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Providing Hypertension Education for African Immigrants at a Southern California
Congregation During the COVID-19 Pandemic
Abstract
Background: Hypertension (HTN) is one of the major risk factors for cardiovascular
disease and the prevalence is highest among African Americans (AAs) (American Heart
Association, 2017). The difference in the management and outcomes of HTN between
African Americans and Whites is most disparate with lack of education being a major
contributor to uncontrolled HTN among African Americans, especially among African
Immigrants (Lackland, 2014).
Problem: According to church leadership at the project setting, the majority of their adult
African Immigrant population is believed to have hypertension, and a few have developed
complications of hypertension, such as stroke and kidney disease.
Methods: Pre- and post-intervention surveys were used to assess and evaluate HTN knowledge
and blood pressure. Analysis was done utilizing Statistical Package for Social Sciences (SPSS)
Version 24 and Excel Spreadsheet.
Interventions: Hypertension education incorporated as storytelling was used in the delivery of
the education by providing an educational toolkit. Pre- and post-intervention surveys and blood
pressure checks were utilized for assessment and evaluation respectively.
Results: Participants reported increased HTN knowledge by 68.2% after the educational
intervention. The mean Systolic Blood Pressure (BP) decreased from 146.05 to 140.41 (3.86%)
while the mean Diastolic BP decreased from 89.45 to 82.55 (7.71%) at five months post
intervention.
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Conclusions: Findings demonstrated the importance of evidence-based HTN education among
African Americans, especially African Immigrants in a culturally appropriate setting like a
church.
Keywords: African Americans, Education, Hypertension, Immigrants
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Providing Hypertension Education for African Immigrants at a Southern California
Congregation During the COVID-19 Pandemic
Hypertension (HTN), also known as high blood pressure (HBP) is a condition in which
the blood vessels have persistently raised pressure (World Health Organization, 2019). High
blood pressure is also described as one of the leading preventable risk factors for cardiovascular
disease with a higher population burden among African Americans (Mills et al., 2016). About
three-quarters of African Americans are likely to develop high blood pressure by the age of 55,
compared to about half of their White counterparts (Thomas et al., 2018). Americans of African
descent tend to develop hypertension and complications of hypertension at an earlier age than
Whites or Mexican Americans (Flack et al., 2010).
Background
The term African American describes people of African ancestral origin, who selfidentify or are identified by others as African Americans and are descendants of slaves
brought to the United States between the 17th and 19th century (Terrazas, 2009). The top
countries of origin for African immigrants to the United States are Nigeria, Ethiopia, Ghana,
and Kenya (Terrazas, 2009). African Americans (AAs) are different slightly in culture,
language, health, and migration history from Africans who are 21st century immigrants from
Africa (African immigrants) or the Caribbean islands; however, there are more similarities
than differences in the culture of African Americans and African immigrants (Terrazas, 2009).
Evidence about hypertension management of African Americans was used in this immigrant
population because of their similarities. Lack of knowledge about hypertension, lack of trust
for the healthcare system, culture, and other social determinants of health are reported as some
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of the barriers to healthcare access for African immigrants living in the United States
(Adekeye et al., 2017).
A scoping review conducted by Omenka et al., (2020) concluded that lack of culturally
competent healthcare, distrust, and cost are major healthcare barriers to African Immigrants.
Cultural influences shape beliefs about hypertension and impact self-management behaviors
(Jones et al., 2017). The pandemic and COVID-19 vaccination rates have also shown the
gap in access to healthcare between AAs and other races; as well as the lack of trust
(Treadwell, 2020).
There is a need for a paradigm change in the care of AAs. New healthcare
leadership, especially those which are nursing-specific would be required to critically
investigate why AAs perceive lack of respect from healthcare practitioners, especially
those who are not from their race; and develop models of respect and caring, which
would translate into trust between AAs and healthcare service providers (Omenka et al.,
2020).
Problem Description
According to church leadership at the project setting, the majority of the adult population
of the church are over the age of 50, believed to have hypertension, and do not have primary care
providers. The church does not have a formal mechanism of gathering and using health-related
information. A few of the parishioners have developed complications of hypertension, such as
stroke and kidney disease in the last few years. The leadership believes a coordinated effort to
educate the congregation with evidence-based hypertension education in a comfortable and safe
setting like the church might improve knowledge and self-care and therefore prevent
complications. A reduction in blood pressure and improvement in lifestyle satisfaction are
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possible with coaching by faith community nurses because participants feel that coaching is best
done in an environment of support (Cooper & Zimmerman, 2017).
Setting
The project was conducted at a congregational setting of mainly African immigrants in
Southern California and addresses the gap in the church’s mission of caring for the souls and
bodies of their congregation. The congregation has about 120 members with the majority being
50 years and older. The majority of members migrated from Nigeria.
Specific Aim
Develop an educational toolkit to educate African immigrants aged 21 years and older at
a congregation in Southern California to improve hypertension knowledge by at least 25% from
baseline and reduce blood pressure from baseline by at least 10% over five months.
Hypertension education, when provided in a culturally accepted setting for African Immigrants,
could improve hypertension knowledge and assist participants to change behaviors that could
lower blood pressure.
Available Knowledge
PICOT Question
The PICOT question was: In African immigrants aged 21 years and older, who are
members of the same congregation in Southern California (P), how will culturally tailored,
evidenced-based hypertension education (I) impact knowledge and blood pressure (O) from
baseline (pre-education) (C) in five months (T)?
Search Methodology
A systematic search was conducted in three databases: Cumulative Index of Nursing and
Allied Health Literature (CINAHL) Complete, PubMed, and Scopus, which were accessed
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through the University of San Francisco (USF) website. The goal was to look for research
articles, including clinical trials, meta-analysis, and systematic reviews, which were peerreviewed and published in English. The key words used in the search were hypertension,
education, knowledge, African Americans, church, and immigrants. Internet searches using the
same key words plus African immigrant were conducted on the websites of the American Heart
Association; National Heart, Lung, and Blood Institute (NHLBI); Centers for Disease Control
and Prevention (CDC); American Society of Hypertension; and Google Scholar. Initial results
produced 164 yields. The results were further refined by limiting the search to publication
between 2015 and 2020, and the search finally produced 20 results. Some articles published
between 2010 and 2014 were included in the review because of their relevance and positive
outcomes of health education in church settings, which added 10 articles to the articles reviewed.
Finally, ten articles were reviewed by title, abstract, study designs, and methods to ensure
they answered the PICOT question and if they discussed barriers to hypertension knowledge and
new models of improving hypertension knowledge in African Americans and African
Immigrants. Finally, the outcomes and conclusions were reviewed to check if there was
improved knowledge or adherence in self-management of blood pressure and improved
outcomes for the patients. The evaluation of evidence table (see Appendix A) was completed for
the ten articles using the Johns Hopkins evaluation tool (Dang & Dearholt, 2018). The ten
articles for appraisal were chosen because of focuses of their studies which included prevalence,
knowledge, or lack of knowledge, barriers, and culture of hypertension among African
Americans and African Immigrants.
The strength of the evidence for the articles ranged between levels I and III. There were
two level I good quality, one level II high quality, four level II good quality, and one level III
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high quality, and two level III good quality articles. The studies focused on prevalence,
acculturation, culture, perceived barriers, lack of knowledge, and community engagement.
Integrated Review of the Literature
Prevalence
High blood pressure (hypertension) is prevalent in the Black population in America. Its
pathological process is complicated and includes high incidence of obesity, salt sensitivity, and
activation of the renin-angiotensin aldosterone system (Ortega et al., 2015). The prevalence in
African Americans is among the highest in the world (American Heart Association, 2017). Heart
disease, which includes high blood pressure, is the leading cause of death in the United States
and claims 165 of 100,000 annually lives in the United States (Center for Disease Control and
Prevention [CDC], 2017). Although HTN is described as one of the leading preventable risk
factors for cardiovascular disease, the prevalence is still higher among African Americans (Mills
et al., 2016).
In a Level II-B cross-sectional study conducted by Thomas et al. (2018), which was a
follow-up to the subjects of the Coronary Artery Risk Development in Young Adults (CARDIA)
study of 1985-1986, Thomas and colleagues found that the incidence of hypertension was about
75% among Black men and women; and about 54% and 40% among White men and women
respectively. They also found out that Blacks developed hypertension earlier than their White
counterparts. According to the National Health and Nutrition Examination Surveys of 20152016, prevalence of hypertension was higher in Blacks at 40.3%, in comparison with their White
counterparts at 27.8% (Fryar et al., 2017).
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Acculturation
A Level II-B cross-sectional epidemiological study, conducted by Commodore-Mensah
et al. (2017) examined the association between acculturation and cardiovascular disease (CVD)
risk factors, including hypertension, in African Immigrant population in the United States, and
found that only 50% had their blood pressure under control. The study also found that African
Immigrants who identified equally with the U.S. society and their African culture
(integrationists) were more likely to have controlled blood pressure than those who identified
more with only their African culture (traditionalists), at 68% versus 25%, respectively
Commodore-Mensah et al. (2017). Inadequate healthcare access is associated with substandard
health outcomes, and African Immigrants report difficulties with healthcare access, including
healthcare system complexity and resources, as well as cost of care (Boise et al., 2013). Like
other immigrants, African Immigrants are more likely to not have health insurance coverage and
to report utilization of hospital emergency departments as their main source of primary care
(Boise et al., 2013).
To ensure optimal care and health outcomes, the United States practice of grouping all
African-descent populations into the “Black/African American” category, without regard to
country of origin, obscures socioeconomic and cultural differences and needs to be re-evaluated
(Commodore-Mensah et al., 2015). Healthcare providers are more likely to encounter African
immigrants from the most frequent countries of origin, which are Nigeria, Ethiopia, Ghana, and
Kenya, and may be ill-equipped to address their risk for cardiometabolic disease in a culturally
appropriate way (Terrazas, 2009).
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Culture
The statistics on African Immigrants who reside in California are not readily available;
however, there is a large concentration of African Immigrants in the Los Angeles area. Omenka
and colleagues (2020) conducted a scoping review to examine African Immigrant health in the
US and identified culture, religion, and spirituality as key contributors to the healthcare
experiences of African Immigrants. Omenka et al. (2020) concluded that lack of culturally
competent healthcare, distrust, and cost are major healthcare barriers to African Immigrants.
More studies are needed to know if the finding of culturally competent healthcare is an issue:
however, the review underscores the importance of cultural competency of providers to
effectively care for AAs. Cultural influences shape beliefs about hypertension and impact selfmanagement behaviors (Jones et al., 2017).
African Immigrants believe in the power of prayer, and some believe prayer alone will
lower their blood pressure. Some African Immigrants also believe in folk medicine, and some of
them would rather use herbs for hypertension and other diseases. The perception of family
support is also important among African Immigrants in the management of hypertension, as well
as most chronic diseases (Ojo et al., 2016).
A Level I-B randomized controlled trial was conducted by Greer and Ostwald (2015) at a
rural community in Texas, where sixty women from two churches and a community center were
enrolled. Thirty AA women were in the intervention group who received culturally tailored
education with language that AAs found respectful; hypertension and medications were also
described in terms AAs could understand. Prayers, songs, and Bible passages about health were
shared at the beginning and end of every session. The control group received standard care.
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The authors sought to determine if a tailored educational intervention using knowledge,
attitude, and beliefs could improve compliance to management and control of hypertension in
African Americans. The researchers concluded that participants demonstrated improved
compliance with the program used in the church setting. Future studies using similar programs
with a larger sample size are warranted to decrease the high level of complications of
hypertension in African American population (Greer & Ostwald, 2015).
In a Level I-B randomized control trial conducted among African American Veterans
with uncontrolled hypertension, Bokhour et al. (2016) stated that prescribing medication and
information for hypertension management had limited effectiveness among disadvantaged
populations. Disadvantaged populations do not necessarily connect health information to health
outcomes (Bokhour et al., 2016). The study concluded that how people understand their
condition and life experience influences how they manage diseases (Bokhour et al., 2016). The
model and experience described tie closely to patients’ interaction with their healthcare
providers, family members, and their communities (Bokhour et al., 2016). The study used
narratives, in which patients can readily share the stories about how they have been able to
manage and control their illness, which may be a great complimentary educational method to add
to the management of hypertension in African Americans because of their culture and belief in
storytelling (Bokhour et al., 2016).
Perceived Barriers
A patient’s perception of barriers and availability of patient’s support groups may
influence a patient’s decision to manage hypertension. A Level III-B qualitative descriptive
study conducted by Rimando (2015) identified barriers to accessing healthcare in AAs, such as
participants missing clinic appointments, inadequate health literacy, and lack of motivation to
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exercise. Other barriers include socioeconomic factors, such as employment status, education
level, insurance status, and poverty, which may influence management and control of
hypertension (Rimando, 2015). The fear of injury and distrust of the healthcare system could
influence an individual’s ability to care for themselves and to seek help (Rimando, 2015). The
lack of trust in patient-provider relationship has also been documented as a barrier to quality care
for African Americans (Jones et al., 2017).
A qualitative study conducted by Adekeye et al. (2014) sought to examine the views of
African immigrants on their perception on health, healthcare access, and barriers to health
resources faced by their elderly population. The participants were drawn from a convenience
sample of young people and the elderly, and they were interviewed using a photovoice
methodology. The young participants were trained to use video, so they could record their
interactions with the elderly population. The study questions were directed at the elderly while
the youth recorded the interviews. The authors found themes like diet, feeling of insecurity, lack
of money, and lack of access to health care. The authors concluded that African Immigrants
understand various levels of health literacy, and some were able to identify barriers. However,
African Immigrants would appreciate stronger relationships between healthcare providers and
their community if culturally appropriate communication would be utilized (Bokhour et al.,
2016).
Lack of Knowledge
Jones and colleagues (2017), in a Level II-A descriptive cross-sectional study, explored
hypertension knowledge in a sample of 151 African American women at a church conference
and concluded that the majority of the sample had misconceptions about hypertension.
Participants believed that hypertension could be cured, and that vigorous exercise could lower
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blood pressure. The majority of the women in the study were educated, as over 85% of them had
attended college, and believed that stress caused hypertension. Participants’ knowledge of
hypertension was assessed in the study with a 12-item survey developed by the National Heart,
Lung, and Blood Institute NHLBI – Check Your High Blood Pressure Prevention IQ survey. The
survey is a true/false survey, with scores ranging from 0-12. There is a score of one point for a
correct answer and 0 for incorrect answer The higher the scores, the higher the level of
knowledge about hypertension.
The Check Your High Blood Pressure Prevention IQ survey is a valid and reliable tool
which has been used in previous studies about hypertension knowledge, including a descriptive,
cross-sectional epidemiological study of African Americans by Scisney-Matlock et al. (2004).
The survey has face validity and was also used in a study by Kim et al., (2006) to test a self-help
intervention program among Korean Americans with high blood pressure.
Hypertension is referred to as a silent killer because it rarely presents with obvious
symptoms until it becomes serious; diagnosis of hypertension sometimes do not translate into
effective management for African Americans (Aycock et al., 2013). Hypertension education has
been documented as one of the areas to improve knowledge among African Americans and the
church is a comfortable and trusted setting where African Americans can meet to receive such
education (Aycock et al., 2013). A Level II-B cross-sectional, exploratory research study was
conducted by Aycock and colleagues (2013) to look at the effect of hypertension education,
screening knowledge, and improved health behaviors. The study was conducted in a southern
city in the United States among 45 African American churches, and the authors concluded that
there is a desire to reduce the burden of hypertension among African Americans; however,
