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Abstract
Faith and public health partnerships offer promise to addressing health disparities, but examples that incorporate African-
Americans and Latino congregations are lacking. Here we present results from developing a multi-ethnic, multi-
denominational faith and public health partnership to address health disparities through community-based participatory research
(CBPR), focusing on several key issues: (1) the multi-layered governance structure and activities to establish the partnership and
identify initial health priority (obesity), (2) characteristics of the congregations recruited to partnership (n = 66), and (3) the
lessons learned from participating congregations’ past work on obesity that informed the development of a multi-level, multi-
component, church-based intervention. Having diverse staff with deep ties in the faith community, both among researchers and
the primary community partner agency, was key to recruiting African-American and Latino churches. Involvement by local
health department and community health clinic personnel provided technical expertise and support regarding health data and
clinical resources. Selecting a health issue—obesity—that affected all subgroups (e.g., African-Americans and Latinos, women
and men, children and adults) garnered high enthusiasm among partners, as did including some innovative aspects such as a text/
e-mail messaging component and a community mapping exercise to identify issues for advocacy. Funding that allowed for an
extensive community engagement and planning process was key to successfully implementing a CBPR approach. Building
partnerships through which multiple CBPR initiatives can be done offers efficiencies and sustainability in terms of programmatic
activities, though long-term infrastructure grants, institutional support, and non-research funding from local foundations and
health systems are likely needed.
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Introduction

Although there has been substantial progress in improving
overall population health in the United States (USA) over

the last several decades, racial and ethnic inequalities in a
variety of health outcomes have not changed considerably in
this same period [1]. African-Americans and Latinos have
substantially higher burdens and poorer outcomes than whites
on a number of health conditions, including cardiovascular
health [2], diabetes [3], cancer [4–7], HIV [8], and obesity
[9]. The causes of disparities are complex and involve reduced
access to quality healthcare [10–12] and reduced utilization of
healthcare including important primary preventive services,
even after controlling for insurance status [10, 11].
Implementation of the Affordable Care Act has reduced
racial-ethnic disparities in health insurance coverage, especial-
ly in states where Medicaid was expanded, but substantial
disparities remain [13]. Additional factors contributing to dis-
parities may include medical distrust, poor physician-patient
interactions related to cultural differences in communication
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styles and negative expectations about the medical encounter
given past experiences [14, 15]. In addition, neighborhood
socio-economic disadvantage and racial segregation have
been found to be associated with increased mortality and mor-
bidity [16–18].

This complex set of potential causes of disparities suggests
that solutions must also be multi-faceted and include partici-
pation from community-based organizations as well as
healthcare providers and public health agencies. One option
for addressing disparities is through partnerships between
public health providers and faith-based organizations
(FBOs). Local health departments and community clinics typ-
ically play a major role in promoting health, especially in
underserved neighborhoods, but recent research highlights
profound cuts to this sector, including substantial reductions
in core funding and staffing [19]. Partnerships can increase the
capacity of health departments and the broader public health
community to provide public health services [20]. The need to
develop such partnerships is high since recent research
suggests that collaborations between religious congrega-
tions (a key type of FBO at the community level) and
health departments are rare and underutilized, with only
about 20% of all congregational partnerships involving
government agencies [21].

Religious congregations are credible, stable entities that
have significant reach within underserved neighborhoods as
well as a history of providing and supporting social services,
including health promotion and care. There are currently an
estimated 300,000 religious congregations in the USA [22],
and national surveys have found that about half of all adults
attend religious services at least monthly [23]. African-
Americans and Latinos are more likely to self-identify
as religious than the general population [24, 25].
Congregations provide physical infrastructure and com-
plex social networks that can be leveraged for health
promotion and services. Further, according to the 2012
National Congregations Study, an estimated 87% of
congregations provided social services either formally
or informally [26], up from 58% in 1998 and 82% in the
2006–2007 [27, 28], and 57% of congregations engaged in
some type of health program [29]. Minority congregations in
particular are often viewed as trusted resources by their mem-
bers [30–32] and can help provide culturally sensitive pro-
grams to improve health.

