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SPECIAL FEATURES: CLINICAL CONCEPTS

Services Delivered by
Faith-Community Nurses to Individuals
With Elevated Blood Pressure
Victoria Monay,Carol M. Mangione, Alice Sorrell-Thompson, and Arshiya A. Baig
ABSTRACT Objective: Our study describes the services faith-community nurses provide to a community-dwelling sample of patients with elevated blood pressure. Design and Sample: The faith-community nurses completed a survey describing services provided to study participants at each patient
encounter. We describe the type of contact and the frequency and types of services provided to these
patients. From October 2006 to October 2007, we conducted a partnered study with a faith-community
nursing program and enrolled 100 adults with elevated blood pressure from church health
fairs. Measures: Patient demographics and faith-community nurse services provided. Results: Data
from 63 of 108 (58%) visits to faith-community nurses made by 33 participants were collected from surveys completed by the nurses. The majority of the participants were female (64%), Latino (61%), with an
average age of 59 (SD 5 11) years and incomes below US$30,000 (83%). The most frequent services patients received from faith-community nurses were blood pressure measurement (73%), hypertension-specific education on dietary changes (67%), and supportive counseling (56%). Conclusions: Faithcommunity nurses represent a new method of supportive self-management for low-income individuals
with a chronic condition who may otherwise have limited access to health services. Further research is
needed to understand the effect of faith-community nurse interventions on improving chronic disease
health outcomes in these communities.
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Forty-six million Americans are currently uninsured, and
minorities and low-income individuals are disproportionately represented in this group (DeNavas-Walt, Proctor,
& Smith, 2007; Institute of Medicine, 2002). Community-based organizations have a long history of reaching
out and successfully serving these underserved populations (Babalola et al., 2001; Benotsch et al., 2004; Floyd,
Skeva, Nyirenda, Gausi, & Salaniponi, 2003; Forbes,
2000; Jancloes & Martin, 1998; Mercer, Liskin, & Scott,
1991; Singh et al., 2004). Many nongovernmental organizations have established community nursing sites as a
way to deliver and make health care more accessible to
underserved and predominantly uninsured communities. Churches have emerged as an important site for
community health nursing through the establishment of
faith-community nursing programs. These programs
emerged in the United States in the 1980s and have
ﬂourished as innovative health delivery models that
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address the physical, emotional, and spiritual needs of
faith communities while providing holistic nursing care,
boasting over 6,000 programs across the United States
(Stewart, 2000; Weis, Matheus, & Schank, 1997; Westberg, 1990; Zuvekas, Nolan, Tumaylle, & Grifﬁn, 1999).
Faith-community nursing programs draw on the
community outreach model and have grown as a
response to the inequity of health care delivery.
Faith-community nursing programs provide outreach
to community members and extend their services
beyond just the church community. They establish a
vital link among health care providers, community
organizations, and members of communities, by identifying those in need of care, educating and supporting
adherence to care, and coordinating care linkages
(Van Zandt, D’Lugoff, & Kelley, 2000). Faith-community nurses offer personalized attention to establish a
stable source of care and facilitate urgent care when
needed (Chase-Ziolek & Striepe, 1999; Findley et al.,
2003; Health Ministries Association, American
Nurses Association, 2005; Shiber & D’Lugoff, 2002;
Stewart, 2000; Zuvekas et al., 1999).
Studies have documented the services that faithcommunity nurses provide, ranging from qualitative
work describing nurse experiences to quantitative studies describing the services the nurses provide to their
patients (Anderson, 2004; Brudenell, 2003; Burkhart
& Androwich, 2004; Chase-Ziolek & Striepe, 1999;
Coenen, Weis, Schank, & Matheus, 1999; Matteson,
Reilly, & Moseley, 2000; McDermott & Burke, 1993;
McDermott, Solari-Twadell, & Matheus, 1998; Nist,
2003; Sherwin, 1996; Stewart, 2000). Yet, to our
knowledge, few studies have described what services
are prioritized and delivered by faith-community nurses
speciﬁcally to patients with chronic conditions in
underserved communities. Faith-community nursing
programs may represent a new way to promote self-care
behavior and deliver health services to individuals with
poorly controlled hypertension in these communities.
Our study describes the services that nurses provide to
such individuals from mainly low-income, immigrant
communities at health fairs in Los Angeles County.

