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Abstract 

African Americans have been disproportionately infected by HIV and AIDS with the largest 

rates of infection within the total population.  Historically, for so many African Americans, the 

Black church has been a pillar in the community.  The Black church provides guidance for 

individual, political, and systemic change.  The aim of this study was to improve HIV and AIDS 

awareness among the African American population with hopes of increasing the Black church 

memberships’ awareness and knowledge about these diseases by providing HIV education, 

conducting a seminar, and analyzing intent to obtain screening.  This quasi-experimental pilot 

study with a 19 question pre-test and post-test design included a purposeful convenience sample 

of 21 Black men and women who were either a member of a targeted Black church or from the 

local community.  The HIV-KQ-18 questionnaire, used to measure an individual’s knowledge 

about HIV, contained 18 ‘true’ or ‘false’ questions with the option of also choosing ‘don’t 

know.’  A question was added to address intent to screen.  Results showed an increase in 

knowledge baseline with a mean score improving from 13.7143 to 14.6198 with 18 being the 

highest score achievable.  The intent to screen increased from 53% (n=11.13) to 88% (n=18.48) 

of participants reporting that they will get screened for HIV and AIDS.  Additionally, a p-value 

of .009 indicates a statistical significance relating to the likelihood that the increase in the intent 

to screen was in response to the educational seminar.  The implications for practice indicate that 

HIV and AIDS educational awareness initiatives in the Black church are feasible with the 

potential to increase disease awareness, thus increasing HIV screening rates.   

 

Keywords: HIV/AIDS, African Americans/Blacks, Black church, faith-based, testing,  

screening, prevention services 
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HIV & AIDS: A Call for a Black Church Initiative 

Introduction 

Since the rise of human immunodeficiency virus (HIV) and acquired immunodeficiency 

syndrome (AIDS) rates of infection, African Americans have been disproportionately affected by 

the disease. Additionally, this population has shouldered the burden of high rates of death 

associated with the virus.  It has been reported by the Centers for Disease Control and Prevention 

(CDC, 2018a) that African Americans have the largest rates of HIV and AIDS infection within 

the total population, and the highest number of those newly diagnosed.  “In 2016, African 

Americans accounted for 44% of HIV diagnoses, though they comprise 12% of the US 

population” (CDC, 2018a, p.1). 

Because HIV and AIDS have ravaged the lives of so many promising African Americans, 

torn apart families, and snuffed out the dreams of its youth, there has been a loud cry for the 

Black church to help combat this disease.  Historically, for so many African Americans, the 

Black church has been a pillar in the community.  It serves as a safe haven in times of trouble 

and it provides guidance for individual, political, and systemic change (Stewart, 2015). 

Additionally, the church leadership, specifically the pastor, wields such a great level of 

influence that, at most times, its members will not question his/her authority as they perceive the 

individual as God’s messenger.  With the church having so much leverage among African 

Americans, many are in favor of their involvement in the efforts to address HIV and AIDS 

within its communities (Berkley-Patton et al., 2013). 

Recent research and focus groups conducted within the last 10 years suggests that many 

Black churches have a strong desire to help address HIV and AIDS in the communities they 

serve (Stewart & Thompson, 2016).  However, the lack of knowledge about the disease and its 
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impact on African Americans has been a significant barrier to doing so.  One suggestion to 

remove some of these barriers is to conduct an educational seminar and provide educational 

materials for both church leadership and the congregation.  This can be as simple as handing out 

brochures, fact sheets, and literature about HIV and AIDS and how the disease is affecting the 

African American community.  This is turn, may help facilitate the efforts in combating the 

disease. 

Background and Significance 

As the statistical analysis highlights the epidemic in the African American community, 

HIV and AIDS continues to disproportionately affect this population of people compared to 

other communities.  For example, gay and bisexual men account for over half (58%) of African 

Americans diagnosed with the disease, (CDC, 2018a).  In 2015, African American women, as 

compared to white and Hispanic women, accounted for 42% of those who were diagnosed with 

HIV and AIDS (CDC, 2018b).  

The African American youth are extremely vulnerable.  For instance, black females ages 

13-24 are six times higher than whites or Hispanic females to be infected with HIV and AIDS, 

(CDC, 2018a).  Black males between ages 13-24 have higher rates of infection than any other 

race or ethnicity in the same age category (CDC, 2018a).  The rate of infections among young 

black males is “11 times as high as that of young white males and four times as high as that of 

young Hispanic males,” (CDC, 2018a, p.2).  Black young males who have sex with males 

(MSM) have the highest rates of infection among all categories, whether black, white, Hispanic, 

male, or female.  Black young males who have sex with men comprise 86% of new infections 

among all young black men and they account for three times the rate among all MSM in the 

same age category (CDC, 2018a).  “In a study of 21 major US cities in 2008, 21 percent of black 
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MSM between the ages 18-30 were HIV-infected and more than 70 percent of those infected 

were unaware,” (CDC, 2018a, p.1). 

The rates of infection among African Americans are indeed staggering.  However, the 

death rate of the population of people is alarming.  “In 2016, there were 15,807 deaths among 

people diagnosed with HIV in the United States.  Among those numbers, approximately 7,000 

were attributed to blacks, the highest among any other race or ethnic group.”  (CDC, 2018b, p.2).  

In examining the numbers between rates of infection and rates of deaths, it is abundantly clear 

that African Americans have been particularly hit hard by the HIV and AIDS epidemic. 

Additionally, compared to their limited ability to access care due to low poverty rates, lack of 

education, the growing sense of complacency around HIV and AIDS, African Americans are far 

more at a disadvantage (CDC, 2018a).  

In attempts to decrease the rates of HIV infection and the number of deaths among 

African Americans dying from HIV related illnesses, the CDC has been engaged in efforts to 

deliver HIV prevention services for Blacks.  Such services include the expansion of HIV 

surveillance and prevention programs which was initiated under the “New Integrated HIV 

Surveillance and Prevention Cooperative Agreement.” (CDC, 2019b).  This agreement awards 

over $400 million dollars per year to departments of health for areas of great need to support and 

implement comprehensive surveillance and prevention programs for African Americans (CDC, 

2019b).  The agreement is designed to improve health outcomes by providing services to help 

prevent new cases of HIV as well as achieving and sustaining viral suppressions (CDC, 2019b). 

In 2017, the CDC also awarded over $11 million to Community-Based Organizations 

(CBOs) to provide HIV testing to young gay, bisexual, and transgender youth of color, with the 

goals of implementing comprehensive HIV prevention programs.  These programs are intended 
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to reduce health disparities, promote health equity, and reduce morbidity and mortality by 

increasing access to care, (CDC, 2019b).  Therefore, with the efforts of the CBOs and its 

financial incentives, it is projected that HIV testing rates, linkage to care and medication 

adherence will improve for young gay, bisexual, and transgender youth of color (CDC, 2019b). 

Education and prevention programs for African Americans are on the CDC’s radar.  For 

instance, the “Act Against AIDS” partnership campaign is designed to help address HIV and 

AIDS education in the African American communities through culturally sensitive messaging 

(CDC, 2019b).  For example, campaigns such as “Let’s Stop HIV Together” addresses stigma, 

“Start talking, Stop HIV” targets gay and bisexual men, and “HIV Treatment Works” highlights 

success stories of those infected with the disease (CDC, 2019b).  These are a few of the many of 

the CDC’s educational efforts that are focused on treatment and prevention efforts while raising 

awareness about the devastating effects of HIV and AIDS (CDC, 2019b). 

Additionally, the Institute of Medicine (IOM), in response to the HIV epidemic, 

identified barriers to care and created policies that would promote clinical services especially for 

the disadvantaged and marginalized populations that are disproportionately affected by HIV and 

AIDS.  Some policies such as the “Patient Protection and Affordable Care Act” expanded care 

coverage for people living with HIV and AIDS.  Medicaid, Medicare, the Ryan White Program, 

Community Health Centers (CHCs), the Department of Veterans Affairs, and a combination of 

others are such programs that grew out this policy that has been initiated by the federal 

government designed to promote access to care (IOM, 2011).  The overall goal is to expand HIV 

and AIDS testing and treatment to effectively accommodate new diagnoses (IOM, 2011). 

As the CDC, IOM, and many other city and government entities are making efforts to 

raise awareness about prevention and treatment, it has also been noted that the Black church can 
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play a part in helping to reduce the numbers of African Americans infected with HIV and AIDS.  

For example, the social influence of the Black church has been so powerful that it has been 

categorized as symbolically being the protector of black bodies and the voice of those who have 

purposefully been forgotten. (Berkley-Patton et al., 2016).  With this influence, the Black church 

is well positioned to help combat the HIV and AIDS epidemic among the African American 

community.  It has leverage and the reach to mobilize change in its own community. “[C]hurch 

leaders could work with health departments to provide HIV testing in church and community 

settings and could encourage members to get tested” (Berkley-Patton et al., 2016, p. 484).  

According to the Pew Research Center and their 2014 Religious Landscape study, it is estimated 

that about 80% of African Americans self-identify as Christians and “more than half of all black 

adults in the United States (53%) are classified as members of the historically [B]lack protestant 

[church],” (Masci, Mohammed, & Smilth, 2018, p. 1).   

Needs Assessment 

Although a global crisis, in the United States, high rates of HIV and AIDS infections 

coupled with high rates of poverty have led to disparate treatment and limited access to 

healthcare for African Americans. Additionally, the lack of education about HIV and AIDS and 

its prevention affects the health of those living with the disease and places others at risk for 

contracting it (Stewart & Thompson, 2016).  Additionally, stigma, fear, and homophobia are 

impacted by the low rates of treatment.  This also contributes to low outcomes, low linkage and 

compliance to care, and high rates of death associated with the disease (Stewart & Thompson, 

2016).  