Over the past several decades, there has been increasing
interest in the role that congregations can play in community
health promotion. Reviews of church-based health interven-
tions have found that most have focused on African-American
churches and have involved limited numbers of churches and
denominations [33, 34]. Further, most efforts to engage con-
gregations in health promotion have been initiated to focus on
a particular health issue, yet approaches that engage congre-
gations around reducing disparities more generally are needed

because of how pervasive disparities are among certain minor-
ity communities and the complex factors driving them [35].

Here we describe our experience developing amulti-ethnic,
multi-denominational faith and public health partnership to
address health disparities. Specifically, we focus on several
key aspects of the development of this partnership: (1) the
multi-layered governance structure and activities to establish
the partnership and identify initial health priorities, (2) char-
acteristics of the congregations involved in the partnership,
and (3) the development of a multi-level, multi-component
church-based intervention. The activities described herein
spanned a period of approximately 18 months: 10–12 months
for partnership development and consensus-building about the
health focus and 6–8 months for intervention development.

Our approach is guided by established approaches to
community-based and church-based research as well as the
socio-ecological framework. First, we followed principles of
community-based participatory research (CBPR), in which
community stakeholders were involved in all phases of the
research and participated in shared decision-making regarding
the research focus, goals, and methods [36]. Second, our
congregation-based approach draws upon prior research,
which suggests that repeated interactions beginning with the
invitation to participate and moving through each stage of the
project also help build trust and strengthen partnerships [35].
Our focus on pastors and other church leaders recognizes, as
past work has, that their influence on congregational attitudes
in general and toward health programs in particular can be
critical to the success of those programs [37–39]. Finally, the
development of our multi-level, multi-component congrega-
tion-based intervention draws heavily on the socio-ecological
theory, which posits that health is influenced by multiple
levels (intrapersonal, interpersonal, organizational, physical
and social environment, and policy) [40].

Methods

Context

Our partnership development focused on religious congrega-
tions and public health organizations in South Los Angeles
(LA), an area that is overwhelmingly African-American and
Latino (95% in 2017). It is important to note the changing
proportion of each of these groups over the last part of the
twentieth century and into the twenty-first century, during
which African-Americans went from the majority to a minor-
ity (28% African-American in 2017 vs. 68% Latino), mostly
through moving out of the area. However, African-American
churches retain a strong presence in South LA and many con-
gregants commute back for worship and other church activi-
ties. Partnerships to address health in South LAmust therefore
involve representatives of both communities, and
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interventions targeting this community must consider its so-
cial context. Yet there are few organizations that bring together
African-American and Latino faith leaders in South LA; even
within the race-ethnic groups, faith-based associations rarely
cut across denominations. Further, although faith-based and
public health leaders have been convened to address specific
health issues, they have not focused on addressing disparities
more generally.

Table 1 provides an overview of Service Planning Area 6,
the LA County designation for the area in South LA.
Compared to the county overall, our study area has higher
proportions of Latinos and African-Americans and im-
migrants, lower socio-economic status (lower levels of
education, higher levels of poverty and unemployment),
and worse health-related outcomes across various mea-
sures (obesity, HIV, mortality, and healthcare access).
Almost all South LA has also been designated as a
medically underserved area and health professional
shortage area (see https://datawarehouse.hrsa.gov/tools/
analyzers/muafind.aspx). This means that the Health
Resources and Services Administration (HRSA) of the
U.S. Department of Health and Human Services has
found that this community has too few primary care
medical, dental, and mental health providers, high infant
mortality, as well as high poverty or a high elderly
population.