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African Americans have a distrust of the healthcare system and would respond better to
healthcare provided in their community.
In a Level II-B cross-sectional study conducted by Harmon et al., (2016) using a content
analysis methodology, messaging strategies which can help churches promote behavior change
were reviewed in twenty churches in South Carolina. One thousand and twenty-five items were
coded as having disease messages. The most frequent disease topics in church messages are
cancer, heart diseases, infectious diseases, diabetes, and influenza. Hypertension was the most
messaged disease out of the heart disease messages. This shows that AA churches are willing to
provide health messages to their congregation, and some are already doing so (Harmen et al.,
2016), African American churches could therefore have an impact on the prevention and control
of hypertension by using appropriate messaging strategy to introduce health education to
improve knowledge, change behavior, and reduce hypertension.
Community Engagement
In a community-based setting, the Afro-Cardiac Study revealed that engaging community
leaders, such as religious leaders, in the recruitment process is an important strategy to improve
participation in health discussions due to the inherent distrust reported in many ethnic minorities
(Commodore-Mensah et al., 2016). African American churches are willing to provide diseaserelated messages to their congregation; however, it is important to deliver health messages in
ways that will match the messaging strategies of African Americans churches like incorporating
prayers and spiritual songs (Harmon et al., 2016). Messaging strategies for African Americans
include delivery of messages during group sessions, prayers, worship songs, and storytelling.
Members of African American congregations engage and respond positively during group
sessions and prayer (Harmon et al., 2016).
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Faith communities trust their clergy, and when they are engaged in their worship setting
tend to be more inclined to change behaviors (Bangurah et al., 2017). A Level II-B quasiexperimental study in which a four-week, nurse-led diet and exercise intervention was conducted
in a rural northwestern church in the United States. The authors concluded that the majority of
the congregation made behavioral changes with the assistance of their clergy and the intervention
of a nurse (Bangurah et al., 2017).
Summary of the Evidence
The review of literature highlighted the prevalence of hypertension in African Americans,
especially African Immigrants. It also highlighted knowledge deficit, acculturation, and culture
as perceived barriers in acquiring evidence-based hypertension education. The high incidence
and prevalence of hypertension associated with racial difference between Blacks and Whites
from young adulthood to middle age may help determine the need for culturally adapted methods
of prevention of hypertension among Blacks (Thomas et al., 2018).
Existing studies point to a need for some changes in the management of hypertension in
African Americans (Rimando, 2015), since AAs are more emotionally engaged and report
intentions to change behavior when watching real patient hypertension management success
stories (Bokhour et al., 2016). Culturally tailored programs resonate more with African
Americans and help in the management of hypertension. The use of community engagement in
settings where African Americans are comfortable, such as the church, and with leaders they
trust, such as their clergy as facilitators, and utilizing cultural and religious approaches, like
storytelling and prayer, have been documented as successful approaches to educating African
Americans, with good outcomes.
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Provision of evidence-based information using narratives may help patients successfully
manage their illnesses, especially patients in communities that have strong narrative traditions,
such as African American communities (Bokhour et al., 2016). Most of the proposed models
described in the studies reviewed are within the scope of nursing practice; therefore, nurses could
lead the programs. The evidence therefore answered the PICOT question, which was “In African
immigrants aged 21 years and older, who are members of the same congregation in Southern
California (P), how will culturally-tailored, evidenced-based hypertension education (I) improve
knowledge and blood pressure (O) from baseline (pre-education) (C) in five months (T)? The
evidence is strong enough to make the practice change recommendation which includes
promoting culturally appropriate communication, providing HTN education, screening, and
referrals in church communities because of the trust AAs have in church communities.
A practice change is therefore recommended utilizing new models to complement the
existing model of care for the management of hypertension, especially among minorities. The
models include using narratives (Greer & Ostwald, 2015), especially in African Americans
communities with strong narrative traditions (Bokhour et al., 2016) and identifying barriers and
facilitators (Rimando, 2015). In addition, African Immigrants appreciate stronger sustainable
partnerships between healthcare providers and their community, if culturally appropriate
communication is utilized (Bokhour et al., 2016).
Rationale
Pender’s Health Promotion Model (HPM) and the community organization and
community-building models were used as the constructed conceptual framework for this project.
The central construct of HPM is Bandura’s (1977) social learning theory (SLT). Social learning
theory, now titled social cognitive theory (SCT), includes self-beliefs, self-attribution, self-
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evaluation, and self-efficacy. Self-efficacy is a central construct of the HPM (Pender et al.,
2002). Apparently, traditional approaches to hypertension management are not as effective with
African Americans as they are with their counterparts; therefore, healthcare providers and parish
nurses need to look for more culturally tailored approaches (Thomas et al., 2018).
The main concepts of the HPM include prior related behavior, personal factors, perceived
self-efficacy, activity-related affect, interpersonal influences, situational influences, commitment
to a plan of action, immediate competing demands and preference, and health-promoting
behaviors. The HPM was used as the nursing theoretical framework to guide a change in
behavior for the participants. It was used to help participants identify prior related behaviors and
some personal factors which could be barriers to a change in behavior. The group was able to
discuss briefly some interpersonal and situational influences which might prevent or enable
change in behavior. Experiences were shared, and facts and myths were clarified. The framework
was also used to explore some culturally tailored models of hypertension management, which
tend to improve patients’ attitudes to comply with their disease management. This included some
African proverbs and Bible scriptures about health which had helped some of the participants to
manage their health better, thereby gaining better control of their hypertension. The HPM also
challenged the participants to take responsibility and develop a plan of action.
The community organization and community-building models by Wallerstein et al.,
(2015) were used to guide the community engagement aspect of the project. Community
organization and community-building models may be described as one or two models, and they
include locality development, social planning, and social action. A key construct of the model
looks at community development as the primary consensus (Wallerstein et al., 2015). Strategies
include grassroots organizing, organizing coalitions, use of lay workers, and leadership
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development. Other strategies are critical awareness and reflection, building community identity,
political and legislative actions, and culture-relevant practice. The model emphasizes active
participation from the community in identifying key health issues and strategies to address them
(Wallerstein et al., 2015). Communities focus on their strengths and collectively mobilize to
develop programs to achieve health goals.
Community organization and community-building models (Wallerstein et al., 2015)
supported the project by encouraging the community to be aware of the health issues among
themselves through education, which is critical awareness and reflection, one of the constructs of
the model. According to Greer and Ostwald (2015), tailored educational intervention using
knowledge, attitude, and beliefs could improve compliance to management and control of
hypertension in African Americans. Another construct of the community-building model is
culture-relevant practice which was incorporated into the project by utilizing the congregational
belief in religion, and the safety of the church community.
Methods
Context
The project was implemented at a congregational setting of mainly African immigrants in
Southern California. According to church leadership, the majority of the adult population of the
church are over the age of 50 years believe they have hypertension, do not have primary care
providers, and some have developed complications of hypertension, such as stroke and end-stage
renal disease. The stakeholders were the pastors and church leadership, which included: (a)
church patron, who is the leaders of the men’s ministry; (b) church matron, who is the leader of
the women’s ministry; and (c) evangelists, who are worship and prayer leaders in the church.
Other stakeholders include members of the congregation.
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Additional stakeholders included four volunteers; two registered nurses, and two lay
members from the congregation were recruited to assist with the project implementation. The
church leadership believed there was a need for hypertension education and supported a
coordinated effort to educate the congregation to improve self-care and hypertension. The
congregation was highly receptive to the education session. A letter of support was obtained from
the church (see Appendix B).
Interventions
An initial virtual meeting using the Zoom platform, due to social distancing requirements
during the COVID-19 pandemic was held with the leadership of the church to discuss the aims
and objectives of the project. The project manager (DNP student) created a WhatsApp group
forum for volunteers to facilitate communication about the project plan. Meetings were held
using WhatsApp to discuss details of the project with the volunteers and explain their
responsibilities. Two registered nurses took participants’ temperature according to COVID-19
guidelines (CDC, 2020) and blood pressure measurements; supervised hand washing and the use
of hand sanitizer, while the lay volunteers oversaw registration, seating arrangements, and
distribution of packets and gift cards.
Announcements about the project were made during church programs on Wednesdays,
Fridays, and Sundays, and interested participants signed up for the program. A 30-minute
question and answer (Q&A) session to discuss, and present the proposed project was approved
by the leadership of the church. The Q&A session was held during the church service two weeks
before the program. The Q & A session provided the opportunity for the project manager (DNP
student) to provide a brief overview of the project, the aims, a brief background about the
problem in the community, the intervention, and that the project results would be shared with the
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community as aggregate data. The congregation was informed that participation was voluntary.
Participants were informed that those with temperatures at 100 degrees Fahrenheit and above
would not be admitted into the hall on the project day.
An educational toolkit was developed by the DNP student with information and guidance
on how to prevent and manage HTN. Local resources about hypertension were also included in
the toolkit. The toolkit is attached as Appendix C. The toolkit addresses what hypertension is,
signs and symptoms, risk factors, health behaviors, lifestyle changes, and regular blood pressure
monitoring. Resources from NHLBI and the American Heart Association like “Small Steps to
Take Control”, and “The Correct Way to measure Blood Pressure” were included in the packet to
re-enforce hypertension knowledge. A wallet blood pressure card, a blank family tree chart to
identify those in the family who they know to have hypertension, a note pad and a pen were also
included in the packet.
Surveys and questionnaires were utilized during the educational sessions and included in
the toolkit. The participants’ demographics were identified by providing a questionnaire (see
Appendix D), which also assessed health habits. A pre- and post-knowledge survey, Check Your
High Blood Pressure IQ, developed by NHLBI (1994), was provided to participants to assess
their baseline knowledge, and evaluate post-education knowledge (see Appendix E) in five
months. Hypertension education was provided by utilizing the NHLBI’s (2019) Small Steps to
Take Control tool (see Appendix F). A post-education questionnaire was provided to evaluate the
participants’ experiences of the project and to identify other health issues that are important to
the participants (see Appendix G). Surveys and questionnaires had participants’ identification as
the last four digits of their phone number and letters for confidential coding purposes.
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Providing the educational session on a virtual platform, via Zoom was considered as an
alternate option if local and state restrictions for gatherings because of COVID-19 were still in
place during the project implementation. Emails of participants were collected to invite
participants to the virtual presentation if physically meeting would not be feasible, and emails
would be the means through which questionnaires, surveys, and other correspondence would be
communicated. The project eventually took place at the church hall because the ban on
congregational gathering was lifted in California during the month of October 2020, and the
majority of the interested participants showed willingness to participate physically at the church
hall.
The church hall was a convenient and large enough venue for participants to be socially
distanced at six feet apart. The hall has a capacity for 150 people; therefore, an estimated 35
people, including 20 participants, four volunteers, the student and ten extra people could sit in
the hall while practicing social distancing. Masks, hand washing supplies, and hand sanitizer
were provided for participants and volunteers (CDC, 2020). Participants who were not wearing
masks were provided with masks and temperatures were checked using an infrared scanner
according to CDC guidelines (CDC, 2020). Participants whose temperature was equal to or
above 100 degrees Fahrenheit were not going to be admitted into the hall.
Equipment and supplies were procured, and accommodation was made for ten extra
participants who might want to join at the last minute. The initial three-hour education program,
approved by church leadership, took place on October 31st, 2020. The education intervention was
implemented at the Fellowship Hall of Christ Apostolic Church in Southern California. The
focus of the intervention was adults with hypertension, aged 21 years and older, born in Africa,
and living in California.
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At the initial educational session, 33 participants were registered by the volunteers and
provided with the educational toolkit packets. Participant’s blood pressure were measured by
volunteer registered nurses and documented on the survey form as well as on a blood pressure
wallet card in the educational toolkit. Blood pressure equipment was cleaned by alcohol wipes
after each use. Some of the participants also self-reported their blood pressure, including when
and where it was taken. Participants left with the wallet card and the toolkit, so that participants
could refer to them anytime. The surveys were collected by the volunteers at the end of the
training.
The educational session began with prayers offered by the senior pastor. The pastor also
thanked the participants for coming, and the project manager for conducting the project at the
church. The project manager greeted and thanked the participants in English and three major
Nigerian languages (Yoruba, Igbo, and Hausa), as more than 75% of participants were from
Nigeria. The project manager also briefly described the project and the agenda for the day as
outlined in the toolkit.
The development of a culturally tailored program depends on knowing the beliefs, values
and culture of the population and incorporating those into the education delivery methods. This
culturally tailored health education training incorporated greetings, which is particularly
important to African immigrants. Greetings and stories were incorporated into the training to
have meaning for the participants. There were specific greetings for specific occasions and
different times of the day in the African culture.
One of the participants was identified as a greeter, and she began by greeting the older
individuals in the audience and waited for their response before greeting the other participants.
Prayer is not only a belief, but also a culture of African Immigrants; therefore prayer was
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incorporated into every step of the training. Specific prayers were e offered by the ministers
present about hypertension and encouragement for the participants to succeed in the process of
behavior change. Bible verses and gospel songs related to health and wellness were shared and
prayed with throughout the training session. Training was delivered through lecture, pictures, and
handouts.
In African Immigrant communities, it is important and considered respectful to ask for
permission from the older people in the audience at every step of a gathering. Respect is a core
value of African immigrants, and the trainer (DNP student) was perceived as being respectful for
greeting and asking permission from the elders during the training. The order of participation
was from the older to the younger participants. The pastors gave the older participants the same
honor. It is also cultural for African Immigrants to have the support of family member(s) when
they need to embark on a process. Family members and sometimes neighbors serve as facilitators
to encourage behavior change. Facilitators are needed as support groups for behavioral change,
which is the ultimate outcome of improved knowledge of hypertension education (Rimando, M.,
2015). Therefore, participants were encouraged to invite their support persons to the program if
the support persons are not part of the participants.
Short folk stories, African proverbs, and adages about health, which are part of the
African Immigrant culture, were shared during the training to make participants feel at home.
Four volunteers who were previously identified and agreed to share their stories were given five
minutes each to do so. Volunteers shared stories of their experiences and the experiences of
families who have had hypertension. Stories about cultural and spiritual behaviors which are
health-promoting were also shared by a few participants.
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Participants who are sharing their stories (storytellers) began by introducing themselves.
Then, they shared how they first realized they had hypertension, and when they realized
hypertension was a problem. They shared if and how they received care from a provider, and
their knowledge about hypertension. The knowledge included diet, medication and habits like
smoking, alcohol intake, and exercise. Story tellers also shared if they use folk medicines, if they
had support persons, and how these had been helpful or not in the management of their
hypertension.
The use of folk remedies, including truths and myths were discussed, as well as the
hidden sources of salt in food. An opportunity was provided for clarification of materials as well
