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A B S T R A C T   

Background: Few church-based health interventions have evaluated the influence of neighborhood-level social 
determinants of health (SDOH) on adopting heart-healthy lifestyles; none has occurred in Louisiana. We aimed to 
characterize neighborhood-level SDOH that may influence the ability to adopt a heart-healthy lifestyle among 
Black community church members in New Orleans, LA. 
Methods: This mixed methods study used quantitative data (surveys) and qualitative data (focus groups) to 
explore SDOH at the neighborhood- and church-area- level, including factors related to the physical (e.g., 
walkability, accessibility to recreational facilities) and social (e.g., social cohesion, perceived safety) environ-
ments. Descriptive analyses were conducted for quantitative data. Qualitative data were coded and analyzed 
using grounded theory and thematic analysis. 
Results: Among survey respondents (n = 302, 77 % female, 99 % Black), most reported having walkable 
neighborhood sidewalks and high neighborhood social cohesion. Two-thirds did not feel violence was a problem 
in their neighborhood and felt safe walking, day, or night. Focus group participants (n = 27, 74 % female, 100 % 
Black) reported facilitators to heart-healthy living, including social support promoting physical activity, inten-
tionality in growing, buying, and preparing produce, and the neighborhood-built environment. Reported barriers 
included: crime, the COVID-19 pandemic, individual-level factors limiting physical activity, and city-wide dis-
parities influencing health. Participants discussed strategies to promote healthy living, centered around the 
theme of establishing and rebuilding community relationships. 
Conclusions: Future health interventions aimed at improving cardiovascular outcomes among church commu-
nities should continue to inquire about neighborhood-level SDOH and tailor interventions, as appropriate, to 
address barriers and leverage facilitators within these communities.   

1. Introduction 

Cardiovascular disease (CVD) is the leading cause of death in the 
United States (US) [1], and non-Hispanic Black Americans are 

disproportionately affected with a 30 % higher likelihood of dying from 
CVD compared to non-Hispanic White individuals [2]. Inequitable dis-
tribution of adverse social determinants of health (SDOH) may underlie 
this disparity [3,4]. In particular, adverse neighborhood-level SDOH 

* Corresponding author at: John W. Deming Department of Medicine, Tulane University, 1430 Tulane Avenue, New Orleans, LA 70112, USA. 
E-mail addresses: falvarado@tulane.edu (F. Alvarado), ahercules@tulane.edu (A. Hercules), mwanigatunga@tulane.edu (M. Wanigatunga), jlaurent@tulane.edu 

(J. Laurent), majp@bellsouth.net (M. Payne), fallouch@tulane.edu (F. Allouch), dcrews1@jhmi.edu (D.C. Crews), kmills4@tulane.edu (K.T. Mills), jhe@tulane.edu 
(J. He), gustat@tulane.edu (J. Gustat), kferdina@tulane.edu (K.C. Ferdinand).  

Contents lists available at ScienceDirect 

American Heart Journal Plus:  
Cardiology Research and Practice 

journal homepage: www.sciencedirect.com/journal/ 

american-heart-journal-plus-cardiology-research-and-practice 

https://doi.org/10.1016/j.ahjo.2023.100273 
Received 30 September 2022; Received in revised form 13 February 2023; Accepted 13 February 2023   

mailto:falvarado@tulane.edu
mailto:ahercules@tulane.edu
mailto:mwanigatunga@tulane.edu
mailto:jlaurent@tulane.edu
mailto:majp@bellsouth.net
mailto:fallouch@tulane.edu
mailto:dcrews1@jhmi.edu
mailto:kmills4@tulane.edu
mailto:jhe@tulane.edu
mailto:gustat@tulane.edu
mailto:kferdina@tulane.edu
www.sciencedirect.com/science/journal/26666022
https://www.sciencedirect.com/journal/american-heart-journal-plus-cardiology-research-and-practice
https://www.sciencedirect.com/journal/american-heart-journal-plus-cardiology-research-and-practice
https://doi.org/10.1016/j.ahjo.2023.100273
https://doi.org/10.1016/j.ahjo.2023.100273
https://doi.org/10.1016/j.ahjo.2023.100273
http://crossmark.crossref.org/dialog/?doi=10.1016/j.ahjo.2023.100273&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/


American Heart Journal Plus: Cardiology Research and Practice 27 (2023) 100273

2

(independent of individual-level factors) have been associated with an 
increased risk of CVD, hypertension (HTN), diabetes (DM), and obesity 
[5–7]. Local access to nutritious food, availability of safe places for 
physical activity, neighborhood safety, and social support are examples 
of neighborhood-level determinants that can impact an individual or a 
community's ability to adopt and maintain a heart-healthy lifestyle [8]. 