Partnership Structure

The primary partners include Los Angeles Metropolitan
Churches (LAM), a non-profit organization that aims to in-
crease congregations’ capacity to influence policy, and the
RAND Corporation, a non-profit research organization that
aims to influence policy. Specifically, LAM’s mission is to
develop the capacity of member congregations and religious
and community leaders in the greater Los Angeles area to
achieve policy change in the communities where they live,
work, and worship. RAND and LAM received a community
planning grant from the National Institute of Minority Health
and Health Disparities (NIMHD) as part of their CBPR initia-
tive to develop this partnership. LAM staff involved in the
partnership included the executive director and two part-time
faith organizers hired through our grant, one African-
American pastor and one Latino pastor. (LAM also has several
other staff working on different initiatives.) The RAND team
included researchers with backgrounds in public health, health
policy, survey research, and clinical psychology; researchers
were also diverse across gender, race/ethnicity (African-
American, Latino, Asian, and Caucasian), and language
capabilities (e.g., bilingual English-Spanish).

Two clergy leaders also formed part of the core operating
team and served as co-chairs of the Partnership Steering
Committee, which included 10–12 faith leaders and two

Table 1 Demographic health
disparity information for service
planning area (SPA) 6 (South LA)

Characteristic South LASPA (#6) LA county/all
SPAs

Population

Race/ethnicity

Latino (%) 68.2 48.4

African-American (%) 27.4 8.5

White (%) 2.4 28.3

Asian/Pacific Islander (%) 1.9 14.6

American Indian/Alaskan Native (%) 0.1 0.2

Percent of adults who were not born in the USA 51.9 16.3

Percent of adults that speak mostly Spanish at home 48.8 12.5

Education

Less than high school graduate (%) 41.6 22.4

High school graduate (%) 25.7 21.5

> High school (%) 32.6 56.1

Percent unemployed 13.6 10.2

Percent of population with household incomes < 100% FPL 33.6 18.4

Health information

Percent of adults who are obese (BMI ≥ 30.0) 34.1 23.5

Incidence of HIV (ages 13+ years)—annual new cases per
100,000

35.1 24.3

All-cause mortality (age-adjusted per 100,000 population) 726.6 593.5

Percent of adults who reported difficulty accessing medical care 32.5 23.6

Source: LA County Key Indicators of Health 2017
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important public health leaders—one, the area health officer
for South Los Angeles from the county health department and,
the other, the executive director of the network of community
health centers serving South Los Angeles. The Steering
Committee met regularly to shape the development of the
partnership and specific project goals and methods. The
faith-based leaders of the Steering Committee played key
roles in helping reach out to the churches in their respective
associations to solicit their participation in the partnership and
its activities (e.g., needs assessment, selection of a health con-
dition for focused attention, formative research, intervention
pilot). LAM served as the lead convening agency in organiz-
ing and hosting meetings of the Steering Committee. The
public health leaders of the Steering Committee played key
roles in helping leverage assets from their organizations and
networks to support the work of the partnership—for exam-
ple, the health department provided data on community health
needs and community clinics provided staff to help collect
biometric data on congregants. The research members of the
Steering Committee played key roles in providing technical
and substantive expertise and leveraging relevant resources
available at RAND and though external funding.

Initial Partnership Research Activities

We conducted several research activities early in the partner-
ship to help identify health priorities and design our church-
based intervention. RAND researchers and LAM staff collab-
orated to conduct all research activities. First, we asked each
congregation that wanted to participate in the partnership to
complete a Church Information Form (CIF), which provided
information about congregation size, demographics, and ex-
perience with health programming.We aimed to recruit 60–80
congregations as this was deemed sufficient not only to give
us a range of congregational types (African-American and
Latino of various denominations and sizes) but also to be
manageable for engaging congregations in ongoing partner-
ship activities. Second, we conducted community expert in-
terviews, which consisted of 16 semi-structured interviews to
identify facilitators and barriers to faith and health partner-
ships, especially those involving diverse racial and ethnic
groups. We used this information to identify best practices
for the operation of our own partnership. Third, we imple-
mented an extensive consensus-building process to identify
the partnership’s initial health focus. This included conducting
14 community meetings hosted by Steering Committee mem-
bers over a 3–4-month period to review community health
data and generate a list of priority health concerns.
Subsequently, we conducted a formal consensus-building pro-
cess over a 1–2-month period using ExpertLens, a novel on-
line iterative system and methodology developed by RAND
researchers [41]. This involved having partnership members
rate health conditions on various criteria, review their rankings

in comparison to others and engage in discussion, and then re-
rate the health conditions (we implemented an online and in-
person versions of this process to enhance participation
among partnership members). Finally, once obesity was se-
lected as the priority health issue, we interviewed partners
who had experience with church-based obesity programs
and worked with community partners to design a multi-level,
multi-component intervention to pilot with several partner
churches. (The details of the community expert interviews
and ExpertLens activities are reported elsewhere; here we fo-
cus on the description of partner churches from the CIF data,
past partner experiences with church-based obesity programs,
and the development of our multi-level, multi-component
church-based intervention.)

