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Abstract: Black churches have traditionally been a haven for Black American families; however, many
churches do not currently have programs to support families living with dementia. Alter™ was
established to assist faith communities in meeting the needs of these families and becoming a viable
resource to promote their health and wellness. Alter™ achieves this aim through a three-pronged
approach: (1) conducting educational sessions, (2) modifying Black churches to be dementia-inclusive
spaces, and (3) providing ongoing support. The principal goal of Alter™ is to offer guidance to
churches in adapting their community to reflect a supportive environment for families affected by
dementia. Alter™ uses a partnership checklist to encourage activities that incorporate dementia
education opportunities, environmental modifications, and dementia resources and support. This
paper reports on a formative mixed-methods evaluation of church partners enrolled in Alter™.
Church partner ambassadors within the faith communities participated in the evaluation survey
(n = 8) and two focus groups (n = 11). Ambassadors are appointed by church leadership to lead
the implementation of program activities. Data were collected concerning the levels of helpfulness,
difficulty, usefulness, or utility of checklist activities and modifications and the ease of program
implementation. The evaluation also assessed the COVID-19 pandemic’s impact on each church’s
ability to implement activities and modifications. The survey results revealed that most required
partnership activities and modifications were found to be at least moderately helpful. Some of the
items (themes) that differed across church partners included barriers to implementing activities, the
support provided and needed, and the use of program funding. This evaluation provides key insights
to consider in developing and refining community-based, dementia-friendly communities (including
faith communities). As implementation science expands and improves, the need to evaluate the
implementation of programs continues to be highlighted. Our formative evaluation shed light on
key areas in which modifications to our original programming would lead to program improvement
and sustainability. Additionally, implementing the modifications identified in our evaluation will
facilitate the achievement of the mission of Alter™ to improve the well-being of older adults affected
by dementia and their families. Other programs would reap substantial benefits from engaging in
similar formative evaluation efforts.

Keywords: African American; dementia; formative program evaluation; Black church

1. Introduction

In 2021, experts estimated over 6 million Americans were living with Alzheimer’s
disease and other dementias [1]. Among Americans affected by dementia, the rate of
diagnosis, and prevalence of dementia among Black Americans are disproportionately
increasing, compared with White Americans [1,2]. Unfortunately, Black American families
affected by dementia are often hesitant to share the person living with dementia’s (PLWD)
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diagnosis with their community and seek supportive services due to the disease’s stigma-
tizing nature [3,4]. Black churches can play significant roles in establishing community
norms, reducing dementia-related stigma, and increasing the well-being of families by
attending to families’ spiritual, emotional, and social support needs [5–9]. In fact, Black
churches serve as conduits for health promotion and programming in the African American
community [6,9–11].

Churches have the capabilities to promote health within the community, communicate
and disseminate health information, foster and maintain trusting, supportive environments
for health, and offer relevant safe, culturally appropriate health prevention programs and
care for the community without racial discrimination [6,9]. Furthermore, churches have a
strong volunteer base that can assist in health promotion activities [12]. Moreover, church
clergy can offer health resources that members may not have had access to and can play
an essential role in influencing opinions and deciding which health resources and other
programs are needed to bring to their respective churches [13].

Building dementia-friendly (i.e., supportive and inclusive) communities is a growing
priority to meet the educational and infrastructural needs of families affected by demen-
tia [14]. However, many Black churches do not currently have programs, infrastructure, or
the knowledge of dementia resources to support and accommodate families affected by
dementia [15]. Therefore, community programs such as Alter™ [16] guide Black churches
in modifying their community to support and provide resources for families affected by
dementia by encouraging churches to implement dementia-friendly initiatives.

Currently, there is a growing literature surrounding the science of implementation
and sustainability strategies of health promotion programs [17,18]. As healthcare profes-
sionals expand beyond implementing programs in clinical settings to community settings,
it becomes increasingly important to evaluate a program’s individual outcomes (Eccles
and Mittman, 2006). Therefore, it is essential for community organizations to understand
the strategies and approaches to effectively implementing evidence-informed health pro-
grams [17]. To the authors’ knowledge, no formative evaluation has been conducted to
assess the experiences of Black faith communities implementing an evidence-informed,
dementia-friendly program at their church. Thus, this article will describe a formative
program evaluation conducted to determine programmatic gaps with the Alter™ program
related to supporting Black churches in becoming dementia-friendly communities.

2. Materials and Methods
2.1. Program Description

Alter™ is a faith-based, dementia-friendly community program that equips Black
churches with the tools needed to better support families affected by dementia [16]. Alter™
achieves this aim through a three-pronged approach: (1) conducting educational sessions,
(2) modifying Black churches to be dementia-inclusive spaces, and (3) providing ongoing
support. The program recognizes the church as a member of the dementia care team
and incorporates faith-based interventions to support dementia-affected families, both
virtually and in person. Alter™ equips participating churches with dementia education
resources, connects aging and dementia agencies to the church, assists with environmental
modifications, and assists with the implementation or expansion of dementia support
programs at the church.

2.2. Program Recruitment and Implementation

Churches were recruited utilizing snowball and purposive methods. Purposive meth-
ods were used to focus enrollment efforts on under-resourced communities. During the
enrollment process of the program, respective church representatives met with the pro-
gram staff for an informational meeting. Upon enrollment to become a partner, churches
received a welcome box accompanied by a memorandum of understanding and a financial
contribution to assist with the implementation of partnership initiatives. The Alter™ part-
nership initiatives checklist was inclusive of dementia-related initiatives and environmental
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modifications, which provided church partners the framework to offer dementia support
resources, dementia education, and meaningful worship experiences. The partnership
checklist was divided into four domains: core (n = 8), support (n = 6), community education
and awareness (n = 4), and the worship experience (n = 6). Church partners agreed to
implement at least 16 of the 24 suggested activities and modifications on the Alter™ part-
nership initiatives checklist over a 2-year period. The selection of activities to implement
was performed by the respective church representative based on their ministry’s mission
and strategic plan. The full list of activities included on the Alter™ partnership initiatives
checklist is provided in Appendix A.

