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Abstract
Background  In the USA, African Americans (AAs) experience a greater burden of mortality and morbidity from chronic 
health conditions including obesity, diabetes, and heart disease. Faith-based programs are a culturally sensitive approach 
that potentially can address the burden of chronic health conditions in the AA community.
Objective  The primary objective was to assess (i) the perceptions of participants of Live Well by Faith (LWBF)—a gov-
ernment supported faith-based program to promote healthy living across several AA churches—on the effectiveness of 
the program in promoting overall wellness among AAs. A secondary objective was to explore the role of the church as an 
intervention unit for health promotion among AAs.
Methods  Guided by the socio-ecological model, data were collected through 21 in-depth interviews (71% women) with 
six AA church leaders, 10 LWBF lifestyle coaches, and five LWBF program participants. Interviews were audio-recorded, 
transcribed verbatim, and analyzed by three of the researchers.
Findings  Several themes emerged suggesting there was an effect of the program at multiple levels: the intrapersonal, interper-
sonal, organizational, and community levels. Most participants reported increased awareness about chronic health conditions, 
better social supports to facilitate behavior change, and creation of health networks within the community.
Conclusion  Our study suggests that one approach to address multilevel factors in a culturally sensitive manner could include 
developing government-community partnership to co-create interventions.
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Introduction

Although progress has been made to advance the health of 
the African American (AA) population, stark disparities in 
health outcomes between AAs and White Americans have 
persisted. African American families continue to experience 
a substantially greater burden of obesity and its associated 
comorbidities, including diabetes, high blood pressure, high 
levels of blood fats, and chronic liver disease, than other 
population groups [1]. In 2018 for example, the age-adjusted 
prevalence of obesity was 49.6% for non-Hispanic Black 
adults, 44.8% for Hispanic adults, 44.2% for non-Hispanic 
White adults, and 17.4% for non-Hispanic Asian adults. 
Within the AA population, women were disproportionately 
affected with 44.2% obesity rate compared 31.2% for men 
[1, 2]. Among children and adolescents aged 2–19 years in 
2017–2018, obesity prevalence was 24.2% for non-Hispanic 
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Black children compared to 16.1% in non-Hispanic White 
children [3].

These disparities are not a result of individual or group 
behavior only, but are overlaid by decades of discrimina-
tory practices that drive systematic economic disadvantage, 
inequities in education and housing, and lack of access to 
health care and healthy food options—all of which increase 
the likelihood for poorer health [4, 5]. Discrimination, the 
unequal treatment of people based on their physical qualities 
or social group position, is an inexcusable socially struc-
tured action that has been found to contribute to adverse 
health outcomes, including diabetes and high blood pres-
sure [4, 6, 7]. These practices systemically disenfranchise 
AA populations and make it difficult for “the healthy option 
to be the easy option.” [5, 6, 8–11]. Persistent exposure to 
these systems of disadvantage constitutes stressors for the 
AA population. Stress has been found to increase unhealthy 
behaviors such as alcohol and substance use, and poor men-
tal and physical health [4, 7]. For AAs who experience racial 
discrimination daily, and over the life course, the impact on 
health can be the gravest, resulting in premature deaths [7, 
9–11]. It is therefore important to identify effective public 
health strategies that bridge the health gap. Specifically, for 
AA populations, the context of health is culturally defined 
[12] and will require culturally aligned interventions to 
holistically address the health of this population. Faith-based 
health promotion programs are increasingly being touted as 
effective in promoting healthy living among AAs [13, 14].

Faith‑Based Health Promotion in AA 
Communities

Levels of religiosity vary between populations with AAs 
and women, tending to be more religiously involved than 
others. According to the Pew Research Center, 94% of Black 
population fairly or absolutely believe in God compared to 
81% of Whites, 83% attend religious services at least once 
a month compared to 66% of Whites, and 86% of Blacks 
pray at least once a week compared to 68% of Whites [15]. 
In his seminal work, the “Philadelphia Negro,” Du Bois 
highlights the central role of faith practice through church 
as an emancipatory and empowering practice that marked 
the first step of the AA people towards organized social life 
[16]. Since then, other studies have continued to highlight 
the centrality of church and faith to the AA community 
[17, 18]. These studies suggest that AAs rely heavily on 
their faith and church to cope with crises and in navigating 
a variety of health-related issues including physical activ-
ity, healthy eating, and depression and anxiety. Given the 
cultural significance of church (as a place of healing, fel-
lowship, togetherness, freedom, emancipation) to the AA 

community, this institution likely plays an important role in 
influencing attitudes, beliefs, and behaviors around societal 
values and health.