Louisiana has the highest age-adjusted prevalence of poor cardio-
vascular health among all US states (17 % compared to the mean age- 
adjusted prevalence of 10 %) [1]. In New Orleans, Black individuals 
comprise the largest racial/ethnic group in the city (59 % of residents) 
and are at increased risk of CVD compared to White New Orleanians [9]. 
To address local cardiovascular health disparities, it is important to 
understand the community's priorities and needs. Church members are a 
notable subgroup of the Black population, particularly in Louisiana, 
with polling estimates ranking the state 4th highest in self-reported 
religious service attendance [10]. Black churches play an important 
role in health promotion among Black communities and can respond to 
community health needs by offering an array of resources including safe 
physical infrastructure, educational programs, social support, and social 
services (e.g., food, housing) [11–13]. Additionally, Black churches are 
viewed as trusted entities and can help promote culturally-responsive 
health-related programs [12,14]. Public health and faith-based organi-
zation partnerships have resulted in successful church-based health in-
terventions with improvements in fruit and vegetable intake, physical 
activity levels, and weight loss [14–20]. However, few church-based 
health interventions have evaluated the influence of neighborhood- 
level SDOH on adopting heart-healthy behaviors, a critical gap, since 
these determinants may be addressed with community-based local 
health interventions or local policy change [21–23]. This mixed- 
methods study aimed to characterize neighborhood-level SDOH that 
may influence the ability to adopt a heart-healthy lifestyle among Black 
community church members in New Orleans, LA. 

2. Materials and methods 

2.1. Design, setting, and participants 

The study was conducted during the planning phase of the Com-
munity Health Worker Led Church-Based Intervention for Eliminating 
Cardiovascular Health Disparities in African Americans (CHERISH; 
Grant No: UG3 HL151309), a National Heart, Lung, and Blood Institute- 
funded study aimed at decreasing the risk of CVD among Black com-
munity church members residing in New Orleans, Louisiana. CHERISH 
is part of the Disparities Elimination through Coordinated Interventions 
to Prevent and Control Heart and Lung Disease (DECIPHeR) Alliance 
[24]. To inform the design and implementation of the CHERISH inter-
vention, a mixed-methods needs assessment, consisting of surveys and 
focus groups, was conducted to explore church members' neighborhood- 
level and church area-level determinants that may influence 
cardiovascular-related health behaviors. All data were de-identified. 
The Tulane University Institutional Review Board approved all activ-
ities of this study. Participants provided verbal consent before taking 
part in study activities. 

2.2. Quantitative data 

2.2.1. Data collection 
Surveys were conducted between November 2021 and February 

2022 to inquire about community church members' views on key com-
ponents of the health intervention, previous health behaviors and 
healthcare use, and readiness for change. Surveys were leveraged to 
inquire about participants' length of residence in their current neigh-
borhood (defined as a 10 to 15-minute walking distance from the par-
ticipant's home, as seen in the literature) [25], and aspects of the 
neighborhood including the physical environment (6 Likert questions) 
and social environment (6 Likert questions). [Supplemental Item 1] 

Questions were obtained and adapted from previously validated in-
struments [8,25]. Surveys also inquired about demographic informa-
tion. [Table 1] Purposive sampling was used; participants were recruited 
by a wellness coordinator (church liaison responsible for promoting 
health and wellness) designated by each church. Immediately following 
church service, wellness coordinators distributed self-administered 
surveys to church members. 

2.2.2. Data analysis 
Descriptive statistics were obtained using R Statistical Software 

(v4.1.1; R Core Team 2021) to summarize survey results. Frequencies 
were determined for categorical survey variables and median and 
interquartile range (IQR) were calculated for continuous variables. 

2.3. Qualitative data 

2.3.1. Data collection 
Five focus groups were conducted between July and August 2022. 

The designated wellness coordinator for each church identified and 
recruited participants within their church congregation for the study. 
Most participants were recruited from different churches than those who 
completed the health needs assessment survey to engage with newly 
partnered churches. Self-reported demographic information was 
collected including age, reported gender, sex, and race/ethnicity, in 
addition to participants' current neighborhood and duration of residence 
[Table 1]. The moderator guide [Supplemental Item 2] was created after 
survey results were reviewed by the study team to further characterize 
factors that may influence participants' ability to be physically active in 
their neighborhood and church area, and the influence of local crime on 
healthy living. Focus groups also inquired about the availability of fruits 
and vegetables in participants' neighborhoods. The moderator guide was 
piloted by two community members and modifications were made based 
on feedback. Focus groups were conducted in English via Zoom (©2022 
Zoom Video Communications, Inc.), and lasted approximately 60–90 
min. Interviews were video-recorded and transcribed verbatim. Field 
notes were made during and after each focus group. An iterative process 

Table 1 
Characteristics of study participants.  

