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Abstract
Research on the acceptability of faith-based health promotion programs by Latino 
communities in the Bible Belt is limited. This study examined the needs, barriers, 
and facilitators related to such programs in Memphis, TN. Thirty Latino community 
members and ten faith leaders participated in focus groups and in-depth interviews, 
respectively. Health needs identified included diet, dental care, and screenings, while 
barriers included cost, education, lack of prevention-seeking behaviors, and need for 
Spanish language services. Faith leaders were aware of more health resources than 
community members. Despite being receptive and acknowledging the need for faith-
based programs aimed at prevention and filling healthcare gaps, concerns regard-
ing the influence of religious doctrine on health interventions were expressed by 
members of both groups. Faith leaders, practitioners, and community members must 
work together to overcome barriers related to trust and health behavior norms.

Keywords Hispanic · Denomination · Health promotion · Disease prevention · 
Qualitative research

Introduction

Over 56 million people in the USA identify as Hispanic or Latino, making them 
the largest and fastest growing minority population in the country (United States 
Census Bureau 2017). The Latino population in the USA is diverse and varies by 
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age, education, country of origin, and geographic location (Pew Research Center 
Religion & Public Life 2015). As the Latino population and the diversity within this 
population increase, the need for health services is also expected to increase. Nation-
ally, almost 36% of Latinos have been diagnosed with diabetes (Centers for Disease 
Control and Prevention 2018). While cardiovascular disease is low among Latinos 
compared to other ethnic groups, growing rates of obesity may put many at risk for 
future disease (Kaplan et al. 2014). Currently, Latinos in the USA have a high preva-
lence of both overweight and obesity with Latinas more likely than Latinos to have 
a higher body mass index (Kaplan et al. 2014; Ogden et al. 2015). With increasing 
weight, chronic health issues and doctor visits become more common (Hubert et al. 
2005).

Some health professionals are targeting low rates of physical activity among 
Latinos to reduce obesity and chronic disease rates (Bopp et al. 2011; Larsen et al. 
2014). Within this heterogeneous population, however, dietary behaviors have been 
harder to address due to cultural and regional food preferences (Perez-Escamilla 
2011; Siega-Riz et  al. 2014). Other health promotion efforts, such as improv-
ing health screening and knowledge, are scattered, with many programs focusing 
on subsets of the population (e.g., migrant workers, women) (DeHaven et al. 2004; 
Lopez-Cevallos et  al. 2013; Spencer et  al. 2011). Some Latinos also may choose 
not to seek health services from traditional providers due to barriers such as health 
insurance, money, language, health system knowledge, and documentation (Derose 
et al. 2007).

Since barriers may exist between Latino communities and healthcare organiza-
tions, working with nontraditional organizations provides a possible solution for 
health outreach. Faith-based organizations, which are community-embedded and 
-trusted resources, may be particularly advantageous partners (Campbell et  al. 
2007). Most faith-based health promotion programs target improved knowledge and 
behaviors related to the prevention of chronic diseases (DeHaven et  al. 2004). To 
date, the majority of these programs have focused on African American churches 
and communities (Campbell et al. 2007; DeHaven et al. 2004), but there is growing 
interest in using faith-based strategies to reach Latino communities with chronic dis-
ease prevention and other health promotion programs (Bopp et al. 2011; Gutierrez 
et al. 2014; Lopez-Cevallos et al. 2013).

Catholicism is the dominant religious affiliation among Latinos attending church 
in the USA, with 55% of Latinos identifying as Catholic (Pew Research Center Reli-
gion & Public Life 2014a), and historically health promotion programs have been 
implemented with Catholic churches in Latino communities (Allen et al. 2014; Bopp 
et al. 2011; Krukowski et al. 2010). A growing number of Latinos (22%), however, 
are moving toward Protestant denominations (Pew Research Center Religion & Pub-
lic Life 2014a). This shift in religious affiliation and its impact on historical faith-
based health promotion methods are important for researchers to understand. Other 
shifts in Latino populations are also occurring, which impact research on faith-based 
health promotion efforts with Latino communities.

Historically, research conducted with Latino communities has taken place in 
states and cities with a large Latino population (Campbell et al. 2007; Hubert et al. 
2005; Lopez-Cevallos et  al. 2013; Martinez et  al. 2012; Siega-Riz et  al. 2014). 
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While the majority of Latino populations remain concentrated in six states, several 
states (South Dakota, Tennessee, South Carolina, Alabama, Kentucky) have seen 
high rates of growth since 2000 (Castaneda and Cayuela 2017). Tennessee is second 
in the nation, with its Latino population growing by almost 176% between 2000 and 
2014 (Castaneda and Cayuela 2017). Interestingly, Tennessee and three other states 
where Latino populations are growing are part of the “Bible Belt,” where Protes-
tant religious affiliation outnumbers Catholic affiliation by a larger margin than any-
where in the USA (Pew Research Center Religion & Public Life 2014b). However, 
the appropriateness of faith-based health promotion initiatives among Latino com-
munities in this area of the USA is unknown.

The current study addresses gaps in the literature regarding the appropriateness 
of faith-based health promotion programs for Latino communities that have become 
increasingly diverse in their health needs, religious affiliations, diversity in countries 
of origin, and locations of residence. Using qualitative methods, this study explored 
faith leaders’ and community members’ perspectives on the needs, barriers, and 
facilitators related to providing faith-based health promotion programs to Latino 
communities in Memphis, TN: a metropolitan statistical region with a highly diverse 
Latino population possessing a complex set of religious affiliations.