In New York, specifically New York City, African Americans are just as disenfranchised 

as they are on a global and national level.  Of all those diagnosed with HIV and AIDS, 77% of 
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African Americans were leading when it comes to newly diagnosed cases of HIV and AIDS 

related deaths (CDC, 2019a). And the issues are the same when it comes to socioeconomic 

status, education, poverty, and access to high quality care.  This is also true when it comes to 

prevention challenges as there are a large number of African Americans who are HIV positive 

and are unaware of their status (CDC, 2019a).  Although representing only 14% of the 

population, nearly half of HIV cases are among African Americans. Furthermore, “African 

Americans accounted for 56% of deaths due to AIDS in 2011, and their survival time after 

diagnosis is significantly shorter than survival time for other racial and ethnic groups” (Stewart, 

2015, p.1).  

To address this issue, there has been a call for the Black church to get involved to help 

address the HIV and AIDS epidemic.  Because they have been successful in addressing issues 

like diabetes and hypertension, there is a potential that the Black church can have a great impact 

in helping to combat the HIV and AIDS crisis among the African American population.  

For instance, just like African Americans lead in newly diagnosed cases of HIV and 

AIDS related deaths, they also share a disproportionate burden of hypertension, (Dodani, 

Sullivan, Pankey, & Champagne, 2011).  As a result, the Black church has been instrumental in 

addressing hypertension in the African American community through a variety of strategies such 

as the initiation of the HEALS program (Dodani et al., 2011).  HEALS is a faith-based 

hypertension control and prevention program that teaches members how to acknowledge and 

prepare healthy meals with the intention of reducing high blood pressure.  In addition to reducing 

blood pressure levels, the goals of the program are to also encourage members of the church to 

modify their behavior (Dodani et al., 2011).  
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 In addition to hypertension, the Black church has also been instrumental in addressing 

diabetes in the African American community.  An example of this is a program instituted by four 

Northeastern urban Black Churches. The program, “the Faith Wellness Collaboration Diabetes 

Education Program,” was developed to provide diabetes education in these Black churches to 

address the diabetes health disparities affecting African Americans (Austin & Claiborne, 2011).  

The goal of the program is focused on teaching the membership about healthy eating, the need 

for exercise, and the role that friends and family members can have in supporting individuals 

with diabetes. 

Furthermore, because the Black church has been effective in going beyond the four walls 

of the church and addressing health issues in the local community, it is believed that they have 

the reach and the potential to change lives by taking on the mantle to help combat HIV and AIDS 

in the African American community.  Historically, the Black Church has been a force for justice 

in the Black community. As such, there is no doubt that the Black Church can lead the charge in 

addressing the HIV and AIDS crisis it is own communities (Berkley-Patton et al., 2016). 

Consequently, the targeted Black church in central Harlem bears the same burden.  

Although, they have been successful in conducting health promotion sessions on teaching the 

membership about how to address health issues related to diabetes and hypertension, they, 

however, are in need of health promotion efforts designed to address HIV and AIDS.  Therefore, 

this seminar will, to a small degree, help the church become involved in addressing the HIV and 

AIDS epidemic in its local community. 
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Problem Statement   

Understanding that there is an urgent need to address and help end the HIV epidemic 

among African Americans, community activists and researchers alike are calling for the Black 

church to up its efforts in helping to do so (Stewart, 2015; Stewart & Dancy, 2012; Stewart & 

Thompson, 2016). 

Clinical Question 

The clinical question guiding this project is, “will providing education literature and a 

seminar to a targeted Black church membership increase HIV and AIDS awareness and the intent 

to screen?” 

Aims & Objectives 

 The overarching aim of this project is to improve HIV and AIDS awareness among the 

African American population with hopes of increasing the church memberships’ awareness and 

knowledge about HIV and AIDS. This will be accomplished by providing HIV education, 

conducting a seminar, and providing information on how to obtain screening.  The objectives of 

this project are to: 

 Provide an educational session with question and answer period and written materials to 

church leadership and members of the congregation. 

 Evaluate changes in knowledge before and after the educational session using the HIV 

KQ-18. 

 Analyze intent to screen for HIV and AIDS before and after the educational session.  
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Review of Literature  

Through qualitative studies, many have sought to understand the impact that HIV and 

AIDS have on the African American community and the role that the Black church plays in 

combating it.  The literature search through CINAHL with Full Text (“the Black church and HIV 

and AIDS”), yielding 73 articles (selecting those published since 2007 which produced 54 total).  

The 54 articles were read in its entirety and were critically appraised.  As a result, 11 articles 

helped answer and critically appraised the clinical question (see Appendix A). 

Role of the Black Church 

Black churches have for so long promoted good health habits and encouraged its 

membership to live healthy and spiritually balanced lives.  They have ministries targeted around 

hypertension and diabetes.  Targeting and developing ministries centered on raising awareness 

about HIV and AIDS have been challenging.  Stewart (2015) highlights the fact that Black 

churches feel a sense of duty to assist its community, but admits to the fact that a lack of 

knowledge plays a part in preventing the delivery of messages to their congregation about HIV 

prevention education.  Additionally, there is a desire to create HIV ministries that are focused on 

helping those infected with the virus.  However, an unwillingness to discuss sexuality, 

specifically promiscuity and homosexuality, was another barrier that prevented Black churches 

from implementing HIV programming (Stewart and Dancy, 2012). 

For example, Stewart and Dancy (2012), through an ethnographic case study research 

design, gathered pertinent information in helping to understand the culture of the Black church 

and how it can relate, through religious messaging and influence, its understanding of the HIV 

and AIDS epidemic in the African American community.  Data gathered demonstrated that 

Black churches can be effective in developing and maintaining a HIV and AIDS ministry.  This 
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suggested that in order to be successful, leaders and their parishioners must have a strong 

knowledge base about HIV and AIDS, have compassion for those who are burdened by the 

disease, and must be willing participants in treating those infected with HIV and AIDS with 

dignity and respect.  If this can be achieved, there will be a cultural and behavioral shift that 

would help promote the success of a HIV and AIDS ministry. 

 In Nunn’s et al. (2012), a study highlighting the high rates of HIV infection in 

Philadelphia, the faith leaders stated that they had some knowledge about how HIV was 

transmitted.  However, they did admit that they were “unaware of the gravity of Philadelphia’s 

epidemic and high rates of incidence in neighborhoods where churches were located” (Nunn et 

al., 2012, p.8).  As a result, they suggested that Black churches should get involved in efforts to 

help address the HIV and AIDS crises especially in their communities.  They believe that they 

not only have a responsibility and a duty to care for the spiritual aspect of their membership but 

they have a responsibility to address the physical aspect as well. This could be done through HIV 

prevention messaging through sermons, through community outreach programs, and educational 

workshops that target the youth and those at risk. 

In an effort to examine how the role of the Black church can be instrumental in 

addressing the HIV and AIDS epidemic within the communities they serve, Berkley-Patton et al. 

(2013), through an ecological framework and a community-based participatory research (CBPR) 

approach, surveyed 124 Black church leaders’ ability to disseminate HIV and AIDS education to 

their membership. Additionally, through the leadership’s desire to learn and educate about the 

devastating effects of HIV and AIDS in the Black community, an HIV Tool Kit was 

implemented to help educate the leadership and to promote HIV and AIDS prevention related 

activities throughout the church.   
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Additionally, Berkley-Patton et al. (2016), examined the need for HIV and AIDS 

awareness in the Black church.  Through the understanding that African Americans have been 

disproportionately affected by the disease and have shouldered the burden of high rates of death 

associated with the virus (CDC, 2018a), Berkley-Patton et al. (2016), guided by a social-

ecological model combined with a community-based participatory research approach (CBPR) 

engaged four churches to participate in a “Taking It to the Pews” campaign.  The campaign was 

aimed at providing HIV education and prevention activities, free HIV testing, and 

communicating compassion messages over the pulpit. The final analysis concluded that the 

Black church is well positioned to mobilize change.  A step in helping to change the course of 

HIV and AIDS rates of infection among African Americans is by offering HIV testing services. 

Because there is a need to reduce AIDS related deaths and rates of HIV infection among 

African Americans, many others have also taken on the mantle to advocate on behalf of the 

cause.  For instance, using a community-based participatory research (CBPR) approach, Nunn et 

al. (2015) assembled a focus group of 52 Black church leaders to gather their recommendations 

on how to combat and reduce the high rates of HIV infections in Philadelphia.  Through the 

understanding that “Philadelphia’s HIV infection rate is five times the national average, nearly 

70% of new infections are among African Americans, and 2% of African Americans in 

Philadelphia are living with HIV/AIDS” (Nunn et al., 2015, p.1).  The results of the focus group 

produced recommendations for how to implement the local policies that focus on HIV and AIDS 

prevention within the city. 

Connecting the Black Church with HIV Initiatives 

Furthermore, Stewart (2015), through a qualitative and grounded theory approach, 

generated data through focus groups of African American church leaders that showed what it 
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would entail to develop and maintain HIV testing, referral, and linkage to care services within 

the church setting.  The author’s purpose of exploring the factors associated with such an 

initiative was through the belief that the Black church is a community-based organization that 

has influence over the lives of its parishioners.  And as such, it should use its influence to help 

combat the HIV and AIDS epidemic in the community it serves.  The methods used in extracting 

the data showed that for the Black church to provide HIV testing, referral, and linkage to care 

services within the church, the leaders must first be educated about HIV and AIDS.  

Additionally, church leaders must be willing to support HIV and AIDS testing in the church 

setting, and there must be a shift of religious norms in moving away from believing that those 

infected with the disease live reprehensible lives to believing that treating those with HIV and 

AIDS is a social justice imperative. 

