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Abstract

Objective: To conduct a community health needs assessment among theHispanic faith

community population to develop a community-partnered research agenda.

Design: A cross-sectional design was used to conduct a community needs assessment

using a community-based participatory research approach

Sample:Hispanic faith community members in Central Arkansas.

Measurement: Data collection was led by Hispanic faith leaders using an audience

response system at places of worship. An 88-item Community Health Needs Assess-

ment survey was used that included demographic questions and questions related to

five domains including community concerns, community resources, healthcare access,

health concerns, and hunger and nutrition.

Results: There were a total of 100 participants in the community needs assessment.

Hunger and nutrition was the highest ranking community concern followed by health-

care access.

Conclusion: Based upon the results of the study, the university researchers and His-

panic faith community members have begun the initial steps to developing a research

agenda to address themajor concerns of the community.
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1 BACKGROUND

Minority groups in the United States (US) have higher rates of chronic

disease as well as higher rates of morbidity and mortality when com-

pared to their white counterparts (Benjamin et al., 2018). Ethnic

minorities inArkansas experience chronic disease at a greater rate that

leads to premature death (Quinones et al., 2019). These health dispar-
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ities are fueled in part by social inequities, such as unequal opportu-

nities to education, employment, and other factors that may impact

a person’s position or status in society (World Health Organization,

2010). Arkansas continues to have high rates of poverty, especially

in rural areas, with a childhood poverty rate of 26.8%. Additionally,

educational attainment is low. The high school graduation rates in

Arkansas are among some of the worst in the nation (United Health
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Foundation, 2017). Socioeconomic challenges and health dispari-

ties are even worse among Hispanics residing in Arkansas with

many (48.1%) lacking a high school diploma (Maulden et al., 2012).

Widespread inequities also exist in access and availability of healthcare

services. Hispanics living in Arkansas are predominantly foreign-born,

are young (57%) (median age25.1), havenohealth insurance (63%), and

are not fluent English (57%). Further, many struggle with Spanish since

they speak a dialect (Capps et al., 2013; Kochhar et al., 2005). All of

these variables are a major barrier to healthcare access. Further, His-

panics experience other characteristics that lead to health challenges,

such as degree of acculturation, immigration status, and the political

environment.

Since the 1990s, Arkansas has experienced rapid growth in the

Hispanic population. In 2000, the population was 86,866 and in

2016, the number had increased to 205,000 (US Census, 2017). This

population is diverse with distinct heritages, demographics, economic

profiles, and immigration status, and because of their diversity their

healthcare needs vary (Kochhar et al., 2005). To understand the com-

plexity of factors impinging on Hispanic health, we must address the

social determinants of health related to the quality of the social and

physical environment where Hispanics live, work, and play and pray

including neighborhoods, housing, access to healthy and nutritious

food, transportation, and environmental conditions. However, there

is limited information regarding the healthcare and research needs of

the Hispanic community, especially in the Southern States.

Historically places of worship such as the church and parish has

played a significant role in community engagement and is seen as a

trusted institution by the Hispanic population. Places of worship are

safe environments and often cited as their home away from home;

places of worship also serve as a major social, educational, and spiri-

tual resource (Caplan, 2019; Dalencour, 2017). Potentially, partnering

with faith-based institutions can be an effective way to address health

disparities among the Hispanic community, especially because most

(77%) Hispanics report a formal religious affiliation (Pew Research,

2014). Though there is published researchdescribing faith-based inter-

ventions with Hispanic places of worship, few describe the research

partnership or a community-engaged approach (Wilmoth et al., 2020;

Wilmoth et al., 2018).

The goal of the FAITHNetwork initiative was to lay the groundwork

for future community-engaged research projects. Therefore, the aims

of the internshipwere to (1) conduct a community health needs assess-

ment among the Hispanic faith community population residing in Cen-

tral Arkansas and then (2) use the information collected to develop a

research agenda thatwould guide future research priority areaswithin

this population.

