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Abstract: Although many public health initiatives have been implemented through col-
laborations with faith-based institutions, little is known about best practices for developing 
such programs. Using a community-based participatory approach, this case study examines 
the implementation of an initiative in the Bronx, New York, that is designed to educate 
community members about health promotion and disease management and to mobilize 
church members to seek equal access to health care services. The study used qualitative 
methods, including the collaborative development of a logic model for the initiative, focus 
groups, interviews, analysis of program reports, and participant observation. The paper 
examines three key aspects of the initiative’s implementation: (1) the engagement of the 
church leadership; (2) the use of church structures as venues for education and intervention; 
and (3) changes in church policies. Key findings include the importance of pre-existing 
relationships within the community and the prominent agenda-setting role played by 
key pastors, and the strength of the Coalition’s dual focus on health behaviors and health 
disparities. Given the churches’ demonstrated ability to pull people together, to motivate 
and to inspire, there is great potential for faith-based interventions, and models developed 
through such interventions, to address health disparities. 
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As part of a national effort to help reduce racial and ethnic disparities in health, 
the Centers for Disease Control and Prevention has funded an effort in the 

southwest Bronx, led by the Institute for Urban Family Health, to reduce morbidity 

PART I. COMMUNITY-BASED PARTICIPATORY RESEARCH
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and mortality resulting from diabetes and related cardiovascular disease.* Racial 
and ethnic disparities in the prevalence, morbidity, and mortality of diabetes have 
been well documented nationally.1–2 In this predominantly minority community 
in the Bronx, the mortality rate for diabetes for women ages 18 to 64 is 20 times 
higher than in the predominantly White Upper East Side of Manhattan, a ten-
minute subway ride away.3 

The Coalition that formed to carry out this initiative in 2001, Bronx Health 
REACH, comprises a wide array of 40 community-based organizations. Its initiatives 
include a nutrition and fitness program, a faith-based outreach program, a training 
program for community health advocates, a public education and mobilization 
campaign, and a legal and regulatory agenda.4 From the early planning stages, the 
Coalition, like many community-based health education efforts, looked to religious 
institutions to provide access to at-risk populations and social and emotional sup-
port for behavior change.5–17 In addition, the churches were viewed as potential 
leaders in the effort to address racial and ethnic disparities in access to care, given 
the long history of African American and Latino churches in spearheading efforts 
for social equality and justice. 

The 14 churches that participate in the Coalition’s efforts have a total of about 
4,000 active church members. The churches range in size from 20 members to 
over 1,500. Several are affiliated with larger umbrella organizations that have other 
members in the Bronx and elsewhere. Seven of the churches are Evangelical, 4 are 
Baptist, 1 is Episcopalian, 1 is Seventh Day Adventist, and 1 is Catholic. 

Each church is given $3,000 annually to help defray the costs of participation, 
and each selects a church member to serve as the faith-based coordinator for project. 
The coordinators provide quarterly reports on their church’s activities (listing the 
number and kinds of events held, number of people attending, materials distributed) 
and meet monthly to plan events, to receive information, and to share insights. At 
these meetings, members of the Coalition staff or outside experts present infor-
mation on diabetes, health insurance coverage, health disparities, and nutrition. 
In most cases, the coordinator is a volunteer who is paid a small stipend; two are 
employed by the churches that they represent. 

The Coalition’s Faith-Based Initiative has two complementary goals: (1) to use 
the capacity and resources of local faith-based institutions to change the knowledge, 
attitudes, and behavior of community members concerning health promotion, 
disease management, and navigation of the health care system; and (2) to mobilize 
clergy and church members to seek changes in law, regulation, and policy to elimi-
nate discrimination and promote equal access to care. By linking more traditional 
faith-based health education and behavior change strategies with programming 

* This community comprises four contiguous ZIP codes (10452, 10453, 10456, and 10457), and 
includes the neighborhoods of Highbridge, Morrisania, West Tremont, and Morris Heights. The 
population is approximately 270,000, more than 95% of whom are Black or Hispanic. The Institute 
for Urban Family Health runs 13 health centers, 4 of which are located in the Bronx, and 9 health 
care sites for the homeless throughout the Bronx and Manhattan. 
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to educate those at risk for discriminatory treatment about systemic barriers to 
care, the Coalition seeks to address multiples causes of health disparities. This case 
study describes how the Bronx Health REACH churches have been mobilized, and 
identifies the factors that have facilitated the work of the Faith-Based Initiative, as 
well as the barriers that have been encountered and lessons learned.