 Moreover, Stewart and Thompson (2016), through a qualitative approach, interviewed 

African American church leaders from four separate churches to assess their readiness to 

implement HIV testing and linkage to care in the Black church.  The results showed that once the 

Black church is able to push through several striking themes, it does have the capacity to 

integrate HIV testing and linkage to care in the church setting.  These themes included opposing 

HIV testing in the church due to broaching the topics of sexuality and promiscuity, the lack of 

education about HIV and AIDS and what does HIV testing entail, who would provide HIV 

testing, and understanding the need to becoming activists in the church and the community.  

Lastly, using principles of grounded theory and interpretive description in Roman Isler et 

al. (2014), interviews of 12 leaders from churches in North Carolina were conducted about how 

to implement HIV prevention ministries within the context of the Black church.  The findings 

suggest that in order to be successful in implementing these ministries, the church leaders must 
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first be willing to increase their knowledge about HIV and AIDS and have meaningful 

discussions about sexuality. 

Conclusion 

Supporting the belief that the Black church can have a positive impact on combating HIV 

and AIDS in the African American community, conducting a seminar that is focused on 

educating its membership is one way of doing so.  Thus, providing HIV and AIDS education can 

assist in helping the membership to become more aware and knowledgeable about HIV and 

AIDS, how it is contracted, and changes in behavior that are necessary to avoid further HIV 

infection in the local community. As a result, providing HIV and AIDS education can also 

encourage the membership to take steps towards getting screened and becoming aware of their 

status. 

Theoretical Framework 

Because African Americans have been disproportionately affected by HIV and AIDS, the 

Black church is well positioned to help combat the epidemic by helping to reduce the rates of 

HIV transmissions and encouraging members of its own community to get tested.  It has the 

social influence, the leverage, and the reach to mobilize such change. 

 Using the ACE Star Model of Knowledge Transformation theoretical framework to 

strategically implement change was advantageous to a targeted Black church (see Appendix B).  

Understanding that the ACE Star Model (Stevens, 2004) is used to understand evidence-based 

practice (EBP) as it relates to all aspects of knowledge gained from the inquiry process, the 

model helped provide the structure for educating the parishioners about the devastating effects of 

HIV and AIDS and the importance of getting tested. During phase one of the ACE Star Model of 

Knowledge Transformation, knowledge is discovered that would help shape the development 
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and implementation of change in a targeted setting.  Berkley-Patton et al. (2016) and Nunn et al. 

(2012), using a community-based participatory research (CBPR) approach, have suggested that 

the Black church can be instrumental in addressing the HIV and AIDS epidemic within the 

communities they serve.  Additionally, HIV toolkits have been established to help educate the 

leaders of the Black church about the epidemic and provides guidance on how to educate its 

membership about the importance of HIV and AIDS prevention and the need for testing, 

(Berkley-Patton et al., 2013).   

This approach was used to educate the leadership of the targeted Black church that was 

identified.  Offering a HIV toolkit in the form of HIV and AIDS education literature provided by 

the CDC and the New York City Department of Health was advantageous.  This was the first 

phase that helped encompass knowledge development. 

Phase Two of the ACE Star Model of Knowledge Transformation brings together the 

information gathered into a single, meaningful statement about the goals of the project, (Stevens, 

2004).  Hence, after reviewing literature recommending that efforts should be made by the Black 

church to help combat the HIV and AIDS epidemic, the question; Will providing education 

literature and a seminar to a targeted Black church increase HIV and AIDS awareness and the 

desire to accept testing referral? prompted this initiative.  Additionally, this phase also guided the 

approach in presenting the proposal to the leaders of the selected church.  There is power in 

numbers and when the leaders were able to see what other Black church leaders had done and 

how successful they were in implementing HIV education and prevention programs, it was 

hopeful that they were willing to follow.  The body of evidence provided by the literature was a 

powerful driving force.  The methodology suggests that it had the potential to produce 

sustainable results (Stevens, 2004). 
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The third phase of the ACE Star Model of Knowledge Transformation is where the 

interpretation of knowledge gained is contextualized to fit a specific population and setting 

(Stevens, 2004).  In other words, it is where the recommendations are mapped out, shaped, and 

modeled to fit the target population.  It is the translation of the evidence into practice.  This phase 

was very important as it was the precise point in which the project was developed. The 

information that was gathered from the literature review was translated into an actual algorithm 

or context. The context was a targeted Black church, located in central Harlem, and the seminar, 

HIV and AIDS education, and HIV testing referral were the algorithm from which it flowed. 

Practice integration phase is the step that involves bringing about practice change in 

hopes of changing cultural norms (Stevens, 2004).  This is where everything comes together and 

theory becomes practice.  Additionally, this is the point where the project was implemented.  The 

HIV and AIDS informational seminar was conducted along with offering HIV testing referral.  

All necessary supplies were onsite such as HIV and AIDS educational literature, food, gift cards, 

and refreshments.  

Evaluation is the last phase of the model.  This is where the process and the project were 

evaluated.  This included an assessment of whether goals were met, what worked well, what was 

learned, examining if the program made its intended impact and what was the final outcome 

(Stevens, 2004).  

Methodology 

Setting 

The setting for this project was a non-denominational Black church, located in the heart 

of central Harlem.  The church was established in 1917 to serve the people in the Harlem 

community.  The congregation population was predominantly African American with more than 
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1,200 members. And on a monthly basis, the church serves more than 1,500 people within the 

community.  On any given Sunday, one service can have up to 200 members in the congregation.  

Additionally, the age of the congregation ranged from infancy to 90+ years of age.  Traditionally, 

the church ministerial staff comprised of both men and women who supports the ministry as well 

as the pastor. The pastor of the church was a fairly young man in his mid-fifties who had the 

influence to reach the older and the younger generation of his membership. 

The church location was important as Harlem has the highest rate of African Americans 

infected with HIV than any other borough in New York City.  In fact, its rate of infection is 4-5 

times higher than the national average.  Additionally, “the age-adjusted death rate for people 

living with HIV is nearly 50% higher in Harlem than for the Manhattan borough as a whole,” 

(New York City Department of Health and Mental Hygiene [NYCDOH], 2016, p.1). 

Study Population 

This quasi-experimental pilot study with a pre-test and post-test design included a 

purposeful convenience sample of Black men and women who were either a member of the 

church or a member of the local community.  The inclusion criteria included anyone who was 

Black, English speaking, and 18-89 years old.  The exclusion criteria were those under the age of 

18 and those aged 90 and above. The sample size, drawing primarily from the 10:30 am Sunday 

morning service, was based upon 10% of this 200 Sunday morning service sample population.  

Using the Raosoft, Inc. (2004) for a priori power analysis to calculate sample size based on a 

population 200, having a 5% margin of error and 95% confidence level, the necessary sample 

size included at least 20 participants.  However, because the goal was to capture and educate as 

many members as possible, the target goal of the sample size was up to 50 participants.  
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In establishing a clear-cut number for a sample size, many experts suggest that there are 

no specific guidelines on the appropriate size of a pilot study.  For instance, Connelly (2008), 

like many other experts, suggests that the pilot study should be 10% of the actual sample 

size.  However, Viechtbauer et al., (2015) suggest that the sample size should be significantly 

large, such that the probability of detecting problems are high.  Julios (2005) goes further by 

stating “the number of subjects in a clinical trial should always be large enough to provide a 

reliable answer to the questions posed.  This number is determined by the primary objective 

of the trial” (p.291).  Hertzog (2007) argues that there is a not a clear number and provides a 

range between 10-50. She contends that feasibility, adequacy of instruments and methods 

being used are factors that can influence sample size.  Lastly, Sim & Lewis (2010) suggest 

that a sample size of 50 is advisable in many circumstances.   

Subject Recruitment 

Information about the HIV and AIDS seminar was shared by the pastor during bi-weekly 

announcements over the pulpit during the 10:30 am services.  Additionally, announcements were 

made during the Wednesday 7:30 p.m. mid-week prayer service. The script during the 

announcements came from the pastor who read directly from the flyer (see Appendix C).  

Additionally, recruitment flyers were posted on the church’s electronic and vestibule bulletin 

boards. Recruitment of participants took place after the Sunday morning 10:30 am service in 

conjunction with the Elder who was the community program coordinator.  Recruitment lasted for 

three weeks after IRB approval.  Participants were given a copy of the flyer that explained the 

details of the program.   

Access to potential participants was achieved through a sign-up sheet that was 

immediately generated after the 10:30 am Sunday morning service.  Participants were provided a 
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handout summarizing the project as well as the contact information (email and telephone 

number) for any questions and/or concerns.  Participants were informed that participation in the 

seminar was voluntary and they could withdraw from participating at any time.  Also, if they 

desired not to answer the questionnaire, they were not required to do so. 

Consent Procedure 

 Approval to conduct the seminar was given by the Pastor and the Elder who oversaw 

community and outreach initiatives.  On the day of the seminar, consent was obtained from the 

participants by handing out the consent forms, approved by Rutgers University Institutional 

Review Board, prior to the seminar.  The purpose of the consent was explained to each 

individually.  They were informed of the project’s aims and objectives, the purpose of the study, 

and what activities would be expected, and the significance of their participation.   

Additionally, the participants were instructed about the steps that were taken to maintain 

their confidentiality during the process.  For example, the numbering process was explained 

stating that instead of using names for data collection purposes, a number system was used to 

generate information to help collect relevant data (see Appendix D). Additionally, it was 

explained that the de-identified data was used for data collection and only the de-identified data 

was used for analysis. And finally, it was also explained that upon completion of the project, 

closure of the IRB process, and final writing of the manuscript, all data will be destroyed in 

accordance with Rutgers University guidelines. 
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Risks & Harms 

Participation in this study posed minimal risk.  There was a small possibility that the 

participant’s contact information may have been inadvertently shared by participating in this 

project.  The participant’s name and contact information were collected and assigned a number.  