2.3. Evaluation Design and Measure

The evaluation team conducted a formative evaluation to understand church partners’
experiences implementing partnership checklist activities and modifications. Formative
evaluation methods were utilized to assess a program’s goals, barriers and facilitators to
implementation, and opportunities for program sustainability during the initial phases of
program implementation [19,20]. This method was appropriate for the present evaluation
due to Alter™ being implemented for no longer than a year and the collection of data being
used to explore the current gaps within the implementation of the program. Evaluation
questions and a mixed-methods approach were developed based on the program’s cur-
rent implementation status and expressed needs from program stakeholders. Two main
evaluation questions and three sub-questions were crafted specifically to understand the
experiences of church partners implementing activities and modifications.

1. How can Alter™ best support partnering churches as the program continues to enroll
more churches?

a. How helpful are the proposed program activities and modifications?
b. How difficult is it to implement the proposed program activities and modifica-

tions at partnering churches?
c. How useful are the proposed program activities and modifications?

2. How did the COVID-19 pandemic impact participating churches’ ability to participate
in the program fully?

The evaluation survey (Supplementary Materials) was modeled after the partnership
initiative checklist (Appendix A); therefore, the survey questions were grouped by the
four main domains from the checklist (core, support, education and awareness, and the
worship experience). An evaluation team member administered the surveys via a video-
conferencing platform (Zoom) to collect church partners’ perceptions of activities based on
their level of helpfulness, utility, and difficulty. The survey further assessed why selected
activities were not yet implemented. Each church partner was asked to respond to 53
multiple-choice items and 4 open-ended questions to capture nuances with church partners’
experiences implementing the program at their respective churches.

Focus groups were conducted via a video-conferencing platform to explore the find-
ings of the surveys conducted with church partners and further assess support received
from the Alter™ staff. The focus groups consisted of church partner representatives and
were organized using the RE-AIM framework [21,22] (Appendix B). Using the framework,
the implementation of Alter™ at participating churches and the impacts of COVID-19
were explored.

2.4. Data Collection and Procedures

A data collection crosswalk tool was created to map out domains that were assessed
in data collection instruments (focus groups, survey) onto their corresponding evaluation
questions. This process ensured that all data collected were valuable to answer the evalua-
tion questions and addressed the overall purpose of the evaluation (Table 1). The principal
investigator (PI), evaluator, program coordinator, and faculty member collaborated to write
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the survey based on the evaluation questions. The survey consisted of 106 questions, both
open-ended and multiple-choice.

Table 1. Data collection cross-walk.

Evaluation Question Domain Assessed

Main: How can Alter™ best support
partnering churches as the program continues
to enroll more churches?

Focus group data about support from staff and
the overall percentages of the activities and
modifications

Sub: How helpful are the proposed program
activities and modifications?

Percentage of activities identified as helpful to
church and congregation members

Sub: How difficult is it to implement the
proposed program activities and modifications
at partnering churches?

Percentage of activities identified as difficult to
implement for the church

Sub: How useful are the proposed program
activities and modifications?

Percentage of activities identified as being used
and how often they were used

Main: How did the COVID-19 pandemic
impact participating churches’ ability to
participate in the program fully?

Content analysis of survey short answer
responses and focus groups. Number of times
COVID-19 is referenced as impacting program
activities or modifications

Program staff initially contacted church partners to inform them about the evaluation
being conducted. The evaluation team contacted church partners with provided contact
information to coordinate schedules and explain evaluation ethics, including that the
survey and focus groups were voluntary and that responses were anonymous and would
be kept confidential, and answered any questions from participants. The evaluation team
then provided appropriate Zoom links for the survey and focus groups. The evaluator
administered the survey, and their screen was shared with the participant using Zoom
functionalities. All survey data were stored and secured on Qualtrics. An online survey
was administered instead of a paper survey due to social distancing recommendations,
thus eliminating the need for data entry. In addition, due to the guided nature of the survey,
participants only needed to have an electronic device with Wi-Fi and Zoom capabilities.

Focus group guides were developed based on preliminary results from the surveys in
order to gain better insight into the overall experience of implementing Alter™ partnership
initiative activities. All church points of contact participating in the evaluation survey
were asked to schedule a time to participate in one of two focus groups. The program
coordinator and program founder were also in attendance for both of the focus groups and
helped guide the discussion. The focus groups occurred via Zoom and were led by the
evaluation focus group guide and probes. Focus group sessions were transcribed verbatim,
and all identifying information was removed.

2.5. Statistical Analysis

Data from the church partner surveys were exported from Qualtrics into an Excel
spreadsheet. Team members (J.G. and J. T.) cleaned all data within Excel. Closed-ended
and open-ended data from the surveys were organized into separate Excel sheets for data
analysis. The evaluation team ran descriptive statistics on the quantitative data to obtain
frequencies and percentages for categorical data. A content analysis was completed on
the open-ended survey responses to understand the impact of COVID-19 on the church’s
abilities to conduct program activities and modifications. Once all the descriptive statistics
and frequencies were reported, the data from the survey were triangulated to extract
salient themes.
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2.6. Qualitative Analysis

Transcribed focus group sessions were inductively and deductively coded to develop
themes. First, an evaluation team member coded the transcripts based on previous knowl-
edge. Then, the evaluator deductively coded, placing codes that align with the evaluation
questions. The evaluator cross-analyzed the focus group data to formulate themes that
were utilized during data triangulation. All codes and themes were presented to the other
members of the program evaluation team and discussed for reliability.

3. Results
3.1. Church Partner Characteristics

At the time of the program evaluation, nine faith communities were enrolled in the
program (eight located in Georgia and one in Illinois). Of the nine church partners, eight
completed the online survey. Church partners reported having majority Black congrega-
tions, and their congregant’s average socioeconomic status was middle income. Congrega-
tion sizes varied, as two reported having a small congregation (average weekly attendance
of 50 or fewer people), five reported having a medium congregation (average weekly
attendance of 51–300 people), and one reported having a “mega-church” size congregation
(average weekly attendance of more than 2000). Overall, church partners described the age
demographic of their congregation as the majority being older adults.

