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Abstract

Title: Health Needs Assessment for a Methodist Congregation: A Health Ministry Pilot Study

Primary Investigator: Craig Keatley, MSN, RN, ACM-RN

Purpose: The purpose of this project is to promote physical well-being and disease prevention
by exploring the health needs of a mid-sized Methodist congregation in southeast Florida and

implementing an educational health fair workshop within a church setting.

Methods: A quality improvement needs assessment was distributed amongst all members of a
mid-sized Methodist congregation in order to determine the health topic with the most interest.
Following the needs assessment, a health fair presentation was given to distribute information
about the health topic of interest. Evaluation surveys were distributed immediately following the

presentation.

Results: Thirty-three needs assessment surveys were completed and returned. The health topic
with the largest demand was hypertension (30%) followed by depression (24%). Additionally,
39% of participants selected multiple options. Results from the evaluation survey indicated that
93% of the participants would be extremely likely to participate in health ministry activities in

the future.

Discussion:This study demonstrates that despite an initially tepid reaction from the
congregation regarding the health ministry program, a health-fair styled workshop is something
in which they may be willing to participate. Health condition resources could be made available
to the congregation for education and proper implementatiarsoccessful health ministry

program.



Conclusions:The population will continue to age and resources need to be available to meet the
needs of this dynamic population. Non-traditional healthcare settings, such as health ministry
programs, can be utilized to help close gaps in providing quality health care. Future expansion of
the health ministry program is something that should be considered for enhancing the health of
the Methodist congregation.

Major Professors: Glenna Schluck, PhD & Susan Porterfield, PhD, FNP-c



Introduction

The fastest growing portion of the population in the United States is people who are 65
and older (Healthy People 2020, 2018). According to the U.S. Census Bureau (2018), 1 in every
5 residents will be retirement age by 2030. Older people will outnumber children. This aging
population needs personalized high quality care. Currently, the US spends more on healthcare,
with worse outcomes, than almost any other developed nation (Rowe, et al., 2016). This is due to
prioritizing sick care and not spending healthcare dollars on preventative programs that ensure
the health of the oldest population in the United States (Rowe, et al., 2016). Health and wellness
dollars can be spent in both traditional and non-traditional settings. A traditional setting may be a
GRFWRUTV RIIlartHhd&dJar& &reedly Mc&nves and programs geared for these
traditional settings, particularly from the Centers for Medicare and Medicaid Services (CMS,
2015). However, there is a need to enhance the care delivery for the older adults in non-
traditional settings, such as community-based settings, that provide a complimentary approach to
traditional settings (Escoto, Milbury, Nguyen, Roberson, Weter & McNeill, 2018).

Community care options vary in different states; but, California put together a Caregiver
Resource Center providing many of the services that caregivers may need, including services
designed for personE LW K $ O] KWWRHRWIH 3D U N L Qother@Hionic Be@itG P D Q\
conditions. In addition to caregiver information, many churches have started health ministry
programs for their congregations. The United Methodist Health Ministry has developed
networking toolkit, much like the community care options, to help implement and grow the
health ministry within communities. The philosophy behind holistic health ministry is to
encourage and empower peofghy combining therapeutic qualities of the church, community
andfaWK LQ *RG WR VWU H Q JMeKIth Qlinstky For KIktBdMeadistCiergy

and Congregation, 2017, p.4). The health ministry program is supported by the United Methodist



church and will look holistically at the population it serviésr the aforementioned reasons, a
health ministry and other community based care approaches may be worth exploring further.
Problem Statement

With rising health care costs and the increasing population of adults aged 65 and older,
there is going to be an increased burden for health care in the United States (Healthy People
2020, 2018). Promoting wellness, instead of treating illness, has been shown to help alleviate an
already overburdened system (AARP, 2015). In looking for ways to incorporate community
based prevention, where infrastructure is already in place, one answer can be found in
community churches. The church can promote person-centered care elements within the
respective establishmerttbecoming a safe haven where all elements of health and healing can
be discussed, and people can learn and be nurtured (Kogan, Wilber, & Mosqueda, 2016). There
may be long-term benefits for health and wellness in the congregations when teaching them
about health issues and providing them with educational materials regarding those issues.
Purpose and Aims

The purpose of this project is to promote physical well-being and disease prevention by
exploring the health needs of a mid-sized Methodist congregation in southeast Florida and
implementing an educational health fair style workshop within the church setting. Specifically,
the following aims were assessed to determine if implementing a faith-based health promotion
program was found to be beneficial by members of a southeastern Florida Methodist
congregation.
1. Determine the health needs required to promote a healthy lifestyle in the members of a mid-

sized Methodist congregation.



