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INTRODUCTION
•

•

•

•
•

Previous studies have demonstrated the effectiveness of age-appropriate
and gender-specific preventive services in improving health outcomes,
preventing disease, and minimizing disease burden, yet disparities in
preventive health service utilization exist by race/ethnicity.
African Americans are less likely than Whites to receive early preventive
health services including blood pressure and cholesterol screenings.
However, cardiovascular disease remains higher among African Americans
and they are more likely to have complications from later diagnosis as a
result of delayed preventive services.
African Americans are more likely than Whites to lack continuity in health
care and to receive routine care in emergency rooms, clinics, or no routine
care.
Utilization of preventive screenings can reduce premature mortality and
morbidity, and improve quality of life.
Given that African Americans report higher level of church attendance than
any other racial/ethnic group, the Black Church may be an optimal setting
to provide health screenings and reduce health disparities.

OBJECTIVE
•

Identify sociodemographic variables (age, gender, education, religiosity)
and health behaviors (previous health screening, last annual health exam
[when/where]) among African American church populations related to
positive or negative opinion on the statement, "My church should offer
health screenings, like blood pressure and cholesterol screenings.”

RESULTS
Table 1. Participants’ Demographics

N (%)

Education
• High school graduate or GED
• Some college (but no degree)
• Associates or technical school certificate
• Bachelor’s degree
• Some graduate school or graduate degree

138 (25.5)
153 (28.2)
59 (10.9)
64 (11.8)
74 (13.7)

Religious behavior
• Attended a worship service almost weekly

422 (77.9)

Previous health screening (ever)
• Blood Pressure
• Colon Cancer
• Cholesterol
• Blood Glucose
• Prostate Cancer (men)
• Breast Cancer (women)
• Pap test (women)
- Age appropriate and gender-specific screening as recommended by USPFTF

DISCUSSION

486 (95.3)
102 (80.3)
240 (93.0)
384 (85.5)
31 (91.2)
153 (94.4)
258 (97.0)

Last annual health exam
• Past 0-12 months
• Past 13-24 months
• More than 2 years ago
• Never/Not sure

379 (69.9)
68 (12.5)
39 (7.2)
28 (5.2)

Location of routine preventive care
• Doctor’s office or HMO
• Clinic or health center
• Hospital outpatient department
• Do not receive preventive care

298 (55.8)
110 (20.6)
68 (12.7)
29 (5.4)

Table 2. Chi-square Analysis of Agreement with Church-Offered Health Screenings

METHODS
•
•
•

•

Survey data from Project TIPS (Taking It to the Pews), a culturally and
religiously tailored HIV education and prevention study piloted in 4
African American churches
Participant (N = 543) demographics: Aged 18 to 65 (M=42 , SD = 13), 64%
women, 28% community members
Outcome variable: Responses to “My church should offer health
screenings, like blood pressure and cholesterol screenings” included
Strongly Agree, Agree, Uncertain, Disagree, Strongly Disagree. Responses
were recoded into 0 = Uncertain/Disagree/Strongly Disagree and 1 =
Strongly Agree/Agree
Chi-square and t-test analysis were performed

Chi-square

P-value

Gender (female or male)

4.56

0.033**

Church member (church member or community member)

1.25

0.263

Preventive care location (doctor’s office or other)

2.73

0.098*

Table 3. Independent Samples T-Test of Agreement with Church-Offered Health
Screenings
Agree (µ)

Disagree (µ)

P-value

Age

42.45

40.87

0.410

Education

5.07

4.33

0.005***

Religious behavior (∑)

31.01

29.61

0.302

Number of previous health screenings

3.71

3.12

0.020**

Last annual health exam

1.33

1.47

0.319

* p <.10, ** p<.05, ***p<.01

Our findings suggest a higher percentage of male participants
disagree with church-offered health screenings compared to females.
Additionally, participants with lower levels of education and lower
numbers of previous health screenings were more likely to disagree.
• Those that received primary care at a doctor’s office showed marginal
significance for agreement with health screenings in the church.
• Similarly, general population studies show low educational
attainment, male gender, and lack of routine health care are
associated with deceased utilization of preventive care services. This
may be due to limited understanding of the importance of preventive
health services in early detection and prevention of chronic disease,
and lower self-perceived risk. Limited use of preventive services
among African Americans may also include mistrust of healthy
systems, poor quality of services, costs, and transportation issues.
• Previous studies demonstrate that church based health interventions
can improve preventive screening behaviors. Findings from this study
can help inform the design of future church interventions to target
those less likely to agree with church-offered health screenings (i.e.
men, members with lower education, those with lower number of
health screenings and no primary care provider) to potentially
improve engagement of these members in receiving health screenings
provided in accessible church settings.
Limitations
• Motivation and purpose for last annual health exam was not assessed
(i.e. required physical for school/work).
• Did not assess reason for non-agreement with health screenings offered
in church.
Future Directions
• Further assess the feasibility of implementing preventive health
screening services, such as diabetes, cholesterol, and blood pressure in
the Black Church.
• Measurement of health outcomes, such as reduction in morbidity, as a
result of preventive screening services offered by the Black Church.
• Mobilization of preventive health cancer screening services (e.g.
colorectal cancer) into the community, specifically church settings.
•

ACKNOWLEDGEMENTS: Community Health Research Group at UMKC.
Grant NIMH K01 MH082640