Faith leaders play a significant role as respected and 
trusted “gatekeepers” of the community, in influencing 
their congregant’s spiritual and health habits and developing 
community-wide health-based programs [19, 20]. However, 
while the church has been praised for promoting healthy 
behaviors, it can also nurture unhealthy behaviors, e.g., the 
strong connection of fried chicken (the “Gospel bird”) to 
Sunday church creates challenges in improving health [21].

Faith-based health promotion is an emerging concept and 
practice. There is no consensus on the definition of faith-
based health promotion with some studies describing it 
as a faith intervention [22, 23], an environmental context 
[24–27], hybrid of faith and environmental context [28–31], 
and as access to a specific cultural aggregate [24, 26, 31]. 
As such, we use the definition offered by Patestos that faith-
based health promotion is a concept which recognizes the 
value of intentional integration of faith-informed content in 
health education and health counseling programs which aim 
to promote health, prevent disease, or lower risk of disease 
at the individual, community, and societal levels [32]. We 
use faith-based to refer to religiously involved groups of peo-
ple that meet at a church.

Despite the lack of a standard definition of the concept, in 
practice studies have demonstrated that faith-based health pro-
motion can reduce health disparities when the church serves as 
a respected and trusted institution in enhancing faith and public 
health work [33–35]. Newton and colleagues (2018) recruited 
97 AA individuals from 8 churches to assess the feasibility 
and efficacy of a church-based weight loss intervention that 
incorporated mHealth technology. They reported differences in 
weight loss between participants in the intervention and con-
trol groups. Brown and colleagues (2020) evaluated a healthy 
eating intervention for AA women, Sisters Adding Fruits and 
Vegetables for Optimal Results (SAVOR), and reported that 
the intervention improved the consumption of fruits and veg-
etables [34]. Other researchers have stated that within the AA 
community, churches also act as spaces for schools, aiding 
the indigent, empowering one another, and for hosting social 
events [14, 36]—all of which can impact the health of commu-
nity members. Despite gains in these areas, research continue 
to show that church-based interventions have been slow to be 
integrated into health promoting endeavors and about half of 
AAs would like to see more influence of the Black church in 
their community [15]. Another approach was used in Mis-
souri. Through a community initiative with multisector part-
nership that included church leaders, St. Louis City and North 
County (which have a predominantly Black population) have 
leverage the faith community in promoting healthy behaviors 
for their predominantly AA community [13]. These interven-
tions, especially for populations of color, could be culturally 
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grounded to be sustainable and achieve positive outcomes [12]. 
However most of these programs function at the community 
level without integrating state or local governments and often 
rely on the goodwill of community members and pastors for 
implementation and maintenance [37].

As interest in addressing health disparities continue to 
grow, it is important to evaluate the impact of faith-based 
health promotion programs among minority populations on 
health behaviors and outcomes. We use the social-ecological 
model (SEM), to understand the complex interplay between 
faith-related personal and environmental factors that influ-
ence exercise and healthy eating behaviors. Because individ-
ual health is contextual and a product of multiple influences 
of family, work, community, and the broader political envi-
ronment, SEM heightens our ability to explore how Christian 
faith informs health choices at multiple levels as depicted 
in the framework. For example, through providing health 
education, preaching against unhealthy behaviors, and sup-
porting health promoting strategies, faith leaders can raise 
awareness of healthy living and influence beliefs, attitudes, 
and behavior change at multiple levels [35, 38]. Interven-
tions that address physical inactivity and poor nutrition 
simultaneously can be more effective by leveraging the syn-
ergy between clustered behaviors [39]. Specifically, for this 
study, SEM can facilitate our assessment and understanding 
on the impact of the LWBF program in addressing multiple 
areas of influence on its participants’ health behaviors, i.e., 
in addressing personal, interpersonal, organizational, and 
community level factors [40, 41].

Although several studies have examined the role of faith-
based organizations in reducing obesity and increasing phys-
ical activity [41–43], most of these programs were either 
entirely run by the faith-based organization themselves, with 
lay people from the community or the researchers them-
selves as interventionists. While these studies provide sup-
port for integrating health promotion interventions into the 
faith-based organization, an obvious gap is a lack of connec-
tion with local organizations such as the health department 
to strengthen the reach and possibly standardize approaches 
based on effectiveness. The purpose of our study was to 
assess (i) the perceptions of participants of LWBF—a gov-
ernment supported faith-based program to promote healthy 
living across several AA churches—of the effectiveness of 
the program, and (ii) the role of the church as an intervention 
unit to improve physical activity and nutrition.

Methods

The Program: Live Well by Faith

Live Well by Faith is a behavioral wellness program address-
ing physical activity, healthy eating, and self-management 

and administered by the Boone County Health and Human 
Services Department through AA church networks. It was 
started in 2016 by a local health department (LHD) in cen-
tral Missouri to address chronic health conditions among 
AA. Since its inception in 2016, participation grew from 
60 to 148 in 2019. Fifteen lifestyle coaches trained by the 
LHD serve 10 AA churches in the community as program 
as program coordinators.