2. Determine if a faith-based educational toolkit addzetize health needs afMethodist
congregation.

3. Determine the barriers to developing a faith-based health ministry in the Methodist
congregation.

Review of Literature

The review of literature explores many facets of faith-based community promotion
programs. A literature review of current and classic sources revealed three common themes:
(a) types of faith-based community health promotion programs and the different types of
ministries that they serve; (b) barriers to establishing and running a faith-based community
promotion program; and (c) benefits of the faith-based community promotion programs.

Types of Faith-Based Community Health Promotion Programs

There are two primary examples of faith-based community health promotion programs.
One example of a faith-based community program is the Congregational Social Work Education
Initiative (CSWEI). The CSWEI is an evidence-based program that combines religious groups
with social workers to provide both spiritual and social needs. The social workers associated
with the program conduct comprehensive assessments, crisis intervention, and case management.
The social workers operate in collaboration with the congregational nurse program to provide a
wide array of services relating to both physical and mental health of the respective congregation
(Pearson, Poole, Moore, Moore, Rife, & Richburg, 2018).

Another type of faith-based community health program includes a volunteer driven non-
denominational model, Faith-based Organization (FBO), which encompasses multiple church
organizations, regardless of church affiliation. The FBO model provides many benefits,
including relationships with community members, improving cultural sensitivity, and providing

access to community services (Bopp & Fallon, 2013, p.123). Bopp and Fallon (2013) conducted



a nationwide survey of faith leaders on the needs of health dimsgeprograms. A
convenience sample of 844 faith leaders completed the survey. The faith leaders were asked to
rank the top five health concerns of their FBO members. The list included several chronic
diseases such as heart disease, cancer, diabetes, and stress (Bopp & Fallon, 2013). The health and
wellness activities that were reported included action-oriented programs such as clubs/teams
related to physical activity, individual counseling about health, educational classes about health,
screening for health conditions, and educational material that was provided included health
pamphlets, bulletin boards, health library, instruction about health and wellness as a part of other
church classes (Bopp & Fallon, 2013).

An exploratory study from Brand and Alston (2017) conducted semi-structured
interviews with 12 pastors, 12 health leaders, and 12 congregants. Through this study the
PREACH model (Predicting Readiness to Enhance African American Churches in Health) was
developed based on the guidance and responses from the respondents. The PREACH model can
be utilized by churches to assess readiness for a health ministry program of their own by
examining the total church infrastructure including: the (a) physical structure; (b) personnel; (c)
funding; and (d) cultural/social support. The evaluation of these resources can determine the
readines$or health promotion programming.
Barriers to Faith-Based Health Ministry

The batrriers to a faith-based ministry include (a) the voluntary nature of the program; (b)
retention of individuals; and (c) using technology in the health ministry. Programs implemented
in congregations are often voluntary in nature for both the participants and the workers and, as a
result, longitudinal projects such as health ministry can be difficult. Therefore, the strength of the

faith-based organization lies in short term, well-defined projects, such as helping build a home



for a set amount of weekds or building a ramp for a handicapped church member. Generally
speaking, health ministry programs are broad with a myriad of different topics and interventions
that can be explored. With the open-ended nature of the health ministry, short-term projects can
be counter-intuitive because there are a number of different possible solutions and tasks that
DUHQYW QHFHVVDULO\ ZHOO GHILQHG KHQFH BDNLQJ FRQJU
longitudinal project such as health ministry (Chaves, 2010; Werber, Mendel, & Derose, 2013).

