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Abstract
CVD-related mortality rates among Russian immigrants are as much as 50 percent higher than U.S. natives.  Russian immigrants are religiously and racially homogenous with the U.S. dominant culture, promoting their invisibility in the scientific community.  In the last 20 years, the immigrant population has increased from 3.5 percent to 13.9 percent in Charlotte, North Carolina.  Immigrants rally around faith-based communities (FBCs) to promote social cohesiveness.  Evidence demonstrating benefits of group health education at FBCs is accumulating.  Healthy People 2020 includes community-based primary prevention in the areas of nutrition and physical activity (PA) as one of its objectives.  A quality improvement (QI) project, in collaboration with a local health department, was developed to introduce nutrition and PA group education into a Russian immigrant FBC.  The Neuman Systems Model and the Reach Effectiveness Adoption Implementation and Maintenance framework were utilized for theoretical structure to the project.  Based on systematic reviews of multiple randomized controlled trials demonstrating statistically and clinically significant health improvement outcomes, the CDC and IHI have recommended a multi-component and technology-supported community wellness program structure.  Incorporating these recommendations, a 3-month program among a volunteer sample in a Russian immigrant FBC was implemented, with monthly group health education, pedometer utilization for PA monitoring, and social media support through private groups on Facebook, Twitter, Instagram and Snap Chat.  A Russian version of a WHO-based weight-loss curriculum was utilized.  Weight and time engaged in PA per week were collected before and after program implementation.  59 Russian immigrant participants volunteered to take part in the program, with 45 completing the program.  Results show that participants had an increase in time spent engaged in PA per week, but had no effect on weight. 
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Culturally and Linguistically Tailored Faith-Based Approach to Community Health Education Among Russian Immigrants
Chapter 1: Introduction
Introduction to the Problem
Immigration involves considerable disruptions, threatened health, increased vulnerability, and risk for poor health outcomes (De Chesnay & Anderson, 2012; Healey et al., 2017; Van Son & Gileff, 2013).  The immigrant population in Charlotte, North Carolina (NC) metropolitan area has increased from 17,875 (3.5 percent of the population) in 1990 to 137,745 (13.9 percent of population) in 2013 (The Charlotte International Cabinet, 2015).  Russian immigrants’ homogeneity within the dominant American culture, both racially (Caucasian) and religiously (Christian), prevents recognition of this ethnic minority as different, prompting their invisibility in the scientific community (Bagdasarov & Edmondson, 2013).  Mortality rates from cardiovascular diseases (CVD) among Russian immigrants in the US are up to 50 percent higher than native-born whites, (Fridman, Bergmann, & Vandalovsky, 2006; Van Son & Gileff, 2013).  
Healthy People 2020 propose to reach a more diverse base of people by increasing the number of community-based organizations that provide population-based primary prevention services in nutrition and physical activity (PA) (Office of Disease Prevention and Health Promotion (ODPHP), 2017).  A Cochrane review of 58 studies between 1990 and 2013, evaluating the effectiveness of community-driven interventions in health improvement among ethnic minorities, including immigrant ethnic minorities, demonstrates that moderate improvement in health measures can be achieved through group-based health education led by professional staff (Anderson et al., 2015).  Many immigrant groups living in the US rally around faith-based communities (FBC) to continue cultural traditions, language, group cohesiveness, and social networking (Amit & Bar-Lev, 2015).  Evidence that demonstrates the benefits of healthcare and FBC partnerships is accumulating with positive statistically and clinically significant changes in physical health parameters such as blood pressure (BP) and body mass index (BMI), reported in literature spanning from 1990 to 2008 (Cronje et al., 2017; Dyess, 2015; Tettey, Duran, Andersen, & Boutin-Foster, 2017; Yeary, Klos & Linnan, 2012).  
Purpose
A quality improvement (QI) project to introduce a wellness program into a Russian immigrant FBC was developed using the conceptual (C): Neuman Systems Model (NSM), and theoretical (T): Reach Effectiveness Adoption Implementation and Maintenance framework (REAIM) (Butts & Rich, 2015; Fawcett, 2014; Lane, Murphy & Bauman, 2015).  Russian immigrant members of the Word of Grace Bible Church (WGBC) congregation participated in a faith-based, culturally and linguistically tailored, Technology Supported Multi-Component Counseling Intervention (TSMCI), to improve time engaged in PA and reduce weight.  The QI project design was structured by Center for Disease Control and Prevention (CDC)’s (2017) community engagement recommendations, and Institute for Healthcare Improvement (IHI)’s TSMCI recommendations.  A systematic review of randomized controlled trials (RCTs) spanning from 1966 to 2008 is the basis for the IHIs recommendations (The Community Guide, 2017).  Wellness programs structured on IHI’s TSMCI among insurance companies, states, and large corporations such as IBM, have demonstrated improvements in population health measures (The Community Guide, 2017).  The QI project was implemented in collaboration with Union County Health Department (UCHD) as a community outreach program in which the participants were introduced to department services.
Background of Problem of Interest
Healthy People 2020 and WHO.  Healthy People 2020 (HP2020) propose recommendations to address general health status, well-being and health quality, determinants of health, and disparities (Committee on Leading Health Indicators for Healthy People 2020 & Institute of Medicine, 2011).  The inclusion of community education related to nutrition and PA are direct objectives of HP2020.  Addressing social determinants of health through participatory processes is a World Health Organization (WHO) strategy to reduce health disparities (Anderson et al., 2015).  Health disparities and lower socioeconomic standing, affecting social determinants of health, are prevalent among immigrant groups (Mehta & Elo, 2012; Yang & Hwang, 2016).  Community-based nutrition and PA education among immigrants aligns with HP2020 and WHO objectives.
[bookmark: _Hlk499572346]Triple Aim.  To improve healthcare, The Institute for Healthcare Improvement (IHI) developed a framework designed to pursue three simultaneous goals: better quality and satisfaction of the experience of care by patients; improved population health; and reduced healthcare costs (Institute for Healthcare Improvement, 2017b).  The underlying purposes of the Triple Aim include: a decreased illness burden, decreased healthcare costs, more simplified and coordinated care, and healthier populations (Institute for Healthcare Improvement, 2017b).  One way to achieve all three Triple Aim goals simultaneously is to establish and promote creative preventative healthcare programs. 
Faith-based health care interventions.  There has been an increase in partnering with churches and other religious organizations as a point of access for many health interventions in areas where healthcare access is not always optimal (Levin, 2014; Smalley & Warren, 2014).  The benefits of faith-based health initiatives are many: churches are widely located, with a pivotal role in educating communities with limited resources; churches have deep community ties and well established social networks that can help reinforce various health program; churches have a history of volunteerism; and churches are involved with multiple generations, reaching all age groups (Levin, 2014; Smalley & Warren, 2014; Yeary et al., 2012).  Evidence demonstrates faith-based intervention studies have statistically and clinically significant improvements on general health, cardiovascular diseases, cancer, nutrition, PA, diabetes, obesity, sexually transmitted diseases, and smoking (Newlin, Dyess, Allard, Chase, & Melkus, 2012; Smalley & Warren, 2014).
Relevance to Intended Population
Immigrants are a vulnerable population due to continuous interactions and adaption to a different society with unfamiliar economic, political, and cultural factors (De Chesnay & Anderson, 2012).  To reduce immigrant vulnerability, the Office of Refugee Resettlement (ORR), an agency of the Department of Health and Human Services (DHHS), promotes and funds ethnic, community-based programs and organizations that provide a variety of services to immigrants to enhance integration into the US society (US DHHS, 2017).  The ORR maintains that such organizations can increase their effectiveness by improving the provision of refugee services, and empower immigrant communities by encouraging active refugee participation in integration (US DHHS, 2017).  Such programs can facilitate cultural adjustment, function as information exchanges, encourage civic participation, build the immigrant community, enhance available resources, and educate the public about refugee needs, thus building bridges between immigrant communities and all available support resources (US DHHS, 2017). 
Needs Assessment
In the last twenty years, significant population growth and demographic shifts have occurred in Charlotte, NC metropolitan area.  Charlotte has experienced a 12.44 percent growth rate since 2010 (Charlotte Chamber Economic Development, 2017), but the significance rests in a rapid growth of the immigrant population.  The immigrant population in Charlotte increased from 17, 875 (3.5 percent of the population) in 1990 to 137, 745 (13.9 percent of the population) in 2013 (The Charlotte International Cabinet, 2015).  The Charlotte International Cabinet (2015) reports that among the immigrant group, 37 percent report no access to affordable quality healthcare, 23 percent do not regularly see a doctor due to financial barriers, 9 percent do not receive health care when needed, and 17 percent seek health care at an emergency department instead of a primary care provider.  
Russian immigrants from Eastern Europe, or former Soviet Union countries, compromise a substantial amount of the immigrant population in the US, with the latest data demonstrating that there are 3,042,388 individuals by official record (or roughly 1 percent of US population) as of 2010 (United States Census Bureau, 2017).  
Russian immigrants are also prevalent around the Charlotte, NC metropolitan area; with unofficial estimates around 20 thousand individuals (L. Yuzko, personal communication, March 02, 2017).  A variety of services that target the Charlotte, NC Russian community exists, but no health promotion, wellness, or health education programs are available within this area (Russian Charlotte News, 2017).  Russian immigrants are medically underserved, with gaps in culturally appropriate health care services (Bagdasarov & Edmondson, 2013; Landa et al., 2015).  Wellness and prevention education programs, reaching this group at the heart of their ethnocultural congregations, are needed to address health disparities among this understudied, invisible ethnic minority.
It is widely accepted that proper nutrition and exercise are the cornerstones of managing many chronic diseases (Anderson et al., 2015).  Effective education about nutrition and exercise are a form of primary prevention, and in recent years, many insurance companies, employers, communities, and healthcare systems have recognized the value of establishing formal wellness programs to educate and motivate participants to adhere to proper nutrition and PA (The Community Guide, 2017).  Russian immigrants need guidance on preventative measures such as exercise and nutrition since this was not stressed in Soviet healthcare (Shpilko, 2006).  Bringing preventative services to where the immigrants can be found is an effective way to provide care for these groups (US DHHS, 2017).  
Significance of Problem Related to Healthcare
	 Reduction of health disparities is not only morally driven, but also an economically motivated goal (Anderson et al., 2015).  Economic devastation from health disparities includes a reduction of human potential and productivity, as well as costlier treatments for diseases that are otherwise preventable (Anderson et al., 2015).  Rising chronic disease prevalence means that chronic disease management, preventative healthcare programs, clinical assessment, and treatment need to be reevaluated and enhanced.  Such enhancement can often be achieved through consideration of the patients’ and communities’ explanatory health belief models (Van Son & Gileff, 2013). 
Barriers to optimal immigrant health have a direct and significant impact on healthcare.  As a group, immigrants comprise 13.2 percent of the US population as of 2014 (Yang & Hwang, 2016).  Cultural, linguistic, and financial barriers, as well as reduced chronic disease management utilization, contribute to poor engagement with preventative services (Van Son & Gileff, 2013).  Health problems among immigrants are numerous due to inadequate levels of knowledge related to optimal health practices (Van Son & Gileff, 2013, Landa et al., 2015).  Thus, immigrants experience worsening health until a point of significant personal disease burden, which drives them to seek acute and urgent care (Yang & Hwang, 2016).  This approach significantly increases the financial costs to the healthcare system overall, because many immigrants are uninsured, as well as increasing the personal disease burden to the immigrants themselves, reducing their quality of life (Yang & Hwang, 2016).  Such trends are also seen in Russian immigrant health behaviors, and are influenced by former Soviet Union ideology and a socialist healthcare system (Landa et al., 2015).  Reframing immigrant thinking is required to tip the scale in favor of prevention and optimal chronic disease management, as opposed to delaying prevention and care until acute management is needed (Van Son & Gileff, 2013).	
Discussion of How Identified Practice Setting Supported Project
	As a medical interpreter, this author became acutely aware of the devastating health disparities among Russian immigrants.  Finding support in the literature for the concept of improved health outcomes through faith-based health interventions, this author approached several Russian immigrant community leaders with the idea of implementing a health education program in a FBC.  This idea was widely accepted among the community.  Several Russian immigrant churches in Charlotte, NC were open to the idea to serve as the site of implementation.  However, this author chose a smaller congregation due to time constraints of the project.  WGBC in Indian Trail, NC was accepting of the project idea, willing to donate resources and funding, and give this author freedom in the scope of the project, in the interest of promoting health among its members, since the congregation does not currently have any formal health and wellness programs. 
Definitions
	This author intends the following terms, found in the project, to be defined as follows: 
· Russian immigrants: Individuals who have immigrated to the US from Russia, Russian-speaking Eastern Europe, or former Soviet Union countries (Van Son & Gileff, 2013).
· Culturally and Linguistically Tailored: Changes to program elements which, while maintaining the evidence-based framework that the program is structured on, reflect an understanding, respect and congruence with an individuals’/groups’ set of beliefs, values, customs, communication preferences, behaviors, attitudes, past experiences, thoughts and language (Healey et al., 2017; Mascolo, Alfonso, & Flanagan, 2014).
· Faith-based communities (FBCs): A group of individuals united on a basis of religious belief, who come together for religious meetings on a regular basis (Yeary et al., 2012).
· Acculturation: Cultural modification of an individual by adapting traits (such as language or values) from the dominant culture (Healey et al., 2017).
· Physical Activity: Any sustained skeletal muscle movement and physical effort, requiring energy expenditure (World Health Organization, 2017). 
· Group Health Education: Presentation of previously unknown and reinforcement of commonly known information and other learning experiences related to health knowledge and attitudes in a setting of 5 or more individuals (Anderson et al., 2015).