3.2. Experience Implementing Program Activities and Modifications

Data were reported based on participants’ experiences implementing selected program
activities. Program activities consist of Core Partnership Activities (required for all partners
to implement), providing support resources for families affected by dementia, providing
community education opportunities to raise awareness about dementia, and implementing
modifications to the worship service. Activities were assessed based on their level of
helpfulness to the church becoming dementia-friendly, the difficulty of implementation,
and the level of utilization (as appropriate).

3.2.1. Core Activities

Church partners were required to select and attempt to implement all core activities of
assign to a minister, building is well-lit, with large print signage, badges for support staff,
physical support, quiet room/space, accessible pathways, and church leaders workshop.
As part of the core activities, all church partners assigned the dementia-friendly initiative
to a ministry at their church. However, other core activities had a 73% implementation
rate. Participants reported 62% of core activities as being “completely helpful” to their
congregants and assisting with their church being dementia-friendly. The majority of
churches (91%) reported core activities being “not difficult at all (easy)” to implement
(Appendix C). Additionally, church partners (29%) reported “extensively utilizing” imple-
mented core activities.

3.2.2. Support Activities

Church partners were required to select and attempt at least three support activities.
Four churches selected and implemented resource libraries and educational events, two
churches offered support groups, one offered a respite care program, and one church
offered social service coordination (Appendix D). Although five churches were selected to
implement a Memory Café, none were able to implement the activity during this reporting
period. Overall, 41% of the church partners reported being able to implement selected
support activities at their respective churches. Church partners reported 33% of the selected
support activities as being “completely helpful” to their congregation. The majority of
churches (83%) reported support activities being “not difficult at all (easy)” to implement.
However, church partners reported only “extensively utilizing” 1% of the support activities
and modifications.



Int. J. Environ. Res. Public Health 2022, 19, 4498 6 of 18

3.2.3. Educational and Awareness Activities

Church partners were required to select and attempt at least two educational activities.
Six churches selected and implemented the provision of dementia resources and educa-
tion on social media/websites, four churches offered a Memory Sunday, and one church
offered dementia education with youth (Appendix E). Although two churches selected a
virtual dementia experience, none were able to implement the activity. Overall, 58% of
church partners reported being able to implement selected education activities at their
respective churches. Church partners reported 45% of selected education activities as being
“completely helpful” to their congregations. The majority of churches (73%) reported edu-
cation activities being “not difficult at all (easy)” to implement. Church partners reported
“extensively utilizing” 27% of the educational activities and modifications.

3.2.4. Worship Modifications

Church partners were required to select and attempt at least three worship modifi-
cation activities. All eight churches shortened their service length to 75 min or less, six
churches simplified sermons, five increased the amount of music, five modified worship
service order of flow, and three included familiar bible verses. One church selected to have
a support staff present but was unable to implement this activity (Appendix F). Overall,
worship activities had a 93% implementation rate. Church partners reported 59% of wor-
ship modifications as being “completely helpful” to their congregations. The majority of
church partners (74%) reported worship activities as being “not difficult at all (easy)” to
implement. Church partners (78%) reported “extensively utilizing” the worship activities
and modifications.

3.2.5. Barriers to Implementation

Church partners reported the COVID-19 pandemic as the main barrier to program
implementation. Churches that were able to implement program activities reported con-
ducting them before COVID-19 “stay at home orders”. Non-COVID-19 barriers were
homogenous across most of the activities; therefore, we did not analyze barriers across
activity types. The number of times a barrier was mentioned within the short answers of
the survey was collected: the COVID-19 pandemic (f = 37); congregation members affected
by dementia have not been identified (f = 7); lack of church personnel to conduct or lead
activities (f = 7); unclear understanding of how to implement activities and modifications
(f = 6); lack of marketing tools or knowledge of how to engage congregation members (f = 4);
lack of space within the building to conduct activities (f = 3); perceiving the activity as not
applicable for their church (f = 2); liability concerns (f = 1); not having enough funding to
implement activities (f = 1).

3.3. Focus Group Findings

All church partners participated in at least one of the focus group sessions. Church
partners were able to have more than one representative in the focus groups; thus, 11 partic-
ipants across all churches participated in the 2 focus groups. Three themes emerged during
thematic analysis: barriers to implementing activities, the support provided and needed,
and the use of program funding. The themes describe findings related to church partners’
experience participating in Alter™.

3.3.1. Barriers to Implementing Activities

Participants expressed barriers to implementing activities while participating in Al-
ter™. Barriers varied across churches; however, the COVID-19 pandemic presented as a
significant barrier to implementing activities. Many church partners halted their implemen-
tation of various activities, as they were not able to be physically at the church. Participant
1 from focus group 2 expressed:



Int. J. Environ. Res. Public Health 2022, 19, 4498 7 of 18

“ . . . once COVID came and then we shut everything down. So, we still have those
things to do. You know? . . . , I think we would’ve been much further along had COVID
not come.”

Additionally, the COVID-19 pandemic presented other barriers, as it related to shift-
ing the churches’ focus on prioritizing COIVD-19 information rather than disseminating
information and resources related to dementia.

“well, our organization have been so focused on trying to get back in the church as well as
to bring education, ah, to their, ah, constituents, um, about COVID. And so, that’s been
their primary focus and how they can, you know, really not lose their members during
this time. . . . So, they have put the dementia back on the back burner, you know, during
this time because that’s been their primary focus.” Participant 4, Focus Group 2

Churches also expressed other barriers related to the implementation of activities
and modifications, including lack of space within the church building for activities, not
knowing how to find or approach those affected by dementia within their church congre-
gants, and perceived liability issues with implementing a respite program at the church.
Additionally, church partners expressed the need for the program at their church but were
not sure if their efforts were reaching families affected by dementia because many families
are not forthcoming with sharing their diagnosis. However, church partners remained
positive in their preparedness to support families affected by dementia when they step into
their church.