Methods

This study of the Faith-Based Initiative is a part of a larger evaluation of the 
Coalition’s work.18–20 As with the other components of the evaluation, this case study 
used a community-based participatory approach.18,21–24 The Coalition leadership 
and the faith-based leaders and coordinators participated in framing the questions, 
collecting the data, reviewing the findings and drafts of this paper, and identifying 
the next steps for understanding and strengthening the initiative’s effectiveness. 
Institutional review board approval for the evaluation was obtained from both 
New York University and the Institute for Urban Family Health. 

The evaluation team, working with the Coalition’s leadership and the faith-based 
coordinators, began with, and then periodically returned to, the use of a detailed 
logic model to understand the theory that guided the design and development of 
the Faith-Based Initiative.23–25 To understand the implementation and evolution of 
the Faith-Based Initiative, the evaluators held a 2-hour focus group with all 14 of 
the faith-based coordinators, and conducted a total of 15 in-depth interviews with 
11 key participants, including several interviews with the leadership and senior 
staff of the Coalition, and on-site, one-on-one interviews with 3 of the pastors 
and 3 of the faith-based coordinators. The evaluation team used semi-structured 
interview protocols to collect data on topics relating to the purpose, structure, role, 
accomplishments, challenges, and sustainability of the effort. 

The evaluation team also reviewed program data collected on a routine, but some-
what irregular, reporting basis from the participating churches, as well as materials 
distributed by the churches, including flyers and articles in the church bulletins. 
In addition, the evaluators administered a brief resource survey to participating 
pastors in order to understand the membership and structure of the churches.

Throughout the five years of the initiative, the evaluation team observed and 
participated in the quarterly Coalition and subcommittee meetings, the monthly 
meetings of the faith-based coordinators, pastors’ breakfasts, and faith-based events. 
A draft of this paper was presented for review and comment to the Coalition 
leadership and to members of the Faith-Based Initiative at a monthly coordina-
tors’ meeting. We also shared a draft with and received comments from all of the 
lay leaders and pastors who were interviewed. Insights gathered from all of these 
processes were incorporated into the final paper.

Results

Our findings relate to three key aspects of the program’s implementation: (1) the 
recruitment and engagement of the church leadership; (2) the use of existing church 
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structures as venues for education and intervention; and (3) changes in church 
policies and practices. Each of these is discussed below.

Recruiting and engaging the church leadership. In the planning stages of the 
REACH Coalition, the Institute for Urban Family Health, the lead agency in the 
Coalition, recruited one of their long-time community partners, Joyce Davis, to 
conduct focus groups, help shape the intervention, and then direct the Faith-Based 
Initiative. Ms. Davis, a well-known and respected lay leader of one of the Coalition 
churches and a charismatic presence in the community, served as a knowledge-
able guide and liaison to the community. It was Ms. Davis who recognized the 
need for strong clergy leadership.14,28–29 As she stated, “It must be the pastors who 
take the lead. The pulpit is raised up literally and figuratively—that word comes 
from a higher place.” It was she who identified the pastor to head the Faith-Based 
Initiative, Reverend Robert Lewis Foley of the Cosmopolitan Church of the Lord 
Jesus Christ, who has a long history of civil rights activism. She also recruited into 
active leadership her own pastor, the Reverend Dr. Joe Albert Bush of the Walker 
Memorial Baptist Church. Pastors Foley and Bush, in turn, used their connections 
to identify and recruit other pastors who they thought would be responsive. 

These pastors have maintained and strengthened their leadership of the Faith-
Based Initiative in part because the Coalition leaders and staff have recognized and 
deferred to their political savvy and to their experience in community organizing. 
From the beginning, the pastors and the faith-based coordinators were asked to 
create and direct the intervention, not simply to participate in a prescribed set of 
activities. For example, in setting the agenda for a community-wide, faith-based 
event, the Project Director (C.R.) initially envisioned a corporate-style program, 
with tightly structured presentations. She realized, however, that the pastors had a 
different vision of the event. With her support, the lead pastors designed the Call to 
Action: a religious service about health and health disparities attended by more than 
600 people from 15 congregations, with music, singing, testimonies, and preaching. 
The pastors’ ability to convene large groups of people, which was demonstrated 
early on, gave them a powerful position as Coalition leaders.

