
A STUDY OF EXPRESSED BARRIERS, AND THEIR COMPARATIVE 

STRENGTHS, TO CONDUCTING A HEALTH MINISTRY IN 

SELECTED SEVENTH-DAY ADVENTIST CHURCHES 

IN IDAHO, OREGON, AND TEXAS 

A DISSERTATION 

SUBMITTED IN PARTIAL FULFILLMENT OF THE REQUIREMENTS 

FOR THE DEGREE OF DOCTOR OF PHILOSOPHY 

IN THE GRADUATE SCHOOL OF THE 

TEXAS WOMAN ' S UNIVERSITY 

COLLEGE OF HEALTH, PHYSICAL EDUCATION, RECREATION, 

AND DANCE 

BY 

ROBERT ALLEN JAMISON, B.A., M.Di v ., M.S. P .H. 

DENTON, TEXAS 

MAY, 1987 



COLLEGE OF HEALTH, PHYSICAL EDUCATION, RECREATION, AND DANCE 

TEXAS WOMAN'S UNIVERSITY 
DENTON, TEXAS 

February 17, 1987 
Date 

To the Provost of the Graduate School: 

I am submitting herewith a dissertation written by Robert Allen Jamison and 
entitled "A Study of Expressed Barriers, and Their Comparative Strengths, 
to Conducting A Health Ministry in Selected Seventh-Day Adventist Churches 
in Idaho, Oregon, and Texas". I have examined the final copy of this 
dissertation for form and content and recommend that it be accepted in 
partial fulfillment of the requirements for the degree of Dettor of 
Philosophy with a major in Health Education. 

Major Professor 

Accepted. 

(} 
,, an, College HPERD 

(j :; A I __ -J 
- ' ,ff,t/ /1 '/ J,l/f)11 _A 1t /l1 
Provost of the Gradu e School 



DEDICATION 

To my wife Judy, who has -

been supportive, 

quietly suffe~ed, 

consistently motivated, 

and managed -

to continue to be the 

kind of friend and companion, I originally 

married, inspite of the sacrifices this 

study program has required. 

i i i 



ACKNOWLEDGEMENTS 

The writer feels deeply indebted to the many 

individuals who encouraged, stimulated, guided, and really 
I 

made this undertak ing possible. He especially wishes to 

thank: 

- Don Merki, who uniquely provided a strong and continuing 

base of expertise and encouragement. 

- Ruth Tandy, whose cheerful attitude always seemed to make 

studies more appealing. 

- Roger Shipley, whose enthusiasm and urging helped 

tremendously. 

- David Marshall, who never seemed to tire completely with 

elementary questions about statistics. 

- Frances, whose cheery hello and helpfulness made arriving 

on floor #10 worthwhile. 

- Barbara Gench, who presented basic statistics in an 

"almost" understandable context. 

- Bettye Meyers, whose classes first wet my appetite for 

further study. 

- Aileen Hummel, corrector, re-writer, and willing word 

processing expert. 

- All who provided a reason to continue and complete this 

course of study. 

iv 



COMPLETED RESEARCH IN HEALTH, PHYSICAL EDUCATION, 
RECREATION, AND DANCE Texas Woman/s University, 
Denton, TX. 

A. Uhlir 
Institutional Representative 

JAMISON, R. A. A study of expressed barriers, and their 
comparative strengths, to conducting a health ministry 
in selected Seventh-day Adventist churches in Idaho, 
Oregon, and Texas. Ph.D. in Health Education, 1987, 

p. 108 (Tandy) 

The purpose of the study was to determine the effect of 

geographic location, exposure to a health education program, 

and church position (pastor or layperson) on ten expressed 

barriers to conducting a health ministry in local Seventh

day Adventist churches. A paired comparison instrument, 

filled out by 217 church members in the states of Idaho, 

Oregon, and Texas, provided the rank order of the barriers. 

It was hypothesized that there would be no significant 

difference in the selected barriers between the groups 

tested, nor in the relative strength of each barrier within 

the groups tested. Results were obtained by utilizing two 

methods. Kendall /s coefficient of concordance, the Friedman 

ANOVA for correlation, and Spearman/s Correlation of 

Coefficients were used for statistical analyses, while 

Thurstone/s (1927) method of tabulation provided a numerical 

analysis. All null hypotheses were accepted. 

V 



TABLE OF CONTENTS 

Page 

DEDICATION ............................................... ii 

ACKNOWLEDGMENTS ......................................... iii 

ABSTRACT . ................................................ i V 

LIST OF TABLES .......................................... vii 

Chapter 

I. INTRODUCTION ..................................... 1 

Rational e for the Study ........................ 3 
Purpose of the Study .......................... 10 
Statement of the Problem ...................... 11 
Hypotheses .................................... . 11 
Limitations of the Study ...................... 14 
Delimitations of the Study .................... 14 
Assumptions ................................... 15 
Definition of Terms ........................... 15 

I I. SURVEY OF RELATED LITERATURE .................... 1 7 

The Historical Role of the Church in Healing .. 19 
Development of the Wholistic Health Movement .. 22 
Approaches to the Spiritual Element in 

Health Care .............................. 26 
A Concept of Life ........................ 26 
A System of Beliefs ...................... 27 
The Church - A Therapeutic Community ..... 28 

Spiritual Concern of Health Care 
Professionals ............................ 31 

Health Activities of Protestant Church Groups.32 
Wholistic Health Centers Project ......... 32 
Varied Attempts at Health & Wholeness .... 38 

The Health Ministry of the Seventh-day 
Adventist Church ......................... 44 

vi 



Page 

I I I . METHODOLOGY ..................................... 5 0 

Preliminary Procedures ........................ 50 
'Setting ....................................... 51 
I n s t r urn e n t a t i o n . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5 2 
Subjects ...................................... 55 
Data Coll e ction ............................... 56 
Statistical Methods ........................... 58 

IV. RESULTS OF THE STUDY ............................ 60 

Description of the Groups in the Study ........ 60 
Performance of the Groups on the Testing 

Instrument ............................... 6 2 
Differences Be tween the Groups ........... .' .... 75 

V. SUMMARY, F INDINGS, DISCUSSION, CONC LUSION , 
AND RECOMMENDATIONS ............................. 76 

Summary o f the Research Design and Protocol ... 76 
Tests of the Hypotheses ....................... 77 
Discuss ion of the Results ..................... 79 
Conclusion .................................... 81 
Recornrnenda tions ............................... 8 2 

REFERENCES ............................................... 8 3 

APPENDICES ............................................... 9 2 

A. Research Instrument ............................. 93 

B . Tabulation Tables of Groups Studied ............. 96 

C. Written Communication Regarding Research 
Proj e ct ...................................... 101 

vii 



LIST OF TABLES 

Table Page 

1. State, Category, Number, and Percentage 
of Subjects .................................... 61 

2. Matrix of Spearman Correlation Coefficients 
of Study Groups ................................ 63 

I 

Matrix of Pair-wise Significance for: 
3. Idaho Laypersons ............................... 65 
4. Idaho Pastors .................................. 66 
5. Active Oregon Laypersons ....................... 67 
6. Active Oregon Pastors .......................... 68 
7. Inactive Oregon Laypersons ..................... 69 
8. Inactive Oregon Pastors ........................ 70 
9. Texas Laypersons ............................... 71 

10. Texas Pastors .................................. 72 
11. Total Survey Results ........................... 73 

12. Summary of Times Selected and Ranking of the 
Ten Factors by All Groups Studied .............. 74 

viii 



CHAPTER I 

INTRODUCTION 

The fifst comprehensive document on health promotion 

and disease prevention was submitted to President Jimmy 

Carter by Joseph A. Califano, Jr., Surgeon General of the 

United States. Based upon an emerging consensus among the 

scientific community, it urged that the nation's health 

strategy be recast to emphasize disease prevention. 

Califano (1979) reported the following: 

Let us make no mistake about the purpose of this, the 

first Surgeon General's Report on Health Promotion and 

Disease Prevention. Its purpose is to encourage a 

second public health revolution in the history of the 

United States .... It represents an emerging consensus 

among scientists and the health community that the 

Nation's health strategy must be dramatically recast to 

emphasize the prevention of disease. 

The Nation's first public health revolution, of 

course, was the struggle against infectious diseases 

which spanned the late 19th century and the first half 

of the 20th century .... So successful was this first 

revolution, that today, only one percent of people who 

die befor e age 75 in the United States die from 

infectious diseases. 

1 



The success of that first revolution means that 
I 

today the pattern of killing and disabling diseases 

has shifted drastically. While death from the major 

acute infectious diseases plummeted between 1900 and 

1970, the proportion of mortality from major chronic 

diseases, such as heart disease, cancer, and stroke 

2 

increased more than 250 percent .... Clearly, the next 

public health revolution must be aimed at these new 

kill e rs and cripplers. (p. vii, viii) 

A wealth of scie ntific information during the past 

three decades serves as a strong operational basis for new 

directions in health promotion and disease prevention. 

Epidemiological studies (Califano, 1979), the Holistic 

Health Movement (Farguhar, 1978), the Aerobic fitness 

movement (Cundiff & Brynteson, 1979), and rising health care 

costs (Meyer, 1979) have combined to provide added impetus 

to the new public health revolution. 

As health promotion broadens its base within the 

scientific atmosphere, churches are gradually becoming more 

involved. They generally have been viewed as having little 

or no impact on health promotion. However, there are a few 

exceptions. Califano (1979) noted in the United States 

Government/s report entitled Healthy People that Seventh-day 

Adventists, neither smoke nor drink, and about half follow 
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a milk, egg, and vegetable diet. As a result, their cancer 

incidence is less than one-seventh that of the general 

population for those cancers strongly related to smoking and 

drinking. Even their cancer incidence at other sites is 

one-half to three-fourths as high. Similarly, Mormons, who 

also _abstain from smoking and alcohol, have lower cancer 

rates than the general population. 

A church community provides a viable context out of 

which significant health promotion can occur. References 

cited in the rationale are designed to support such a 

contention. 

Rationale for the Study 

Expressions such as "holism", "lifestyle", 

"maintenance", "wellness", and "wholistic" appear with 

increasing frequency as attempts are made to explain the various 

facets of health. Emphasis on maintaining or improving 

health is increasing as opposed to the historical approach 

of restoring health when one is ill. 

The pace was set when, in 1964, the U.S. Department of 

Health, Education, and Welfare (presently Health and Human 

Services) published a document entitled Smoking and Health 

(Terry, 1964). The document represented the culmination of 

thorough research indicting tobacco as the most probable 



4 

cause of a series of diseases, the most common being lung 

cancer. Organizations promoting tobacco-free living now 

had the strongest possible base for their cause. The 

public had a clear choice between possible self-infliction 

of disease or wellness through abstinence . 

. The relationship between lifestyle and the degenerative 

or self-induced diseases was brought into sharper focus by a 

1958 study in Loma Linda University'~s School of Public 

Health. The focus was to determine the impact of lifestyle 

on wellness of 57,000 Seventh-day Adventists living in 

California. By 1965, results were available indicating that 

Adventists suffered a combined total of only a 48.6% 

incidence of the major killers (heart disease, cancer, 

emphysema, diabetes, and cirrhosis of the liver) when 

compared to the non-Adventist population of California. 

Adventists also lived an average of six years longer than 

the general California population (Lemon & Kuzma, 1969). 

DeFrancis (1979) demonstrated that Mormons, also because of 

lifestyle, have a disease incidence similar to that of 

Seventh-day Adventists. 

In 1970, the results of a twenty-year epidemiological 

study of the inhabitants of Framingham, Massachusetts were 

published. Lifestyle practices were clearly shown to be 

related to disease incidence and longevity. Consequently, 



researchers and educators alike became even more acutely 

aware of the impact of lifestyle on wellness (Kannel & 
I 

Tavia, 1974). 

5 

Two of the four previously mentioned studies involve 

religiously-oriented groups where health-related lifestyles 

form part of a religious commitment. Is there a viable 

relationship between religious commitment and a health

related lifestyle? An increasing number of articles infer 

that such is the case. 

Vaux (1976) challenged the health professions to 

research the correlation between religious faith, health 

attitudes, and health behavior: 

Beliefs prompt moral behaviors which, in turn, affect 

health. The manners of life prompte d by religious 

beliefs are somewhat easier to examine .... Research 

confirms that common sense which sees the connection 

between mcral habits - smoking; drinking alcohol, tea, 

and coffee; eating meat; etc. - with health. But how 

do the beliefs themselves affect health? (p.536) 

Osman and Russell (1979) urged readers, in a Journal of 

School Health article, to consider one's spiritual nature as 

an important aspect of individual and corporate life, and a 

legitimate dimension of well-being. Westberg (1980b) 
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suggested that America's youth created an early environment 

for an approachment between the "spiritual" and health 

behavior: 

In the early '70s, the youth shocked us into thinking 

more wholistically when they renounced Western religion 

and became enamored by Eastern religion and, at the 

same time, spurned Western medicine in favor of Eastern 

forms of healing which recognized the interrelatedness 

of the body and the spirit .... Many of us are firmly 

rooted in another establishment - the Western Christian 

church - which also needs reforming, especially in 

regard to its philosophy of health, wholeness, and 

salvation. This seems to be a strategic moment in 

history for both establishments, the church and 

medicine, to re-examine their concepts of health. 

