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ABSTRACT
Objectives  Immigrant and sexually/gender-diverse 
women (henceforth, women) face inequities in access 
to and quality of care. As a result, many seek health 
information from community agencies perceived as 
culturally safe. We aimed to generate knowledge on 
capacity needed for culturally safe community agency 
health promotion.
Design  Theoretical rapid review.
Data sources  Studies identified in MEDLINE, EMBASE, 
CINAHL, PsycINFO, Sociological Abstracts, Cochrane 
Library and the Joanna Briggs Institute Database of 
Systematic Reviews.
Eligibility criteria  Studies published in 2013 or later on 
health promotion for ethnoculturally, sexually and gender-
diverse women led by community agencies (eg, settlement, 
cultural, support and faith).
Data extraction/synthesis  We extracted data on study 
characteristics, cultural tailoring, implementation with the 
Reach Effectiveness Adoption Implementation framework 
and health promotion capacity with the New South Wales 
framework.
Results  We included 19 studies published from 2017 
to 2023. Most focused on health promotion to African or 
Latin American persons in faith-based organisations. Few 
studies focused solely on women, and no studies focused 
on or included 2SLGBTQ women. Few studies described 
cultural tailoring beyond the use of participants’ first 
language. Training of community health workers (CHWs) 
to deliver health promotion education, and CHW in-person 
group training of health promotion participants on a wide 
range of topics resulted in improved knowledge, self-
efficacy, intention to modify behaviour, behaviour change 
and health outcomes. A few studies yielded some insight 
into what community agencies need to enable health 
promotion: dedicated funding and personnel, training in 
healthcare issues, space and partnerships with academic 
and healthcare organisations.
Conclusions  This study confirmed and enhanced our 
understanding of the health promotion role of community 
agencies and identified gaps that can inform future 
research on how to achieve culturally safe community 
agency health promotion for diverse women.

INTRODUCTION
Despite national and international recom-
mendations to improve health across the 
lifespan for persons who identify as women 
(henceforth, women),1 2 Canadian women 
face inequities in access to and quality of care 
for many conditions.3 4 These disparities are 
heightened in two contexts: ethnocultur-
ally diverse immigrant women and sexually/
gender-diverse women, who we henceforth 
refer to either as ‘diverse’ or ‘equity-seeking’ 
women to acknowledge the healthcare 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Because racialised immigrant and 2SLGBTQ (two 
spirit, lesbian, gay, bisexual, transgender, queer, in-
tersex and others who identify as part of sexual and 
gender diverse communities) women face inequities 
in access to and quality of mainstream healthcare, 
they seek health information from culturally safe 
community agencies.

	⇒ We conducted a theoretical rapid review of published 
research to describe community agency capacity for 
health promotion to diverse, equity-seeking women.

WHAT THIS STUDY ADDS
	⇒ Among a mere 19 studies included, few focused 
solely on women and none on 2SLGBTQ women.

	⇒ While community agency health promotion on a 
range of topics improved participant knowledge, 
self-efficacy, intention to modify behaviour, be-
haviour change and health outcomes, agency rep-
resentatives said they needed dedicated funding 
and personnel, training in healthcare issues, space 
and partnerships with academic and healthcare 
organisations.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ Gaps in research that warrant future research in-
clude insight on how to culturally tailor health pro-
motion and optimise capacity for health promotion in 
community agencies.

https://nutrition.bmj.com/
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjph-2024-001023&domain=pdf&date_stamp=2024-09-24
http://orcid.org/0000-0002-5721-809X
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disparities they face. For example, immigrant women 
face barriers in access to cancer screening,5 and prenatal, 
perinatal and postnatal care.6 Many transwomen lack a 
primary care provider with whom they can discuss trans 
health concerns7 and report unmet healthcare needs.8

These disparities, along with poor healthcare experi-
ences, contribute to diverse women’s mistrust and avoid-
ance of mainstream healthcare services in favour of 
services provided by local, trusted community agencies. 
For example, a scoping review of 16 studies pertaining 
to immigrants from 19 countries identified that women’s 
needs were not met because physicians dismissed their 
concerns9; and focus groups with immigrant women from 
10 countries revealed that, due to poor healthcare expe-
riences, many refrained from raising concerns or asking 
questions and even avoided seeking care.10 Mounting 
research highlights the value of community-based health 
promotion. For example, qualitative research with East 
and South Asian immigrant women in Canada revealed 
that they preferred accessing health information or 
services in community settings that included women only 
and addressed cultural and economic barriers.11 12 Simi-
larly, a Canadian environmental scan revealed numerous 
primary healthcare and healthcare navigation services 
offered to 2SLGBTQ (two spirit, lesbian, gay, bisexual, 
transgender, queer, intersex and others who identify as 
part of sexual and gender diverse communities) persons 
by community-based support groups, although few were 
dedicated to trans, gender diverse or cisgender 2SLGBTQ 
women.13