Retention of participants for a long term health project can also be challenging. No one
recruitment strategy can be applied to all churches. In a study conducted by Holt, et al. (2017),
the authors conducted surveys with 9 pastors and 9 health ministry leaders and found that
maintaining a sufficient volunteer base was frequently mentioned as a major organizational
challenge for the health ministry programs. The active involvement in a health program can be
difficult to obtain from members of the congregation and is dependent on numerous factors,
particularly the involvement of the pastor. Because pastoral involvement is the largest
determining factor of congregation participation in a health program (Bruce, & Whitt-Glover,
2013), pastoral turnover has a negative impact on health ministry participation. Bruce and Whitt-
Glover (2013) found that pastoral turnover is associated with a negative correlation with the
likelihood of church members completing post-intervention assessments. (Saunders et al., 2015;
Bruce, & Whitt-Glover, 2013).

The lack of technology can also be a barrier for both the churches and the congregation.
Holt, Graham, Mullins, Slade, Savoy, and Carter (2017) found from interviewing ten churches,
that all of the churches had general websites and six of the ten had Facebook pages. Out of the 10
churches only two churches reported using technology for health ministry related activities. Lack

of internet access, age and finances were seen as being closely linked to the lack of internet



accessBrand and Alston, (2017), conducted an interview of 12 African-American Baptist
pastors in an urban setting and found that resources including classroom space, supplies and
equipment and were a necessary factor for implementation of health activities.
Effectiveness of Faith-Based Health Ministry

The faith-based setting has been shown to promote overall health, and was even effective
with promoting healthier eating habits amongst church members (Arriola, et al., 2017). The
congregations saw benefits in lowered blood pressure and overall wellness increased with
participation (Aycock, Kirkendoll, & Gordon, 2013; Holt et al., 2017; Mayernik, 2013).
OD\HUQLFN UHYLHZHG GDWD IURP D 6W /RXLWDF2 FRQJU
which had documentation on 154 clients with hypertension. Through outreach, 80 of those
individuals were given nutritional counseling, 15 made positive behavioral changes, and 37 were
placed on new medication with positive blood pressure changes. Holt, et al. (2017) queried 10
churches and a had a total of 77 individuals respond from an unlisted amount of total church
goers, whom cited improved wellness with health fair and health ministry activities (Aycock,
Kirkendoll, & Gordon, 2013; Holt et al., 2013). One hundred thirty two churches in a rural,
medically underserved county in South Carolina were queried regarding a guided program with
physical activity and healthy eating program. Out of the 132 churches, 55 adopted the program
(42%) and the program had an estimated reach of 3,527 residents, which represented 42% of
church attendees and 15% of the county population. The churches that participated reported
greater church level physical activity opportunities, physical activity and healthy eating messages
and pastoral support (Wilcox, et al., 2018). In addition to the benefits previously described, faith-
based ministry has an exceptional ability to reach vulnerable populations, such as poor, homeless

or underinsured (Bruce & Whitt-Glover, 2013). Furthermore, there is also excellent outreach



and participation from minority congregations and communities with health disparities (Bruce &

Whitt-Glover, 2013; Kaplan, Calman, Golyb, Ruddock, & Billings, 2006).

Theoretical Framework

2 U H P 1 \tarelth@dry is a grand nursing theory developed by Dorothea Orem. In the
self-care model, the person is at the center of the theory and the theorem focuses on ensuring the
SHUVRQYY KHDOWK DQG ZHOOQHVV I WKH SHUVRQ LV XQDEC
QXUVH PXVW DVVHVV WKH SHUVRQfV DELOLW\ WR SURYLGH W
person provide self-care (Orem, 2001). The self-care model is similar to the nursing process by
way of assessment, diagnosing, planning, implementation abdbeX DWLRQ -c;2aldHP {V VHOI
theory guided the project design, implementation, and evaluation of the health ministry pilot
study. The self-care model is composed of three steps: data collection, design of a nursing
intervention, and production and management of a nursing system. This project utilized this
IUDPHZRUN |UR Pcazditééry§ & tHeHd@dign for the project implementation, as
outlined in figure 1. First, the data collection was completed by distributing a health needs
assessment to the congregation to determine the health needs of the congregation. One of the
guestions of the health needs assessment was what health topic is of most interest to the
congregation. Based on those responses, a workshop was developed in order to disseminate to
the congregation. This step was congruent with the step of designing nursing interventions.
Lastly, the workshop was presented in a health fair style setting and this completed the step of

production and management of the nursing system.