(p.108) 

Suggestions of a viable interrelatedness between ones 

spiritual dimension and health behavior are relatively 

recent. The term "spiritual" in a general context, however, 

is old and has been subject to various interpretations; 

therefore, a definition appropriate to the present context 

is necessary. Hoyman (1966), as one of the first concerned 

health educators for this dimension in health education, 

suggested the following definition of "spiritual" for health 

educators: 
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Spiritual means the highest and finest part of man's 

nature, that is related to, but transcends his body and 

mind. In this sense the "religious" or "spiritual" may 

or may not be based upon any given religion. It is 

assumed that the moral, ethical, and spiritual are all 

· enmeshed in man's endless struggle for the good life, 

expressed through a living faith that is satisfying, 
I 

credible, and morally responsible. (p. 52) 

Banks (1980) surveyed health educators in an attempt to 

resolve differences of concept regarding the spiritual 

dimension in health education. Her data indicated that a 

ma jority of the health educators surveyed believe there is a 

spiritual dimension of health and this dimension should be 

included in the health education professional preparation 

program. As a result of her survey, she developed the 

following four-part definition of the spiritual dimension: 

(1) the unifying force which integrates all other dimensions 

(physical, mental, emotional, and social); (2) that which 

gives meaning and purpose in life; (3) a force within the 

individual which transcends to share warmth, love, 

compassion, with another; and (4) a recognition of powers 

beyond the natural and rational. 

As discussion continues regarding health and the 

spiritual dimension, religiously oriented health educators 

are becoming increasingly concerned about the church's role 
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in promoting a healthy lifestyle. Studies, such as those 

found in Carlyon (1981), Covert (1980), Hannay (1980), 

Kuntaraf (1979), Ness (1980), Powers (1980/1981), Rivera

Mendez (1979), Schutz (1976), Shaub (1980), Swanson (1978), 

Van Dolson (1972), and Wagner (1978), express a concern 

regarding the church/s commitment to an on-going health 

ministry as an integral part of its mission. For those who 

traditionally define the church as a strictly religious 

organization, a health programming component seems out of 

place in its ministry. 

Though many church organizations have traditionally 

avoided involvement in health ministry, the Seventh-day 

Adventist church has historically emphasized healthful 

living as an important correlate to spiritual commitment. 

Caution regarding the use of harmful drugs (antimony, 

mercury, and strichnine) and opiates to restore health was 

initially given in 1848. Additional guidelines for 

healthful living were developed during the following decade 

(Clark, 1968; Froorn, 1971, Reid, 1982). By 1866, the first 

church-related health care institution was in operation. 

Presently, the Seventh-day Adventist church coordinates the 

operation of 435 health-related institutions internationally 

One of the two church-related universities in North America 

includes a school of public health. Lorna Linda University/s 

School of Public Health is one of 21 accredited schools in 
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the United States. The General Conference (International 

Headquarters) of the Seventh-day Adventist church includes a 

Department of Health which coordinates church health 

activities on a world-wide basis (Seventh-day Adventist 

Yearbook, 1985). 

The historical health tradition of the church tends to 

create the assumption that hospitals are sufficient in 

providing adequate programs promoting health. Van Dolson 

and Spangler (1975) examined that tradition and discovered 

that Adventist doctors believed that hospitals filled the 

health promotion goals. However, Adventist ministers felt 

that the church was just as capable of promoting health to 

its community. Such interprofessional attitudes were seen 

as barriers to effective cooperation in health ministry. 

As a result of a preliminary study in Texas, Jamison 

(1983) found that attitudinal barriers to the church/s 

health ministry continue to exist in the minds of church 

members and leaders. The initial phase of the study 

involved a survey applied to a cross section of church 

members. These members were asked to write on the survey 

sheet three situations they considered to be obstacles to 

conducting a health ministry. Ten expressed obstacles were 

then selected from the responses. The basis of selection 

was the number of times the obstacles were mentioned. 
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From the ten obstacles, a paired comparison instrument 

was developrd which enabled a respondent to evaluate 

obstacles in pairs. When the comparison phase was 

completed, it was possible to rank order, from most 

frequently selected to least frequently selected, all ten 

obstacles. The ten obstacles selected were as follows: 

1. A lack of promotion. 

2. A lack of materials. 

3. A lack of interest. 

4 . A fear of failure from past programs. 

5. A lack of prepared church members. 

6 . A lack of funds. 

7 • A lack of adequate facilities. 

8 • A lack of time. 

9 • A lack of trained health professionals. 

10. A failure to integrate into evangelism. 

Each of the ten items was compared with each of the 

other nine items in the testing instrument. This resulted 

in forty-five comparison questions. 

Purpose of the study 

The purpose of this study was to investigate selected 

barriers to conducting a health ministry, as expressed by 

Seventh-day Adventist church members, in order to determine 
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the effect of the following variables; geographic location, 

exposure to a health education program, and church position 

(pastor or layperson); and also to determine their relative 

strengths as expressed by each group. 

Statement of the Problem 

The problem was to determine the effect of three 

variable s on expressed barriers to conducting a health 

ministry in selected Seventh-day Adventist church groups. 

The three variables investigated were: (1) geographic 

location; (2) exposure to a health education program; and 

(3) church position (pastor or layperson). In addition, the 

relative strengths of each barrier as perceived by the 

sel e cted church groups were determined. The sample 

population consisted of a random selection of 250 Seventh

day Adventist church members from Idaho, Oregon, and Texas 

during the Summer and Fall of 1984. The subjects completed 

a paired comparison survey instrument (Appendix A) on 

attitudinal barriers toward conducting a health ministry 

as promoted by the church. Kendall's Coefficient of 

Concordance, the Friedman ANOVA for correlation, and 

Spearman ' s correlation of Coefficients were used to analyze 

the data. 
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Hypotheses 

I 

The following null hypotheses were tested to determine 

differences in the relative strengths of expressed barriers 

to conducting a health ministry of pastors and laypersons 

randomly selected from Seventh-day Adventist churches in the 

the states of Idaho, Oregon, and Texas. 

The null hypotheses tested were: 

1. There will be no significant difference in the 

relative strengths of expressed barriers between Idaho 

laypersons (Group I) and Idaho pastors (Group II). 

2. The re will be no significant difference in the 

relative stre ngths of expressed barriers between Idaho 

laypersons (Group I) and active Oregon laypersons (Group 

III). 

3. There will be no significant difference in the 

relative strengths of expressed barriers between Idaho 

laypersons (Group I) and Texas laypersons (Group VII). 

4. There will be no significant difference in the 

r e lative strengths of expressed barriers between Idaho 

pastors (Group II) and active Oregon pastors (Group IV). 

5. There will be no significant difference in the 

relative strengths of expressed barriers between Idaho 

pastors (Group II) and Texas pastors (Group VIII). 



6. There will be no significant difference in the 

relative strengths of expressed barriers between active 

Oregon laypersons (Group III) and active Oregon pastors 

(Group IV). 
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7. There will be no significant difference in the 

relative strengths of expressed barriers between active 

Oregon laypersons (Group III) and inactive Oregon laypersons 

(Group V). 

8. There will be no significant difference in the 

relative strengths of expressed barriers between active 

Or e gon laypersons (Group III) and Texas laypersons (Group 

VI I ). 

9. There will be no significant difference in the 

relative strengths of expressed barriers between active 

Oregon pastors (Group IV) and Texas pastors (Group VIII). 

10. There will be no significant difference in the 

relative strengths of expressed barriers between active 

Oregon pastors (Group IV) and inactive Oregon pastors 

( Group VI) . 

11. There will be no significant difference in the 

relative strengths of expressed barriers between inactive 

Oregon laypersons (Group V) and inactive Oregon pastors 

( Group VI). 



12. There will be no significant difference in the 

relative s~rengths of expressed barriers between Texas 

laypersons (Group VII) and Texas pastors (Group VIII). 

14 

13. There will be no significant difference among the 

various church groups in their ranking of the barriers. 

Limitations of the Study 

This study was limited by: 

1. the degree of felt need or interest ministers or 

laypersons have in the area of health ministry. 

2. the degre e of openness in expressing personal 

opinions. 

3. the extent of geographical organizational 

influence, in the area of church-related health ministry, on 

ministers and laypersons. 

Delimitations of the Study 

The investigation was subject to the following: 

1. selected seventh-day Adventist church members in 

Idaho, Oregon, and Texas. 

2. those persons who were in attendance at services at 

the time of the collection of the data. 

3. those persons who volunteered to participate. 



15 

Assumptions 

It was assumed that: 

1. the responses are a valid reflection of the current 

situation. 

2. the instrument used accurately reflects the factors 

under consideration. 

3. the sample reflects common characteristics found 

within the Adventist church as a whole permitting a 

restricted application to other groups which reflect similar 

characteristics. 

4. definable barriers are at work in Adventist 

churches which impede the effectiveness of or eliminate a 

health ministry. 

Definition of Terms 

For the purpose of clarification, the following terms 

are defined: 

1. Active - refers only to those church congregations 

in the state of Oregon that have participated in at least 

one community health program during a calendar year. 

(Oregon is the only state of the three in this study which 

has a state-conducted church health ministry department.) 
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2. Barriers - are those personal attitudes or 

conditions within the local Adventist church structure which 

reduce the effectiveness or eliminate the possibility of 

conducting a health ministry program. 

3. Conference - refers to an administrative 

organization which coordinates the activities of a group of 

churches, usually, but not exclusively, on a statewide basis. 

4 • Health Ministry - is any function, program, or 

service of a church which instructs, motivates, or promotes 

lifestyle changes, based on the best scientific and 

scriptural principles, in order to achieve and maintain a 

state of physical, mental, and spiritual well-being. 

5. Layperson - refers to any individual who is 

officially a registered member of an Adventist church. 

6. Pastor - refers to males who direct or assist in 

the direction of a local church program. A pastor is 

ordained by the laying of hands by administrators of the 

local conference. 

7. Spiritual Dimension of Health - refers to that 

unifying force which integrates all other human dimensions, 

gives meaning and purpose to life, shares warmth, love, and 

compassion between individuals, and recognizes a power 

beyond oneself (Banks, 1980). 
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8. Holistic(wholistic) - refers to an integrated 

approach to health maintenance which includes physical, 

spiritual, social, and environmental factors (Svihus, 1979). 



Chapter II 

Survey of Related Literature 

Computer assisted searches, as well as a methodical 

review of hard copy sources, including photomicrographic 

materials, were utilized for the review of available 

literature. The results of the review indicated that the 

present study did not duplicate any other known 

investigation. 

This review is divided into six sections: the first 

is a review of the historical role of the church in the 

healing ministry; the second contains an overview of the 

development of the holistic health movement; the third 

presents various concepts of the spiritual element in health 

care; the fourth combines spiritual concerns of health care 

professionals; the fifth considers health activities of 

Protestant church groups; and the sixth presents a brief, 

historical review of health ministry in the Seventh-day 

Adventist Church. Each section is designed to reinforce the 

position that it is logical for a church community to be 

involved in health ministry and, at the same time, shows 

what has been uncovered in related studies. 

18 
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The Historical Role of the Church in Healing 

The church;s role in the healing ministry has been an 

inconsistent one. A hundred years ago, churches were given 

leadership in the health field by building the finest 

hospitals the world has ever known and training thousands of 

religiously motivated women as nurses (Westberg, 1980). 

The church;s original initiative subsided as time 

elapsed. A major contributor to the church;s change of 

emphasis in its ministry was the attitude of its clergy. 

Toward the end of the 19th century, the epitome of pastoral 

leadership was considered to be that of a pulpit orator. To 

accomplish such a position, most pastors all but abandoned 

personal pastoral contact with church members. The concept 

of personal concern, compassion, and a physician of the soul 

became nearly extinct (Cunningham, 1965). 

At the beginning of this century, the medical 

profession was doing well, even without religious help. It 

was considered just a matter of time until medicine would 

solve all of our physical ills; therefore, it was most 

difficult for Christians in developing churches in the 

United states, to see any particular relationship between a 

Christian lifestyle and maintaining the health of mind and 
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body. As a result, one found greater openness to spiritual 

healing among physicians than among clergy (Kelsey, 1970). 

At the point of greatest estrangement between the 

traditional pastoral role and the church~s involvement in 

the healing ministry, the development of the behavioral 

sciences was taking place. As a result, professions such as 

medicine, education, and social work had to rethink their 

methods and procedures. Clergy, on the other hand, tended 

to adopt three basic attitudes. A large group of clergy 

ignored the developing behavioral sciences and their impact. 

A second group opposed them, while a third group recognized 

their value and began to apply them to their pastoral work 

(Kemp, 1970). The care of souls, however, has been the 

mission of the clergy, at least, since Jesus sent out His 

disciples to preach and to heal (Gaustad, Miller, & Stokes, 

1979). 

With the revolution in psychology during the 20th 

century, the guidance of souls in America has taken on 

dimensions unprecedented in the church~s history. 