Equity-seeking immigrant and sexually/gender-diverse 
women may prefer to access health information, advice 
and care via local, familiar community agencies because 
such services are ‘culturally safe’. Community agencies 
refer to organisations outside of the formal healthcare 
system such as centres that provide settlement or support 
services. Cultural safety has been defined as effective 
care of a person of a particular culture as determined 
by that person, where culture may include but is not 
limited to age or generation, gender, sexual orientation, 
occupation, socioeconomic status, ethnic origin, migrant 
experience, religious/spiritual beliefs or disability.14 15 
Staff of community agencies, sometimes referred to as 
community health workers (CHWs) because they often 
represent target communities, possess knowledge of the 
sociocultural norms, values and behaviours of equity-
seeking clients, which facilitates communication and 
service provision.16 We distinguish community agency 
health promotion from health promotion that takes 
place in the community (community based) but is led by 
governmental or healthcare organisations, or by CHWs 
employed by government or healthcare organisations. 
While community agencies are well positioned to reduce 
healthcare inequities, they are often non-profit organi-
sations with limited dedicated staff, infrastructure and 
funding for health promotion.17 18

Healthcare disparities among women are a problem in 
Canada, which is a multicultural country. For example, 

nearly half of the population will be immigrants and 
their Canadian-born children by 2036, and there is a 
planned influx of 1.45 million immigrants from 2023 
to 2025 including a stream for women and sexually/
gender-diverse people seeking human rights protec-
tion.19 Such inequities are likely also a problem for 
many other middle-income and higher-income coun-
tries given unprecedented rates of migration interna-
tionally.20 Community agency health promotion could 
fill gaps in overburdened, under-resourced health 
systems and reduce healthcare inequities. To support 
this role, knowledge is needed of the capacity required 
for community agency health promotion. This knowl-
edge could serve as the blueprint to strengthen and 
systematise culturally safe health promotion in commu-
nity agencies, which in turn, could improve the health 
and well-being of diverse equity-seeking women. The 
overall aim of this study was to understand what consti-
tutes community agency health promotion capacity for 
diverse equity-seeking women. The specific objective 
was to review published research that evaluated health 
promotion in community agencies for immigrant or 
sexually/gender-diverse women to describe capacity 
and yield insight on how to implement it.

MATERIALS AND METHODS
Approach
We conducted a theoretical rapid review. A theoretical 
review is appropriate when the aim is conceptual and likely 
to include studies of diverse research design.21 A theo-
retical review includes a comprehensive search strategy, 
eligibility criteria to guide study selection and analysis of 
data extracted from included studies to generate higher-
level conceptual knowledge.21 We also adopted a rapid 
review methodological approach because this review was 
meant to inform subsequent key informant interviews as 
part of a multiple-methods study.22 Rapid reviews involve 
a single language (English), short time frame (last 10 
years, 2013+) and no grey literature searching or contact 
with study authors.22 Quality appraisal of included studies 
is not required of either theoretical or rapid reviews.21 22 
Since there are no reporting criteria specific to either 
theoretical or rapid reviews, we complied with the 
Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) to optimise rigour.23

Eligibility
Online supplemental file 1 provides detailed inclu-
sion and exclusion criteria. In brief, we included 
English-language studies of quantitative, qualitative or 
multiple-methods/mixed-methods design that evalu-
ated community agency health promotion capacity for 
immigrant or sexually/gender-diverse women from the 
perspective of women, community agency personnel or 
involved partners such as healthcare providers, leaders 
or policy-makers. The health promotion programme 
had to be led by and situated in the community agency. 

https://dx.doi.org/10.1136/bmjph-2024-001023
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Given that exploratory searching to plan the compre-
hensive search strategy ultimately used had revealed 
relatively few studies, we included studies even if the 
health promotion programme was not specific to women 
so long as the participants were at least 50% aged 18+ 
immigrant or sexually/gender-diverse women, who we 
may refer to as 2SLGBTQ while acknowledging that the 
WHO accepts that the acronym is dynamic and can vary 
by region or country.24 For the same reason, we included 
studies involving African and Latin American women 
even though studies did not report if those women were 
immigrants or not; still, the women were ethnoculturally 
diverse, and those studies could contribute insight into 
how to promote health to ethnoculturally diverse immi-
grant women, through community agencies, so we opted 
to include them. In the absence of a standard definition 
for organisations in the community that are not part of 
the formal social services or healthcare systems, for this 
study, we defined community agencies as organisations 
such as settlement, cultural, support or faith-based groups 
that provide or broker health information, education, 
navigation, referrals or care. Therefore, studies based 
in governmental (eg, government-run public housing) 
or healthcare (eg, physician offices, hospitals) settings 
were not eligible. Similarly, self-help groups were not 
eligible. As defined by WHO, health promotion capacity 
refers to the development of knowledge, skills, systems, 
structures, personnel, commitment and leadership for 
health promotion, requiring knowledge and skill among 
individuals, organisational infrastructure and partner-
ships.25 Hence, we included studies if they focused on 
capacity at the organisational or individual (eg, CHW) 
level provided individuals were affiliated with a commu-
nity agency. If the same study was published in multiple 
articles, we included only the most recent or complete 
article except when essential details about the same study 
were published in more than one article. However, if the 
study was conducted in distinct phases (eg, exploratory 
followed by intervention testing), we included more than 
one article by the same group. We excluded letters, edito-
rials, meeting abstracts or papers, protocols and reviews 
but searched the reference lists of relevant reviews for 
eligible primary studies. We excluded studies that focused 
on clinical interventions, or where the community agen-
cy’s role was solely to help recruit research participants 
or CHWs.