Evaluation

Evaluate response to
workshop and ascertain if

knowledge deficit has
decreased and teaching
been effective.

Assessment

Is there a deficit of
knowledge in the
congregation regarding
health conditions? Will
the congregation be
responsive to a health
ministry?

Implementation

Distribute needs
assessment survey to
congregation regarding
ascertaining
demographics, learning
needs and preferences.
Develop education based
on those needs

Planning

Set goals to establish a
health ministry. Find what
health condition has a
knowledge deficit and if
they would attend a
health ministry program.

Figure T 2 U H P 1 \takékh@dry applied to the development of a health ministry program

Methods

This project is to promote physical well-being and disease prevention by exploring the
health needs of a mid-sized Methodist congregation in southeast Florida and implementing an
educational health fair style workshop within the church setting. This project is a needs

assessment with presentation of an educational toolkit via a health fair presentation.

Participants and Recruitment



All participants were members or guests of a medium-sized Methodist church in
southeastern Florida. In order to participate in the project, participants were required to be at
least 18 years of age. Additionally, participants must have been able and willing to complete
either the paper or the online survey. Members of this particular Methodist church are primarily
elderly Caucasians with approximately 65% female and 35% male congregation members. The
recruitment of the members was conducted with a flyer posted in the church lobby and welcome
center. The flyer was a color graphic that detailed the date, time and information of the needs
assessment. In addition to the flyer, the pastor announced the needs assessment at the beginning
of two worship services prior to the administration of the needs assessment. The announcements
gave a brief overview of the health needs assessment and proposed health ministry program.
Lastly, an announcement was placed in the monthly church newsletter which gave a brief

explanation of the health needs assessment and health ministry program.

Setting and Resources

The needs assessment survey was distributed after two morning services on one Sunday
in November 2018. The presentation was given during a health fair in December 2018. The
presentation utilized Microsoft Power Point slides and printed handouts. The evaluation survey
was distributed at the end of the presentation. Both surveys were to be completed via paper and
pen or via Survey Monkey. Resources obtained from the Methodist church included support and
permission from the head pastor and virtual support from the United Methodist Church Health

Ministry program.

Needs Assessment, Health Fair Presentation and Evaluation Surveys



The instruments utilized included a needs assessment survey which included
demographic information, health perception, education level, and health topics. An educational
toolkit about health topic with the most interest was created and presented during a health fair at
the church. Each component of the health fair had a booth. The education component avolved
presentation of hypertension materials immediately following the morning church service. There
were two booths arranged, one with the educational materials and one with an optional blood
pressure screening for members who wished to have blood pressure screened by one of the
volunteers of the congregation. The structure of the presentation contained a PowerPoint
presentation playing with the opportunity to ask questions of the presenter. There were flyers
with education on blood pressure and blank blood pressure logs for the congregants to take. An
evaluation survey was distributed immediately after the health fair. The evaluation survey
utilized a 5-point Likert scale with five being very good and one being very poor and was be

used to evaluate the perceived benefits of the educational tool-kit.

Implementation, Data Collection and Analysis

The project was implemented in three phases: (a) needs assessment survey; (b)
presentation of toolkit; and (c) evaluation of presentation and there were two points of data
collection: (a) during the needs assessment phase; and (b) after the educational health fair style
workshop. Respondents were asked to complete the needs assessment and return them to the
primary investigator on the same day. However, due to a poor response rate, respondents were
allowed to take the surveys home, complete them, and return them the following week. Upon
completion of the health fair presentation, an evaluation survey queried the congregation to

evaluate the perceived benefit of the educational presentation, literature and the health ministry



program. The analysis utilidedescriptive statistics for the needs assessment and for the

evaluation survey.

