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Abstract
Faith-based organizations can be strategic partners in addressing the needs of low-income and
underserved individuals and communities. The Morehouse School of Medicine (MSM) Public
Health/Preventive Medicine Residency Program (PH/PMR) collaborates with faith-based
organizations for the purpose of resident education, community engagement, and service. These
partners provide guidance for the program’s community initiatives and health promotion activities
designed to address health inequities. Residents complete a longitudinal community practicum
experience with a faith-based organization over the 2-year training period. Residents conduct a
community health needs assessment at the organization and design a health intervention that
addresses the identified needs.

The faith-based community practicum also serves as a vehicle for achieving skills in all eight
domains of the Public Health Competencies developed by the Council on Linkages and all six
Accreditation Council for Graduate Medical Education (ACGME) Core Competencies. The MSM
PH/PMR Program has engaged in faith-based partnerships for 7 years. This article discusses the
structure of these partnerships, how partners are identified, funding sources for supporting resident
projects, and examples of resident health needs assessment and intervention activities. The MSM
PH/PMR Program may serve as a model to other residency and fellowship programs that may
have an interest in developing partnerships with faith-based organizations.

In the past, preventive medicine physicians have been described as specialists who do not
see patients.1 However, in preventive medicine, the patient can be defined as an individual
in clinical settings or a community in population-based settings. In 2002, the IOM found that
academic and research institutions rarely engage in prevention and community-based
collaborative research. To strengthen academia’s role within the public health system
through services, research, and teaching, providing integrated learning opportunities in
public health training is recommended.2 Preventive medicine residency programs provide an
ideal environment for such integrated learning opportunities, particularly given the need to
train clinicians who are equipped to address disparities that disproportionately affect
vulnerable populations across the U.S.
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The Morehouse School of Medicine Public Health/Preventive Medicine Residency Program
(MSM PH/PMR) is a community-based program that leverages the institution’s substantial
community partnerships into training opportunities for preventive medicine specialists. The
program strives to support the mission of MSM by graduating physicians who are well
trained in public health and preventive medicine, well prepared to meet the needs of
medically underserved communities, and able to help eliminate health disparities across the
country and globally. Faith-based organizations can be strategic partners in addressing the
needs of under-served individuals and communities that are most disproportionately affected
by health disparities.3,4 Faith-based health promotion activities have become a widely
recognized mechanism for addressing health disparities, and there is a natural fit for faith-
based organizations in the training of physicians who are committed to population health
competence.

Many academic, governmental, and nonprofit organizations complete health promotion and
health education activities in tandem with faith-based organizations.5,6 For example, the
North Carolina State Health Department, in a study funded by the National Cancer Institute,
collaborated with fifty area churches in a health promotion activity with the goal of
increasing vegetable and fruit consumption.7 Additionally, an increasing number of
residency programs emphasize the importance of community-based education in addressing
health needs of populations, particularly in the specialty of pediatrics.8

Such programs stress the importance of collaborating with communities to improve health
outcomes. One such initiative is Communities and Physicians Together at the University of
California, Davis Health System, a partnership between the pediatrics residency program
and several local community and child advocacy groups. Residents learn to identify
community assets, engage community members, and provide health education activities.9

While other graduate medical education programs cooperatively work with faith-based
institutions to further health goals, few programs require such activities to take place
longitudinally throughout residency training or specifically with faith-based organizations.

Faith-based organizations are powerful resources in community development,10 and public
health practitioners can build collaborative relationships with faith-based partners for
holistic strategies to improve the health of individuals and communities.11 Consequently,
faith-based communities provide a unique training environment for preventive medicine
residents in community engagement and health promotion. The MSM PH/PMR has engaged
in faith-based partnerships for 7 years. A discussion is presented on the structure of these
partnerships; the associated assessments and health interventions; criteria for faith-based
partners; and examples of, and funding sources for, resident health needs assessment and
intervention activities. The authors explore how these partnerships help residents obtain the
skills and competence required of public health and preventive medicine physicians.
Additionally, lessons learned from the partnerships and training are discussed.

The Morehouse School of Medicine Mission and Public Health/Preventive
Medicine Residency Program Structure

The MSM PH/PMR is fully accredited to provide training in the specialty of preventive
medicine. Its mission is to train qualified physicians to promote healthy behaviors and
prevent disease, injury, and premature death. The program teaches residents to understand
the health risks associated with social, cultural, and behavioral factors; identify and address
health needs in individuals and populations; understand and address the impact of health
disparities among racial and ethnic groups; and recognize and eliminate behaviors that lead
to injury and death. The specific program goal is to train minority physicians to assume
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leadership positions in public health administration, public policy, academia, research, and
the private sector.12

Faith-Based Community Partnership Rotation Design
One of the primary training objectives for the MSM PH/PMR is to train residents to
collaborate with community-based organizations to achieve positive health outcomes
through the completion of a health needs assessment and an intervention. The PH/PMR is
structured to allow residents to complete a longitudinal, community-based, service–learning
project with a faith-based organization during the 2-year residency training program. For the
past 7 years, MSM PH/PMR residents have completed these longitudinal assignments within
faith-based organizations, through the Faith-based Community Partnership Rotation
(FCPR). Residents work at the faith-based organizations in groups of two or three. Each
resident spends a minimum of 15 hours per quarter with the organizations, although some
resident groups have exceeded the minimum requirement.