Methods
Design and sample
We used community-based participatory research
methods to partner with a nonproﬁt faith-community
nursing program in Los Angeles. We worked with our
partner organization in the design, implementation,
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analysis, and interpretation of the results from the
research. The data used for this report came from selfadministered surveys completed by faith-community
nurses from a community-based randomized intervention trial that measured changes in systolic blood
pressure, hypertension knowledge, participation in
hypertension self-care, and medication intensiﬁcation
among patients with poorly controlled blood pressure
recruited from community nurse-led church health
fairs. Participants who were 18 years of age or older
with elevated blood pressure were enrolled in the
study from 26 health fairs at 11 churches in Los Angeles County. All participants provided written informed
consent upon enrollment. Four months after recruitment, participants completed follow-up measures.
During the study period, participants visited a faithcommunity nurse and/or a primary care physician.
During the 4-month study period, the nurses were
asked to complete a survey after every visit with a
study participant. The UCLA institutional review
board approved all study procedures, and this trial
was registered at http://clinicaltrials.gov, identiﬁer
number NCT00535444.
The larger community-based intervention trial
randomized patients to direct referrals to faith-community nurses or assisted patients in making an
appointment with a physician to manage their elevated blood pressure. Participants randomized to
direct referral to a faith-community nurse arm were
introduced to the nurse at the health fair and encouraged to see the nurse within the next 2 weeks. The
nurses followed their standard protocol for managing
a participant with poorly controlled hypertension. The
faith-based community nurses were all registered
nurses and were not licensed to prescribe or dispense
medications to participants. Participants randomized
to the physician referral arm were assisted by nonmedical personnel in making an appointment with
their physician to address their elevated blood pressure. If the participant did not have a primary care
physician, the study team identiﬁed a physician for the
participant and assisted in making an appointment.
Participants in the physician referral arm could visit
with the faith-community nurse if they chose; though,
the study team did not provide any information on the
nurse to the participant in the physician referral arm.
This report uses data from the subset of participants
from both arms of the larger study who saw the nurse
within the 4-month follow-up period and had a survey
completed after one or more of their visits.

Monay et al.: Faith-Community Nurse Services

Measures
Patient demographics. Participants reported
their age, gender, race/ethnicity, employment status,
income, educational attainment, marital status, type
of health insurance, smoking status, and primary language spoken.
Nurse visits. We veriﬁed attendance at nurse
ofﬁce hours through patient self-report and a review
of each nurse’s records that were kept as a part of the
study protocol.
Nurse services. The faith-community nurses
helped develop the survey instrument to measure the
services they delivered and approved the ﬁnal draft
before ﬁelding. The survey included domains for: the
date of the visit, the church location, the location of
the visit (e.g., phone, ofﬁce hours, church campus),
and a list of 15 different services. These services included: providing education on dietary habits, increasing exercise, tobacco cessation, decreasing
alcohol use, and information about hypertension and
its complications, assistance in making appointments
with physician, assistance with transportation, counseling on importance of properly taking medication,
referral to mental health services, to diagnostic procedures, to subspecialists, to homeless services, supportive counseling, and teaching self-monitoring of
blood pressure at home. Nurses also had the option of
describing additional services delivered in free text
ﬁelds that were then added to the appropriate category (e.g., supportive counseling) or a new category if
needed. Each nurse was asked to ﬁll out a survey after
each participant visit. The surveys were mailed by
nurses to the study project ofﬁce and were entered
into a database by research staff.

Analytic strategy
We pooled the faith-community nurse surveys from
both study arms of the larger trial to report frequency
of services provided by the nurses to the patients. We
calculated the number of times a service was provided
divided by the total number of visits. We conducted
our analyses using STATA 10.0 (StataCorp, College
Station, TX, U.S.A.) and SAS, version 9.1 (SAS Institute Inc., Cary, NC, U.S.A.).