The program is grounded in the principles of self-man-
agement and social cognitive theory [44]. Self-management 
(SM) has been defined as collaborative effort between the 
individuals, families, and health care professionals to man-
age symptoms, treatments, lifestyle changes, and psychoso-
cial, cultural, and spiritual consequences of health conditions 
[45]. Based on the social learning theory, SM emphasizes 
the expectations a person has about being able to achieve 
a specific behavior. This sense of self-efficacy influences 
success in initiating a new behavior [44]. Mastery of a new 
behavior in turn gives individuals more motivation and con-
fidence to change other health behaviors [46]. SM has been 
validated in numerous studies among a diverse population of 
individuals with chronic health problems including asthma, 
hypertension, diabetes, arthritis, and a host of other condi-
tions [47].

Recruitment of Participants

Following approval by the institutional review board at the 
corresponding author’s university, the study used a descrip-
tive qualitative design [48, 49] to collect narratives on the 
impact of LWBF on program participants’ health and well-
being [49]. A purposive and snowball sampling methods 
were used to recruit participants [50] as a way to connect 
to individuals who participated in the intervention. The 
inclusion criterion was knowledge about LWBF as either 
a program participant, lifestyle coach, or leader of a church 
that runs LWBF program(s). The LHD emailed study infor-
mation to individuals who had participated in the Weight 
Watchers and Food and Nutrition programs as part of the 
LWBF intervention. In total, 25 individuals registered to 
participate. Contact information of those interested in the 
study was shared with one of the researchers (WM) who 
scheduled interviews at times and places convenient to both. 
Of the 25 potential participants, 19 were interviewed indi-
vidually and 2 as a couple. Four individuals were not able 
to participate due to scheduling conflicts. Interviews were 
conducted after participants provided verbal consent. No 
incentives were provided to participants.

Data Collection

Sixteen phone and five in-person audio-recorded interviews 
were conducted. Interview questions were developed by 
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the research team based on the literature and study objec-
tives and were reviewed by community partners for under-
standability and cultural sensitivity. All interviews were 
conducted by one researcher and, on average, lasted about 
35 min. Questions broadly examined the efficacy of LWBF 
(Table 1). Data collection continued until saturation was 
reached [48, 51].

Data Analysis

All interviews were professionally transcribed verbatim and 
thematically analyzed following Braun and Clarke (2006) 
guidelines: familiarization with data, code development, 
code refinement, and revision of codes into themes [52]. 
Three researchers independently coded five transcripts, 
developed a coding scheme, discussed their codes, and 
revised them into one coding scheme which was used for all 
transcripts. Following the development of a coding scheme, 
two of the researchers coded the rest of the transcripts, dis-
cussed, and verified each other’s coding.

Findings

Of the 21 participants, 95% were Black (5% was White), 
71% were women, 85% were 60 years old and over, had a 
mean age of 62.8 years (range 33 to 73), and 81% had lived 
in the community for 11 or more years. Of these partici-
pants, five were church leaders, five were program partici-
pants only, while 11 were both lifestyle coaches and program 
participants (Table 2).

Four distinct themes on the efficacy of LWBF in pro-
moting health and wellness among AAs emerged from the 
analysis. Emerging themes are presented to highlight the 
multilevel impact of the program across the levels of the 
SEM: increased health literacy (individual level factors), 
change in health behavior and outcomes (interpersonal level 
influences), role of the church (organizational level), and 
broader impacts (community level). Additional quotes are 
provided in Fig. 1.

Theme 1: Individual Level Impact—
Increased Health Literacy and Awareness

Most of the participants (16, n = 21) felt LWBF provided 
health education on health disparities and chronic health 
conditions; the importance of healthy lifestyles including 
nutrition, physical activity; and on how to obtain, process, 
and understand basic health information needed to make 
appropriate health decisions. Within this theme, participants 
expressed increased knowledge on health disparities and 
chronic health conditions, the importance of healthy eating 
and physical activity, and that of their faith on health.