In terms of the costs associated with such partnerships,
most of the grant funding was used for portions of researcher
and LAM staff time for those working on the project.
However, there were several other types of costs associated
with the partnership, including consultant payments to the
clergy co-chairs, food for Steering Committee meetings and
all other partnership meetings, and small incentive payments
for attending Steering Committee meetings and participation
in the ExpertLens process. In addition, grant funding was used
to provide incentive payments to congregations that partici-
pated in the intervention pilot, food and financial incentives
for church members that participated in the intervention pilot,
and stipends for community data collectors, some of whom
were from partnership churches.

Results

Description of Partner Churches

A total of 66 churches completed a CIF: most (> 90%) of these
were completed by the pastor or associate minister, and the
rest were completed by health ministry coordinators or other
church staff. There were 41 predominantly (≥ 60%) African-
American and 21 predominantly Latino congregations in the
partnership (2 congregations reported mixed composition and
2 did not report race-ethnicity of congregants; see Table 2 for
characteristics by predominant race-ethnicity of the congrega-
tion). African-American congregations tended to have a
smaller average size than the Latino churches, although the
variability was greater among the Latino churches, with sev-
eral very large Catholic congregations and the rest small
Protestant congregations. Because on average Latino churches
were much larger, the total number of people associated with
the 21 Latino churches (over 20,505) was larger than the total
number associated with the 41 African-American churches
(16,109). Among the Latino churches, most congregants were
reported to speak Spanish as their primary language.
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In addition to race-ethnicity and language, there were
several other differences between African-American and
Latino churches in our partnership. African-American
churches tended to have a higher proportion of regular
congregants who were female, 65 years or older, and
attended or completed college than Latino churches.
Latino churches tended to have a higher proportion of
congregants who were < 18 years old and low income

(< $45,000 annual household income). African-American
churches were more likely to report having implemented
health programs in the past 3 years, though among the
top 4 types of programs across all churches, only cancer
programs were more common among African-American
churches than Latino (similar proportions of each had
implemented diabetes, high blood pressure, and nutrition
programs).

Table 2 Characteristics of partnership churches by predominant race-ethnicity of congregants (n = 62)

Congregational characteristic African-American
churches (n = 41)
Mean or % (SD)

Latino churches
(n = 21)
Mean or % (SD)

p value

Congregation size and reach

Total number of persons associated with congregation 402.7 (841.1) 1025.8 (1949.5) 0.1851

Total number of persons who attend congregation at least monthly 243.0 (97.3) 498.1 (160.8) 0.1598

Total number of persons associated with partner congregations 16,109 20,515

Race-ethnicity of regular congregants (%)

African-American 89.7 (12.3) 28.0 (30.8) 0.0003

Latino 8.4 (8.7) 89.5 (16.4) <.0001

Other 6.8 (8.2) 6.3 (5.3) 0.9023

Primary language of regular congregants (%)

English 96.5 (5.9) 39.6 (28.8) <.0001

Spanish 6.9 (5.4) 71.5 (24.8) <.0001

Other 5.0 (5.8) – –

Gender of regular congregants (%)

Female 67.2 (13.7) 61.7 (6.8) 0.0364

Male 32.9 (13.6) 38.3 (6.8) 0.0392

Age of regular congregants (%)

< 18 years old 16.1 (10.0) 26.9 (16.3) 0.0103

18–40 years old 25.2 (16.0) 27.2 (14.2) 0.6299

41–64 years old 31.1 (16.7) 29.3 (14.8) 0.6850

65 years or older 28.8 (21.6) 14.1 (13.0) 0.0027

Education of regular adult congregants (%)