· Evidence-based: Practices that rely on support of empirical data demonstrating benefit, in place of traditional protocols that do not have the empirical support (Healey et al., 2017; Mascolo et al., 2014).
· Social Media: Internet-based, computer mediated technological programs which allow users to form virtual networks for the purposes of interactions, sharing of ideas, information and social support (Turner-McGrievy, & Tate, 2013).
· [bookmark: _Hlk499379676]Digital Natives: Individuals brought up during the era of ubiquitous digital technology availability, so named due to the ease and comfort of adopting new digital technologies (Wang, Myers, & Sundaram, 2013).
· Digital Immigrants: Individuals brought up before widespread digital technology availability, so designated due to potential resistance and discomfort with adopting new digital technologies (Wang et al., 2013).
· Pedometer: A technological instrument that can be worn on the body which estimates distances travelled by recording steps taken (Sullivan, Espe, Kelly, Veilbig, & Kwasny, 2014).
Assumptions
	This project was based on the following assumptions: 
· Health outcomes are related to level of health education and health literacy.
· Many immigrants from the former Soviet Union have a background of low education levels due to Soviet oppression.
· Varying degrees of acculturation among Russian immigrants creates financial, linguistic and cultural barriers to engaging in health-related education.
· Bringing health education efforts to places where Russian immigrants already congregate will improve program reach, effectiveness, adoption, implementation and maintenance.
· Improved health related knowledge will increase engagement in desired health related behaviors among Russian immigrants.
· Adoption of evidence-based health behaviors will improve health outcomes among Russian immigrants, improving their quality of life, and driving down US healthcare costs by reducing crisis management of diseases.
· Evidence-based nature of project will enhance effectiveness of intervention, as well as promote participant interest, engagement and retention.
· Collaborative efforts between health department, this author as representative of advanced practice nursing and project coordinator, and an immigrant FBC will increase participant awareness of available preventative and health care services, and increase participant willingness to engage in these services due to formation of professional relationships with healthcare representatives.
· All project team members, volunteers and site will be available for implementations as planned, without any unforeseen circumstances precluding commitment follow through.
· Financial project partners and stakeholders will support project as planned, as a substantial amount of financing is needed for full implementation.
· Russian immigrant participants of intervention will have high participation and retention rates.
Project Objectives
The main project objective was improved health-related nutrition and PA knowledge, as well as desired related behavior, among Russian immigrants.  This objective was measured by tracking changes in time spent in PA per week, and weight.  The second purpose of the project was identification and selection of effective, health-related nutrition and PA knowledge and behavior QI interventions.  A clear demonstration of empirical support of chosen interventions, through evaluation and syntheses of evidence, served as the measure for this purpose.  The final objective was Russian immigrants’ increased awareness of the availability of local health department services.  This final objective was measured by Russian immigrants’ exposure to health department representative presentation.  
Chapter 2: Research-Based Evidence
Literature Review and Synthesis
A review of the literature was performed by searching in the following databases: Cumulative Index of Nursing and Allied Health (CINAHL), Medline, PsychINFO and Cochrane Database of Systematic Reviews.  The search terms included: faith-based health promotion, faith-based interventions, healthcare and faith-based organizations, Russian immigrant health, immigration and health, group health education, community education, and technology and social media supported health promotion.  Inclusion criteria were peer-reviewed publications between 2012 and 2017, with full online availability, systematic review and meta-analyses of randomized controlled trials, or clinical guidelines based on systematic reviews, meta-analyses and clinical trials, or studies and journal articles.  Exclusion criteria included newspapers, newsletters, and dissertations.  Due to limited publications regarding Russian immigrants between 2012 and 2017, this search was expanded to include publications since 2002, or in the last 15 years.  After reviewing 110 abstracts, 30 publications were chosen for full review.
Healthcare and faith-based organizations.
Effective but underutilized partnerships.  A review of available literature revealed the consensus that faith-based and community-based health care interventions are an underappreciated, underutilized, but highly valuable avenue of improving population health (Bopp & Fallon, 2013; Clemans-Cope et al., 2015; Keefe et al.,, 2016; Levin, 2016; Newlin et al., 2012; Yeary et al., 2012).  Multiple factors contribute to the positive outcomes when health interventions are delivered in FBCs.  FBCs have a mission of healing and service, promoting and endorsing health of the community, a long history of service to the underserved, and resources such as facilities and volunteers (Levin 2016; Newlin et al., 2012; Yeary et al., 2012).  A prominence of healing and service in FBCs, as seen in African American (AA) and Hispanic cultures, facilitate a trusting and culturally congruent environment (Levin, 2014; Newlin et al., 2012; Yeary et al., 2012).  Entire family involvement in FBCs provides access to all age groups for health behavior changes (Yeary et al., 2012).  FBCs are pervasive social institutions, with significant community ties, and accessibility to individuals that may not be found among any other social institutions (Yeary et al., 2012).  Faith and community-based membership includes individuals who share similar ethnicity, socioeconomic status, language, life experiences, and culture (Clemans-Cope et al., 2015; Newlin et al., 2012).  Across multiple studies, authors make a compelling case for partnerships between organizations of the healthcare systems (i.e. hospitals) and FBCs, to improve health outcomes in population health (Bopp & Fallon, 2013; Clemans-Cope et al., 2015; Keefe et al., 2016; Newlin et al., 2012; Yeary et al., 2012).  
	Interventions effectively implemented in FBCs with positive health outcomes include breast and cervical cancer screening, nutrition, PA, HIV/AIDS, CVD, diabetes, and smoking (Abara, Coleman, Fairchild, Gaddist & White, 2015; Levin, 2016; Yeary et al., 2012).  Religious affiliation among AAs provides evidence of mortality risk reduction and quality of life and health improvement (Wingood et al., 2013).  Hispanic FBCs also demonstrate effective interventions in improving rates of PA among churchgoing Latina women (Beard, Chuang, Haughton, & Arredondo,2016). 
Stemming from the recommendations of CDC and National Institute of Health (NIH) to form partnerships between stakeholders and FBCs in public health challenge areas, Newlin et al. (2012) performed a methodological review of faith-based health promotion literature relevant to AAs, a racial minority, between 1990 and 2010, based on Cochrane review recommendations.  After reviewing 19 quantitative studies with empirical findings focused on FBC-based health promotion related to Diabetes among AA’s, the authors found that significant health outcomes are reported in weight loss, BP improvement, glycemic control, lipid level improvement, and improved knowledge related to diseases, PA and nutrition (Newlin et al., 2012).  When similar interventions were studied in FBCs versus secular settings, FBC results were significantly more effective, according to the review results (Newlin et al., 2012).  Limitations of this review include the limitations inherent in the studies chosen for review.  Most studies identified by Newlin et al. (2012), which met criteria of quantitative interventions reporting empirical data, failed to utilize any theoretical frameworks, thereby making it difficult to determine exactly how concepts were related to one another.  Lack of standardizations across the identified studies are also a limitation to the review of data (Newlin et al., 2012).  However, the authors do note that although standardization promotes program fidelity, highly standardized interventions may not have practical applicability among all FBCs.  
Wingood et al. (2013) conducted a two-arm comparative effectiveness trial, comparing CDC’s evidence-based SISTA HIV intervention and a faith-based adapted version of SISTA (P4 for Women) at an AA FBC.  The authors aimed to determine if adaptations of a tier I evidence based intervention to accommodate faith-based beliefs, such as elimination of condom distribution, was plausible and would yield similar results to CDC’s intervention (Wingood et al., 2013).  One hundred and thirty-four AA women from a 25, 000-member church in Atlanta, GA were surveyed at baseline, 3 months and 6 months post intervention (Wingood et al., 2013).  The authors discovered that tapping into religious social capital is effective in HIV risk reduction among AA women (Wingood et al., 2013).  Both arms of the study showed statistically significant increases in condom use, with participants reporting 3.6 times more likely to use condom after interventions (Wingood et al., 2013).  However, P4 for Women had additional statistically significant effects on weeks of sexual abstinence, as well as increases in level of activity in church, and greater program retention rate than CDC’s SISTA intervention (Wingood et al., 2013).  The design of the study did have limitations such as a small sample size, short follow up period, and potential social desirability effect influencing survey results, even though the authors utilized computer assisted survey method (Wingood et al., 2013).   
As bilingual/bicultural studies in health promotion at FBCs are limited, Gutierrez et al. (2014) conducted a 12-week, bilingual, faith-based program to prevent diabetes among AA’s and Latino Christian churches in low-income New York City neighborhoods.  The authors utilized a bilingual program developed by a CDC-funded Center for Excellence for the Elimination of Disparities, called Fine, Fit and Fabulous (FFF) (Gutierrez et al. 2012).  This program includes nutritional education, fitness activities, and incorporation of spiritual elements through use of bible verses (Gutierrez et al., 2012).  One hundred and eighty-three participants among 15 Christian churches of varied denominations in the Bronx and Harlem areas participated in the program with pre-and post-surveys, nutrition tests and weight logs (Gutierrez et al., 2012).  Results demonstrated statistically significant improvement in health knowledge and healthy behaviors, including increased exercise, daily fruit and vegetable intake, portion size estimation, food label evaluation, decreased fast food consumption, and a 4.38 lbs. average weight loss among participants (Gutierrez et al., 2012).  Limitations of the study include narrow population focus (churches from Bronx areas) which may not be representative of other congregations, FFF was also part of a larger health initiative among participating churches, which aimed to increase health discussions from the pulpit, thus the positive results may have been influenced by the larger initiative (Gutierrez et al., 2012).  Other limitations included the study design, which was set up as a community-based intervention with brief and simple tools (Gutierrez et al., 2012).  Strengths of the study include inclusion of minorities, varied congregants, and inclusion of a linguistically and culturally adapted program (Gutierrez et al., 2012).  
The literature review revealed several components that add to the efficacy of health interventions in FBCs.  Consistent with Affordable Care Act (ACA) section 10211, which recommends that health practitioners collaborate with FBCs to support mental health changes for new mothers, Keefe et al. (2012) performed a qualitative study to identify themes through which FBCs help new mothers cope with post-partum depression (PPD).  After performing 30 semi-structured interviews with new AA and Latino mothers with PPD, referred from a large, multi-site, urban-based health center which served low-income communities, Keefe et al. (2016) identified that homogeneity between researchers and target populations increases the willingness of individuals to participate.  This study is limited by its qualitative nature.
Context is an important factor in the success of intervention (i.e. Baptists are three times more likely to quit smoking since smoking is labeled as sin in Baptist theology) (Yeary et al., 2012).  Yeary et al. (2012) performed a systematic review of process utilization in FBC health interventions, identifying 67 studies between 1990 and 2008, to determine which aspects of church-based health promotion are responsible for the reported efficacy of such programs (Yeary et al., 2012).  The authors discuss that no gold standard for quality process measures exists, contributing to low levels of comprehensive process evaluation inclusion in FBC health interventions, thus making it difficult to determine which factors contribute to faith-based health intervention efficacy (Yeary et al., 2012).  
Collaborative or participatory intervention design promotes and emphasizes the partner role of the community, enhancing sustainability (Newlin et al., 2012).  Church leadership endorsement provides program credibility, promoting participation and retention (Newlin et al., 2012).  Additionally, pastoral endorsement from the pulpit, church bulletin announcements, holding sessions at convenient times, inclusion of posters, flyers, prizes, awards, social support, and lay leader participation are effective recruitment, participation, and retention strategies (Keefe et al., 2016; Newlin et al., 2012).  These recommendations guided decisions for selection of project processes related to recruiting, participation, and retention of project participants.  Fallon et al. (2013) conducted a national study of faith leaders, with internet-based, opt-in cross-sectional survey among 676 participants.  The authors found that faith-based health counseling available at their church was reported by 62.7 percent (Fallon et al., 2013).  The authors determined that larger congregations, with greater parent organization support increased the odds of health-based health counseling being offered at a church (Fallon et al., 2013).
Lack of rigor in available studies.  Faith-based health program efficacy is established in literature; however, due to lack of methodologically rigorous studies, it is unclear which aspects of programs contribute to affecting lasting behavior changes (Abara et al., 2015; Newlin et al., 2012; Yeary et al., 2012).  In their review, Yeary et al. (2012) identified that out of seven process evaluation components (context, reach, dose delivered, dose received, fidelity, implementation, recruitment), on average, three components were measured in the studies evaluated.  Although methodological rigor is desired for optimal empirical data, and standardized interventions promote intervention fidelity, highly standardized interventions may not be practical or suitable across all FBC settings due to cultural variations among each setting (Newlin et al., 2012).  In addition to a lack of standardization in studies, there is a lack of any level of standardization in health and wellness programs already present among FBCs, with differing levels of involvement, activities, and participation (Bopp & Fallon, 2013).  There are no empirical studies evaluating barriers to health and wellness programs in FBCs (Fallon et al., 2013).  The barriers that have been reported in several studies include small congregation size, lack of support or interest, no formal health ministry, and financial barriers (Fallon et al., 2013; Keefe et al., 2016). 