2 METHODS

Researchers at the university in partnership with faith leaders across

Arkansas, developed an infrastructure to support large scale faith-

based research called the Faith-Academic Initiatives for Transform-

ing Health (FAITH) Network. The FAITH Network seeks to address

health disparities experienced by racial/ethnic minority, vulnerable,

and under-served populations. As part of the infrastructure a training

for faith leaders called the FAITH Network Research Advocate train-

ing program was developed. The training program was designed to

provide faith leaders the basics in community engaged research. The

program was a 15-h face-to-face classroom training with homework

assignments. Two cohorts of five Hispanic faith leaders participated

in the FAITH Network Research Advocate training. The advocates all

residedwithin three counties in Central Arkansas.

2.1 Study design

Guided by the principles of community-based participatory research

(CBPR) (Wallerstein & Minkler, 2011), a cross-sectional design was

used to conduct a community needs assessment within the Hispanic

faith community inCentral Arkansas. TheCBPRprinciples used for this

study primarily focused on acknowledging the Hispanic faith commu-

nity as a unit of identity; building on the strengths and resources of the

community, and fostersing co-learning between the faith leaders and

university researchers.

2.2 Measures

A survey previously used to assess the health needs in the rural

Arkansas African American faith community was adapted for the

current study (Yeary et al., 2016). The resulting Community Health

Needs Assessment was an 88-item survey that included demographic

questions, one health literacy question (Chew et al., 2008; Sarkar

et al., 2010), and questions that addressed specific health behav-

iors and outcomes that were obtained from the Center for Disease

Control’s Behavioral Risk Factor Surveillance System Survey (BRFSS).

None of the survey questions were open-ended. Most of the survey

included previously published replicated Likert scale questions from

five domains: Community Concerns, Community Resources, Health-

care Access, Health Concerns, and Hunger and Nutrition. These were

used to identify the areas of highest concern among participants (Uni-

versity of VermontMedical Center, 2016).

The survey included four unique sections aimed at capturing partic-

ipant’s concerns about additional community issues, including (1) com-

munity, social, and environmental concerns [e.g., public safety, clean

environment, childcare, housing, linguistic services, economic oppor-

tunities, livable wages, drug, and alcohol-free communities, diversity,

recreation, youth services, and programs, walkable and bike friendly

communities, sense of belonging, services for senior citizens, and

access to public transportation], (2) access to community resources

[e.g., social services, parenting education, child abuse prevention sup-

port, and domestic violence/abuse support and prevention], (3) health-

care access [e.g., access to primary healthcare provider, short term

community support, affordable healthcare for adults, substance abuse

treatment, bilingual health care providers, and specialist and den-

tal care for children], and (4) physical and mental health concerns
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[e.g., alcohol abuse, hypertension, cancer, cholesterol, depression, dia-

betes, dental problem, drug use, heart disease, obesity, stress, smoking,

stroke, childhood diabetes, asthma, and obesity]. Each of the four com-

munity issue scores ranged between 0 and 4.

2.3 Sample recruitment

Prior to the initiation of recruitment for the community needs assess-

ment, the study was approved by the university’s Institutional Review

Board (IRB) at the exempt level. FAITH Network Research Advocates,

faith leaders who participated in the FAITH Network Research Advo-

cate training program, led the recruitment efforts. For places of wor-

ship to participate in the needs assessment, the key faith leader (e.g.,

pastor, priest) was asked to agree to provide space to conduct the

needs assessment and to recruit 10 people from their congregation

who were 18-years or older, self-identified as Hispanic, resided in cen-

tral Arkansas, and spoke either Spanish or English. Those unable to pro-

vide consent in the session were not eligible to participate.

2.4 Survey administration

Data collection were led by the FAITH Network Research Advocates

using anAudience Response System (ARS) (Bryant-Moore, et al., 2018;

Yeary et al., 2016) from participants recruited by the first cohort of

advocates in five places of worship (10 participants per place of wor-

ship for with a total of 50 participants). Participants were welcomed as

they entered the facility. Before ARS data collection began, the host-

ing church faith leader made a short statement and introduced the

research team.A “Participant Information Sheet” (AppendixA)was dis-

tributed in English and Spanish, then read verbatim. It provided details

about the study and their rights as participants. Written consent was

not required to participate in the study. The ARS handheld devices

were distributed and an orientation on how to use themwas provided.