Methods

Theoretical Framework and Participants

The reality of faith-based health promotion programs in Memphis is socially con-
structed; therefore, this study used the constructionism framework (Patton 2002). 
Researchers using this framework believe our culture and lived experience within 
that culture shape our worldview (Patton 2002). As such, no one individual, or group 
of individuals, sees the world in the same way, each group’s perception of the world 
being shaped by their culture and unique lived experience. A constructionist frame-
work also holds each group’s reality is valid, with none being more right or true or 
real, and it is only understanding these multiple perspectives of a phenomenon that 
gets us closer to universal “Truth” (Patton 2002). Given this framework, perspec-
tives of both faith leaders and Latino community members were sought to capture 
the knowledge and experiences of both faith-based program providers and potential 
participants, respectively.

Adults (over 18 years of age) living in the greater Memphis area self-identifying 
as Latino/a and faith leaders serving Latino communities were recruited between 
January and March 2016. We purposively sampled community members with and 
without religious affiliation to reflect the potential heterogeneity in individuals using 
faith-based resources (e.g., clothes closets, food pantries, health clinics, childcare 
services). It is well documented that many faith-based organizations play a larger 
role in communities beyond offering spiritual guidance (Campbell et  al. 2007; 
Mamiya 2006; Marquardt 2006). The church becomes a safe gathering place and 
trusted resource for both congregants and the wider community, especially among 
Latino communities in the USA (Marquardt 2006). Gathering viewpoints from a 
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diverse cross section of Latino community members helps shed light on whether 
faith-based health promotion programs will attract only members of a congregation 
or will be more widely accepted within a community.

Community members participated in approximately 1-h-long focus groups, while 
faith leaders participated in 1-h-long in-depth interviews. Each participant was com-
pensated with a $20 gift card. Community members were recruited through con-
nections with local churches, football (soccer) clubs, and promotion by local Latino 
organizations. Recruitment strategies aimed to gain a broad perspective from indi-
viduals who may be interested in community-based health promotion programs. 
Therefore, individuals with various religious affiliations, including no religious 
affiliation, were recruited. A total of 35 individuals contacted the study about par-
ticipating resulting in 30 participants over four focus groups. Faith leaders were pur-
posively recruited using a list of local churches and faith organizations who serve 
Latino communities. Of 21 faith leaders contacted, ten participated in interviews. 
Interviews and focus groups were held at a variety of times and locations to best 
accommodate the participants’ scheduling and transportation needs. The University 
of Memphis Institutional Review Board approved all research protocols and consent 
forms prior to recruitment.

Data Collection and Analysis

Faith leaders and community members were asked about the health needs facing 
Latino communities, organizations offering health-related services or programs, and 
gaps in/acceptability of services and programs offered through faith-based organi-
zations in Memphis. Separate analyses of focus group and interview findings were 
completed using a grounded theory approach (Charmaz 2006; Glaser and Strauss 
1967). Participants were free to communicate in either English or Spanish.

Focus groups ranged in size from two to ten participants. Each focus group 
consisted of an open-ended discussion moderated by the second author, FE, 
assisted by the first author, BEH, and facilitated by a discussion guide (Table 1). 
The semistructured interviews with faith leaders were conducted by BEH, if the 

Table 1  Questions and probes from focus groups and interview guides

Faith leaders were asked about their congregation members using the phrase “your congregation” in 
place of “you”

What are the biggest health needs in your community?
What has been your experience with finding health resources in Memphis?
Where do you go for health information?
How about health promotion programs (i.e., screenings, physical activity, healthy eating, disease 

management)?
How do you feel about churches offering health resources?
Does your church offer any health services or programs to your congregation?
Why should churches offer (or not offer) health promotion programs?
What would need to be in place to help you attend a health promotion program at a church near you 

(i.e., childcare, transportation, people you know attending)?
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participant preferred English, and FE, if the participant preferred Spanish. All 
interviews were facilitated by an interview guide (Table  1). Data were audio-
recorded, transcribed, and coded using NVivo 11 (QSR International).

The credibility and trustworthiness of findings were ensured using the fol-
lowing approach: (1) Focus group transcripts and field notes were reviewed and 
compared to identify discrepancies. (2) An initial codebook was created with a 
priori codes based on the interview/discussion guides. (3) The lead, second and 
third authors, BEH, MS and FE, had a meeting to review transcripts and the a 
priori codes, establishing similar code interpretations before coding began. (4) 
FE coded focus groups while MS coded interviews independently. BEH met with 
MS and FE regularly for peer debriefings and to discuss emergent themes as well 
as codebook and categorization refinements. (5) Once all focus groups and inter-
views were coded, MS and FE switched codes and transcripts to review for con-
sistent interpretation of the findings. (6) BEH, MS, and FE met after the review 
of focus group and interview findings to create a matrix that integrated commu-
nity and faith leader perspectives into themes. The coding matrix was constructed 
with interview themes on the Y-axis and focus group themes on the X-axis of a 
Microsoft Excel 14 (Microsoft Corporation, 2010) spreadsheet. MS cross-refer-
enced each theme with every other theme, constantly comparing their respective 
contents. FE reviewed the cross-referenced themes and noted changes. MS and 
FE then compared their matrices for agreement. BEH reviewed the completed 
matrix to aid in the creation of themes and reporting of findings. (7) Findings 
were shared with participants for member checking before being incorporated 
into the manuscript.

