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A PILOT CHURCH-BASED WEIGHT LOSS PROGRAM FOR AFRICAN-AMERICAN ADULTS

USING CHURCH MEMBERS AS HEALTH EDUCATORS: A COMPARISON

OF INDIVIDUAL AND GROUP INTERVENTION

Objective: The purpose of this study was to
examine a church-based intervention employ-
ing a 6-month pilot weight loss program as a
strategy to improve health of African-American
adults.

Design: A randomized trial design was used
without a control group. Eligible church mem-
bers were randomized into two groups: an in-
tervention delivered in the group setting and an
intervention delivered in the individual setting.

Setting: The study was conducted at an Afri-
can-American church in Baton Rouge, Louisi-
ana.

Participants: Forty church members were en-
rolled in the study. Two trained church mem-
bers without specialization in obesity treat-
ment conducted the study.

Main Outcome Measures: The primary out-
come measure was weight loss.

Results: The program retention rate was 90%.
After six months, a modest but significant mean
weight loss was seen in all participants of 3.3
kg. The mean weight losses in the individual
and group interventions were 3.4 kg and 3.1 kg,
respectively. The mean body fat loss was 2.1 kg
and 1.9 kg, respectively. The difference in
weight loss and fat loss between the individual
and group interventions was not statistically sig-
nificant. An improvement in the quality of life
and an increase in physical activity were re-
ported by the program participants.

Conclusions: A church setting may provide an
effective delivery mechanism for a health and
nutrition program. Church members may be
trained to conduct a weight control program.
Both interventions (individual and group) were
effective in inducing weight loss. (Ethn Dis.
2005;15:373–378)
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INTRODUCTION

The prevalences of overweight and
obesity in the United States in 1999
were estimated at 35% and 27%, re-
spectively.1 The prevalence is particu-
larly high among racial and ethnic mi-
nority populations. For example, data
from the third National Health and
Nutrition Examination Survey (1988–
1994) showed that approximately 66%
of African-American women were ei-
ther overweight or obese compared to
45% in White women.2 The need to
address this chronic health problem
was emphasized in the US Surgeon
General’s call to action to control obe-
sity, with recommendations to increase
research on racial and ethnic disparities
and the identification of culturally ap-
propriate interventions.3 However,
weight loss and maintaining weight loss
are difficult. An evidence-based report
concluded that successful weight loss
and maintenance requires a multimodal
strategy to be followed by behavioral
changes that should be continued in-
definitely.4

Environmental factors influence be-
haviors such as diet and physical activ-
ity, and the attempt to change these be-
haviors may be made in various settings

Address correspondence and reprint re-
quests to Betty M. Kennedy, PhD; Health
Behavior Dept.; Pennington Biomedical Re-
search Center; 6400 Perkins Road, Baton
Rouge, LA 70808; 225-763-3090; 225-
763-3045 (fax); kennedbm@pbrc.edu

such as home, workplace, community
group, and religious organization.5

Church is a potentially effective setting
because the church’s mission commonly
emphasizes health promotion, and it of-
fers convenience in program participa-
tion and dissemination.6,7 In this study,
the results from a six-month church-
based intervention are reported. The
purpose of this study was to evaluate the
effectiveness of a peer-educator delivered
weight loss program and to compare the
effectiveness of two program delivery
methods: an intervention in the individ-
ual setting and an intervention in the
group setting. This study was part of an
initiative to improve diet and health in
residents living in the lower Mississippi
Delta region, Arkansas, Louisiana, and
Mississippi. This area is predominantly
rural, sparsely populated, and has high
rates of poverty and chronic health con-
ditions. In a previous survey of the re-
gion, a large number of survey respon-
dents reported attending church on a
regular basis.8 A church-based interven-
tion was explored as a potential strategy
to improve health in this population, es-
pecially among African Americans who
are at high risk of obesity.

RESEARCH METHODS AND
PROCEDURES

Participants
Because of the pilot nature of this

study, power analysis was not conduct-
ed and a convenience sample of 40
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An evidence-based report