≤ 6th grade 14.9 (18.5) 24.0 (20.3) 0.1518

Completed 7th–11th grade 17.6 (20.0) 23.9 (18.6) 0.2889

Completed high school or GED 45.8 (22.7) 40.8 (18.4) 0.4333

Attended or completed college 35.8 (27.9) 18.9 (18.4) 0.0237

Regular congregants with annual incomes < $45,000 (%) 58.5 (27.6) 75.5 (21.1) 0.0182

Staffing (mean)

Number of full-time, paid staff 1.8 (1.3) 4.2 (5.4) 0.1520

Number of part-time, paid staff 3.2 (2.0) 3.5 (2.8) 0.7066

Number of volunteer staff 12.8 (19.0) 16.8 (30.9) 0.6321

Health programming (%)

Has health ministry, committee, or group 48.8 28.6 0.1312

Involved in health-related activities (past 3 yrs) 80.5 52.4 0.0208

Most common health programs (%)

1. Diabetes 46.3 42.9 0.7982

2. Cancer 53.7 19.1 0.0084

3. High blood pressure 43.9 28.6 0.2479

4. Nutrition 36.6 42.9 0.6380
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Partner Interviews About Church-Based Obesity
Programs

Among the 66 congregations completing a CIF, 31 (47%)
indicated that they had done some prior health programming
around obesity and/or related issues (high blood pressure, heart
disease, stroke prevention, nutrition or exercise). Of the 31, we
successfully completed 17 (55%) telephone screener interviews
with the pastor or church designee to obtain more detailed
information about these activities to select a purposive sample
for qualitative interviews. We selected 12 congregations for
semi-structured interviews to learn more about their obesity-
related programming. We completed semi-structured inter-
views with 10 (83%) of these churches, of which 4 were
Latino Catholic, 2 were Latino Protestant, 1 was a mixed
Latino and African-American Protestant, and 3 were African-
American Protestant. Seven informants held clergy roles (pas-
tor, deacon, etc.), while 3 were lay staff members.

In terms of why congregations get involved in addressing
obesity, diabetes, and related issues, most interviewees said
they had observed the need for this in their congregation
and/or community. Some also shared personal struggles with
a related health condition. All also mentioned that their efforts
aligned with congregational priorities to pursue a holistic ap-
proach to well-being, which included spiritual, physical, and
mental health.

Common health activities in congregations consisted of a
combination of recurring and special events such as cooking
classes, nutrition classes, encouragement from the pulpit, and
health fairs and screenings. Overall education and awareness
raising regarding the importance of healthy eating were com-
mon goals. Most informants said that the content usually did
not include a spiritual component per se. However, clergy and
lay leaders were involved in helping implement the activities
across all sites—external collaborators mostly provided in-
kind and financial support. Congregations did report getting
outside assistance for professional services such as screenings.
Volunteers were also critical for implementation, and partici-
pation by specific church groups and ministries was noted as
important for consistency.

Interviewees noted several challenges to implementing
church-based health activities. First, some congregants may
feel that funds directed toward health activities are being taken
from the spiritual mission. Second, getting people to attend
activities that are not adjacent to normally scheduled church
services can be difficult, especially if congregants live far from
the church. Finally, lack of consistent resources for health
programming was cited as a consistent problem, as was main-
taining interest and participation, given the number of activi-
ties already being conducted in and by congregations.

Factors that facilitate church-based health programs were
also noted. An internal champion helps push the program
forward and consistency in activities and scheduling can help

build a critical mass of participants. Clergy support as well as
promotion by the church and church members through an-
nouncements and word of mouth are important. Further, some
sort of financial support is often needed, for example, funds to
pay a physical activity instructor.

In terms of church culture and food, respondents described
how food is integral to church life and that some churches are
already looking to serve healthier food. But it is important to
develop specific policies and engage the culinary group (or
those who prepare congregational meals). Respondents also
indicated that overall there has been less of a focus on physical
activity in church-based programs. Concerns about personal
safety and lack of time were identified as the biggest barriers
to being active in urban environments.