Health Disparities and Chronic Health Conditions

All study participants [21] acknowledged that their involve-
ment with the program enhanced their understanding of 
health disparities and chronic conditions in their community. 
One participant expressed,

Table 1   Semi-structured interview guide for LWBF program participants

* Additional questions were asked given the COVID-19 pandemic and responses to those questions are discussed in another paper

*First, let us talk about your personal experience with LWBF

1. Please tell me about yourself:
• Probe: Your job, how long have you lived in this community, and when did you start participating in LWBF?
2. How did you first hear about LWBF?
3. What made you want to sign up for the program?
4. Think of all the programs you have participated in; can you pick the top three that you found to be more beneficial to you?
• Probe: How have you used what you are learning in the program in your daily life? Give examples where possible.
5. Thinking of LWBF, tell me about one of the most important things you got out of the program?
6. How has the program or your participation in the program impacted your community?
• Probe: Are there any organizational or community changes due to the program
7. What other changes have you seen in your community as a result of the program?
8. Do you think there was anything missing in the program? What can be done to improve it?
• Probe: What are the strengths of the program? What are the weaknesses of the program?
9. Do you feel you have enough opportunities to use the skills you gained from the program?
• Probe: How can you be supported in utilizing skills/knowledge from the program?
10. Do you have anything else you want to say about your experiences with LWBF, that I did not ask about?
Thank you so much for taking the time to interview!
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I think of social issues in this country, the additional 
burden of AA people as they try to live their lives…. 
the stress when encountering micro-aggressions every-
day of their lives. The local health department conduct 
multicultural workshops to help us understand who 
the people in this community are, who live lives that 
are practically unnoticed and unknown by the White 
majority, what is their experience …. At one of the 
workshops, they talked about the higher infant mortal-
ity among AA, being a mother in North America alone 
puts you in a category highest risk of losing your child 
to infant mortality… (because of) everyday relentless 

stress of being an AA in a White majority and domi-
nated culture (Church Leader, 210407_002)

Along the same vein, one lifestyle coach expressed their 
appreciation of the fact that LWBF was targeted at AA as a 
vulnerable population. She explained,

Through LWBF, I met a lot of people with health 
challenges, and they didn’t even know they had health 
challenges, that their BP was problem, that diabetes 
was a problem ... and in order to heal/overcome or 
make things right, losing weight was the biggest part 
of getting rid of these diseases…and I love the fact 
that it is targeted to AA community because we are 
the ones with those main problems and we are not get-
ting the health care that we need. (Lifestyle Coach, 
210413_001)

Most of the participants (16, n = 21), irrespective of 
whether a faith leader or a program participant/coach, felt 
that population-centered collaborative efforts between indi-
viduals, families, the church, and health care profession-
als are more likely to be effective than “one size fits all” 
approaches. Acknowledging that LWBF leverages the cul-
tural and spiritual beliefs of AA, a church leader explained,

LWBF is multifaceted but focused on the particu-
lar health issues of the AA community, not that the 
health issues are specific to them but compared to 
other populations, AA suffer at a significantly higher 
rate of diabetes, hypertension, heart diseases…and I 
think the intention of the program was to focus medi-
cal care coaching and mentoring on AAs through the 
churches… because historically in this country, the 
churches are the places where AA have felt welcome, 
respite, a place they trust and really a gathering point, 
communication center for the wider AA community. 
(Church Leader, 210407_003)

Healthy Living: Nutrition and Physical Activity

Participants expressed that they had better insights into 
their food and physical health because of the health educa-
tion they received. For example, as indicated by one church 
leader who also participated in the program,

I think I have seen people become more energetic, hav-
ing more insight into their health needs, and even shar-
ing that information. We could see people that have 
lost weight and they would come in and somehow 
would complement them on and they would tell me, ‘I 
wouldn’t be doing this had I not been knowledgeable 
of how walking and changing my diet would make a 
difference and keeping that weight off.’ So, the mem-
bers have actually shared information with other con-

Table 2   Demographic characteristics of study participants

LWBF Live Well by Faith

Characteristics Study population
n (%)

Total number of participants 21
Participant type

  Church leader 5 (23.81)
  Lifestyle coach 11 (52.38)
  Program participant 5 (23.81)

Age (years)
  30–40 3 (14.29)
  60 and above 18 (85.71)

Race
  Black or AA 20 (95.24)
  White or European American 1 (4.76)

Sex
  Female 15 (71.43)
  Male 6 (28.57)

Income (changes in income since Jan 2020)
  N/A 3 (14.29)
  Increased 2 (9.52)
  Decreased 4 (19.05)
  Stayed the same 12 (57.14)

Employment
  Yes 8 (38.1)
  No 5 (23.81)
  Retired 8 (38.1)

Number of years in community
  0–5 3 (14.29)
  5–10 1 (4.76)
  11–15 0 (0)
  16–20 2 (9.52)
  More than 20 15 (71.43)

Number of years involvement with LWBF
  Less than 1 1 (4.76)
  1–2 1 (4.76)
  3–4 9 (42.86)
  More than 4 10 (47.62)
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gregants and that kind of how people got involved…
We used to bring on Sunday morning donuts, bagels, 
and I would take the donuts back home because peo-
ple had become more conscious of that sweet – they 
would say ‘I do not need that, I will take the bagel.’ We 
saw that play out as people learn to do better, they did 
better, and they continue to do that. (Church Leader, 
210407_001)