This allowed the data to be reviewed without direct link to the participant’s name.  Only the 

research staff had access to the list linking the participant’s name and contact information to the 

number associated with the data. The link between participant names and study ID number was 

destroyed at the conclusion of data entry. 

There was no anticipated physical discomfort in this study, so risk to participants was 

minimal. It was possible that participants could have experienced psychological/emotional 

discomfort from discussing HIV and AIDS and how it is transmitted. If this occurred, referral 

information was provided.  Additionally, the question and answer portion of the seminar may 

have caused the participants to think about their feelings regarding HIV and AIDS.  This moment 

may have caused the participant to feel sad or upset; therefore, they were reminded that they 

could have withdrawn from the seminar at any time because their participation was voluntary. To 

mitigate the discomfort, referral information was provided (see Appendices E, F, G, & H).  

Regarding testing referral, all efforts were taken to eliminate the sharing of information 

regarding the request for testing referral. 

Subject Cost & Compensation 

There was no cost to participate in this project.  There was no additional travel cost to the 

participants since they were already at the church for service.  The seminar took place 

immediately after the 10:30 am Sunday morning service.  Subjects received a $5 Target Gift card 
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for their participation in the project.  Gift cards were distributed at the conclusion of the seminar 

once the pre-survey (see Appendix I) and post-survey (see Appendix J) had been logged 

according to the number system that was used to maintain confidentiality.  Free refreshments 

were served during the seminar. 

Study Interventions 

The study intervention that was used for this project is the education about the HIV and 

AIDS seminar conducted at the church.  The education was conducted by the co-investigator.  

The survey was used to assess the participants’ baseline knowledge of HIV and AIDS, what is it, 

and how is it transmitted. The pre-survey was distributed by the co-investigator to consented 

participants immediately after the Sunday morning 10:30 am service. This pre-survey was to 

assess knowledge prior to the seminar.  During the seminar, a PowerPoint presentation (see 

Appendix K) took place in a designated conference room highlighting the HIV and AIDS rates 

of infection within the African American community, specifically Harlem. Within 30 minutes of 

the seminar’s conclusion, a post-survey was distributed. The purpose was to assess if participants 

HIV and AIDS knowledge baseline changed and determine participant’s intent to screen.  The 

questions were the same for the pre-survey and post-survey.  

Outcomes to be Measured 

The outcomes that were measured included change in HIV and AIDS knowledge and the 

intent to screen for HIV and AIDS.  This information was gathered from the pre-survey and post-

survey results.  The tool that was used to measure the success of the outcome was the pre-survey 

and post-survey (HIV KQ-18).  The HIV-KQ-18 is a survey designed by Carey and Schroder 

(2002) to measure an individual’s knowledge about HIV.  It contains 18 ‘true’ or ‘false’ 

questions with the option of also choosing ‘don’t know.’  A question was added to address intent 
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to screen for a total number of 19 questions.  The answers options were the same.  The language 

was designed to provide knowledge from a street or field outreach method.  Additionally, the 

scoring of the survey was simple in that its goal was to produce a single score. The higher the 

score, the greater the HIV related knowledge.  

The reliability and validity of the HIV-KQ-18 survey, along with its answer key (see 

Appendix L), was determined through clinical trials to be consistent, stable, and sensitive to 

detect knowledge gains about disease transmission and self-protective behaviors in low-literacy 

populations (Carey & Schroder, 2002).  Furthermore, research evaluating the psychometric 

properties of the questionnaire determined it to be a dependable, effective, and feasible tool 

designed for researchers, program evaluators, and educators to easily administer and score with 

the goal of assessing HIV related knowledge (Carey & Schroder, 2002).  The reliability analysis 

of the HIV-KQ-18 provides strong levels of internal consistency as indicated by its Cronbach’s 

alpha which ranges from .75 to .89.  These numbers exceed the recommended standard of .70 

indicating stability in its test-retest assessment strength (Carey & Schroder, 2002). 

Project Timeline 

The timeline of the project took approximately three weeks once approved by the IRB.  

The venue was established and the cost and finances were in place.  The recruitment for the 

event lasted 3 weeks.  This included the posting of flyers and announcements made by the 

Pastor.  Additionally, the time to print surveys and purchase the refreshments and gifts cards 

took no more than one week to accomplish.  The total time for recruitment took approximately 3 

weeks. 

The seminar lasted approximately three hours.  Once the project was complete, it took no 

longer than two weeks to gather and assess the data.  Once the statistics were evaluated using the 
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paired t-test, the final assessment was made in less than a week.  The final writing of the project 

took place once the data was collected and assessed (see Appendix M).  

Resources Needed 

 The costs associated with this project were the sole responsibility of the co-investigator.  

Costs included recruitment materials, educational handouts, and material for the educational 

program such as gift cards, refreshments, & computer software.  The budget is located in 

Appendix N. 

Data Maintenance/Data Security 

Participants were provided with a randomized number by the co-investigator to use for 

both pre-survey and post-survey dissemination and data collection as well as assessment.  Pre-

survey and post -surveys were administered by the co-investigator. The master list linking the 

participants to the random ID number was kept separately from the actual surveys.  During the 

seminar, the pre-surveys, post-surveys, and Target gift cards were secured in the locked box until 

the end of the seminar.  Only the co-investigator had access to the cards, the key, and the locked 

box.  The link between participant names and study ID number was destroyed at the conclusion 

of data entry.  Only de-identified data was used for analysis. Data was stored on two password-

encrypted flash drives, logged with the same sequential ID number assigned, and was also kept 

in a locked cabinet.  Upon completion of the project, closure of the IRB process, and final 

writing of the manuscript, all data will be destroyed in accordance with Rutgers University 

guidelines.  Hard copies of consents and aggregate data will be housed in office 1126 of the 

School of Nursing office at Rutgers University, Stanley S. Bergen Building (SSB), 11
th

 floor, 65 

Bergen Street, Newark, New Jersey 07107.  
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Findings 

Although there was a projected sample size of up to 50 based on the size of the 

membership, a total of 21 members chose to participate and completed the educational program. 

It is not clear why only 21 chose to participate as recruitment announcements were made to an 

estimated 500-800 people (200 members per service), twice a week for three weeks.  However, it 

is to be noted that participation was voluntary.  A paired t-test was used to compare the mean 

scores of the pre-test and the post-test.  The mean scores were 13.7143 and 14.6190 for the pre-

test and post-test, respectively (see Appendix O).  The results failed to reach statistical 

significance as p>0.05 (0.191) because the sample size of 21 was too small to produce a 

statistically significant score.  However, even though there was no statistical significance, the 

findings did show that there was a mean increase in HIV and AIDS knowledge baseline among 

the participants.  Therefore, the program did, to a small degree, have a positive impact.  

The results of the intent-to-screen were statistically significant.  There was a significant 

difference in the score on the pre-test (M = 0.53, SD = 0.514) and the scores on the post-test (M 

= 0.88 and SD 0.332); t = -2.954, p = 0.009.  Of the total number of participants, 35% (n=8) 

more wanted screening after participating in the program. This indicated that the educational 

seminar had a positive effect on those willing to seek HIV and AIDS screening.  The difference 

between the pre-test and the post-test was found to be statistically significant at p<0.05 (or 

0.009).  This is an indication that HIV and AIDS awareness initiatives in the Black church may 

increase the rates of HIV screening (see Appendices P & Q).   
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Discussion 

Overall, the presentation was well received.  The participants were very passionate about 

the subject matter and spoke honestly about their limited understanding or lack of knowledge 

about HIV and AIDS.  For instance, after reviewing the educational handouts (see Appendices R, 

S, T, U, & V) some participants did not realize that African Americans have a high rate of HIV 

and AIDS infections compared to other races.  Some were unaware that there are people who are 

infected with HIV and/or AIDS and do not know their status.  Other participants were alarmed 

when they discovered that Harlem has a high concentration of African Americans infected with 

HIV and AIDS compared to the other boroughs of New York City. 

Other areas of HIV and AIDS knowledge deficiency were highlighted during the review 

of the post-survey session when the answers were given.   Numerous participants shared that 

they did not know the answers to many of the survey questions.  For example, question number 6 

from the HIV-KQ-18 (Carey & Schroder, 2002) pre-test and post-test survey states the 

following: “All pregnant women infected with HIV will have babies born with AIDS.” Many of 

the participants shared that they believed the answer was true.  However, it is false and was 

discussed that according to the CDC (2019c), there have been many medical advances that, with 

prevention and treatment, children can be born without being infected with HIV and AIDS to 

mothers who are positive.  It has also been noted that the numbers of prenatal infection have 

declined by 95% since the 1990s.  

Another question that several of the participants answered incorrectly was number 7.  The 

question states “people who have been infected with HIV quickly show serious signs of being 

infected” (Carey & Schroder, 2002). Again, some of the participants assumed the answer 
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was true.  According to the CDC (2019d), people can be infected with HIV and may not know it 

for years.  This period is called the clinical latency or dormancy stage.  People may not have any 

symptoms but the virus is active in their system.  Therefore, during the discussion, the 

importance of getting tested for HIV and AIDS was highly emphasized.   

Question number 8 was difficult as the majority of the participants answered true.  “There 

is a vaccine that can stop adults from getting HIV” (Carey & Schroder, 2002). The answer is 

false and it was explained that there is no licensed vaccine for HIV.  However, there is a Pre-

exposure prophylaxis (PrEP).  PreP, if taken daily, can help lower the risk of contracting HIV.  

Through sexual routes, Prep can lower the risk by about 99% and through the intravenous route, 

the risk can be lowered by 74% (CDC, 2019e).  