Results
A total of 11 churches and 10 nurses participated in
the study. Of 187 health fair participants with an
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average of the last two of three blood pressure readings equal to or over 140 mmHg systolic or 90 mmHg
diastolic, 150 fulﬁlled the study eligibility criteria, and
67% (N 5 100) enrolled in the study (Drummond,
Buss, & Ladigo, 1992). The nonenrollees and enrollees did not differ in terms of mean age, gender distribution, mean systolic or diastolic blood pressure, or
by distribution of race and/or ethnicity.
Of the 100 people enrolled in the study, 33
participants made a total of 108 visits to a faithcommunity nurse during the 4-month study period.
Twenty-one of the 50 participants randomized to see a
nurse made 78 nursing visits, and 12 of the 50 participants randomized to assistance with making an
appointment to see a physician independently made
30 visits to the nurse. We have survey information
describing the services provided for 63 of these 108
visits (58%). The nurses’ reasons for not completing a
survey included lack of time during the ofﬁce visit,
forgetting, and confusion about whether surveys were
only supposed to be completed for the ﬁrst patient
visit or for all subsequent visits. Participants who visited a nurse or not did not differ in terms of mean age,
gender distribution, mean systolic or diastolic blood
pressure, or by distribution of race and/or ethnicity.

Patient characteristics
The demographic characteristics of the 33 patients
who saw the nurse during their 4-month follow-up
period and for whom surveys were completed are displayed in Table 1. The mean age of the patients was 59
(SD 5 11) years. The majority were female (64%), Latino (61%), born outside the United States (79%), did
not speak English at home (67%), had less than a high
school education (49%), and had an annual income of
less than US$30,000 (83%). The health and health
care characteristics of the patients are described in
Table 2. The mean systolic blood pressure at the time
of study enrollment, before any visits with a faithcommunity nurse, was 148 (SD 5 10) mmHg, and the
mean diastolic blood pressure was 85 (SD 5 9) mmHg.
Most had never smoked (67%), were insured (55%),
and had a family history of hypertension (61%). Many
had previously been diagnosed with hypertension
(67%), though less than half reported being on blood
pressure medication (42%). The majority described
their health status as fair (52%). Twenty-seven percent of the patients had diabetes.
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TABLE 1. Demographic Characteristics of Study Participants
(N 5 33)

TABLE 2. Health and
Participants (N 5 33)

Characteristic

n

%

Characteristic

n

%

Age (mean, SD)
Female
Race or ethnic group
Caucasian
Hispanic
African American
Asian/Paciﬁc Islander
Marital status
Never married
Married
Widowed
Divorced/separated
Living with partner
Education
No high school degree
High school degree
Some college or technical school
College degree or more
Income less than US$30,000a
Currently employed
Born outside of United States
Number of years in the United States (mean, SD)
Speak English at home

59
21

11
64

5
20
3
5

15
61
9
15

18
24
20
22
14
9
5

55
73
61
67
42
27
15

12
11
3
5
2

36
33
9
15
6

22
3
8

67
9
24

16
6
5
6
23
17
26
33
11

49
18
15
18
83
52
79
21
33

Have health insurance
Have a usual source of care
Known family history of hypertension
Known diagnosis of hypertension
On antihypertensive medication
Diagnosed with diabetes
Diagnosed with heart disease
Smoking status
Never smoked
Current smoker
Past smoker
Self-reported health status
Excellent
Very good
Good
Fair
Poor

2
4
8
17
2

6
12
24
52
6

Note. SD 5 standard deviation.
Owing to rounding, percents may not add up to 100.
a
Six participants did not report their income.

Nurse services
Each patient visited the nurse an average of 3.3 times.
Patients saw a nurse within a mean of 28  30 days
after study enrollment. The types of patient encounters and the services delivered by the faith-community
nurses are described in Tables 3 and 4. The most common contact was face to face during ofﬁce hours. The
most frequent services offered during the visits
included blood pressure measurement (n 5 46, 73%),
education on diet (n 5 42, 67%), supportive counseling (n 5 35, 56%), and education on exercise (n 5 31,
49%).