The Faith-Based Initiative’s dual focus, on health education and behavior on the 
one hand, and disparities and discrimination on the other, proved to be a powerful 
combination in attracting and maintaining the commitment of the pastors. For 
a number of the pastors, exposure to the issue of racial and ethnic disparities in 
health has been, as Reverend Foley put it, “an illumination,” providing informa-
tion and a perspective that resonated with their personal concerns and served to 
validate their own experiences of injustice.8 Several see the issue of health equality 
in political terms, as “the next phase in the civil rights movement” or related to 
“Catholic social gospel that fostered political action in the 1960s.” As a result, the 
pastors became the driving force behind the Coalition’s Action Committee, which 
sponsored and organized the Call to Action and subsequently led a 500-person trip 
to Albany to propose a comprehensive legislative agenda.4 

In explaining their commitment to the Faith-Based Initiative, some pastors and 
coordinators emphasize these political activities; others focus on the Coalition’s 
health messages. Indeed, many of the church leaders see a strong link between 
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religion and healing10 and view health promotion as a core tenet of their church’s 
mission. As one pastor stated, “We can’t separate our Christian lives from how we 
treat our bodies.” Initially, the health education materials provided by the Coalition 
were devoid of religious content. The pastors and coordinators identified this as a 
missing element. The theme of the “body as the temple of the Lord” has emerged 
in sermons, written materials, prayers that begin meetings, and conversations with 
the participants. 

Another element in maintaining the involvement of church leaders has been the 
personal commitment of the Coalition staff and leaders to the initiative and their 
efforts to foster and nurture relationships with individual pastors and lay leaders. 
Although the Institute for Urban Family Health had previously worked with only 
one of the participating churches, the Institute and its senior staff came to the 
initiative with credibility and a track record from long-standing and productive 
relationships with many community-based organizations in the neighborhood. One 
of the pastors explained that he initially became interested in the Coalition’s work 
because, he recognized the Institute’s leader as “a man on a mission.” Similarly, the 
Coalition Project Director has invested a tremendous amount of time in building 
and sustaining her relationships with individual pastors, by speaking at church 
and religious society events (often in the evening and on weekends), and attending 
ceremonial occasions. Other researchers have suggested that demonstrating respect 
for church priorities and donating time to a church cause is helpful in fostering 
trust between the health professionals and the church leaders.10 These elements 
have been critical in keeping the pastors active and engaged in the Coalition’s 
Faith-Based Initiative. 

Using existing church structures and approaches. Researchers have noted that 
many churches have organizational structures and communications systems that 
can be used to implement health programs or transmit health messages.14 Of the 
11 churches responding to the resource survey, all have ministries or auxiliaries. 

Many of the coordinators have been able to use these structures for their out-
reach and educational programs. For example, one coordinator has implemented 
the Coalition’s after-school nutrition curriculum in the weekly girls club meeting. 
Another has integrated diabetes education and information about racial disparities 
into the Christian Brothers Fellowship. Another coordinator has added a nutrition 
component to the church’s gospel aerobics class. 

Existing church structures have also proved to be useful for individual outreach. 
All of the participating churches have class or contact leaders. These are lay lead-
ers who keep an eye out for problems among an assigned group of congregants, 
periodically contacting them and following up if someone has been absent from 
church. Through these lay leaders, coordinators have identified diabetic shut-ins, 
people who rarely leave their homes because of illness. Some coordinators have 
made house calls to provide nutrition counseling; others have sought to refer people 
to the Coalition’s community health advocates or to other services. 

Church events of all kinds, as well as newsletters and bulletin boards, have 
provided an opportunity to distribute materials about diabetes.10 In addition, 
two of the pastors have religiously-oriented radio programs, which the Coalition 
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has used to disseminate information and foster discussion about the causes and 
consequences of racial and ethnic disparities in health access and outcomes, and 
to publicize Bronx Health REACH events.