Characteristica Participants completing 
health needs assessment 
survey 

Focus group 
participants 

N = 302 N = 27 

Age in years - median (IQR) 66 (56–71) 63 (56–70) 
Female - n (%) 233 (77 %) 20 (74 %) 
Race - n (%)   

Non-Hispanic Black 298 (99 %) 27 (100 %) 
Non-Hispanic White 3 (<1 %)  

Ethnicity - n (%)   
Hispanic 13 (4 %) 0 

Education - n (%)   
≤High school degree 81 (27 %) 3 (11 %) 
Some college 71 (24 %) 7 (26 %) 
≥Associate/bachelor's degree 150 (50 %) 17 (63 %) 

Employment status - n (%)   
Retired 131 (43 %) – 
Currently employed 113 (37 %) – 
Disability preventing 
employment 

30 (10 %) – 

Keeping house 5 (2 %) – 
Other 23 (8 %) – 

Hypertension - n (%) 218 (73 %) – 
Diabetes - n (%) 110 (37 %) – 
Hypercholesterolemia - n (%) 168 (56 %) – 
Current use of tobacco or nicotine 

products 
28 (9 %)  

Years residing in current 
neighborhood - Median (IQR) 

20 (10–37) 20 (15–30)  

a All characteristics were self-reported by participants. 
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was used so that probing questions were refined based on the informa-
tion obtained from earlier focus groups. 

2.3.2. Data analysis 
All data were de-identified. Interview transcripts were imported and 

analyzed using NVIVO Release 1.6.1 (© QSR International 2022). Cod-
ing and analysis were in accordance with grounded theory and thematic 
analysis principles [26]. At least two individual coders (A.H., F.A., M. 
W.) performed line-by-line coding to inductively identify initial con-
cepts, with a third party (F.A., J.G.) available to reconcile differences. 
Codes were revised and reviewed for each focus group and across focus 
groups. Concepts were grouped into common themes and subthemes, 
and then conceptual links among themes were identified. All authors of 
the study team reached a consensus on the final themes that reflected the 
full range and depth of the data. 

3. Results 

3.1. Quantitative analysis 

A total of 302 church members completed the health needs assess-
ment survey [Table 1]. Median age of respondents was 66 years old 
(IQR: 56–71). Most participants were female (77 %), and Black (99 %). 
Approximately half had an associate degree, bachelor's, or graduate- 
level degree. There was a large retiree population (43 %), and approx-
imately 37 % were currently employed. Most participants were previ-
ously diagnosed with HTN (73 %) and hypercholesterolemia (56 %) by a 
health professional. 

Survey questions inquiring about the neighborhood's physical envi-
ronment revealed that approximately 75 % of participants reported 
having walkable sidewalks in their neighborhood [Table 2]. Close to half 
of the participants agreed they had facilities to bicycle near their 
neighborhood, nearby free or low-cost recreation facilities, and stores 
within walking distance. Forty-three percent reported there was a large 
selection of fresh fruits and vegetables in their neighborhood. In terms of 
the neighborhood social environment, approximately 80 % of 

participants believed people in their neighborhood generally got along 
and were willing to help their neighbors, and the majority agreed that 
people in their neighborhood shared the same values (51 %) and could 
be trusted (59 %). Regarding perceived safety, about one-third of par-
ticipants believed violence was a problem in their neighborhood, and 
about 50 % felt safe walking, day, or night. 

3.2. Qualitative analysis 

Twenty-seven church members participated in a total of five focus 
group sessions. The last focus group was conducted to increase male 
representation. The median age of participants was 63 years old (IQR: 
56–70), 74 % were female, and all participants were non-Hispanic Black 
[Table 1]. Sixty-three percent obtained an associate degree, bachelor's, 
or graduate-level degree. Most participants reported that their neigh-
borhoods and church areas were different and that they did not mind 
driving to church. 

Most themes resulting from the qualitative analysis conveyed 
neighborhood or church-area facilitators and barriers to adopting a 
heart-healthy lifestyle; however, individual-level factors were also 
highlighted. Among facilitators promoting heart-healthy living, partic-
ipants discussed the following themes: social support promoting phys-
ical activity, intentionality in growing, buying, and preparing produce, 
and the neighborhood-built environment. Among barriers and chal-
lenges to participating in heart-healthy living, themes discussed 
included: crime, the COVID-19 pandemic, individual-level factors 
limiting physical activity, and city-wide disparities influencing health. 
Lastly, participants discussed strategies to promote healthy living, 
centered around the theme of establishing and rebuilding relationships 
(particularly those lost over the last few years as a consequence of the 
pandemic). Themes and respective subthemes are described in the 
subsequent sections and Fig. 1 with selected supporting quotations 
provided in Table 3. 

Table 2 
Responses for neighborhooda survey questions.  