as questions and answers. Terms known to participants were used to describe hypertension like
“boiling blood” and medications like “water pills”. This culturally adapted hypertension
education toolkit could be used by healthcare workers in community settings, such as churches,
mosques, and community associations, which are hallmarks of African Immigrants, to provide
culturally tailored interventions.
Gap Analysis
Despite the substantial reduction in CVD events for Americans, many ethnic minorities
experience striking CVD disparities, with insufficient research to explain these disparities. A gap
analysis of hypertension knowledge was conducted, and it was identified that many of the church
leaders had misconceptions about hypertension knowledge The congregation has not had any
health education provided to them, and many of the congregants do not have primary care
providers.
The lack of knowledge among African Immigrants about hypertension and the
misconception about the curability of the disease suggest additional support is needed to translate
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hypertension knowledge into appropriate self-management behaviors (Jones et al., 2017). There
was a request to improve health in the congregation because of some members’ health problems
like stroke and kidney disease. The action plan was to provide evidence-based, culturally
adapted hypertension education to the congregation to increase knowledge from baseline to at
least 25% and reduce blood pressure by at least 10%. The Gap Analysis is attached as Appendix
H.
Gantt Chart
This hypertension knowledge project was chosen because of the prevalence of
hypertension among African Americans and the lack of knowledge in this population described
by research. The population of interest and setting were identified and discussed with student’s
DNP committee chair, followed by conducting a gap analysis and literature search. The
stakeholders were approached, and an agreement was reached to conduct the DNP project at
Christ Apostolic Church in Long Beach, California. Assessment and educational tools were
identified and chosen for the project. Demographic and post-project evaluation surveys were
developed by the student and verified by a couple of congregants for language, and a DNPprepared faith community nurse for content validity.
The project was implemented on the 31st of October 2020. Church leadership agreed to a
three-hour slot for the project training as part of the church’s annual conference program.
Evaluation and analysis of the project were completed between January and February of 2021.
There was celebration of achievement and sharing of the quality improvement project with
community partners in August of 2021 with prayers, storytelling, and thanksgiving. Discussion
on ongoing commitment and sustainability of the project was held with stakeholders. The Gantt
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Chart outlining the above interventional steps is attached as Appendix I (Gantt Chart and
Responsibility/Communication Matrix).
Work Breakdown Structure
Initial assessment was conducted by the DNP student to determine a project. Student’s
interests include prevention and management of cardiovascular diseases. Therefore, education on
the prevention and management of hypertension was one of the topics which were explored by
the student with several discussion and input from student DNP chair. A gap analysis of the topic
was conducted, followed by a review of the literature about the topic and identification of
community partners (CP).
The next step was the planning stage. A community partner (an African Immigrant
congregation in Southern California) was contacted after obtaining approval from DNP/Project
chair. A letter of support was obtained from the CP. Organizational analysis was conducted,
which included feasibility study and a location site for the education.
At the designing stage, appropriate assessment and evaluation tools like GANTT chart
and SWOT analysis were reviewed and designed. Funding was sought and obtained for the
project. A project charter was developed with the CP and project goals were reviewed with the
DNP chair.
The implementation of the project took place at the church hall of the CP. Hypertension
education was provided to CP after completion of demographic and assessment surveys. A posteducation evaluation of the CP experience was conducted. Results of collected data were
analyzed and aggregate results were shared with CP. The leadership of the congregation agreed
to begin a twice-yearly health fair which would include health education and blood pressure
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screening as part of their sustainability plan for the project. The Work Breakdown Structure is
attached as Appendix J.
Responsibility/Communication Matrix
The responsibility of assessing and addressing the needs of the population, designing,
implementing, and evaluating the project lays primarily with the student. However, there were
frequent discussion with student’s DNP chair, and opportunities to seek advice and provide
project updates. The project team included the student, the DNP chair, the second reader, the
stakeholders, and the volunteers. The second reader is a faith-community nurse with extensive
experience in providing health education and services in the faith community. The volunteers
were two registered nurses and two lay members of the congregation. A
responsibility/communication plan describing each person’s responsibility in terms of
communication is described and merged with the Gantt Chart in Appendix I (Gantt Chart and
Responsibility/Communication Matrix).
SWOT Analysis
The project had numerous strengths and opportunities. One of the strengths was that the
congregation was provided with health education in a safe and trusted environment, which was
their church, and with people they trust. Other strengths include the willingness of the leadership
to participate in the project, like leading prayers, which greatly increased participants’ interest in
the project. The student’s expertise in health education due to over thirty years’ experience as a
registered nurse and knowledge of Nigerian tradition and beliefs were also some of the strengths
identified. Another strength was the fact that the majority of participants were from one African
country (Nigeria), which promoted community cohesion.
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The weakness observed in the project was the small sample size. Opportunities for the
project included generalizing the project to other African American churches and willingness of
the church leaders to begin an annual health fair. A threat to the project was a proposed change in
leadership of the church could have could have delayed some steps of the project or cancellation
of the project. The COVID-19 pandemic was also a threat to the project, as the planned virtual
and physical meetings could have been impacted by the pandemic (see Appendix K).
Budget and Financial Analysis
The project was funded by family, friends, and fundraising by the church in the amount
of $2,500. Requests were prepared and submitted by the end of September 2020, and funding
was available within one month. The budget included costs for: supplies (sphygmomanometers,
infrared scanner to read temperature, alcohol wipes, soaps, paper napkins, hand sanitizers, and
table covers) and printing of toolkit (educational toolkits, blood pressure wallet card, note pad,
pens and family tree charts). Other costs were incurred for hall rentals and cleaning team (once
for training and again for the post-project celebration lunch); gift cards (for participants’ time,
transportation /or gas); the cost of gas for student’s car, and miscellaneous (see Appendix L).
Two registered nurses volunteered to assist with the project at no cost and no staff was paid for
the project.
According to the Washington National Insurance (2020), the average cost of patient
admission for stroke is between $20, 396 to $43,652. This cost is in addition to the physical,
emotional, and cognitive impact the patient would face. If one member of the congregation could
be prevented from having a stroke, the investment of $2,500 for an educational program on
prevention and management is a good return on investment. If one parishioner could be
prevented from having stroke at the cost of the intervention ($20,396-$2,500), there would be
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cost avoidance of $17, 896 in addition to not experiencing the physical, emotional, and cognitive
issues which come with stroke.
Study of the Interventions
The rationale for choosing a cultural approach in delivering hypertension education to
African Immigrants was because of the importance culture plays in African American culture.
The approach for the construct was to establish a connection between the culture of African
Immigrants, their belief in religion, their use of storytelling to motivate behavior change, and the
safety of the church community. The observed outcomes were due to the approach because
participants expressed improved knowledge and reduced blood pressure after the intervention.
A couple of the participants were identified earlier on to share stories of their
experiences, experiences of those close to them, and how they have been able to help one another
by supporting one another. Short stories were shared of how beliefs, spiritual support and
practices have encouraged positive behaviors. Bible scripture about healthy lifestyles were also
shared.
Outcome Measures
The outcome measures for participants after the hypertension education include the
following: (a) increase in knowledge from baseline to at least 25%: (b) a reduction in blood
pressure from baseline by at least 10% in six months: and (c) participants’ level of satisfaction
with the educational session.
Data Collection Instruments
An Omron blood pressure monitor was used to measure blood pressure after participants
had been seated for about five minutes, in a chair with a back rest, and their legs uncrossed. This
method of taking blood pressure has been validated in previous studies with an average error
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reported of 1.2 mmHg (Grim & Grim, 2009). According to the American Heart Association,
(2017), systolic BP between 120 and 129 is elevated, between 130 and 139 is Hypertension stage
1, 140 and higher is stage 2, while over 180 for systolic BP is hypertensive crisis that requires
consultation with a doctor immediately. Diastolic BP that is less than 80 is desirable. Diastolic
BP between 80 and 90 is considered stage I hypertension, between 90 and 119 is stage 2, and
higher than 120 is hypertension crisis and should consult a doctor immediately.
Results of blood pressure were briefly discussed with participants by registered nurses,
and those with elevated blood pressure were advised to follow-up with a provider, while those
with blood pressure over 180/100mmHg were advised to seek immediate emergency care.
The Check your High Blood Pressure IQ survey from the NHLBI (1994) was utilized for
both assessment and evaluation of hypertension knowledge before and after the training. The BP
IQ survey contains true/false answers which are easy for participants to answer. The readability
level of the survey tool is at a fifth-grade level. The 12 questions can be answered in 10 minutes
or less. There was one point for each correct answer and zero point for incorrect answer. Scores
range from 0 to 12, and the higher the score, the more accurate a participant’s knowledge of
hypertension.
The same BP IQ tool was used for pre- and post-education surveys of hypertension
knowledge, while a demographic questionnaire was utilized to capture the participants’
demography and blood pressure, and a post-education survey to evaluate participants’
experience, and plan of action. The same BP IQ tool was utilized for the five months postknowledge evaluation. The tools were validated by two committee members (one of the
committee members is the student’s DNP chair and the other is a DNP-prepared expert in health
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promotion and disease prevention as a faith community nurse). The tool was also presented to
two members of the community for language level.
Analysis
Data were collected by survey and analyzed using Excel Spreadsheets. Data analysis
included participants’ demographics, blood pressure before and after education, and the level of
hypertension knowledge. The last four digits of the participant’s telephone number and letters
were used on the survey for privacy and to be able to compare individual participant percent of
improvement from baseline. Mean of the knowledge survey and blood pressure were calculated
and compared using Excel Spreadsheets.
Ethical Considerations
The Code of Ethics for Nurses supports nurses in providing consistently respectful,
humane, and dignified care, which aligns with the University of San Francisco (USF) Jesuit
vision and mission. Respectful, humane, and dignified care are often second nature to nurses’
caregiving but are frequently challenged by the failings in the U.S. healthcare system and by
negative social determinants of health (American Nurses Association [ANA], 2015). Therefore,
it is important to explore opportunities to reduce the disparity by providing respectful, humane,
dignified, culturally adapted, and evidence-based education to the African Immigrant population
in environments where it is more likely for them to receive and accept the education in order to
improve outcomes.
The Code of Ethics for Nurses with Interpretive Statements was developed as a guide for
carrying out nursing responsibilities in a manner consistent with quality in nursing care and the
ethical obligations of the profession (ANA, 2015). Provisions 1 and 2 of the Code state that the
nurse needs to have respect and compassion to those he or she cares for, and that the nurse’s
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primary commitment is to the patient, whether as an individual, family, community, or
population (ANA, 2015). Provisions 7 and 8 also state that the nurse should advance the
profession through collaboration and research to reduce health disparities (ANA, 2015). This
project is seeking to collaborate with stakeholders to promote health and reduce health disparity.
The majority of African Immigrants feel disadvantaged because of lack of access to
quality healthcare. Jesuit values of USF include tending to the whole person by uniting the mind
and heart and ensuring everyone deserves equal attention and consideration (University of San
Francisco, 2019). The mission includes sensitivity to the plight of others, while USF’s core
values include belief in social responsibility by creating a culture of service that respects and
promotes the dignity of every person (University of San Francisco, 2019). This project sought to
improve the health of minorities in a community that lacks effective health education to improve
their health, which is in line with the USF’s value.
To protect the participants’ identity and privacy, no names or addresses were used in the
project. Only the last four digits of their phone numbers and letters were used to code
participants for privacy. The data were shared as aggregate without identifier with the student’s
project team, church leadership and the congregation. Participation in the training was voluntary
and participants were informed that they could withdraw from the project at any time. A nominal
gift card of $10 was provided for each participant and volunteer, to thank them for their time and
gas to get to the project site; but not an incentive to complete the surveys.
Since the focus of this project was on quality improvement, it did not require an
Institutional Review board (IRB) approval for implementation. The USF DNP department
determined that this project met the guidelines for an evidence-based change in practice project
as outlined in the DNP project checklist (statement of determination) and was approved as non-
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research. There are no identifiable issues or conflicts of interests noted for this project. The
project was evaluated and approved as a quality improvement project through the USF School of
Nursing and Health Professionals and a completed DNP statement of non-research determination
form is attached as Appendix M.
The student took a research ethics training conducted by CITI Program. The training
relates to the understanding the research process and protection of human subjects. A copy of the
certificate is attached as Appendix N.
Results
Socio-Demographic Survey
Thirty-three participants were able to accurately complete the Socio-Demographic
questionnaire during the hypertension education session in October 2020. The majority (84.8%)
of the respondents had their place of birth to be Africa, while 69.7% have been in the United States
for over 20 years. Female participants accounted for more than half (57.6%) of the study
population. About 15% percent of the participants have Bachelor’s degree while about two-thirds
(66.7%) of the participants have a Master’s degree. About 45% of the participants were fully
employed and almost half (48%) have been members of the church for more than 20 years.
More than half (57.6%) of the 33 participants had their physical exam within the last six
months, while eleven (33.3%) had their physical within the last seven to twelve months. The
majority (81.8% ) of the participants have healthcare coverage and the same number have a
primary healthcare provider. About half of the participants (48.5%) has family history of
hypertension. More than forty percent have been diagnosed with hypertension and a majority
(93.9%) of the participants were willing to have their blood pressure measured during a physical
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meeting. The majority of participants (57.6%) rated hypertension education and management as
their highest health needs, followed by diabetes at 42.4%.
Self-reported blood pressure indicated that about half of the participants (45.5%) had blood
pressure of <130/80. Six (18.2%) participants self-reported a blood pressure reading between
130/80 and 160/90, and one participant (3%) self-reported a blood pressure of over 160/90. These
seven participants were considered to have stages 1 or 2 hypertension. Eleven (33.3%) participants
did not respond to the question. See Appendix O for Socio-Demographic Survey.
Blood Pressure Measurement at Pre- and Five Months Post-Education
Pre-Measurement
All the thirty-three participants agreed to have their blood pressure measured on site at
baseline. During onsite blood pressure measurement, seven participants (31.8%) had systolic BP
(SBP) less than 130. Three participants (13.6%) had a SBP between 130 and 149, which is
considered stage 1 hypertension according to the American Heart Association. Ten (45.4%)
participants had a SBP between 140 and 179, which is considered to be stage 2 hypertension, and
two (9.15) participants has SBP over 180, which is considered to be hypertensive crisis. The two
participants with SBP over 180 were advised to seek immediate medical help, which they did. A
couple of the elders took them to a nearby urgent care. These two participants had been
previously diagnosed with hypertension and were on medication.
Five-Months Post Measurement
Even though 33 participants attended the October 2020 education session, only 22 out of
the initial participants completed the BP measurements at five months. Therefore, only 22 data
points were used for blood pressure analysis at five months post-education. The mean systolic
blood pressure (BP) of the 22 participants was 146 at pre-education, while the systolic at five
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months was 140. There was a decrease of 3.86% in mean systolic BP from pre-education
readings to five months post-education readings. The mean diastolic BP at pre-education was 89,
while the mean diastolic was 82 five months post-education. The mean for diastolic decreased by
7.71% from pre-education to five months post-education readings. See appendix P for details of
mean blood pressure of participants at pre- and five months post-education.
Individual blood pressure measurements were reviewed, and highlights include the
following comparing pre- and post-education measurements:
•