concluded that successful

weight loss and maintenance

requires a multimodal

strategy to be followed by

behavioral changes that

should be continued

indefinitely.4

overweight or obese individuals (37
women and 3 men, with a body mass
index [BMI] range of 28.8 to 56.5 kg/
m2; age range of 26–71 years) were en-
rolled in the study. All participants
were members of an African-American
church in Baton Rouge, La. Recruit-
ment was accomplished by using post-
ers, flyers, and personal communica-
tion from the church leaders and
church members. Overweight (defined
as BMI $27 kg/m2) or obese (BMI
$30 kg/m2) African-American adults
20 years and older who were otherwise
healthy were eligible to participate in
the study. All participants except one
had BMI .30 kg/m2. Exclusion crite-
ria included recent and serious medical
conditions, medications such as diabe-
tes drugs and lipid-lowering agents,
persons on a medically supervised diet,
diagnosed eating disorders, pregnancy,
and participation in another lifestyle
modification program. The complete
list of inclusion and exclusion criteria
was provided during recruitment.
Upon agreeing to participate in the
study, eligible participants were given a
consent form describing details of the
study and were scheduled to visit the
Pennington Biomedical Research Cen-
ter for screening. The written informed
consent was obtained at this visit. The
study protocol, procedures, and con-
sent form were reviewed and approved
by the Pennington Biomedical Re-

search Center’s Institutional Review
Board.

Measurements
All tests and measurements were

conducted at the Pennington Biomedi-
cal Research Center by trained staff not
directly involved in the study. All of the
measurements were conducted at base-
line and repeated at the end of the
study. These included anthropometry,
body composition, laboratory tests, and
the assessment of physical activity and
quality of life. Height was measured
without shoes to the nearest centimeter
by using a stadiometer. Although the
difference in weight measurements at
baseline versus the end of study were
used in the analysis, to provide instant
feedback to participants, weight was for-
mally measured in kilograms at the
church-site each month for six months
for participants in both group and in-
dividual interventions. Body composi-
tion was measured by duel emission x-
ray absorptiometer (DEXA, Hologic
2000), from which the total body mass,
body fat mass, and fat-free mass in ki-
lograms were calculated. Body mass in-
dex (BMI) was calculated as the weight
in kilograms divided by height in meters
squared (kg/m2). Blood pressure was ob-
tained as the average of three measure-
ments obtained with a sphygmoma-
nometer. Blood samples were obtained
and analyzed for total serum cholesterol,
triglyceride, low-density lipoprotein
(LDL) cholesterol, high-density lipopro-
tein (HDL) cholesterol, and overnight
fasting blood glucose by using a Beck-
man Coulter Synchron analyzer (Brea,
Calif ).

Physical activity was assessed with a
physical activity questionnaire. This
questionnaire was previously used at the
Pennington Biomedical Research Cen-
ter. However, it has not been formally
validated. It contained questions about
the type and frequency of leisure time
and sport activity (10 items) and phys-
ical inactivity and television viewing (6
items). The leisure time and sport activ-

ity was assessed as the frequency of a
given activity per week. Physical inactiv-
ity and television viewing were assessed
separately in six categories ranging from
0–2, with 2-hour increments, to 11 or
more hours per day. The quality of life
(in the past week) was assessed by using
the Impact of Weight on Quality of Life
questionnaire.9 It contains questions
about physical function (11 items), self-
esteem (7 items), sexual life (4 items),
public distress (5 items), and work (4
items). An example of these questions is
‘‘because of my weight, I am embar-
rassed to be seen in public places.’’ For
each item, the Likert-type responses
range from 1 (never true) to 5 (always
true). The lower score indicated better
quality of life and the decrease in score
indicated improvement in quality of life.
The total quality of life score may range
from 31 to 155.

Intervention
A randomized trial design was used

without a control group. Forty partici-
pants were randomized into two treat-
ment groups: the group intervention
(n520) and the individual intervention
(n520). The group intervention con-
sisted of nutrition education delivered
in six monthly group meetings and in-
cluded group discussion. The individual
intervention consisted of similar nutri-
tion education delivered in 15 individ-
ual meetings, record keeping (a seven-
day food diary each month), and basic
dietary assessment using a commercial
nutrition computer software program
(Total Nutrition version 4.8; Nutri-
Genie, Stanford, Calif ). An increase in
physical activity was emphasized in both
intervention groups.

The length of the program was six
months and was conducted entirely at
the church-site by two trained church
members (the health educators) without
any specialization in obesity treatment.
However, both individuals had some
background in nutrition and/or health
education. The selection of health edu-
cators was based on the first two persons
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who signed up for the program. Each
health educator worked exclusively with
randomly assigned participants, 10 in
each intervention group. They received
two days of specific and intensive train-
ing at the Pennington Biomedical Re-
search Center. This training included
study protocol, motivational interview-
ing technique, behavioral modification
technique, and basic dietary assessment
using a nutrition computer software
program. The health educators con-
ducted the program for the entire study
period. The investigators were not di-
rectly involved in the delivery of the in-
tervention. A stipend was provided to
the health educators, and each partici-
pant received $100 incentive for partic-
ipating in the study.