“But right now, we just really don’t have that many, ah, people in the congregation, ah,
who are actually dealing with, or living with dementia . . . I’m sure people will be coming
or, you know, or things will be changing. So, that’s where we are in getting more things
set up so that when, um, they’re needed, they will be available.” Participant 2, Focus
Group 1

Additionally, church participants noted there were activities they could have imple-
mented, but they did not have a clear understanding of the activity. For instance, participant
2 from focus group 2 stated:

“[W]hen we went through our survey [a] couple weeks ago, there were some things I think
I could’ve implemented that I didn’t implement . . . I was like, “Oh, I . . . We could’ve
did that.”

3.3.2. Support Provided and Needed

Participants detailed their experience receiving support from program staff and pro-
vided suggestions for improvements. Due to the COVID-19 pandemic, the support pro-
vided by Alter™ staff was virtual (e.g., Zoom, email, phone). Many church partners
expressed their appreciation to the program staff for the attentive support provided:

“Keep on doing the good job that you’re doing in helping us to become, ah, great Faith Vil-
lage [dementia-friendly] churches. Because, ah, it’s just a, it’s something that’s very much
needed and, ah, the team has done an excellent job even, ah, with the COVID situation.”
Participant 1, Focus group 1

A participant recalled a time when an Alter™ staff member connected a family at a
partnering church with dementia support resources.

“Because the other day we had, um, someone and, and the, the father is member of our
church. He’s, he’s older, but was doing very well, but has now moved back in with his
daughter. And she had, um, she’s- she’s having to work from home and just some other
things. But, ah, and I was able to, ah, connect her with [program staff], and it just really
helped. Because we don’t know, well, let me speak for me. I don’t know all of the ins and
outs and what may be available. I know with, with some of the information, but as far as
talking to someone and seeing exactly where they are and what they need, then having
her there has been just a tremendous asset.” Participant 2, Focus group 1
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Participants discussed the possibility of Alter™ incorporating a direct phone line,
through which churches can call and receive dementia-related information for their congre-
gation members. Participants agreed to have a point of contact who understands the needs
of their congregations rather than someone who does not know the church well is vital. For
instance, Participant 2 from Focus group 1 stated:

“Because we’re dealing with people who—in most cases—are older. [They wonder,]
“Okay, I’ve gotta dial a 1–800 number. What . . . ?” The first thing that comes to their
mind [is], “Okay, I may get in a loop . . . You know, it’s gonna be somebody who doesn’t
necessarily care about me or whatever.” . . . but having you contact the sister the other
day and being able to talk to her, letting her know you understood exactly what she was
looking for, and I don’t even know if she found everything, but it was the fact that this is
somebody who understands what’s happening here.”

During evaluation focus groups, church representatives were able to exchange ideas
and discuss challenges in implementing various activities. Participants appreciated being
able to gather and discuss what each church has done for the dementia-friendly activities.

“But I think it, it’s, you know, it’s good that we are talking and getting- getting to, to
know each other . . . and or- or call or whatever and say, “Well, how did . . . how did this
work for you? This is what we’re trying to do, but we’re running into a roadblock.” You
know? And, and sometimes just-just having that, ah, because it’s just, it’s a lot we can do
but then it’s a lot that we can’t do.” Participant 2, Focus group 1

3.3.3. Use of Program Funding

Alter™ provides a financial contribution to church partners to assist in the imple-
mentation of activities and modifications. Many church partners expressed challenges in
spending the funding received. Although church partners have ideas about how to spend
their funds, the COVID-19 pandemic presented a barrier due to many modifications not
being able to be implemented.

“Well, because of, ah, most of the churches been closed, ah, we haven’t used the money,
ah, in The Alliance . . . So, um, it’s been beneficial, um, that, you know, we just hadn’t
decided to use the money right now. We just doing, you know, we just doing what we
do.” Participant 4, Focus Group 1

Furthermore, participants expressed not spending their funds due to not being in the
building and only focusing on activities that can be conducted virtually.

“ . . . but in the future. the church is not that big. Obviously, um, we do not have
anything that we are doing that’s costing anything right now.” Participant 1, Focus
Group 2

Although many church partners expressed not being able to utilize program funds,
one participant detailed their experience utilizing the funds to implement a caregiver
support group and providing caregiver “support boxes” at their church.

“And the toolbox had socks; it had, um, mints, nuts, um, a puzzle, a cross–no, word, word
search puzzle. It had colored pencils for the colored, um, booklets. And just so happen, I
went to the Dollar Tree, and they had those inspirational coloring books, and you could
download the music, there was music to go along with the coloring books.” Participant 3,
Focus Group 2

4. Discussion

Alter™ aims to provide a guiding light for faith communities in creating a dementia-
friendly and inclusive environment. Informing Black churches of all sizes about the poten-
tial health needs of their communities, identifying church ambassadors and ministries who
can implement health education initiatives, and providing churches with resources can be
beneficial in building faith-based health programs [6,23]. Our findings are generalizable
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to any community-related health program, no matter the disease focus or the population
served. Specifically, we found that actions related to implementation support, including
additional assessments and resources, were needed for program adaptation and successful
execution of activities.

4.1. Adapting Health Promotion Programs Virtually

On average, more than half of the churches implemented the core, support, and
education activities and worship modifications listed in the checklist. We anticipated
higher implementation rates; however, barriers, particularly COVID-19, deterred or delayed
activities that required being in the church building, such as a quiet room or space for
persons with dementia to worship, memory cafés, and onsite education events, including
conducting education with youth. The Reframing Aging Initiative, a collaboration of
aging organizations, encourages aging professionals to “innovate existing systems to
reduce poor health outcomes during and after the pandemic” [24]. Many Aging programs
have answered the call by adapting existing programming to be disseminated via online
platforms [25]. Virtual dissemination has allowed many health promotion programs to
continue. Virtual dissemination has expanded programmatic reach geographically, broken
economic barriers, and allowed for tailored programming [25]. However, establishing a
plan to enhance online technical support is imperative as the health promotion landscape
extends within a virtual world.