Human Subjects/Informed Consent

Florida State University Institutional Review Board approval was obtained in order to
protect the rights and welfare of the participants in the study. Participants were informed that by
completing the needs assessment, they were consenting to participate in the project. No sensitive
information was collected regarding medical diagnoses and the surveys remain anonymous in
order to protect the privacy and rights of the study group. A letter of commitment was obtained
from the participating church pastor, which allowed the primary investigator to conduct the

study.

Results

Sample Demographics

A total of 33 members completed the health needs assessment and 42 completed the
evaluation survey. The congregation is predominantly of Caucasian ethnicity so ethnicity was

not queried as to protect privacy of the respondents.

Demographic | Total Sample N | %
Characteristicy N=33

Age 18-30 1 |3

31-50 6 18

51-68 11 | 34

69-80 10 | 30

80+ 5 15

Gender Male 9 27

Female 24 | 73

Work Status | Retired 16 | 49




Full-Time 14 | 43
Part-Time 3 8
Education High School 11 | 34
Trade School 1 |3

College 15 | 45
Graduate Degre¢ 6 | 18
Health Quality| Excellent 15 | 45
Good 11 | 34
Fair 6 |18
Poor 1 |3

Table 1: Demographic Table
Needs Assessment Results
The 33 completed needs assessments revealed high blood pressure as the topic with most
interest (n-=10, 30%). High blood pressure was followed closely by depression (n=8, 24%). The
respondents were permitted to select as many topics as they wished. Out of the 33 participants,
13 (39%) selected multiple options for topic of interest. Interest in attending a health-fair style
workshop was measured, 12 of the 33 respondents (36%) were not interested in attending the
workshop. Lastly the respondents selected a good time for the workshop with nearly half (h=15,
45%) preferring that the workshop occur after service.
Evaluation Survey Results
7KH SRVW HYDOXDWLRQV UHYHDOHG D @gdedratndl ZKHOPLQ.
very good, respectively) for the evaluation of the health-fair styled worksh&gd fV FRPSULVH(
Rl WKH UHVSRQVH YV Thé&nspkomisir§Vesult from the evaluation
survey was that 93% stated it is extremely likely that they would attend a similar event in the
future. This was in contrast to the previous needs assessment where only 67% were willing to
attend. Also of note, there were two additional written responses that requested additional
education on depression.

Discussion



What started as a lukewarm reception for the health ministry project from the
congregation, surprisingly grew to a stronger response from more participants during the health
fair then from the health needs assessment. From the initial health needs assessment 36% of an
already small sample size did not want to participate in the health ministry. However, 75
members or guests of the church attended the health fair presentation and 42 of those completed
post educational surveys. The single most promising factor is that 93% were extremely likely to

attend another health ministry event.

As found in the literature, pastor support for the health ministry is a vital component of
the health ministry. In this study, without a pastoral announcement, only 2 health needs
assessment surveys were completed. After the pastor announcement of the needs assessment and
vocalizing support of the health ministry program, 31 additional needs assessment surveys were
completed. Despite having an improved participation rate for the health fair, this was not a
longitudinal study, but a short-term, well-defined study. Based on the congre§atenall
response, a longitudinal project would most-likely not be the best option for a health ministry
program. This finding reflects the finding from the literature review that the church populations

are best suited for a short-term, well-defined projects.

Limitations

The first limitation for this study waslimited sample size. The population of the
congregation consists of an average of 150 members and guests per week. Out of this 150, only
33 completed the health needs assessment (22%). In addition, the evaluation survey faired
similarly with 42 respondents (28%). Additionally, caution should be exercised when applying
the results of this study to the population of the church as the participants of the health needs

assessment were, on average, much younger than the average age of the congregation. The



literature primarily focuses on African Ameait groups whereas this study focuses on a
predominantly Caucasian population, yet, many of the barriers were the same including
technology (only one member completed an online survey), and the recruitment and retention of

individuals.