All of the study materials were pro-
vided by the investigators, although in-
novation by the health educators and
the program participants was encour-
aged. Nutrition education materials cur-
rently available at the Pennington Cen-
ter were selected by the study investi-
gators and were divided into six separate
lesson plans. At each monthly visit to
the church site, the health educators re-
viewed each of these lesson plans with
the participants. The following is the
nutrition education schedule and pro-
posed topics for both intervention
groups:

Lesson Plan # 1. Introduction
Lesson Plan # 2. Ideal body weight and

maintaining healthy weight
Lesson Plan # 3. Diet and exercise. En-

ergy intake vs energy expenditure
Lesson Plan # 4. Limiting fat and salt

intake
Lesson Plan # 5. Food groups: eating a

variety of foods
Lesson Plan # 6. Choosing a diet with

plenty of fruits, vegetables, and grain
products

For the participants in the individual
intervention, an additional nine lesson
plans were developed and provided at
their visits to the church site. These
plans focused on behavioral aspects of

the study, ie, diet and physical activity
self-monitoring and self-assessment, and
included:

Lesson Plan # 1. Record keeping: food
and exercise diary

Lesson Plan # 2. Developing individual
weight loss, caloric, and exercise
goals

Lesson Plan # 3. Modification of die-
tary and exercise habits

Lesson Plan # 4. Conducting self as-
sessment and developing an individ-
ual plan

Lesson Plan # 5. Social support of be-
havior change

Lesson Plan # 6. Review of change and
cognitive restructuring

Lesson Plan # 7. Stress management
Lesson Plan # 8. Relapse prevention
Lesson Plan # 9. Program evaluation

Statistical Analysis
The anthropometric and laboratory

measurements at baseline and the
change in these measures at the end of
study were examined in all participants
and among participants in each treat-
ment group. The difference between the
treatment groups was compared by us-
ing two-sample t test. The within-indi-
vidual change from baseline in all par-
ticipants and among participants in each
study group was evaluated by using
paired t test. The change in physical ac-
tivity was assessed by calculating the
percentage of individuals who reported
an increase or decrease in leisure time
activity, physical inactivity, and televi-
sion viewing time. The change in phys-
ical activity between the two treatment
groups was compared by using two-sam-
ple Wilcoxon rank-sum test, and the
change in physical activity within the
individuals was compared by using
matched-pairs Wilcoxon signed-ranks
test. The quality of life scores were sum-
marized into the total score and six sub-
total scores. The change in quality of
life scores between the study groups and
the within-individual change in these
scores from baseline was compared by
using two-sample t test and paired t test,

respectively. All analyses were done us-
ing Stata release 7 (Stata Corporation,
College Station, Tex).

RESULTS

Of the 40 participants randomized,
36 (90%) completed the study. Of the
four not completing the study, three
were from the same health educator,
and two of the four participants never
started the study after randomization.
The anthropometric and laboratory
measurements at baseline and the
change in these measurements at the
end of study are shown in Table 1. In
Table 1, the mean BMI of all partici-
pants (38.5 kg/m2) was higher than the
BMI definition of obesity class I (BMI
30.0–34.9 kg/m2). The baseline mea-
surements of the two treatment groups
were comparable. However, partici-
pants in the individual intervention
group had significantly lower mean
HDL cholesterol and higher mean
LDL cholesterol than the participants
in the group intervention.

Table 1 shows the mean change in
anthropometric and laboratory measure-
ments at the end of the 6-month study
period. For all participants, a significant
decrease was seen in body weight, BMI,
body fat mass (FM), and fat-free mass
(FFM) from the baseline values. The
mean weight loss and mean fat loss in
all participants were 3.3 kg and 2.0 kg,
respectively. Weight loss ranged from
14.6 to 210.4 kg, and fat loss ranged
from 11.7 to 29.0 kg. Overall, 28 (18
individual intervention, 10 group inter-
vention) participants lost weight (10 lost
more than 5.0 kg), 8 (4 individual in-
tervention, 4 group intervention) partic-
ipants gained weight (average 2.0 kg).
The body weight, FM, and FFM in
both study groups were significantly
lower than the baseline values, although
the differences between the two treat-
ment groups were not significant. A sig-
nificant but slight decrease was seen in
HDL cholesterol and plasma triglycer-
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Table 1. Anthropometric and laboratory measurements at baseline and change at 6-months*

All
subjects
Baseline
(N 5 36)

All
subjects

6 months
(N 5 36)

Group Assignment

Group
Baseline
(n 5 16)