Item Strongly 
disagree 

Somewhat 
disagree 

Neutral Somewhat 
agree 

Strongly 
agree 

Physical environment 
Physical activity and walkability 

There are walkable sidewalks on most of the streets in my neighborhood (n = 300) 39 (13 %) 26 (9 %) 14 (5 %) 86 (29 %) 135 (45 %) 
There are facilities to bicycle in or near my neighborhood, such as special lanes, separate paths 
or trails, shared use paths for cycles and pedestrians (n = 300) 

83 (28 %) 40 (13 %) 23 (8 %) 61 (20 %) 93 (31 %) 

My neighborhood has free or low-cost recreation facilities, such as parks, walking trails, bike 
paths, recreation centers, playgrounds, public swimming pools, etc. (n = 300) 

58 (19 %) 48 (16 %) 24 (8 %) 82 (27 %) 88 (29 %) 

There are many shops, stores, markets, or other places to buy things I need within easy walking 
distance (n = 300) 

100 (33 %) 53 (18 %) 13 (4 %) 64 (21 %) 70 (23 %) 

Availability of healthy foods 
A large selection of fresh fruits and vegetables is available in my neighborhood (n = 299) 88 (29 %) 46 (15 %) 32 (11 

%) 
67 (22 %) 66 (21 %)  

Social environment 
Social cohesion 
People around here are willing to help their neighbors (n = 300) 16 (5 %) 17 (6 %) 49 (16 

%) 
107 (36 %) 111 (37 %) 

People in my neighborhood generally get along with each other (n = 300) 10 (3 %) 13 (4 %) 4 (14 %) 98 (33 %) 138 (46 %) 
People in my neighborhood can be trusted (n = 300) 19 (6 %) 22 (7 %) 81 (27 

%) 
97 (32 %) 81 (27 %) 

People in my neighborhood share the same values (n = 299) 24 (8 %) 35 (12 %) 86 (29 
%) 

93 (31 %) 61 (20 %) 

Safety 
I feel safe walking in my neighborhood, day, or night (n = 298) 46 (16 %) 48 (16 %) 48 (16 

%) 
92 (31 %) 64 (22 %) 

Violence is a problem in my neighborhood (n = 300) 81 (27 %) 68 (23 %) 47 (16 
%) 

62 (21 %) 42 (14 %)  

a Neighborhood was defined as a 10 to 15-minute walking distance from the participant's home. 
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3.2.1. Facilitators of heart-healthy living 

3.2.1.1. Social support promoting physical activity. Social support moti-
vated participants to be physically active, whether the encouragement 
came from a partner, neighbor, church member, church-organized 
group activities, or seeing others in the community be physically ac-
tivity. One participant shared that in his neighborhood, “There are a lot 
of people also doing their own walks, [cycling], or running…[it creates] 
a community effect.” 

3.2.1.2. Intentionality in growing, buying, and preparing produce. Most 
participants reported regular shopping for fruits and vegetables, with 17 
out of 27 reporting going to the store at least once weekly. Most reported 
having at least one grocery store within driving distance of their homes. 
Participants reported several ways to make food last, such as buying 
canned or frozen foods. Two participants stated they grew vegetables in 
their home garden. One participant shared that her neighborhood had a 
community garden. 

3.2.1.3. Built environment. Several participants reported having neigh-
borhood spaces to be physically active. A few participants reported 
having a waking path, particularly those living close to the levee. Par-
ticipants also reported walking at local parks, and a few stated it was 
pleasant to walk in areas with many trees, “The neighborhood is very 
walkable, there's a lot of trees so it's really shady… it's not [too] hot.” 

3.2.2. Barriers to heart-healthy living 

3.2.2.1. Crime. The most reported local crimes were car break-ins and 
shootings. Blighted buildings were thought to be associated with crime, 
given that unknown individuals (referred to as “squatters”) would move 
in, and a few participants expressed concern that crime was committed 
by the youth. Participants had varying responses in terms of perceived 
safety due to local crime. While some participants reported feeling safe 
in their neighborhood or at church, most reported they were most 
cautious at night, and almost all reported being attentive to their sur-
roundings independent of the time of day, one male participant stated, “I 
don't feel unsafe but I definitely keep my head on a swivel when I'm 
walking… At the end of the day, this is New Orleans. You got to keep 
your head on.” 

3.2.2.2. COVID-19 pandemic. Many participants reported continued 
caution, with one stating, “I live less than two blocks away from a 
[community recreational] site. Prior to the pandemic, I was very used to 
[going]. I like group fitness activities, so I did utilize that [site] and a 
couple [others]. And so, the pandemic, it took that away from me.” 
Participants also reported delayed return of church-organized health 
activities such as exercise and education classes, as well as delayed re- 
opening of neighborhood facilities. 

3.2.2.3. Individual-level factors limiting physical activity. Lack of moti-
vation and limited time were reported as barriers to participating in 
physical activity; lack of motivation was a common response among men 
(endorsed by 4 of the 7 male participants). “My case is more [lack of] 
motivation. I've never enjoyed exercising. I went through the expense of 
building an exercise room. I just open the blinds and close the blinds.” 
Health limitations including arthritis-related pain, recent surgeries, and 
other injuries were reported in all groups. 