Future Research

Future research could be focused in two different areas. The first area is in expanding the
health ministry program to other health topics of interest such as depression and diabetes. From
the limited sample, there were moderate levels of interest in both diabetes and depression. The
expansion of the health ministry program could also encompass practical applications such as
depression screening or diabetes screening using a point of care device such as a glucometer.
Future research could examine the possibilities of collaborating with other Methodist
congregations in southeast Florida to examine the efficacy of the health ministry program on a

larger population.

Conclusions

As the population continues to age, we should anticipate an increase in healthcare and
resource utilization to grow in the upcoming years. With attempts to improve the healthcare
services and available resources, we must be willing to expand the settings in which healthcare is
provided. As a possible solution to this growing healthcare crisis, we can utilize non-traditional
health care settings to help improve the gaps in quality care among populations in communities.
In an effort to establish a health ministry program, an educational workshop based on
hypertension, the health topic of the congregafidhoosing. As the results indicate, the

majority of the participants believe the health ministry program is beneficial and will attend a



future event for the health ministriyuture education and expansion of the health ministry
program is something that should be considered for enhancing the health of the Methodist

congregation.
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Appendix A Needs Assessment Survey

DATE: November, 04, 2018
PRESENTERS: Craig Keatley, MSN, RN

TOPIC: Health Needs Assessment
LOCATION: Roseland United Methodist Church

INSTRUCTIONS: Place a check mark9) or an (X) in the appropriate boxes.
In the event you would rather take the survey online instead, the link for the survey is:

https://www.surveymonkey.com/r/SCV2SDZ

1. Age:18-30 131-50 C51-68 169-80 181+

2. Gender: IMale ' IFemale

3. Work Status: IFull-Time | IPart-Timel |Retired

4. Field of Work (Previous field of work if retired)

5. Highest level of education attained:
'High School Trade school Collegel Graduate Degree

6. Please rate the quality of your health?
|IExcellentl Good! Fair [Poor
7. Please check the health topics of interest to you:

'High Blood Pressure
“IDiabetes
Depression

IFall Prevention

“ICaregiver Fatigue

IHeart Failure



J3DUNLQVRQYV 'LVHDVH

[ ] other topics of interest

8. Would you attend faith based education workshops on various health topics of interest?
[ ]yes (if you check this go to question 9)
[ 1 no (if you checked this then stop at this question)
9. If you said yes to question 8, what would be a good time to hold the educational workshops?
[ ] after Sunday Service
[ ] Before Sunday Service
[ ]a specific day during the week

[ ] other, please specify -




Appendix B: Educational Toolkit

PowerPoint Slides:

High Blood Pressure

Most of the time, high blood pressure (HBP, or hypertension} has no obvious
symptoms to indicate that something is wrong. The best ways to protect
yourself are being aware of the risks and making changes that matter

* Many people with high blood pressure don’t even know they have it. Often
the signs and symptoms are misunderstood.

*High blood pressure develops slowly over time and can be related to many
causes.

*High blood pressure cannot be cured. But it can be managed effectively
through lifestyle changes and, when needed, medication.



What do the numbers meane

» Systolic blood pressure (the first number) -
indicates how much pressure your blood is

exerting against your artery walls when the
heart beats.

» Diastolic blood pressure (the second number) —
indicates how much pressure your blood is
exerting against your artery walls while the heart
is resting between beats.

Which number is more important?

» Typically, more attention is given to systolic blood pressure (the first
number) as a major risk factor for cardiovascular disease for people over
50. In most people, systolic blood pressure rises steadily with age due to
the increasing stiffness of large arteries, long-term buildup of plaque and
an increased incidence of cardiac and vascular disease.



What number is more important?

» However, either an elevated systolic or an elevated diastolic blood
pressure reading may be used fo make a diagnosis of high blood pressure.
According to recent studies, the risk of death from ischemic heart disease
and sfroke doubles with every 20 mm Hg systolic or 10 mm Hg diastolic
increase among people from age 40 o 89.