Fourteen (63.6%) of participants experienced reduction in SBP at five months
post-intervention

•

Eight (36.4%) experienced an increase in SBP

•

Sixteen (72.7% experienced a decrease in DBP at five months post-intervention

•

Five participants (22.7%) experienced an increase in DBP

•

One participant did not experience any change in DBP

•

Two participants (F and AF), whose BP were over 180/100 experienced reduction
in both SPB and DBP at five months.
o Participant F had a BP reading of 189/127 at pre-education and 163/89 at
five months.
o Participant AF had a BP reading of 217/102 at pre-education and 185/85 at
five months
o Both participants were advised to monitor their BP closely, take their
medication, and seek urgent medical care if necessary

See Appendix Q for de-identified individual participants’ systolic and diastolic blood
pressure for details.
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Hypertension Knowledge Survey
Only 22 completed the project and the five months post-education survey out of the
original 33 participants. Therefore, only the data for the 22 participants who completed the
project at five months was matched with the pre-knowledge surveys and captured in these
results. The participants’ mean score of correct answers was 6.73 out of 12 points at preeducation. The score increased to 9.05 immediately post-education, and to 11.32 five months
post-education. There was an increase in the aggregate scores of participants’ knowledge from
baseline by 34.5% at immediate post-education, and by 68.2% from baseline at five months posteducation. See Appendix R for details of participants’ pre-, immediate post- and five months
post-education knowledge survey.
None of the participants got all the 12 questions in the survey correct at pre-education.
However, two participants got a score of 10 (83.33%) of the 12 questions correctly at preeducation. The same two participants went on to score 11 each out of 12 points for immediate
post- and five months post-education. The participant who scored the lowest score of 4 (33.3%)
at pre-education scored 8 (66.6%) and 11 (91.6%) at immediate post- and five months posteducation respectively. See Appendix S for details of knowledge survey- correct scores per each
participant.
Participants’ responses were reviewed, and highlights include the following from the preand post-knowledge survey:
•

Question four stated “HBP (high blood pressure) has no symptoms”, and the correct
answer was false.
o 5 (22.7%) participants got it right at pre-education
o 13 (59%) participants got it right immediately post-education
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o 21 (95.4%) participants got it right at five months post-education.
•

Question five stated “Stress cause HBP”, and the correct answer was false.
o 1 (4.5%) participant got it right at pre-education
o 7 (31.8%) at immediate
o 19 (86.4%) at five months post-education respectfully.

•

Question six which stated that” HBP is not life threatening” was false
o 15 (68.2%) participants got it right at pre-education.
o All the participants got it right immediate post and at five months posteducation.

•

Question nine which stated “You have to vigorously exercise every day to improve
your BP and health” was false
o 3 (13.6%) participants got the question right at pre-education
o 7 (31.8%) got it right at immediate
o 21 (95.4%) got it right at five months post-education.

See Appendix T for details of knowledge survey-number of participants who answered each
question correctly.
Immediate Post-Education Evaluation of Satisfaction Results
Thirty-three participants who attended the educational session completed the immediate
post-education evaluation. The survey evaluated the participants’ level of satisfaction and what
they would do differently to decrease their blood pressure. The post-education evaluation indicated
that about 84.8% of the participants were very satisfied with their experience during the education.
Results demonstrated that access to health care accounts for 39.4% as one of the top health needs
among congregation and cost of health care placed at 15.2%. Priorities for change were identified
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as staying active (54.5%), eating healthy (39.4%), and maintaining a healthy weight (21.2%). The
following items were identified as needs to sustain the aforementioned changes: information
(63.6%), group sessions 30.3%, prayers (27.3%), and finances 6.1%. See appendix U for details
of immediate post-education evaluation survey
Sharing of Results
Results were shared with the leadership of the congregation as aggregate during a church
celebration in August 2021. A session is planned to share the results with the congregation during
the congregation Christmas program and to announce the plan of the church concerning the
twice-yearly health fair beginning February 2022.
Discussion
Summary
A key finding of the project indicated a knowledge increase in the aggregate score of
participants from baseline to 34.47% at immediate post-education. The final knowledge increase
was from baseline to 68.2% at five months post-education which exceeded the aim to increase
knowledge by 25%. The outcome of the increase in knowledge noted by participants was due to
the community and cultural approaches applied during the project as found in the review of the
literature.
Blood pressure results did not meet the project aim of 10% reduction in blood pressure.
There was a decrease from baseline for systolic blood pressure by 3.86% at five months posteducation, while the diastolic decreased from baseline by 7.71% in five months. However, the
decrease in both systolic and diastolic blood pressure is clinically significant, as decrease in BP
translates directly into decreased risk for the participants. Some patients who were diagnosed
with blood pressure were not on medication and lowering the salt consumption in food is
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challenging for someone who cooks for the whole family as the case with the majority of African
Immigrant women.
Pender’s HPM nursing theoretical framework challenged the participants to take
responsibility and develop a plan of action based on a change in behavior. The majority of the
participants stated they have not been able to change their diet (which is high in salt), and their
busy work schedule prevents them from exercising. A plan of action being proposed included
gathering at the church on Saturday mornings to pray and walk around the church buildings
which would take about thirty minutes. It is expected that this would encourage participants to
increase the number of times they walk after a while. A cooking demonstration session is also
being proposed by some participants who have modified their cooking to include less salt.
A satisfaction rate of over 80% indicated that a majority of participants were satisfied
with the project. A particular strength of the project included the setting, which was in a safe and
trusted environment for the participants. It was observed that the nurse-led culturally adapted
model to the management of hypertension may prove to be more effective among African
Immigrants. Therefore, a culturally appropriate intervention can be applied/replicated at similar
faith-based organizations.
Interpretation
Hypertension education was provided for African Immigrants at a Southern California
congregation during the COVID-19 pandemic by developing a toolkit that has resources which
described what hypertension is, the signs and symptoms, risk factors, and culturally- adapted
strategies to engage African Immigrants in a faith-based community. The outcomes observed in
this project are consistent with extant research that hypertension education in faith-based
communities improve outcome (Bangurah et al., 2017). Hypertension knowledge increased post
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intervention by 68.2% from baseline, while systolic and diastolic blood pressure decreased by
3.86% and 7.71% respectively.
Some of the reasons there was not a bigger decrease in blood pressure could be because
some of the participants are single parents and were busy, not taking their medication, and could
not change their diet because the women cook for the whole family. Disadvantaged population
do not necessarily connect health information to health outcomes (Bokhour, 2016). However,
Bokhour and colleagues (2016) stated that AAs appreciate culturally appropriate communication
and are more inclined to change behavior when exposed to patient management stories. It is
proposed that regular sessions of the education would produce better outcomes in terms of blood
pressure decrease. Therefore, this culturally adapted model being proposed by the DNP student,
where some of the participants shared their stories may continue to produce better outcome
among American Immigrants.
Hypertension education, utilizing a cultural approach like the one used in this project may
be replicated in other settings like churches, mosques, and African American social groups. The
minimal cost of this project could outweigh the cost of management of a stroke patient, which
would include hospitalization, physical and psychosocial costs.
Limitation
Limitations to the project included the final small sample of 22 and that the majority of
participants were Nigerians. Even though Nigeria is one of the four major countries for
Immigrants from Africa to the U.S, this project may not be generalizable to immigrants in other
immigrant communities because of the uniqueness of cultures. There may be a need to study
other churches with predominantly African Immigrants from other countries in addition to
Nigeria.
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Another limitation to the project is the COVID-19 pandemic, which impacted the sample
size, as churches have mainly transitioned to online programs to reduce the spread of the
COVID-19. Although, the stay-at-home order had been lifted during the educational training, the
number of expected participants was reduced, with some participants stating that they were still
not comfortable attending programs in the church physically.
Conclusion
Globalization has increased the influx of African Immigrants into the western world,
especially into the United States. Inadequate healthcare access is associated with suboptimal
health outcomes, and African immigrants report difficulties with healthcare access, including
healthcare system complexity and resources, as well as cost of care (Boise et al., 2013). Like
other immigrants, African Immigrants are more likely to have inadequate health insurance
coverage and utilize emergency departments as their main source of primary care (Boise et al.,
2013). African Immigrants would benefit if healthcare providers care for them from an ethnic,
rather than from a racial perspective, like asking what hypertension is called in the patient’s
culture, and if there are cultural behaviors which help the management of hypertension.
Evidence-based, culturally tailored hypertension education will be more easily acceptable to
African immigrants in settings where they are comfortable, such as the church.
As a result of this project, the church has decided to conduct twice-yearly health fairs as
part of the sustainability plan of the project. The equipment used for the project, such as the two
sphygmomanometers, was donated to the church for use at their health fairs, where hypertension
education will be provided. The hypertension education toolkit can continue to be used for
current and future interested participants.
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This DNP project can also be replicated in other African Immigrant churches, mosques,
and community groups because the cultural model will resonate with the African immigrant
population (Bokhour et al., 2016). Evidence-based HTN education, in a trusted environment
where sharing of stories occurs can be replicated in other settings. The culturally appropriate
hypertension education toolkit can be adapted to and utilized in faith-based settings as well as
other African American social groups to assess, provide and evaluate hypertension knowledge.
Funding
The project was funded by family, friends, and fundraising by the church in the amount
of $2,500. Requests were prepared and submitted by the end of September 2020, and funding
was available within one month.
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Evaluation Table
Purpose of
Article or
Review

Conceptual
Framework

Design /
Method

Sample /
Setting

Independent
variables (IV)
and dependent
variables (DV)

Measureme
nt of Major
Variables

Data Analysis

Study Findings

Level of Evidence (Critical Appraisal
Score) / Worth to Practice / Strengths
and Weaknesses / Feasibility /
Conclusion(s) / Recommendation(s) /

APA Citation:
Adekeye, O., Kimbrough, J., Obafemi, B., & Strack, R. W. (2014). Health literacy from the perspective of African immigrant youth and elderly: A photovoice project.
Journal of Healthcare for the Poor and Underserved, 25(4), 1730-1747. https://doi.org/10.1353/hpu.2014.0183
To examine the
views of
African
immigrants on
perception of
health,
healthcare
access and
barriers to
health
resources faced
by their elderly
population.