Results

Faith leaders interviewed were all male, on average 47.6 years old (SD = 9.83), and 
80% were affiliated with a Protestant organization. Community members were 70% 
female, on average 35.4  years old (SD = 11.52), 70% were born in Mexico, and 
47% affiliated with a Protestant church, while nearly 34% had no church affiliation 
(Table 2). Themes from the interviews with faith leaders and focus groups at times 
showed similarities and at times differences. Themes are described below with men-
tions provided in parentheses, see Table 3 for specific quotes.

Health Needs

Faith leaders and community members both noted a variety of similar health con-
ditions facing their communities ranging from chronic disease prevention to den-
tal care. Chronic diseases such as high blood pressure, diabetes, and obesity were 
most commonly mentioned by both faith leaders (n = 9) and community members 
(n = 11).
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Table 2  Demographics of participants in a study of Latino communities in Memphis, TN (n = 40)

a Two faith leaders worked in Latino community outreach through a local faith-based hospital
b El Salvador, Guatemala, and Honduras

Faith leaders (n = 10)

Time at current organization, years M (SD)a 13.8 (9.77)
Age, M (SD) 47.6 (9.83)
Sex, N (%)
 Male 10 (100)
 Female 0 (0)

Marital status, N (%)
 Single 3 (30)
 Married N (%) 7 (70)

Highest degree, N (%)
 High school 1 (10)
 Some college 4 (40)
 Graduate degree 5 (50)

Number of people in their home M (SD) 3.4 (2.17)
Denomination N (%)
 Protestant 8 (80)
 Catholic 2 (20)

Focus group participants (n = 30)

Age, M (SD) 35.4 (11.52)
Sex, N (%)
 Male 8 (26.7)
 Female 21 (70)

Marital status, N (%)
 Single 13 (43.3)
 Married 17 (56.7)

Children living at home, M (SD) 1.9 (11.52)
Country of birth, N (%)
 USA 2 (6.7)
 Mexico 21 (70)
 Central  Americab 7 (23.3)

Church affiliation, N (%)
 No affiliation 10 (33.5)
 Protestant 14 (46.7)
 Catholic 6 (20)

Days per week spent in 30 min or more of physical activity, M (SD) 1.6 (1.69)
Fruit and vegetable servings eaten per day, M (SD) 2.1 (1.22)
Sugar-sweetened beverages consumed per day, M (SD) 1.4 (1.46)
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Table 3  Quotes from faith leaders and community members related to the health needs and resources 
available to Latino communities in Memphis, TN (n = 40)

Themes and subthemes Quotes

Health needs I think we have a lot of people with high blood pressure, 
diabetes, obesity. (Faith leader)

Oh, in my case, I have diabetes. I got it when – I’ve had diabe-
tes for three years. And it is difficult. [Crying]. (Community 
group)

 Diet What can I say? I mean you can eat tortilla but please don’t 
eat 20 and they make fun of themselves, like, ‘Oh,’ they said, 
‘He keeps me on the making tortilla.’ ‘Baby, how many?’ 
‘Oh 15.’ I go, ‘Oh my goodness, you eat 15 tortillas…?’ 
(Faith leader)

I think something that we hope in particular with community 
is if we have somebody that teaches about nutrition because 
our culture is about eating. (Community group)

 Screenings And there’s a lot of people have cancer. They never know. 
They don’t go every six months for pap smear. (Community 
group)

 Dental care What I have seen as the health needs is more pressing the 
topic of teeth, eyes, and ears. Especially the teeth. I have… 
is that many members of this church suffer from the issue of 
the dental problem. That would be the main thing.” (Faith 
leader)

Well, I think that in the Hispanic community, we need more 
dental care. (Community group)

Barriers to health
 Cost For a lot of folks, they don’t have insurance, and then those 

that do, they’re paying a lot for that insurance and there are 
still gaps related to dental care and medications and things 
like that. (Faith leader)

And I just want to say that we’re talking about the people who 
has insurance. Ok. People who can’t work because of any 
problem, any other reason can’t afford to go….So I’m going 
to ring you up. I need your driver’s license. I don’t have a 
driver’s license. Oh well, I’m sorry. I can’t sell it to you. 
(Community group)

 Prevention-seeking behaviors One problem we have in Latin America is that we lack a lot of 
culture around prevention. So we generally go see a doctor 
because we are already sick. It is not in our culture to pre-
vent…We go because we are already sick. (Faith leader)

Community Group Exchange:
I think it’s been ingrained in our culture, especially Hispanic 

culture, to in a way “suck it up” when you grow up and 
like you see the lack of—like if you have no insurance and 
especially amongst undocumented people. (Community 
Member 1)

I feel like they use [clinics] like the last resort. Like if your 
cold has been going on for like quite a few days, it’s like, 
“Oh, I need to seek some medical attention. But he’s right 
about people sucking it up. Like even my dad. (Community 
Member 2)

It’s a cultural thing. (Community Member 3)
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Table 3  (continued)

Themes and subthemes Quotes

There are also a couple of places like the Mercados where … 
they find some natural kind of medicines that they use. From 
their own experience back in their home countries…. It’s 
just tradition. (Faith leader)

‘Cause some places all they want is the money. And you’re 
going to go there and they’re going to say hey, you need to 
get this, this and this done even if you don’t need it. (Com-
munity group)

 Healthcare services in Spanish No, and it’s very little – one of the main constraints – it’s 
not a constraint, it’s a road block we have, is that there are 
not enough doctors in this area that can speak the Spanish 
language. (Faith leader)

Sometimes I think that there needs to be more locations in 
Spanish, where – well, I speak English, but you feel more 
comfortable speaking Spanish, to be honest. (Community 
group)