4.2. Assessing Community Organization Capacity for Programming

Health promotion programs seeking to address obstacles related to program sustain-
ability would benefit from the development of an intake assessment tool measuring the
need for their program activities and the capacity of their community partners to implement
activities. Such a tool may ensure that community partners are able to implement selected
activities to their intended extent. Assessing a community partner’s (Black church commu-
nities in the case of the Alter program) organizational readiness is essential for successful
implementation [26,27]. An intake assessment may reveal which program activities are
most appropriate for individual community partners to implement and allow program
staff to appropriately allocate resources [28]. Additionally, by developing an intake tool,
community partners may feel more confident executing certain activities based on their
strengths, such as building infrastructure and organizational personnel. To this end, the
assessment tool may also increase the implementation rates of activities selected while
improving partner engagement.

4.3. Developing a Program Manual

The level of helpfulness and usefulness of initiative activities perceived by church
partners varied. Additionally, church partners expressed varying understanding of how
to implement certain checklist activities and modifications. Thus, we believe providing
community partners with a manual detailing how to implement program activities as well
as expected outcomes may improve implementation efforts. For instance, a study assessing
the impact of school-based education programs found successful interventions provided
program implementors (i.e., church partners) with a program manual [29]. Additionally,
a reference tool to help guide and advise community partners on the purchase of items
needed to implement activities may be beneficial and address the focus group concern of
“Use of Program Funding”. Furthermore, such a manual could serve as a recruitment tool.
The manual would allow potential community partners to imagine how the program could
be implemented within their organizations and populations.

4.4. Conducting Structured Workshops for Program Implementors

Church partners found value in the focus groups, as they could hear from other church
partners about their challenges and successes. Similarly, designating structured time for
program site leaders to discuss their experience in a program has been utilized within
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pediatric health interventions to guide individual site improvements [30]. Thus, it may
be beneficial to conduct three annual structured workshops focusing on self-assessment,
strategies for improving dementia support, creating improvement plans, planning and
implementing programs, utilizing resources, financial planning of stipends, and developing
church policies to aid in sustainability [30]. Furthermore, workshops can provide a sup-
portive network to enrolled community partners and boost the morale of those involved.

4.5. Hiring Health Educators

Ultimately, providing regular tailored support for community partners, and ensuring
the organization is equipped with appropriate personnel such as health educators, is vital
to a health promotion program’s success [31]. Health educators play significant roles in
addressing public health issues. Health educators can answer questions, collect program
data, and provide training and education, advice and referrals, and technical assistance to
troubleshoot problems [30,31]. As programs grow, tailored and timely support can facilitate
program sustainability. Dedicating funding to hiring support staff, and assigning them to
specific partners as the designated point of contact may be an effective way to offer tailored
support and increased utility of activities.

4.6. Strengths and Limitations

The mixed-methods approach was a strength of this evaluation, providing an overview
and detailed information. Additionally, the majority (83%) of participating churches in
Alter™ completed the evaluation activities. However, the evaluation had notable limita-
tions. One limitation of the structured interviews was participant bias when responding to
survey and focus group questions. Several church partners were familiar with the principal
investigator (F.E.), which may have caused them to refrain from offering harsh criticism
upon answering specific questions. Participant recall bias was another limitation; however,
due to administering the survey and focus groups at a similar stage among all participants,
recall bias may have been minimized [32]. Additionally, the COVID-19 pandemic added
additional challenges to the program’s implementation and required the evaluation team to
collect all data virtually. Furthermore, the evaluation experienced attrition of participants,
as not all church partners participated in all aspects of the evaluation.

5. Conclusions

To enhance, expand, and sustain community-based programs, program leaders need
to engage in rigorous evaluation of their community-based partners’ perceptions of the
program’s implementation barriers and facilitators. Our evaluation of the Alter program
revealed strategies to overcome identified barriers—namely, adapting health promotion
programs virtually, assessing community organization capacity for programming, develop-
ing a program manual, conducting structured workshops for program implementors, and
hiring health educators. These strategies will help ensure effective implementation for any
program seeking to partner with a community-based organization.
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Appendix B. Focus Group Guide (Utilized RE-AIM Framework)

Reach:

1. How did your church hear about the Dementia-Friendly Faith Villages Community
program? Disclaimer: Dementia-friendly faith village community will be referred to
as DFFVC throughout the remainder of the focus group.

2. Why did your church decide to participate in the program?

a. What were your churches first impressions of the DFFVC program?
b. Do you see this program helping other churches?
c. What attracted you to the program or the concept of dementia-friendly churches?

3. Can you all describe what the “Dementia-friendly faith villages community program”
means to everyone’s respective church?
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Retention:

4. Can you express to me how the program has helped/assisted your congregation and
the church with creating a dementia-friendly church?

a. Do you feel the church is more educated?
b. How do you feel the church is more aware?

i. Explain why or/and example.

5. What elements of the program allow the church to continue to implement and modify
the space into a dementia-friendly environment?

a. Structure, experience with staff, support

6. Is there something you would change about the dementia-friendly community pro-
gram?

a. How would the changes you suggest impact the church members affected by
dementia?

b. What would you like to see change within your church as a result of creating a
dementia-friendly space?

Effectiveness:

7. Are there ways in which this program has had a positive impact on your church and
church members?

a. Persons experiencing Dementia
b. Caregivers
c. Other congregants

8. Did implementing the DFFVC program present any challenges?

a. What aspects of the program are challenging?
b. Have there been challenges implementing the program? Why have you not

implemented anything?
c. What other factors made it challenging? (i.e., Financial strain?)
d. What aspects have negatively impacted the church, caregivers, and/or persons

living with dementia?