Communit
y
Organizati
on Model

Design: A
qualitative
study.
Method: A
photo-voice
methodolog
y to evaluate
the views of
African
immigrant
youths and
elderly
communitybased
participatory
research
project

Sample:
Convenie
nce
sample.
Participa
nts aged
13– 18
years or
65 years
or older.

IV:
Views of
African
Immigrants on
perception of
healthcare
access and
barriers to
health
resources.

Setting:
AA
church in
Guilford
County,
North
Carolina

Barriers like
nutrition,
obesity,
physical
activities and
cultural
competences
of providers

DV:
Perception on
health

Twenty
single- use
disposable
cameras
with
approximat
ely 39
exposures
each were
used for
this study
Memo pads
for taking
notes

The transcripts
were read,
notes
reviewed, and
responses of
the
participants
were
compared
between
researchers
Categories
were then
established
and coded into
themes

African
immigrants
possess a
general idea of
what “being
healthy”
means
Participants
understood the
various levels
of health
literacy, were
also able to
identify
barriers to the
attainment of a
healthy status
and were able
to express their
views to key
community
stakeholders.

Level-Quality
Level III B
Strength
Similar population to project population
Weakness:
One church was used for participant
recruitment and most of the participants
were Christians
Conclusion
African immigrants would appreciate
stronger sustainable partnerships
between healthcare providers and their
community if culturally appropriate
communication would be utilized
Worth to practice
This study may provide opportunity to
look more closely into barriers which are
preventing AAS from accessing health
and explore the opportunity of
community engagement to promote
culturally appropriate communication
among AAs and provider.
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Article or
Review

Conceptual
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Design /
Method

Sample /
Setting

Independent
variables (IV)
and dependent
variables (DV)

Measurement of
Major Variables

Data
Analysis

Study Findings

Level of Evidence (Critical Appraisal
Score) / Worth to Practice / Strengths
and Weaknesses / Feasibility /
Conclusion(s) / Recommendation(s) /

APA Citation:
Aycock, D. M., Kirkendoll, K. D., & Gordon, P. M. (2013). Hypertension education and screening in African American churches. Journal of Community Health
Nursing, 30(1), 16-27.
To examine
factors that
affect
implementati
on of churchbased
hypertension
programs

N/A

Design:
Crosssectional
explorato
ry design
Method:
Telephon
e survey
was used
to
interview
church
represent
atives
with
knowled
ge of
their
church's
health
activities

Sample:
95
churches
Setting:
urban
southeastern city
of the U.S.

IV:
Implementation
of church based
HTN programs
DV:
Undiagnosed
and
uncontrolled
HTN

Measurement
was done by a
50-item survey
developed by
authors (three
master’s
prepared nurses,
one training in
parish nursing)
and reviewed
by a doctoralprepared nurse
with expertise
in
measurements
and a
cardiovascular
epidemiologist
for content
validity.

SPSS
version
17.0.
SPSS
(2011)

45 churches
responded (47%)
Most desired
activity is blood
pressure
screening (34%),
followed by diet
& exercise
(14%)
Some (18%)
were
knowledgeable
about HTN
education,
majority (73%)
were somewhat
knowledgeable,
and about 9%
were not
knowledgeable.

Level-Quality
Level II B

Unaware of HTN
resources

It is therefore recommended that HTN
education programs be encouraged in
church programs because of the trust
AAs have in church communities.

More research
needed

Limitation
Convenience sampling may limit
generalizability.
Samples were church representatives,
who might be more motivated in the
topic.
Conclusion
Majority identified increased awareness.
Positive influence of church community
on health promotion.
Worth to practice
Church plays a vital role in community
health and provides avenue for health
education for AAs.
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Method
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Setting

Independe
nt
variables
(IV) and
dependent
variables
(DV)

Measure
ment of
Major
Variables

Data
Analysis

Study Findings

Level of Evidence (Critical Appraisal
Score) / Worth to Practice / Strengths
and Weaknesses / Feasibility /
Conclusion(s) / Recommendation(s) /

APA Citation:
Bangurah, S. S., Vardaman, S. A., & Cleveland, K. K. (2017). Hypertension in the faith community: A four-week, nurse led, diet/exercise intervention. Journal
of Christian Nursing, 34(4), 225-231.
To examine
the efficacy
of behavior
and lifestyle
changes on
BP control
among AAs

Health
Promotion
Model

Design:
Quasiexperimental
study
Study duration
was one
month
Method:
Nurse-led diet
and exercise
teaching with
BP monitoring
Examination
of efficacy of
behavioral and
lifestyle
changes on BP
control.

30 surveys
sent
Sample:
16
participant
s
Setting:
Church
setting in
rural
northwest
Predomin
antly AA
congregati
on

IV:
Behavior
changes:
Dietary
intake of
sodium
behaviors
Physical
activity
levels
Access to
care
Lifestyle
patterns
race and
ethnicity
DV:
BP
reading
BP
control

Hill-Bone
Complian
ce to
HBP
Therapy
Scale
(BillBone
Scale).
The
Paffenbar
ger
Physical
Activity
Question
naire
(PPAQ)
Blood
pressure
electronic
equipmen
t

SPSS
version
23.0
Inferentia
l statistics
were
conducte
d using
chi
square
(X2) to
examine
for
differenc
es preand
postinterv
ention

Reduction in
systolic blood
pressure by more
than10mmHg in
50% and sodium
consumption from
87% to 100%
among
participants
Increased
physical activity
from68% to
100%
No statistical
significance in
walking the stairs
Participants
expressed
satisfaction
during evaluation
of program
All participants
attained
BP<140/90

Level-Quality
Level II B
Limitation
Small sample of 16 participants

Conclusion
Participants expressed satisfaction
with community health approach to
care and attained reduced blood
pressure

Worth to practice
Engage AAs in a location they
frequent, like churches.
With assistance of people they trust,
like clergy, will make them more
inclined to change behavior.
Potential for replication in church
communities.
Findings correlate with previous
literature and are significant to clinical
practice in population health
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l
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t variables
(IV) and
dependent
variables
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Data
Analysis

Study Findings

Level of Evidence (Critical Appraisal
Score) / Worth to Practice / Strengths
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Conclusion(s) / Recommendation(s) /

APA Citation:
Bokhour, B. G., Fix, G. M., Gordon, H. S., Long, J. A., DeLaughter, K., Orner, M. B., Pope, C., & Houston, T. K. (2016). Can stories influence African
American patients' intentions to change hypertension management behaviors? A randomized control trial. Patient Education and Counseling, 99(9), 1482-1488.
https://doi.org/10.1016/j.pec.2016.06.024
To review if
stories could
influence
AA patients’
intensions to
change
hypertension
management
behaviors

Social
Cognitive
Theory

Design:
Randomized
control trial
Method:
Participants
viewed an
informationonly DVD
about HTN
(control) or a
DVD with HTN
information and
stories about
successful
hypertension
management
(intervention).
Participants
later asked
about their
engagement
with the DVD,
and their
intentions to
change
behavior.

Sample:
614
AAVetera
ns. 563
male, 51
female
Setting:
3 US
Departme
nt of
Veterans
Affairs
Medical
Centers in
Southeast,
Midwest
and MidAtlantic

IV:
Storytellin
g
DV:
Intentions
to change
HTN
manageme
nt
behaviors

A validated 5-item
measure of
intellectual and
emotional
engagement with the
DVD and attentional
focus
The second measure
assessed the
influence of the
DVD on patients’
intention to change
28 behaviors

SPSS
Two-sided
t-test used
to
compare
mean
scores for
the
interventi
on and
control
groups on
all
measures

One third had
diabetes
Intervention
patients reported
the following:
Higher
emotional
engagement
versus control
significantly
greater
intentions to
become more
physically active
Use salt
substitutes
Talk openly with
their doctor
about HTN
Remember to
take HTN
medication

Level-Quality
Level I B
Limitation
Only veterans. Males made up over
91% of sample size. Study not long
enough. Study was on intentions and
may not translate into actual change
in behavior.
Conclusion
Patients were more emotionally
engaged and reported intentions to
change behavior when watching real
patient hypertension management
success stories.
Worth to Practice
Finding support other studies that
stories could be used among AAs to
encourage behavioral changes and
increased willingness to talk to
health care providers, especially in
chronic diseases like hypertension.
This model could be incorporated
into hypertension management
among AAs
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Framewor
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Design /
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variables (IV)
and
dependent
variables
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of Major
Variables

Data Analysis

Study Findings

Level of Evidence (Critical
Appraisal Score) / Worth to
Practice / Strengths and
Weaknesses / Feasibility /
Conclusion(s) /
Recommendation(s) /

APA Citation:
Commodore-Mensah, Y., Ukonu, N., Cooper, L. A., Agyemang, C., & Himmelfarb, C. D. (2017). The association between acculturation and cardiovascular disease risk
in Ghanaian and Nigerian-born African immigrants in the United States: The Afro-cardiac study. Journal of Immigrant and Minority Health, 20(5), 1137-1146.
To examine the
association
between
acculturation
and elevated
cardiovascular
disease risk in
African
immigrants, a
growing
immigrant
population in
the U.S.

Social
Cognitive
Theory

Design:
Crosssectional
study
Method:
Total
cholesterol,
triglyceride
s, highdensity
lipoprotein
cholesterol
were
collected
by
Cholestech
LDX
analyser.
Blood
glucose
was
measured
with the
point-ofcare-testing
system

Sample:
253
Nigerian
and
Ghanaian
born
immigrants
Setting:
residing in
BaltimoreWashington, DC
areas of
U.S.

IV:
Acculturation
DV:
CVD risk

Modified
version of
WHO stepwise
approach to
chronic
disease risk
factor
surveillance
(STEPS)
survey
Modified
Psychological
Acculturation
Scale

Unadjusted
and adjusted
logistic
regression
analysis

Longer length of stay
in the US was
associated with
increased CVD risk.
Integrationists had a
0.46 (95% CI 0.24–
0.87) lower odds of
having ≥3 CVD risk
factors and 0.38 (95%
CI 0.18–0.78) lower
odds of having
elevated CVD risk
(Pooled Cohort
Equations score
≥7.5%) than
Traditionalists.
Integrationists had
lower CVD risk than
Traditionalists.

Level-Quality
Level II B
Limitation
Convenience sample from
churches and not apply to nonchurch goers
Limited to Nigerian and
Ghana-born immigrants only
Conclusion
Our results suggest that
coordinated public health
responses to the epidemic of
CVD risk factors in the U.S.
should target this understudied
population.
Worth to practice:
Acculturation should be
considered as a meaningful
contributor of increased CVD
risk and acculturation strategies
may be used to tailor
interventions in African
immigrants.
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Article or
Review
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Framewor
k

Design /
Method
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Independent
variables (IV)
and
dependent
variables
(DV)

Measurement
of Major
Variables

Data Analysis

Study Findings

Level of Evidence (Critical
Appraisal Score) / Worth to
Practice / Strengths and
Weaknesses / Feasibility /
Conclusion(s) /
Recommendation(s) /

APA Citation:
Greer, D. B., & Ostwald, S. K. (2015). Improving adherence in African American women with uncontrolled hypertension. Journal of Cardiovascular Nursing, 30(4),
311-318. https://doi.org/10.1097/jcn.0000000000000152
To evaluate the
effectiveness
of a six-week
culturally
tailored
educational
intervention
for AA women
with HTN

The HillLevine
conceptual
model
adapted
from the
PRECEDE
PROCEED
model.

Design:
A
randomized
controlled
trial
Method:
60
participants
randomized
to
intervention
(n = 30) and
control (n =
30) groups
Culturally
tailored
educational
classes were
provided for
90 minutes
once a week
for 6 weeks.
The control
group
received
usual care.

Sample:
60 African
American
women
between 29
and 86
years
Setting:
Four rural
locations:
four
locations
(three
churches
and a
community
setting)

IV:
Culturally
tailored
hypertensi
on
education
including
group
assignmen
ts
DV:
HTN

Questionnaires
prepared by
authors

Hypertension
prevention IQ
Quiz
developed by
NHLBI

SPSS
Chi-square
for
categorical
variables
t-test and
MannWhitney U
test were
used for
continuous
variables

Participants in the
intervention group
showed a slight
increase in knowledge
scores at 6 weeks and 6
months.
Some participants
started walking, while
some started dieting
after the intervention
AA women has
difficulty in eliminating
salt from their diet
Culture has influence
on health behaviors
There were no
significant differences
between groups on
knowledge, adherence,
or attitudes.