Searching and screening
Online supplemental file 2 provides the strategy used 
in May 2023 to search MEDLINE, EMBASE, CINAHL, 
PsycINFO, Sociological Abstracts, Cochrane Library 
and the Joanna Briggs Institute Database of System-
atic Reviews. We searched for studies published from 
1 January 2013 to 30 August 2023 to include a 10-year 
time span as per rapid review methods.22 23 We developed 
the strategy with a medical librarian and complied with 
the Peer Review of Electronic Search Strategy reporting 
guidelines.26 The strategy was purposefully broad to be 

as inclusive as possible given that exploratory searching 
to plan the comprehensive search strategy ultimately 
used had revealed relatively few studies; hence, we did 
not impose a limit to women-only studies. While rapid 
reviews generally require a single screener,22 23 ARG (PhD-
trained principal investigator experienced in syntheses 
and healthcare disparities among immigrant women), 
EN (university undergraduate trainee) and SS (master 
of public health candidate) independently screened the 
first 50 search results against eligibility criteria, then met 
to discuss and resolve discrepancies. They repeated this 
process for the next 50 search results when screening 
decisions were fully congruent. Thereafter, EN and SS 
screened all titles, routinely consulting with ARG to 
resolve uncertainties. The full-text screening was under-
taken concurrent to data extraction.

Data collection
EN, SS and ARG pilot-tested data extraction on five 
studies, then met to discuss and resolve discrepancies. 
They repeated this process for another five studies when 
data extraction was fully congruent. Thereafter, EN and 
SS extracted data from the remaining included studies, 
routinely consulting with ARG to address uncertainties. 
We extracted data on study characteristics (author, publi-
cation year, country, aim, research design and participant 
demographics), community agency type, target group 
of health promotion programme, details of the health 
promotion programme or intervention including label 
used for CHW and description of how programmes were 
culturally tailored; and results including determinants, 
participation rates or impacts. In studies that assessed 
feasibility or impact, we described health promotion 
programmes or interventions using the Workgroup for 
Intervention Development and Evaluation Research 
(WIDER) framework: content, format, delivery, timing, 
personnel.27 ARG and EZ (PhD-trained nurse practi-
tioner co-principal investigator experienced in syntheses 
and healthcare disparities among sexually/gender-
diverse women) reviewed all extracted data.

Data analysis
We used summary statistics to report study characteris-
tics, community agency type and target group of health 
promotion programme and used text and tables to 
report the details of health promotion programmes or 
interventions including label for CHWs and study results. 
In the absence of an established framework of cultural 
safety, we summarised the details of cultural tailoring. 
To categorise the implementation and impact of health 
promotion programmes or interventions, we mapped 
study results to the Reach Effectiveness Adoption Imple-
mentation (RE-AIM) framework.28 RE-AIM has been 
widely used to plan, characterise and evaluate the imple-
mentation and adoption of healthcare innovations.28 
RE-AIM is composed of five domains: reach (target popu-
lation), effectiveness (efficacy), adoption (by staff, organ-
isations, systems), implementation (consistency, costs) 

https://dx.doi.org/10.1136/bmjph-2024-001023
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and maintenance (use over time). To categorise the way 
that studies reported results pertaining to health promo-
tion capacity, we mapped components of capacity to the 
New South Wales Framework for Building Capacity to 
Improve Health (NSW framework), the most widely cited 
health promotion capacity-building model.29 The NSW 
framework more completely aligns with the WHO defini-
tion of health promotion capacity25 compared with other 
theories, models or frameworks relevant to public health 
promotion capacity.30 The NSW framework includes five 
action areas: organisational development, workforce 
development, resource allocation, leadership and part-
nerships.29

Patient and public involvement
The research team included five women advisors, three 
representing immigrant perspectives and two repre-
senting sexually/gender-diverse perspectives. They 
were involved in developing the application for funding 
by sharing feedback on the proposal background and 
methods; and once funded, we met with them to revisit 
and refine the objectives and methods. As the study 
progressed, women advisors reviewed and provided 
feedback to refine eligibility criteria, an interim sample 
of data extraction, a summary of extracted data and a 
draft manuscript. Once published, they will review and 
comment on a one-page public summary of the findings.