Adoption

9. How does the dementia-friendly program align with your churches’ mission?

a. Have you had to adjust your mission to fulfill the requirements of the dementia-
friendly program?

b. Have you changed the dementia-friendly program to align with your churches
mission?

c. How have you used the DFFVC program’s framework to make decisions for
your churches when it comes to providing support and an appropriate worship
experience for persons with dementia and their caregivers?

Implementation:

10. What have you seen as a result of implementing the DFFVC program?

a. Tell me about a time when you saw the program help someone or someone
expressed gratitude about the program?

i. Any Success stories from anything you have implemented?

b. What is the program doing well?

11. We are always looking to expand the number of churches within our network. How
do you think this program would benefit future churches?

Maintenance:

12. Do you feel the money received from the program to implement the dementia-friendly
modifications assist your church effectively?
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a. Explain why and how?
b. What are additional costs the church had to take on that the scholarship did not

cover?

13. How do your churches plan to maintain the program in the next 2–3 years?

a. What is sustainable about the program?
b. What do you feel you will be able to maintain?
c. What factors may hinder the maintenance of the program?

Conclusion

14. What are additional ways we can support your church in creating a dementia-friendly
space?

Appendix C

Table A1. Core partnership activities.

Evaluation Survey
Components

Assign to
a Ministry

Building
Is Well-Lit

Large Print
Signage

Badges for
Support

Staff

Physical
Support

Quiet
Room/Space

Accessible
Pathways

Church
Leaders

Workshop

Implementation status

Not Selected – – – – – – – –

Selected to Implement
and NOT Implemented 1 1 4 1 4 3 3

Selected to Implement
and Implemented 8 7 7 4 7 4 5 5

Level of helpfulness

Completely helpful 4 4 5 3 5 2 2 4

Very helpful 2 3 1 1 1 1 1 1

Moderately helpful 2 – – – 1 – – –

Slightly helpful – – 2 – – – – –

Not helpful at all – – – – – – – –

Level of difficulty

Not Difficult at All 7 7 7 4 6 3 5 4

Slightly Difficult – – – 1 – – –

Moderately Difficult 1 – – – – – – –

Very Difficult – – – – – – – –

Extremely Difficult
(not able to implement) – – – – – – – –

Utility

Extensively Utilizing 1 – – 4 5 1 1 2

Utilizing 3 – – – – – – 3

Moderately Utilizing 1 – – – 1 1 – –

Somewhat Utilizing 3 – – – – – 1 –

Not Utilizing – – – – 1 1 3 –
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Appendix D

Table A2. Support resources for families affected by dementia frequencies table.

Evaluation Survey Components Memory
Café

Support
Group

Resource
Library

Respite
Care

Educational
Events

Social Service
Coordination

Implementation status

Not Selected to Implement 3 4 1 6 – 5

Selected to Implement and NOT Implemented 5 2 3 1 4 2

Selected to Implement and Implemented – 2 4 1 4 1

Level of helpfulness

Completely helpful – – 3 – 1 –

Very helpful – 1 – – 3 1

Moderately helpful – 1 1 – –

Slightly helpful – – – – –

Not helpful at all – – – – –

Level of difficulty

Not Difficult at All – 2 4 1 3 –

Slightly Difficult – – – – – 1

Moderately Difficult – – – – 1 –

Very Difficult – – – – – –

Extremely Difficult (not able to implement) – – – – – –

Utility

Extensively Utilizing – – – – 1 –

Utilizing – – – – – –

Moderately Utilizing – – 3 – 1 1

Somewhat Utilizing – 1 1 – 2 –

Not Utilizing – 1 – 1 – –

Appendix E

Table A3. Community dementia education and awareness activities frequencies table.

Evaluation Survey Components Memory
Sunday

Dementia
Education
with Youth

Dementia Resources and
Education on Social

Media/Website

Virtual Dementia
Experience

Implementation status

Not Selected to Implement 2 4 1 6

Selected to Implement and NOT
Implemented 2 3 1 2

Selected to Implement and Implemented 4 1 6 –

Level of helpfulness

Completely helpful 2 – 3 –

Very helpful 1 – 2 –

Moderately helpful 1 – – –

Slightly helpful – – – –

Not helpful at all – 1 1 –
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Table A3. Cont.

Evaluation Survey Components Memory
Sunday

Dementia
Education
with Youth

Dementia Resources and
Education on Social

Media/Website

Virtual Dementia
Experience

Level of difficulty

Not Difficult at All 4 – 4 –

Slightly Difficult – – 1 –

Moderately Difficult – 1 1 –

Very Difficult – – – –

Extremely Difficult (not able to implement) – – – –

Utility

Extensively Utilizing – – 3 –

Utilizing 1 – 1 –

Moderately Utilizing 1 1 1 –

Somewhat Utilizing – – – –

Not Utilizing 1 – 1 –

Appendix F

Table A4. Modified worship service activities frequencies table.

Evaluation Survey
Components

Shorten Service
Length to 75 min.

or Less

Simplify
Sermons

Include
Familiar

Bible
Verses

Support
Staff

Present

Increase
Amount of

Music

Modify Worship
Service Order of

Flow

Implementation status

Not Selected to Implement – 1 5 7 3 3

Selected to Implement and NOT Implemented – 1 – 1 – –

Selected to Implement and Implemented 8 6 3 – 5 5

Level of helpfulness

Completely helpful 4 3 2 – 3 4

Very helpful 1 2 1 – 2 1

Moderately helpful 1 1 – – – –

Slightly helpful – – – – – –

Not helpful at all

Level of difficulty

Not Difficult at All 4 6 3 – 4 3

Slightly Difficult 2 – – – 1 1

Moderately Difficult – – – – – –

Very Difficult – – – – – –

Extremely Difficult (not able to implement)

Utility

Extensively Utilizing 6 4 3 – 3 5

Utilizing – – – – – –

Moderately Utilizing – 1 – – 2 –

Somewhat Utilizing – 1 – – – –

Not Utilizing – – – – – –



Int. J. Environ. Res. Public Health 2022, 19, 4498 17 of 18

References
1. Alzheimer’s Association. 2021 Alzheimer’s disease facts and figures. Alzheimers Dement. J. Alzheimers Assoc. 2021, 17, 327–406.