Level-Quality
Level I B
Limitations.
Short study, intervention lasted
only six weeks with no follow-up
session.
Study conducted in a rural setting
and may not be generalizable
Conclusion
No general improvement in
adherence rate to HTN; however,
there was no attrition rate,
showing that AA women would
attend community events relating
to health
Worth to practice
The study is recommended
because of the cultural aspect
which could bring AA women
together for screening of
hypertension to prevent and
manage HTN
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and
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Data Analysis

Study Findings

Level of Evidence (Critical
Appraisal Score) / Worth to
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Conclusion(s) /
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APA Citation:
Harmon, B. E., Chock, M., Brantley, E., Wirth, M. D., & Hébert, J. R. (2016). Disease messaging in churches: Implications for health in African American
communities. Journal of Religion and Health, 55(4), 1411-1425.
To review the
The Health Design:
Sample:
IV:
Questionnaire Data were analyzed 1025 items were Level-Quality
right
Messaging on church
using SPSS version coded as having
Level II B
Belief
21 African
Crossmessaging
strategies,
location,
21.
a
disease
Model
American
sectional
strategies
church
number of
message.
Limitation
churches
study.
which can help
size and
members, and Descriptive
Small sample of churches. Only
churches
denominat
denomination
These
items
African-American churches, and
statistics
were
used
Method:
promote
ion
came from a
only in one geographical
to explore the
behavior
Messaging
total of 20
locations area
Content
frequency
of
codes
Setting:
change
DV:
data that
churches
analysis
and their range
Messages
could
Conclusion
methodology. In South
across churches.
impacted
potentially
One
church
had
African American churches
Data were
Carolina
what
provide
no
disease
willing to provide disease-related
collected
Content analysis
churches
health
messaging
messaging to their congregations.
from 21
methodology to
wanted to
messages
present
Work needed with smaller and
churches that
evaluate the
educate
more rural churches to provide
participated
frequency of
on, like
A codebook
Most frequent
disease messaging relevant to
in three
disease topics
cancer,
was
disease topics
their congregation members.
waves of a
cancer,
developed, an present in literature are: Cancer at
larger diet
provided by
mental
d Cohen’s
31%, heart
Worth to practice
and physical
African American
health
kappa was
disease at 24%,
This study is worth to be
activity
conditions used to assess churches
infectious
recommended because it
intervention
, heart
inter-rater
diseases at 22%,
supports other studies that
study
disease,
reliability
diabetes at 16%
messaging influences health
and
and influenza
behaviors in AA churches.
infectious
diseases
HTN was the
most mentioned
out of heart
diseases
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Purpose of
Article or
Review

Conceptu
al
Framewor
k

Design /
Method

Sample /
Setting

Independent
variables (IV)
and
dependent
variables
(DV)

Measurement
of Major
Variables

Data Analysis

Study Findings

Level of Evidence (Critical
Appraisal Score) / Worth to
Practice / Strengths and
Weaknesses / Feasibility /
Conclusion(s) /
Recommendation(s) /

APA Citation:
Jones, L. M., Rosemberg, M. S., & Wright, K. D. (2017). Opportunities for the advanced practice nurse to enhance hypertension knowledge and self-management among
African American women. Clinical Nurse Specialist, 31(6), 311-318
To explore
hypertension
knowledge and
blood pressure
in AfricanAmerican
women

N/A

Design:
Descriptive,
crosssectional
design to
collect survey
data on
hypertension
knowledge
Method:
Participants
completed
questionnaire
s, which
included the
Check Your
High Blood
Pressure
Prevention IQ
survey, and
had their BP
measured.

Sample:
151
AfricanAmerican
women
Setting:
a regional
church
conference

IV:
Survey
DV:
Blood
pressur
e
measur
ement
HTN
Knowl
edge

12-item survey
developed by the
National Heart,
Lung, and Blood
Institute – the
Check Your
High Blood
Pressure
Prevention IQ
survey
Blood pressure
electronic
equipment

SPSS version 24
used for analyses.
Descriptive
statistics.
Pearson
correlations to
explore
relationship
between systolic
BP scores and
HTN knowledge
scores.
Independentsamples t-tests
conducted to
compare HTN
knowledge scores
for women with
controlled BP and
women with
uncontrolled BP.
Linear regression
used to assess the
effect of
demographics on
hypertension
knowledge scores

62% diagnosed
with HTN
36% had SBP of
140 and greater.
Some
undiagnosed
women had HBP
72% had the
misconceptions
about HTN that
it could be cured
Vigorous
exercise would
lower blood
pressure

Level-Quality
Level II A
Limitations
Regional church conference with
cultural similarity
Cross-sectional study with one
BP reading
Convenience sampling
Mostly (>85%) attended college
Conclusion
Major misconception about HTN
is a barrier.
Lack of conceptualizing HTN as
a chronic disease
Cultural influences shape beliefs
about HTN and impact selfmanagement behaviors
Highlights knowledge deficits.
AAs need health education in
safe environments in order to
continue to reduce the health
disparity gap.
Worth to practice
This study support other studies
that nurses can enhance
hypertension knowledge and
self-management of chronic
diseases like HTN in AAS

61
Purpose of
Article or
Review

Conceptu
al
Framewor
k

Design /
Method

Sample /
Setting

Independent
variables (IV)
and
dependent
variables
(DV)

Measurement
of Major
Variables

Data Analysis

Study Findings

Level of Evidence (Critical
Appraisal Score) / Worth to
Practice / Strengths and
Weaknesses / Feasibility /
Conclusion(s) /
Recommendation(s) /

APA Citation:
Omenka, O. I., Watson, D. P., & Hendrie, H. C. (2020). Understanding the healthcare experiences and needs of African immigrants in the United States: A scoping
review. BMC Public Health, 20(1), 27. https://doi.org/10.1186/s12889-019-8127-9
To examine
information
about African
immigrant
health in the
U.S., to develop
lines of inquiry
using the
identified
knowledge-gaps

Arksey
and
O’Malley’
s Scoping
Review
Framewor
k

Design:
Systematic
review of
literature
Scoping:
Review of
literature
published in
the English
language
between 1980
and 2016
The studies
were both
qualitative
and
quantitative
and they were
reviewed in
five stages

Samples:
Two
quantitative
and twelve
qualitative
studies
Settings:
Databases
used
included
EBSCO,
ProQuest,
PubMed,
and Google
Scholar
(handsearch).

IV:
Influen
ce of
culture
on the
provisi
on of
healthc
are
DV:
Knowl
edge
Negati
ve
experie
nces of
the
Africa
n
immigr
ants
with
the
U.S.
healthc
are
system

The specific
questions this
scoping review
attempted to
answer were:
[1] What do we
currently know
about the
healthcare
experiences and
needs of African
immigrants in
the U.S.?
[2] What are the
knowledge-gaps
to guide the
development of
subsequent
inquiries about
African
immigrant health
in the U.S.?

The articles
retrieved from the
different databases
were stored in
EndNote
An indicative
coding approach
where themes were
identified was
followed. Axial
codes formed,
which were
transformed into
higher-level codes
Process applied to
both qualitative
and quantitative
studies. Approach
necessary because
it allows themes to
emerge
organically, while
also keeping in
check confirmation
bias or assumptions
Findings
synthesized into a
narrative format.

Culture and
perspectives of
illness determine
behaviors
Chronic diseases
are viewed as
spiritual attacks
and AAs may
consult clergy or
oracles
Population felt
US providers
might not be
adequately
equipped to
address their
health concerns
Population
believe
unnecessary
doctor’s visit
may lead to
unwarranted
diagnosis

Level-Quality
Level III B
Limitation
Studies focused on refugees were
not included; therefore,
generalizability of findings is
limited
Conclusion
To authors’ knowledge, this is
the first Scoping review
pertaining to the healthcare
experiences and needs of AIs in
the U.S.
Worth to practice
More studies needed to know if
this is worthy to be
recommended for practice.;
however, the review underscore
the importance of cultural
competency of providers to
effectively care for AAs
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Purpose of
Article or
Review

Conceptu
al
Framewor
k

Design /
Method

Sample /
Setting

Independent
variables (IV)
and
dependent
variables
(DV)

Measurement
of Major
Variables

Data Analysis

Study Findings

Level of Evidence (Critical
Appraisal Score) / Worth to
Practice / Strengths and
Weaknesses / Feasibility /
Conclusion(s) /
Recommendation(s) /

APA Citation:
Rimando M. (2015). Perceived barriers to and facilitators of hypertension management among underserved African American older adults. Ethnicity & Disease, 25(3),
329-336.
To review
perceived
barriers to and
facilitators of
hypertension
management
among
underserved
AA older
adults

Grounded
Theory Ethnograp
hic
Approache
s

Design:
Qualitative
descriptive
design
Method:
Interview
questions
focused on
knowledge of
HTN
management
and barriers
and
facilitators to
HTN selfmanagement.

Sample:
28 AA
diagnosed
with
hypertensio
n
Setting:
urban
cardiovasc
ular health
clinic in a
southeastern
state

IV:
Barriers
like lack
of
knowledge
Facilitator
s to
improve
knowledge
and
manageme
nt of HTN
DV:
Hypertensi
on
knowledge
and
manageme
nt

Face to face
semistructured
interviews
conducted for
data
collection

Interview
questions
focused on
knowledge
of; and
barriers and
facilitators to
hypertension
management.

Thematic content
analysis was
applied.

Qualitative content
analysis, a
descriptive
presentation of
qualitative data
was used

Patient reported
increased
knowledge.
Identified
barriers to
managing their
diseases
Identified
facilitators to
help improve
compliance, e.g.,
grandchildren.
Themes were
arranged into
categories of
perceived
barriers and
facilitators

Level-Quality
Level III B
Lacked random assignment.
However, study was of good
quality
Limitation
Lacked random assignment.
Conclusion
Improved patient knowledge
could improve self-management.
Worth to Practice
Practice of involving
grandchildren as facilitators in
the care of alder AAs is
recommended for practice
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Appendix B
Organizational Support Letter
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Appendix C
Hypertension Toolkit

Hypertension Education Toolkit
for

African Immigrant communities

Developed by

Esther Oshunluyi,

DNP( c), MSN, RN, PHN

University of San Francisco, California (USFCA)
As part of Doctor of Nursing Practice (DNP)
requirement for graduation

65

What is Hypertension
Hypertension or high blood pressure (BP) is when the force of your blood
pushing against the walls of your blood vessels is consistently too high.
American Heart Association

A call to action on Hypertension prevention and control by
the surgeon general
The call to action seeks to avert the negative health effects of hypertension by identifying
evidence-based interventions that can be implemented, adapted, and expanded in diverse settings
across the United States, where people live, work, play, worship and age.
VADM Jerome Adams, M.D., M.P.H. (Oct. 7, 2020)

Ethical Considerations
The goal of this hypertension education project is to improve the hypertension knowledge
among African Immigrants at a congregation in Long Beach, California.
To protect the participants’ identity and privacy, no names and addresses will be used.
Only the last four digits of phone numbers will be used, and same will be coded for privacy. The
focus of this project will be on quality improvement, the project therefore does not require an
Institutional Review Board (IRB) approval for implementation. The proposed project has been
evaluated and approved as a quality improvement project through the University of San
Francisco (USF) School of Nursing and Health Professionals.
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ASSESSMENT, INTEREST AND DEMOGRAPGIC QUESTIONNAIRE
(This is voluntary)
Please, provide the last four digits of your phone number in the box provided below:

How long have you
been a member of the
congregation?
How often do you
attend church per
month?
Would you be
interested in
participating in this
project?

CONGREGATIONAL ASSESSMENT
<5 years
5-10 years 11-15
16-20 years
years
1-2 times

Yes

3-4 times

5-6 times

7-8 times

>20 years

9 times or
more

INTEREST
No
If No.
You may not continue with the survey.
Thank you very much for your time.
DEMOGRAPHY

Place of birth

Africa

U.S.

Other
Name of Country:

How long have you
been in the U.S.?

< 5 years

5-10 years

11-15
years

16 - 20 years

>20 years

What was your age
when you got to the
U.S.?

<16 years

17-20
years

21-30
years

31-40 years

>40 years

Current age in years

<21

21-40

41-55

56-65

>65

Sex

M

Formal Education

Less than
high school
diploma

High
school
diploma

Some
college
education

Bachelor’s
degree

Graduate
degree

Relationship Status

Married

Partnered

Single

Widowed

Other

Occupational Status

Full-Time

Part-Time

SelfUnemployed
employed

F

Student
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When was last physical
examination?
Do you have health
insurance?
Do you have a primary
care provider?
Family History of
Hypertension
Have you been
diagnosed with
hypertension
If we meet physically,
would you be willing to
have your Blood
pressure checked?
Self-reported blood
pressure

<6 months
Yes

7-12
months
No

Yes

No

Yes

No

Yes

No

Yes

No

B/P

<130/80

130/80 140/85

Where was last selfreported BP checked?
When was last selfreported B/P checked?

Home

Doctor’s
office
1–4
weeks ago

>140/85 - >160/90
160/90
Refer to hospital
Hospital Other?

What do you consider
to be your top health
need of the
congregation?
(Please, select three)
How would you rate
your overall health?

Hypertension Diabetes

< 1 week

Very good

Good

2-3 years

3-5 years

>5 years

If Yes,

Father?

Mother?

2–6
months
ago
Mental
Illness

7 months –
1 year

> 1 year

Cancer

Other

Fair

Bad

Very bad

Survey developed by student and reviewed by a DNP-prepared registered nurse with expertise in
faith-community nursing for content validity.
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Faith & Cultural Approaches to
Hypertension Prevention and Management
• Greetings, beliefs, African proverbs, adages, truths & myths
• Hypertension in local languages of community members
• Preferred language for speaking and reading
• Special foods and practices for hypertension
• Tradition
• Stories
• Scriptures about health and healing
• Prayers for prevention and management of hypertension
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African Narratives about Hypertension Management
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Pre-Knowledge Survey
(This is voluntary)
Please, provide the last four digits of your phone number in the box provided below:

Key to abbreviation: BP – blood pressure, HBP – high blood pressure
High blood pressure Knowledge Survey
True
1

There is nothing you can do to prevent HBP.

2

If your mother or father has HBP, you'll get it.

3

Young adults don't get HBP.

4

HBP has no symptoms.

5

Stress causes HBP.

6

HBP is not life threatening.

7

BP is high when it is over 140/90 mmHg.

8

If you are overweight, you are 2 to 6 times more likely to develop HBP.

9

You have to vigorously exercise every day to improve your BP and
health.

10

Americans eat 2 to 3 times more salt and sodium than they need.

11

Drinking alcohol lowers BP.

12

HBP has no cure.