Additionally, participants indicated that increased health 
awareness among participants is breaking down cultural 
practices on nutrition, especially around the consumption 
of soul food i.e., traditional southern diets that are often high 
in fats and oils, flour, and sugar such as, fried chicken or fish 
and sugar-sweetened beverages, that exacerbate the chal-
lenges AAs experience in improving their health [53, 54]. 
One lifestyle coach explained how culturally transformative 
LWBF has been,

Typically, AA meals they like fried foods like fried 
chicken, so what I noticed is that now when we have 
gatherings at churches, they minimize fried foods. 
In fact, they try not to have any fried foods on their 
menus, they try not having sweeten beverages but 
mainly just water…. people are now aware of what 

causes high blood pressure and how to prevent it. 
(Lifestyle Coach, 210411_001)

Acknowledging the health education LWBF provides, 
another lifestyle coach expressed, “I like the fact that we 
brought in, for our loss weight nights, facilitators that give 
information on how to lose weight properly, and those things 
stick with me, and I am still coming back to some of those 
things.” (Lifestyle Coach, 210413_001) and “learning that 
adding hot sauce instead of salt will spice up food and how 
to prepare the food” (Lifestyle Coach, 210419_001). A pro-
gram participant explained in detail,

There was class on diabetic, we were teaching what to 
do, what to expect, and how to deal with it when you 
call the doctor, what to ask the doctor and what to tell 
the doctor…. I am a diabetic, I have high blood pres-
sure and have chronic kidney disease…at that time 5 
years ago, I was newly diagnosed with chronic kidney 
disease and through the education from the classes that 
we were teaching, I was able to get my health together 
to where I graduated out of the chronic disease clinic. 
My blood work goes so much better because of my 
lifestyle change from taking the class and learning 
more myself…. I was eating differently, leaving off 

Fig. 1   Integration of themes with the SEM



Journal of Racial and Ethnic Health Disparities	

1 3

that salt and being more active – I was walking, getting 
in a mile a day three times a week, and then I was at 
the ARC (community recreational center) walking in 
the water, 40mins, three times a week…my A1C went 
down from over 10 and I got it down to 6.1. I know the 
program works (Program Participant, 210421_003).

Faith and Health

Participants conveyed that LWBF connects to members’ 
strong belief in God. Program participants conveyed that 
they rely on their faith as a coping mechanism for dealing 
with their health and that their faith boosts their self-efficacy. 
For some participants [7], good health is the will of God, 
meaning that it is important to be obedient to His Word on 
how we should maintain our bodies—the temple of God. 
Participants noted,

I think, as far as health and faith, believing in some-
thing greater than yourself, not having to totally rely on 
your own abilities and capabilities, it takes a weight off 
of you, it takes stress off you. If you know that you can 
speak to God who takes care of you, of those things 
that are going on with you, that you have help, then 
it lifts some of the stress off your life. It also bolsters 
your confidence in yourself and what you can do. Peo-
ple who pray and who have faith, I believe, tend to be 
healthier people (Lifestyle Coach, 210414_001).
How to be successful, how to maintain the temple that 
God has blessed us with, and hopefully do that to His 
glory, which is not just physical, that's spiritual, that's 
emotional, mental health, all that plays a part in how 
we can care for the temple that God has blessed us 
with…. there's a scripture that Live Well by Faith has 
established as a motto, I wanna say Jeremiah, 29:11, 
and I think that is the goal. That God will return us to 
good health as we honor His glory, as we honor Him. 
So, the goal is to return people to good health. To be 
able to establish some strategies that will allow us to 
be healthy. Physically, mentally, spiritually, emotion-
ally, all of that (Lifestyle Coach, 210418_001).

Theme 2: Interpersonal Impacts—
Cultivating Social Supports to Facilitate 
Behavior Change

Participants expressed experiencing better health outcomes 
as a result of the changes in behavior which they attributed 
to the “new” social support networks they were cultivating 
within their church and program. One program participant 
said,

I do take medication for blood pressure, and the medi-
cation I take has been reduced because I lost about 40 
pounds...the program has made me much more aware 
of the value of exercise, understanding better what 
exercise does for your body, in the long run but also 
in the short term...and I have met some new friends. 
(Program participant, 210421_003)

Not only is LWBF offering practical help from people 
struggling with overweight/obesity, diabetes, high blood 
pressure, and other chronic conditions, participants indicated 
that it is creating safe spaces/environments where friend-
ships and open discussions about health happen. Echoing 
the same idea, a lifestyle coach noted,

The weight watchers (walking program) is my go-to 
program. I was a person who weighed 224 pounds, and 
I am down to 160 pounds, so I love weight watchers…
I really love it through LWBF because as a group we 
meet, we are able to pray, we can express ourselves 
differently than we would in a weight watchers group 
outside the church. (Lifestyle Coach, 210419_002)

The changes in behavior and health outcomes are being 
sustained as pointed out by study participants. “People now 
walk to church, not that they don’t have transportation, they 
feel better walking to church and people have quit smoking in 
church.” (Lifestyle coach, 210413_002), and “…there are 2 
or 3 people that have gone through our weight loss program 
and I look at them now and they have lost weight and kept 
the weight off, I like that.” (Lifestyle Coach, 210413_001).