Thiswas followed by a brief description of the community health needs

assessment. Each question of the survey was read aloud and displayed

on the screen and time was allotted for discussion and questions. At

the end of the session, the participantswere thanked for their time and

input, then they were provided their $10 cash incentives.

2.5 Data collection process using telephone
survey

Due to the COVID-19 pandemic, in-person surveys were discontinued

in adherence to social distancing requirements; therefore, phone

interviews were conducted to complete the data collection for the

other half of the participants. The phone interviews were completed

by the second cohort of FAITH Network Research Advocates. Prior to

conducting the surveys, the advocates were trained on the process of

following the script for data collection on paper surveys, submitting

the completed surveys for analysis, and the distribution of the $10

giftcard incentives. Data were collected from personal contacts that

the Research Advocate had invited to participate in the community

health needs assessment. After completion of the survey, participants

weremailed a giftcard.

2.6 Data analysis

Our major domain of interest was a continuous measure of concern

about hunger and nutrition in the community.We assessed hunger and

nutrition specifically because itwas the topic of concern scoredhighest

by survey participants. The hunger and nutrition score ranged from 0

to 4 andwas based on the faith leaders’ responses to four survey items,

with 0 meaning no concern and four meaning high concern. The four

survey items gauged the participant’s concerns about access to healthy

foods in schools, access to affordable healthy foods, access to nutrition

education, and knowledge of health meal preparation.

Independent variables included the participant’s age, sex, income,

health insurance, physical activity in the past month, county of res-

idence, community, and health concerns, personal health problems

(including diabetes, hypertension, high cholesterol, and heart disease),

children’s health problems (including diabetes and obesity), and barri-

ers to healthcare utilization (including lack of money to buy food, lack

of transportation, inability to get timeoff fromwork, high cost of health

services, and high cost of medications).

We reported means and standard deviations for continuous covari-

ates, and counts and percentages for categorical covariates. We

reported means and standard deviations for community issue scores

ranging between 0 and 4. Univariate regression analyses were con-

ducted to assess the associations between hunger and nutrition con-

cern score and demographic characteristics, community and health

concerns, personal health problems, children’s health problems, and

barriers to healthcare use. We checked for multicollinearity using a

Pearson correlation coefficient cutoff of 0.80.

3 RESULTS

To ensure the COVID-19 pandemic did not have an impact on the

results, we used chi-square tests to evaluate whether there were dif-

ferences between three general demographic characteristics for the

in-person (pre-pandemic) andphone-based (mid-pandemic) versions of

theneeds assessment survey.We identifiednodifference inparticipant

demographics between the two survey versions regarding age group

(x2 = 4.47, p = .48), gender (x2 = 0.04, p = .84), or income (x2 = 0.19,

p= .66).

Table 1 shows the descriptive characteristics of the faith commu-

nity members who participated in the survey to indicate the needs in

their community. A total of 100 Hispanic faith community members

from10different places ofworship. Participated in the survey. Approx-

imately 75% of the participants were 18 to 44 years old. Over a half of

the participants were females (55%). The majority of participants had

an annual household income less than $25,000 (68%), had no health
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TABLE 1 Respondent characteristics

Variables Mean (SD)n (%)

Outcome

Hunger and nutrition score (0–4) 3.21 0.95

Independent variables

Demographic characteristics

Race/Ethnicity

Hispanic 100

Age group (years)

18–24 25 (25.25)

25–34 25 (25.25)

35–44 28 (28.28)

45–54 14 (14.14)

55–64 5 (5.05)

65+ 2 (2.02)

Sex

Male 43 (43.88)

Female 55 (56.12)

Annual household income

Less than $25,000 68 (77.27)

$25,000 ormore 20 (22.73)

Health insurance

Any coverage 31 (32.63)

No coverage 64 (67.37)

Past month exercise

Always 20 (20.20)

Sometimes 76 (76.77)

Never 3 (3.03)

Community and health concerns

Community concern score (0–4) 2.80 (0.85)

Access to community resources score (0–4) 2.90 (1.08)