False

Reference:
National Institutes of Health National Heart, Lung, and Blood Institute. (1994). Check your high
blood pressure IQ. U.S. Government Printing Office.
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Research…
High blood pressure is described as one of the leading preventable risk factors for
cardiovascular disease with a higher population burden among African Americans (Mills et al.,
2016).
About three-quarters of African Americans are likely to develop high blood pressure by
the age of 55, compared to about half of their White counterparts (Thomas et al., 2018).
Americans of African descent tend to develop hypertension and complications of
hypertension at an earlier age than Whites or Mexican Americans (Flack et al., 2010).
African-born immigrants, the fastest growing immigrant group in the United States, are not
well represented in healthcare research and tend to be categorized as African Americans or Black,
therefore diminishing any idea that cultural differences exist (Adekeye et al., 2017).
Lack of knowledge about hypertension, lack of trust for the healthcare system, culture, and
other social determinants of health are reported as some of the barriers to healthcare access for
African immigrants living in the United States (Adekeye et al., 2017).
The use of narratives in providing evidence-based hypertension education, by which
patients can readily share stories about how they have been able to manage and control their illness
in a trusted environment like a church, may be a complementary method to add to the management
of hypertension in African immigrants because of their culture and belief in storytelling (Bokhour
et al., 2016).
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Evidence-based hypertension education
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National Heart, Lung and Blood Institute. (n.d.). Small steps to take control.
https://www.nhlbi.nih.gov/health-topics/all-publications-and-resources/healthy-bloodpressure-healthy-hearts-small-steps-take
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Why it is important to prevent/control Hypertension:

77

LIFESTYLE HABITS YOU CAN MAKE TO
BECOME HEALTHIER:

Meditate
Quit smoking
Manage stress
Eat more vegetables
Eat food in moderation
Walk at least 20 minutes every day
Keep a journal

78

Manage stress

Walk at least 20-30 minutes every day
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Fruits and Vegetables

Food in moderation

80

81

82
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Notes
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
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Post-Knowledge Survey
(This is voluntary)
Please, provide the last four digits of your phone number in the box provided below:

Key to abbreviation: BP – blood pressure, HBP – high blood pressure
High blood pressure Knowledge Survey
True
1

There is nothing you can do to prevent HBP.

2

If your mother or father has HBP, you'll get it.

3

Young adults don't get HBP.

4

HBP has no symptoms.

5

Stress causes HBP.

6

HBP is not life threatening.

7

BP is high when it is over 140/90 mmHg.

8

If you are overweight, you are 2 to 6 times more likely to develop HBP.

9

You have to vigorously exercise every day to improve your BP and
health.

10

Americans eat 2 to 3 times more salt and sodium than they need.

11

Drinking alcohol lowers BP.

12

HBP has no cure.

False

Reference:
National Institutes of Health National Heart, Lung, and Blood Institute. (1994). Check your high
blood pressure IQ. U.S. Government Printing Office.
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POST-EDUCATION EVALUATION
(This is voluntary)
Please, provide the last four digits of your phone number in the box provided below:

Choose an option that best
describes you

Minister

Head of
Member
department

Support
person

How satisfied were you with
your experience today?

Very
satisfied

Satisfied

Somewhat
satisfied

Not
satisfied

What do you consider to be
your top health need?

Access to
healthcare

Cost

Time

Other

As a result of this education,
what is the first habit that
affects your health that you
would like to change?

Eating
healthy

Staying
active, e.g.
walking

Quit
smoking

Aim for
a healthy
weight

How long do you think you
can keep working on the new
habit?

1 week

1 month

3 months

6 months

Which support(s) would help
you maintain the new health
habit?
When will you be able to start
the new habit?
Will you be able to get the
support(s) that would help you
maintain the new health habit?

Information

Group
session

Prayers

Financial

Yes

No

Which spiritual activities
would you need to help you
maintain the health habit you
are working on?
Which resources would you
need to improve your health?

Prayers

Meditation

Immediately In 1 week

Get
social
support

In a month

Do not
other
know
If no and you would like to be
contacted, please include your
phone number: ______________
Support
group

Other

Survey developed by student and will be reviewed by a DNP-prepared registered nurse with
expertise in faith-community nursing for content validity
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Toolkit Content Review Survey Questions
(This is voluntary)
Please, provide the last four digits of your phone number in the box provided below:

How easy is the toolkit to
navigate?

Very Easy

Quite Easy

Somewhat
Easy

Not Easy

How interesting did you find
the content of the toolkit?

Highly
Interesting

Quite
Interesting

Somewhat
Interesting

Not
Interesting

How relevant did you find the
information in the toolkit?

Highly
Relevant

Quite
Relevant

Somewhat
Relevant

Not Relevant

How appropriate is the
information for African
Immigrants?

Highly
Appropriate

Quite
Appropriate

Somewhat
Appropriate

Not
Appropriate

Quiet
Current

Somewhat
Current

Is not current

How current is the information Highly
contained in the toolkit?
Current
What would you like to see
included in the toolkit?

Survey Questions retrieved from CDC Website, modified by student for population of interest
and reviewed by a DNP-prepared registered nurse with expertise in faith-community nursing for
content validity
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High Blood Pressure Knowledge Survey
Retention Score
Answers to Survey Questions
True

False

1

There is nothing you can do to prevent HBP.

0

1

1

If your mother or father has HBP, you'll get it.

0

1

3

Young adults don't get HBP.

0

1

4

HBP has no symptoms.

0

1

5

Stress causes HBP.

0

1

6

HBP is not life threatening.

0

1

7

BP is high when it is over 140/90 mmHg.

1

0

8

If you are overweight, you are 2 to 6 times more likely to develop HBP.

1

0

9

You have to vigorously exercise every day to improve your BP and
health.

0

1

10

Americans eat 2 to 3 times more salt and sodium than they need.

1

0

11

Drinking alcohol lowers BP.

0

1

12

HBP has no cure.

1

0

Correct = 1, Incorrect = 0
Max score = 12
Reference:
National Institutes of Health National Heart, Lung, and Blood Institute. (1994). Check your high
blood pressure IQ. U.S. Government Printing Office.
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Appreciation
•

Project Committee Chair: Dr. Francine Serafin-Dickson, DNP, MBA, BSN, CNL
o University of San Francisco, California

•

Committee Member: Dr. Mary Knighten, DNP, NR, NEA-BC
o University of San Francisco, California

•

Participants (Members of CAC, House of the Word, Long Beach, California)

•

My family:
o My husband: Deacon Olatunbosun Abiodun Oshunluyi
o Children: Bolu, Bosun jr., Derin and Jibola (Akorede)
o Grandchildren: Semilore and Mayomikun
o Church family (CAC, House of the Word, Long Beach, California)
▪

Pastor Gabriel & Evangelist Mora Idowu

▪

Leadership & congregation

o Siblings
o Friends
o Colleagues
•

Volunteers: Akorede Oshunluyi, MHP, RN, Felicity Kagiri BSN, BA, RN, Derin
Adesanya, Tosin Adewunmi, Bolu Aina & Bosun Oshunluyi Jr.

PowerPoint Presentation is available for group discussion by request at:
www.eoshunluyiHTN.Ed@gmail.com
Phone: (310) 621.5020
SPACE HERE
Hypertension education project at Christ Apostolic Church sponsored by:
Involve Global Foundation Inc.
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Local Resources:

LONG BEACH DEPARTMENT OF HEALTH AND HUMAN SERVICES.
MISSION: To improve the quality of life by promoting a safe and healthy community in which
to LIVE, WORK, and PLAY
Free & Income Based Clinics in Long Beach, California
Long Beach Comprehensive Health Center
Address: 1333, Chestnut Avenue
Long Beach, CA 90813
Phone: (562) 599-2153
Clinic Hours:
Monday – Friday (7:30AM – 7:30 PM)
Saturday (8:00 AM – 4:30PM)
APLA Health – Long Beach Health Center
Address: 1043 Elm Avenue. Suite 302
Phone: (562) 247-7740
Health Clinic Hours:
Monday – Friday (8:00 AM – 5:00 PM)
APLA Health operates under a SLIDING SCALE model. This means that it may not be free
depending on your income. You will be required to prove financial need to receive free services
or services at a reduced cost.
Free parking with validation/Metro Blue Line
Payments: If you do not have insurance, the clinic will help you determine if you qualify for
financial assistance and help you enroll in a health plan. Otherwise, the fees are on a sliding scale
basis, based on ability to pay. Specific fees and discounts are detailed on their Sliding Fee
Discount Schedule

Healthcare Response Team
Christ Apostolic Church, House of the Word
2201 E. 6th Street. Long Beach. CA 90814
Tel: (310) 567.5270

In case of emergency, please call 911

92
Appendix D
Assessment, Interest, and Demographics Questionnaire
ASSESSMENT, INTEREST AND DEMOGRAPGIC QUESTIONNAIRE
(This is voluntary)
Please, provide the last four digits of your phone number in the box provided below:

How long have you
been a member of the
congregation?
How often do you
attend church per
month?

CONGREGATIONAL ASSESSMENT
<5 years
5-10 years 11-15 years 16-20 years

1-2

3-4

5-6

INTEREST
No
If No. You
may not
continue
with the
survey.
DEMOGRAPHY

7-8

>20 year

More than
8

Would you be
interested in
participating in this
study?

Yes

Thank you
very much
for your
time.

Place of birth

Africa

U.S.

Other

Name of
Country

How long have you
been in the U.S.?

< 5 years

5-10 years

11-20 years

20 years

>20 years

What was your age
when you got to the
U.S.?

<16 years

17-20
years

21-30 years

31-40 years

>40 years

Age in years

<21

21-40

41-55

55-65

>65

Sex

M

F
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Formal Education

Less than
high school
diploma

High
school
diploma

Some
college
education

Bachelor’s
degree

Graduate
degree

Relationship Status

Married

Partnered

Single

widowed

Other

Occupational Status

Full-Time

Part-Time

Unemployed

Student

When was last
physical examination?
Do you have health
insurance?
Do you have a primary
care provider?
Family History of
Hypertension
Diagnosis of
hypertension
If we meet physically,
would you be willing
to have your Blood
pressure checked?
Self-reported blood
pressure
Where was last selfreported BP checked?
When was last selfreported B/P checked?
What do you consider
to be your top health
need of the
congregation
How would you rate
your overall health?

<6 months

3-6 years

>5 years

Yes

7-12
months
No

Selfemployed
2-3 years

Yes

No

Yes

No

Yes

No

Yes

No

<130/80

B/P

130/80 140/85
Home
Doctor’s
office
< 1 week ago 1 – 4
weeks ago
Hypertension Diabetes

>140/85 160/90
Hospital

>160/90

2–6
months ago
Stroke

> 6 months
Mental
Illness

Cancer

Very good

Fair

Bad

Very bad

Good

Survey developed by student and will be reviewed by a DNP-prepared registered nurse with
expertise in faith-community nursing for content validity.
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Appendix E
Pre- and Post-Knowledge Survey
(This is voluntary)
Please, provide the last four digits of your phone number in the box provided below:

Key to abbreviation: BP – blood pressure, HBP – high blood pressure
High blood pressure Knowledge Survey
True
1

There is nothing you can do to prevent HBP.

2

If your mother or father has HBP, you'll get it.

3

Young adults don't get HBP.

4

HBP has no symptoms.

5

Stress causes HBP.

6

HBP is not life threatening.

7

BP is high when it is over 140/90 mmHg.

8

If you are overweight, you are 2 to 6 times more likely to develop HBP.

9

You have to vigorously exercise every day to improve your BP and
health.

10

Americans eat 2 to 3 times more salt and sodium than they need.

11

Drinking alcohol lowers BP.

12

HBP has no cure.

False

Reference:
National Institutes of Health National Heart, Lung, and Blood Institute. (1994). Check your high
blood pressure IQ. U.S. Government Printing Office.
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Appendix F
Educational Tool: Small Steps to Take Control
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National Heart, Lung and Blood Institute. (2019, April). Small steps to take control.
https://www.nhlbi.nih.gov/health-topics/all-publications-and-resources/healthy-bloodpressure-healthy-hearts-small-steps-take
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Appendix G
POST-EDUCATION EVALUATION
(This is voluntary)
Please, provide the last four digits of your phone number in the box provided below:

Choose an option that best
describes you

Minister

Head of
Member
department

Support
person

How satisfied were you with
your experience today?

Very
satisfied

Satisfied

Somewhat
satisfied

Not
satisfied

What do you consider to be
your top health need?

Access to
healthcare

Cost

Time

Other

As a result of this education,
what is the first habit that
affects your health that you
would like to change?

Eating
healthy

Staying
active

Quit
smoking

Aim for
a healthy
weight

How long do you think you
can keep working on the new
habit?

1 week

1 month

3 months

6 months

Which support(s) would help
you maintain the new health
habit?
When will you be able to start
the new habit?
Will you be able to get the
support(s) that would help you
maintain the new health habit?
Which spiritual activities
would you need to help you
maintain the health habit you
are working on?
Which resources would you
need to improve your health?

Information

Group
session

Prayers

Financial

Immediately In 1 week

In a month

Do not
know

Prayers

Support
group

Other

Meditation

Get
social
support

other

Survey developed by student and will be reviewed by a DNP-prepared registered nurse with
expertise in faith-community nursing for content validity.
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Appendix H
Gap Analysis
Focus Area

Desired future
state

Current state

Identified gap

Action plan

Hypertension
management

To increase
hypertension
knowledge from
baseline to 25%
and above, and
reduce selfreported blood
pressure by 10%
and above from
baseline in a
congregation of
African
immigrants in
California

Uncontrolled
blood pressure

Knowledge
deficit

Provide
evidence-based,
culturally
appropriate
hypertension
education.