3.2.2.4. City-wide disparities influencing health. While some participants 
reported having nearby access to safe places for walking and other types 
of physical activity, this was not the case for others. Rather, the condi-
tions of sidewalks and streets near some participants' homes limited the 
extent to which they could participate in physical activity, as reported 
by one participant, “The streets are not [well] paved, so walking isn't 
something that I would necessarily enjoy.” Moreover, even though most 
participants reported having easy access to grocery stores, almost all 
participants still drove to get there. Social risk factors were discussed by 
one participant, specifically the impact of poverty on the accessibility of 
resources that would enable healthy living and separately, gentrifica-
tion, and feeling comfortable with disparate groups in the 
neighborhood. 

3.2.3. Strategies promoting healthy living 

3.2.3.1. Community-wide partnerships. Participants encouraged part-
nerships between churches as well as with other community organiza-
tions and businesses. One participant expressed, “I think the idea of 
bringing together a church coalition, to bring people together, to [share] 
ideas… I think that would be an excellent resource.” 

Barriers

Crime
Fear and heightened 

awareness due to 
local crime

Safety and ac�vity 
influenced by �me of 
day

Blighted buildings
Concerns about 

troubled youth 

COVID-19 Pandemic
Concerns over social 
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Closure of neighbor-
hood facili�es  
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living 
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Fig. 1. Thematic schema. Facilitators and barriers influencing participants' ability to adopt a heart-healthy lifestyle, and strategies promoting healthy living.  
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Table 3 
Selected supporting quotations.  

Theme/subtheme Supporting quotations [self-reported 
gender, age in years] 

Facilitators of heart-healthy living 
Social support promoting physical activity 

Partnerships with family or friends [Woman, 56]: “I do go walking with my 
husband.” 
[Woman, 51]: “On occasion, I will walk 
around the [apartment] complex, and I 
have seen other people do the same as 
well. I'll even meet a neighbor sometimes. 
[We] support one another and we'll 
walk.” 
[Man, 70]: “A couple of the neighbors 
[and me] ride our bikes through the 
neighborhood. So, we get a lot of fun and 
joy out of that.” 

Church or neighborhood community 
encouragement 

[Woman, 76]: “We recently had a [an 
annual walk that's part of the church 
anniversary] a couple of Saturdays ago at 
[the] park” 
[Woman, 51]: “Years ago we [had a 
weight-loss competition. It] really 
motivated a group of people to get 
involved to lose weight… If you lost the 
weight, great, but it brought together 
teams of people for the same goal, to 
become healthier.” 
[Woman, 72]: “I find myself being more 
active when I'm around younger people 
because they have a tendency to you 
know to motivate me… you just need that 
that young blood [to tell you] ‘come on, 
let's roll, let's go,’ you know.” 

Intentionality in growing, buying, and preparing produce 
Regular and accessible produce 
shopping 

[Woman, 46]: “I do have availability, 
there's a neighborhood grocery store 
that's about a 20-minute walk, maybe a 5- 
minute drive, from my home. And then 
within a one-mile radius in my car I can 
get to [another store] with a better 
selection.” 
[Woman, 59]: “I'm pretty close to [stores], 
driving distance, like 7 min or so.” 
[Woman, 63]: “I can walk to [the store on 
my] corner.” 

Food preservation [Woman, 46]: “I'll spend time picking and 
choosing to see which [fruits and 
vegetables have] the longest shelf life. 
Then as time goes on, I'll cook and maybe 
put [them in the freezer] or refrigerator.” 
[Woman, 70]: “Most of the vegetables I 
buy are canned.” 
[Woman, 56]: “I buy a lot of frozen 
blueberries, strawberries most of the time, 
because we do a lot of smoothies.” 

Gardening [Man, 71]: “I've been attempting to grow 
tomatoes; I've been a little more successful 
with bell peppers and okra.” 
[Woman, 64]: “We have [a] Community 
garden… we got a grant for the property 
and we built the community garden. Each 
person in the neighborhood gets their own 
space and grows their vegetables and 
fruit. It's like $50 a year. The children 
have a separate garden; we let them plant 
the fruits and vegetables and then they 
take them home to eat.” 

Built environment 
Walking paths [Woman, 59]: “Well, I will say my area is 

pretty walkable too. I'm not far from the 
levee. So, when I get back to walking, I'm 
hoping to start walking on the levee 
because it's nice. It's a nice walking path.” 
[Woman, 60]: “My favorite walks [are 
along our streets]. Our streets are long  

Table 3 (continued ) 

Theme/subtheme Supporting quotations [self-reported 
gender, age in years] 

streets; walking from one end to the other 
is [about a] mile. I also like to walk on the 
levee.” 

Green space [Woman, 57]: “In my neighborhood, we 
have a park that was actually completed 
during the pandemic. There is not 
necessarily a walking path, but there is [a] 
sidewalk that you can walk. My husband 
and I will walk that.” 
[Woman, 64]: “We have the community 
garden for adults as well as the children, 
so that gives us a little activity. And what I 
do is I walk around there.”  