Legal and constitutional challenges of partnership.  Separation of church and state poses challenges to health intervention implementation in FBCs.  Federal funding cannot be used to support strictly religious activities such as worship, but can be used for social service programs, which are separated from religious activities (Levin, 2014; Newlin et al., 2012).  Separating health and religious activities among FBCs is necessary for these purposes.  However, spiritual elements are difficult to remove from standardized health interventions in FBCs (Newlin et al., 2012).  Faith-health partnerships continue to have legal and constitutional boundaries; however, government administration continues to recognize that this partnership strengthens public health (Levin, 2014). 
[bookmark: _Hlk499576968]Official part of public health.  The challenge of meeting public health priorities requires creative partnerships, and FBCs are allies with public health in this instance (Levin, 2014).  Faith-health collaboration dates to the 19th century, with major faith traditions founding the earliest hospitals; current faith-health partnerships are an official part of public health through the Office of Faith-Based and Neighborhood Partnerships, and Center for Faith-Based and Neighborhood Partnerships with DHHS (Levin, 2014).  Furthermore, there are recommendations by the CDC and the NIH for a partnership between stakeholders and FBCs in public health challenge areas such as diabetes (Newlin et al., 2012). 
Russian immigrants in America. 
Health of immigrants in the US.  In 2014, the foreign-born population of the US reached its highest level since 1930, or 13.2 percent of the population (Yang & Hwang, 2016).  Language other than English spoken at home rose 148 percent between 1980 and 2009, with 20 percent of the US population reporting foreign language spoken at home (Shin & Ortman, 2011).  Yang and Hwang (2016) discuss that in 2014, 21.4 percent of immigrants were uninsured compared to 8.7 percent of those born in the US.  Additionally, 29 percent of immigrants never visited a provider, compared to 17.6 of native-born US residents (Yang & Hwang, 2016). 
Community health education has been considered as a health promotion activity among immigrants.  Anderson et al. (2015) performed a Cochrane review of 58 international studies, available between 1990 and 2013 with 133, 852 participants, evaluating the effectiveness of community-driven interventions in health improvement among ethnic minorities, which included immigrant ethnic minorities.  The authors evaluated 58 cluster-randomized controlled trials, RCTs, quasi-experimental designs, before and after studies, interrupted time series studies, and prospective controlled cohort studies that included at least one ethnic minority and at least two community partners (Anderson et al., 2015).  Heterogeneity in methodological designs prevents reporting of pooled effects on measures of health status (Anderson et al., 2015).  Through this review, the authors found that moderate improvement in health measures can be achieved through group-based health education led by professional staff (Anderson et al., 2015).  The limitation of the review in terms of lack of methodological homogeneity prevents the identification of the exact mechanisms contributing to measured improvements (Anderson et al., 2015).  
Another Cochrane review of available evidence of 33 RCTs involving health education among ethnic minorities, involving 7453 participants, demonstrates that among ethnic minorities, cultural adaptation in diabetes interventions is effective, with statistically significant improvements of outcomes measured at 3, 6, 12, and 24 months (Creamer, Attridge, Ramsden, Cannings,John, & Hawthorne, 2016).  However, the authors of this review concluded that there are no long-term trials, standardized trials, nor multi-centered RCTs available regarding culturally appropriate health education among ethnic minorities (Creamer et al., 2016).  The review is limited in that among the 33 RCT trials reviewed by the authors, none reported any outcomes past 24-month, and there was substantial intervention heterogeneity (Creamer et al., 2016).  
Russian Immigrants.  Russian language was one of the top languages responsible for the 148 percent increase in foreign languages spoken at US homes from 1980 to 2009 (Shin & Ortman, 2011).  Russian immigrants face challenges in socioeconomic adaptation, leading to reduced income levels and poverty, as well as selective acculturation, leading to language and cultural barriers to seeking healthcare (Alarcón et al., 2016; Michalikova, & Yang, 2016; Van Son & Gileff, 2013).  Additionally, compared to other immigrant groups, Russian immigrants have a higher percentage of older adults, related to a former Soviet Union law that required adult children to emigrate with their elderly parents during the Soviet era (Van Son & Gileff, 2013).  Over 25 percent of Russian immigrants living in the US are women over age 50 (Bagdasarov & Edmondson, 2013). 
Limited information is available in relation to evaluating the health of Russian immigrants.  To this end, Mehta and Elo (2012) compared differing levels of disability, functional limitations, and education of Russian immigrants and US born whites using data from 5-Percent Public Use Microdata Sample (PUMS) of the 2000 US Census Bureau, with a nationally representative sample size of 9312 Russian immigrants between the ages of 50-84 who entered the US between 1970 and 2000.  The authors utilized this immigration cutoff date because there is evidence that immigration after the year 2000 is less refugee status based and more employment based, thus creating a different cohort of immigrants (Mehta & Elo, 2012).  When compared to >2 million US born non-Hispanic whites, the authors found that Russian immigrants have considerably higher disability levels, despite adjusting for education, with 26 percent of Russian immigrants reporting functional limitations versus 18 percent of US born whites, with mean age reported as 63 years old among both groups (Mehta & Elo, 2012).  
Cultural barriers to optimal healthcare utilization.  Underutilization of preventative and healthcare services can be related to the Communist ideology (Landa et al., 2015; Van Son & Gileff, 2013).  Communist ideology reactively triggered mistrust of authority, along with promoting propaganda that included intense suspicion of the US during to the cold war era (Nietzel, 2016; Sherry, 2013).  Additionally, individualism was suppressed in favor of collectivism (Bagdasarov & Edmondson, 2013).  Oppositional religions and free thinkers that were immune to the Communist propaganda were rapidly dealt with through the Komitet Gosudarstvennoy Bezopasnosti (KGBs) extensive spy network, thus adding the element of fearing authority (Van Son & Gileff, 2013). 
 Landa et al. (2015) study of depression diagnosis and treatment rates among Russian immigrants discovered several cultural factors related to underutilization of healthcare services.  The authors administered the Patient Health Questionnaire-9, which measures depression, along with other survey questions such as functioning and treatment history among 102 Russian-speaking immigrant adults aged 18 to 95 years old in an urban primary care clinic in Brooklyn, New York (Landa et al., 2015).  Compared to the US primary care population rate of major depressive disorder (MDD) at 5-10 percent, 26 percent found among Russian immigrants indicates high rates of clinical depression with high rates of under diagnoses (Landa et al., 2015).  The data from the study confirms other reports in literature that fear of authority prevents this group from seeking health care for preventative services and chronic conditions while living in the US (Landa et al., 2015).  This fear originated from communist era oppression (Landa et al., 2015).  Russian immigrants were found to avoid healthcare utilization until exacerbations forced them into acute care, thereby increasing the financial and personal disease burden (Landa et al., 2015; Yang & Hwang, 2016).  
House visits were central to Soviet era healthcare, creating another cultural barrier to seeking preventative services in the US, because Russian immigrants were used to receiving health services in their homes (Nichol, 2011; Van Son & Gileff, 2013).  This highly personalized provider-patient relationship created certain expectations in the minds of immigrants, and long health specialists wait times in the US healthcare system, along with short provider visits, is challenging for Russian immigrants to understand (Landa et al., 2015).  
Less acculturated Russian immigrants do not trust their healthcare providers unless they are part of their Slavic community (Van Son & Gileff, 2013).  To explore the prevailing health belief model, Van Son and Gileff (2013) conducted a 16-month ethnography study observing and interviewing 28 Russian immigrants, care givers and informants in a Pacific Northwest metropolitan area with over 100,000 Russian immigrant population.  The authors used convenience, purposeful and snowball sampling of older Russian emigres and family caregivers, as well as key informants through professional contacts, such as social services agents, interpreters, nurses, family physicians, and pastors (Van Son & Gileff, 2013).  The study yielded descriptive themes of the immigrants’ health beliefs model, framed by Kleinman’s explanatory model (Van Son & Gileff, 2013).  The main themes of the causes and management of chronic diseases were identified to be: aging, exposure to cold and drafts, hard life in the Former Soviet Union, including religious oppression, with lack of health education increasing reliance on folk remedies, and dependence on information obtained in Slavic church communities (Van Son & Gileff, 2013).  Another cultural peculiarity is that there is pervasive fear that non-community member health care providers will somehow report on the immigrants to the government or employer (Landa et al., 2015).  Little personal information, beyond the very bare necessities, is disclosed to the providers, which is a culturally mediated Russian immigrant behavior, reflected in literature (Brouwer, Mosack, Wendorf & Sokolova, 2013).  Additionally, when a provider develops a plan, Russian immigrants tend not to question any part of it for fear of authority, and agree with the plan to appease the person in authority (Brouwer et al., 2013).  However, very often they do not comply with the proposed plan, instead relying on proven folk remedies (Nichol, 2011).  Brouwer et al. (2013) administered a survey to 105 Russian immigrant women, with hypertension, in a Mid-western city, to study how health behavior and cultural variables influenced medication adherence among Russian immigrant women between the ages of 65-89 years old.  Due to the high percentage of missing data (up to 21.6 percent), the authors performed a secondary analysis on missing data instead, to determine if a relationship exists between cultural-level variables and missing data on a health survey (Brouwer et al., 2013).  The authors discovered that the degree of acculturation to American culture corresponded to missing data on a health survey, with an inverse relationship (Brouwer et al., 2013).  This information supports a finding in literature that distrust of Western medication, and culturally mediated health beliefs, increase reluctance of Russian immigrants to engage with the US healthcare system (Brouwer et al., 2013).  
Medication compliance is a challenge, secondary to low levels of medical and disease knowledge, a mistrust of capitalism, and the belief that the pharmaceutical industry, in partnership with the provider, is out for profits (Van Son & Gileff, 2013).  Health related and disease related levels of knowledge are very low, leading to a misunderstanding of the importance of chronic disease treatment modalities prescribed by US healthcare providers, further reducing treatment compliance (Van Son & Gileff, 2013).  
	Prevalent chronic conditions.  Chronic conditions that afflict the Russian immigrant group are reflective of the prevalent chronic conditions of the general US population, especially ones that are heavily influenced by lifestyle, such as hypertension (HTN), diabetes, hyperlipidemia and obesity (Brouwer et al., 2013; Shpilko, 2006; Van Son & Gileff, 2013).  Other chronic conditions present among this group include arthritis and glaucoma (Van Son & Gileff, 2013).  Depression and anxiety are also prevalent, exacerbated by cultural mental illness disclosure taboos, promoting suppression of emotions and feelings (Bagdasarov & Edmondson, 2013; Brouwer et al., 2013; Landa et al., 2015).  Mortality rates from cardiovascular diseases among Russian immigrants in the US are 50 percent higher than native-born whites, (Fridman et al., 2006; Van Son & Gileff, 2013).  Fridman et al. (2006) compared rates of cardiovascular risk factors between Russian immigrants and American born whites admitted to an in-patient cardiac unit in lower Manhattan.  The authors carried out a prospective, case-control observational study between 47 Russian immigrants and 56 American born whites admitted to the cardiac unit and determined that Russian immigrants have more risk factors to develop coronary artery diseases (CAD), higher systolic blood pressure, more prevalent cardiac family history, higher rates of peripheral vascular diseases, myocardial infarctions, active smoking, and coronary revascularization (Fridman et al., 2006).  Additionally, over 55 percent of Russian immigrants reported using non-American cardiac medications, including medications containing nitroglycerin-based compounds (Fridman et al., 2006).  
Community-based health interventions.  Collaboration to promote community-based health interventions among healthcare organizations and communities can directly influence individual and population health, which depends on the complex interplay of individuals, populations, and the surrounding social environment (Anderson et al., 2015).  Cross-sectorial collaboration leads to pooling of community financial and technical resources, resulting in cost reduction and effort multiplication (Anderson et al., 2015).  Community empowerment, and social capital building through diversification of social networking, promotes trust and an increase in shared norms (Anderson et al., 2015).  In community-organizational collaborations promoting PA, media communication demonstrated higher levels of improvement (Anderson et al., 2015).  
Although they can be highly effective, collaborative community engagement interventions have the potential to introduce unintended harm.  Differences in the knowledge base between the community and the healthcare collaborators can lead to conflict and incorrect assumptions; an inequity of power in decision-making leads to a greater sense of disempowerment, which contributes to community member retention challenges (Anderson et al., 2015).  
Healey et al. (2017) systematic review of RCTs related to cultural adaptations in community health and mental health services demonstrates that certain cultural adaptations, identified as adaptation packages, lead to significant improvements in health outcomes and behaviors.  The authors evaluated cultural adaptations across health care services in 31 studies ranging between 1955 and 2015 to identify themes in interventions that increased effectiveness (Healey et al., 2017).  Healey et al. (2017) determined that these adaptation packages include: reformatting content to include information specific and congruent to culture, awareness and responsiveness to whole population traumatization if any, consideration of demographic variables such as age and ethnicity, awareness of medical mistrust contributing to underrepresentation in research, and integration of cultural values and perspectives into intervention.  Additionally, the authors found that simplified wording, alteration of group composition, and increased levels of interactivity enhance service experience, increasing satisfaction and likelihood of information uptake and follow through (Healey et al., 2017).  Finally, the authors found that interventions that resulted in significant health outcomes addressed the following main systematic barriers to effectiveness: location, transportation, language, affordability, childcare, and comprehension (Healey et al., 2017).  Strengths of this systematic review is the inclusion of rigorous studies for evaluation, but with a limited number of rigorous studies available for review (Healey et al., 2017).  
Social media and health interventions.  