NORMAL LESS THAN 120 and LESS THAN 80
ELEVATED 120- 129 and LESS THAN 80
HIGH BLOOD

PRESSURE

(HYPERTENSION) 130 139 or 80 - 89

STAGE 1




Fighting back against the “silent killer”

High blood pressure (HBP, or hypertension) is a symptomless “silent killer" that
quietly damages blood vessels and leads to serious health problems.

While there is no cure, using medications as prescribed and making lifestyle
changes can enhance your quality of life and reduce yourrisk of heart
disease, stroke, kidney disease and more.

Changes that Matter

Make changes that matter:

*Eat a well-balanced diet that's low in salt
*Limit alcohol

*Enjoy regular physical activity

*Manage stress

*Maintain a healthy weight

*Quit smoking

*Take your medications properly

*Work together with your doctor



Managing Blood Pressure

» If you have high blood pressure, it's vital that you listen to your doctor.
Remember: You're a part of your healthcare team. You and your doctor are
partners.

» Educate yourself about HBP and leam how to monitor your blood pressure at
home. Armed with this information, you can commit to living heart healthy.

By adopting a heart-healthy lifestyle, you can:
Reduce high blood pressure.
Prevent or delay the development of high blood pressure.

Enhance the effectiveness of blood pressure medications.

ol . al T

Lower your risk of heart attack, stroke, heart failure, kidney damage, vision loss

Fighting Blood Pressure

» While heart disease is still the No. 1 killerin the
United States and around the world, death
rates have decreased significantly. Earlier and
better freatment of high blood pressure has
played a key role in that decrease.
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Blood pressure is the force of blood o :
pushing against blood vessel walls. It is
measured in millimeters of mercury (mm LESS
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pressure is hypertension.
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beats. immediately)

Normal blood pressure is below 120/80 mm Hg. If
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129 and your diastolic pressure is less than 80, yoUthere are risk factors that increase your chances of

have elevated blood pressure. High blood pressur ffeveloping HBP. Some you can control, and somelyou
a pressure of 130 systolic or higher, or 80 diastolic of Q

higher, that stays high over time.
Those that can be controlled are:

High blood pressure usually has no signs or t 6P RN L Qpodure to secondhand smoke
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be managed.
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high blood pressure is dangerous. HBP increases th
risk of heart attack and stroke.
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and drinking too much alcohol)

t 3K\WLFDO L
Make sure you get your blood pressure checked

regularly and treat it the way your doctor advises.
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AppendixC: Evaluation Survey

Evaluation Survey:

DATE: December 02, 2018
PRESENTERS: Craig Keatley, MSN, RN

TOPIC: Health Education Workshop
LOCATION: Roseland United Methodist Church

INSTRUCTIONS: Please read the following questions and place a check mark
In the event you would rather take the survey online instead, the link for the survey is:

https://www.surveymonkey.com/r/TS6TYQX

Please use the following scale to complete the evaluation form:

1=Very Poor 2=Poor 3=Average 4=Good 5=Very Good

Place a check mark9) or an (X) in the appropriate boxes:

Questions 1 2 3 4

The objectives were clearly stated.

The stated objectives were met.

The material was well organized and presented in a systemic m

The presenter(s) were knowledgeable of their subject matter.

The content was relevant andtogdate.

The instructional level was appropriate for the audience and mal

N o klw i N -

The meeting format encourages participation and the presenter
answered guestions satisfactorily.




8. The presenter(s) made good use of the meeting time.

9. The program met my educational needs.

10. The facilities (room, temperature, acoustics, chairs, etc.) were
adequate.

Additional topics you would like offered:

Additional comments:

1. How clear was the presentation of information?
[ ] Extremely clear [ ] Veryclear [ ] Somewhat clear [ ] Notso clear

[ ] Not at all clear

2. How helpful was the content presented at the event?

[ ] Extremely helpful [ ] Very helpful [ ] Somewhat helpful [ ] Not so helpful

[ ] Not at all helpful

3. How likely are you to attend a similar event again in the future?
[ ] Extremely likely [ ] Very likely [ ] Somewhat likely [ ] Not so likely
[ ] Not at all likely



4. Is there a different way you would like to see the information prege