Barriers to heart-healthy living 
Crime 

Fear and heightened awareness due 
to local crime 

[Woman, 63]: “It's carjacking and 
shootings… [When] we first moved 
around here, it wasn't like that.” [Woman, 
51]: “I would say yes, definitely yes, 
[crime around the church is] a major 
concern… We're so grateful that we have 
security and protocols to assist, but [some 
members are still] afraid to come to 
service; [I'm] just being honest, you 
know.” 
[Man, 58]: “For me, it's the gunfire that 
you hear [from a nearby neighborhood]. 
Some nights, it's like we are in a war zone, 
you hear so much gunfire. I didn't realize 
how much gunfire we had around here 
until I went [to visit my] daughter [out-of- 
state] and realized for a whole week I 
didn't hear one gunshot. Didn't realize 
how normalized it had become.” 
[Man, 59]: “[Crime] hasn't affected me, 
but it has affected a friend of mine who 
said he doesn't even go to the mailbox 
unless he's got his gun on him.” 
[Man,63]: “I'm just as concerned with 
crime in my neighborhood as I am near 
church. So, you know, anywhere I am, it's 
just something on my mind. That's the 
way I would say it.” 

Safety and activity influenced by 
time of day 

[Woman, 76]: “Just like about everybody 
has said, it's almost a universal thing, 
nobody goes out at night. If you can take 
care of all your gardening, your groceries, 
and errands that you have to do, if you can 
take care of it during the day, it's pretty 
good.” 
[Woman, 65]: “When it's dark, I am 
inside. I try to be home like Cinderella,” 
[Man, 59]: “I feel very safe, basically, 
walking in the neighborhood because [I 
walk] in the early morning…In the 
evening time, I probably would question 
it. You got a few little more characters out 
on the street, so I will be kind of looking 
over my shoulder” 

Blighted buildings [Woman, 56]: “A lot of people didn't come 
back and [since Hurricane] Katrina a lot 
of the houses are abandoned, or the water 
might have washed them away, or they 
sold [the houses] to FEMA, or they gave 
up the land, we don't know what's going 
on. But they have [squatters] moving in 
… the police saying they can't do 
[anything]. So, you don't know what to do 
with stuff like that.” 
[Man, 27]: “The only thing I'll pick at is 
[the blighted] buildings nearby. I think 
that could always be a place that breeds 
crime.” 

(continued on next page) 

F. Alvarado et al.                                                                                                                                                                                                                               



American Heart Journal Plus: Cardiology Research and Practice 27 (2023) 100273

6

Table 3 (continued ) 

Theme/subtheme Supporting quotations [self-reported 
gender, age in years] 

Concerns about troubled youth [Woman, 55]: “A lot of these crimes that's 
going on is with younger kids, with these 
teenagers. And I think [it starts from the] 
home, from the parents, or the company 
that they're keeping.” 
[Woman, 73]: “We have to work with our 
young people, but it is the young people 
that are committing crimes… our children 
and our children's children, our friends' 
children. They are not all strangers to us. 
It may even be some of the members' 
children, we don't know.” 

COVID-19 pandemic 
Concerns over social distancing rules [Woman, 70]: “I [had a gym membership] 

too, but I discontinued that. Not 
everybody was willing to follow the 
[safety] protocols that [were] set in 
place.” 
[Woman, 65]: “I [participated in an] 
exercise class, but when the pandemic 
came, they closed [the facility]. They've 
just begun to open it back up, but I'm not 
too comfortable right now, even though I 
have my shots. I still want to wait a little 
while.” 
[Woman, 72]: “I'm 72 years old and I've 
had COVID and praise God that you know 
I've been healed from that. And I don't try 
to put myself in a place where I can get it 
again.” 

Delayed return of church-organized 
health activities 

[Man, 76]: “I did do the [church's 
aerobics] exercise class and did the health 
class for diabetics… [The classes] have 
not come back.” 
[Woman, 59]: “At one point, as part of our 
health and wellness ministry, we had a 
program [called] ‘Strategies to reduce 
high blood pressure and weight’ and we 
would meet twice a week… We had 
several classes. Since Covid, we haven't 
reinstituted [this], so that may be 
something we could think about.” 
[Man, 71]: “[At the church], we had line 
dancing. I didn't participate but my wife 
did quite frequently.” 

Closure of neighborhood facilities [Woman, 59]: “I used to go to water 
aerobics, but since they shut down [due to 
the pandemic], I have not been able to 
[go].” 
[Man, 70]: “Before the pandemic, there 
was a walking trail in Gretna. I was 
walking five miles every morning but 
when the pandemic came, it basically shut 
down.” 

Individual-level factors limiting physical activity 
Lack of motivation [Woman, 59]: “There is a gym right here 

in the [apartment complex] property, I 
just need to be motivated, it needs to 
happen. I guess the discipline, I [need to] 
build my capacity in that area.” 
[Man, 63]: “I would say, for myself, just 
trying to be more disciplined, you know, 
that would really be helpful.” 
[Man, 76]: “Well, I have to agree with the 
lack of motivation.” 