There was a question-and-answer session immediately following the PowerPoint 

presentation.   Participants asked many  questions that pertained to their personal and family 

experiences with the diseases.  Some even went as far as sharing about family members who had 

died from the AIDS virus and how those members contracted HIV.  It was an intimate and 

informative session and many expressed their appreciation to those who were bold enough to 

share their stories. 
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This study, as indicated through these discussions and which is similar to Berkley-Patton 

et al. (2013), demonstrated that the Black church can play an instrumental role in educating the 

African American community about HIV and AIDS as well as helping to increase the HIV 

screening rates. Additionally, findings showed that there was an increase in knowledge baseline 

and a statistically significant increase in intent to screen indicating that the HIV and AIDS 

educational seminar had a strong impact on the participants overall awareness.  This was also 

apparent in the post-test survey results which showed an improvement in mean scores compared 

to the pre-test results.  This was partially due to the teaching points that covered the basics about 

the HIV and AIDS and how to protect oneself against these diseases (see Appendix W). For 

instance, they were taught what HIV and AIDS is, How HIV is spread; stages and symptoms of 

HIV; how to decrease one’s risk of contracting HIV; the importance of getting tested; as well as 

where to find resources for HIV and AIDS treatment. 

 Based on previous studies conducted by Stewart (2015), Stewart & Dancey (2012), and 

Stewart & Thompson (2016), it was projected that there would be an improvement in both 

knowledge baseline and intent to screen. Given that the African American population is 

underserved when it comes to HIV and AIDS prevention and treatment (CDC, 2019b), the goal 

was to educate about awareness and ways to confront the epidemic.  The seminar demonstrated 

that there was a gap in knowledge about how HIV and AIDS are contracted, transmitted, and 

how they can be prevented.  Based on the scores, it is evident that there is still additional work to 

be done.  

During the recruitment efforts, announcing at two services (200 members per service), 

twice a week for three weeks, it is estimated that the message regarding the educational seminar 

reached at least 500 – 800 people.  However, the turnout only produced about 3% participation 
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from the membership.  This could potentially be due to the topic itself, the fact that it was not a 

religious event, or because the seminar was not conducted solely by the pastor.  There are many 

potential reasons why participation was low.  However, based on the results (intent-to-screen 

scores pre-test (M = 0.53, SD = 0.514), post-test (M = 0.88 and SD 0.332); t = -2.954, p = 

0.009), there is potential for the Black church to have a lasting impact on helping to further 

increase HIV and AIDS awareness in the African American community. Because of its influence 

and reach, it is recommended that the HIV and AIDS education continues and more studies of 

this kind be conducted with the intent to increase awareness and prevention. 

Barriers and Limitations 

 This project included barriers and limitations.  Since the study was conducted in the 

church and announcements were made on Sunday mornings and Wednesday evenings during 

service, those hearing the announcements varied.  Therefore, some members who were present 

and made a commitment to participate after some of the announcements may not have shown up 

to participate on the day of the seminar.  Efforts were made to recruit until the day of the seminar 

highlighting the Target card giveaway and free refreshments as incentives.  

 The small sample size was a limitation of this study.  The targeted sample size was up to 

50 participants however, only 21 people participated, with all completing the survey.  The 

sample size could have been larger, perhaps, if recruitment efforts would have lasted longer.  

Also, a larger sample size could have been generated if the seminar was held in conjunction with 

other church programs, like the church’s annual hypertension and diabetes screenings fairs.  

There is a possibility that more people would have volunteered to participate if this was the case.  

It is the church’s leadership that sets the calendar of events and approves the setting, the dates, as 

well as the approved venue. 
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Additionally, although there was a statistical significance in the intent to screen based on 

the pre-test and post-test scores, a larger sample size may have provided more accurate mean 

values and a smaller margin of error (Berkley-Patton et al., 2013).  Another limitation is the pre-

test and post-test surveys themselves as they have limitations for causality.  In other words, the 

mean values of the pre-test and the post-test were caused by the results of the seminar.  There 

existed a cause and effect relationship. Because a pre-test and post-test design examines whether 

there is improvement as a result of an intervention, there is the possibility that the results can 

often lead to inaccurate conclusions. This is due to the exposure of the pre-test which teaches the 

answers to the post-test, thus potentially distorting the results.  Call response biases is also a 

limitation.  Participants’ answers may not have been honest given the subject matter and the 

participants may not have wanted to reveal private details about their lives.  Additionally, they 

may have wanted to present themselves in a favorable light.  Overall, various biases may have 

affected some of the results such as the church setting, the idea of what it means to be a Christian 

and therefore, what it means to engage in risky behavior.  

To address these barriers and limitations, further study could attempt to address the 

importance of open communication, the idea that anyone, regardless of religion, who engages in 

sexual practices is at risk for HIV and AIDS.  So further and consistent teaching could address 

that the best way to arm oneself is to educate oneself.  
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Implications for Clinical Practice 

The success of the seminar has the potential to help improve HIV and AIDS awareness.  

This education, although not to a level of statistical significance, did increase the participants’ 

knowledge baseline on how HIV is transmitted, how not to contract it, and how to recognize the 

risk factors associated with contracting the virus.  Additionally, this education increased intent-

to-screen scores (pre-test (M = 0.53, SD = 0.514), post-test (M = 0.88 and SD 0.332); t = -2.954, 

p = 0.009) and has the potential to have a lasting impact on behavior change and the choices that 

individuals make when it comes to sex practices, decreasing one’s risk for HIV and AIDS, and 

getting tested. 

Because individuals were also introduced to the data linked to HIV-related mortalities 

among Blacks, there is a potential to increase the linkage to care, increase the continuity of HIV 

related care, and decrease the negative impact of HIV related outcomes (Siddiqi, Hu, & Hall, 

2015).  Overall the goal as it relates to public health is to decrease the health disparities, 

particularly among Blacks who are disproportionately impacted by the HIV and AIDS epidemic. 

Through the success of this study, based on the increase in intent to screen and the improvement 

in knowledge baseline, the overall outlook for Blacks has the potential to improve once the 

community is continuously educated and the rates of HIV infections decline.  Additionally, with 

the success of this study that focused on a specific targeted Black church, using other non-

healthcare sites, like other non-denominational Black churches in the five boroughs and beyond, 

as well as historically Black colleges and universities, could have the potential to further spread 

the knowledge about HIV and AIDS with the potential of improving community awareness. 
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Implications for Healthcare Policy  

This seminar was feasible and others like it have the potential to empower the Black 

community to educate itself on the devasting effects of HIV and AIDS.  This as a result, can 

have a lasting impact on healthcare policy.  If education continues on such a small scale and 

eventually evolves to reach the greater Black community, this has the potential to fall into the 

category of a high impact prevention approach that is designed to help decrease the mortality 

rates of Blacks diagnosed with or infected by HIV and AIDS (CDC, 2019b).  For example, there 

is the potential for the expansion of HIV and AIDS treatment centers specifically in underserved 

communities (IOM, 2011). Currently there are 131 HIV testing sites within a 10 mile radius of 

people living in central Harlem with approximately 40 in Manhattan alone.  Through grassroots 

efforts, it has now become the (co-investigator’s) mission to advocate on behalf of this 

community to increase the number of free testing sites within Manhattan.  Many people do not 

have the financial means or health insurance to afford HIV and AIDS testing through private 

medical practices.  Therefore, as efforts will be made to encourage people to get tested for HIV 

and AIDS, concurrently, efforts will be made to get the appropriate responding bodies to meet 

the needs of the community by offering more free testing sites within central Harlem and the 

greater Manhattan area.  

Moreover, the potential for expansion of practices that promote entry into clinical care is 

great and the provision of continuous care for people with HIV and AIDS (IOM, 2011) is 

promising.  This would also lead to increased funding for HIV medication adherence programs 

(IOM, 2011) as well as other treatment programs for people living with other complex diseases 

that are complicated by HIV and AIDS.  Overall, a comprehensive and consistent disciplinary 

approach is needed for people living with HIV and AIDS.  As a result, this can be accomplished 
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with continued education, prevention, and treatment services that is especially targeted to 

African Americans who are marginalized and disproportionately affected by these diseases.  

Implications for Quality and Safety 

 Successful implementation of this seminar has improved the baseline knowledge of HIV 

and AIDS, the intent to get tested, and the overall awareness about the devastating effects of the 

disease on a population of people that has, historically, the largest rates of HIV and AIDS 

infection within the total population, and the highest number of those newly diagnosed.  

Although these results are reflected in a small sample, this seminar suggests that more of its kind 

can change the landscape of health outcomes if more African Americans are educated about HIV 

and AIDS, how it transmitted, and how to arm themselves against the disease.  This would help 

keep more African Americans safe, free from these diseases, and help improve the quality of life 

of a disadvantaged population of people.  

 Based on the data from this study, equity to care access has the potential to improve for 

African Americans because more people would get screened. This would require more 

prevention and treatment services and as the CDC (2019b) has proposed, more people would 

enter into clinical care services before they reached advanced stages.  Access to expert HIV care 

providers would also help decrease health disparities among African Americans impacted by 

HIV and AIDS.  This would enable them to get adequate treatment in a timely manner thus 

prolonging and increasing the quality of life.  
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Implications for Education 

The church can be used as a forum for educating the Black community. Such pilot studies 

like this one and others conducted by Stewart (2015), Stewart and Dancy (2012), and Stewart 

and Thompson (2016) have demonstrated such success.  HIV and AIDS ministries with 

educational focus increased HIV intent to screen, testing, linkage to care, and safer sex practices 

that help reduce the spread of HIV related infections.  Additionally, because there was such a 

strong focus on educating the local communities about HIV and AIDS, the church leadership 

became more involved in developing, implementing, and helping maintain HIV and AIDS 

ministries in the Black church (Stewart, 2015).   