The churches also have a strong ethos and structure that supports community 
service and volunteerism.10 As one coordinator said in describing her efforts to 
improve the health of her fellow parishioners, “Next to saving souls, it’s right up 
there with it.” Another man stated, “This is my ministry.” 

Changing church policies and practices. Several of the churches have made fairly 
significant changes to their policies and practices as a result of their participation 
in the Faith-Based Initiative. For example, two of the pastors routinely incorporate 
health messages into their weekly sermons, and all of the churches include clippings 
and other health-related materials (some provided by the Coalition and some from 
other sources) in the weekly church bulletins.† 

One of the most pervasive changes has been in the food served at church events. 
Early on, one coordinator described the typical menu at a breakfast held to discuss 
diabetes: “grits and sausage, and bacon.” At first, even the leading pastors were 
skeptical about ability of the coordinators to prepare healthy and tasty food, and 
reluctant to take on this issue. Recognizing that they needed to win over the pastors, 
the coordinators held a taste-test in which traditional recipes were prepared in a 
healthy manner. The pastors’ initial reluctance, followed by their dramatic conver-
sion, had a slightly scripted quality to it, which seemed deliberately designed to 
model the behavior change they sought to encourage within their congregations. 

Now, nine culinary committees meet monthly to learn how to cook with less salt 
and fat, how to modify recipes, and how to prepare healthy and tasty vegetables. 
Several of the churches are tackling the problem of how to ensure that the culinary 
committees are part of the menu planning process for events sponsored by other 
ministries. As one key coordinator explained, “We need to provide them with 
enough information and authority so that they can defend their position about 
healthy food preparation.” 

Through the Coalition’s nutrition education, several of the coordinators realized 
that the food provided by their food pantry was inappropriate for the chronically 
ill. One coordinator noted that she and the church’s pastor are “trying very hard to 
get the right kind of foods from the food bank because the elderly come, and we 
talk to them about nutrition, and then we give them the wrong things.” Another 
coordinator has worked with United Way to learn how to run a food pantry that 
meets the needs of people with different medical conditions. 

Conclusions

This case study of the Bronx Health REACH Faith-Based Initiative has several 
limitations. First, although our observations are supported by studies of other 
faith-based programs, our focus on one initiative in one neighborhood may, to 

† For example, in 2003 and 2004, during National Nutrition Month (March) and National Diabetes 
Month (November), 4,000 church bulletins inserts were distributed each week.
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some extent, limit the generalizability of our insights. In addition, research suggests 
that certain characteristics of churches, such as congregation size and the education 
levels of ministers, are associated with involvement in health outreach programs.5,8 
Here, we looked at the initiative as a whole, without trying to understand how the 
different characteristics of the churches might have affected their participation. 
Third, we have not yet collected data on program impact. Although we have heard 
from the pastors and coordinators numerous stories of church members who have 
become much more knowledgeable about nutrition and who are taking a more 
active role in addressing their health care needs, we have not collected individual 
level data that would support these observations or call them into question. We 
are now undertaking a survey of parishioners to assess such changes, which we will 
continue to measure as the program expands.

Despite these limitations, we believe that we have learned important lessons 
through the Faith-Based Initiative that may be of use to others.

First, the recruitment of a trusted and well-connected community leader to 
spearhead the effort and to serve as part of the Coalition leadership was vitally 
important and was only possible because the lead agency had a successful track 
record in the community. Because the Coalition’s leadership included people who 
already were well known and well regarded in the community, there was a platform 
of mutual trust upon which to build. 

Second, the pastors and the coordinators were intimately involved in design-
ing the initiative, and have continued to help shape its direction. This has been 
important for several reasons. First, it has meant that participants feel responsible 
for the program’s success. Throughout the implementation of the initiative, both 
the pastors and the coordinators have made suggestions about how to improve its 
effectiveness. The coordinators, as the Coalition’s eyes and ears in the community, 
share their insights at their monthly meetings. Their findings serve as an informal 
needs assessment and feedback loop. In addition, the collaborative approach allowed 
the churches to shape the initiative in a way that reinforced their institutional goals 
and was in keeping with their operational style. This was evident, for example, in 
the decision to infuse the initiative’s health messages with more religious content.30 
Finally, their role in the initiative meant that the faith-based leaders were commit-
ted to a set of goals, rather than to the implementation of a defined program. This 
allowed program implementation to spill over into institutional change, blurring 
the line between the two. For example, neither the Coalition staff nor the faith-
based leadership is quite sure whether the work of the nine culinary committees 
is part of a funded Coalition activity or a change in policy and practice that grew 
organically out of it. 