[CrossRef] [PubMed]
2. Matthews, K.A.; Xu, W.; Gaglioti, A.H.; Holt, J.B.; Croft, J.B.; Mack, D.; McGuire, L.C. Racial and ethnic estimates of Alzheimer’s

disease and related dementias in the United States (2015–2060) in adults aged ≥65 years. Alzheimers Dement. 2019, 15, 17–24.
[CrossRef] [PubMed]

3. Laditka, S.B.; Laditka, J.N.; Liu, R.; Price, A.E.; Friedman, D.B.; Wu, B.; Bryant, L.L.; Corwin, S.K.; Ivey, S.L. How do older people
describe others with cognitive impairment? A multiethnic study in the United States. Ageing Soc. 2013, 33, 369–392. [CrossRef]

4. Vickrey, B.G.; Strickland, T.L.; Fitten, L.J.; Adams, G.R.; Ortiz, F.; Hays, R.D. Ethnic variations in dementia caregiving experiences:
Insights from focus groups. J. Hum. Behav. Soc. Environ. 2007, 15, 233–249. [CrossRef]

5. Epps, F.; Foster, K.; Alexander, K.; Brewster, G.; Chester, M.; Thornton, J.; Aycock, D. Perceptions and attitudes toward dementia
in predominantly African American congregants. J. Appl. Gerontol. 2021, 40, 0733464820987350. [CrossRef]

6. Epps, F.; Alexander, K.; Brewster, G.S.; Parker, L.J.; Chester, M.; Tomlinson, A.; Adkins, A.; Zingg, S.; Thornton, J. Promoting
dementia awareness in African American faith communities. Public Health Nurs. 2020, 37, 715–721. [CrossRef]

7. Epps, F.; Williams, I.C. The importance of religiosity to the well-being of African American older adults living with dementia. J.
Appl. Gerontol. 2020, 39, 509–518. [CrossRef]

8. Weisman de Mamani, A.; Weintraub, M.J.; Maura, J.; Martinez de Andino, A.; Brown, C.A. The interplay among mindfulness,
caregiver burden, and mental health in family members of individuals with dementia. Prof. Psychol. Res. Pract. 2018, 49, 116.
[CrossRef]

9. Parrill, R.; Kennedy, B.R. Partnerships for health in the African American community: Moving toward community-based
participatory research. J. Cult. Divers. 2011, 18, 150–154.

10. Williams, L.F.; Cousin, L. ‘A charge to keep I have’: Black pastors’ perceptions of their influence on health behaviors and outcomes
in their churches and communities. J. Relig. Health 2021, 60, 1069–1082. [CrossRef]

11. Sattin, R.W.; Williams, L.B.; Dias, J.; Garvin, J.T.; Marion, L.; Joshua, T.V.; Kriska, A.; Kramer, M.K.; Venkat Narayan, K.M.
Community trial of a faith-based lifestyle intervention to prevent diabetes among African-Americans. J. Community Health 2016,
41, 87–96. [CrossRef] [PubMed]

12. Butler-Ajibade, P.; Booth, W.; Burwell, C. Partnering with the Black church: Recipe for promoting heart health in the stroke belt.
Assoc. Black Nurs. Fac. J. 2012, 23, 34–37.

13. Collins, W. The role of African American churches in promoting health among congregations. Soc. Work Christ. 2015, 42, 2.
14. Fleming, R.; Bennett, K.; Preece, T.; Phillipson, L. The development and testing of the dementia friendly communities environment

assessment tool (DFC EAT). Int. Psychogeriatr. 2017, 29, 303–311. [CrossRef]
15. Su, D.; Garg, A.; Wiens, J.; Meyer, E.; Cai, G. Assessing health needs in African American churches: A mixed-methods study. J.

Relig. Health 2021, 60, 1179–1197. [CrossRef] [PubMed]
16. Epps, F.; Moore, M.; Chester, M.; Gore, J.; Sainz, M.; Adkins, A.; Clevenger, C.; Aycock, D. The Alter program: A nurse-led,

dementia-friendly program for African American faith communities and families living with dementia. Nurs. Adm. Q. 2022, 46,
72–80. [CrossRef]

17. Eccles, M.P.; Mittman, B.S. Welcome to implementation science. Implement. Sci. 2006, 1, 1. [CrossRef]
18. Jull, J.; Giles, A.; Graham, I.D. Community-based participatory research and integrated knowledge translation: Advancing the

co-creation of knowledge. Implement. Sci. 2017, 12, 150. [CrossRef]
19. Stetler, C.B.; Legro, M.W.; Wallace, C.M.; Bowman, C.; Guihan, M.; Hagedorn, H.; Kimmel, B.; Sharp, N.D.; Smith, J.L. The role

of formative evaluation in implementation research and the queri experience. J. Gen. Intern. Med. 2006, 21 (Suppl. 2), S1–S8.
[CrossRef]

20. Janus, M.; Brinkman, S. Evaluating early childhood education and care programs. In International Encyclopedia of Education,
3rd ed.; Peterson, P., Baker, E., McGaw, B., Eds.; Elsevier: Oxford, UK, 2010; pp. 25–31. [CrossRef]

21. Glasgow, R.E.; Harden, S.M.; Gaglio, B.; Rabin, B.; Smith, M.L.; Porter, G.C.; Ory, M.G.; Estabrooks, P.A. RE-AIM planning and
evaluation framework: Adapting to new science and practice with a 20-year review. Front. Public Health 2019, 7, 64. [CrossRef]

22. Holtrop, J.S.; Rabin, B.A.; Glasgow, R.E. Qualitative approaches to use of the RE-AIM framework: Rationale and methods. BMC
Health Serv. Res. 2018, 18, 177. [CrossRef] [PubMed]