 Education That is about education. The people that arrive here from 
our countries are people who are very humble in the sense 
that they did not have the opportunity to prepare themselves 
academically. The people that attend this church… my 
hand… there are more than enough fingers to count who has 
finished secondary school. (Faith leader)

It’s pride and also the uneducated part of it. About health, 
they just don’t really know. They don’t really know. (Com-
munity group)

Awareness of healthcare resources So we connect people, and I’m sure the other churches prob-
ably do some of that, as well, that they’re not necessarily 
free or whatever, but we get them in contact with the right 
people. (Faith leader)

We have some programs that are being offered right now 
within the church. But as I said, since I am just beginning 
to reach out to the Latino community, there’s very little they 
know about these programs. The expectation is that within 
the next few months, we’re going to be able to present these 
programs to a broader community. (Faith leader)

I have heard of the Church Health Center. I have also heard 
of the Christ Community, but those are the only two that 
I know of and I feel like they are small clinics. I, as far as 
like having a specialist or going for routine, like checkups, 
not really….but as far as like dietary plan and all that other 
stuff, I don’t participate in any of that. (Community group)

Some time ago, Latino Memphis had a program …Christian 
Brothers University that provided workshops. And there was 
a church there and they were handing out pamphlets, but to 
be honest, I lost them (Community group)
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Diet

Related to high chronic disease rates were concerns about the dietary habits being 
formed, especially by newly immigrated populations. Portion sizes of traditional 
foods, especially tortillas and pupusas, as well as the incorporation of fast food and 
sodas were of particular concern among faith leaders (n = 21). Community members 
recognized the need for nutrition education and classes (n = 5), but to a lesser extent 
compared to faith leaders.

Dental Care

Another common health need shared by faith leaders (n = 5) and community mem-
bers (n = 10) was dental care. Issues related to accessibility, specifically lack of 
insurance and cost, were provided as reasons why dental care is a high need for 
Latino communities.

Screenings

Two faith leaders and two community members mentioned screenings for blood 
pressure and blood sugar or diabetes. Community members also noted cancer 
screenings as necessary for their communities (n = 9). Within the context of men’s 
health, both faith leaders and community members noted the importance of prostate 

Table 3  (continued)

Themes and subthemes Quotes

Church as a current and potential partner So far, what I’m doing is being the outreach person myself 
towards communities of faith in the Latino community. 
The long-term goal is to try to work together, using their 
resources, our resources and putting things together in order 
to spread the services beyond just one location, but taking it 
somewhere else. This is very, very early in the process, yet 
I hope that within the next few months, we’re going to start 
building something more concrete, something more – even 
more than concrete, more tangible for the population we’re 
expecting to serve. (Faith leader)

…and, too, people that are not part of the church a lot of times 
don’t want to go to a church. I mean they’re skeptical. Some-
times it’s just being smart about how to do them where it’s 
more accessible and they’re not threatened, because a lot 
of folks, Hispanics, are Catholics, so to go to an evangeli-
cal church for some kind of an outreach like that, they think 
there’s a double motive, and there is. (Faith leader)

Then you feel a bit more confident, more relaxed by attending 
a church rather than attending a hospital. (Community 
group)

…There are people who say – No, it’s in the church and 
they’re going to talk to us about –people who don’t go to 
church. (Community group)
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cancer screenings. Community members, however, stated the need for breast and 
cervical cancer screenings as well.

Barriers to Health

Cost

Faith leaders (n = 20) and community members (n = 15) stated healthcare costs were 
a significant barrier to seeking services. Difficulty accessing the healthcare system 
due to lack of insurance, which was often due to lack of documentation, served as 
a strong deterrent to seeking either primary or acute care until the illness became 
unbearable. For the insured, faith leaders and community members pointed to large 
insurance coverage gaps and high coverage costs as reasons for avoiding healthcare 
visits and worrying over coverage instability, respectively.

Prevention‑Seeking Behaviors

Both groups spoke of a lack of “culture around prevention” in their communities. 
Faith leaders and community members alike described going to a doctor or hospi-
tal as a last resort. Faith leaders (n = 11) and community members (n = 7) explained 
community members would only seek medical attention when conditions became 
severe, exemplified in an exchange between three members of a community focus 
group (see Table  3). Trust in traditional healing methods, combined with lack of 
medical insurance, further explained community members’ avoidance of hospitals 
and clinics. Faith leaders (n = 5) and community members (n = 2) spoke of easy 
access to traditional medications, some found in Latino-run pharmacies and others 
mailed or carried from countries of origin, and a tradition of self-prescribing cures.

Healthcare Services in Spanish

Faith leaders stated patient–provider language differences prevented their con-
gregants from seeking healthcare services (n = 12), while community members 
described language barriers in terms of comfort and trust (n = 4). Community mem-
bers expressed greater satisfaction with medical conversations conducted in Span-
ish, less because of language proficiency and more out of comfort as well as a signal 
of their provider’s cultural competency.

Education

Faith leaders and community members both recognized a considerable gap in com-
munity member’s understanding of health risks and health protective behaviors. 
Faith leaders pointed to their congregants’ lack of formal education as one reason 
for this health knowledge gap (n = 4). Community members believed the problem 
stemmed from pride and stubbornness (n = 6) or a lack of health education (n = 3).
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Awareness of Healthcare Resources

Awareness of healthcare resources formed the greatest disparity in faith leader and 
community member responses. Faith leaders knew of more resources (n = 37) than 
community members (n = 23). Faith leaders described numerous connections with 
individuals and organizations involved in both health promotion and healthcare pro-
vision. Community members were knowledgeable about the region’s major health-
care institutions serving Latino communities, but they were unaware of the many 
resources available through churches—responding only “no” when asked.