RESULTS
Search results
Figure 1 shows the PRISMA diagram. Searching resulted 
in 1490 items. Removing duplicates resulted in 1370 
items. Screening of titles excluded 1278 items. Screening 

of 92 full-text articles eliminated 73 items for the 
following reasons: not relevant to or did not include 50%+ 
diverse women (n=33), did not focus on community-
based health promotion (n=36) or ineligible publication 
type (n=4). Ultimately, we included 19 studies reported 
in 21 articles. Summary statistics were based on a denom-
inator of 19 studies. Online supplemental file 3 includes 
data extracted from the included articles.31–51

Study characteristics
Table 1 summarises the details of the included studies. 
Studies were published from 2017 to 2023. The majority 
of studies were based in the USA (15, 78.9%) plus 2 
(10.5%) in Australia and 1 (5.3%) each in Canada and 
the UK. Regarding research design, most studies were 
prospective (8, 42.1%) or before-and-after cohort (6, 
31.6%) studies. Two (10.5%) studies employed multiple 
methods, two (10.5%) only qualitative interviews and one 
(5.3%) study was a randomised trial. Among the included 
studies, 15 (78.9%) examined the impact of a health 
promotion intervention, 2 (10.5%) examined determi-
nants of health promotion programme delivery or sustain-
ability and 2 (10.5%) explored components of current or 
needed health promotion capacity. Eight (42.1%) studies 
included women only, and the 11 remaining studies 
included a range of 50.0%–97.0% women. No studies 
involved sexually/gender-diverse women. All studies 
involved ethnoculturally diverse persons although many 
did not specify immigration status: 12 (63.2%) African 
Black, 6 (31.6%) Latin, 2 (10.5%) Arabic/Middle Eastern 
and 2 (10.5%) Sikh/South Asian. Agencies engaged in 
health promotion included faith-based (14, 73.7%), 
health advocacy (5, 26.3%) and various community or 

Figure 1  PRISMA diagram. PRISMA, Preferred Reporting Items for Systematic Reviews and Meta-Analyses.

https://dx.doi.org/10.1136/bmjph-2024-001023
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support services (4, 21.0%). Studies addressed a wide 
range of health promotion topics: healthy lifestyle (eg, 
physical activity, nutrition) to prevent chronic diseases (6, 
31.6%), cancer (eg, breast, cervical, colorectal, stomach) 
prevention and screening (6, 31.6%), mental health (2, 
10.5%), agency capacity for health promotion (2, 10.5%) 
and 1 (5.3%) each for HIV prevention, maternal health, 
lupus management and oral health.

Programme characteristics
Table 2 describes the components of health promotion 
programmes or interventions in 15 (78.9%) studies 
based on the WIDER framework.27 One study reported 
only personnel (public health lifestyle coaches, church 
leaders) and content (healthy lifestyle behaviours) but 
did not report programme format, delivery or timing.32 
Among the remaining 14 studies, 7 (50.0%) focused 
on training of CHWs.36 38 40–43 49 Those individuals were 
referred to as facilitator, lay health advisor, church 
leader, congregational health leader, popular opinion 
leader, community leader, community educator, peer 
educator (two studies), promotora (three studies) and 
parent champion. All involved in-person group sessions 
of didactic lecture and interactive discussion, and four 
of those studies also provided CHWs with a toolkit they 
could use for training others. One study trained CHWs 
in a single 6-hour session, and the remaining five studies 
offered weekly sessions of 2–3 hours over a range of 2–12 
weeks.

Another 7 (50.0%) studies involved CHW training 
of target participant groups.31 33–35 37 39 46 50 One of 
those studies involved only 1-hour physical activity 
sessions offered three times weekly over 24 weeks.50 The 
remaining six studies involved in-person group lecture 
and/or discussion supplemented with goal-setting, 
quizzes, videos, role-play, print material, physical activity, 
follow-up phone calls, mailed handouts or information 
to share with physicians. Programme duration ranged 
widely from a single session to two sessions weekly over 
2 years.

Apart from offering health promotion via local, familiar 
community agencies and affiliated CHWs, few (5, 26.3%) 
studies described cultural tailoring of health promo-
tion programme interventions. In most of those studies, 
descriptions were vague and did not identify the norms, 
beliefs or concerns, or specifically what content addressed 
those issues. For example, ‘adapting key messages and 
developing content to address cultural norms and reli-
gious beliefs, knowledge gaps and misinformation’,33 
‘while ensuring this information was presented within 
a culturally valid framework’39 or ‘included content to 
address concerns in a culturally sensitive manner’.42 In 
four studies, the content was delivered in Arabic, Spanish 
or South Asian language of choice.39 42 49 50 In two studies, 
videos featured persons of the same ethnocultural group 
as participants.39 42 In one study, content included home-
based activities given the influence of family among older 
Latinas,49 and in one study, the programme was delivered 

in the evening so as not to interfere with South Asian 
women’s family responsibilities.50

Programme impact
Table 3 characterises implementation and impact based 
on the RE-AIM framework among 15 (78.9%) studies 
that evaluated health promotion programme inter-
ventions.30 Few studies examined adoption (1, 6.7%), 
referring to the number or attributes of agencies or staff 
that delivered programmes, or maintenance (1, 6.7%), 
referring to institutionalisation or sustained impact on 
participants.34 35 No studies assessed implementation, 
referring to consistency, fidelity, time or cost. Most 
(13, 86.7%) studies assessed programme effectiveness, 
referring to impact on participants. Among those 13 
studies, all reported positive impacts including knowl-
edge,31–33 38 39 41–43 46 self-efficacy,31 46 50 intention to modify 
behaviour,33 43 behaviour change34 35 37 39 46 49 50 and health 
outcomes such as improved body mass index34 35 and 
decreased anxiety or depression postintervention.38 49

Several (9, 53.3%) studies also assessed reach, referring 
to the number of participants31 36–38 40 50 or enablers or 
barriers to participation.33 36 47–49 Enablers of programme 
delivery included partnerships, leadership vision and 
networking, personal motivation among CHWs, CHWs 
being able to tailor content to the norms and values of 
participants and deliver programmes in the participants’ 
first language; and use of in-person sessions that enhanced 
engagement of the participants. Barriers to programme 
delivery included limited funding and resources, lack of 
space to deliver training programmes, burn-out among 
CHWs; the overwhelming complexity and volume of 
health-related information from the perspective of CHWs 
undergoing training; and scheduling of training sessions 
given multiple competing demands (eg, work, family) 
among trainees (CHWs, participants).