Ps ychoanalytic psychology has had a considerable influence 

upon religion. Clinical pastoral education (CPE), as a 

method of training in theological seminaries, pastoral 

psychology as a discipline, and pastoral counseling as a 

s pec ialty hav e produced significant changes in the pastoral 



ministry (Gaustad, Miller, & Stokes, 1979; Vanderpool, 

1980). 
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Some authors classify the growing impact of psychology 

on religion as a religion and health movement. Allison 

Stokes is foremost among them. From his research of the 

movement, he suggests three general characteristics: (1) 

the movement represents Freud/s influence upon American 

Protestant ministry; (2) the rnovernent/s leaders were 

innovators by advancing psychology/s influence through 

literature, clinics and pastoral counseling centers, the 

National Council of Churches/ agencies, seminaries, 

institutes, commissions and seminars, but not through church 

channels; and (3) finally, this health movement is a product 

of American Protestant liberalism (Stokes, 1981). 

An appropriate concluding thought for this section 

comes from Kenneth Vaux (1976): 

Today, although it is still unfashionable to ask 

questions about the religion/health interaction, it is 

evident that the long century of dissociation between 

religion and health sciences is corning to a close. 

Those responsible for the fabric of health care are 

again considering the relevance of spiritual beliefs 

and moral persuasions and habits for the activities of 

prevent ive and interventive medicine. (p. 522) 
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As will be shown later, both health and religious leaders 

have shown greater initiative in attempting to create a more 

meaningful interaction. 

Development of the Holistic Health Movement 

The holistic health movement is another sociological 

phenomenon which has strengthened the developing linkage 

be t ween religion and health. The concept of holism (or 

wholism) is not new. The term "holistic" comes from the 

Greek word "holos" which means "the entirety or completeness 

of a thing in its wholeness". The cartesian philosophy 

divide d the personality into physical and mental categories, 

but assigned only the latter to the sphere of the church 

(Svihus, 1979). For western civilization, there has been a 

chasm between science and religion since the Age of Reason 

and the Age of Enlightenment (Rossner, 1980). 

The term "holistic" and "holism" were first used in a 

1926 edition of the book Holism and Evolution authored by 

Jan Smuts, who, at the time, was a general in the British 

Army and later became prime minister of South Africa. 

Although the terms were first used in the context of 

revolution, the y were gradually applied to the area of 

health maintenance (Svihus, 1979). The social unrest and 
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emerging counter culture of the 1960s and 70s completed the 

movement;s present form (Berliner & Salmon, 1980). 

Early roots of the holistic health movement can be 

traced to Eastern cultures, most notably the Chinese (Lappe, 

1979). Centuries later, Benjamin Rush, the founding father 

of modern psychiatry, promulgated holistic medical concepts. 

The ideas that Rush expressed in the 1780s were not widely 

publicized or accepted. William Osler, Professor of 

Me dicine of Johns Hopkins University in the early 1900;s, 

further deve loped the holistic concept. The following quote 

(cited in Svihus, 1979) reflects Osler;s philosophy: 

The greatest aid in the prevention of disease is to 

preserve the due proportion of mind and body, for there 

is no proportion or disproportion mor e productive of 

health and disease, and of virtue and vice, than that 

b e tween soul and body. (p. 479) 

The emerging American Psychiatric Association began to 

recognize the need for holism in medicine (Lipowski, 1981). 

Today, after decades of development, the holistic 

health movement is characterized by five basic assumptions. 

The first promotes a positive view of health as well-being. 

The second encourages the individual;s responsibility for 

health. The third affirms the importance of health 

education. The fourth advises control of social and 



environmental determinants of health. The fifth includes 

low technology or "natural" therapeutic techniques 

(Kopelman & Moskop, 1981). 
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The timing of the holistic health rnovement;s popularity 

has spawned such questions as: Why is it, when the quality 

of health care is the best it has ever been, do we see 

alternative approaches gaining such prominence? The medical 

emphasis on detection and cure instead of the vigorous 

promotion of well-being is one reason (Todd, 1979). There 

has been a growing dissatisfaction with medicine;s emphasis 

s i nce the 1960;s. Doubts developed regarding medicine;s 

ability to prolong life in nursing homes or hospitals in a 

manner wh i ch did not deprive one of human dignity. Peop le 

also began to realize that modern medicine did not yet hav e 

the ability to cure certain diseases despite large research 

budgets. Again, much discontent has been created among the 

public because of exploding medical care costs. Finally, 

modern medicine has not adequately addressed prevention on 

either the social or individual level (Berliner & Salmon, 

1980; Guttmacher, 1979). 

Norman Cousins suggests several reasons for the 

increasing interest in holistic health. The pattern for 

this turn toward holism focuses on personal responsibility 

for he a l t h and a turning away from reliance on the 
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traditional medical model. Traditional medicine has 

generated such blunders as the thalidomide incident that 

brought untold human tragedy soon after it had been promoted 

as a great medical advance. Medical schools have, for 

years, ignored the role of nutrition in disease prevention, 

thus . diverting many people to other sources for healthful 

information. The medical industry has over-specialized to 

the point where the father image, the role model, and the 

family counselors are virtually non-existent. For good 

reasons, the public is becoming more skeptical about the 

efficacy of medical treatment. New interests in the powers 

of the mind in overcoming illness opened new vistas for 

laymen to conjecture, experiment, and scrutinize on their 

own (Pelletier, 1979). Areas of current research by the 

movement/s followers include such diverse specialties as the 

psychosomatic implications of biofeedback, genetic 

engineering, fulfilling human relationships, spiritual 

implications to health and wholeness, and influence of 

environmental factors on health as ways to reduce our 

biosocial decline (Andrews, 1981; Jaffe, 1981; Lipowsk i , 

1977). 
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Approaches to the Spiritual Element in Health Care 

The previous two sections laid the ground work for the 

spiritual approaches to be considered in this section. The 

impact of psychiatry on the pastoral ministry as well as the 

development and growth of the holistic health movement have 

mad e substantial contributions to the inclusion of a 

spiritual element in health care. The term "spiritual" is 

subject to various interpretations, such as: (1) a concept 

of life (a non-doctrinal approach); (2) a system of beliefs 

(a doctrinal approach); (3) a church as a therapeutic 

community; and (4) an emphasis of personal support in which 

health care professions can provide for patients. 

A Concept of Life 

During the past 20 years the conviction that the 

"spiritual" element as a legitimate and important dimension 

of health has been slowly evolving (Osman & Russell, 1979). 

"Spiritual" is not synonymous with "religious". It is 

regarded as the highest and finest part of our nature. 

Individual components of the spiritual dimension include: 

(1) perception of what it is that causes the 

universe to work the way it does; 

(2) something that becomes a matter of faith; 

(3) recognition of powers beyond the natural and 

rational; 



(4) a set of principles or ethics to live by; 

(5) something which gives meaning or purpose to 

life; 

(6) the sense of selflessness and a feeling for 

others; 

(7) commitment to God as an ultimate concern; and 

(8) involvement in the issue of survival (Banks, 

1980; Dovidio & Morris, 1975; Hopp, 1983; 

Hoyman, 1966). 
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A potential application of the above elements of the 

spiritual dimension, which is being increasingly recommended 

by counselors, is meditation. Meditation has been shown to 

produce a decreased sympathetic - neurophysiological -

arousal, thus, providing an increased emotional and 

psychological stability and a heightened capacity to cope 

with the pressure of everyday life (Pelletier, 1977). 

A System of Beliefs 

An article entitled, "Is religion therapeutically 

significant?" (Vanderpool, 1977) suggests that a segment of 

health educators considers a religious base for life 

essential. It is postulated that religion supplies a set of 

ultimate explanations for the existence and meaning of 

illness and cure. 



Religion fulfills certain specific needs which could 

influence health, such as: 

(1) the need for worship; 

(2) the need to find security against life's terrors 

including death; 

. ( 3 ) the need to find significance and value in life; 

( 4 ) the need to understand the nature of reality; 

( 5) the need to explain or accept long suffering; 

( 6 ) the need of people to deal with guilt; 

( 7) the need for explanation of the seemingly unjust 

distribution of wealth and good fortune; 

( 8) the need for strength in face of the unknown or 

times of crisis; 

(9) the need for feeling that one is doing something 

in time of helplessness; and 

(10) the need for social support in rituals and group 

activity during critical times (Byrne & Price, 

1979). 

The Church - A Therapeutic Community 

Another beneficial facet of religion is the positive 

effect it has on compliance. Compliance is essential for 

curative and maintenance objectives (Clark, 1984). 
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in 

A religious congregat i on serves as a potent therapeutic 

community when it develops its various resources for 
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liberating people from the exaggerated individualism and 

consequent isolation which characterizes so much of our 

contemporary society. Its ministry provides a sense of 

solidarity and community, encouragement and preparation to 

individuals with the gifts of healing and comfort for the 

lonely and frustrated, and finally, with God and humankind 

(Scharlemann, 1965). 

The church has great potential to promote community 

mental health. It offers meaning and purpose to life and a 

setting which can foster commitment to mutual caring and 

concern. Religious involvement can lead to an increased 

sense of personal well-being. The church also has available 

a large pool of dedicated volunteers who could be used for 

the promotion of community health (Bufford & Johnston, 

1982). 

A potential task of the minister is that of healer, and 

with the healing comes special opportunities. These 

opportunities include utilizing the therapy of the Bible, 

identifying with the Wounded Healer, and distinguishing 

between healing and curing. The minister and the physician 

are the two professionals who have managed to keep their 

charismatic authority (Knight, 1982). 

Selected studies have borne out the foregoing 

statements. In one study, it was found that participation 
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in religious rituals and observances, involvement in 

religious teachings, religious ideology about the nature of 

deity, and emotional religious experiences can generate a 

devoutness or reverence resulting in an obedience 

orientation or a "harmonious adjustment". This type of 

combined experience undergirds a personal control against 

deviant behavior (Rohrbaugh & Jessor, 1975). 

A 1963 population census of Washington County, Maryland 

included church preference and frequency of church 

attendance among its questions. This information was 

utilized in an attempt to discover whether frequency of 

church attendance is a variable in death rates of certain 

diseases. It was found that the relative risks were greater 

for infrequent church attenders than for those with regular 

church attendance. For example, the risk of suicide was 

more than twice among those of infrequent church attendance 

as depicted in the following: 

Disease 

Arteriosclerotic heart disease 

Pulmonary emphysema 

Cirrhosis of the liver 

Suicide 

Cancer of the rectum 

Cancer of the colon 

Relative Risk 

2. 1 

2. 3 

3. 9 

2. 1 

1.0 

• 8 



Noting these results, the authors admitted that church 

attendance is associated with a wide variety of physical 

phenomena (Comstock & Partridge, 1972). 
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Two early studies revealed a lower cancer incidence due 

to lifestyles based on religious convictions. Between 1950 

and 1969, cancer mortality in white Utah residents was 22% 

less than that of the entire population. The religion of 

7 2% of the state ' s residents is Mormon, which proscribes the 

use of tobacco and alcohol. Comparisons of Utah Mormons 

with non-Mormons showed that the Mormons had a lower 

incidence of all cancer associated with cigarette smoking. 

A Ca lifornia study also showed that the cancer mortality 

rate among California Mormon adults is about one-half to 

three -fourth s that of the general California population for 

most cancer sites (Enstrom, 1975; Lyon, Klauber, Gardner, & 

Smart 1976). 

Spiritual Concern of Health Care Professionals 

The minister as a healer is a concept which is gaining 

greate r acceptance. Healing has always involved more than a 

singl e pe r son or scientific event. In a religious context, 

h e aling re p r e s e nts the priesthood of all believers, a Divine 

fr a mework of eve nts, and the concept that all healing comes 

from God. It also includes a religious air and reverence, 
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based on acceptance and Divine forgiveness, and it requires 

an understanding of the meaning behind pain and suffering 

(Knight, 1982). 

Researchers suggest that health care professionals 

play key roles for encouraging meaningful religious routine, 

helping in evaluating patient relationship with God, helping 

to deal with guilt, and finally, communicating caring and 

love (Bellamy, 1983; Darocy, 1979; Fox, 1979; Shelly, 1982). 

A greater awareness of, and sensitivity to the spiritual 

needs of every human being, enhances one's ability for 

s e rvice. 

Health Activities of Protestant Church Groups 

The time frame for this section spans 1970 to 1983. 

The review of literature revealed that the few health

related ministries of church organizations are recent. 

Because of the recent entry into this area of ministry by 

church organizations, sufficient time has not yet elapsed to 

provide in-depth studies of attitudes expressed by those 

regularly involved in such a unique ministry. 

Wholistic Health Centers Project 

In the process of considering how to answer the growing 

inference s that ministers were losing touch with the reality 

of society, Westberg and Bolinger developed the concept of 
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the church-clinic in the Good Shepherd Lutheran Church which 

was located in a low-income suburb of Springfield, Ohio. 

The church-clinic was designed to provide comprehensive low

cost health care in such a way as to meet the needs of the 

whole person. Staffed by qualified lay people who are 

volu~teers, the church-clinic could also serve as a teaching 

center for both future ministers and future physicians 

(Bolinger & Westberg, 1975; Westberg, 1980b). 