Intervention Development and Components

Parallel to our partner interviews, we also conducted monthly
meetings over 4–5 months with an ad hoc Intervention
Development Working Group involving the RAND-LAM re-
search team and approximately 12–15 community partners. All
partnership members were welcomed to participate; however,
we also did outreach to faith and public health members with
experience doing faith-based obesity programs. In these meet-
ings, we reviewed components of prior church-based obesity
interventions and established through consensus the principles
and potential activities for our intervention. Further, we
discussed the pathways through which our intervention would
help create a health promoting environment at the church.

Figure 1 provides an overview of the framework that
emerged from this Working Group. Underlying the frame-
work are the principles guiding our intervention, i.e., that it
be innovative (e.g., offering something new over previous
church-based interventions), feasible, culturally appropriate,
and sustainable. We also identified three pathways through
which our intervention would influence dietary and physical
activity behaviors of congregants: (1) education and informa-
tion, (2) church policies that support healthy behaviors, and
(3) addressing community influences on health (in the sur-
rounding community).

The framework then guided the identification of specific
intervention components and activities, considering the under-
lying principles and partner resources. Figure 2 outlines the
four levels of the socio-ecological framework targeted by our
intervention and within each level identifies examples of ac-
tivities. The only activity that was truly at the individual level
was a texting/e-mailing component by which participants re-
ceived daily health living tips aimed to reinforce the messages
being transmitted in group activities and church-wide activi-
ties. The planned group activities included garden-based
cooking and nutrition classes and physical activity classes
based on participant preference (e.g., Zumba, yoga, walking
groups). The planned church-wide activities included sermons
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on the importance of healthy eating and physical activity, bul-
letin inserts and posters, vegetable garden and fruit trees, and
implementing church policies about food and physical activity
(e.g., offering healthier options at congregation events,
implementing regular, brief movement breaks into congrega-
tional meetings). But for longer term and broader community
change, our intervention also had a community mapping com-
ponent, whereby local food and physical activity resources
were systematically assessed and then discussed with congre-
gational leaders and members to then develop advocacy
around issues of most concern to the congregation. After de-
veloping the intervention, we selected six congregations from
the partnership (two large Latino Catholic congregations and
four small-to-mid-sized African-American Protestant congre-
gations) matched in three pairs and randomly assigned
churches to intervention and wait-list control to pilot test the
intervention.

Discussion

We found it feasible to recruit congregations to participate in a
multi-ethnic faith and public health research partnership

aimed at reducing health disparities more broadly. To our
knowledge, ours is the first broader research partnership to
report substantial involvement by both African-American
and Latino congregations from the outset. In describing the
development of the Bronx Health REACH Coalition, Kaplan
et al. noted early concerns about the initiative being identified
with African-American churches and the coalition’s realiza-
tion that, to change this, addressing Spanish language needs
was critical [39, 42]. Our team included a bilingual Latino
faith organizer and bilingual project manager from the start
(plus two of the four main investigators on the project are
bilingual). Still, we also faced challenges in getting all types
of congregations represented. For example, we have Latino
Catholic churches (of which all are large as is common in Los
Angeles), but among the Latino Protestant, we only have
small congregations, even though there are some large mega
churches. Similarly, we do not have any very large African-
American congregations. Some of this may be because the
project’s main community partner, LAM, has historically fo-
cused on organizing networks among small and mid-sized
African-American churches. Further, our extensive experi-
ence in Los Angeles suggests that there are challenges in
recruiting larger Bmega^ churches, both African-American

Fig. 1 Partnership-developed framework for developing church-based obesity prevention programs
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and Latino, to health initiatives given the demand that these
organizations face in serving their large congregations and the
difficulty of reaching congregational decision makers.