Social media is prevalent and ubiquitous.  There is a worldwide rapid increase of social media utilization, with 46 percent of the global population reported as having Internet access, and 31 percent reporting activity in at least one social media account (Schroeder, 2017).  As of 2016, Pew Research Center statistics report that 87 percent of US adults use the internet, 66 percent of adults use a social networking site, 33 percent of US adults use a cell phone to obtain health information, and 41 percent report that choice of physician may be affected by social media (Wellde & Miller, 2016).  The preferred method of communication by digital natives (individuals brought up during the era of ubiquitous digital technology availability, so named due to the ease and comfort of adopting new digital technologies), social media, is creating a new virtual world with little chance of this trend being reversed (Lim, Wright, Carrotte, &Pedrana, 2016).  Choice of a social media site depends on personal preference, but the top five sites as of 2016 are Facebook, Facebook Messenger, Tumblr, Instagram, and Twitter (Schroeder, 2017).  There are 1.55 billion monthly Facebook users, and reportedly 400 million active Instagram accounts (Wellde & Miller, 2016). 
[bookmark: _Hlk495087212]Social media and health interventions.  Healthcare professionals should aim to reach their clients where they can be found, and are encouraged to become active on social media by the Mayo Clinic, with courses available for certification in social media basics (Schroeder, 2017).  In recent years, there has been a proliferation of health promotion utilizing social media, mainly providing social support, motivation, and information sharing (Lim et al., 2016).  Turner-McGrievy and Tate (2013) evaluated the role social networking site Twitter played in a 6-month RCT for weight loss promotion and social support among 42 participants through a sub-analysis of the data.  The authors found that Twitter use was predictive of weight loss, with a 0.5 percent weight loss per 10 Twitter post (Turner-McGrievy & Tate, 2013).  Additionally, the authors determined that high/medium Twitter engagers tended to be younger, and tended to decrease over time in rates of engagement (Turner-McGrievy & Tate, 2013).  The study does not differentiate the relationship between Twitter use and weight loss, making it unclear which variable affects which.  Hales, Davidson, and Turner-McGrievy (2014) performed a sub analysis of a randomized weight-loss study, which included a 4-month follow up maintenance support groups via monthly meetings and private Facebook online support groups among 42 participants.  The authors found that engagement with an online weight loss support group on Facebook, demonstrated associated weight-loss during the 4-month maintenance phase (mean 0.43kg weight loss/10 Facebook posts or likes) (Hales et al., 2014).  A limitation of this information is reduced generalizability of results due to participants being mostly white, highly educated females (Hales et al., 2014).  Additionally, no participant randomization into joining Facebook reduced clarity of the relationship of Facebook engagement and weight (Hales et al., 2014).  
[bookmark: _Hlk511229690]Healthcare information can be delivered through a variety of social media platforms, including mobile applications; currently, there are over 40 thousand health and medical applications available (Wellde & Miller, 2016).  Health promotion interventions delivered through social media have been shown to positively affect health knowledge, as well as attitude and health related behaviors (Lim et al., 2016; Monroe, Bassett, Fitzhugh, Raynor, and Thompson, 2017).  The true value of social media sites is their ability to connect patients and healthcare providers in a reciprocal fashion without physical boundaries (Schroeder, 2017).  The new normal in-patient education is social media, as increasingly busier patients appreciate instantaneous access to material (Wellde & Miller, 2016).	
Increased proliferation of health interventions delivered via social media has also led to a rise of frameworks designed to evaluate social media health intervention delivery (Lim et al., 2016).  Although many studies report a positive effect of utilizing social media to affect health related behaviors and knowledge, there are several RCTs that report mixed results as well.  Monroe et al. (2017) carried out a pilot study to determine efficacy of the addition of online social support to physical activity interventions that utilized pedometers in a 12-week RCT, which divided 63 participants into groups to with and without online social support tools.  Results show that both groups had significant increase in daily steps, but there were no differences between the groups, which the authors contribute to low utilization (65 percent) of online social support tools (Monroe et al., 2017).  A previous RCT had similar findings where a pedometer assisted walking program with, and without social support, had significant increase in steps taken, but no differences between groups (Richardson et al., 2010).  Reviews of other chronic disease interventions utilizing technology also demonstrate that high quality evidence is lacking.  McCabe, McCann & Brady (2017) performed a Cochrane review of mobile technology delivered self-management interventions in chronic obstructive pulmonary diseases (COPD), and did not find sufficient high-quality evidence for incorporating mobile technology interventions in the management of COPD.  The review included 3 studies and 557 randomized participants between interventions delivered via smart technology, or face to face (McCabe et al., 2017).  The authors found that for participants who received interventions for facilitation, support and sustainability in self-management of COPD, had significantly improved activity levels, self-management and, quality of life at 6 months (McCabe et al., 2017).  However, the authors could not determine this to be high quality evidence because only 3 RCTs were available for review, leading to high risk of bias and no trial measured long-term sustainability (McCabe et al., 2017).  Nevertheless, the authors did conclude that smart technology delivered interventions for self-management of a chronic disease is not harmful (McCabe et al., 2017).  
	Barriers.  Online relationships via social media are a new practice in the healthcare profession, with resistance to its adoption found among digital immigrants, or individuals who were raised before the widespread use of technology (Schroeder, 2017).  There are also challenges in bringing successful RTC pilot trials of healthcare interventions delivered via social media to larger scales (Lim et al., 2016).  Finally, just as health literacy has been a challenge in patient care, poor ehealth literacy prevents effective utilization of health information on social media sites (Schroeder, 2017).  An accepted ehealth literacy model proposes that to be ehealth literate, an individual needs fluency in several different factors: reading, writing, use of computers, knowledge of basic science, ability to critically appraise media content, understand health terms, and social context of online information (Schroeder, 2017). 
	Lack of standardization and rigor in healthcare utilization interventions.  Effectiveness and reach are poorly measured in health promotion interventions among social networking sites (Lim et al., 2016; Monroe et al., 2017).  Lim et al. (2016) performed a systematic review of available studies between 2006 and 2013 to identify evaluation practices in health promotion using social media.  Forty-seven studies were included with fifteen RCTs (Lim et al., 2016). The authors discovered that no consistent process evaluation measures were adopted across the studies, although the number of social media-related RCTs is increasing (Lim et al., 2016).  Reach reported ranged from a few hundreds to millions of users, with reports collected from web analytics (Lim et al., 2016).  Several issues identified by the authors across the studies include low response and retention rates, a previously identified trend in literature (Lim et al., 2016).  This suggests that data collected in studies can be biased towards high engagement participants, leading to overestimating acceptability (Lim et al., 2016).  Despite limitations on evaluation processes, many studies show objectively measured improvements associated with social media use (Lim et al., 2016).
	Strengths, weaknesses, gaps, and limitations.  Faith-based and healthcare partnerships, along with community health education, are strongly supported by literature.  There is also a strong consensus among the available studies that immigrant health is poorer compared to native-born US residents.  Few national or international standardized or long-term studies are available evaluating community health education among ethnic minorities, including immigrant groups (Anderson et al., 2015).  A large body of literature exists on community-based health promotion interventions, but until 2015, no reviews have been performed targeting community-based interventions to address ethnic minority interventions, and few studies with rigorous design can be found (Anderson et al., 2015).  There are limited bicultural and bilingual studies in health promotion at FBCs (Gutierrez et al., 2014).  An inadequate amount of evidence exists addressing community education programs targeting ethnic minorities.  Russian immigrants especially seem to be invisible in the scientific literature, with few studies, and no randomized control trials available.  Community-based health interventions are complex, with an evolving nature, and are highly susceptible to selection bias and publication bias (Anderson et al., 2015).  Robust research methodology is missing even among strong community-organizational collaborations (Anderson et al., 2015).  Complex contextual factors embedded within each community make it challenging to measure effect on a system-wide level (Anderson et al., 2015). 
Social media is prevalent, ubiquitous, and increasingly utilized for delivering health care interventions with positive effects on health knowledge and behaviors (Lim et al., 2016; Monroe et al., 2017).  Because the social media healthcare utilization field is relatively new, there is insufficient high-quality evidence demonstrating which elements of social media delivered interventions are most effective.  However, with its rapid expansion, the field has attracted the attention of the scientific community.  Frameworks created to evaluate social media delivered health interventions are proliferating.  With its continued presence and increasing utilization, social media should be considered and incorporated into all fields of healthcare to stay current. 
Theoretical Framework
The QI project to introduce a wellness program into an immigrant FBC was developed using the conceptual (C): Neuman Systems Model (NSM), and theoretical (T): Reach Effectiveness Adoption Implementation and Maintenance framework (REAIM) (Butts & Rich, 2015; Fawcett, 2014; Lane et al., 2015). 
Neuman Systems Model. The Neuman Systems Model (NSM) was utilized as a theoretical framework for the basis of project design to guide selection of essential elements.  The NSM conceptual model is comprehensive in breadth and views clients as holistic and multidimensional systems (Butts & Rich, 2015; Fawcett & DeSanto-Madeya, 2012).  Neuman emphasizes the importance of obtaining significant and comprehensive client data to make an objective diagnosis (Butts & Rich, 2015).  
Client wellness related to the environment and its stressors, including reaction to the stressors, is central to the NSM (Fawcett & DeSanto-Madeya, 2012).  The multiple lines of defense within this model insulate the client from harm caused by stressors, which supports the primary goal of nursing interventions designed to strengthen the flexible line of defense and reduce the negative impact of stress (Fawcett & DeSanto-Madeya, 2012).  Primary interventions enhance flexible lines of defense; secondary interventions strengthen the lines of resistance, and tertiary interventions help support the return of the client to a healthy state (Fawcett & DeSanto-Madeya, 2012).
The Russian immigrant community as a client system.  Major concepts and interrelations in the NSM were used as a framework to evaluate the Russian immigrant community as a client.  These concepts and their relationships guided the assessment, diagnosis, and intervention planning within the community, which identified its essential components, variables, and constructs.  This process helped clarify the relationships among the components that affect and influence each other, and helped provide a structured framework to the identified problem and solutions. 
The immigrant status and past life experiences of the Russian immigrant community affected four out of five survival variables identified in the NSM.  Physiological variables refer to the physical health of RIC members.  Psychological variables refer to the member’s mental processes and relationships.  Sociocultural variables refer to the community social and cultural functions, which play a significant role in basic health and wellness as they can either relieve or contribute to stress.  Sociocultural variable also refers to connection to a social environment, which includes connections within the community, outside of the community, and professional relationships.  Social trust, civic engagement, reciprocity, and neighborhood involvement promotes resiliency, strengthening the lines of defense through the sociocultural variable.  Developmental variables within the Russian immigrant community refer to life developmental processes that can include the age of community members, the maturity level of members, educational level of members, and previous history of stress-invoking events among the members.  The spiritual variable is considered an innate component of members’ primary structure.  Spirituality gives hope, which can strengthen the stability of a client system and lead to positive adaptation.  Suboptimal states among the physiological, psychological, sociocultural, and developmental variables contribute to weakened flexible lines of defense of the community, straining the lines of resistance.  This has led to inadequate responses to stress within the Russian immigrant community, manifested by health disparities, and reducing quality of life.  The planned QI intervention was hypothesized to potentially strengthen the flexible line of defense by addressing the physiological variable within the Russian immigrant community’s internal environment.  This is considered as a tertiary intervention within the NSM, with a goal to return the client to optimal health, or improve the health status of the immigrants.   
The Reach Effectiveness Adoption Implementation and Maintenance (REAIM).  The REAIM framework maximizes health promotion program effectiveness in practical settings (Cheney & Yong, 2014).  In addition to evaluation, it can be used for designing an intervention. Glasgow et al. (1999) proposed that for any community-based intervention design, all five factors must be addressed to increase the efficacy of the intervention, reducing waste in resources, promoting long-term (greater than six months) sustainability and improving overall impact.  Both individual participant (REM) and organizational (AIM) level elements are included (Glasgow et al., 1999).  These factors are considered as essential program elements and therefore included in the FBC health education design and implementation.  Appendix A contains the identification of all five factors as they relate to the program. 
Chapter 3: Methodology
[bookmark: _Hlk494887605]Project Design
Russian immigrant members of the WGBC congregation participated in a faith-based, culturally and linguistically tailored Technology Supported Multi-Component Counseling Intervention (TSMCI), to improve health related nutrition and PA knowledge and behavior as measured by time engaged in PA and weight.  The QI project design was based on IHI’s TSMCI recommendation stemming from a systematic review of randomized controlled trials (RCTs) spanning from 1966 to 2008 (The Community Guide, 2017), and CDC’s (2017) community engagement recommendations. 
The QI project was supported by UCHD as a community outreach program through an introduction of department services by the UCHD health promotion supervisor.  An introduction to the staff of UCHD, and its available resources, in a non-acute, non-healthcare related setting, was hypothesized to aid in increased awareness among immigrants.  The health department staff provided specific UCHD services and resource handouts. 
Methods