Discussion
We found that the most frequently provided services
by faith-community nurses for patients focused on
providing the needed information to increase participation in self-management and lifestyle behavioral
change.
Our ﬁndings conﬁrm previous reports on services
provided by faith-community nurses that health edu-

Health

Care

Characteristics

of

Note. Owing to rounding, percents may not add up to 100.

cation and support are common services delivered
(Anderson, 2004; Burkhart & Androwich, 2004;
Matteson et al., 2000; Sacks, Svetkey, & Vollmer,
2001; Sherwin, 1996; Stewart, 2000). The main services that the nurses provided in their patient encounters were in support of self-management, which is
critical for hypertension management (Chobanian,
Bakris, & Black, 2003; Kelley & Kelley, 2000;
Whelton, Chin, Xin, & He, 2002). These ﬁndings are
reassuring, considering clinical guidelines on hypertension care encourage provider counseling on dietary
and lifestyle changes to control systolic blood pressure
among patients with hypertension and prehypertension (Perez-Stable, Napoles-Springer, & Miramontes,
1997). Faith-community nursing programs may represent a new way to support self-management among
a population that otherwise would have extremely
poor access to these services.
Although measuring blood pressure and encouraging lifestyle changes were frequently delivered
services and are important in blood pressure manageTABLE 3. Types of Patient Encounters (N 5 63)
Type of encounter

n

%

Phone
Ofﬁce hours
Church campus

15
47
1

24
75
2

Note. The percentages may not add up to 100 due to rounding.
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TABLE 4. Description of Services Provided During Patient
Encounters (N 5 63)
Services
Measurement/testing
Blood pressure measurement
Blood sugar test
Education
Education on diet
Education on exercise
Education on disease process and complications
Education on decreasing alcohol use
Education on tobacco cessation
Teaching on self-monitoring at home
(e.g., blood pressure treatment)
Counseling
Supportive counseling
Counseling on importance of taking medication
Counseling on properly taking medication
Reinforcement of health tips
Referrals
Referral to subspecialist
Referral to mental health services
Referral to social services agency
Assistance with appointments
Assistance in making appointment with physician
Change/plan appointment with nurse
Helped switch from one clinic to another
Other services
Reminder to come get blood pressure measured
Treatment of arm injury

n

%

46
2

73
3

42
31
22
9
4
1

67
49
35
14
6
2

35
27
22
2

56
43
35
3

3
1
1

5
2
2

14
3
1

22
5
2

2
5

3
8

Note. The percents do not add to 100 because more than one
service was reported by the nurse per encounter.

ment, we also found that some hypertensive services
were less frequently reported. The rates of counseling
on the importance of taking medication and on proper
medication use were low. Increasing counseling in
these areas is important since medication nonadherence is a key factor in poor blood pressure control
(DiMatteo, Giordani, Lepper, & Croghan, 2002). Considering that faith-community nurses cannot prescribe medications, referring patients to physicians
for antihypertensive medication therapy is key,
though we found that assistance in making physician
appointments for patients was not a common service
provided. Although the nurses’ main focus was on
encouraging patient self-management of hypertension, providing patients with other services that were
less frequently offered, such as assessing adherence to
medications and coordinating physician linkages,
may be key in expanding the roles the nurses play in
hypertension management.
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Our study does have some limitations. Our ﬁnding may not be generalized to all populations since we
recruited from health fairs, where attendees may be
more activated to seek and receive health care. Only
visits to nurses by participants who had been identiﬁed as having a high blood pressure were included in
this study. The nurses did not ﬁll out a survey for
every visit, which reduces the internal validity of our
ﬁndings. The list of services we used for our survey
instrument applied speciﬁcally to our community
group by being based primarily on the input of the
participating faith-community nurses. While this
made the list relevant to the communities we studied,
it reduced its ability to be generalized to other faithcommunity nurse programs (Burkhart, Konicek,
Moorhead, & Androwich, 2005; Coenen et al., 1999).
Through a better understanding of the frequency
and types of services that faith-community nurses
provide, we can work to improve and expand these
services and tailor these programs to better deliver
care to low-income, uninsured patients with chronic
diseases. Further research needs to be conducted to
understand the effect of faith-community nurse interventions on improving chronic disease health outcomes in these communities.
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