Health promotion capacity
Table 4 characterises the components of health promo-
tion capacity based on the NSW Framework.29 Among the 
19 included studies, most (14, 73.7%) addressed work-
force development, referring to training of CHWs and 
related impacts such as participation rates or learning 
outcomes.33–36 39 49 51 Another eight (42.1%) addressed 
partnerships by naming the entities involved in planning 
and/or delivering the health promotion intervention 
and describing the planning process.31 32 36–38 40 47 48 51 
Fewer studies mentioned organisational development 
such as policies or structures (5, 26.3%),36 44 45 47 48 51 or 
resource allocation (5, 26.3%) such as physical, human 
or financial resources.36 44 45 47 48 51 Only three (15.8%) 
studies referred to leadership issues such as vision or 
skills.36 47 48 51

Two (10.5%) studies specifically assessed commu-
nity agency capacity for health promotion. One study 
surveyed 108 churches and reported that churches with 
greater health promotion readiness, defined by physical 
structure, personnel, funding, cultural/social support 
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Table 2  Characteristics of health promotion programme interventions

Study topic

Programme characteristics by WIDER framework27

Personnel Content Format Delivery Timing

Filippone
HIV/STI 
prevention31

Agency staff 
(educators, 
counsellors)

HIV/STI risk management 
and stigma; strategies 
for intimate relationship 
communication; HIV/STI 
testing information

Lecture
Discussion
Goal-setting
Quizzes

In-person group 
session

4 sessions/week
120 min each
Over 17 months

Majee
Chronic 
disease 
prevention32

Local health 
department lifestyle 
coaches, church 
leaders

Physical activity, 
healthy eating and self-
management

Not reported Not reported Not reported

Power
Cervical 
cancer 
screening33

Trained facilitators 
(volunteers from local 
community)

Cervical screening 
testing+Breast and 
bowel screening, stress 
management, bone health

Lecture
Discussion
Print material

In-person or 
virtual group 
session

In-person:
Single session of 
1.5–4 hours
Virtual:
1–3, 60–90 min 
sessions

Arredondo
Physical 
activity34 35

Peer leaders 
(promotoras)

Physical activity
Goal setting
Overcoming 
barriers+phone calls 
addressed barriers to 
physical activity and 
solutions

Physical activity 
sessions (walking, 
dance)+Discussion
Handouts

In-person group 
meetings+phone 
calls

2 physical activity 
sessions weekly 
over 2 years
3 or 4 30 min 
phone 
calls+monthly 
mailed handout

Wells
Preventing 
and managing 
diabetes36

Diabetes educator 
from a health quality 
institute trained 
volunteer peer 
educators

6 modules on self-
management: problem-
solving, decision-making, 
resource utilisation, 
partnering with healthcare 
providers, action planning 
and self-tailoring

Lecture
Discussion+Toolkit 
including facilitation 
guide and handouts

In-person group 
session

1 session/week
90 min each
Over 6 weeks

Crankshaw
pylori 
screening 
to prevent 
stomach 
cancer37

Study staff shared 
information, gave 
breath test; a nurse 
drew blood sample

Pylori’s role in gastric 
cancer, study protocol 
and how to register. After 
the event: test results, 
recommendation to speak 
with family doctor

Lecture+single day 
clinical screening 
event+mailed letter 
of test results

In-person group 
session
Mailed 
documents

1 full day 
screening event

Brown
Maternal 
health38

Parents were trained 
by research staff to 
facilitate all sessions

Parenting strategies, 
links to resources+mental 
health aspects in 
parenting, baby’s healthy 
development

Lecture
Discussion
Socialising+Health 
education course

Both sessions:
In-person group 
meetings

Both sessions:
Weekly meeting
2 hours each
Over 12 weeks

Slewa-Younan
Mental 
health39

Two clinicians trained 
religious leaders

Mental health, treatment, 
stigma

Lecture
Discussion
Videos

In-person group 
meeting

Single session
6 hours each

Phillip
Lupus 
management40

Clinician, social 
scientists and 
study staff trained 
community leaders

Lupus causes, symptoms, 
treatment and self-
management; and 
teaching

Lecture
Discussions+Toolkit 
including slides, fact 
sheets and cue cards

In-person group 
meetings

Weekly meeting
2–3 hours each
Over 4 weeks

Morales-
Aleman
Diabetes and 
colorectal 
cancer 
prevention41

Researchers 
and healthcare 
providers trained 
congregational 
health leaders

Nutrition, physical activity, 
stress management, 
diabetes prevention and 
management, colorectal 
cancer screening; and 
health promotion skills

