.​org/​relig​ious-​
lands​cape-​study/​racial-​and-​ethnic-​compo​sition/

Simoni, J. M., Franks, J. C., Lehavot, K., & Yard, S. S. (2011). Peer interventions to promote health: 
Conceptual considerations. American Journal of Orthopsychiatry, 81(3), 351–359. https://​doi.​
org/​10.​1111/j.​1939-​0025.​2011.​01103.x

Tagai, E. K., Scheirer, M. A., Santos, S. L. Z., Haider, M., Bowie, J., Slade, J., Whitehead, T. L., 
Wang, M. Q., & Holt, C. L. (2018). Assessing capacity of faith-based organizations for health 
promotion activities. Health Promotion Practice, 19(5), 714–723. https://​doi.​org/​10.​1177/​15248​
39917​737510

Tsao et al., 2022Tsao, C. W., Aday, A. W., Almarzooq, Z. I., Alonso, A., Beaton, A. Z., Bittencourt, 
M. S., & American Heart Association Council on Epidemiology and Prevention Statistics Com-
mittee and Stroke Statistics Subcommittee. (2022). Heart disease and stroke statistics—2022 
update: A report from the American Heart Association. Circulation, 145(8), e153–e639.

UMC Health Ministry Network (n.d.). UMC Health Ministry Network Toolkit. Wespath. https://​www.​
wespa​th.​org/​health-​well-​being/​health-​well-​being-​resou​rces/​clergy-​congr​egati​onal-​resou​rces/​
umchmn/​umc-​health-​minis​try-​netwo​rk-​faqs

Wesley Theological Seminary. (n.d.). Heal the sick program: Whole person health and well-being in 
the community. https://​www.​wesle​ysemi​nary.​edu/​ice/​progr​ams/​heal-​the-​sick/

Whisenant, D., Cortes, C., & Hill, J. (2014). Is faith-based health promotion effective? Results from 
Two Programs: Journal of Christian Nursing, 31(3), 188–193. https://​doi.​org/​10.​1097/​CNJ.​
0b013​e3182​a5f5a2

Wilcox, S., Laken, M., Parrott, A. W., Condrasky, M., Saunders, R., Addy, C. L., Evans, R., Baruth, 
M., & Samuel, M. (2010). The Faith, Activity, and Nutrition (FAN) Program: Design of a partic-
ipatory research intervention to increase physical activity and improve dietary habits in African 
American churches. Contemporary Clinical Trials, 31(4), 323–335. https://​doi.​org/​10.​1016/j.​cct.​
2010.​03.​011

Williams, D. R., Griffith, E. E., Young, J. L., Collins, C., & Dodson, J. (1999). Structure and provi-
sion of services in Black churches in New Haven, Connecticut. Cultural Diversity and Ethnic 
Minority Psychology, 5(2), 118.

Williams, D. R., Lawrence, J. A., & Davis, B. A. (2019). Racism and health: Evidence and needed 
research. Annual Review of Public Health, 40, 105–125. https://​doi.​org/​10.​1146/​annur​ev-​publh​
ealth-​040218-​043750

Williams, R. M., Glanz, K., Kegler, M. C., & Davis, E. (2012). A study of rural church health promo-
tion environments: Leaders’ and members’ perspectives. Journal of Religion and Health, 51(1), 
148–160. https://​doi.​org/​10.​1007/​s10943-​009-​9306-2

Williams, R. M., Tagai, E. K., Santos, S. L. Z., Slade, J. L., Carter, R. L., & Holt, C. L. (2018). The 
role of leadership support in a church-based cancer education implementation study. Journal of 
Religion and Health, 57(1), 146–156. https://​doi.​org/​10.​1007/​s10943-​017-​0427-8

Yeary, K. H. K., Cornell, C. E., Turner, J., Moore, P., Bursac, Z., Prewitt, T. E., & West, D. S. (2011). 
Feasibility of an evidence-based weight loss intervention for a faith-based, rural African Ameri-
can Population. Preventing Chronic Disease, 8(6), A146.

https://doi.org/10.1177/2632352420975780
https://drive.google.com/file/d/17HFDj6xwqhPm8mXCDVfLQpMq_-YI0y9G/view
https://www.pewresearch.org/religion/2021/02/16/faith-among-black-americans/
https://www.pewresearch.org/religion/2021/02/16/faith-among-black-americans/
https://doi.org/10.1007/s10943-011-9481-9
https://doi.org/10.1007/s10943-011-9481-9
https://doi.org/10.1046/j.1525-1446.2002.19602.x
https://doi.org/10.1046/j.1525-1446.2002.19602.x
https://www.pewforum.org/religious-landscape-study/racial-and-ethnic-composition/
https://www.pewforum.org/religious-landscape-study/racial-and-ethnic-composition/
https://doi.org/10.1111/j.1939-0025.2011.01103.x
https://doi.org/10.1111/j.1939-0025.2011.01103.x
https://doi.org/10.1177/1524839917737510
https://doi.org/10.1177/1524839917737510
https://www.wespath.org/health-well-being/health-well-being-resources/clergy-congregational-resources/umchmn/umc-health-ministry-network-faqs
https://www.wespath.org/health-well-being/health-well-being-resources/clergy-congregational-resources/umchmn/umc-health-ministry-network-faqs
https://www.wespath.org/health-well-being/health-well-being-resources/clergy-congregational-resources/umchmn/umc-health-ministry-network-faqs
https://www.wesleyseminary.edu/ice/programs/heal-the-sick/
https://doi.org/10.1097/CNJ.0b013e3182a5f5a2
https://doi.org/10.1097/CNJ.0b013e3182a5f5a2
https://doi.org/10.1016/j.cct.2010.03.011
https://doi.org/10.1016/j.cct.2010.03.011
https://doi.org/10.1146/annurev-publhealth-040218-043750
https://doi.org/10.1146/annurev-publhealth-040218-043750
https://doi.org/10.1007/s10943-009-9306-2
https://doi.org/10.1007/s10943-017-0427-8


2030	 Journal of Religion and Health (2024) 63:2011–2030

1 3

YMCA. (n.d.). YMCA Blood Pressure Self-Management Program. https://​www.​ymca.​org/​what-​we-​do/​
healt​hy-​living/​fitne​ss/​self-​monit​oring

Publisher’s Note  Springer Nature remains neutral with regard to jurisdictional claims in published maps 
and institutional affiliations.

Springer Nature or its licensor holds exclusive rights to this article under a publishing agreement with the 
author(s) or other rightsholder(s); author self-archiving of the accepted manuscript version of this article 
is solely governed by the terms of such publishing agreement and applicable law.

https://www.ymca.org/what-we-do/healthy-living/fitness/self-monitoring
https://www.ymca.org/what-we-do/healthy-living/fitness/self-monitoring

	Engaging Faith-Based Organizations to Promote Health Through Health Ministries in Washington, DC
	Abstract
	Introduction
	Methods
	Participating FBOs
	Health Minister Training
	Formative Assessment Measures
	Environmental Scan
	Community Windshield Wiper and Walking Tour
	Health Minister Post-Course Survey
	Faith Community Needs Assessment

	Data Analysis

	Results
	Environmental Scan Results
	Community Windshield Wiper and Walking Tour Results
	Health Minister Post-Course Survey Results
	Faithfully Fit Community Needs Assessment Survey Results

	Discussion
	Study Limitations
	Future Directions

	Acknowledgements 
	References