Volunteer participants of WGBC congregation were recruited by flyers in church, posters displayed in church, church announcements, and word of mouth starting one month before program implementation.  Volunteers were enrolled in a 3-month technology supported multicomponent health education intervention from September 2017 to December 2017.  Eligible participants included any member between the ages of 18–64 years.  A pre-post comparative design was utilized to evaluate the impact of the intervention on weight and PA time.
Program recruitment.  A flyer describing the project, its benefits, and the inclusion of a free pedometer was created in both English and Russian languages.  Copies of the flyer were placed on the WGBCs information center desk.  The flyer was also incorporated into a poster size and displayed around the church premises including the information center, kitchen, and Sunday school classroom halls, which are constantly utilized by members.  Additionally, the flyer was presented as an announcement during Sunday announcements by this author starting one month before implementation.  Announcements regarding the project stressed voluntary participation and encouraged members to spread the word among their peers.  These announcements were made every Sunday before the first month of implementation.  In the flyer and announcements, a preliminary participant meeting was announced for the last Sunday of the pre-implementation month, one week before the start of the program, located on church grounds after morning service.  After the announcement was heard two times by congregants, a show of hands was solicited to estimate those who planned to participate, during a church announcement.  This number was counted to determine the number of pedometers to purchase.  Fifteen additional pedometers were purchased as well for any other members who decided to join.  
Sample.  Participants were all Russian immigrants, residents of Union and Mecklenburg counties, mostly members of the church.  Several participants were not official members, but regularly attended services.  Participants had varying levels of acculturation and English fluency, thus all communication and education were carried out in the Russian language.  Project coordinator, who also served the role of educator, qualified for educational role due to training and certification as a registered nurse, and medical interpreter. 
Setting.  WGBC is a Russian immigrant, Christian church, located in a North Carolina Metropolitan area with official membership of 98 individuals.  However, many non-member Russian immigrants regularly attend the Sunday morning services, with a total regular attendance of approximately 130 people.  WGBC is compromised exclusively of Russian immigrants, and thus, retains many of the country of origin traditions.  One of these traditions is a bi-weekly potluck after Sunday’s morning service, whereby all attendees bring a traditional Russian dish to be shared with other members for lunch.  This potluck tradition serves as an important socializing event for the congregation and members of the Russian immigrant community in the area.  WGBC maintains a practice of conducting varying relevant presentations during potlucks, including real estate presentations, financing, shopping and other important issues pertaining to everyday, practical living for immigrants.  
Protection of human subjects.  East Carolina University Institutional Review Board deemed the project as non-human subject research (Appendix C).
To assure compliance with the Health Insurance Portability and Accountability Act (HIPPAA) standards, all protected health information was collected at the initial volunteer meeting,by the project coordinator and a de-identified spreadsheet was created to track project measures.  The master key, which contained the code keys with participant initials corresponding to participant ID number, was kept in a locked file, in a locked administration office of the WGBC premises.  Project coordinator was given only key access to the locked file cabinet for the duration of program.  After all data required for project analysis was collected, and analyzed, the master code key was shredded.
Preliminary participant meeting.  At the initial participant meeting held one week before formal program start, the project was described in more detail to all volunteers.  Volunteers were instructed that they would be given free pedometers for their use of PA tracking, along with pedometer logs.  Prizes would be awarded to top 3 participants with the highest number of steps during the prior month at meeting 2, 3, and 4 (9 prizes total), as well as a final grand prize to the participant with most steps at the end of the program.  Volunteers were informed that pre-and post-weight and time spent in PA per would be collected.  Volunteers were asked to commit to attendance at three health education presentations during church potlucks on a Sunday, for three consecutive months., and one post-implementation meeting, to collect post measures and award prizes.  Participants were encouraged to voluntary participate in interactions on social media of their choice, with specific groups created for the project.  Pre-implementation measures and demographic information was collected: age, sex, weight, time spent in PA per week, and choice of social media.  Pedometers were also handed out with detailed instructions and hands on demonstration for use, as well as pedometer logs with detailed instructions for use.  Assistance was provided to the participants in signing up for their chosen social media project group.
Group health education meetings.  On Saturday, one day before program start, this author set up all technological, educational session requirements (sound system, a projector with screen for power point presentation) with WGBC technology liaison. 
[bookmark: _Hlk499381615]First educational group meeting.  On Sunday September 10, 2017, once a WGBC post-service, bi-weekly potluck was underway, the first educational session was presented by the project coordinator to all WGBC members in attendance.  The first educational session was presented utilizing a PowerPoint presentation based on HEPFDC Russian curriculum.  The session lasted approximately 60 minutes while attendees were sitting and eating at tables.  An announcement followed for the next monthly meeting, including the specific date and time at the end of the educational session.  The next hour was spent answering questions and providing additional information regarding the use of pedometers with logs, social media, and other health and wellness concerns prompted by the presentation.  
Health department presentation.  On Sunday, September 24, 2017, during WGBC’s Fall harvest potluck, a health department representative presented an overview of department services to interested attendees.  The health department representative set up a booth in the lunchroom community center where WGBC held their potluck.  A frequently asked questions packet was provided by the representative, translated into Russian language by a certified medical interpreter and cross-verified by this author through Google Translate application.  Attendees interested in further information regarding health department services spoke to the representative through a certified medical interpreter, a member of WGBC who volunteered interpreting services, at the booth.  The representative session lasted approximately 90 minutes.
Second educational meeting.  The second session format was like the previous meeting, and occurred on Sunday October 15, 2017, during WGBC’s bi-weekly potluck.  The second educational session was presented by the project coordinator to all WGBC members in attendance, utilizing a PowerPoint presentation based on HEPFDC Russian curriculum.  The educational presentation lasted approximately 70 minutes.  A 40-minute question and answer session and discussion followed.  Attendance and pedometer log totals (each participant tallied up own log) for the past month were collected.  The top three participants were announced, and prizes awarded in the form of donated gift certificates with a value of $20.00 each, from local Russian grocery stores (Golden Key). 
Third educational session.  The third session followed the previous formats, and occurred on Sunday November 12, 2017, during a church potluck.  The third educational session was presented by the project coordinator to all WGBC members in attendance, utilizing a PowerPoint presentation based on HEPFDC Russian curriculum.  The educational session lasted approximately an hour, with a 30-minute question and answer session following the presentation.  Attendance and pedometer log totals (each participant tallied up own log) for the past month were collected.  The top three participants were announced, and prizes awarded in the form of donated gift certificates with a value of $20.00 each, from local Russian grocery stores (Golden Key).  At the end of this meeting, a special announcement was made, reiterating the importance of the final session in which post implementation measures will be taken and the grand prize awarded ($50 gift certificate from local Russian grocery store-Golden Key). 
Post-implementation meeting.  The first Sunday in December 2017, a meeting was held to collect post implementation measures during the church potluck (weight collected in private room by this author), and previous month’s prizes and grand prize winners announced.  Participants were thanked for their participation, with a reiteration that pedometers are theirs to keep, as well as an announcement that results of the project will be presented at the church potluck in February 2018. 
Social media support.  At the start of the project, this author logged in to Facebook, Twitter, Instagram, and Snap Chat social media sites weekly, and posted a phrase from curriculum material participants already heard in previous education session.  This author also checked for any participant questions and responded appropriately.  Plan Do Study Act (PDSA) cycles was used as a weekly tool to evaluate program implementation, specifically, social media engagement of participants.  Each week a PDSA cycle was performed to assess if participants are engaging in social media interactions, adjustments made accordingly, and cycles documented.  The goal was to increase social media engagement among participants as this has been shown to be an effective behavioral modifier.  Pedometer utilization along with logs was encouraged on social media sites weekly.
Measures
Physical activity.  Participants were asked to estimate the total amount of time spent engaged in physical activity in the past week at the preliminary participant meeting.  Keoker ID115 Fitness Tracker Smart Wristband Pedometer were utilized to monitor active minutes and steps taken during the program, with the capability to upload information to associated IOS or Android application.  Participants had the choice of syncing their information with the associated application to record time and steps taken per week, or they could utilize pen and paper method, and were provided a paper pedometer log to record time and steps.  Step counts uploaded from pedometers to associated application or paper logs were tallied at each group education meeting (by the participants during the meeting) to identify top three most engaged participants.  Participants were also asked to turn in their physical activity logs or record their total time and steps from the application from the previous month and turn in at each educational session.  Total time spent in physical activity was calculated using the collected data post-implementation.  Participants were encouraged to share their total physical activity time/steps with other participants via social media accounts, if they felt comfortable doing so.
Weight.  An electronic scale (HoMedics Glass Digital Bathroom Scale 405: property of WGBC) was used by this author to measure body weight in light clothing without shoes at the preliminary participant meeting, and was utilized for data collection at post-implementation meeting.
Demographic information.  Demographic characteristics, age and sex, was obtained via a questionnaire at preliminary participant meeting.
Social media engagement.  This author utilized each social media sites’ engagement analytic programs.  Facebook “Insights” function stores a 7-day snapshot of group activity, including likes, reach, page views, posts, and people (Facebook, 2017).  Twitter’s “Notification” function summarizes how others on Twitter are interacting with the author, including liked tweets, latest retweets, tweets directed at the author, and new followers (Twitter, 2017).  Instagram analysis was performed through Quintly’s (2017) Social Media Analytics program, which measures Instagram follower metrics.  Snapchat metrics collected included total unique views, total story completions, completion rates, and screenshots (Cicero, 2017).  Weekly metrics analyses were performed by this author for all four social media platforms during the three consecutive months of program implementation.  PDSA analyses were conducted on these measurements, with the aim to increase participant engagement on any one of the social media platforms.
Resources Used and Cost Analysis
Stakeholders who committed to this project included a local Russian Immigrant business (STS Resources), a local Russian non-profit organization (Solo Visions Charities), and the Russian immigrant FBC as the site of implementation.  These community partners were willing to fund the project up to $2500.00 dollars, as well as donated time, equipment and services.  Funding was mostly needed for meeting space, including technological equipment for presentations (available free of charge at donated church building facility) and educator compensation (this author conducted all educational training apart from the health department visit).  All curriculum material is available free of charge from the HEPFDC developer, while printing of material and individual pedometers was covered by local Russian business sponsors.  This author coordinated meetings, advertisement, recruitment, and all data collection.  Equipment to collect weight measurements was donated by the church health room.  A detailed cost analysis is included in Appendix D.  The total cost of the project was $33,568.36.  Donated time and resources covered most of the costs.  
Chapter 4: Results
Sample Characteristics
Out of 98 members of WGBC, 59 volunteered to participate.  Average age of participants was 35.09 years (SD=14.38).  The participant sample was equal in gender distribution with female (n=29, 49.2%), males (n=30, 50.8%).  Post implementation data was collected on 47 participants, based on attendance at the post-implementation session.  Two more participants became pregnant during the program, with their was data omitted from the final data analyses as their weight had increased for factors other than physical activity factors.  The total number of participants included in the final analysis was 45.
Findings
[bookmark: _Hlk504132507]	Health education meetings.  The total number of participants interested in formal program participation was 48 at the preliminary participant meeting.  Due to increased interest, another preliminary meeting was held with interested individuals for a total of 59 program participants. At the first educational meeting on Sunday September 10, 2017, 41 participants were in attendance.  Fifty-three participants attended the health department meeting held on Sunday September 24, 2017.  On Sunday October 15, 2017, the second educational meeting was held with 45 participants.  The third educational meeting on Sunday November 05, 2017 had 39 participants in attendance.  Finally, the post-implementation meeting held on Sunday December 03, 2017 had 47 participants in attendance.  When considering attendance at all 3 educational sessions, 15 participants (25 percent) attended 100 percent of the sessions. 
	Social media use.  The program coordinator generated new groups specific to the program on Facebook, Instagram, Twitter and Snapchat.  After a series of PDSA analyses, it was determined that the best response, in terms of participant engagement, came from video messages utilizing the curriculum, recorded by the author.  The author continued to present short video posts from the program curriculum, in the Russian language, and post to the social media accounts weekly.  After an initial spike in engagement, interest of interactions decreased.  Among the four social media accounts, Instagram was the most highly utilized.  Figure 1 displays the comparison of social media engagement by week and platform.  Twitter continued to be underutilized throughout the whole program. 