Lecture
Discussion

In-person group 
meetings

Weekly meeting
2 hours each
Over 8 weeks

Continued
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and total infrastructure, were more likely to conduct 
health promotion.44 Another study found that role clarity 
and self-efficacy among CHWs, and having academic 
partners increased personnel retention and the number 
of health promotion programmes offered.47 48

Two (10.5%) additional studies explored current or 
needed community agency capacity for health promotion. 
During interviews, 36 church leaders said that they needed 
funding, personnel, facilities/space, health-related mate-
rials and partnerships with academic, healthcare and 
charitable organisations.45 Another study involving inter-
views with 18 church leaders similarly revealed a need for 
funding, dedicated personnel, training on health-related 
issues, space and partnerships.51

DISCUSSION
This review of community agency capacity for health 
promotion to diverse women included 19 studies 
published in 2017 or later. The majority of studies took 
place in faith-based organisations in the USA and focused 
on a wide range of health promotion topics for African or 

Latin Americans. Few studies focused solely on women, 
and no studies focused on or included sexually/gender-
diverse women. Most studies assessed the impact of 
training CHWs or the impact on participants of training 
by CHWs, and all of those studies reported beneficial 
impacts on knowledge, self-efficacy, intention to modify 
behaviour, behaviour change and health outcomes. Few 
studies assessed organisational capacity for, or cultural 
tailoring of health promotion, yielding limited insight on 
how to design and implement community-based health 
promotion for ethnoculturally, sexually or gender-diverse 
women.

Prior research either emphasised the need to address 
migrant health52 or described approaches used to 
assess community-based health promotion capacity. For 
example, Birgel et al conducted a scoping review of 38 
studies published from 1990 to 2022 to describe the 
domains and methods used to assess community capacity 
for health promotion.53 Studies assessed nine domains: 
collaboration, participation, leadership, knowledge and 
skills, critical awareness and problem-solving, sense of 

Study topic

Programme characteristics by WIDER framework27

Personnel Content Format Delivery Timing

Askari

Dementia42

Community agency 
staff (promotoras)

Dementia, purpose 
of programme, 
communication skills, 
dementia assessment 
techniques

Lecture
Discussion
Video

In-person group 
meetings

2 sessions

Hempstead

Breast cancer 
screening43

Clinicians and 
community agency 
directors trained peer 
educators

Breast cancer, screening, 
resources for breast 
cancer screening and 
treatment, and how to 
provide peer education 
and support

Lecture
Discussion
Toolkit (flip chart, 
handouts)

In-person group 
meetings

Peer educators
Single session, 
6 hours
Workshops
Single session, 
60–90 min

Northridge
Oral health46

Community 
educators

Access to health and 
dental insurance, proper 
oral hygiene, healthy 
lifestyle behaviours

Lecture
Discussion
Links to online 
videos

In-person group 
meetings

Single session of 
60–75 min

Schwingel
Physical 
activity, 
nutrition 
and stress 
management49

Promotoras
Spanish-speaker 
member of research 
team
Participants
Promotoras

Promotoras
Programme content, 
training skills and 
strategies
Participants
Goals and action 
plan, healthy lifestyle 
behaviours

Promotoras
Lecture
Discussion
Role-playing
Participants
Lecture
Discussion
Phone calls

Promotoras
In-person group 
meeting
Participants
In-person 
meetings and 
group workshop

Promotoras
9 workshops of 
2 hours each
Participants
Single 1-hour 
meeting+6 
workshops 
(duration not 
reported) over 6 
months+weekly 
1-hour phone call 
over 24 weeks

Banerjee
Physical 
activity50

Muslim female 
kinesiologists who 
spoke Hindi, Urdu 
and/or Gujarati

Circuit training Aerobic and strength 
training

In-person group 
activity

1-hour sessions
3 times weekly
Evenings
Over 24 weeks

WIDER, Workgroup for Intervention Development and Evaluation Research.

Table 2  Continued
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community, resources, community structure and commu-
nity power. Studies employed seven theoretical frame-
works, including the NSW framework that we employed28 
and seven instruments to assess capacity. The aim of our 
study, to describe the design and implementation of effec-
tive community-based health promotion programmes 
specific to diverse women, differed from that of Birgel’s, 
which was to describe how community health promotion 
had been studied. Moreover, it is difficult to compare 
findings because our study specifically focused on health 
promotion led by community agencies such as immigrant 
settlement services, support groups or faith organisa-
tions, whereas Birgel did not define ‘community’, which 
could refer to groups of people or settings where health 
promotion is delivered. Other research has focused on 
the role of CHWs. Similar to prior research,16 our review 
revealed that CHWs are referred to by multiple labels. 
Ahmed et al reviewed research on CHWs in low-income 
and middle-income countries, whereas our review 
examined community agencies and affiliated CHWs 
in higher-income countries due to high rates of migra-
tion.54 Sugarman et al surveyed and interviewed CHWs 
employed in government or social service agencies in 