Community members found little difficulty locating the resources they did 
know about, responding in the affirmative when asked whether they were able to 
find health resources. The ease of locating resources appeared to be attenuated by 
whether the community member was new to the region. Participants also accessed 
health information online using social media apps (Facebook was mentioned by 12 
faith leaders, Google by one faith leader and one community member, and WebMD 
by two community members). Despite access to and use of the Internet, both faith 
leaders and community members spoke of radio and word of mouth (n = 3 and n = 2, 
respectively) as important tools for notifying community members of available 
resources.

Church as a Current and Potential Partner

Churches represented by the faith leaders interviewed exhibited four different types 
of community health engagement: (1) distributing information provided by health-
care providers (n = 6), (2) hosting programs conducted by healthcare providers 
(n = 9), (3) providing church-organized programs and clinics (n = 3), and (4) estab-
lishing formal partnerships between healthcare providers and the church (n = 5).

The acceptability of faith-based organizations as a place to participate in health 
engagement met with more positive responses (n = 16) from community members 
than negative (n = 7). Trust was a key factor underpinning both positive and nega-
tive responses. Those responding positively said they would feel more comfortable 
in a church setting, and those responding negatively were wary of churches’ motives 
to preach to or attempt to convert them. Faith leaders were conscious of commu-
nity members’ concerns, with the more evangelical leaders trying to find a mutually 
satisfactory line between their mission as pastors and their commitment to serving 
community health needs.

Discussion

As Latino populations grow in number and diversity in the USA, faith-based organi-
zations may be particularly helpful in addressing their health needs. This may be 
especially true in the Bible Belt where Latino populations are increasing (Castaneda 
and Cayuela 2017), may differ in religious affiliation compared to other locations in 



1209

1 3

Journal of Religion and Health (2021) 60:1198–1213 

the USA (Pew Research Center Religion & Public Life 2014b), or may seek secular 
services from faith-based organizations (Marquardt 2006). Faith leaders and com-
munity members in this study identified similar health needs and barriers facing 
Latino communities in the Memphis area. While faith leaders knew of more health-
related programs, community members knew about and accessed major healthcare 
institutions in the area, and both groups acknowledged the use of online resources 
by community members searching for health information. Faith leaders talked about 
varying levels of engagement in providing healthcare services and programs to their 
congregations. Community members had primarily positive reactions to faith-based 
organizations offering services and programs. However, participants’ religious con-
cerns and a lack of prevention-seeking behaviors may limit the use of faith-based 
health programs.

Health needs identified in this study included healthcare services and prevention 
programs aimed at chronic conditions such as diabetes and obesity, which match 
conditions facing Latino communities nationally (Centers for Disease Control and 
Prevention 2018; Hubert et al. 2005; Kaplan et al. 2014; Ogden et al. 2015). While 
most faith-based health promotion programs have been conducted with African 
American churches, diabetes and obesity programs with Latino congregations have 
shown success (Bopp et  al. 2011; Gutierrez et  al. 2014; Krukowski et  al. 2010). 
However, overcoming language differences, changing dietary behaviors, and work-
ing with organizations not familiar with changing health behaviors have been noted 
barriers (Bopp et al. 2011; Gutierrez et al. 2014; Krukowski et al. 2010). These are 
barriers future faith-based programs will need to overcome as our participants noted 
the need for dietary education and for programs delivered in Spanish as important.

Participants in this study also identified dental care and screenings for cancer as 
important health needs. These needs were due in part to barriers related to cost and 
lack or gaps in insurance coverage. Nationally, Latino populations are the largest 
uninsured racial/ethnic group (Kaiser Foundation Family 2013). The Affordable 
Care Act’s expansion of Medicaid coverage increased the number of individuals 
eligible for coverage; however, documentation status and other regulations prevent 
many Latino community members from obtaining insurance (Castaneda and Melo 
2014; Kaiser Foundation Family 2013). Given these barriers to insurance coverage, 
faith-based organizations make important health partners. They can serve as loca-
tions for increasing knowledge of eligibility status and insurance options (Harmon 
et al. 2014) and as sites for health fairs and other programs that do not require insur-
ance (Campbell et al. 2007; Krukowski et al. 2010; Wilson 2000).

Currently, in Memphis, health service knowledge is compartmentalized such that 
community members only knew about services they had used. Faith leaders had 
more information and described themselves as sources of health service informa-
tion for community members. Some faith leaders had formed partnerships with local 
health organizations to provide more programs and services, but most of these con-
nections were new and evolving. Community members overall reacted positively to 
the idea of faith-based organizations in the community taking a more active role in 
health promotion. In a study of denomination affiliation, nearly 50% of Latinos who 
moved from Catholicism to Protestantism did so because they “found a congrega-
tion that reaches out and helps its members more” (Pew Research Center Religion 
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& Public Life 2014a). Evangelical faith leaders in the current study were uncertain 
how to balance physical and spiritual caretaking, while community members were 
likewise conflicted, some expressing opposition to being sermonized. In addition, 
Catholic priests were unwilling to collaborate with some health organizations due 
to religious beliefs. Previous faith-based initiatives with Latino communities have 
noted strong religious connections within these communities, which may increase 
both enrollment and retention (Allen et al. 2014; Gutierrez et al. 2014; Krukowski 
et  al. 2010). Nevertheless, faith-based organizations may not be able to reach 
beyond their congregations when recruiting due to issues of trust. Given faith lead-
ers’ potential unfamiliarity with health promotion programming, and to help them 
address physical health needs within Latino communities, faith leaders may benefit 
from training in program development and implementation (Bopp et al. 2011).