Furthermore, because of the membership’s heavy involvement in developing and 

maintaining the HIV and AIDS ministries within the church, they became successful in helping 

to reinforce what was already known about the disease to other Black churches in the local 

community (Stewart, 2015).  Moreover, in an effort to reach the greater community of this 

targeted Black church, it would be advantageous to network with the church’s leadership to 

continue the education.  In order to increase HIV and AIDS testing, the community needs to be 

better equipped with information to protect themselves against these diseases.  Therefore, more 

seminars, like the one done in this study, can help produce a community of people that are better 

educated about the devastating effects of HIV and AIDS.   

Economic Implications 

 Implementation of this quasi-experimental pilot study may have economic implications 

that are far reaching.  For instance, for those who get screened and avert HIV and AIDS 

treatment, the cost gained is a quality of life that would be valued beyond economic dollars.  The 

individual life span would not be reduced by the effects and complications of such diseases.   
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Concurrently, for African Americans who are screened and test positive for HIV and 

AIDS, the cost for treatment during the early stages would avert entering into clinical services at 

advanced stages.  There would be a decrease in mortality rates and years of life lost (IOM, 2011). 

The CDC (2019b) estimates that with early and adequate treatment, there has been an increase in 

life years from 10.5 years to 22.5 years from 1996-2005 (IOM, 2011).  Additionally, HIV and 

AIDS prevention programs are intended to extend life.  When individuals are screened, retained 

in care, and are adherent to treatment, these, too can contribute to life years gained that would 

have otherwise been lost to HIV and AIDS related deaths (CDC, 2019b).     

Professional Reporting and Dissemination 

The findings of this study will be disseminated to Rutgers University School of Nursing 

as part of the requirements for the Doctorate of Nursing Practice. A manuscript will be submitted 

for consideration to the International Journal for the Study of the Christian Church.  This will 

aid in the education of its readers about the HIV and AIDS epidemic surrounding the Black 

church. Additionally, the findings will be presented to the church’s membership and those who 

participated in the study where the project was conducted.  Furthermore, the project will be 

presented at Rutgers University’s poster day and consideration will be given to presenting at HIV 

conferences and other professional organizations were the topic is appropriate.   



39 

 

Sustainability/Plans for Future Scholarship 

After the seminar, the participants expressed their appreciation for a seminar of this kind.  

They talked about the need for Blacks to become more aware about the devastating effects of 

HIV and AIDS.  They were so appreciative that the invitation was extended, by the pastor, to 

return again to do another seminar.  An invitation was also extended (and accepted) to attended 

other social events offered by the church, such as an ice cream social, to educate the rest of the 

membership about the importance of protecting themselves against HIV and AIDS as well as the 

significant need to get tested.  In addition to continuing to educate the membership at the 

targeted Black church identified in this study, the project has the potential to evolve via 

continued community outreach to educate other local Black churches about HIV and AIDS 

affecting the African American population for years to come.  Networking will continue with the 

local churches to further educate about the topic.  Churches, like the one targeted in this study, 

are umbrellas for others that fall under it.  Through grassroots efforts, it would be advantageous 

for the African American community to take the education as far as it can go.   

It would be also advantageous to continue the teaching efforts by reaching out to other 

non-healthcare sites such as schools and universities that are predominantly Black.  The African 

American youth need to be educated on the disturbing effects of HIV and AIDS and these venues 

provide an ideal setting for addressing issues of healthcare disparities. If not, then the 

marginalization and the disparity will continue.  
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Conclusion 

 The results of this project concluded that the knowledge baseline of participants did 

improve as a result of the HIV and AIDS seminar.  There was a statistically significant increase 

in the intent to get tested for HIV and AIDS. Even by a small margin, the HIV and AIDS 

seminar proved to be valuable to a population of people that has, for so long, been burdened by 

the effects of these diseases.  The project has shown to be feasible with participants now armed 

with a body of knowledge that can help improve the HIV and AIDS outcomes for the individual 

and for the African American community as a whole.   
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Appendix A 

Table of Evidence 

 

Johns Hopkins Nursing Evidence-Based Practice 

Appendix G: Individual Evidence Summary Tool  

 
 

 EBP Question: “Will providing educational literature and seminar (s) encourage the Black church to 

increase health promotion initiatives for HIV and AIDS prevention services and offer testing referral?” 

Date: December 29, 2018, 2018 

Submitted by: Daitasha Miller 

 

Article #  Author & Date  Evidence Type  
Sample, Sample Size & 

Setting  

Study findings that help answer 

the EBP question  
Limitations 

Evidence  

Level &  

Quality  

  

 1 

CDC. Fact Sheet: 

HIV Among 

African 

Americans; 

October 2017. 

 Systematic 

Review with 

Meta-Analysis 

N/A 

 

 

 

 

 

 

 

 

 

  17,528 African Americans 

received an HIV diagnosis in 

the United States (12,890 

men and 4,560 women). 

 More than half (58%, 10,223) 

of African Americans with 

diagnosed HIV were gay or 

bisexual men. 

 Data has not yet 

been reported for 

2017. 

 Level III 

– High 

Quality 

https://www.cdc.gov/hiv/group/racialethnic/africanamericans/index.html
https://www.cdc.gov/hiv/group/racialethnic/africanamericans/index.html
https://www.cdc.gov/hiv/group/racialethnic/africanamericans/index.html
https://www.cdc.gov/hiv/group/racialethnic/africanamericans/index.html
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 Among African American 

gay and bisexual men who 

received an HIV diagnosis, 

39% (3,993) were young men 

aged 25 to 34. 

 

Blacks/African 

Americans account for a higher 

proportion of new HIV 

diagnoses, those living with HIV, 

and those who have ever received 

an AIDS diagnosis, compared to 

other races/ethnicities. In 2016, 

African Americans accounted for 

44% of HIV diagnoses, though 

they comprise 12% of the U.S. 

population. 

2 CDC. HIV 

Surveillance 

Report, Diagnoses 

of HIV Infection 

in the United 

States and 

Dependent Areas, 

2016, Vol. 28;  

Systematic 

Review with 

Meta-Analysis 

N/A 

 

 

 

 

 

 

 

 

 

Diagnoses of HIV infection 

1) From 2011 through 2015, the 

annual number and the rate of 

diagnoses of HIV infection in 

the United States decreased. 

 

2) Race/ethnicity: 

In 2016, the highest rate was 43.6 

for blacks/African Americans, 

followed by 17.0 for 

Hispanics/Latinos, 12.9 for 

The HIV diagnosis 

and stage 3 (AIDS) 

classification data 

for the year 2016 are 

preliminary (subject 

to change) because 

they are based on 

only a 6-month 

reporting delay and 

therefore should not 

be included when 

assessing trends. 

Level III 

– A High 

Quality 

https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2016-vol-28.pdf
https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2016-vol-28.pdf
https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2016-vol-28.pdf
https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2016-vol-28.pdf
https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2016-vol-28.pdf
https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2016-vol-28.pdf
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persons of multiple races, 10.2 

for American Indians/Alaska 

Natives, 8.5 for Native 

Hawaiians/other Pacific 

Islanders, 5.5 for Asians, and 5.2 

for whites. 

 

3) Stage 3 (AIDS) In HIV 

Surveillance Report 7 Vol. 28 

2016, the highest rate was 

21.1 for blacks/African 

Americans, followed by 9.7 

for persons of multiple races, 

7.2 for Hispanics/Latinos, 4.3 

for American Indians/Alaska 

Natives, 2.6 for Native 

Hawaiians/other Pacific 

Islanders, 2.2 for whites, and 

1.9 for Asians. 

 

4) Deaths of persons with 

diagnosed HIV infection: In 

2015, the highest rate of 

deaths was for blacks/African 

Americans: 17.5. 

 

5) Deaths of persons with 

infection ever classified as 

stage 3 (AIDS): In 2015, the 

highest death rate was for 

blacks/African Americans: 
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14.0. 

 

6) Prevalence: Persons Living 

with Diagnosed HIV 

Infection and Persons Living 

with Infection Ever Classified 

as Stage 3 (AIDS) Prevalence 

of diagnosed HIV infection: 

At year-end 2015, the highest 

rate (1,017.8) and the largest 

percentage (42%) were those 

for blacks/African 

Americans. Among the 

remaining race/ethnicity 

groups, the rates were 577.3 

for persons of multiple races, 

379.4 for Hispanics/Latinos, 

160.3 for Native 

Hawaiians/other Pacific 

Islanders, 150.9 for whites, 

122.6 for American 

Indians/Alaska Natives, and 

74.8 for Asians. 

 

 

7) Prevalence of stage 3 (AIDS): 

At year-end 2015, the highest 

rate (539.2) and the largest 

percentage (41%) were those 

for blacks/African 

Americans. Among the 



49 

 

remaining race/ethnicity 

groups, the rates were 339.9 

for persons of multiple races, 

214.4 for Hispanics/Latinos, 

81.3 for Native 

Hawaiians/other Pacific 

Islanders, 78.8 for whites, 

63.0 for American 

Indians/Alaska Natives, and 

36.1 for Asians. 

 

 

3 Stewart, J. M. 

(2015) 

Qualitative 

Ethnographic 

Study 

In this study, data were 

gathered via in-depth 

semi-structured 

interviews of pastors, lay 

leaders, and congregants 

(n-9), congregant 

surveys (n-50), 

observations (n-7), and 

review of documents (n-

9) of the church and 

ministry in a year. 

Interview participants 

were those involved in 

the development, 

implementation, and/or 

maintenance of the 

HIV/AIDS Ministry in 

the church.  A large 

African American 

Data were gathered via in-depth 

semi-structured interviews of 

pastor, lay leaders, and 

congregants, congregant surveys, 

observations, and review 

documents of the church ministry 

over a year. Interviews 

participants were those involved 

in the development, 

implementation, and/or 

maintenance of the HIV/AIDS 

Ministry in the church. 