In addition to the lack of representation by the very large
(mega) Protestant Latino and African-American churches, the
diversity among our partner congregations—in terms of de-
nomination, size, and socio-demographics of members—
made it challenging to engage them. For example, we had to
conduct some of our broader partnership meetings in English
and Spanish. Educational status varied widely—from less
than high school to college and professional—and thus com-
fort level with online vs. in-person communication and re-
search procedures. Our Community Steering Committee
members played key roles in convening stakeholders from
their networks for the consensus-building process, and it
worked well to have them host group lunch meetings (paid
for by the grant). The two part-time faith organizers from
LAM (one African-American and one bilingual Latino) pro-
vided one-on-one follow-up and were essential to our success
in recruiting over 60 congregations. Engaging that number of
congregations required a variety of strategies—small and
large group in-person group meetings and e-mail/online
interactions.

Diversity notwithstanding, we did find some common
themes—both in the previous health initiatives implemented
by these congregations and in their ideas for the intervention
we developed collaboratively. First, obesity was a common

concern among all congregations, as evidenced by the results
of our consensus-building process and the fact that just under
half the congregations indicated that they had done some prior
health programming around obesity and/or related issues.
Although we considered prioritizing other, less addressed
health issues, we decided to focus on obesity because interest
was high for addressing this issue and most church-based
programs have not implemented activities across the socio-
ecological framework. Second, there were approaches that
could work across a range of congregational types, such as
community gardens and cooking classes and working with
culinary committees to implement environmental changes.
Church-wide and church environmental strategies were con-
sidered a key element, as in the evidence-based intervention
known as Body and Soul [43]. In addition, pastoral influence
was also emphasized, as has been identified by multiple faith-
based health initiatives [39, 44–46].

Our intervention had several more novel aspects. First, a
physical activity component was included since fewer faith-
based interventions addressing obesity have included both
dietary and physical activity components [47–51]. However,
partner churches did have variability in terms of having avail-
able space for group classes. Second, a texting/e-mail messag-
ing component was included because community partners
wanted this technological innovation used and we found only
one published article of a church-based intervention using it
(in a prostate cancer intervention among African-American

Fig. 2 Intervention components at various levels of the socio-ecological framework
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men) [52]. Community mapping was included given the im-
portance of socio-ecological approaches and that few church-
based studies have explicitly addressed the broader communi-
ty environment [53, 54].

We must emphasize the nature of our funding, a commu-
nity planning grant from NIMHD, which allowed us to fully
implement a CBPR approach. This funding enabled our
sustained outreach and partnership recruitment process that
resulted in a diverse set of congregations and public health
partners and allowed us to conduct an extended partnership-
and consensus-building process to select the priority health
issue and co-design a multi-level church-based intervention
to address it. And we should note that our community partner
(LAM) and several of the team’s investigators had worked
previously with faith communities and public health organi-
zations in South Los Angeles, so we were not starting from
scratch. Our hope was that this partnership infrastructure
(LAM, African-American and Latino congregations, public
health organizations, and RAND researchers) could support
multiple CBPR initiatives, i.e., not just the initially-defined
obesity focus. To fully implement and sustain CBPR initia-
tives, sustained funding through long-term infrastructure
grants and institutional support are likely needed. The CDC-
funded Prevention Research Centers are one example of these
types of long-term infrastructure funding [55]. Other types of
non-research funding from local foundations and health sys-
tems can help community partners supplement and sustain
their involvement. Therefore, one focus of the partnership
should be on developing a diverse set of funding sources that
can support research and non-research community health
initiatives.

Faith and public health partnerships to address health dis-
parities hold great promise, and multi-ethnic and multi-
denominational or multi-faith initiatives are becoming in-
creasingly important in today’s diverse urban societies.
Rather than building such partnerships separately for each
CBPR research initiative or health topic, developing a part-
nership that can serve as infrastructure for multiple research
initiatives is ideal and can help improve efficiencies since the
added cost of doing CBPR can be substantial [56]. However,
such approaches require funding for the community
relationship-building and planning processes. Diverse partner-
ships need additional human capital resources to engage a
broad range of partners. Starting with the issue of most con-
cern to the community partners and learning from their past
work in this area can help garner enthusiasm, build on existing
assets, and result in a culturally and contextually appropriate
intervention.
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