Figure 1.  Social media engagement among participants by weeks and platforms.  
	Program measures.
[bookmark: _Hlk495091310]	Physical activity.  Thirty-nine percent of 59 participants did not engage in any PA pre-implementation.  Only 30.6 percent of participants reported engaging in PA at the recommended 150 or more minutes per week.  Figure 2 provides an overview of physical activity among participants pre-implementation.

[bookmark: _Hlk500191240][bookmark: _Hlk495524103]Figure 2. Pre-implementation PA time in minutes per week among participants, (N = 59).  
	Results post intervention included measurements of only 45 participants, and demonstrated a shift in the distribution of time spent engaged in PA among participants.  An increase in participants engaged at the recommended PA level of 150 minutes per week or more was observed (57.7 percent).  There was also a decrease in the percentage of participants who reported no PA (3.4 percent).  Figure 3 provides an overview of participants’ time spent on PA per week post implementation.

Figure 3. Post-implementation PA time in minutes per week among participants, (N = 45).
The median time in minutes per week spent on PA increased from pre (Md = 45) to post (Md = 180). 
Weight.    Only participants with both a pre-and a post-weight measurement (N = 45) were included in the weight analysis.   Results show pre-weight mean to be (M =157.66, SD = 34.11) and post-weight (M = 156.84, SD = 32.99). The mean change in weight was 0.82 with a 95 % confidence interval ranging from -.30 to 1.95.
Additional Measures.  In addition to the measures discussed, the project objectives included providing an opportunity for Russian immigrants to be exposed to health department resources.  Determination of exposure to health department resources was measured by attendance, with 53 program participants attending.  Finally, part of the project’s purpose was the selection and implementation of an evidence-based quality improvement health program among Russian immigrants. Out of 98 members of WGBC, 59 (60 percent) initially signed up to participate.  Fifteen (25 percent) participant attended all educational sessions, and 45 (76 percent) participants were included in the final analyses of pre-implementation and post-implementation measurements, based on pre and post meeting attendance.  
Chapter 5: Discussion
Introduction
A wellness program, structured after the recommendations of IHI and CDC, was implemented in a Russian immigrant FBC.  To ensure cultural congruency with the target population, the program was linguistically and culturally tailored by utilizing WHOs’ Russian version of a health education curriculum targeting nutrition and physical activity.  The NSM and REAIM theoretical frameworks were utilized for program structuring to provide scientific underpinning.  The 3-month program entailed a multicomponent structure of group health education among 59 Russian immigrants at an FBC, technological support in the form of pedometers, social media support, and collaboration with a local health department.  The objective of the program was to affect immigrant health knowledge and behavior, measured by time spent on PA and weight, and exposure to available local health department resources, through selection and implementation of effective, evidence-based program components.  The results of the intervention measures demonstrate a change in PA time, but no effect on weight.  The percentage of participants who did not engage in any PA over the past week decreased from 39 percent to 3.4 percent.  The percentage of participants who reported the recommended PA time of 150 minutes per week increased from 30.6 percent to 57.7 percent.  There was also a shift in PA median time from 45 minutes to 180 minutes.  Changes in weight were minimal, with a mean difference of 0.82 lbs.  Participants were also effectively reached with knowledge of health department services through a presentation of health department representative at an educational meeting.
Implications of Findings
The quality improvement project effectively reached a medically underserved target population, Russian immigrants, by bringing preventative services to where they already congregate.  The project also affected a desired health-related behavior, specifically increased PA time among participants.  Evidence has long suggested that increased PA time is instrumental in preventing many diseases, as well as improving health (Anderson et al., 2015).  There is also increasing evidence that community and FBC based group health education is an effective health promotion approach, positively affecting desired health behaviors (Bopp & Fallon, 2013; Clemans-Cope et al., 2015; Keefe et al., 2016; Newlin et al., 2012; Yeary et al., 2012).  This quality improvement project demonstrates that as is suggested in literature, group health education in a community setting, an FBC, along with behavior modification tools such as the pedometer, can improve outcomes.  Additionally, cultural and linguistic tailoring of intervention promoted participant buy-in, with 60 percent of the FBC members taking part in the intervention.  Although only 25 percent of participants attended all sessions of the group health education, a higher proportion, 76 percent, utilized technological support, pedometers, to monitor and improve a desired health behavior, increased PA time. 
 The objective of the project was a measurable improvement in health-related knowledge and practice through the tracking of weight and PA time.  Although minimal changes were observed in weight, a change in PA time was achieved through the multiple components of the project.  The selection of evidence-based elements, a second objective of the project, most likely was the contributing factor affecting the desired change.  Finally, increased knowledge of the availability of local health department services, the third objective of the project, was achieved through the health department presentation to the FBC. 
The significance of these outcomes to healthcare and nursing is that it supports the evidence from other studies found in literature that interventions in the community setting affect health-related changes within a vulnerable target population.  Specifically, studies show that cultural and linguistic tailoring is effective modifications of interventions, increasing uptake of intervention by the target population (Creamer et al., 2016; Healey et al., 2017).  Additionally, increasing support for community based wellness programs in literature, specifically in FBCs, improves intervention reach into a population that may otherwise not be exposed to healthcare and basic preventative services in traditional settings (Levin, 2014; Smalley & Warren, 2014).  Based on the reviewed literature and on the results of this project, it is this authors’ opinion that a quality improvement program, structured on empirically supported frameworks and components, is an effective way to reach underserved populations for health promotion. The project strengthens the principle of translating evidence-based quality improvement programs into community settings among medically underserved populations and can be useful in affecting a desired health behavior.  Other underserved and hard to reach populations, can be effectively reached by incorporating community-based, multi-component, culturally and linguistically tailored health promotion programs into the areas where target populations already congregate.  It may be FBCs, or it may be other community settings where a population regularly may be found.  If empirical data can support the structure and components of the intervention, the health of the population can most likely be improved to a degree.  .  
Theoretical Considerations
Reach Effectiveness Adoption Implementation Maintenance (REAIM).  When considering the projects’ theoretical frameworks, the REAIM framework assisted in evaluating program outcomes.  Reach (R) was achieved as the program reached a target audience in need, Russian immigrants, who are at higher risk for CVD related complications and represent an invisible diversity in the USA.  Effectiveness (E) demonstrated mixed results between weight and PA time changes.  When looking at adoption (A), 60 percent of WGBC originally chose to participate in the program, and 25 percent of all participants attended all educational sessions.  Regarding implementation (I), intervention fidelity was maintained, components of the intervention were carried out as planned, and delivery of program was consistent.  Maintenance (M) looks at individual and long-term effects on quality of life among participants and sustainability of results.  The program delivered knowledge and understanding of the value of prevention and began building a trusting relationship with the local health department for healthcare services utilization among at least 25 percent of the program participants.  The components taught in the educational sessions were basic health maintenance components and motivators for sustained behavioral changes.  This author believes that this knowledge will help the program participants maintain behavioral changes related to health prevention.  As far as the program itself, long-term sustainability is possible to keep at WGBC, as the program components are cost-effective and simple.  WGBC administration expressed interest in continuing the monthly health education sessions at their monthly potlucks.  This is up for further consideration and discussion upon the completion of the project.  The program structure and the records generated from program implementation can be used to maintain program fidelity, supporting the implementation component of the REAIM structure. 
Neuman Systems Model (NSM).  Neuman emphasizes the importance of obtaining significant and comprehensive client data to make an objective diagnosis (Butts & Rich, 2015).  Guided by the NSM framework, extensive client data was collected to accurately assess and diagnose the significant health-related issues within the Russian immigrant community.  Factors such as mass cultural trauma among ex-Soviet immigrants were taken into consideration to understand that this group immigrants prefer to not engage with authority in any form, including healthcare.  This could potentially serve as a deterrent to seeking preventative healthcare services.  Evaluating Russian immigrants as a client through the NSM model helped assess the client’ flexible lines of defense, and components that potentially weakened lines of resistance.  These factors were then used as guides in selecting components of the quality improvement project intervention.  Physiological variables were selected as the target of intervention, to strengthen the community’s line of resistance, with the goal of achieving optimal client health.  Selection of a theoretical framework assisted in the creation of a comprehensive intervention plan.
Project Strengths
Barriers to carrying out health interventions have been noted in literature to be scheduling, childcare, and cost among immigrants in a community group education setting.  One strength of this project was that it utilized an established practice of immigrants, regular potlucks at a church, and brought the education to an environment where they are already spending time. This allowed for essential health information education to be offered in a setting that did not require any extra effort on the participants to engage in, and the familiarity of potluck setting increased receptivity and reduced apprehension, as participants were relaxed in a setting of enjoyment. 
Another strength of the project included cultural adaptations, which can play a significant role in receptivity.  The literature demonstrates that homogeneity of main project lead contributes to responsiveness of information (Keefe et al., 2016). As this author, the project coordinator, is a Russian immigrant, this added the homogeneity component to the project.  Additionally, differing levels of acculturation amongst congregation members required an effective intervention to be in the native language, as this project was. 
Collaboration with the health department was a strength of the project as it potentially served to reduce mistrust and fear of authority and healthcare systems, a phenomenon documented in the literature which relates to the cultural mass trauma of ex-Soviet refugees.
Utilizing IHIs multicomponent recommendations was also a strength, as it provided different avenues, all reinforcing each other, of information delivery to affect health behavior.  The use of technology (pedometers) provided at no cost to the participants, was especially meaningful to Russian immigrants, as many are socioeconomically disadvantages due to their immigration status. 
The combination of evidence-based program elements with cultural adaptations effectively reached a population that is both difficult to identify and invisible to the research and healthcare community.  Although this project targeted a narrow range of a population, the framework could be adapted to other immigrant communities.    
Barriers
Major deviations from the plan included scheduling, thus scheduling could be considered a barrier.  The first educational session was moved up a week, and the health department session was separated from the planned second educational session.  However, given that this project was targeting a community, scheduling challenges were expected. 
A major, unexpected barrier was the close-knit nature of Russian immigrant community.  This phenomenon was known, but the profound influence was not appreciated beforehand.   Once the program was well on the way, and word of mouth spread among the immigrant community, many wanted to join in, as they perceived this to be of great importance.  However, due to rigid constraints of a limited quality improvement project, the project coordinator could not accommodate the growing requests, and this led to misunderstandings as less acculturated immigrants had a hard time understanding why they could not get a pedometer when their apartment neighbor received one, for example.  The perceived unfair treatment has the potential to deter these individuals from further pursuits of similar health-related behaviors, potential to serve as a reinforcer of mistrust in the health care system, and due to the close-knit nature of the immigrant community, could potentially be a topic of negative word of mouth discussions.  Thus, the social cohesion of Russian immigrants could both reinforce positive health behaviors and serve to propagate perceived unfairness.  To mitigate this factor, the project coordinator re-oriented interested individuals to this program potentially continuing with the support of WGBC after the end of the formal project, which is what WGBC administration expressed to project coordinator that they would like to do. 
Limitations of Project
As the scope of this project was a quality improvement initiative in a community setting, several limitations are inherently included.  Internal validity cannot be measured as other confounding effects are possible, and cannot be identified, as there are no control groups.  The impact of time as a variable cannot be measured and controlled for, apart from statistical analyses processes of evaluating quantitative data.  Furthermore, it is hard to distinguish whether the positive effect on time spent on PA per week was influenced by wearing a pedometer, or the formed social capital that came out of the bond of wearing pedometers among a congregation of immigrants who already knew each other to a certain extent.  The pedometer connection seemed to provide an opportunity to get to know each other better, which increases social capital, and utilization of social capital has been linked to improved health outcomes in literature (Anderson et al., 2015; Wingood et al., 2013).  Additionally, the effect could have been related to program participation alone, due to the phenomenon of social desirability.  The limitation of time, and the short duration of the program did not allow determination of sustainability.  Human behavior is known to be influenced by the concept of something new.  Once the newness wears off, many trends decline, as also was observed in social media engagement.  Thus, a limitation is uncertainty in sustainability. 
 Rigid timelines of the project also limited additional interested participants, potentially deterring them from future health-related desired behaviors.  Finances were available to a small degree, and in fact were critical to the interest of the project, as pedometers seemed to be the driving force behind generating camaraderie and social cohesion around a health behavior.  This would have been impossible without a particular financial investment.  However, funds were limited, and this became a limitation of the project.  Finally, the population of interest is very narrow, and sample size small. Therefore, generalizability would need to be re-established in other communities.  However, this project was structured on evidence-based recommendations from IHI and CDC, thereby indicating that this approach has been successful in other settings.  An important note is that this was not a research project but a quality improvement project.  Thus, the outcome of objective measures does not bear as much weight in determining the success of the project.
Lessons Learned
An interesting and unexpected phenomenon emerged from this project, which is somewhat of a competition between Russian immigrants, grouped by churches that are ever adapting to a foreign way of life.  Unspoken measures of who is where on the adaptation ladder became evident, as WGBC was perceived to be ahead of the competition due to an official (health department) considering the congregation important enough to come to them, instead of the usual need to seek out healthcare officials.  These themes and concepts emerged through this project among a small community of Russian immigrants in NC.  Whether this is a widespread phenomenon among immigrants needs further studies, but it was a strong and prevailing theme.
Additional lessons learned include the unwillingness of participants to keep pedometer logs as requested.  Compliance rates with turning in pedometer logs were low, even though the pedometers had an associated app, with steps easily tracked through syncing daily.  As the technology was new and unfamiliar to many participants, this author explained and demonstrated at all volunteer meetings, health education meetings, and via social media the syncing of daily steps.  Compliance with pedometer logs continued to be low, despite participants consistently reporting wearing the pedometers, and the positive motivational effect the pedometers introduced into their lives. 
Benefit of Project to Practice
Participants expressed interest in continuing the projects' format of education and reported positive effects from program individually.  Several members reported that the program overall motivated them to take the last step towards the commitment to a healthier lifestyle that they knew they needed, but just were too busy to begin.  Several other participants reported enough motivation through this program to start attending regular weekly gym sessions.  Participants expressed great satisfaction from the program being group-based, as it increased the participants’ social cohesion through a collective endeavor and common group goals.  Feasibility of health education and intervention program was demonstrated to the congregation, and they are considering expanding wellness programs offered through the FBC.
Recommendations for Practice/Site
The recommendation for the quality improvement project site is to continue with an FBC wellness program to include group health education during church potlucks, consideration of adding pedometers to potential interested new members as part of a comprehensive wellness package and continue to provide a wellness perspective through the FBCs social media presence.
Final Recommendations
One of the goals of HP2020 is to improve population health (Committee on Leading Health Indicators for Healthy People 2020 & Institute of Medicine, 2011).  To this purpose, underserved populations can be reached with evidence-based health promotion programs by seeking these populations where they already are found.  Instead of the expectation that underserved groups will come to formal settings for healthcare provision, healthcare systems and providers should collaborate with community partners and deliver effective, evidence-based health promotion programs to the places where underserved populations are regularly found.  Quality improvement intervention should be based on components supported by evidence and structured on theoretical frameworks to ensure success.  Affecting the health behaviors of underserved communities improves long-term population outcomes.  The main implication of the whole project process and results is that evidence-based, multi-component, theoretically supported, wellness programs should be incorporated into community settings, especially for underserved populations, to improve patient population, a goal of HP2020. 
Doctorate of Nursing Practice (DNP) Essentials and the Quality Improvement Project
AACN (2018) proposed and outlined the defining eight foundational essentials of a doctor of nursing practice (DNP) graduate preparation.  The essentials, as proposed by AACN (2018) are listed below, with an evaluation of how the quality improvement project undertaken by this author has helped this author master each specific essential. 
“Essential I: Scientific Underpinnings for Practice” (AACN, 2018, p. 8).  AACN (2018) proposes that a DNP graduate should demonstrate mastery of utilizing a nursing theory to serve as a foundation for practice.  In this quality improvement project, the selection and utilization of the NSM as the foundational theory of the project, has helped this author in understanding the components required for essential I proficiency.
“Essential II: Organizational and Systems Leadership for Quality Improvement” (AACN, 2018, p. 10).  Essential II and its associated skills help in eliminating health disparities by targeting quality improvement at the systems levels (AACN, 2018).  This project, carried out at the community level at an immigrant FBC, has aided this author in developing further understanding of essential II.  This author gained skills in working within an organization, the FBC, as well as collaboration with a health department organization.  This author learned the principles of accountability of quality care, patient safety, and ethical dilemmas through the facilitation of organization-wide changes in the delivery of healthcare while collaborating with government agencies (local health department) to direct health care. 
“Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based Practice” (AACN, 2018, p. 11).  AACN (2018) holds that the DNP graduate needs to know on a basic level how to utilize the process of assimilation of nursing science, and its practice through evaluation, translation, and dissemination of nursing science into practice.  The process of the project and selection of various components has introduced this author to the basics of essential III requirements.  The process of selection and implementation of evidence-based components of the quality improvement intervention provided an opportunity for this author to exercise essential III requirements.
“Essential IV: Information Systems/Technology and Patient Care Technology for the Improvement and Transformation of Health Care” (AACN, 2018, p. 12).  Essential IV trains the DNP graduate in the delivery of safe, efficient, patient-centered care, by using information and patient care technologies, as well as the use of technologies to support practice leadership and clinical decision making (AACN, 2018).  Components of the quality improvement project included evidence-based patient care technologies, such as pedometers and social media health program support.
“Essential V: Health Care Policy for Advocacy in healthcare” (AACN, 2018, p. 13).  A requirement of essential V is the DNP graduates’ ability to not only critically analyze health policy but also advocate for social justice and the nursing profession (AACN, 2018).  While no formal health policy and advocacy was part of the project process, this author did engage in informal advocacy for social justice by selection of a medically underserved population, Russian immigrants, and informal advocacy for the nursing profession by representing nursing in the community and within the local health department. 
“VI: Inter-Professional Collaboration for Improving Patient and Population Health Outcomes” (AACN, 2018, p. 14).  Essential VI prepares the DNP graduate to utilize effective communication and collaborative skills to provide leadership in interprofessional teams in analyzing multifaceted practice issues (AACN, 2018).  The project helped this author gain proficiency in this essential by collaboration with a local health department in structuring components of the quality improvement intervention.  This collaboration brought together the disciplines of Nursing, Public Health and a community partner, the FBC.
“VII: Clinical Prevention and Population Health for Improving the Nation’s Health” (AACN, 2018, p. 15).  The DNP graduate engages in health promotion and risk reduction by analyzing epidemiological, biostatistical, environmental, psychological and other dimensions to improve individual and community health (AACN, 2018).  Through the process of this quality improvement project, this author engaged in health promotion and risk reduction by an analysis of psychological and cultural factors that needed to be incorporated to maximize acceptance by the target community.  This target community makes up roughly 1 percent of the US population (United States Census Bureau, 2017).  This is also a community that has documented CVD related mortality of up to 50 percent higher than US residents (Fridman et al., 2006; Van Son & Gileff, 2013).  Other chronic conditions that afflict the Russian immigrant group are reflective of the prevalent chronic conditions of the general US population, especially ones that are heavily influenced by lifestyle, such as hypertension (HTN), diabetes, hyperlipidemia and obesity (Brouwer et al., 2013; Shpilko, 2006; Van Son & Gileff, 2013).  Health promotion and risk reduction activities are essential for this community, to improve the nations’ health.
“VIII: Advanced Nursing Practice” (AACN, 2018, p. 16).  Essential VIII ensures that the DNP graduate demonstrates skills in advanced levels of clinical judgment, systems thinking and delivery of evidence-based care (ACCN, 2018).  This project has helped this author further develop essential VIII through conducting a needs assessment of the Russian immigrant community, as well as consideration of required factors at the community level.  Assessment of appropriate site, assessment of site readiness for change, evaluation of barriers to uptake of intervention, as well as identification of champions of project, all helped this author develop critical thinking skills of an advanced nursing practice provider.
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Appendix A