Health conditions [Woman, 65]: “I am in therapy for my hip, 
I pulled a muscle. But I used to walk, and I 
enjoy walking.” 
[Woman, 70]: “Tomorrow I'm going to 
take a stress test because I told my doctor 
that I'm kind of winded.” 
[Man, 71]: “I have some physical 
limitations, I'm about to have hip surgery 
on the right, and following that will [have 
the left hip replaced]. I've already had  

Table 3 (continued ) 

Theme/subtheme Supporting quotations [self-reported 
gender, age in years] 

both knees replaced, so my activities are 
limited now.” 

City-wide disparities influencing health 
Poor walkability of sidewalks and 
streets 

[Woman, 76]: “Many of us live within the 
city limits, and I think it is difficult for us 
to walk because of the conditions of the 
street. The repairs aren't supposed to 
[take] so long.” 
[Woman, 46]: “The streets are not all that 
greatly paved so walking isn't something 
that I would necessarily enjoy.” 
[Woman, 72]: “I don't have anything in 
my neighborhood that motivates me. I go 
to Lakeside [Mall], Oakwood [Mall] and I 
walk there.” 

Difficulty accessing facilities for 
healthy living 

[Woman, 46]: “Since I've lived in this 
community, I've seen increased options 
for healthy foods, but not necessarily in 
terms of [medical] care. People have to 
travel a while.” 
[Man, 71]: “Yes, not really a walking 
community as far as shopping.” 
[Woman, 68]: “I don't have any large 
supermarkets or anything in walking 
distance.” 

Social risk factors [Woman, 59]: “There are two 
demographics that [visit] the park [near 
church]. You're going to have young 
African American men playing basketball 
at certain times. And then you're going to 
have mainly all White families with their 
young children or their dogs. There is a 
racial disconnect. You will not see the 
[groups] together… And of course, there's 
this big discussion on why that happens, 
it's because the area is gentrified… People 
will not be active, because they can't 
connect with their community.” 
[Woman, 59]: “The elephant in the room 
is the issue of poverty in the city of New 
Orleans, which begins at childhood, for a 
large percentage of people… How do you 
address this poverty issue, because that's 
really where it all begins.”  

Strategies promoting healthy living 
Establishing and rebuilding relationships 

Community-wide partnerships [Woman, 51]: “There are some walking 
groups that are very active within the 
Community. One of them is ‘Girl Trek’ 
and I bring them up because they tend to 
have pop-ups, and actually I think they 
have one in [park near the Church]. 
Maybe being proactive and trying to build 
up that camaraderie.” 
[Woman, 60]: “There was a health club 
[near the church], but they've closed up. 
They actually did a partnership with the 
[church] and offered discount 
membership and things like that, so that's 
one of the things I'm hoping one day 
comes back, or I'm not sure what [other] 
health clubs are close by.” 

Intergenerational activities [Woman, 64]: “It took us a while to get 
[the community garden] together. Now 
we're getting ready to start a business and 
the children are going to work and they're 
going to make money, they'll make 
minimum wage.” 
[Woman, 73]: “That is why I love what 
our pastor is doing, trying to implement 
programs that will help provide income 
for young men, so they don't feel like they 
have to sell drugs and other kinds of 

(continued on next page) 
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3.2.3.2. Intergenerational activities. Ensuring that younger generations 
were involved in activities and programs promoting healthy living was 
advocated. Ideas to involve youth ranged from simple activities such as 
“Teach me how to shop” demonstrations, to more ambitious programs, 
including developing farmer's markets at schools across the city, “[If we] 
create a farmer's market in every school [for] these children, then we're 
starting somewhere. Then we are starting [a new] culture with those 
children, you know, early.” 

3.2.3.3. Building up and promoting resources and events around the church 
area. Although most participants did not live close to their church, there 
was still a strong need to build up the surrounding church communities. 
A few participants noted the importance of participating in the church 
neighborhood's community events, “Getting a resource list of what's 
available to us within the church community… whenever there is some 
type of health event going on, to make sure we are aware of it.” 

4. Discussion 

In this mixed-methods study we characterized neighborhood- and 
church area-level determinants that may influence participants' ability 
to adopt a heart-healthy lifestyle. Survey responses revealed that almost 
three-quarters of respondents reported walkable sidewalks in their 
neighborhood, but only about half reported having nearby cycling fa-
cilities, inexpensive recreation facilities, or stores. Most respondents 
reported high levels of social cohesion in their neighborhoods. About 
half of respondents reported violence was not a problem in their 
neighborhood and felt safe walking, day, or night. We subsequently 
organized focus groups to further investigate the influence of crime 
(violent and non-violent) on perceived safety, and to further identify 
factors in participants' neighborhoods or church areas facilitating or 
hindering their ability to adopt a heart-healthy lifestyle. There were 
several themes we identified related to facilitators and barriers to 
adopting a heart-healthy lifestyle. The last theme was centered on 
establishing and rebuilding relationships to promote healthy living in 
the community. Our findings add to the literature by providing per-
spectives regarding physical and social neighborhood-level de-
terminants among Black church members in the South. There is 
currently no study evaluating the influence of neighborhood-level fac-
tors on adopting a heart-healthy lifestyle among church members 
residing in New Orleans, a city with predominantly Black residents. 