 

The HIV Ministry provided 

multiple HIV and AIDS related 

services including monthly 

HIV/AIDS educational sessions 

and forums.  It also provided HIV 

testing 2-3 times per years with 

Limitations of this 

study include that it 

was a non-

randomized study of 

a single church, 

which limits 

generalizability.  

Additionally, a 

portion of the data 

consisted of 

information that was 

collected via 

retrospective self-

report and may be 

biased. 

Level V – 

Good 

Quality 
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church (8,854 

membership) in an urban 

setting was chosen 

(where the median 

income was $43, 201) 

which had an unusually 

long-standing HIV 

Ministry.  

 

 

 

  

immediate linkage to care for 

positive results.  The HIV 

Ministry also conducted HIV 

related outreach events and 

trainings in the surrounding 

community and other churches 

and offered housing and 

counseling for HIV and AIDS 

infected individuals.  Condoms, 

educational brochures, skilled 

based guidance on HIV 

prevention was also provided. 

 

  

4 

  

 Roman Isler, M., 

Eng, E., Maman, 

S., Adimora, A., 

& Weiner, B. 

(2014). 

Qualitative  
Data were collected in 

eight black Baptist 

churches in North 

Carolina, all members of 

the same church 

association.  Seven focus 

groups were conducted 

with 36 congregants, and 

12 church leaders 

(including 8 pastors) 

participated in 

individual, in-depth 

interviews. 

 

 

 

 

 Most focus group participants 

had at least some college (94.4%) 

and were married or living with 

partner (52.8%).   Most 

individuals in both respondent 

groups reported having at least 

some knowledge about HIV 

(91.7% and 86.1%), but a larger 

proportion of focus group 

participants reported knowing 

someone with HIV (33.3% versus 

61.1%). 

Based upon interpretative 

analysis, respondents outlined 

two worldviews that were used to 

define and conceptualize 

HIV/AIDS prevention modalities 

within the participating black 

 This study is not 

without limitations.  

First none of the 

churches sampled 

for this study 

actively engaged in 

HIV prevention.  

Second, as a 

qualitative study, 

they did not sample 

the churches or 

participants within 

the churches to be 

able to generalize 

these finding to all 

black churches.  

This study was 

designed to explore 

 Level V 

– Good 

Quality 
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Baptist churches: a church-based 

perspective and a secular, public 

health perspective.  The church- 

based perspective centers on the 

avoidance of sin, whereas the 

public health perspective centers 

on the core concept of avoiding 

disease. 

the topics in-depth 

with a small, 

purposive sample of 

individuals who 

could share their 

informed 

perspectives. Third, 

though currently 

71% of HIV in 

North Carolina is 

sexually transmitted, 

HIV transmission 

does occur via 

intravenous drug use 

or other unidentified 

risk behaviors.  In 

this study, we only 

explored preventive 

interventions for 

sexually transmitted 

HIV. 

  

 5 

  

 Stewart, J. M. 

(2015) 

 

 

 

 

 

 

 

 

 Qualitative A total of 4 focus 

groups with church 

leaders and 4 in depth 

interviews with pastors, 

were conducted 

between November 201 

and June 2013 to 

identify the constructs 

most important to 

supporting Philadelphia 

 Participants in the focus groups 

ranged from ages19-74 (mean 

age 52) with 63% being female.  

The church leaders were 

identified by the pastor as being 

in leadership positions for health 

and HIV related ministries, 

programming for adults and 

youth, and/or financial support 

positions for the church 

 The results are 

limited by the small 

sample size and may 

not be applicable to 

other church 

settings.  Because 

each church is not 

representative of 

African American 

churches as a whole, 

 Level V 

– Good 

Quality 
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churches’ involvement 

in HIV testing, referral, 

and linkage to care.  

 

Church 1 identified as 

Baptist, church 2 as 

non-denominational, 

church 3 as Pentecostal, 

and church 4 as Church 

of God in Christ 

(COGIN).  

All participants self-

reported as black or 

African American. 

Pastors ranged from age 

44-61 (mean age 48) 

and were all male.  

Participants in focus 

groups (n=39) ranged in 

age from 19-74 (mean 

age 52) with 63% being 

female. The church 

leaders were identified 

by the pastor as being in 

leadership positions for 

health and HIV-related 

ministries, 

programming for adults 

and youth, and/or 

financial support 

positions for the church 

ministries and programs.  

Churches were similar in size 

with a high of 250 members and a 

low of 150.   

In general, there were some 

misconceptions of what HIV is, 

how it is transmitted, and some 

conspiracy theories among those 

participants in churches without 

HIV testing in place.   

These participants stressed their 

need for HIV education.  There 

was also a strong desire to 

reinforce what was already 

known about HIV across all 

churches, regardless of their level 

of engagement in HIV testing. 

Churches without testing in place 

needed to dispel myths with 

training and knowledge.  This 

with testing in place needed 

additional information to keep 

up-to-date and to give correct 

information during testing, 

counseling, and advocacy. 

one cannot assume 

the findings will be 

applicable to 

African American 

churches in other 

geographical 

locations. 
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ministries and 

programs.  Churches 

were similar in 

membership size with a 

high of 250 members 

and a low of 50.  

  

 6 

  

Stewart, J. M., & 

Thompson, K. 

(2016). 

 

 

 

 

 

 

 

 

 

 

 

 Qualitative 

Research Design  

The data were collected 

from interviews with 

pastors (n=4), and focus 

groups with church 

leaders (n=39) across 

four churches.  These 

four Churches were 

selected from an urban 

community in 

Philadelphia with the 

highest incidence of 

HIV. The congregations 

reported a Black or 

African American 

population of > 60%. 

The participating 

churches had to identify 

the head pastor of the 

church who also had to 

be over the age of 18, 

and be willing and able 

to provide informed 

consent, have input on 

the promotion of HIV 

testing, or directly 

 The churches with HIV testing in 

place, church leaders and pastors 

spoke in great detail and accuracy 

of HIV as a disease and related 

HIV knowledge.  There was also 

more reporting of feelings of 

compassion toward people 

infected with HIV and AIDS and 

a focus on love rather than 

condemnation.  Churches without 

HIV testing focused more on the 

obstacles to integrating it into 

their church, which included a 

desire for more training and 

education and several statements 

that were interpreted as potential 

indications of association of HIV 

with homosexuality, stigma 

against homosexuality and fear. 

The study is  

Limited by its  

sample size. 

However, the 

qualitative study 

design allowed 

 for an in-depth 

exploration of the 

factors readiness 

 for implementation 

HIV testing in 

African 

American church 

setting. 

 

 

 

 

 

 Level V 

– Good 

Quality 
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involved with HIV 

testing.     

  

  

  

 7 

  

 Stewart, J. M., 

& Dancy, B. L. 

(2012) 

 Ethnographic 

Case Study 

The sample consisted of 

9 individuals involved in 

the development, 

implementation, and 

maintenance of the HIV 

ministry: one pastor 

emeritus, one associate 

pastor, and six church 

members identified by 

these pastors as having 

had a role in the 

development, 

implementation, or 

maintenance of the HIV 

ministry.  An additional 

50 members of the 

general congregation 

were asked about their 

awareness of the HIV 

ministry to gain 

additional information 

about their general 

acquired knowledge of 

the HIV ministry. 

 

 

 

 In the development of the HIV 

ministry, acquiring knowledge 

was paramount for ministry 

members and congregants.  The 

major theme was the promotion 

of knowledge for members and 

congregant. The major theme was 

the promotion of knowledge for 

members and congregants.  The 

members and pastor created 

informational sessions for the 

congregants and mandatory 

trainings for HIV ministry 

volunteers to reduce the stigma 

and ignorance surrounding HIV.  

Training sessions covered basic 

knowledge of HIV 

(pathophysiology, transmission, 

terminology, resources, 

prevention, etc).  The HIV 

ministry training manual gave 

information on the history of 

HIV, HIV terminology, and 

pathophysiology of HIV, as well 

as HIV prevention and resources.  

Specifically, the manual provided 

information on when the HIV 

 One possible 

limitation to this 

study was that it 

took place within a 

church belonging to 

a denomination that 

was open and 

affirming to 

homosexuality.  

African American 

churches with a 

doctrine that 

supports 

homosexuality tend 

to be more willing to 

discuss topics 

concerning 

sexuality, 

particularly 

homosexuality and 

promiscuity, and as 

such may be more 

willing to develop, 

implement, and 

maintain a HIV 

ministry than 

African American 

 Level V 

– Good 

Quality 

https://maps.google.com/?q=Dancy,+B.+L.+(2012&entry=gmail&source=g
https://maps.google.com/?q=Dancy,+B.+L.+(2012&entry=gmail&source=g
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virus was recognized, what a 

retrovirus was, how the HIV 

virus attached to CD4+ T cells, 

the HIV replication process, the 

effects of HIV on the immune 

system, modes f transmission 

through bodily fluids, signs and 

symptoms of infection, how HIV 

could be diagnosed, common 

treatments (antiretroviral drugs), 

prevention of infection through 

safe sex practices (including 

reduction of partners, condom 

use, and abstinence), as well as 

numbers for hotlines, case 

management resources, clinics’ 

support groups, and substance 

abuse services.  Information 

about HIV was also provided to 

the congregation via newsletters, 

information in church bulletins, 

resources tables, posters, and 

forums. 

churches that are 

unwilling to have 

these discussions. 

The results from this 

study may not be 

generalized to those 

churches 

 8 

  

  

 Berkley-Patton, 

J., Thompson, C. 

B., Martinez, D. 