Group
6 months
(n 5 16)

Individual
Baseline
(n 5 20)

Individual
6 months
(n 5 20)

P†
Base-
line

P†
6

months

Age (years)
Weight (kg)
BMI (kg/m2)
Body fat (%)
Body fat (kg)

44 (10)
103.6 (21)
38.5 (7)
48.2 (7.2)
5.7 (16)

44 (10)
23.3 (3.5)‡
21.2 (1.3)‡
2.5 (1.4)‡

22.0 (2.7)‡

44 (10)
103.7 (17.5)
37.5 (6)
47.4 (8.1)
49.7 (14.3)

23.1 (3.5)‡
21 (1)
2.4 (1.1)

21.9 (2.4)‡

44 (10)
103.4 (24)
39.3 (7.8)
48.8 (6.6)
51.4 (17.5)

23.4 (3.5)‡
21.3 (1.3)‡
2.5 (1.6)

22.1 (3)‡

.09

.5

.5

.8

.8

.8

.7

.9

.9
Fat free mass (kg)
Total cholesterol (mg/dL)
HDL cholesterol (mg/dL)
LDL cholesterol (mg/dL)
Triglyceride (mg/dL)

53 (9.3)
197 (29)
55 (11)

125 (27)
86 (39)

21.3 (1.6)‡
25 (19)
23 (7)
24 (17)

9 (18)

54 (9.3)
192 (29)
60 (12)

115 (26)
85 (37)

21.2 (1.3)‡
28 (21)
24 (7)‡
26 (19)
10 (22)

52 (9.5)
202 (29)
51 (9)

134 (26)
86 (42)

21.4 (1.8)‡
23 (18)
22 (6)
23 (16)

8 (15)‡

.5

.3

.02

.04

.9

.8

.4

.3

.6

.8
Blood glucose (mg/dL)
Systolic blood pressure (mm Hg)
Diastolic blood pressure (mm Hg)

104 (11)
125 (12)
79 (8)

21 (9)
22 (11)
22 (8)

101 (10)
128 (13)
79 (8)

22 (7)
25 (12)
22 (8)

106 (12)
123 (12)
79 (9)

1 (11)
1 (10)

22 (9)

.2

.2

.9

.3

.1

.9

* Data are presented as mean (SD) unless noted.
† P value for the difference between subjects in the group and the individual assignment.
‡ Indicates significant change from baseline value, P,.05.

Table 2. Quality of life and physical activity measurements at baseline and change at 6 months*

All
Subjects
Baseline

All
Subjects

6 months

Group Assignment

Group
Baseline

Group
6 months

Individual
Baseline

Individual
6 months

P†
Base-
line

P†
6

months

Quality of life‡
Physical function score
Self-esteem score
Sexual life score
Public distress score
Work score
Total score

25.5 (9.5)
15.2 (7.3)
5.5 (7.3)
7.9 (4.2)
5.2 (2)

59.3 (20)

23.7 (6.8)§
21.1 (4.5)

.7 (2.8)
2.4 (2.2)

.3 (1.5)
24.3 (12.1)

24.1 (1.8)
14.6 (6.4)
5.4 (2.3)
7.4 (3.5)
4.9 (1.5)

56.4 (20)

21.9 (7)
2.3 (3.7)
1.1 (3.3)

2.1 (1.6)
.1 (1.4)

21.4 (12.7)

26.6 (8.5)
15.7 (8.1)
5.6 (3.8)
8.3 (4.7)
5.4 (2.4)

61.7 (21)

25.2 (6.5)§
1.7 (5)
.4 (2.5)

2.6 (2.6)
.6 (1.6)

26.6 (11.5)§

.05

.7

.9

.5

.4

.5

.2

.4

.5

.6

.2

.2

Physical activity
Reported no leisure time activity (%) 19.4 83.3§ 25.0 81.3§ 15.0 85.0§ .5 .8
Reported .2 hours of physical inactivity/day (%)
Reported .2 hours of TV viewing/day (%)

8.6
58.3

33.3
16.7

75.0
62.5

31.3
31.3

85.0
55.0

35.0
5.0

.5

.7
.1
.8

* Data are presented as mean (SD) unless noted.
† P value for the difference between subjects in the group and the individual assignment.
‡ Excluding four subjects who did not complete all items of the quality of life questionnaire. Decrease in score indicates improvement in quality of life.
§ Indicates significant change from baseline value, P,.05.

ide. The HDL cholesterol declined
among participants in the group inter-
vention, while triglyceride increased
among participants in the individual in-
tervention.