Social support was viewed as an important motivator for physical 
activity among focus group participants, adding to existing literature 
demonstrating positive associations between social support and physical 
activity among adults of varying ages [21,27–29]. Creating safe and 
inexpensive spaces where participants can come together to be physi-
cally active will be particularly important for the upcoming CHERISH 
intervention; these spaces will help address the limited accessibility of 
free or low-cost recreation facilities reported by survey respondents, and 

the safety concerns related to local crime, a barrier to participating in 
physical activity reported during focus group sessions. Focus group re-
sponses were mixed regarding the influence of crime on participants' 
ability to engage in a heart-healthy lifestyle. Previous studies suggest 
crime and neighborhood-level safety likely influence blood pressure 
changes and adiposity, but more research is needed to evaluate the as-
sociations with long-term cardiovascular risks [30–32]. 

Among strategies to promote healthy living, focus group participants 
highlighted the importance of creating or strengthening partnerships 
between the church and other community organizations. Indeed, it is 
well-known that faith-based organizations are ideally positioned to 
advance community-based health promotion initiatives, particularly in 
communities that lack the social and economic capital to overcome 
persistent health disparities [13,33]. Our qualitative findings, further 
underscore the existence of social capital within faith-based organiza-
tions, as focus group participants were eager to restart church-organized 
health initiatives that had been on hold due to the COVID-19 pandemic, 
not just for their own well-being, but for that of fellow congregants and 
surrounding communities. 

4.1. Limitations and next steps 

Our study has several limitations. The study population was 
composed of older, mostly female, and highly educated Black church 
members. Moreover, the participants were mostly retired or currently 
employed, limiting generalizability to other Black individuals living in 
New Orleans and other urban cities. All data were self-reported and 
could encourage response bias (participants may feel pressure to give 
socially acceptable answers), which may have affected the validity of 
findings. We were limited in the number of neighborhood questions we 
could include in the health needs assessment survey as there were other 
domains related to the CHERISH intervention requiring evaluation, and 
we wanted to minimize survey response fatigue. As such, we were un-
able to inquire about other aspects of the neighborhood environment 
including residential segregation and disinvestment, which have previ-
ously been tied to cardiovascular and other health outcomes [3,6,34]. 
Nevertheless, the complementary survey results and qualitative analysis 
allowed for a more robust description of the participants' neighborhood 
and church-area environments. We will incorporate findings into the 
design and implementation of our church-based health intervention (e. 
g. by leveraging strong social support among church members, creating 
spaces for educational sessions and group physical activities, stimulating 
community partnerships, etc.) Next steps will also include quantitatively 
assessing the association between neighborhood-level SDOH and 
important cardiovascular-related health behaviors such as the likelihood 
of obtaining regular medical care, medication adherence, etc. Prospec-
tive analyses should continue to assess the longitudinal influence of the 
neighborhood environment on the health of Black communities, as 
others have highlighted [35–37], as these will help inform future 
community-based clinical trials and local policy change. Importantly, 
iterative community input is critical to the success of community-based 
health interventions, more generally, since community partnership and 
collaborations help promote trust, and provide researchers and clini-
cians with a nuanced understanding of the community needs and pri-
orities [38–40]. 

4.2. Conclusions 

Several determinants in church members' neighborhoods and church 
areas may facilitate heart-healthy living, particularly the encourage-
ment provided by social support. Crime and its effects on perceived 
safety were viewed as barriers to physical activity among several par-
ticipants. There were disparities in terms of access to walkable side-
walks, inexpensive recreation facilities, and stores within walking 
distance. Future health interventions aimed at improving cardiovascular 
outcomes among church communities should investigate neighborhood- 

Table 3 (continued ) 

Theme/subtheme Supporting quotations [self-reported 
gender, age in years] 

things that will divert them. If they can 
have jobs in [new] businesses that pay a 
decent wage, that is another thing.” 

Building up and promoting resources 
and events around the church area 

[Woman, 64]: “I like the idea about the 
resources [list] and definitely we need 
more healthy food places like 
marketplaces and different things of that 
nature. We just need more activities going 
on in the day.” 
[Woman, 59]: “So maybe again it's just 
going to take some time and planning. It 
could happen at our church, to make 
[activities] available for our church 
community.”  
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level SDOH and tailor interventions, as appropriate, to address barriers 
and leverage facilitators within these communities. 
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