A., Hawes, S. M., 

Qualitative 

Ecological F 

Framework and  

Community – 

A convenience sample 

of 124 African 

American church leaders 

participating in one of 

Nearly all of the church leader 

participants wanted to learn more 

about HIV and how to discuss it 

with their members, and most had 

 Participating church 

leaders who 

completed capacity 

surveys were a 

 Level V 

– Good 

Quality 
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Moore, E., 

Williams, E., & 

Wainright, C. 

(2013) 

Based  

Participatory 

 Research  

(CBPR)  

Approach 

four CCON (a faith-

based nonprofit 

organization focused on 

improving the quality of 

lives of individuals and 

families with innovative 

community programs) 

sponsored health 

ministry training and 

capacity building 

conferences and events 

in KC completed the 10-

15 min survey on church 

capacity. The majority 

of the leaders were male 

(65%) and aged 50 and 

older (63%).  Senior 

pastors were highly 

represented (47%) and 

most had 21 or more 

years of pastoral 

experience. Most of the 

church leaders were 

Baptist (72%) and 86% 

attended church at least 

twice a week. 

 

 

   

  

  

been tested for HIV; however, 

most feared discrimination if they 

were to test positive for 

HIV…They also addressed tools 

that addressed HIV stigma and 

compassion for HIV-positive 

persons.  Similar to other studies, 

this study found that most church 

leaders were very interested in 

learning more about HIV in order 

to better inform their members, 

and 455 of their churches had 

participated in HIV/AIDS 

prevention education activities. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

convenience sample 

attending health 

ministry training 

events that included 

topics on HIV; thus, 

their opinions (and 

their church’s 

experiences) may 

not generalized to 

other African 

American faith 

leaders. 
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9 Berkley-Patton, J., 

Thompson, C. B., 

Moore, E., 

Hawes, S., Simon, 

S., Goggin, K., 

Martinez, D., 

Berman, M., … 

Booker, A. (2016) 

Qualitative 

Ecological F 

Framework and  

Community – 

Based  

Participatory 

 Research  

(CBPR)  

Approach 

Four African American 

churches (N-543 

participants) located in 

Kansas City 

metropolitan area. The 

participants were 

randomized to 

intervention and 

comparison groups.  

Receipt of an HIV test 

was assessed at baseline 

and at the 6- month 

mark. 

 

 

  

The findings of the intervention 

and comparison groups indicated 

that intervention participants 

were 2.2 times more likely to 

receive a HIV test than the 

comparison groups.  

Additionally, the church leaders 

delivered about 2 tools per 

month. 

 

 

 

 

 

 

 

This pilot study 

included a small 

number of 

participating 

churches.  This 

limited the analysis 

on differential 

intervention effects 

on church and 

community 

members.  

Participant selection 

bias was possible 

due to the first come 

first serve 

recruitment strategy.   

Level V – 

Good 

Quality 

  

  

10 

 Nunn, A., 

Cornwall, A., 

Chute, N., 

Sanders, J., 

Thomas, G., 

James, G., Lally, 

M., Troooskin, S., 

Flanigan, T. 

(2012) 

 Grounded Theory 

Qualitative 

Interviewing 

Approach 

A semi-structured 

interview guide to 

conduct focus group 

discussions was used.  

38 faith leaders 

participated in the focus 

group. The focus group 

interview guide was 

informed by key 

informant interviews 

among over twenty local 

African American faith 

 Participants generally understood 

how HIV is transmitted, but were 

surprised to earn about the 

gravity of Philadelphia’s local 

epidemic. 

 

Participants also commented 

extensively that homophobia and 

fear of being perceived as gay 

prevents many African American 

clergy from discussing 

HIV/AIDS. 

 The limitations of 

this study are 

approximately half 

of the sample was 

based on churches 

and mosques that 

had existing 

relationships with 

the Mayor’s Office 

of Faith Based 

Initiatives or the 

principles 

 Level V- 

Good 

Quality 
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leaders, peer-reviewed 

literature related to the 

local and national 

HIV/AIDS epidemic, 

engaging faith leaders in 

HIV prevention, other 

literature highlighting 

the importance of 

spirituality and churches 

in African American 

culture, and the opinions 

and experience of the 

Director of the Mayor’s 

office of Faith Based 

Initiatives.  The focus 

guide included questions 

about faith leader’s 

knowledge of HIV 

transmission and the 

local Philadelphia 

epidemic, factors 

contributing to 

Philadelphia’s 

HIV/AIDS epidemic, 

existing HIV/AIDS 

programs in their 

congregations, 

challenges and 

opportunities for 

addressing HIV/AIDS in 

a faith-based context, 

Participants cited challenges with 

balancing theological messages 

with candid conversations about 

human sexuality and reproductive 

health. 

 

Numerous participants 

commented that a major barrier to 

addressing the HIV/AIDS 

epidemic was a tacit “code of 

silence” about HIV/AIDS in the 

African American community. 

 

Participants cited several resource 

challenges associated with 

addressing HIV/AIDS in faith 

contexts for that church and 

attendance and tithing with be 

affected. 

 

Participants identified young age 

and lack of pastoral experience as 

impediments for faith leaders to 

address HIV/AIDS. 

 

There was a strong consensus 

among the participants that faith 

the community should play a 

critical role in HIV/AIDS 

prevention in the African 

American community. 

investigator and are 

not necessarily 

representative of the 

broader Philadelphia 

faith community or 

the national African 

American faith 

community. Their 

perceived barriers 

and 

recommendations 

may not be 

nationally 

reprehensive of all 

African American 

faith leaders’ 

opinion. 



59 

 

and leaders’ normative 

suggestions for how the 

faith community can 

enhance HIV prevention 

in Philadelphia.    

  

 

  

11 

  

 Nunn, A., 

Sanders, J., 

Carson, L., 

Thomas, G., 

Cornwall, A., 

Towey, C., … 

Green, D. (2015) 

Qualitative – 

 Community-  

Based  

Participatory  

Research  

Approach  

(CBPR) 

 

Nine focus groups with 

52 African American 

community leaders from 

diverse backgrounds to 

solicit normative 

recommendations for 

reducing Philadelphia’s 

racial disparities in HIV 

infection.  They were 

recruited from private 

sector, the non-profit 

sector, the public sector 

and other diverse 

advocates. 

 

 

 

 

 

 

 

 

 

 

 Four main themes and policy 

recommendations emerge from 

the focus groups.  The group 

recommended:   

1) The Philadelphia Department 

of Public health should 

increase educational and 

media efforts to raise 

community awareness about 

the local epidemic, including 

locally tailored media efforts 

to raise community awareness 

about the local epidemic, 

including locally tailored 

media campaigns promoting 

HIV testing. 

2) HIV prevention efforts should 

address social and structural 

drivers of the local epidemic 

rather than focusing 

exclusively on behavioral 

interventions and mode of 

HIV transmission. 

3) Publicly funded HIV/AIDS   
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resources should be 

distributed to the most highly 

impacted neighborhoods, 

noting that addressing racial 

disparities requires addressing 

the city’s geographic 

disparities in HIV infection. 

4) African American faith 

leaders should play a greater 

role in local HIV prevention 

and promote HIV testing in 

their houses of worship. 
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Appendix B 

Conceptual Framework 
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Appendix C 

Recruitment Flyer 
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Appendix D 

Informed Consent 
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Appendix E 

HIV Testing Location Manhattan Handout 
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Appendix F 

HIV Testing Location Brooklyn Handout 
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Appendix G 

HIV Testing Location Bronx Handout 
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Appendix H 

HIV Testing Location Queens Handout 
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Appendix I 

HIV/AIDS Pre-Test 

 

  



72 

 

 
 
 

Appendix J 

HIV/AIDS Post-Test 
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Appendix K 

PowerPoint Presentation for Targeted Black Church



74 

 

 
 
 



75 

 

 
 
 



76 

 

 
 
 



77 

 

 
 
 



78 

 

 
 
 



79 

 

 
 
 



80 

 

 
 
 



81 

 

 
 
 



82 

 

 
 
 



83 

 

 
 
 



84 

 

 
 
 



85 

 

 
 
 



86 

 

 
 
 

 

  



87 

 

 
 
 

Appendix L 

HIV/AIDS Pre-Test & Post-Test Answer Key 
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Appendix M 

Project Timeline 

 

 

  

10-Apr 30-May 19-Jul 7-Sep 27-Oct 16-Dec

Print Flyers

Recruitment

Print Surverys

Purchase Refreshments & Gift Cards

Seminar

Collect& Assess Data

Final Data Assessment

Final Project Write Up

Graduation

START DATE

DAYS TO COMPLETE
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Appendix N 

Resources Needed/Economic Considerations 

 

RESOURCES COST 

1. Recruitment Flyers ~$5.00 

2. DOHMH HIV & AIDS Handouts ~$0.00 (free) 

3. Target Gift Cards ~$250.00 

4. Refreshments             ~$150.00 

5. Pre-Survey & Post-Survey             ~$10.00 

6. Computer Software/USB Device            ~$10.00 

 Total = ~$425.00 
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Appendix O 

SPSS Paired T-Test Table for Knowledge Baseline 
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Appendix P 

SPSS Paired T-Test Table for Intent-to-Screen 
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Appendix Q 

SPSS Paired T-Test Graph for Intent-to-Screen 

 

 

 

SPSS PAIRED T-TEST INTENT TO SCREEN 
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Appendix R 

HIV 101 Handout 
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Appendix S  

HIV & African Americans Part I Handout 

 

  



95 

 

 
 
 

Appendix T 

HIV & African Americans Part 2 Handout 
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Appendix U 

Expect The Test Handout 
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Appendix V 

HIV Testing 101 Handout
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Appendix W 

Seminar Talking Points 

 