Faith leaders will also need to overcome Latino community members’ lack of 
prevention-seeking behaviors, identified in our study as a major barrier to access-
ing health services that may be especially prominent among Latino males. Previous 
research with Latino families noted the importance of recruiter gender (Martinez 
et  al. 2012). Male recruiters reached males and females, while female recruiters 
primarily reached females (Martinez et al. 2012). All of the faith leaders we inter-
viewed were male, although at least two had wives who also pastored churches. 
Given that many religious leaders are male (Carroll 2006), additional work should 
be done to explore how Latino faith leaders can engage male congregation members 
in health promotion programs and interventions.

An important strength of this study is our recruitment strategy. By recruiting both 
Latino community members and faith leaders, we gained a more complete perspec-
tive on the health needs, barriers, and acceptability of faith-based health program-
ming. Additional strengths of this study are its location in the Mid-South, an area 
experiencing growth in its Latino populations (Castaneda and Cayuela 2017), and 
our recruitment of individuals with Protestant, Catholic, and no religious affili-
ation, given the growth in religious affiliation diversity across Latino populations 
(Pew Research Center Religion & Public Life 2014a). Past studies have focused on 
agricultural workers, one religious denomination, or regions of the country where 
Latino populations are more established (Allen et al. 2014; Krukowski et al. 2010; 
Lopez-Cevallos et al. 2013; Martinez et al. 2012). This study provides insight into 
Latino populations using a lens that recognizes people and communities are neither 
monolithic nor stagnate, especially when health and place intersect.

Despite these important strengths, there are limitations to our findings. While we 
were successful in recruiting a diverse population in some areas, our community 
members were still primarily female. In addition, most of our participants identified 
as Protestant and collection of community member perspectives via focus groups 
did not allow for an examination of perspectives by denomination. Although we 
recruited individuals who spoke English or Spanish, we were unable to interview 
new immigrants who spoke indigenous languages. In addition, participants’ length 
of residence in the USA or Memphis was not collected; thus, it is unknown whether 
participants were long-time residents, newly immigrated from within the USA, 
or newly immigrated from their country of origin. Lastly, one faith leader noted 
an increase in behavioral and emotional health issues in part due to the “current 
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political environment towards immigrants” during member checking. Such issues 
have likely increased since this study was conducted making this concern a focus of 
future studies. Other researchers have noted the impact social, legal, economic, and 
political changes have on Latino communities (Martinez et al. 2012). Therefore, it is 
important to acknowledge the need to remain current on how changes in our social 
and political environment affect the health of this diverse population.

Conclusion

Findings from faith leaders and community members in Memphis suggest faith-
based organizations are important partners for sharing health promotion programs 
and preventive health services to Latino communities, especially those related 
to diet, dental care, and screenings. This finding holds true despite growth in reli-
gious affiliation diversity. It is important that health practitioners and faith leaders 
are culturally and religiously respectful when designing and implementing health 
promotion programs. However, these groups working together with Latino com-
munity members have the potential to develop strategies that overcome resistance 
to prevention-seeking behaviors and engage communities who feel marginalized by 
traditional systems and current social environments.

Acknowledgements We would like to thank our study participants for their participation in this study. 
We would like to thank Marcos Villa at the Intercultural Research Center (CEFIMEX) for his review of 
the manuscript.

Funding This study was funded by the University of Memphis Faculty Research Grant Fund (PI: Har-
mon). This support does not necessarily imply endorsement of research conclusions by the University.

Compliance with Ethical Standards 

Conflict of interest The authors declare that they have no conflict of interest.

Ethical Approval All procedures performed involving human participants were in accordance with the 
ethical standards of the University of Memphis Institutional Review Board and with the 1964 Helsinki 
declaration and its later amendments or comparable ethical standards.

Informed Consent Informed consent was obtained from all individual participants included in the study.

References

Allen, J. D., Leyva, B., Torres, M. I., Ospino, H., Tom, L., Rustan, S., et al. (2014). Religious beliefs 
and cancer screening behaviors among Catholic Latinos: Implications for faith-based interventions. 
Journal of Health Care for the Poor and Underserved, 25(2), 503–526. https ://doi.org/10.1353/
hpu.2014.0080.

Bopp, M., Fallon, E., & Marquez, D. (2011). A faith-based physical activity intervention for Lati-
nos: Outcomes and lessons. American Journal of Health Promotion, 25(3), 168–171. https ://doi.
org/10.4278/ajhp.09041 3-ARB-138.

https://doi.org/10.1353/hpu.2014.0080
https://doi.org/10.1353/hpu.2014.0080
https://doi.org/10.4278/ajhp.090413-ARB-138
https://doi.org/10.4278/ajhp.090413-ARB-138


1212 Journal of Religion and Health (2021) 60:1198–1213

1 3

Campbell, M., Hudson, M., Resnicow, K., Blakeney, N., Paxton, A., & Baskin, M. (2007). Church-based 
health promotion interventions: Evidence and lessons learned. Annual Review of Public Health, 28, 
213–234.