23. Corbie-Smith, G.; Goldmon, M.; Isler, M.R.; Washington, C.; Ammerman, A.; Green, M.; Bunton, A. Partnerships in health
disparities research and the roles of pastors of Black churches: Potential conflict, synergy, and expectations. J. Natl. Med. Assoc.
2010, 102, 823–831. [CrossRef]

24. Sands, L.P.; Albert, S.M.; Suitor, J.J. Understanding and addressing older adults’ needs during COVID-19. Innov. Aging 2020,
4, igaa019. [CrossRef] [PubMed]

25. Vincenzo, J.L.; Hergott, C.; Schrodt, L.; Rohrer, B.; Brach, J.; Tripken, J.; Shirley, K.D.; Sidelinker, J.C.; Shubert, T.E. Capitalizing
on virtual delivery of community programs to support health and well-being of older adults. Phys. Ther. 2021, 101, pzab001.
[CrossRef]

26. Holt, D.T.; Vardaman, J.M. Toward a comprehensive understanding of readiness for change: The case for an expanded conceptu-
alization. J. Change Manag. 2013, 13, 9–18. [CrossRef]

http://doi.org/10.1002/alz.12328
http://www.ncbi.nlm.nih.gov/pubmed/33756057
http://doi.org/10.1016/j.jalz.2018.06.3063
http://www.ncbi.nlm.nih.gov/pubmed/30243772
http://doi.org/10.1017/S0144686X11001255
http://doi.org/10.1300/J137v15n02_14
http://doi.org/10.1177/0733464820987350
http://doi.org/10.1111/phn.12759
http://doi.org/10.1177/0733464818820773
http://doi.org/10.1037/pro0000181
http://doi.org/10.1007/s10943-021-01190-0
http://doi.org/10.1007/s10900-015-0071-8
http://www.ncbi.nlm.nih.gov/pubmed/26215167
http://doi.org/10.1017/S1041610216001678
http://doi.org/10.1007/s10943-019-00924-5
http://www.ncbi.nlm.nih.gov/pubmed/31595445
http://doi.org/10.1097/NAQ.0000000000000506
http://doi.org/10.1186/1748-5908-1-1
http://doi.org/10.1186/s13012-017-0696-3
http://doi.org/10.1007/s11606-006-0267-9
http://doi.org/10.1016/B978-0-08-044894-7.01197-0
http://doi.org/10.3389/fpubh.2019.00064
http://doi.org/10.1186/s12913-018-2938-8
http://www.ncbi.nlm.nih.gov/pubmed/29534729
http://doi.org/10.1016/S0027-9684(15)30680-5
http://doi.org/10.1093/geroni/igaa019
http://www.ncbi.nlm.nih.gov/pubmed/32613086
http://doi.org/10.1093/ptj/pzab001
http://doi.org/10.1080/14697017.2013.768426


Int. J. Environ. Res. Public Health 2022, 19, 4498 18 of 18

27. Walker, T.J.; Brandt, H.M.; Wandersman, A.; Scaccia, J.; Lamont, A.; Workman, L.; Dias, E.; Diamond, P.M.; Craig, D.W.; Fernandez,
M.E. Development of a comprehensive measure of organizational readiness (motivation × capacity) for implementation: A study
protocol. Implement. Sci. Commun. 2020, 1, 103. [CrossRef]

28. Gilmore, G.D. Needs and Capacity Assessment Strategies for Health Education and Health Promotion, 4th ed.; Jones & Bartlett
Learning: Burlington, MA, USA, 2011; Available online: https://www.amazon.com/Capacity-Assessment-Strategies-Education-
Promotion/dp/1449646441 (accessed on 24 February 2022).

29. Goldberg, J.M.; Sklad, M.; Elfrink, T.R.; Schreurs, K.M.; Bohlmeijer, E.T.; Clarke, A.M. Effectiveness of interventions adopting a
whole school approach to enhancing social and emotional development: A meta-analysis. Eur. J. Psychol. Educ. 2019, 34, 755–782.
[CrossRef]

30. Stanhope, K.K.; Bettermann, E.; Stevenson, E.C.H.; Julius, S.D.; Kafi, A.; Kay, C.; Gazmararian, J.A. Feasibility of a multicomponent
program to promote physical activity and nutrition in Georgia low-income early care and education settings. Child. Obes. 2018,
14, 358–367. [CrossRef]

31. Bruening, R.A.; Coronado, F.; Auld, M.E.; Benenson, G.; Simone, P.M. Health education workforce: Opportunities and challenges.
Prev. Chronic. Dis. 2018, 15, 180045. [CrossRef]

32. Hassan, E. Recall bias can be a threat to retrospective and prospective research designs. Internet J. Epidemiol. 2006, 3, 4. [CrossRef]

http://doi.org/10.1186/s43058-020-00088-4
https://www.amazon.com/Capacity-Assessment-Strategies-Education-Promotion/dp/1449646441
https://www.amazon.com/Capacity-Assessment-Strategies-Education-Promotion/dp/1449646441
http://doi.org/10.1007/s10212-018-0406-9
http://doi.org/10.1089/chi.2018.0088
http://doi.org/10.5888/pcd15.180045
http://doi.org/10.5580/2732

	Introduction 
	Materials and Methods 
	Program Description 
	Program Recruitment and Implementation 
	Evaluation Design and Measure 
	Data Collection and Procedures 
	Statistical Analysis 
	Qualitative Analysis 

	Results 
	Church Partner Characteristics 
	Experience Implementing Program Activities and Modifications 
	Core Activities 
	Support Activities 
	Educational and Awareness Activities 
	Worship Modifications 
	Barriers to Implementation 

	Focus Group Findings 
	Barriers to Implementing Activities 
	Support Provided and Needed 
	Use of Program Funding 


	Discussion 
	Adapting Health Promotion Programs Virtually 
	Assessing Community Organization Capacity for Programming 
	Developing a Program Manual 
	Conducting Structured Workshops for Program Implementors 
	Hiring Health Educators 
	Strengths and Limitations 

	Conclusions 
	Appendix A
	Appendix B
	Appendix C
	Appendix D
	Appendix E
	Appendix F
	References