the American state of Louisiana, which revealed diverse 
views about CHW roles, training and credentialing.55 In 
contrast, our review examined the design and impact 
of training of CHWs affiliated with community agen-
cies, and CHW impact on health promotion knowledge, 
behaviour and associated outcomes among diverse 
women. A systematic review of 61 studies examined CHW 
training and impact.56 Unlike our study, CHWs were 
employed in formal healthcare organisations, but their 
roles of health education, counselling, navigation assis-
tance and social support improved cancer screening and 
cardiovascular risk reduction behaviour.56 Like our study, 
the length and duration of CHW training varied widely 
across studies. Another systematic review by McCollum et 
al examined the equity of CHW programmes, but again, 
CHWs were affiliated with healthcare organisations, and 
equity was defined in terms of whether health outcomes 
were improved or not.57 Hence, our study is unique in 
that it focused on health promotion specifically for 
diverse women offered by CHWs affiliated with commu-
nity agencies that were not governmental or part of the 
formal healthcare system.

Table 3  Summary of programme implementation and impact in included studies

Study

Impact by RE-AIM framework30

Reach Effectiveness Adoption Implementation Maintenance

Number, 
proportion or 
representativeness 
of participants; 
enablers or barriers 
to participation

Impact on 
participant 
knowledge, 
views, behaviour 
or health 
outcomes

Number, proportion 
or characteristics of 
agencies or staff that 
deliver a programme; 
enablers or barriers to 
programme delivery

Consistency 
of programme 
delivery as 
intended by 
agency or staff; 
time and cost

Extent of 
programme 
institutionalisation 
or long-term 
sustained use by 
participants

Filippone31
✓ ✓ -- -- --

Majee32 -- ✓ -- -- --

Power33
✓ ✓ -- -- --

Arredondo34 35 -- ✓ -- -- ✓

Wells36
✓ -- ✓ -- --

Crankshaw37
✓ ✓ -- -- --

Brown38
✓ ✓ -- -- --

Slewa-Younan39 -- ✓ -- -- --

Phillip40
✓ -- -- -- --

Morales-Alemán41 -- ✓ -- -- --

Askari42 -- ✓ -- -- --

Hempstead43 -- ✓ -- -- --

Northridge46 -- ✓ -- -- --

Shelton47 48
✓ -- -- -- --

Schwingel49
✓ ✓ -- -- --

Banerjee50
✓ ✓ -- -- --

Total 9 13 1 0 1

RE-AIM, Reach Effectiveness Adoption Implementation.
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The findings of this review give rise to several impli-
cations for policy, practice and ongoing research. While 
few studies specifically or comprehensively examined 
health promotion capacity, study findings yield some 
insight into essential components. For example, in inter-
views, key informants most often mentioned the need 
for funding, dedicated personnel, training in healthcare 
issues, space and partnerships. Moreover, determinants 
of health promotion programme delivery and sustain-
ability can also inform the design and implementation 
of community agency health promotion capacity. For 
example, enablers included partnerships, leadership 
vision and networking, personal motivation among 
CHWs, CHWs being able to tailor content to the norms 
and values of participants and deliver programmes in the 
participants’ first language; and use of in-person sessions 

that enhanced engagement of the participants. Barriers 
included limited funding and resources, lack of space to 
deliver training programmes, burn-out among CHWs, 
the overwhelming complexity and volume of content 
from the perspective of CHWs undergoing training and 
scheduling of training sessions given multiple competing 
demands (eg, work, family) among participants including 
CHWs undergoing training and target groups receiving 
training. Community agencies are a preferred source of 
health advice and information among ethnoculturally, 
sexually and gender-diverse women, so if they are to fulfil 
that role, further research is required on how to bolster 
the components of health promotion capacity that they 
emphasised. In the meantime, governments and health-
care systems can improve prevention and screening 
behaviour for equity-seeking women by partnering with 

Table 4  Summary of health promotion capacity addressed in included studies

Study

Health promotion capacity by New South Wales framework28

Organisational 
development

Workforce 
development

Resource 
allocation Leadership Partnerships

Policies/procedures
Strategic directions
Org structures
Management 
support
Reward systems
Information 
systems
Quality systems
Informal culture

Workforce 
learning
External courses
Professional 
development
Education/training
Professional 
support
Performance 
management

Financial 
resources
Human 
resources
Access to 
information
Specialist advice
Decision support
Admin support
Physical 
resources

Interpersonal 
skills
Technical skills
Personal qualities
Strategic visioning
Systems thinking
Visioning the 
future
Org management

Shared goals
Relationships
Planning
Implementing
Evaluation
Sustained

Filippone31 -- -- -- -- ✓

Majee32 -- -- -- -- ✓

Power33 -- ✓ -- -- --

Aredondo34 35 -- ✓ -- -- --

Wells36
✓ ✓ ✓ ✓ ✓

Crankshaw37 -- -- -- -- ✓

Brown38 -- -- -- -- ✓

Slewa-Younan39 -- ✓ -- -- --

Phillip40 -- ✓ -- -- ✓

Morales-Alemán41 -- ✓ -- -- --

Askari42 -- ✓ -- -- --

Hempstead43 -- ✓ -- -- --

Brand44
✓ ✓ ✓ -- --

Brand45
✓ ✓ ✓ -- --

Northridge46 -- ✓ -- -- --

Shelton47 48
✓ ✓ ✓ ✓ ✓

Schwingel49 -- ✓ -- -- --

Banerjee50 -- -- -- -- --

Leyva51
✓ ✓ ✓ ✓ ✓

Total 5 14 5 3 8
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community agencies and investing in the components of 
health promotion capacity identified here as essential.