As program participants became friends with other 
church members, bonding social capital was enhanced, as 
this lifestyle coach reiterated,

Our friendships, within the church, especially for me 
and friends within the church, the friendship is now 
linked through healthy lifestyle be it physical activity 
or program which promote healthy living. (Lifestyle 
Coach, 210411_001)

Theme 3: Organizational Level Impact—The 
Role of the Church

Findings under this theme fell into two sub-categories: faith 
leaders as trusted gatekeepers, the church as safe space for 
health promotion—peer support, and faith and health.

Faith Leaders as Trusted Gatekeepers

All study participants felt that for faith-based health pro-
motion programs, faith leaders must play an active role in 
teaching about and practicing healthy living. According to 
participants, “as the pastor of the church, (his role) is to 
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cheerlead” (Church Leader, 210407_003), and “when the 
church leaders are involved, more members participate” 
(Lifestyle Coach, 210421_001) because “I think if it comes 
from the pulpit, especially, a lot of people believe what 
their pastor says is gospel. So, if the pastor says it, then 
they're going to listen, and that's good” (Lifestyle Coach, 
210418_001). One participant added,

The pastor or the leader of every congregation, …. 
they’re the ones that are going to be leading us to do 
what we're supposed to do. So, I think it's very impor-
tant to have your spiritual leader also concerned about 
your health and also leading you and being healthier. 
So, their involvement means everything. It means the 
world. So, it was awesome, because the longtime pas-
tor that was there, was a major advocate for everything 
we did as far as LWBF is concerned in our church, he 
would walk with us. Every time we walked, he walked. 
He would sometimes run. He would like ride his bike 
to the church sometimes, trying to get healthier. (Pro-
gram Participant, 210417_001)

Church leaders, not only shepherd and cheerlead their 
sheep, but they also serve as gatekeepers for programs that 
can be offered through the church. One church leader said,

Pastors are the keys to bringing in programs at any 
church, especially the AA churches. The pastor has 
the last say so and you've got to somehow convince 
the pastors that these programs will save their con-
gregation's lives or have them live longer because 
they're taking necessary precautions. (Church Leader, 
210407_002)

Additionally, the church connects the community to the 
programs at church as one lifestyle coach pointed out,

The church is very important to the health of AA com-
munity because the church is some place that we can 
reach people and the ones that are in church are able 
to take information back to their families. (Lifestyle 
Coach, 210419_002)

Peer Spiritual Support

Faith-based health promotion connects the physical with 
the spiritual, providing safe spaces for participants to share 
their faith while participating in activities targeted at their 
physical health. Study participants expressed feeling more 
at peace with doing activities with other church members as 
good health is founded in Biblical principles. “As a group, 
we meet, we're able to pray, we're able to express ourselves 
a little differently than we would in a Weight Watchers 
group outside of the church” noted one participant (Life-
style Coach, 210419_002). And the AA faith community 

has historically been, “place of welcome, of trustworthiness, 
of inspiration, of comfort. And, also, as a change agent” 
(Church Leader, 210407_003) and “an everlasting source 
of strength and protection for Black Americans.” (Lifestyle 
Coach, 210419_001). Church leaders, lifestyle coaches, and 
program participants all felt faith-based programs enabled 
participants to support one another. One church leader noted,

It is my firm belief that there are strong bonds that 
happen in our communities of faith. There are fam-
ily connections. You have lifelong relationships when 
you are involved in different ministries that you can 
encourage that type of thing to go on. I think because 
we are so close together, we can be supportive of one 
another. (Church Leader, 210408_001)

The brotherly love and bonds foster a willingness to assist 
others as expressed by other program participants,

I believe to most of the people in the circle of folks I 
am in. I volunteer at my church in several capacities 
and most people there are Christians, so being able to 
pray for each other and know you genuinely uplift each 
other and that the churches are supportive of this pro-
gram is very important to me. (Program Participant, 
210421_003)
We have a walking program, Sweatsuit Sunday, and 
that was where I would introduce exercise and we 
would play music and we would walk around that 
church, and we'd fellowship and walk and that would 
get people used to an activity. For those people who 
did not like to walk or could not walk, we would 
do exercises with them in their seats, so that they 
could still move. And we taught them how to do exer-
cises that they could do themselves. (Lifestyle Coach, 
210414_001)

Theme 4: Community Level Impacts—
Broadening Networks of Health 
in the Community

In addition to individual and group benefits LWBF partici-
pants enjoyed within the program and the church, some par-
ticipants [10] expressed that the program had broad impacts 
in the community. Program participants believed as Chris-
tians who are “the salt of the earth” and “the light of the 
world,” they should develop healthy relationships with peo-
ple in their communities. Participants felt the program and 
the church helped to cultivate relationships across churches 
to enhance their social networks, and promote community 
growth.