Healthcare access score (0–4) 3.19 (0.91)

Health concerns score (0–4) 3.00 (0.99)

Personal health problems

Diabetes/high blood sugar

Yes 17 (17.35)

High blood pressure/hypertension

Yes 18 (18.56)

High cholesterol

Yes 20 (20.62)

Heart disease

Yes 6 (6.12)

Children’s health problems

Diabetes

Yes 4 (4.08)

No 69 (70.41)

(Continues)

TABLE 1 (Continued)

Variables Mean (SD)n (%)

No children under 18 years in the household 25 (25.51)

Overweight/obese

Yes 12 (12.77)

No 52 (55.32)

No children under 18 years in the household 30 (31.91)

Barriers to health

Concerned aboutmoney to buy

nutritious/healthy food

Never 28 (28.57)

Sometimes 50 (51.02)

Always 20 (20.41)

No transportation to health services

Yes 20 (20.20)

Could not take time off of work

Yes 26 (26.26)

Cost of health services is too high

Yes 56 (57.14)

Cost of medication is too high

Always 32 (32.32)

Sometimes 42 (42.42)

Never 13 (13.13)

Nomedications 12 (12.12)

insurance coverage (64%), and reported exercising "sometime" in the

past month (76%). The mean hunger and nutrition score (0 = no need,

4 = high need) was 3.21. Other community concern scores included

healthcare access (3.19), physical and mental health concerns (3.00),

community resources (2.90), and community concerns (2.80).

Table 2 shows the univariate regression analyses that were con-

ducted to assess the association between demographic characteristics,

community concern scores, and other items with hunger and nutrition

needs score. Among demographic characteristics, only annual house-

hold income and county of residence were statistically significantly

associated with hunger and nutrition score at the p < .05 threshold. In

particular, compared to those with household incomes of $25,000 or

more, those with household incomes of less than $25,000 were more

likely to have a higher hunger and nutrition concern score (B = 0.78;

p< .001).

We identified no multicollinearity between community concern

domains, all of which were strongly positively associated with greater

hunger and nutrition needs scores. Specifically, greater scores of com-

munity concern (B = 0.87; p < .001), access to community resources

(B = 0.49; p < .001), healthcare access (B = 0.71; p < .001) and

health concerns (B = 0.68; p < .001) were more likely to be associ-

ated with increase in hunger and nutrition needs score. None of the

personal or children’s health problems were significantly associated

with hunger and nutrition needs scores. Only two barriers appeared to
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TABLE 2 Univariate regressionmodeling hunger and nutrition
needs score (n= 100)

Variables B SE p

Demographic characteristics

Age group (years)

18–24 (ref)

25–34 0.04 0.27 0.87

35–44 0.13 0.27 0.62

45–54 0.35 0.34 0.29

55–64 −0.03 0.47 0.96

65+ −0.50 0.71 0.48

Sex

Male (ref)

Female 0.29 0.19 0.14

Annual household income

Less than $25,000 0.78 0.19 <0.0001

$25,000 ormore (ref)

Health insurance

Any coverage (ref)

No coverage −0.08 0.20 0.67

Past month exercise

Always (ref)

Sometimes −0.08 0.24 0.73

Never 0.32 0.59 0.59

Community and health concerns

Community concern score (0–4) 0.87 0.08 <0.0001

Access to community resources score

(0–4)

0.49 0.07 <0.0001

Healthcare access score (0–4) 0.71 0.07 <0.0001

Health concerns score (0-4) 0.68 0.07 <0.0001

Personal health problems

Diabetes/high blood sugar

Yes 0.39 0.25 0.12

No (ref)

High blood pressure/hypertension

Yes 0.26 0.24 0.15

No (ref)

High cholesterol

Yes 0.31 0.24 0.20

No (ref)

Heart disease

Yes −0.35 0.39 0.38

No (ref)

(Continues)

TABLE 2 (Continued)

Variables B SE p

Children’s health problems

Diabetes

Yes 0.21 0.23 0.67

No (ref)

No children under 18 years in the

household

−0.10 0.23 0.66

Overweight/obese

Yes 0.37 0.22 0.64

No (ref)