Third, from the start, faith-based leaders were valued as powerful and respected 
resources. Others have written about the “dual system of identity in black com-
munities,”12 with one set of identities ascribed by society and an alternative set 
conferred by the church, which offers leadership opportunities and positions of 
authority. It was this latter status that defined the roles of the faith-based leaders 
within the Coalition. Indeed, to some extent, their participation in the Faith-Based 
Initiative allowed several of the faith-based leaders to translate this status into the 
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wider world. Many of the pastors already were active in the political arena, but 
this initiative allowed several of the pastors and coordinators to assume broader 
leadership roles by setting the agenda of the larger Coalition and by working at 
the city, state, and national levels to promote health equality. Several of the pastors 
and coordinators have been invited to participate in other health-related initiatives 
or events (for example, those sponsored by the American Diabetes Association 
and the American Heart Association). Several have become spokespersons on the 
issue of health disparities, bringing this perspective to other activities, including 
leadership of local and national associations of religious leaders, and, in one case, 
the community board of a hospital. 

Fourth, the Coalition’s dual agenda—promoting healthy behaviors and advo-
cating equal access to care—galvanized support and interest among a wide array 
of partners. It is often assumed that coalitions work best when the partners are 
‘on the same page’ and motivated by the same objectives. Yet our work with the 
Bronx Health REACH Coalition in general, and with the Faith-Based Initiative in 
particular, suggests that there are advantages to a coalition’s having more than one 
page in its book.20 Different partners have different organizational cultures and 
may internalize different aspects of a coalition’s mission. In this case, some pastors 
and coordinators were motivated by the problem of racial and ethnic disparities 
in access to care, and others by the community’s dire need for disease prevention, 
early detection, and management. 

Some of the initiative’s strengths have also created challenges.
The engagement of a core group of pastors has been critical to the program’s 

success. Now the Coalition faces the challenge of how to keep this group engaged, 
without crowding out other institutions. On the one hand, the Faith-Based Initia-
tive has clergy members of sufficient prominence that others may wish to join. 
At the same time, it is challenging to bring in other faith-based leaders when the 
current leadership is so strong and visible. Of particular concern is the growing 
identification of the initiative with predominantly African American churches. In 
its next phase, the research team will be exploring the role and structure of pre-
dominantly Latino churches in the community, as the Faith-Based Initiative seeks 
to expand to those churches.

As the religious content of the initiative has been strengthened, the ability of the 
Faith-Based Initiative to attract members of other faiths may become more limited. 
Although the Faith-Based Initiative has reached out to neighborhood mosques, 
and recently engaged one Islamic leader who attended a pastors’ breakfast, it is 
not yet clear whether and how the Christian message will be adapted to accom-
modate those groups. Given that part of the strength of the initiative derives from 
the connection between its health messages and religious tenets, it may be more 
appropriate to develop separate efforts for groups of other faiths. 

Building and operating as a true community partnership is a time-consuming 
endeavor. The implementation of a pre-existing screening program or health cur-
riculum would have required fewer meetings, less negotiation, and less need for 
the education of all participants. Moreover, because the Faith-Based Initiative is 
so dependent on personal engagement and commitment, a great deal of staff time 
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is spent nurturing the relationships, in ways that can sometimes feel tangential to 
the project itself.

Finally, the open-ended, participatory nature of the intervention creates challenges 
in terms of measurement and accountability. A highly prescriptive program with 
specified deliverables and required timeframes certainly would have been easier 
to monitor and measure. The fluid nature of this initiative has made it difficult 
systematically to collect data to monitor activities and performance. 

The Faith-Based Initiative is currently a visible and vibrant component of the 
Coalition’s work. A strong infrastructure has evolved that supports both health 
education and political advocacy. Given that over half of Americans consider them-
selves members of a religious organization,31 and given the churches’ demonstrated 
ability to pull people together, to motivate and to inspire, there is great potential 
for faith-based interventions to address health disparities. 
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