The Springfield church-clinic's process of patient 

attention involved two volunteers, a minister-counselor, and 

a physician. The volunteers greeted the patient, registered 

basic information, then directed the patient to either the 

physician or the minister. All patients saw both volunteers 

either separat e ly or together. As a result of this first 

experiment, patients evaluated the church-clinic services as 

comparable to those of private practice clinics. Fewer 

ambulance calls to t he neighborhoods served by the church

clinic provided a measurable result of its service s . 

The evaluative process which determined the 

effectiveness of the first experiment left a number of 

unanswere d questions. was the church-clinic's success due 

to the wholistic approach, was it a fluke of circumstances, 

or was it due to its location in an area of primary care 

deficiency? A second project initiated in Hinsdale, 
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Illinois, an upper-middle-to-upper-class suburb west of 

Chicago, was undertaken in an attempted to answer the above 

questions. 

The Wholistic Health Center of Hinsdale was formed in 

the United Church of Christ, centered near the Hinsdale 

Sanitarium and Hospital. This experimental model differs 

from the Springfield model in that charges for its services 

were comparable to those of other medical and counseling 

services in the community. Instead of volunteers, nurses 

greeted and screened patients, and played a significant role 

in both the counseling and medical aspects of the treatment. 

Since the initial establishment of the Hinsdale 

Wholistic Health Center, a second center was established in 

a southwest suburb; sociologically similar, yet more rural 

and mobile. A three-year statistical evaluation showed th~t 

over 90% of the patients expressed satisfaction with the 

nursing and medical care, while over 80% expressed 

satisfaction with the care received from the pastoral 

counselor. It was found that 58% of patient needs were 

medical while 42% were psychological (Holinger & Tubesing, 

1979). 

Wholistic Health Centers have been placed in churches 

for the following reasons. 

(1) Churches are found where people live. 
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(2) Churches have a long history of serving their 

cowmunities with a variety of programs. 

(3) Churches take seriously the problems of the human 

spirit so often related to illness. 

(4) Churches provide a reservoir of volunteers. 

(5) Church members are pleased to offer physical 

facilities for modeling the close ties between 

science and religion. 

(6) The symbolism of the church building reminds 

patients and staff that God is involved in all 

healing and that people act only as his 

intermediaries. 

Results of the experimental health care centers led to 

three basic conclusions. The minister in a local 

congregation was discovered to have real opportunities to 

listen for early cries of help. Local congregations were 

found to be "health agencies" in their own communities. One 

to five percent of the congregation, which meets from week 

to week, is suffering from physical symptoms due to 

stre ssful experiences during the week. Ministers were 

determined to be more knowledgeable than they realize in 

dealing with major causes of illness. It was found that 50-

75% of the people making appointments had problems related 

more clearly to a minister's field than to a physician's 
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because they were experiencing loss, grief, or stress from 

life changes (Westberg, 198Gb). 

In 1974, the Bethel Baptist Church in Kingston, Jamaica 

created the Bethel Baptist Healing Centre. The Centre 

initially offered a counseling service and prayer ministry, 

with . the medical service being added one year later. The 

Centre/s staff consisted of an all volunteer team, 
I 

including ten nurses, ten physicians, four intake counselors 

or doctor/s assistants, three medical technologists, four 

pharmacologists, seven counselors, as well as a clerical and 

a maintenance staff. Patient process involved reception 

into the clinic procedure by giving essential information, 

an explanation of the wholistic healing concept, a routine 

screening by a nurse, and finally, a fifteen minute 

interview with the physician. The whole procedure takes 

about half an hour. Time spent with the patient is 

considered essential to the healing process. 

A three-year evaluation of patient reaction indicated 

that 1,289 new patients took advantage of the Centre/s 

services. However, 43% of the new patients never returned 

for reasons unknown to the researchers. Of those who sought 

follow-up treatment, 46% were discharged because they had 

recovered, 35% were referred to specialists, and 19% were 

still in treatment. cost of services and materials was 
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subsidized by the church. The "ultimate vision" of the Bethel 

Baptist Church is to provide a full-time medical center with 

expanded services (Nemec, 1980). 

In a unique attempt to create greater cohesiveness 

between three sociocultural traditions (spiritual, medical, 

and psychological), a Baptist church in Kingston, Jamaica 

established a church-based healing model which required all 

patients to initially participate in a religious devotional. 

Following the devotional, the patient was screened by nurses 

and prepared for a medical consultation. Finally, 

counselors, with special training in psychology, attempted 

to place problems-in-living within a Christian framework. 

The final result of this program was increased tension 

instead of greater cohesiveness between the physical, 

spiritual, and psychological areas of healing. The prayer 

partners who dominated the devotionals accentuated the 

miraculous aspect of healing while failing to support the 

physicians and psychiatrists. The latter two groups were 

conspicuous by their absence at devotionals. A reemphasis 

was recommended for this church-based healing model 

(Griffith, 1983). 

During late 1978 and early 1979, the University of 

North Carolina, School of Public Health coordinated a 12-

week health education program for eight black churches in 



Chatham County. 
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Eighteen participants were selected for the 

course which was conducted by the health education students 

with the cooperation of students from the Schools of 

Medicine, Nursing, and Nutrition. Each session covered 

strategies, content, and skills relating to the improvement 

of h~alth through education. As a result of the program, 

the students gained a greater understanding and appreciation 

for the cultural uniqueness of the black low-income church 

members and their environment. Eighty percent of the 

participants faithfully attended the sessions (Hatch & 

Lovelace, 1980). 

Varied Attempts at Health & Wholeness Programs for 

Local Churches 

The emphasis in this section is on the contribution of 

several church sponsored short-term programs on health and 

wholeness. Programs such as these have positively 

influenced the attitudes of their respective congregations 

toward health promotion, and have opened up new dimensions 

of church ministry. 

The first program concerns an attempt by a United 

Methodist minister to lead a congregation toward the 

recovery of a more intentional healing ministry supported by 

personal study, group teaching, and small group modeling and 
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planning. The minister inaugurated the program by 

conducting a seminar for eight adult members entitled, 

"Towards a recovery of the church"s healing ministry". The 

biblical, historical, scientific, and theological rationale 

for such a ministry was presented. The seminar was followed 

by a ,practicum ministry involving 21 persons. Finally, a 

task force, consisting of members from the practicum 

ministry, met for five weeks to prepare recommendations for 

an intentional healing ministry. The recommendations 

included services of worship for healing, small group 

ministry, a trained lay ministry, continuing education in 

the field of health and healing, and finally, an 

organization to implement and further develop the ministry 

as a whole (Swanson, 1978). 

Another attempt at developing a church healing ministry 

occurred in the Columbus Heights United Methodist Church in 

Columbus, Ohio and evolved around three specific project 

goals. The first goal was to develop a variety of healing 

ministries within the church context through spiritual 

growth groups, weekly services of healing and Holy 

Communion, and a weekend spiritual healing mission. The 

second goal was to communicate the nature of the healing 

ministry to the larger church body. This was accomplished 

by establishing a resource center of information and 
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materials on healing and wholeness and by personally 

explaining the various healing ministries to the church/s 

groups and organizations. The third objective was to train 

lay persons to take leadership roles in various healing 

ministries (Wagner, 1978). 

On a more philosophical level, a series of four two

hour seminars were conducted once a week in the Mendham 
I 

United Methodist Church, Mendham, Massachusetts and dealt 

with the following issues: (1) introduction to wholeness; 

(2) expe rience of "personhood"; (3) the nature and meaning 

of illness; and (4) the nature and meaning of healing. 

Following the last seminar, a healing service was held for 

all participants (Covert, 1979/1980). 

Pastoral counseling experience served as a basis for 

introducing to a Lutheran congregation a program of caring 

ministries utilizing lay persons. The program/s purpose was 

to expand the concept of pastoral counseling into a caring 

congregation. Over a period of two years, 40-50 volunteers 

wer e enlisted and trained in a visitation program to those 

of the congr e gation confined to their homes or temporarily 

in hospitals. The program included a personal preparation, 

an involvement, and finally, one evaluation phase (Powers, 

1981). 
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Emphasis on accelerated recovery was the basis of a 

healing ministry involving small groups in four 

congregations: (1) the Christ Presbyterian Church in 

Huntington Beach, California; (2) the Community 

Congregational Church in Tiburon, California; (3) the 

Sausalito Presbyterian Church in Sausalito, California; and 

(4) the Community Christian Celebration (U.C.C. Presbyterian 

Church) in Olympia, Washington. The structure of the 

program was molded around Dr. Lawrence LeShan/s concept of 

the unified field theory of increased mutual strength gained 

from unity. The groups met weekly for six months, during 

which time case records of "healees" were kept. Accelerated 

re c overy was observed in only a small number of cases 

partially due to difficulties in defining physiological and 

psychological improvement scientifically (Geddes, 1981). 

The First Ba ptist Church of summit, Mississippi 

selected deacons and Sunday School teachers for training in 

a healing ministry for crisis situations. The program 

involved a pretest of attitudes and knowledge in counseling, 

a questionnaire to measure participants/ attitudes toward 

meeting the crisis situations of the people in the church 

and community, a period of training, and finally, a 

questionnaire to determine the acts of caring performed 

during a 10-week period. As a result of the program, there 
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was an increased awareness of crisis needs, coupled with an 

increased involvement in crisis situations (Johnsey, 1981). 

Each Sunday morning, members of the Barbara Ann 

Roessler Memorial Church of Kingston, Jamaica, a church of 

more than a thousand strong were divided into cells of four 

persons, to share burdens of loneliness. As a result, long

time members provided an accepting environment which 

promoted the concept that the church was authentically a 

healing and redemptive community (Rivera-Mendez, 1979). 

Project Associates was another church;s attempt to help 

its congre gation discover the truth of wholeness. It 

involved a 12-week series of training sessions dealing with 

the concept of need, relationships, and healing through a 

wholistic approach. A central feature of the program was 

"journaling" or the daily recording of personal involvement 

in various aspects of wholeness. At the final session, 

those involved submitted a proposal to develop a community 

health council (Carlyon, 1981). 

Perhaps the most unique approach to health ministry in 

a local church, located just south of San Francisco, was the 

establishment of a church running/walking group. The 

theology of play espoused by Moltman, Cox, and Keen provided , 
the theological framework for the group. After one year, a 

questionnaire and checklist survey was filled out by each of 
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the 12 middle aged single adults. The findings showed 

improved health and fitness, improved self-confidence, and a 

better self-image (Davis, 1982). 

An analysis was made of the health ministries of three 

contemporary churches (Episcopal, Pentecostal, and 

Prestyterian) utilizing a questionnaire which measured the 

r e spective congregations' understanding and attitudes toward 

such a ministry. Results indicated
1 
that all three 

congregations reflected a very positive attitude toward 

healing in the church context. It was also found that the 

Pentecostal church was most mystical toward healing and 

least rational, while the Episcopal church was least mystical 

and most rational (Shaub, 1980). Positive psychological and 

physical changes were recorded along with greater self

confidence, joy, and a sense of well-being (Davis, 1982). 

A cursory review of the dates of the church's health 

projects of this section, with one exception, clearly 

indicates the relative infancy in which this type of 

experimentation finds itself. In contrast to such relative 

infancy, the final section of this chapter reflects an older 

historic background of the health ministry of the Seventh-

day Adventist Church. 
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The Health Ministry of the Seventh-day Adventist Church 

A professional polling organization questioned three 

thousand non-Adventist clergymen about their sources of 

information and general impression of Adventists as a whole. 

Of the 89% who reported any type of personal contact, 34% 

indicated that contact had been with medical personnel, 

usually a physician or a nurse. This percentage exceeded 

that of any other category. 

According to Reid (1982), one could not have imagined 

that a warning to a small religious group more than a 

century ago would one day be printed by law in large, legible 

type on every package of cigarettes sold in the United 

St ates : " Smoking i s in j ur i o us to your he a 1th . " Who wo u 1 d 

have predicted that many of the finest medical minds in the 

world, during the middle of the 20th century, would point to 

the positive spiritual and mental attitude of the patient as 

one of the major factors in physical recovery. 

Observations such as the foregoing are increasing in 

frequency in health circles. What is behind it all? The 

answer in part is, the persistent health concerns of a small 

religious group for nearly one and one-half centuries. Such 

health concerns were born out of the reform era of the 

nineteenth century. one author lists 12 major areas of 
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societal reforms with health being just one of the 12 (Reid, 

1982). 

One of the signers of the Declaration of Independence, 

Dr. Benjamin Rush, was of Presbyterian-Quaker background. 

As a result of Dr. Rush's influence, the Congregationalist 

chur~h bodies, the Methodist Conference, the Presbyterian 

Sy nod, and the Roman Catholic Bishop of Maryland took 

positions and issued warnings against the use of strong 

spirits. Later, in the early part of the 19th century, 

churches continued to lead in this area of health reform 

(Clark, 1 968). One major factor of the health reform's 

succe ss was du e to church involvement. "We had 'little 

othe r ide a of headache, dyspepsia (indigestion), nausea, 

f e v e rs, etc., than that these were, for the most part wholly 

beyond our control and ... ordered by God"s hand," is a 

state ment tha t fairly summarizes the prevailing health 

attitudes of the early period (Maxwell, 1976, p. 206). 