Carroll, J. (2006). God’s potters. Grand Rapids, MI: William B. Eerdmans Publishing Co.
Castaneda, X., & Cayuela, A. (2017). Sociodemographic Profile of Latinos in the United States. Retrieved 

October 3, 2018 from https ://hiauc b.files .wordp ress.com/2017/04/demog raphi c-profi le-of-latin os-
engli sh.pdf.

Castaneda, H., & Melo, M. A. (2014). Health care access for Latino mixed-status families: Barriers, strat-
egies, and implications for reform. American Behavioral Scientist. https ://doi.org/10.1177/00027 
64214 55029 0.

Centers for Disease Control and Prevention. (2018). Diabetes Report Card 2017. Retrieved February 19, 
2020 from https ://www.cdc.gov/diabe tes/pdfs/libra ry/diabe tesre portc ard20 17-508.pdf.

Charmaz, K. (2006). Constructing grounded theory: A practical guide through qualitative analysis (2nd 
ed.). London, UK: SAGE.

DeHaven, M. J., Hunter, I. B., Wilder, L., Walton, J. W., & Berry, J. (2004). Health programs in faith-
based organizations: Are they effective? American Journal of Public Health, 94(6), 1030–1036.

Derose, K. P., Escarce, J. J., & Lurie, N. (2007). Immigrants and health care: Sources of vulnerability. 
Health Affairs, 26(5), 1258–1268. https ://doi.org/10.1377/hltha ff.26.5.1258.

Glaser, B. G., & Strauss, A. L. (1967). The discovery of grounded theory: Strategies for qualitative 
research. Hawthorne, NY: Aldine de Gruyter.

Gutierrez, J., Devia, C., Weiss, L., Chantarat, T., Ruddock, C., Linnell, J., et al. (2014). Health, commu-
nity, and spirituality: Evaluation of a multicultural faith-based diabetes prevention program. Diabe-
tes Education, 40(2), 214–222. https ://doi.org/10.1177/01457 21714 52187 2.

Harmon, B. E., Kim, S.-H., Blake, C. E., & Hebert, J. R. (2014). Health care information in African 
American churches. Journal of Health Care for the Poor and Underserved, 25(1), 242–256. https ://
doi.org/10.1353/hpu.2014.0047.

Hubert, H. B., Snider, J., & Winkleby, M. A. (2005). Health status, health behaviors, and acculturation 
factors associated with overweight and obesity in Latinos from a community and agricultural labor 
camp survey. Preventive Medicine, 40(6), 642–651. https ://doi.org/10.1016/j.ypmed .2004.09.001.

Kaiser Foundation Family. (2013). Health coverage for the Hispanic population today and under the 
affordable care act. Retrieved August 12, 2019 from http://kff.org/dispa ritie s-polic y/repor t/healt 
h-cover age-for-the-hispa nic-popul ation -today -and-under -the-affor dable -care-act/.

Kaplan, R. C., Aviles-Santa, L., Parrinello, C. M., Hanna, D. B., Jung, M., Castaneda, S. F., et al. (2014). 
Body mass index, sex, and cardiovascular disease risk factors among hispanic/Latino adults: His-
panic community health study/study of Latinos. Journal of the American Heart Association, 
e000923, 1–11. https ://doi.org/10.1161/jaha.114.00092 3.

Krukowski, R. A., Lueders, N. K., Prewitt, T. E., Williams, D. K., & West, D. S. (2010). Obesity treat-
ment tailored for a Catholic faith community: A feasibility study. Journal of Health Psychology, 
15(3), 382–390. https ://doi.org/10.1177/13591 05309 35364 5.

Larsen, B. A., Noble, M. L., Murray, K. E., & Marcus, B. H. (2014). Physical activity in Latino men and 
women: facilitators, barriers, and interventions. The American Journal of Lifestyle Medicine, 9(1), 
4–30. https ://doi.org/10.1177/15598 27614 52175 8.

Lopez-Cevallos, D. F., Lee, J., & Donlan, W. (2013). Fear of deportation is not associated with medi-
cal or dental care use among Mexican-origin farmworkers served by a federally-qualified health 
center—faith-based partnership: an exploratory study. Journal of Immigrant Minority Health, 16(4), 
706–711. https ://doi.org/10.1007/s1090 3-013-9845-1.

Mamiya, L. (2006). River of struggle, river of freedom: Trends among Black churches and Black pasto-
ral leadership. Pulpit and Pew Research on Pastoral Leadership. Retrieved August 25, 2017 from 
http://pulpi tandp ew.org/sites /all/theme s/pulpi tandp ew/files /DUP&PBlac kTren dsWEB final !.pdf.

Marquardt, M. F. (2006). Latino religion. In S. S. Hill (Ed.), The new encyclopedia of southern culture 
(Vol. 1, pp. 85–89). Chapel Hill: The University of North Carolina Press.

Martinez, C. R., Jr., McClure, H. H., Eddy, J. M., Ruth, B., & Hyers, M. J. (2012). Recruitment and reten-
tion of Latino immigrant families in prevention research. Prevention Science, 13(1), 15–26. https ://
doi.org/10.1007/s1112 1-011-0239-0.