Because the program is offered through 10 churches, par-
ticipants felt there was more collaboration among churches 
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which has helped to increase their social capital by broaden-
ing their social networks with program participants in other 
churches and denominations. One church leader expressed,

LWBF has connected the churches, particularly in 
Columbia…so many churches have family members 
who are related by blood but are in different denomina-
tions and LWBF has certainly brought them together. 
Whenever there is a LWBF community wide event, 
brings people together from all walks of life and that 
is always good. (Church Leader, 210407_001)

Data also revealed increased awareness of community 
resources and their utilization. One example that was repeat-
edly talked about by participants was church community 
gardens—which help to improve both healthy eating and 
physical activity. One participant explained,

Our church has donated land and we have a 38-plot 
garden. We had that garden prior to be affiliated with 
LWBF but it was not successful because we did not 
have the knowledge, we did not have the resources, 
we did not have the dirt, even the compost that was 
needed. So, we were able to utilize LWBF to gain that 
knowledge, we took classes, we learn how to compost, 
how to amend the soil so that our garden is now flour-
ishing (Lifestyle Coach, 210418_001)

Most study participants [16] felt the church, if supported, 
has great potential to promote better health behaviors that 
can result in better health outcomes and improved commu-
nity cohesion. This understanding stems from participants 
faith, their perceived role of church and church leaders, and 
the education LWBF provides.

Discussion

This study explored AA participants’ experiences and per-
ceptions on the effect of a faith-based health promoting 
program that is nested within a LHD in a predominantly 
white Midwestern city in the USA. Across the nation, many 
communities of color grapple with significant challenges in 
accessing and utilizing health promotion resources including 
a lack of safe places to exercise, limited access to healthy 
food, and healthcare services, yet bear a disproportion-
ate burden of preventable diseases [55]. Addressing these 
challenges, which traverse several domains of the SEM, 
requires multilevel culturally aligned strategies. Partici-
pants in our study reported higher perceived benefits of the 
LWBF program because it increased their awareness about 
chronic health conditions, provided better social supports to 
facilitate behavior change, and helped to create health net-
works within the community. In other words, they felt that 
the program addressed several domains of the challenges 

they typically face with beginning and sustaining behavior 
change. The LWBF program provided a place-based cultur-
ally sensitive program that aligned with participants needs 
which plausibly increased participants positive percep-
tions about the effects of the program. Understanding the 
experiences and perceptions of AAs who are involved in 
faith-based health promotion program can aid future devel-
opment of culturally tailored strategies to engage AAs in a 
way which could decrease the health disparity gap. Although 
there has been an increase in the understanding of the con-
nection between health and social justice, there is much less 
clarity on concrete ways in which community development 
and public health practitioners can engage communities to 
address health disparities.

Based on our study findings, it is evident that in AA 
communities, health promoting activities funneled through 
faith-based programs have the potential to impact not only 
individual health, but community health by cultivating social 
support, increasing collaboration among churches, and pro-
viding shared access to community-owned health promot-
ing resources (e.g., community gardens). Church leaders, 
lifestyle coaches, and program participants experienced 
faith and health as two sides of the same coin nested within 
the socioecological model. Faith leaders were perceived 
as major influencers who are trusted to be knowledgeable 
about their communities and the associated health and social 
issues, and to desire good spiritual and physical health for 
their followership. Findings from this study support similar 
studies that observed the important role church leaders play 
in a variety of health promoting activities including pre-
vention of diabetes, hypertension, substance use, and HIV 
[35]. In the current study, church leaders assumed a variety 
of roles including cheerleading, gatekeeping, and healthy 
behavior role modeling—all towards promoting education, 
awareness, and behavior change.