The founders of the Seventh-day Adventist church did 

not b e come active in the health movement until the second 

half of the 19th century. Ellen White did not begin her 

spi r itual and health guidance of the movement until the late 

1840s. Sh e received four major messages of "Divine origin" 

be tween 1848 and 1865. The first message dealt with the 

phy sically damaging effects of tobacco. In 1854, a second 
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message focused on improving dietary habits and personal 

hygiene. The third and most extensive message laid down 

guidelines for a comprehensive health program for the 

developing church and the communities it served. The fourth 

message came at Christmas of 1865. It provided the 

motivational base for what the church eventually 

accomplished in the area of health ministry (Reid, 1982). 

The sequence of health messages fit in well with the 

times. From the middle 1840s through the 1850s, there 

was considerable agitation against tobacco and in favor of 

diet reform ( Spalding, 1961). It has been observed that the 

Library of Congress lists more than 60 volumes on health 

written between 1843 and 1863 (Robinson, 1965). 

Two separate but simultaneous health reform emphases 

were made between the beginning of the 19th century and the 

1870s. Support for vegetarianism began in 1804 and 

concluded with the formation of the Baptist Vegetarian 

Society in 1847 and the American Vegetarian Society in 1850. 

Support for temperance began in 1808 with the formation of the 

Moreau (NY) Society and reached its peak in 1874 when the 

national women/s Christian Temperance Union was formed in 

Cleveland, Ohio (Froom, 1971). 
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The strength of the health reform movement between 1830 

and 1860 can be attributed to a number of factors. These 

include: the long tradition of health literature; public 

dissatisfaction with the medical profession during the 

middle decade of the 19th century; and, the widespread 

suffering of dyspepsia (indigestion) at the time (Gaustad, 

1974). 

As a result of the Adventist church's involvement in 

the health reform movement of the middle 19th century and 

into the present, the organization fields the largest health 

care system of any protestant church its size in the world 

today. The Adventist Health System owns or operates 78 

hospitals in the United States (Johnson, 1986) plus a number 

of hospitals in other countries. The church operates two 

medical schools with a third in the planning stages 

(Seventh-day Adventist Yearbook, 1986). 

The health study done from the late 1950s to the late 

1960s, on Seventh-day Adventists in California, is one 

reason for the current emphasis on the adoption of a healthy 

life-style in the United States. For the first time in the 

modern era, it was statistically shown that a group of 

individuals living in similar environments were not 

suffering from common degenerative dis e ases in the same 



proportion as others (Dysinger, Lemon, Crenshaw, & Walden 

1963; Lemon, Walden, & Woods, 1964; Lemon & Walden 

1966; Lemon & Kuzma, 1969; Wynder & Lemon, 1958; Wynder, 

Lemon, & Bross, 1959). 
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In light of the church/s persistent historical 

involvement in various facets of health promotion and recent 

successes in longevity among its members, it is noteworthy 

that only two studies have been published on health 

programming or on attitudes toward the church/s health 

involvement. The first was a research project conducted in 

Indonesia which included the evaluation of an existing 

health emphasis coupled with the recommendation of a 

comprehensive approach to a program. This program utilized 

various levels of church volunteers for their and the 

community/s benefit (Kuntaraf, 1979). 

The second research project addressed the area of 

personality and motivational variables as related to 

behavioral commitment to certain health teachings. It was 

found that two personality factors, one having to do with a 

tendency toward sober-mindedness or surface enthusiasm and 

the other having to do with the individual /s tendency toward 

either shyness or social self-confidence, emerged more 

frequently than any others. Three motivational dynamics 

also emerged. The first one is the drive toward sensuous 
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self-indulgent satisfactions. Second is the drive toward 

the expression of destructive hostile impulses. The third \ 

motivational dynamic is the drive to meet the individual ~s 

need for the demand of conscience (Ruskjer, 1980). 



CHAPTER III 

METHODOLOGY 

The purpose of this study was to determine the effect 

of geographic location, exposure to a health education 

program, and church position (pastor or layperson) on 

expressed barriers to conducting a health ministry in 

selected Seventh-day Adventist church groups. The relative 

strength of each barrier, as perceived by the selected 

church groups, was also determined. The chapter on 

methodology includes those procedures and methods that were 

followed in the conduct of the study. A description of the 

preliminary procedures, setting, instrumentation, subjects, 

data collection, and statistical methods is presented. 

Preliminary Procedures 

I n terest in this research project developed from a 

previous survey project conducted by this investigator, as a 

part of his practicum program, which involved the 

identification and testing of attitudes toward health 

programming. A randomly selected group of pastors and 

laypersons representing various locations in Texas, were 

asked to identify three obstacles to health programming 

50 
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within the Seventh-day Adventist church. From the total 

number of responses, ten obstacles were selected on the 

basis of the number of times mentioned. The ten obstacles 

were then used as a basis for developing a paired comparison 

survey instrument. The survey was conducted among 195 Texas 

pastors and laypersons of the Seventh-day Adventist church 

in randomly selected locations. 

Implications from the previous study conducted in Texas 

formed the basis of the rationale for the present study. 

There was a question whether the initial survey done in 

Te xas would accurately reflect the general church~s attitude 

toward h e alth programming since only one state was involved. 

As a result, two additional states were included in the 

present study. 

Setting 

The states of Oregon and Idaho were selected because 

the northwest represents one of the largest Adventist 

communities and, historically, the state of Oregon has one 

of the highest ratios of Adventists to non-Adventists. 

Texas represents the largest concentration of Seventh-day 

Adventists in the southwest (Yost, 1984). 
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In order to determine receptiveness, initial telephone 

contact was made by the investigator with previously known 

individuals in positions of leadership in both Oregon and 

Idaho. The purpose of the research was presented and 

request was made for approval of and cooperation in the 

project. Request was also made for their suggestions 

regarding which churches would not only provide the number 

of participants needed but would also provide a geographical 

balance within the state. Each administrator sent a list of 

churches with their respective pastors which were 

recommended for participation in this research project. 

That information served as the basis for selecting the 

churches used in the study. In the state of Oregon, church 

congregations were selected not only for geographical 

distribution but also for the degree of participation in the 

state organizationally sponsored health ministry program. 

Instrumentation 

Ranking, defined as arranging in order with regard to 

some common aspect, is a very common process in our society; 

however, it tells us nothing about the differences between 

ranks. Though it tells us the order or sequence of items, 

the size of the rank-intervals is unknown and unlikely to be 

equal. This problem has led to the development of 
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Spearman's Rho and Kendall's Tau and to other similar 

statistical devices. None of these procedures requires any 

knowledge of the size of the rank-intervals. Indeed the 

ranking technique would not be used if such knowledge were 

available (Oppenheim, 1966). 

The paired comparison instrument provides a unique 

approach to the ranking process. It was developed by L. L. 

Thurstone for psychosocial research in 1927. In 1928, he 

used the instrument to determine nationality preferences. 

Thurstone (1928) concluded that "the method may be of some 

use in the objective measurement of social attitudes that 

are usually reported wit~ the prejudice or bias of 

individual authors and investigators" (p. 418). 

Guilford (1928) examined paired comparison as a 

psychometric method. He concluded that Thurstone's method 

of dealing with the data was too laborious, and suggested 

that in simply taking the total number of times each item was 

chosen in r e lation to the others gave values similar to 

Thurstone's procedure. 

Ross (1934) suggested a standardized format for the 

paire d comparison instrument which included the following: 

"(a) eliminate space and time errors, (b) avoid regular 

repetitions which might influence judgement, and 
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(c) maintain the greatest possible spacing between 

pairs ... ". (p. 375) 

Guilford (1936) took Ross' initial format suggestions 

and further refined them as follows: 

1. Each item should be paired with every other item. 

The total number of pairs will equal n(n-1)/2. 

2. No response should be repeated twice in succession. 

3. No rhythmical pattern should be evidenced. 

4. Each item should appear an equal number of times on 

the right and the left side. 

5. Each item should be spaced as far apart as will be 

allowe d from each identical item (addition from 1954, 2nd 

e dition of same text). 

Slater (1961) affirmed the use of the paired comparison 

instrument, especially in research where the intent is to 

make the subjects discern carefully between relatively 

similar, perhaps interactive, items. He also suggested that 

the instrument revealed strong evidence of internal 

consistency. 

The above observations provide a context which confirms 

the value of the paired comparison instrument this 

researcher has chosen to use in this project. The instrument 

contributes three unique benefits to a project such as this: 
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(a) it determines the rank of each item, (b) it shows each 

item/s strength in the ranking order, and finally (c) it 

provides an equal consideration for each item. 

Subjects 

The subjects for this study consisted of 217 English

speaking Seventh-day Adventists who were in attendance at 

worship service or programs of churches which had been 

selected by the state administrators as representative 

churches within their geographical area. All persons who 

participated in filling out the research instrument did so 

voluntarily. such a process is similar to the principle of 

convenience sampling which means that the persons who became 

subjects were the most readily accessible population for the 

study at that time (McCarthy, 1957). 

The study population, consisting of 217 subjects, was 

divided into eight groups as follows: 

1. From Idaho (2 groups) 

- 31 pastors 

- 31 laypersons 
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2. From Oregon ( 4 groups) 

- 30 "active" pastors 

- 29 "active" laypersons 

- 15 "inactive" pastors 

- 21 "inactive" laypersons 

3 . From Texas ( 2 groups) 

- 30 pastors 

- 30 laypersons 

The term "active", as used in this research context, 

was defined as those church congregations who have 

participated in at least one community health program during 

a calendar year. The term "inactive" referred to those 

church congregations who had not participated in a community 

health program during the last three calendar years. 

Data Collection 

Two procedures were followed for gathering data. In 

the first procedure, permission was granted to the 

investigator by the Texas organization of churches to 

personally collect data from church groups in Texas. On each 

occasion, those in attendance at church were asked to 

voluntarily participate. At the beginning of each session, 

time was alloted for explaining the reason for gathering 
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data, giving instructions on how to use the instrument, and 

answering individual questions. The subjects were then 

requested to fill out the questionnaire and return it to the 

investigator before leaving the site. 

A variation of the first procedure resulted from the 

investigator/s attendance at a Texas state-sponsored seminar 

for pastors. The pastors were asked to fill out an 

instrument and return it immediately. The investigator then 

requested permission of those pastors, whose churches 

represented a balanced geographical distribution in the 

state of Texas, to utilize the research instrument in their 

congregations. When permission was granted, packets of 15 

instruments, with instructions, were prepared with return 

envelopes and given to the pastors. A request was made to 

return the completed material within 30 days. 

For church congregations, in the states of Idaho and 

Ore gon, permission to administer the instrument was secured 

both by telephone calls and personal letters to the pastors 

of the churches selected. When permission was granted, 

packets of 15 instruments were sent with an accompanying 

cover letter of explanation. Suggestions on how to use the 

instrument were included. If additional questions arose on 

the part of the pastor or local elder administering the 

instrument in the data gathering process, clarification was 
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made either by phone or letter. To those who had not 

responded within 30 days, a follow-up letter was sent urging 

compliance in filling out the survey sheets and returning 

them as soon as possible (See Appendix C for a copy of the 

letters). 

Statistical Methods 

The statistical methods for analyzing the results of 

this research are based upon Kendall's Coefficient of Concor

dance, the Friedman ANOVA for correlation, and Spearman's 

Correlation of Coefficients. This statistical combination 

determines both item rank sum and item rank mean. When the 

standard deviation of selection and the mean value of each 

selection are calculated, one can determine if there has 

been a significant difference in the selection of one item 

over another through the coefficient of concordance. 

According to the computer program designed by Dr. 

Marshall, at the Texas Woman's University, to analyze the 

results of a paired-comparison instrument, the lower the 

mean rank of each item, the more that item has been chosen. 

Therefore, significance in the selection process would be 

determined by taking the lowest mean rank of the ten items, 



comparing it with that of each of the other ten, and 

subtracting that value from the standard deviation value. 
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It should be pointed out that the abov e statistical 

procedures may not reveal the most significant information 

regarding the results. As Guilford observed in 1928, by 

simply noting the total number of times an item is selected 

and comparing these totals, the strengths of ranking can 

reve al much. 



CHAPTER IV 

RESULTS OF THE STUDY 

The purpose of this study was to determine the effect 

of geographic location, exposure to a health education 

program, and church position (pastor or layperson) on 

expressed barriers to conducting a health ministry in 

selected Seventh-day Adventist church groups. The relative 

strength of the each barrier, as perceived by the selected 

church groups, was also determined. 

Description of the Groups in the Study 

The 217 subjects involved in this study resided in the 

states of Idaho, Oregon, and Texas. They were English

speaking, male and female, active in church attendance, and 

willing to complete the paired comparison instrument. Table 

1 is a presentation of the number and category of each state 

and the percentage of total subjects each state provided. 

There is some variation in the number of subj e cts in each 

group due to the fact that the subjects used were those 

individuals available at the time of the testing. 