Ogden, C. L., Carroll, M. D., Fryar, C. D., & Flegal, K. M. (2015). Prevalence of obesity among adults 
and youth: United States, 2011–2014. Retrieved June 1, 2017 from https ://www.cdc.gov/nchs/data/
datab riefs /db219 .pdf.

https://hiaucb.files.wordpress.com/2017/04/demographic-profile-of-latinos-english.pdf
https://hiaucb.files.wordpress.com/2017/04/demographic-profile-of-latinos-english.pdf
https://doi.org/10.1177/0002764214550290
https://doi.org/10.1177/0002764214550290
https://www.cdc.gov/diabetes/pdfs/library/diabetesreportcard2017-508.pdf
https://doi.org/10.1377/hlthaff.26.5.1258
https://doi.org/10.1177/0145721714521872
https://doi.org/10.1353/hpu.2014.0047
https://doi.org/10.1353/hpu.2014.0047
https://doi.org/10.1016/j.ypmed.2004.09.001
http://kff.org/disparities-policy/report/health-coverage-for-the-hispanic-population-today-and-under-the-affordable-care-act/
http://kff.org/disparities-policy/report/health-coverage-for-the-hispanic-population-today-and-under-the-affordable-care-act/
https://doi.org/10.1161/jaha.114.000923
https://doi.org/10.1177/1359105309353645
https://doi.org/10.1177/1559827614521758
https://doi.org/10.1007/s10903-013-9845-1
http://pulpitandpew.org/sites/all/themes/pulpitandpew/files/DUP%26PBlackTrendsWEBfinal!.pdf
https://doi.org/10.1007/s11121-011-0239-0
https://doi.org/10.1007/s11121-011-0239-0
https://www.cdc.gov/nchs/data/databriefs/db219.pdf
https://www.cdc.gov/nchs/data/databriefs/db219.pdf


1213

1 3

Journal of Religion and Health (2021) 60:1198–1213 

Patton, M. Q. (2002). Qualitative research and evaluation methods (4th ed.). Thousand Oaks, CA: Sage 
Publications.

Perez-Escamilla, R. (2011). Acculturation, nutrition, and health disparities in Latinos. The American 
Journal of Clinical Nutrition, 93(5), 1163S–1167S. https ://doi.org/10.3945/ajcn.110.00346 7.

Pew Research Center Religion & Public Life. (2014a). The shifting religious identity of Latinos in the 
United States. Retrieved February 14, 2015 from http://www.pewfo rum.org/2014/05/07/the-shift 
ing-relig ious-ident ity-of-latin os-in-the-unite d-state s/.

Pew Research Center Religion & Public Life. (2014b). U.S. religious landscape study: Geography. 
Retrieved from http://www.pewfo rum.org/relig ious-lands cape-study /regio n/south /.

Pew Research Center Religion & Public Life. (2015). Statistical portrait of Hispanics in the United 
States: 2014. Retrieved November 12, 2019 from https ://www.pewre searc h.org/hispa nic/wp-conte 
nt/uploa ds/sites /5/2016/04/Stati stica l-Portr ait-of-Hispa nics-in-the-Unite d-State s-2014-final .pdf.

Siega-Riz, A. M., Sotres-Alvarez, D., Ayala, G. X., Ginsberg, M., Himes, J. H., Liu, K., et al. (2014). 
Food-group and nutrient-density intakes by Hispanic and Latino backgrounds in the Hispanic Com-
munity Health Study/Study of Latinos. The American Journal of Clinical Nutrition, 99(6), 1487–
1498. https ://doi.org/10.3945/ajcn.113.08268 5.

Spencer, M. S., Rosland, A.-M., Keiffer, E. C., Sinco, B. R., Valerio, M., Palmisano, G., et al. (2011). 
Effectiveness of a community health worker intervention among African American and Latino 
adults with type 2 diabetes: A randomized controlled trial. American Journal of Public Health, 
101(12), 2253–2260. https ://doi.org/10.2105/AJPH.2010.30010 6.

United States Census Bureau. (2017). Facts for features: Hispanic heritage month 2017. Retrieved from 
https ://www.censu s.gov/newsr oom/facts -for-featu res/2017/hispa nic-herit age.html.

Wilson, L. C. (2000). Implementation and evaluation of church-based health fairs. Journal of Community 
Health Nursing, 17(1), 39–48. https ://doi.org/10.1207/S1532 7655J CHN17 01_04.

Publisher’s Note Springer Nature remains neutral with regard to jurisdictional claims in published 
maps and institutional affiliations.

https://doi.org/10.3945/ajcn.110.003467
http://www.pewforum.org/2014/05/07/the-shifting-religious-identity-of-latinos-in-the-united-states/
http://www.pewforum.org/2014/05/07/the-shifting-religious-identity-of-latinos-in-the-united-states/
http://www.pewforum.org/religious-landscape-study/region/south/
https://www.pewresearch.org/hispanic/wp-content/uploads/sites/5/2016/04/Statistical-Portrait-of-Hispanics-in-the-United-States-2014-final.pdf
https://www.pewresearch.org/hispanic/wp-content/uploads/sites/5/2016/04/Statistical-Portrait-of-Hispanics-in-the-United-States-2014-final.pdf
https://doi.org/10.3945/ajcn.113.082685
https://doi.org/10.2105/AJPH.2010.300106
https://www.census.gov/newsroom/facts-for-features/2017/hispanic-heritage.html
https://doi.org/10.1207/S15327655JCHN1701_04

	Filling the Gaps: The Role of Faith-Based Organizations in Addressing the Health Needs of Today’s Latino Communities
	Abstract
	Introduction
	Methods
	Theoretical Framework and Participants
	Data Collection and Analysis

	Results
	Health Needs
	Diet
	Dental Care
	Screenings

	Barriers to Health
	Cost
	Prevention-Seeking Behaviors
	Healthcare Services in Spanish
	Education

	Awareness of Healthcare Resources
	Church as a Current and Potential Partner

	Discussion
	Conclusion
	Acknowledgements 
	References