Lack of
education about
hypertension
Lack of
insurance to
access
healthcare

Lack of
resources

Provide
resources about
affordable
preventive
healthcare
insurance
Goals:
Improve
knowledge and
reduce blood
pressure
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Appendix I
Gantt Chart and Responsibility/Communication Matrix
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Appendix J
Work Breakdown Structure
HEALTH
EDUCATION
PROJECT
Assessing

Planning

Determine DNP
Project

Designing

Obtain faculty
(preceptor)
approval for

Implementing

Evaluating

Review and design
appropriate
assessment &
evaluation tools

Complete CP
demographic
survey

Review project
management tools
(GANTT, SWOT,
etc)

Complete
assessment survey

Share findings with
faculty, academic
team, and CP

Analyze results

Conduct gap
analysis

Connect with CP

Conduct literature
review

Obtain letter of
support from CP

Obtain a letter of
support from CP

Provide
Hypertension
education

Collectively
celebrate
achievements

Obtain faculty
input

Conduct
organizational
analysis

Obtain grant
funding

Administer

Monitor and
document
process/lessons
learned

Meeting with
building committee
of CP

Develop project
charter with CP

Review of project
plan with faculty

Review project
goals with
preceptor

post-education
evaluation

Identification of CP

Meet with CP

Identify measuring
tools

Review design plan
with faculty

CP=Community Partners, DNP=Doctor of Nursing Practice

Determine
ongoing
commitment &
sustainability with
CP
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Appendix K
SWOT ANALYSIS OF CURRENT STATE
Strength:

Weakness:

Safe and trusted environment for participants
to received health education

Small sample size of 22 participants

Community leadership willingness to
participate in project
All participants speak, read, and write in
English with no need for interpreters
Student’s expertise in health education, and
knowledge of traditional beliefs of Nigeria
(which is one of the major immigrant
countries to the US)
Opportunity:

Threat:

Church willing to begin an annual health fair
to sustain project

COVID-19 pandemic may be a threat to the
implementation of the project

There are four registered nurses willing to
volunteer lead the annual health fair of the
church

Potential change in church leadership, as new
leaders may not be supportive of project

Replication in other African immigrant
communities

Toolkit was culturally tailored to African
Americans and African immigrants and may
not be culturally adaptive to other ethnic
groups.
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Appendix L
Budget
Income
Items
Family

Friends

Fundraising by
the church

Total

Expenditure
Amount
Items
$500.00
Supplies
(two sphygmomanometers, infrared
scanner to read temperature, alcohol
wipes, soaps, paper napkins, hand
sanitizers, & table covers)
$1,000.00
Printing of toolkits
(educational toolkits, surveys, blood
pressure wallet card, note pad, pens &
family tree charts)
$1,000.00
Hall rental x 2
(once for training and other for the postproject celebration lunch)
Lunch for 35 during training
(participants, volunteers, etc.)
$10 gift card per participants and
volunteers (for time, transportation /or
gas)
Post-project debriefing lunch
Transportation (gas for student)
Miscellaneous
$2,500.00
Total

Amount
$400.00

$600.00

$400.00
$350.00
$350.00
$300.00
$20.00
$80.00
$2,500.00

•

No additional paid staff was needed for the project

•

Two registered nurses volunteered for the project

•

The two sphygmomanometers and infrared thermometer were donated to the church for use
during the educational and evaluation sessions and the proposed church’s annual health fair.
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Appendix M
Statement of Non-Research Determination Form
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106

107

108

DNP Statement of Determination
Evidence-Based Change of Practice Project Checklist Outcome
The SOD should be completed in NURS 7005 and NURS 791E/P or NURS 749/A/E
Project Title:
Development of an Educational Toolkit to improve Hypertension Knowledge among African Immigrants in a Californian
Congregation
☐X This project meets the guidelines for an Evidence-based Change in Practice Project as outlined in the Project Checklist (attached).
Student may proceed with implementation.
☐ This project involves research with human subjects and must be submitted for IRB approval before project activity can
commence.
Comments:

Student
Last Name:
CWID Number:

Oshunluyi

Student
First Name:
Semester/
Year:

20532522

Esther
Summer 2020
May 29, 2020

Student Signature:
Chairperson Name:

Date:
Francine Serafin-Dickson
6-29-20

Chairperson
Signature:
DNP SOD Review
Committee Member
Name:
DNP SOD Review
Committee
Member Signature:

Date:
Mary Lynne Knighten, DNP, RN,
NEA-BC
12/11/2021 (reviewed in Summer
2020)
Date:

References
National heart, lung and blood institute (2019). Small Steps to Take Control. (https://www.nhlbi.nih.gov/healthtopics/all-publications-and-resources/healthy-blood-pressure-healthy-hearts-small-steps-take
National Institutes of Health National Heart, Lung, and Blood Institute. Check your high blood pressure IQ. Bethesda,
MD: US Government Printing Office; 1994. [Google Scholar]
Scisney-Matlock, M., Makos, G., Saunders, T., Jackson, F., & Steigerwalt, S. (2004). Comparison of quality-ofhypertension-care indicators for groups treated by physician versus groups treated by physician-nurse
team. Journal of the American Academy of Nurse Practitioners, 16(1), 17–23.
https://doi.org/10.1111/j.1745-7599.2004.tb00367.x
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Appendix N
CITI Program Ethics Certificate
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Appendix O
Socio-Demographic Characteristics of Participants, N=33

Variables
Place of birth?
Africa
U.S.
Others
How long have you been in the U.S?
<5 years
5-10 years
11-15 years
16-20 years
>20 years
What was your age when you got to the U.S.?
<16 years
17-20 years
21-40 years
31-40 years
>40 years
Current age in years
<21
21-40
41-55
56-65
>65
Sex
Male
Female
No Response
Formal Education
Less than high school diploma
High school diploma
Some college education
Bachelor’s degree
Graduate degree
No Response
Relationship status
Married
Partnered
Single
Widowed
Others
Occupational status

n

%

28
04
01

84.8
12.1
0.3

03
01
05
01
23

9.1
0.3
15.2
3.0
69.7

08
02
08
09
06

24.2
6.1
24.2
27.3
18.2

01
08
07
11
06

3.0
24.2
21.2
33.3
18.2

12
19
02

36.4
57.6
6.1

00
00
04
05
22
02

0.00
0.00
12.1
15.2
66.7
6.1

18
03
08
02
02

54.5
9.1
24.4
6.1
6.1
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Full-time
Part-time
Self-employed
Unemployed
Student
Retired
No Response
How long have you been a member of the congregation?
<5 years
5-10 years
11-15 years
16-20 years
>20 years
How often do you attend church per month?
1-2 times
3-4 times
5-6 times
7-8 times
9 times or more
When was the last physical examination?
<6 months
7-12 months
2-3 years
3-5 years
>5 years
Do you have a health insurance?
Yes
No
Do you have a primary care giver?
Yes
No
Family history of hypertension
Yes
No
If yes,
Father
Mother
No Response
Have you been diagnosed with hypertension?
Yes
No
If we meet physically, would you be willing to have your blood
pressure checked?
Yes
No
Self-reported blood pressure (n=33)

15
03
04
03
03
02
03

45.1
9.1
12.1
9.1
9.1
6.1
9.1

03
07
01
06
16

9.1
21.2
3.0
18
48

04
08
02
08
11

12.1
24.2
6.1
24.2
33.3

19
11
02
01
00

57.6
33.3
6.1
3.0
0.00

27
06

81.8
18.2

27
06

81.8
18.2

17
16

48.5
51.5

05
02
26

15.2
6.1
78.8

14
19

42.4
57.6

31
02

93.9
6.1
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>130/80
130/80-145/85
145/85-160/90
>160/90
No Response
Where was the last self-reported BP checked?
Home
Doctor’s office
Hospital`
Others (Pharmacy)
Systolic Blood Pressure on site of Education. N=22
<130
130-139
140-179
>180
What do you consider to be your top health need of the
congregation?
Hypertension
Yes
No
Diabetes
Yes
No
Mental illness
Yes
No
Cancer
Yes
No
Others
Yes
No
How would you rate your overall health?
Very good
Good
Fair
Bad
Very bad
No Response

15
03
03
01
11

45.5
9.1
9.1
3.0
33.3

08
17
02
06

24.2
51.5
6.1
18.2

07
03
10
2

31.8
13.6
45.5
9.1

19
14

57.6
42.4

14
19

42.4
57.6

03
30

9.1
90.9

07
26

21.2
78.8

06
27

18.2
81.8

07
19
05
00
00
02

21.2
57.6
15.2
0.00
0.00
6.1
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Appendix P
Blood Pressure Measurement Results

Pre-Education
Five Months Post-Education
% Decrease

Mean SBP
145.05
140.41
3.86%

Mean DBP
89.45
82.55
7.71%

mmHg

Blood Pressure Survey
150.00
140.00
130.00
120.00
110.00
100.00
90.00
80.00
70.00
60.00
50.00
40.00
30.00
20.00
10.00
0.00
Systolic

Diastolic

Pre Education

Systolic

Diastolic

Five Months Post Education
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Appendix Q
Individual Participant’s Systolic Blood Pressure (Pre- and Five Months Post-Education).
N=22

SYSTOLIC BLOOD PRESSURE (PRE AND FIVE MONTHS POST-EDUCATION)
250

mmHg

200
150
100
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Post
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0
D
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H
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J

K

M
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U

V

X

Y

AA AB AC AE AF AG

Participants

Individual Participant’s Diastolic Blood Pressure (Pre and Five Months Post-Education). N=22

DIASTOLIC BLOOD PRESSURE (PRE AND FIVE MONTHS POST-EDUCATION)
140
120

mmHg

100
80
Pre

60

Post

40
20
0
D

E

F

G

H

I

J

K

M

N

P

S
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V

X
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115
Appendix R
Knowledge Survey: Participants’ Pre-, Immediate post- and Five Months Post-Education
Timeframe

Pre-education

Immediate PostEducation

Five Months PostEducation

Mean of Correct
Answers

6.73

9.05

11.32

34.47%

68.2%

% Increase

Mean Scores for Participants' Knowledge
12.00

10.00

8.00

6.00

4.00

2.00

0.00
Pre Education

Immediate Post- Education

Five Months Post Education
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Appendix S
Knowledge Survey: Correct Scores per Each participant. N=22

1

D

Knowledge Survey
PreImmediate
Education
Post-Education
8
9

2

E

6

7

11

3

F

8

11

11

4

G

6

8

11

5

H

8

9

11

6

I

7

7

12

7

J

7

12

12

8

K

7

10

11

9

M

6

8

12

10

N

7

11

12

11

P

10

11

11

12

S

6

8

11

13

U

4

8

11

14

V

6

10

12

15

X

4

10

11

16

Y

8

9

12

17

AA

7

9

11

18

AB

5

7

11

19

AC

7

9

11

20

AE

5

7

11

21

AF

6

8

11

22

AG

10

11

11

Participants

Five Months
Post-Education
12
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Appendix T
Knowledge Survey: Number of Participants who answered each question correctly.
Questions

Correct
Answers

F

PreImmediate
education PostEducation
N=33
13
19

Five Months
PostEducation
N=22
17

1

There is nothing you can do to
prevent HBP.

2

If your mother or father has
HBP, you'll get it.

F

8

11

17

3

Young adults don't get HBP.

F

12

18

22

4

HBP has no symptoms.

F

5

13

21

5

Stress causes HBP.

F

1

7

19

6

HBP is not life threatening.

F

15

22

22

7

BP is high when it is over
140/90 mmHg.

T

19

22

22

8

If you are overweight, you are 2
to 6 times more likely to develop
HBP.
You have to vigorously exercise
every day to improve your BP
and health.
Americans eat 2 to 3 times more
salt and sodium than they need.

T

19

20

22

F

3

7

21

T

20

22

22

11

Drinking alcohol lowers BP.

F

21

21

22

12

HBP has no cure.

T

12

17

22

9

10
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Appendix U
Immediate Post-Education Satisfaction Results, N=33
Description
Choose an option that best describes you
Minister
Yes
No
Head of department
Yes
No
Member
Yes
No
Support
Yes
No
How satisfied were you with your experience today?
Very satisfied
Satisfied
Somewhat satisfied
Not satisfied
What do you consider to be your top health need?
Access to healthcare
Yes
No
Cost
Yes
No
Time
Yes
No
As a result of this education, what is the first habit that
affects your health that you would like to change?
Eating healthy
Yes
No
Staying active
Yes
No
Quit smoking
Yes
No
Aim for a healthy weight

n

%

07
26

21.2
78.8

04
29

12.1
87.9

20
13

60.6
39.4

05
28

15.2
84.8

28
04
00
00

84.8
12.1
0.00
0.00

13
20

39.4
60.6

05
28

15.2
84.8

09
24

27.3
72.7

13
20

39.4
60.6

18
15

54.5
45.5

01
32

3.0
97.0

119
Yes
No
Get social support
Yes
No
How long do you think you keep working on the new

07
26

21.2
78.8

00
00

0.00
0.00

1 week
1 month
3 months
6 months
Which support(s) would help you maintain the new
health habit?
Information
Yes
No
Group session
Yes
No
Prayers
Yes
No
Financial
Yes
No
When will you be able to start the new habit?
Immediately
In 1 week
In a month
Do not know
Will you be able to get the supports that would help
you maintain the new health habit?
Yes
No
Which spiritual activities would you need to help you
maintain the health habit you are working on?
Prayers
Yes
No
Meditation
Yes
No
Support group
Yes
No

13
06
02
12

39.4
18.2
6.1
36.4

21
12

63.6
36.4

10
23

30.3
69.7

09
24

27.3
72.7

02
31

6.1
93.9

30
02
01
00

90.9
6.1
3.0
0.00

29
04

87.9
12.1

21
12

63.6
36.4

14
19

42.4
57.6

07
26

21.2
78.8

habit?
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