60 
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Table 1 

State, Category, Number, and Percentage of Subjects 

State 

Idaho 
Idaho 
Oregon 
Oregon 
Oregon 
Oregon 
Texas 
Texas 

Totals 

Category No. Percentage 

Laypersons (n=31) 14.23 
Pastors (n=31) 14.23 
Active Laypersons (n=29) 13.77 
Active Pastors (n=30) 13.77 
Inactive Laypersons (n=21) 9.60 
Inactive Pastors (n=l5) 6.86 
Laypersons (n=30) 13.77 
Pastors (n=30) 13.77 

217 100.00 % 

Performance of the Groups on the 

Testing Instrument 

A paired comparison instrument was used to gather the 

data necessary for the results of this research. This 

instrume nt contained ten factors which were conside red by an 

initial testing panel to be obstacles to a local church in 

conducting an effective health ministry. The paired 

comparison instrument was chosen for this investigation 

because it results in a rank order of the items being 

tested. The ten items identified in the testing instrume nt 

were : 



1. A lack of promotion. 

2. A lack of materials. 

3. A lack of member interest. 

4. A fear of failure from past programs. 

5. A lack of prepared church members. 

6. A lack of funds. 

7. A lack of adequate facilities. 

8. A lack of time. 

9. A lack of trained health professionals. 

10. A failure to integrate into evangelism. 
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Three statistical procedures were used to determine 

whether to accept or reject the null hypotheses. They were: 

(1) the Spearman Rank-Order Correlation Coefficient (Huck, 

1974); (2) the Kendall Coefficient of Concordance (Leedy, 

1980); and (3) the Friedman Two-Way Analysis of Variance of 

Ranks - a Two-Way ANOVA (Huck, 1974). 

The Spearman Correlation Coefficient was the basic 

statistical procedure used to determine the degree of 

correlation between groups. Statistical correlation ranges 

from +l.00 to -1.00. According to Huck (1974), a high 

positive correlation ranges from +.80 to +1.00, while a high 

negative correlation ranges from -.80 to -1.00. If the 

correlation were near +.00 it would be determined that no 

systematic relationship existed. 
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Table 2 presents the correlation coefficients of all 

groups tested. Eighteen of the 20 correlation coefficients 

presented in the matrix range from .79 to .98. Ninety 

percent fit into the high positive relationship category. 

Two correlations, .70 and .72, represent a strong moderate 

relationship (Huck, 1974). When Kendall's Coefficient of 

Concordance was applied to the research data, a .87 level of 

concordance was shown to exist between all groups tested. 

Such a strong positive relationship between groups denotes a 

consistent pattern of selection. Each group demonstrated a 

clear distinction between the most frequently and least 

frequently items chosen. 

TABLE 2 

Matrix of Spearman Correlation Coefficients of Study Groups 

---------------------------------------- ---
IOP* .81 
TP .92 .87 
TL . 87 .83 
IL .87 .83 
IP .87 .92 .70 
AOL .90 .93 .96 . 79 .98 .89 .89 

AOP . 88 .87 .99 .72 .98 .87 .90 

TP TL IL IP AOL AOP IOL IOP 

------------------------------------------------------------
*The l e tters, in order of presentation, except for 

repetition, represent the following groups: 

Inactive Oregon Pastors 
Texa s Pastors 
Texas Laype rsons 
Idaho Laypersons 

Idaho Pastors 
Active Oregon Laypersons 
Active Oregon Pastors 
Inactive Oregon Laypersons 
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Findings showed that Spearman~s Correlation of 

Coefficients, expressing a range from .70 to .99 and 

Kendall ~s Coefficient of Concordance of .87 were strong 

enough to conclude at the .05 alpha level that there was no 

significant difference between the groups tested. A strong 

correlation of concordance exists between all groups. Each 

group expressed consistently clear opinions regarding the 

selections it made. 

Up to this juncture, the statistical results reflect 

the correlation pattern when all groups are compared 

together. However, significance between the items must be 

demonstrated within each -group. Therefore, the following 

tables will indicate pair-wise significance for the 

individual groups. Each table includes a Scale of 

Preference, a sequence of item selection frequency, plus the 

asterisk matrix indicating pair-wise significance. 

Table 3 reflects the data of the Idaho Laypersons. 

This group selected items 3 (a lack of member interest), 5 

(a lack of prepared church members), and 10 (failure to 

integrate into evangelism) most often, while items 2 (a lack 

of materials), 6 (a lack of funds), and 7 (a lack of 

adequate facilities) were least often selected. There was 
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significant pair-wise difference between items 3, 5, and 10 

when compared with items 2 and 7. Items 3 and 10 were 

significantly different from item 6. This group showed 

eight pairs that were significantly different. The number 

of significant pair-wise differences infers a strong opinion 

regarding the obstacles most frequently selected as compared 

to the one least frequently selected. 

TABLE 3 

Matrix of Pair-wise Significance for Idaho Laypersons 

SCALE OF PREFERENCE ITEM 

1.05 3 
.94 10 
. 88 5 
. 60 8 
.5 9 1 
.43 9 
.46 4 
• 2 2 6 
. 0 9 2 
.00 7 

FREQUENCY OF ITEMS SELECTED 
FROM LEFT TO RIGHT 
3 10 5 8 1 4 9 6 2 7 

* * 
* * * 
* * * 

Table 4 displays the data of the Idaho Pastors. They 

showed only one pair that was significantly different. It em 

5 (a lack of prepared church members) was their most 

frequent choice which was significantly different from item 
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2 (a lack of materials). This group showed the least pair

wise significance. 

TABLE 4 

Matrix of Pair-wise Significance for Idaho Pastors 

SCALE OF PREFERENCE ITEM 

.95 5 

.77 3 

.76 10 

. 7 2 9 

.62 1 

.56 7 

.47 4 

.46 8 

.45 6 

.00 2 

FREQUENCY OF ITEMS SELECTED FROM 
LEFT TO RIGHT 
3 10 5 8 1 4 9 6 2 7 

* 

The Active Oregon Laypersons group, as shown in Table 

5, sel e cted items 3 (a lack of member interest), 5 (a lack 

of prepared church members), and 10 (failure to integrate 

into evangelism) most frequently. Items 2 (a lack of 

mater ials), 4 (a fear of failure for past programs), 6 (a 

lack of funds), and 7 (a lack of adequate facilities) were 

shown to be least frequently selected. There was a pair

wis e significance between item 3 and items 2, 4, 6, and 7. 

Item 5 was significantly different from items 2, 6, and 7, 

while item 10 was significantly different from items 2 



and 7. This group registered nine pairs that were 

significantly different. 

TABLE 5 

Matrix of Pair-wise Significance for Active Oregon 
Laypersons 

SCALE OF PREFERENCE ITEM 

1.04 3 
.94 5 
. 8 2 10 
. 5 2 1 
. 50 8 
.50 9 
.39 4 
. 34 6 
.18 2 
.00 7 

FREQUENCY OF ITEMS SELECTED 
FROM LEFT TO RIGHT 
3 5 10 1 8 9 4 6 2 7 

* 
* * 

* * * 
* * * 
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Table 6 shows that the Active Oregon Pastors selected 

items 1 ( lack of promotion), 3 (a lack of member interest), 

5 (a lack of prepared church members), 8 (a lack of time), 

and 10 (a failure to integrate into evangelism) most often 

while they chose items 2 (a lack of materials), 6 (a lack of 

funds), and 7 (a lack of adequate facilities) least 

frequently, There was pair-wise significance between both 

items 3 and 5 with items 2, 6, and 7; between item 10 and 

items 2 and 7. Item 1 was significantly greater than items 
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2 and 7, and item 8 was significant over item 7. This group 

registered 11 significant pair-wise differences. 

TABLE 6 

Matrix of Pair-wise Significance for Active Oregon Pastors 

SCALE OF PREFERENCE ITEMS FREQUENCY OF ITEMS SELECTED 
FROM LEFT TO RIGHT 
3 5 10 1 8 9 4 6 2 7 

.9 5 3 

. 94 5 

.7 8 10 

. 7 0 8 

.64 1 

. 3 7 4 

. 3 4 9 

.30 6 * * 

.0 3 2 * * * * 

.00 7 * * * * * 

Tabl e 7 shows the sel e ction process of the Inact ive 

Or egon Laypersons. They selected items 3 (a lack of membe r 

inte r es t) and 5 (a lack of prepared church members) most 

oft e n whil e items 2 (a lack of materials) and 7 (a lack of 

ade quate facilities) were least often selected. There was 

pa ir-wise significance between item 3 and items 2 and 7, 

a nd a l so between item 5 and items 2 and 7. This group 

had four pair-wise significant differences. 



TABLE 7 

Matrix of Pair-wise Significance for Inactive Oregon 
Laypersons 

SCALE OF PREFERENCE ITEMS FREQUENCY OF ITEMS SELECTED 
FROM LEFT TO RIGHT 
3 5 10 1 4 6 9 8 2 7 

.85 3 

.81 5 

. 64 10 

.64 1 

.49 4 

.40 6 

. 32 9 

. 31 8 

.13 2 * * 

. 00 7 * * 
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The data for the Inactive Oregon Pastors is depicted in 

Tabl e 8. Th e factors tended to be rather homoge neous in the 

selection process. There were four pairs that were 

significantly different. Items 3 (a lack of membe r 

int e r es t), 5 (a lack of prepared phurch members), 8 (a lack 

of time ), and 10 (a failure to integrate into evangelism) 

we r e chosen most frequently while item 7 (a lack of adequate 

facilities) was chosen least frequently. There was pair

wis e significance b e tween items 3, 5, 8, and 10 with item 7. 
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TABLE 8 

Matrix of Pair-wise Significance for Inactive Oregon Pastors 

SCALE OF PREFERENCE 

.7 2 

.66 

.55 

. 50 

. 46 

.40 

. 35 

. 26 

. 1 4 

. 00 

ITEMS 

5 
3 

10 
8 
6 
1 
9 
4 
2 
7 

FREQUENCY 
FROM LEFT 
5 3 10 

* * * 

OF ITEMS SELECTED 
TO RIGHT 
8 6 1 9 4 2 7 

* 

In Table 9 , it will be seen that the Texas Laypersons 

chose ite ms 3 (a lack of member interest) and 5 (a lack of 

pre pare d church members) most frequently while they chose 

ite ms 2 (lack of materials) and 6 (a lack of funds) least 

o f t e n. The r e was pair-wise significance between item 5 and 

items 2 and 6; also b e twee n item 2 and item 3. In this 

group, thre e pairs were significantly different. 



TABLE 9 

Matrix of Pair-wise significance for Texas Laypersons 

SCALE OF PREFERENCE ITEM 

.92 5 

. 7 5 3 

. 64 1 

.57 10 

. 54 9 

. 34 8 

.28 4 

. 1 1 7 

.0 5 6 

. 00 2 

FREQUENCY OF ITEMS SELECTED 
FROM LEFT TO RIGHT 
5 3 1 10 9 8 4 7 6 2 

* 
* * 
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Tabl e 10 represents .the data from the Texas Pastors who 

s e l e cte d items 5 (a lack of prepared church members) and 10 

(failure to inte grate into evangelism) most often while they 

s e l ec t e d items 2 (a lack of materials), 6 (a lack of funds), 

and 7 (a lack of adequate facilities) least often. There 

wa s pair -wis e significance between item 5 and items 2, 6, 

and 7. The re was also significance between items 2 and 10. 

Thi s group reg istered four pairs that were significantly 

diff erent. 



TABLE 10 

Matrix of Pair-wise Significance for Texas Pastors 

SCALE OF PREFERENCE ITEM 

.93 5 

.78 10 

.68 3 

.66 1 

. 4 4 4 

.42 9 

.20 8 

. 1 0 6 

.06 7 

.00 2 

FREQUENCY OF ITEMS SELECTED 
FROM LEFT TO RIGHT 
5 10 3 1 4 9 8 6 7 2 

* 
* 
* * 

Table 11 is a presentation of the combined results of 

the eight groups. Of the 45 pairs originally compared by 

the instrument, 30 of those were significantly different. 

There appears to be strong opinions within a significant 

proportion of the group tested. If that were not the case, 

there would not exist an approximate 90% pair-wise 

significance. 
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TABLE 11 

Total Survey Results 

SCALE OF PREFERENCE ITEM FREQUENCY OF ITEMS SELECTED 
FROM LEFT TO RIGHT 
5 3 10 1 9 8 4 6 2 7 

2.68 5 
2.58 3 
2.12 10 
1. 74 1 * * 
1. 31 9 * * * 
1. 29 8 * * * 
1.08 4 * * * 

.81 6 * * * * 

.15 2 * * * * * * * 

.00 7 * * * * * * * * 

Tables 2 through 11 place heavy emphasis on the 

statistical results of the data provided. Table 12 reflects 

Guilford ' s (1928) short cut variation to the original method 

established by Thurstone (1927, see Chapter III). By 

tabulating the number of responses, not only does a rank 

order of items become apparent, but the strength of the 

distribution of each item in comparison with every other is 

graphically portrayed. Guilford (1928) found that the 

values obtained through this method bore a strong 

relationship to statistical values. Tables giving data for 

each group studied can be found in Appendix B. 