Application of REAIM to QI Project

	RE-AIM measures for assessing the applicability of a Faith-Based Community Education Approach Among Russian Immigrants

	Measure
	Project Phase
	Data Source

	REACH (extent to which program attracts intended audience, extent to which program reaches those most in need, at highest risk, and addresses the diversity in the USA)
	
	

	Russian immigrants are an ethnic minority, with healthcare service gaps, at higher risk for CVD diseases
	Planning
	Needs Assessment

	EFFECTIVENESS (Program outcomes as measured by impact on quality of life and improvement on selected measures)
	
	

	Pre-and post-comparison weight
	Evaluation
	Selected measures

	Physical Activity time per week pre-and post
	Evaluation
	Activity logs

	ADOPTION (Assessed at the level of the setting such as community-based organization involved: participation rate, representativeness of setting; adoption by other settings with few resources)
	
	

	Russian immigrant churches are homogenous across the USA
	Planning
	Needs Assessment

	Percentage of eligible attendees participating
	Evaluation
	Participation rates

	IMPLEMENTATION (intervention fidelity or extent to which components of intervention are carried out as planned, and consistency of delivery)
	
	

	Selection of evidence-based program components: group health education, multi-component, faith-based setting to reach immigrants
	Planning
	Literature Review

	Measure of utilization of all planned components
	Intervention
	Observation and records of program elements done

	Consistency of delivery of group health education
	Evaluation
	Records of program impl.