Within the SEM framework, the LWBF program’s impact 
spans all levels. At the individual level, health literacy on 
the risk factors associated with, and preventative behav-
iors/strategies against, chronic conditions such as obesity 
and high blood pressure that disproportionately affect AA 
families was perceived to increase among participants. At 
interpersonal level, the program has provided enhanced 
friendships and social capital that participants have tapped 
into to support one another in achieving better health out-
comes. In this study, participants expressed feeling uplifted 
when they pray for one another and/or when they volunteer 
to support others of the same faith or when involved in pro-
viding community resources like community gardens. Our 
observations are consistent with literature that claim that 
supporting others can be therapeutic against stress. Giving 
support has been found to be related to lower systolic and 
diastolic blood pressure [56]) and to reduce the effects of 
one’s financial strain on mortality [57]. We postulate that 
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because of the increased health literacy, self-efficacy, and a 
plausible deeper grounding in the spiritual value of “giving 
rather than receiving” (Acts 20:35), there may be something 
unique for Christians about giving support. Beyond altruism, 
a belief in a power greater than self, a key tenet of spiritual-
ity, which is often demonstrated through selfless giving can 
confer health benefits [58].

At the organizational level, LWBF participants experi-
ence the church as a communication center/hub where both 
spiritual and physical awakening can happen, friendships 
can be built, families can bond, the burden of stress can be 
lifted—all of which are important for the health of people. 
Stressful environments and dealing with chronic condi-
tions alone at home can dampen any prospects for behavior 
change. Many LWBF participants felt the program and the 
church provided a spirit of fellowship that empowered them 
to deal with their chronic health conditions. Wallerstein’s 
(2002) work on empowerment defined empowerment as “a 
social action process by which individuals, communities and 
organizations gain mastery over their lives in the context of 
changing their social and political environment to improve 
equity and quality of life”[59] (p. 73). Findings from our 
study suggest that LWBF is not only a consciousness-raising 
program, but also a program that bonds congregants and 
families, and empowers them to adopt healthy behaviors and 
habits at the individual, family, organizational, and the com-
munity levels. This is consistent with other studies that have 
advanced the idea that increased empowerment is associated 
with improved health and those that have supported popular 
education as connecting participants’ personal experiences 
to larger social issues and supporting them to collaboratively 
change their reality [59].

Implications for Policy and Practice

Findings from this study suggest LWBF is not only a 
consciousness-raising program, but an empowering pro-
gram that helps participants to adopt healthy behaviors and 
habits at the individual, family, and organizational levels. 
This further supports the idea that increased empower-
ment is associated with improved health and that popular 
education can connect participants’ personal experiences 
to larger social issues and support them to collaboratively 
change their reality [59, 60] Although this study is based 
on one emerging faith-based health promoting program 
among AA families, it suggests that one avenue that can 
be used in the USA to address health disparities is promote 
faith-based health programs targeting minority popula-
tions. Our study suggests that one approach to address 
multilevel factors in a culturally sensitive manner should 
include developing government-community partnership to 

co-create interventions. The LWBF program exemplifies 
the effectiveness of building collaboration between local 
governments and community organizations to promote 
health through culturally aligned place-centered program-
ing. Because AAs are persistently more likely to experi-
ence higher morbidity and mortality due to chronic condi-
tions, addressing these inequities requires systemic efforts 
that intentionally foster collaboration between local, state, 
and federal governments and AA communities. Through 
such collaboration, government agencies may help pro-
vide better expertise support in health promotion (e.g., evi-
dence-based interventions), more resources (e.g., financial, 
staffing), greater public platform (for communication, vis-
ibility, marketing and potentially get wider social support), 
better coordination/connections among stakeholders (e.g., 
among churches, between churches, and other community 
organizations or relevant government agencies). However, 
more evidence is required on how these programs can be 
created and managed effectively.

Insights from this study suggest the need to (i) educate 
community members and foster open and honest dialogues 
among community partners (churches, local health depart-
ments, university, local government, health care providers 
etc.) on how historical injustices contribute to poor health 
outcomes, and (ii) engage all key stakeholders (particu-
larly community organizations such as faith-based organ-
izations that are rooted in the communities they serve) 
and promote health in all policies and practices. Building 
sustainable, equitable, and healthy communities is going 
to take all of us working together.

It is important to note that our study is limited by (a) 
a small sample size relative to the number of program 
participants (21 vs 148 total program participants), (b) 
narrow age range of participants who self-selected to par-
ticipate (only those 30 to 40, and 60 years and older), and 
(c) lack of quantitative data which may better measure the 
effectiveness of the program. Despite these limitations, 
our study makes important contributions to public health 
knowledge and practice, by highlighting the value of a co-
created culturally aligned intervention on promoting health 
in the AA community. Given the insights gleaned from this 
study, particularly the strong perceptions on the positive 
effects the LWBF program has on its participants’ health, 
three main areas for future research emerged.

•	 Quantitative research using more representative study 
sample to examine the generalizability of our study 
results is needed.

•	 Other qualitative studies to explore whether and how 
the efficacy of faith-based programs to promote health 
may apply to other minority populations (e.g., His-
panic, Native Americans) are needed.
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•	 Research that explores the link between giving support 
and health outcomes from a faith-based perspective is 
also needed.
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