Summary of Times Selected and Ranking of the Ten Factors 

Idaho Idaho Act ive Active Inac t ive 
Laypersons Pastors Or egon Oregon Oregon 

Laype rsons Pastors Laypersons 
3 2 1 

R No. F No. F No. F No . F No. F 

1 209 - 3 189 - 5 192 - 3 216 - 3 138 - 3 
2 195 - 10 169 - 3 18 9 - 5 200 - 5 134 - 5 
3 187 - 5 168 - 10 168 - 10 182 - 10 115 - 1 
4 149 - 8 163 - 9 157 - 8 134 - 1 115 - 10 
5 148 - 1 1 52 - 1 149 - 1 132 - 8 98 - 4 
6 1 31 - 4 133 - 6 112 - 4 131 - 9 88 - 6 
7 127 - 9 117 - 8 108 - 9 114 - 4 79 - 9 
8 99 - 6 115 - 4 102 - 6 1 06 - · 6 78 - 8 
9 81 - 2 105 - 7 66 - 2 82 - 2 57 - 2 

10 69 - 7 84 - 2 62 - 7 53 - 7 43 - 7 

1 
The ten factors are: 

1. A lac k of promotion. 
2. A lac k of materials . 
3. A l ack of member interest. 
4 . A fea r o f failure from past programs. 
5. A lac k of prepared c hurch me mbers . 
6. A lack of funds. 
7. A la c k of adequate facilities . 
8. A lack of time . 
9. A lack of trained health professionals. 

10. A failure to integrate into evange l ism. 
2 

The number of times factor was selected. 
3 
The ranki ng of the t e n facto r s . 

1 
by All Groups Studied 

Inactive Texas Texas 
Oregon Laype rsons Pastors 
Pastors 

No. F No. F No. F 

102 - 5 192 - 5 194 - 5 
96 - 3 173 - 3 176 - 10 
84 - 10 IGO - 1 165 - 3 
79 - 8 15 2 - 10 162 - 1 
75 - 6 149 - 9 137 - 4 
68 - 1 1 26 - 8 134 - 9 
6 3 - 9 11 9 - 4 108 - 8 
54 - 4 99 - 7 97 - 6 
41 - 2 93 - 6 9 2 - 7 
13 - 7 87 - 2 85 - 2 
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Differences Between the Groups 

Data analyses to determine statistical differences 

between groups were provided by the Spearman Correlation 

Coefficient. The Spearman Correlation ranged from .70 to 

.99. The .70 correlation existed between Idaho pastors and 

Idaho laypersons, while the .99 correlation was shown 

between active Oregon laypersons and active Oregon pastors. 

A three-way comparison of correlation means was made of 

this study group in order to determine the strength of 

similarities or differences. The mean of the correlation 

coefficients between pastors was found to be .84. When 

comparing the responses of pastors with laypersons the 

coefficient mean was .90. Finally, the mean of the 

coefficient between laypersons was .87. No significant 

pattern emerges through this analysis. 

An analysis of pair-wise significance within groups 

reveals 24 pairs significantly different as a result of the 

pastor/s selection process; however, the laypersons showed 

only 20 pairs that were significantly different. 

Differences between all categories of groups were 

minimal. The existence of a high correlation between all 

categories tested infers a strong homogeneity. 



CHAPTER V 

SUMMARY, FINDINGS, DISCUSSION, CONCLUSION, 

AND RECOMMENDATIONS 

This chapter includes a summary of the research design 

and protocol, tests of the hypotheses, a discussion of the 

results, and conclusions. Recommendations for further study 

are also included. 

Summary of the Research Design and Protocol 

The purpose of this study was to determine if variables 

such as geographic location, exposure to a coordinated 

health educa tion program by the state organization, and 

church role would measurably affect the rank order of 

expressed barriers to conducting health programs within 

selected Seventh-day Adventist churches in the states of 

Idaho, Oregon, and Texas. A paired comparison instrument 

was utilized in order to determine the rank order of the ten 

barriers as expressed by laypersons and pastors. All 

individuals, who participated in the research program were 

volunteers. 

76 



77 

The total sample consisted of 217 subjects from Idaho, 

Oregon, and Texas. The subjects were selected by convenience 

sampling, which means that they were the most readily 

accessible population for the study at the time the research 

instrument was applied (McCarthy, 1957). 

The raw data of this research were treated by three 

statistical procedures. First, the Friedman ANOVA for 

correlation was used to determine both the rank order of the 

ten items selected within each group and the strength of 

that ranking. A computerized program developed by Dr. David 

Marshall, Texas Woman/s University, provided the statistical 

format which yielded the. results from the raw data. 

Spearman/s Correlation of Coefficients was also used to 

determine the strength of agreement between the groups. 

Finally, Kendall /s Coefficient of Concordance, when applied 

to the data, provided a strong confirmation to the Spearman 

procedure. 

Tests of the Hypotheses 

The following null hypotheses were postulated and 

te s ted at the .05 level of significance. 
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There will be no significant difference in the selected 

barriers between: 

Accepted: 

Accepted: 

Accepted: 

Accepted: 

Accepted: 

Accepted: 

Accepted: 

Accepted: 

Accepted: 

Accepted: 

Accepted: 

Accepted: 

Accepted: 

1. Idaho laypersons and Idaho pastors. 

2 . Idaho laypersons and active Oregon laypersons. 

3 . Idaho laypersons and Texas laypersons. 

4 • Idaho pastors and active Oregon pastors. 

5 . Idaho pastors and Texas pastors. 

6. active Oregon laypersons and active Oregon 

pastors. 

7. active Oregon laypersons and inactive Oregon 

laypersons. 

8. active Oregon laypersons and Texas laypersons. 

9. active Oregon pastors and Texas pastors. 

10. active Oregon pastors and inactive Oregon 

pastors. 

11. inactive Oregon laypersons and inactive 

Oregon pastors. 

12. Texas laypersons and Texas pastors. 

13. There will be no significant difference 

among the various church groups in the 

ranking of selected barriers. 
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Discussion of the Results 

The findings of no statistical differences for the 

geographical and coordinated health programming and church 

role variables were unexpected. The investigator 

anticipated significant differences but sees three possible 

factors that may have produced the present results. 

First, though no previous study of this nature had been 

conducted, traditional positive responses to organizational 

programming had been observed. It should be noted that the 

Seventh-day Adventist church in the United States reflects a 

stronger homogeneous structure than many other church 

organizations (Seventh-day Adventist Church Manual, 1986). 

However, the church does permit and encourage geographical 

and program uniqueness. 

Of the ten expressed barriers contained in the 

instrument, two classes are represented. The first class is 

conceptual, such as item 3 (a lack of member interest). A 

second class is material. An example of this group is item 

6 (a lack of funds). 

surprisingly, the conceptual barriers were the most 

consistently chosen over the material barriers. Three 

conceptual barriers chosen most frequently by all eight 

groups were: 3 (a lack of member interest); 5 (a lack of 

prepared church members); and 10 (a failure to integrate 
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into evangelism). The three material barriers least often 

chosen were: 2 (a lack of materials); 6 (a lack of funds); 

and 7 (a lack of adequate facilities). 

Conceptual reasons for lack of involvement are a basis 

for greater concern than are material reasons. Concepts 

relate more closely to the reason for the existence of a 

group or movement than does a lack of material items. 

Restoring a concept requires far greater mobilization of 

effort and education than is required for replenishing 

material. The investigator sees such results as a 

potentially serious situation. 

A second factor which may have affected the results was 

the selection procedure for the testing population. 

Subjects, usually in attendance at a church function, are 

more like ly to provide homogeneous responses than testing 

groups who are at different stages in their relationship to 

the church. The small size of the testing population may 

not have provided a broad enough response. However, it 

should be noted that a preliminary testing procedure, using 

proportionally more subjects in the state of Texas, provided 

comparable results. 

A third factor that may explain the results can be 

described as philosophical. Historically, the concept of 

healthful living has been a functional part of the 
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commitment required for participation in the Seventh-day 

Adventist church (Reid, 1982). Combine with such a 

historical commitment, a present awareness among church 

members, of a lack of personal involvement, and the result 

is a near-uniform reaction which projects the same kind of 

need in all groups tested. It is cause for serious concern 

for a church organization, whose stated beliefs for more 

than a century reflect a commitment to healthful living, to 

agree with such high correlation to deficiencies in areas 

which originally were intended to be major strengths. 

Conclusion 

Ten barriers to conducting a health ministry are not 

perceived significantly different by Seventh-day Adventist 

church members because of different geographical locations, 

church position (layperson or pastor), or exposure to a 

coordinated health programming. There was no significant 

difference in the relative strengths of the barriers as 

perceived by the selected group of church members. 
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Recommendations 

As demonstrated in the literature review, the concept 

of healthful living is being more frequently permeated with 

spiritual overtones. At the same time, healthful living is 

more frequently recommended as a viable part of church 

programs. Within that context, the following 

recommendations are suggested: 

1. A further study be conducted with the same 

subjects in order to determine reasons for the present 

results. 

2. A similar study be conducted with specialized 

groups within the disciplines of medicine, education, and 

administration, in order to determine whether the present 

subjects have actually reflected a true position of the 

church. 

3. An expanded study involving other church groups, 

such as: 

(a) the Mormons, who like Seventh-day Adventists, 

stress a healthful life style conjointly with a religious 

commitment. 

(b) the Baptists and Churches of Christ who have 

not been generally involved in health care facilities. 
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HEALTH MINISTRY SURVEY 

)ear Church Member: 
The Texas Conference is interested in improving its approach to a coordinated Health 

tinistry (Health Van Screening, Stop Smoking, Nutrition, Stress, etc.) for both its churches 
ind their co•unities. There are a number .of obstacles to these programs, however, which 
re greatly reducing their frequency. 

Aaain, you can be of valuable service to your church by taking a few moments of your 
liae to fill out the following survey. After reading each pair of obstacles listed below, 
irk the one which seems to be of areater significance in the development of a coordinated 
lea 1th Mi n i s try . 

EXAMPLE: __ Alack of promotion X_or a lack of materials. (After marking 
he first pair continue in the same way with each of the fol lowing · pairs.) 

__A lack of prepared church members or_ a lack of trained health professionals. 

,, _A lack of trained health professionals or __ a failure to integrate into evengelism . 

A lack of time or a lack ot tacilities. 

__ , lack of materials or 

A lack of promotion or 

a lack of trained health professionals . 

a lack of time. 

__ A lack of prepared church members or __ a failure to integrate into evangelism. 

A lack of funds or _ _ a lack of time. 

· _A lack of trained health professionals or __ a fear of failure from past programs . 

. A lack of time or a lack of member interest. 

A failure to integrate into evangelism or .- a lack of time. 

· ---A lack of promotion or __ a lack of trained health professionals. 
A lack of funds or __ a fear of failure from past programs. 

A lack of materials or a failure to integrate into evangelism. 

A lack of promotion or __ a lack of member interest. -
A lack of funds or a lack of faci Ii ties. --
A lack of materials or a fear of failure from past programs. - --
A lack of funds or a failure to integrate into evangelism. 

--
_A fear of failure from past programs or __ a lack of promotion. 

_A lack of facilities or a lack of prepared church members. 
_A lack of promotion or __ a failure to integrate into evangelism. 

___J... lack of prepared church members or __ a lack of interest. 
_A lack of materials or __ a lack of facilities. 

_A lack of funds or __ a lack of member interest. 

_A lack of promotion or __ a lack of facilities. 

A lack of member interest or a lack of materials. -
--A lack of prepared church members or a fear of failure from past programs. 

A lack of promotion or_a lack or materials. -
A lack of member interest or a fear of failure from past programs. ---
A lack of prepared church members or a lack of funds. -- ---
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)0. A lack of adequate facilities or __ a lack of member interest . 

11. 

12. 

B, 

,j4. 

'is. 

l6. 

l7. 

JB. 

l9. 

ID. 

10, 
!2. 

~ --
A 

A 

--~ 
A 

A 

__ A. 

A 

____}.. 

A 

A 

A 

Jack of 
failure 

lack of 

lack of 

lack of 

lack of 

lack of 

failure 

lack of 

lack of 

lack of 

lack of 

time or a lack of trained health professionals. 

to integrate into evangelism or a lack of facilities. --
promotion or a -- lack of prepared church members. 

trained health professionals or a lack of member interest. --
materials or a lack of funds. 

facilities or a fear of failure from past programs. 

prepared church members or __ a lack of time. 

to integrate into evangelism or __ a lack of 111ember interest. 

funds or a lack of trained health professionals. 

time or a fear of failure from past programs. 

promotion or a lack of funds. --
materials or a lack of prepared church members. --

B, A lack of trained health professionals or __ a lack of facilities. 

14, A lack of materials or a lack of time. 

A failure to integrate into evangelism or a fear of failure from past programs. 