The quality of life and physical ac-
tivity measurements at baseline and the
change in these measures at the end of
study are presented in Table 2. Four
participants did not complete all of the
items of the quality of life questionnaire

and were excluded. Table 2 shows that
the mean quality of life scores among
the study groups at baseline were com-
parable. Thirty-six participants complet-
ed the physical activity questionnaire.
For all participants, approximately 19%
reported no leisure time or sport activity
at baseline, and about 81% and 58%
reported three or more hours of physical
inactivity and television viewing per day,
respectively.

At the end of the study, and as
shown in Table 2, a decrease was seen
in the quality of life scores, except for
the sexual life and work scores. How-
ever, these changes were not significant.
Approximately 83% of all participants
reported an increase in leisure time and
sport activity, and approximately 33%
and 17% reported a decrease in physical
inactivity and television viewing, respec-
tively. The decrease in physical inactivity
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. . . study participants

reported an improvement in

weight-related quality of life

and an increase in physical

activity.

and television viewing from baseline was
not significant.

DISCUSSION

This study showed that a weight loss
program can be successfully implement-
ed at the church, in this case an African-
American church. The participant re-
cruitment was accomplished within a
relatively short period (less than two
months), and the retention rate was
high (approximately 90%). A modest
weight loss was achieved in both treat-
ment groups, but the difference between
study groups was not significant. A de-
crease in both body fat mass and fat-free
mass was observed, along with changes
in serum lipid profile, blood glucose,
and blood pressure. However, the
changes in laboratory measures and
blood pressure were small and not clin-
ically significant. In general, the pro-
gram participants reported an improve-
ment in physical functioning and an in-
crease in physical activity.

The mean weight loss achieved in
this study was 3.3 kg. In a previous
study of a 14-week church-based pro-
gram, the mean weight loss of approxi-
mately 4.5 kg was obtained while the
control participants experienced mean
weight gain of about 0.9 kg.10 Our re-
sults are comparable to those of other
low-intensity interventions, which usu-
ally produce mean weight loss of 1 to 5
kg over six months.11 The more inten-
sive programs produce larger weight
loss, but they were associated with at-
trition rates of about 15% to 20%.11

Small changes in the serum lipid profile,
blood glucose, and blood pressure were
observed. These changes were not clin-
ically significant. Similar changes were
reported in previous studies using life-
style interventions.12,13

In general, the study participants re-
ported an improvement in weight-relat-
ed quality of life and an increase in
physical activity. The quality of life
scores at baseline were similar to those

reported in a study of 199 obese indi-
viduals assessed by the same question-
naire.14 However, the improvement in
quality of life in our study was much
smaller than was seen in that study,
which combined drug therapy and life-
style modification. In the current study,
only the physical function aspect of the
quality of life was significantly im-
proved. An increase in leisure time phys-
ical activity was reported by study par-
ticipants. However, the physical activity
questionnaire used in this study has not
been validated and has limitations. For
example, this questionnaire did not per-
mit the calculation of mean physical ac-
tivity score in metabolic equivalent tasks
(METs). Therefore, the reported in-
crease in physical activity in this study
is subject to error and bias.

One of the main objectives of this
study was to evaluate the effectiveness of
a church-based weight loss program
conducted by trained health educators,
who were themselves members of the
church. This objective was based on the
expert panel’s guidelines and recommen-
dations on obesity treatment and pre-
vention strategy, which concluded that
a weight loss program can be conducted
by a person without specialization in
weight loss as long as that person has
the requisite interest and knowledge.4 As
shown in a previous report, this study
demonstrated that a weight loss pro-
gram may be successfully conducted at
an African-American church by trained
lay persons.10 The study investigators
were not directly involved in the inter-
vention program during the entire study
period. The health educators indepen-

dently conducted the program at the
church, and the study protocol did not
include monitoring their performance
or other evaluation measures.

Results from this study suggest that
the church may provide an effective de-
livery mechanism for a weight loss pro-
gram and that such a program may be
conducted by trained church members.
Although a modest amount of weight
loss was achieved, such reduction may
be associated with several health bene-
fits.4 As mentioned above, the more in-
tensive programs may produce greater
weight loss, but they are often associated
with high attrition rates. The results of
the current study also suggest that the
intervention delivered in the group set-
ting may be as effective as that delivered
in the individual setting. This finding
may be attributed in part to factors such
as the social support in the group set-
ting. However, more data are needed to
support this finding. Lastly, the scope of
this study did not permit evaluating the
program’s effectiveness in preventing
weight gain. Likewise, the extent of
weight regain that might have occurred
after the program completion cannot be
determined.
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