	MAINTENANCE (individual and organizational level long-term effects on quality of life and target outcomes; sustainability)
	
	

	Russian immigrants maintain weight-loss and increased PA through understanding the value of prevention and have a trusting relationship with the local health department for healthcare services utilization
	Planning
	Needs Assessment and Literature Review

	Strategies used for sustainability
	Evaluation
	Records of program impl.



Appendix B

QI Project Timeline

	Course
	Date
	Action
	Completed

	8269
	03/13/2017
	Proposal to Bb for faculty approval
	

	8269
	03/13/2017
	Project Timeline to Bb
	

	8269
	03/13/2017
	Team Member Form signed and Organizational Support Form signed and turned into Bb
	

	8269
	03/27/2017
	Team member CV-collect
	

	8269
	03/27/2017
	Turn in CITI certificates
	

	8269
	03/20/2017
	Contact authors to obtain written permission (if any needed) for proposed tools to be used.
	

	8269
	03/01/2017-04/26/2017
	Complete, refine and edit course final paper components: chapter 1: Introduction, chapter 2: Research based evidence, theory and concepts definition, chapter 3: Methodology (project design and timeline)
	

	8269
	04/26/2017
	Submit course final paper to faculty, attach literature matrix
	

	8269
	04/28/2017
	Submit course hours to faculty (125)
	

	8272
	05/30/2017
	Expanded implementation timeline and budget: submit for faculty approval
	

	8274
	06/04/2017, 07/02/2017, 08/06/2017
	First Sunday of every month during summer: churchwide announcements, and flyers at Word of Grace Bible Church regarding upcoming program in September, recruitment of volunteers.
	

	
	July 16th, Sunday
	Meeting with WGBC administrator to discuss final project outline, announcements of the project at church announcements, all technological requirements for the educational sessions: (projector, screen, sound system), as well as official assignment of technology liaison from church for the project, currently Sergey Plemyandale, lead church technician)
Meeting with Jackie Morgan at health department to review final project details, as well as discuss final details of health department presentation on September 01, 2017 at first educational meeting. Ms. Morgan to bring health department and union county resources booklets as a church reference and resource (3 copies).
	

	8272
	07/16/2017
	Refine final paper to include: complete design of project/intervention or program to be implemented including written permission to use any tools/sites/scripts/consents if required, all evaluation measures, & complete description of project
	

	
	07/17/2017
	Once the IRB process is completed, formal project advertising in the community will begin. A flyer describing the project, its benefits and the inclusion of a free pedometer will be created in both English and Russian languages. These flyers will be placed on the WBGCs information center desk. The flyer will also be incorporated into a poster size and displayed around the church premises, to include placement at information center, kitchen and Sunday school classroom halls, which are constantly utilized by members. Additionally, every Sunday, the flyer will be presented as an announcement at Sunday announcements by this author, recruiting volunteers, stressing that this is voluntary participation and encouraging members to spread the word among their peers. These announcements will at least include all Sundays of August 2017, possibly several Sundays in July as well, depending on the IRB approval. In the flyer and announcements, a preliminary volunteer meeting will be announced for Sunday August 27, 2017, 1 week before start of program, on church grounds, at 1pm, when morning church service ends.
	

	8272
	07/27/2017
	Completed IRB approval
	

	8272
	05/15/2017-07/27/2017
	Complete, refine and edit literature synthesis
	

	8272
	07/27/2017
	Submit final semester paper to faculty for approval to include completed literature synthesis, updated literature matrix, complete design of project and all tools, written permissions, IRB approval form, site approval form, budget attached as appendices
	

	8272
	07/27/2017
	Submit course hours to faculty (125)
	

	
	08/13/2017
	The second Sunday of August, after the announcement is heard at least 2 times, a show of hands will be asked to estimate who plans to participate. This number will be counted and that number of pedometers, number will be counted and that number of pedometers, plus 15 more pedometers will be ordered from Amazon the second week of August.
	

	8274
	08/27/2017
	Preliminary meeting with program participants: Collection of pre-implementation measures from all participants, detailed meeting to explain scope of project to volunteers, hand-out pedometers, explain personal pedometer logs and prizes, sign-up for social media support groups.

At the preliminary meeting, the project will be described in more detail. Volunteers will be instructed that they will be handed out free pedometers for their use of PA tracking along with pedometer logs. Prizes will be awarded to top 3 participants with most number of steps during prior month at meeting 2, 3 and 4 (9 prizes total), as well as final grand prize to the participant with most steps at end of program. Volunteers will also be informed that pre-and post-weight and time spent in PA per week will be collected. Volunteers will also be asked to commit to attendance at 3 educational presentations during church potlucks every first Sunday of the month between September 2017 and December 2017, as well as a meeting in December 2017 to collect post measures and award prizes. and participation on a voluntary basis in interactions in social media of their choice.  pre-implementation measures will be collected: age, sex, consent, weight, time spent in PA per week, and choice of social media. Pedometers will also be handed out with detailed instructions for use, as well as pedometer logs with detailed instructions for use. Participants will also be assisted in signing up for their chosen social media project group
	

	
	09/02/2017
	Saturday September 02, 2017, 1 day before 1st meeting, setup and rehearsal of all technological educational session requirements with WGBC technological liaison: (sound system, projector with screen for power point presentation
	

	8274
	09/10/2017, 10/15/2017, 11/05/2017
	Health Education sessions at monthly, churchwide potluck, 1 hour long
2nd session: introduction to Health Department and available resources through the department, panel discussion with Jackie Morgan and nursing supervisor.
2nd and 3rd sessions and post-implementation session: Monthly prizes awards
	

	
	09/10/2017
	1st educational meeting: Once church potluck is underway and everyone is settled down at tables with plates of food, the project will be formally announced, and 1st educational session will commence by this author. 1st educational session will be presented utilizing a PP presentation based on HEPFDC curriculum. Session will be 60 minutes. At the end, questions will be answered and once more pedometer use with logs, and social media use will be encouraged, as well as utilizing any health and wellness information participants acquired through the presentation. Next meeting to be held on October 04, 2017 will be announced as well.
	

	8274
	09/01/2017-12/03/2017
	Weekly social media support group posts of educational statements from curriculum: Facebook, twitter, Instagram, Snapchat. 
Weekly social media support questions and interactions with members.
Weekly PDSA analyses of social media engagement.
Monthly analysis of personal pedometer logs to identify miles most traveled for prize
At the start of project, this author will log on to all 4 social media sites weekly, posting a phrase from the presentation already heard on each social media site. Every Saturday this will perform a written PDSA analysis of social media engagement by participants, with the goal of increasing participation. Pedometer utilization along with logs will be encouraged on social media sites every Saturday as well
	

	
	10/15/2017
	2nd educational meeting: similar setup of presentation of educational material as 1st session. Additionally, health department representative (Jackie Morgan and nurse) will present an overview of health department, its services, and available resources in the area. Presentation will last 15 minutes. This information will be presented with an interpreter, a volunteer certified medical interpreter, who is a member of the WGBC.  Attendance and deidentified pedometer logs will be collected at the beginning of presentation and during presentation. Top three participants will be announced, and prizes awarded: donated gift certificates with a value of $20.00 from local Russian grocery stores.
	

	
	11/05/2017
	3rd educational session will be carried out in similar fashion to 2nd. Educational session wrap up will be announced, however, additional meeting in December 03, 2017 will be reiterated to collect post implementation measures as well as award prizes and grand prize.
	

	8274
	12/03/2017
	Post-implementation collection of measures among participants: post measures will be collected during potluck (weight in private room), and last month’s prizes and grand prize winners announced. Participants will be thanked for their participation, reiteration that pedometers are theirs to keep, as well as announcements that results of project will be presented at church potluck in February 2018
	

	8274
	08/23/2017-12/06/2017
	Further paper completion, refinement and editing: Steps in the implementation process, identifying barriers to implementation, Limitations of the project, Statistical/data analysis, Lessons learned
	

	8274
	12/06/2017
	Submission of final paper for faculty approval
	

	8274
	12/13/2017
	Submission of course hours to faculty (125).
	

	8277
	01/08/2018-04/09/2017
	Complete, refine and edit final paper to include: Evaluation of project outcomes including all final data analysis and conclusion, Strategies for further project implementation and evaluation, Dissemination plan
	

	8277
	02/04/2018
	Present project at facility of implementation: Word of Grace Bible Church and Union County Health Department
	

	8277
	02/12/2018
	Complete poster for presentation
	

	8277
	04/09/2018
	Submit final paper for faculty approval
	

	8277
	04/25/2018
	Upload paper to ScholarShip repository
	

	8277
	04/25/2018
	Submit semester hours to faculty (125)
	

	8277
	04/25/2018
	Close IRB approvals
	




































Appendix C
IRB Approval
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Appendix D
	Classification 
	Description of Cost
	Cost

	Overhead
	Phone used to contact faculty, community partners, sites, other related phone use: monthly usage cost is $120.00 which equals roughly $4.00 per day/$0.0041 cents per minute (16 hours converted to minutes considered for possible use as 8 hours is devoted to sleep); estimated 20 hours (1200 minutes) of calls related to project
	$4.92

	Overhead
	Laptop used to research topic/create questions/type/email, etc.
	$500.00  

	Overhead
	Internet access to research topic/provide social media support/communicate via email: monthly cost is $62.00, equaling $2.06 per day/12.9 cents per hour (only 16 hours of possible use figured in calculation due to 8 hours set aside for sleep); project computer hours: 250
	$32.25

	Overhead
	Access to literature databases for research on topic through ECU’s tuition/access to SPSS software through institution: $358.82 per credit hour for DE graduate students X 12 credit hours for project
	$4,305.84

	Direct
	Childcare: $8.00/hour for 500 minimum project hours
	$4,000.00

	Direct
	Travel reimbursement to sites and ECU with for intensives and meetings with faculty: $0.54 per mile at 1584 total miles to ECU/156 HD/396 site: 2136 miles’ total
	$1153.44

	Direct
	Snacks eaten during research (12-month period)
	$700.00

	Overhead
	Professional attire/personal hygiene items/makeup for site visits
	$150.00

	Labor
	Lost wages: 500 (minimum) project hours that potentially could have been devoted to work, personal author RN compensation: $42.00/hour
	$21,000.00

	Supplies
	Pedometers: $17.99/count on Amazon, 59 participants out of 100 members of WGBC: 
	$1061.41

	Direct
	Rental of building for group education with supporting technology such as projector with screen (at least 4 times, 2 hours each=8 hours) with $80/hour rental fee based on local pricing
	$640.00

	Direct
	Printing: flyers/questionnaires (6 per person)/handouts: approx..1000 pages X .02c per page
	$20.00

	Opportunity
	Opportunity Costs: missing time and training up with 4- year-old daughter; missing out on holiday festivities with friends and family; increased stress levels impacting kids and husband in a negative way; anxiety regarding project impacting health in a negative way; lost time for assignments in other classes
	

	
	Total
	$33,568.36



Gapenski, L.C. (2013). Fundamentals of healthcare finance (2nd ed). Chicago, IL: Health 
Administration Press.
Sandborn, P. (2012). Cost analysis of electronic systems. Singapore, SG: WSPC. Retrieved from 
[bookmark: _GoBack]http://www.ebrary.com
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o Human st means  ving individual about whorm an investigator (vhether professional o stden)
conducting esearch obains:
(1) Data through intervention o ineracrion with the individul, oc
2 Wentifiable privste inforation.

The UMCIRB applies 45 CER 46, Subparts A-D, t allrescarch reviewed by the UMCIRB tegardiess of
the funding soutce. 21 CFR 50 and 21 CER 56 are applied ( all esearch studies uader the Food and
Drug Administration regulation. The UMCIRB followes applicable Intesnational Conference on
Harmonisation Good Clinical Peactice guidelines.
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