I. 
THANK YOU FOR YOUR COOPERATION 
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Times Selected and Ranking of the Ten Factors by the Idaho 
Laypersons (N=31) (Possible Selection Total= 279) 

Factors Times Selected Ranking 

3 . A lack of member interest. 209 1 
10. A failure to integrate 

into evangelism. 195 2 
5 . A lack of prepared church 

members. 187 3 
8 . A lack of time. 149 4 
1. A lack of promotion. 148 5 
4. A fear of failure from 

past programs. 131 6 
9 . A lack of trained health 

professiona ls. 127 7 
6. A lack of funds. 99 8 
2 . A lack of materials. 81 9 
7 . A lack of adequate facilities. 69 10 

Time s Selected and Ranking of the Ten Factors by the Idaho 
Pastors (N=31) (Possible Se l e ction Total= 279) 

Factors Times Selected Ranking 

5 . A lack of prepared church 
me mbers 189 1 

3 . A lack of member interest. 169 2 

1 0 . A failure to integrate 
into evangelism 168 3 

9 . A lack of trained he alth 
professionals. 163 4 

1. A lack of promotion. 152 5 

6. A lack of funds 13 3 6 

8 . A lack of time. 117 7 

4 . A fear o f failure from 
past programs 115 8 

7. A lack of adequate facilities. 105 9 

2 • A lack of materials. 84 10 
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Times Selected and Ranking of the Ten Factors by the Active 
Oregon Laypersons 

Factors Times Selected Ranking 

3 . A lack of member interest. 192 1 
5. A lack of prepared church 

members. 189 2 
1 0 . A failure to integrate 

into evangelism . 187 3 
8 . A lack of time. 157 4 
1. A lack of promotion. 149 5 
4 . A fear of failure from 

past programs. 112 6 
9 • A lack of trained 

h e alth professionals. 117 7 
6 . A lack of funds. 102 8 
2 . A l a ck of mate rials. 66 9 
7 . A lack of adequa te fa c ilities. 62 10 

Time s Se lecte d and Ranking of the Ten Factors by the Active 
Or e gon Pastors 

Factors Times Sel e cted Ranking 

3 . A lack of member interest. 216 1 

5. A lack of prepared 
church membe rs. 200 2 

10. A f a ilure to integrate 
into eva ng e lism. 18 2 3 

1. A lack of promotion. 134 4 

8 . A lack of time. 132 5 

9 . A lack of trained 
h e alth professionals. 131 6 

4. A fear of failure from 

p a st programs. 114 7 

6. A lack of funds. 106 8 

2 . A l a ck of materials. 82 9 

7 . A lack of adequate facilities. 53 10 



Times Selected and Ranking of the Ten Factors by the 
Inactive Oregon Laypersons 

Factors Times Selected Ranking 

3 . A lack of member interest. 138 
5. A lack of prepared 

church members. 134 
1. A lack of promotion. 115 
10. A failure to integrate 

into evangelism. 115 
4. A fear of failure from 

past programs. 98 
6 . A lack of funds. 88 
9 . A lack of trained 

health professionals. 79 
8. A lack of time. 78 
2 • A lack of mate rials 57 
7 . A l ack of adequate facilities. 43 

Times Selected and Ranking of the Ten Factors by the 
Inactive Oregon Pastors 

1 

2 
3 

4 

5 
6 

7 
8 
9 

10 

Factors Times Selected Ranking 

5. A lack of prepared 
church me mbe rs. 102 1 

3 . A lack of member interes t. 96 2 

10. A failure to integrate 
into evangelism. 84 3 

8. A lack of time. 79 4 

6. A lack of funds. 75 5 

1. A lack of promotion. 68 6 

9. A lack of trained 
health professionals. 63 7 

4 . A f ea r of failur e from 

past programs. 54 8 

2 . A lack of materials. 41 9 

7. A lack of ade quate facilities. 13 10 

99 
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Times Selected and Ranking of the Ten Factors by the Texas 
Laypersons 

Factors Times Selected Ranking 

5. A lack of prepared 
church members. 192 1 

3. A lack of member interest. 173 2 
1. A lack of promotion. 160 3 
10. A failure to integrate 

into evangelism. 152 4 
9 . A lack of trained 

health professionals. 149 5 
8 . A lack of time. 126 6 
4. A fear of failure from 

past programs. 11 9 7 
7 . A lack of adequate facilities. 99 8 
6. A lack of funds. 93 9 
2. A lack of materials. 87 10 

Times Selected and Ranking of the Ten Factors by the Texas 
Pastors 

Factors Times Selected Ranking 

5. A lack of prepared 
church members. 194 1 

10. A failure to integrate 
into evangelism. 176 2 

3. A lack of member interest. 165 3 

1. A lack of promotion. 162 4 

4 . A fear of failure from 
past programs. 137 5 

9 . A lack of trained 
health professionals. 134 6 

8 . A lack of time. 108 7 

6 . A lack of funds. 97 8 

7 • A lack of adequate facilities. 92 9 

2 . A lack of materials. 85 10 
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IUAHU CONFERENCE OF d:,..ue,td-c&y :A~/t/4JZJ 
7777 FAIRVIEW AVENUE, BOISE , IDAHO 83704 • TELEPHONE (208) 375-7524 

OFFICE OF THE PRESIDENT 

March 19, 1984 

Allen Jamison 
c/o Southwestern Adventist College 
Keene TX 76059 

Dear A 11 en: 

This letter is in response to your telephone conversation of March 
16, 1984. We would be very happy for you to do a health programing 
attitudes survey in the Idaho Conference. I would suggest that you 
contact the pastors of the following churches. Payette, Idaho; 
Twin Falls, Idaho; Baker, Oregon; Heyburn, Idaho; Caldwell, Idaho. 

Pastors: Henry Zollbrecht (Payette) 
Rt 2, Box 890 
Ontario, OR 

Elmer Unterseher 
Rt 1, Box 4 
Baker OR 97814 

Scott LeMert 
2819 Apollo Place 
Caldwell ID 83605 

Lee Larson 
926 Wirsching Ave. W 
Twin Falls, ID 83301 

Shane Dresen 
2155 Tannie Ave. 
Heyburn, ID 83336 

If you will send a letter that you would like to have distributed to 
our pastors, we will be happy to send them on. We will be having a 
workers' meeting the last of May, and if there is further material 
at that time we will be able to distribute what you need. 

It was good to hear fro~ you and I wish you the Lord's blessing as 
you continue your work for Him. 

c:;t; 
Bruce Johnston 
President 

BJ;m 
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OREGON CONFERENCE OF SEVENTH-DAY ADVENTISrs 
13400 SE 97TH AVENUE, CLACKAMAS, OREGON 97015 (503) 652-2225 

September 18, 1984 

R. Allen Jamison 
101 Bluebonnet Tr. 
Keene, TX 76059 

Dear Mr. Jamison: 

Here are the names and addresses you requested: 

Active Churches: 

Coos Bay SDA Church 
Elder Phil Welklin 
217 5 Newmark 
Coos Bay, OR 97420 

Grants Pass SDA Church 
Elder Charles White 
1360 N.E. 9th St. 
Grants Pass, OR 97526 

Eugene SDA Church 
Elder Robert Heisler 
1275 Polk St. 
Eugene, OR 97402 

Albany SDA Church 
Elder James Gaull 
3085 Grand Prairie Rd. S.E. 
Albany, OR 97321 

BeavertnrfiDA Church--no response 

Inactive Churches: 

Lents SDA Church 
El de r Sunny Li u (J 
P.O. Box 66159 . 
Portland, OR 97266 

Corvallis SDA Church 
Elder Chad Mccomas 
3160 S.W. Western Blvd. 
Corvallis, OR 97333 

Cedar Creek SDA Church--no response 
Hoodview SDA Church--no response 
Glendoveer SDA Chu;:c_~~--no respo_nse 

Medford SDA Church 
Elder Terry Zull 
1900 Greenwood St. 
Medford, OR 97504 

I am also enclosing one more response that was turned in from here in the 
office. 

Si nee rely, 

,;;Ju_f;_/ 
Judy Schwartz 
Health Services 
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OREGON CONFERENCE OF SEVENTH-DAY ADVENTISTS 
13400 SE 97TH AVENUE, CLACKAMAS, OREGON 97015 (503) 652-2225 

October 2, 1984 

R. Allen Jamison 
101 Bluebonnet Tr. 
Keene, TX 76059 

Dear Mr. Jamison: 

Sunny Liu's phone number: 254-5743. 

Cedar Creek--Pastor: Elder Lloyd Herr 
Cedar Creek SDA Church 
Hayes Rt., . Box 82-A 
Woodland, WA 98674 

Hoodview--Pastor: Elder Ron Smith 
Hoodview SDA Church 
14385 S.E. 268th Ct. 
Boring, OR 97009 

Glendoveer--Pastor: Elder George White 
Glendoveer SDA Church 
15150 N.E. Glisan St. 
Portland, OR 97230 

Hope this is what you needed. 

Sincerely, 

~.0' ·~ ~ ' 

Judy Schwa r z 
Health Services 

ph: (206) 225-7663 

ph: (503) 658-2244 

ph: (503) 656-6813 
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April, 1984 

Dear Pastor: 

I wish J could SDeak to you personnally, but for the time being 
that will be impossib le . I have been in tou ch with your Conferen ce 
President or Health Se cretary and they are in agreement with the need 
to take this brief survey. The results will benefit the Church in 
North America. 

At present, there seems to be in many areas, a great deal of re
ticence to put a high priority on Health Ministry programing in our 
churches. This survey will give us a much clearer reason why this 
condition is so. 

From these results we can then formulate a much more appealing 
approach to this important phase of the church's ministry. You wi l l 
receive a copy of the results. 

Thank you for kind cooperation. I feel the Lord will signifi
cantly bless our combined effort s . 

Sincerely, 

R. Allen Jamison 
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A PERSONAL APPEAL 

Accept my sincere appreciation for your willingness to participate 
in the following survey. But first, let me briefly explain the reason 
for the form and the historical importance it has for all of us. 

As a result of a previous survey asking the respondent to write 
down three (3) obstacles to an effective Health Mi nistry program in the 
Adventist church, ten ( 10) basic obstacles were developed. The ten 
obstacles are as folows: 

1. A lack of promotion 
2. A lack of materials 
3. A lack of interest 
4. A fear of failure from past .Programs 
5. A lack of prepared church members 
6. A lack of funds 
7. A lack of adequate facilities 
8. A lack of time 
9. A lack of trained health professionals 
10. A.failure to integrate into evangelism 

Our next purpose was to rank order the ten obstacles from the most to 
the least important by comparing them with each other. The instrument you 
have been asked to fill out is considered to be the best method for com
paring equally a given number of items-that is the reason for the repetition. 
After discovering which are the most important obstacles, we can begin to 
correct the weaknesses. In a preliminary study conducted in Texas, the 
results were challenging. 

At present the study is being conducted in three states-Texas, Idaho, 
and Oregon. Such a study has not been done before on such a large scale 
because the conditions have not possible until now. It is of historical 
importance because it is an attempt to evaluate the results of more than 
12 years of Health programs in the church. · 

Thank you for your important cooperation in this study. Each of you 
will receive the results. Hopefully the answers gained by this study will 
prepare us each for God's last great proclamation which the Inspired pen 
describes as follows:"! wish to tell you that soon there will be no work 
done in ministeria l lines but medical missionary work. 11 {Evangelism, 523.) 

Yours for a rewarding ministry. 

~ 
R. Allen Jamison 
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SUGGE STED GUIDELINE S FOR USE 

(Pastor , plea se read before giving surveys to me mbe r s ) 

CONCEPT OF SUR VEY: (Read this paragraph ALOUD to members BEFORE t h~y 
begin) 

This instrument is called a PAI RED COMPARISON Survey Instrument. 
It will compare equally 10 items in a rotating "paired" format. 
The results will provide a ranking of each item from first to 
last based on the number of times each was chos€n from the pair 
s e 1 e-ct i o n s • ( I MP ORT ANT r W TE : IT W I LL S EE M CON FUS I NG , B UT DON I T 
GIVE UP, IT IS THE MOST EFFECTIVE WAY TO EQUALLY COMPARE THESE 
10 ITEMS. ) 

NUMBER OF SURVEYS· There are __ sets enclosed. set for the pastor to 
. · fill out, and for church members to fill out. 

GENDER OF SUBJECTS: If at all possible, use a~ number of males 
and females. 

AGE RANGE: From 16 years of age. All should be baptized church 
members. 

OCCASIONS FOR APPLYI NG SURVEY: Some possibilities are: 

-Prayer Meeting 

-Committee Meeting 

-Potluck Meal 

-Church Social 

RETURNING PROCEDURE: When enclosed surveys are completed, return 
them to the stamped envelope(postage should be 
sufficient) and mail them to me. 

If for any reason you do not receive a self
addressed stamped envelope. Place your surveys 
in a manila folder and send them to: 

R. Allen Jamison 
101 Bluebonnet Tr. 
Keene, TX 76059 

(YOUR PROMPTNESS WILL BE GREATLY APPRECIATED!) 

Our combined efforts will be blessed by God 

THANK YOU! 



----FROM THE JAMISON FAMILY----- --. 
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April 30, 1984 

Dear Colleage: 

Let me express my apprec i ation once again for your willingness 
to add another burden to your already overworked schedule by agree
ing to have your members fill out the survey sheets I gave you. It 
means a lot to me and I believe it will be a real benefit to God' s 
cause. 

Some of you have already returned your pac ket. Thank you so 
much! For those of you who have not been able to schedule a time 
for fil l ing out the survey sheets, please take the next opportunity 
when your members are togeth~r to do so. 

Thank you each so much. Together we must discover how we ca n 
effectively promote God's closing work! 

Sincerely, 

(~.L~tf.~ 
R. Allen Jamison 

101 Bluebonnet Tr. Keene, TX 76059 ( 817) 641-4570 