No children under 18 years in the

household

−0.10 0.22 0.63

Barriers to health

Concerned aboutmoney to buy

nutritious/healthy food

Always 0.66 0.27 0.01

Sometimes 0.27 0.22 0.23

Never (ref)

No transportation to health services

Yes 0.35 0.23 0.14

No (ref)

Could not take time off of work

Yes 0.49 0.21 0.02

No (ref)

Cost of health services is too high

Yes 0.29 0.19 0.14

No (ref)

Cost of medication is too high

Always 0.51 0.30 0.09

Sometimes 0.05 0.29 0.85

Never (ref)

Nomedications −0.15 0.38 0.69

be positively associated with hunger and nutrition needs score, which

were concerns about money to buy nutritious/healthy food (B = 0.66;

p < .001) and not being able to take time off from work (B = 0.49;

p< .001).

4 DISCUSSION

The domain hunger and nutrition was the highest ranking commu-

nity concern. Income, concern about money to buy nutritious food,

and inability to take time off of work are all related to socioeconomic

status. Several indicators of low socioeconomic status were strongly

associated with a concern about hunger and nutrition. These con-

cerns regarding socioeconomic status likely have an impact on food



38 BRYANT ET AL.

choices, availability, and costs, in addition to diet-related chronic dis-

eases (Pechey &Monsivais, 2016). There may also be a need to further

explore the relation of cultural good, efficient time for preparation, and

other potential societal barriers impact nutrition (Mikell & Snethen,

2020).

The majority of participants did not report being diagnosed with a

chronic disease. This may be due to age of our participants.The aver-

age age of respondents was 18–44 years, therefore the reporting of

chronic disease, particularmetabolic diseases,may increase as agepro-

gresses as seen in epidemiologic studies (Quiones et al., 2019; Wray

et al., 2006; Campbell, 2016; Pollitt et al., 2008). The identified social

determinants of health and restricted access to health care may also

have negative impacts on health and accelerate the development of

chronic diseases among this population (Jackson et al., 2017). Lastly,

high rates of uninsured in the population can impact access to health-

care services including the timely diagnosis and treatment of chronic

diseases.

4.1 Community response to results

Following the collection and analysis of the survey data, the results

were presented to the FAITH Network Research Advocates to dis-

cuss the findings and brainstorm ideas to address the top concerns.

Seven of the ten advocates participated in the discussions. To address

hunger and nutrition, the advocates suggested providing health and

nutrition (e.g., recipies) information to the Hispanic faith community

on a monthly basis via churches and other technological means such

as apps to reach a larger audience. They also discussed development

of educational videos in a telenovela format. In addition to provid-

ing health information in English and Spanish With afocus on healthy

cooking and food preparation, accessing health foods, grocery store

shopping, reading food labels, and general healthy eating. Lastly, they

would like to see more educational activities to promote preventive

care related to smoking, exercise, obesity, and chronic health condi-

tions such as diabetes. Beyond programming, the long-term goal is to

establish a research agenda with the advocates to address the identi-

fied needs and other health concerns.

4.2 Limitations

There are a number of limitations to this study. These include the use

of a limited number of respondents and the participants were not able

to elaborate on their responses to provide context. Purposive sampling

across a small region of the state, which may impede on the ability

to generalize the results.Notwithstanding these limitations, this needs

assessment can provide researchers, public health leaders, andmedical

providers with an improved understanding of the major health needs

amongHispanic communities of faith and helps provide the foundation

for initiating faith and academic partnerships to address health dispar-

ities in Hispanic communities.

5 CONCLUSION

Hispanics in theU.S. face a variety of health disparities. Partneringwith

a trusted institution within the community such as places of worship

may be a strategy to successfully mitigate these disparities. Under-

standing the community needs and priorities are an essential com-

ponent of community-based participatory research and the develop-

ment of a research agenda. This study not only prioritized hunger and

nutrition as a top concern in this community, but the research built

the capacity of Hispanic faith leaders to engage in research. Future

research studies are needed to better understand the relationship

between food access, health education, and the prevetion of chronic

disease.
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