Given that most studies evaluated the training of 
CHWs, or the impact of CHW training on participants’ 
knowledge, self-efficacy, intention, behaviour and health 
outcomes, CHWs are clearly an essential component of 
health promotion capacity in community agencies. Prior 
reviews focused on CHWs employed by government or 
healthcare organisations,55–57 therefore, future primary 
research is warranted on the attributes and roles of 
CHWs employed by community agencies, particularly 
those that are not faith based, which predominated 
agency type in included studies. Furthermore, ongoing 
research is needed on community agency health promo-
tion specifically for diverse women including immigrants 
of various ethnocultural groups other than African or 
Latino Americans, who may or may not be immigrants, 
and specifically for sexually/gender-diverse women, 
given that no studies examined community-based health 
promotion for 2SLGBTQ+ women. Another knowledge 
gap identified by this review was the lack of detail on 
cultural tailoring of health promotion programmes apart 
from the use of first language, videos featuring persons of 
the same ethnocultural group, and offering programmes 
in the evening to accommodate ethnoculturally diverse 
women’s home responsibilities. Hence, ongoing research 
must delve into what constitutes cultural safety of commu-
nity agency health promotion programmes for different 
groups of equity-seeking women. Given the wide range 
of health issues for which diverse women face inequi-
ties, not limited to cancer screening5; prenatal, perinatal 
and postnatal care,6 and unmet healthcare needs,8 such 
research might be further scoped by examining how 
to promote health via community agencies for specific 
conditions. For example, women in general, and racial-
ised immigrant women in particular, face inequities in 
access to and quality of cardiovascular care and would 
benefit from heart health promotion via community 
agencies.58

Strengths of our review included use of rigorous review 
methods including searching multiple databases,21 22 
and compliance with reporting criteria for reviews and 
search strategies.24 26 To enhance methodological rigour, 
multiple researchers conducted screening and data 
extraction. To optimise analysis, we organised findings 
by multiple frameworks to describe and identify gaps 
in health promotion programme intervention design, 
programme implementation and components of health 
promotion capacity using WIDER,27 RE-AIM28 and the 
NSW Framework.29 Furthermore, the research team, 
including five diverse women advisors, informed and 
reviewed all findings. We must also mention some limita-
tions. As in any review, the search strategy may not have 
identified all relevant studies. Few studies focused solely 
on women so we included studies where health promo-
tion could benefit women and participants included 
at least 50% of women. While this decision may have 
excluded studies that described community-based health 

promotion, we purposefully chose to include only studies 
in which at least half of the participants were women to 
optimise the relevance to women of the evaluated health 
promotion programmes. Even so, only 42.1% (8/19) 
of studies included solely women and the remaining 
studies included a range of 50.0% to 97.0% women; thus, 
even imposing the seemingly restrictive criteria of 50%+ 
women did not result in studies that largely focused on 
women, revealing a gap in prior research on community-
based health promotion specifically targeting women. 
Moreover, only 36.8% (7/19) of studies evaluated the 
outcomes of health promotion programmes delivered to 
clients, further emphasising a gap in knowledge about 
the ideal design of such programmes. Although these 
gaps mean that we did not fully achieve the objective of 
this review, gaps represent important knowledge that can 
inform future research.

CONCLUSION
Given diverse women’s tendency to access health infor-
mation and advice via community agencies, this study 
aimed to understand the capacity needed by community 
agencies to offer culturally safe health promotion. Most 
of the 19 included studies published from 2017 to 2023 
focused on health promotion to African or Latin Amer-
ican persons in faith-based organisations. Few studies 
focused solely on women or specified immigrant status, 
no studies focused on or included sexually/gender-
diverse women, and few studies evaluated the outcomes 
of health promotion programmes. Training of CHWs to 
deliver health promotion education and CHW training of 
health promotion participants on a wide range of health 
promotion topics using in-person group education 
sessions resulted in improved knowledge, self-efficacy, 
intention to modify behaviour, behaviour change and 
health outcomes, confirming the important role of 
community agencies and affiliated CHWs. However, the 
use of the RE-AIM and NSW frameworks to analyse data 
revealed gaps in knowledge about what constitutes and 
how to implement community agency capacity for health 
promotion. Furthermore, few studies described cultural 
tailoring of health promotion programmes beyond the 
use of participants’ first language. A few studies exploring 
enablers and barriers yielded some insight into what 
community agencies need to enable health promotion: 
dedicated funding and personnel, training in healthcare 
issues, space and partnerships with academic and health-
care organisations. By revealing aforementioned gaps, 
this study informs future research on how to achieve 
culturally safe community agency health promotion for 
diverse women.
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