The goals of this community-based training have been to: (1) train residents to establish
effective community partnerships, and (2) affect health outcomes through the related health
promotion and education activities. A set of educational objectives, which could also be
used in general community-based activities, drive the methods for the achievement of this
project (Table 1). Churches are recruited to participate in this program through the medical
school’s affiliation with a local theological center and through referrals from faculty
members and community leaders.

To be selected, each faith-based partner must have the support and engagement of its pastor.
The church must also have regular community outreach activities (e.g., a soup kitchen, a
community garden, activities for children or senior citizens), must be able to provide space
for meetings and activities associated with the rotation, and must be located in the Atlanta
metropolitan area to facilitate resident access to the church community.

The pastor is asked to identify a church leader involved in the health ministry, or other
programs related to health, as the liaison for the partnership with the residents. A health
ministry is a committee or unit within a church that oversees its health education and
promotion activities. Typically, health ministries have at least three members, but the health
ministries of large churches may have as many as 20 or 30 members. Health ministries
frequently include nurses, physicians, and dentists. Membership may also include
individuals who do not have health- related degrees but may serve as a caregiver in other
capacities within the church. Partnering with churches can provide residents with experience
collaborating with a multidisciplinary, community-based team with an existing focus on
health.

Residents are introduced to the health ministry of the church by the pastor or health ministry
leader(s). Orientation to the organization of the church, health ministry, and surrounding
community occurs during the resident’s initial meeting at the church. This meeting typically
occurs shortly after the resident begins the residency program. Residents are also given a
tour of the church buildings and grounds at this time.

Health Needs Assessment
The health needs assessment of the community consists of several components: (1)
Windshield Survey; (2) Key Informant interview; (3) Focus groups; and (4) Surveys. The
assessments usually begin with a windshield survey during which residents conduct a
visual assessment while walking or driving through the community. The walk or drive
allows residents to make subjective and objective evaluations that include descriptions of the
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community and any evidence of trends, stability, or changes that may contribute to the
health of the population. Key informant interviews are interviews with integral community
stakeholders such as spiritual leaders (e.g., ministers, elders, and deacons), administrative
staff, ministry leaders and members (e.g., health ministry, teen ministry, and recreation
ministry), maintenance staff, nursery/day care providers, and food service providers or
organizers.

The information from the key informant interviews is used to guide the composition of the
focus groups. Focus groups may be composed of members of the general population or key
informant interview participants. The information gathered in the focus groups is used to
narrow the residents’ focus and directs them to determine which members of the faith-based
organization receive a survey. In some instances the entire congregation may receive one, or
perhaps a targeted segment of the congregation may receive it. For example, if the focus
group reveals an interest in youth-related health activities, then only the youth of the
congregation may receive the survey. Surveys are reviewed by church leaders prior to
distribution, and revisions are made with their input. Residents may also use public data sets
and census tract data to inform their projects.

Residents, with the assistance of the health ministry, implement a combination of these
assessment tools as appropriate for their faith-based community. The needs assessment is
critical in identifying the community’s health priorities. Residents analyze the needs
assessment information to identify important health issues and potential interventions. The
issues and interventions are reviewed with the church leadership, and together, health
intervention goals, objectives, and plans are made. This process ensures that if sensitive
issues (e.g., sexuality, substance abuse) are identified, the community’s buy-in is inherent.

Types of Interventions
Intervention programs frequently focus on chronic disease prevention, cancer prevention,
teen pregnancy prevention, men’s health, and other related topics. Additionally, residents
research the literature to identify best practices and models that could be applied to their
faith-based community setting. Examples of interventions completed through this program
include health seminars with a “Disease of the Month” focus, consistent with the topics
identified through the assessment period. Residents have designed healthy-eating workshops
and cooking demonstrations, coalition building activities such as assisting several small
churches within the community to collaborate to plan health interventions for their
combined congregation and the surrounding communities; walk-a-thons; health fairs;
caregiver workshops; and men’s health conferences.

Residents have also implemented evidence-based programs in the faith-based communities.
For example, a group of residents conducted a train-the-trainer work-shop for the Body and
Soul Program,13 which is a nationwide, evidence-based health and wellness program
tailored for African-American churches. Residents also evaluate the intervention’s
effectiveness, summarize the findings, and share the results with the health ministry and
pastor. Table 2 provides a timeline for a sample needs assessment and intervention from the
FCPR.

Funding Faith-Based Training Opportunities
Faith-based organizations participate in the FCPR without any direct financial cost extended
to the organizations. Initially, resident projects were funded through the Morehouse School
of Medicine Center for Community Health and Service-Learning, which received funding
from the Corporation for National and Community Service. The residents received a budget
of $1750 per project. More recently, the residency program began to use operational funds
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to provide limited support to resident projects, as needed. Residents are encouraged to
cultivate relationships and partnerships with other health and community organizations to
secure resources, in-kind support, and technical assistance.

Faith-Based Community Partnerships: A Competency-Based Perspective
The FCPR serves as a vehicle for residents to achieve skills in all domains of Public Health
Competencies developed by the Council on Linkages between Academia and Public Health
Practice,14 as well as each of the Accreditation Council for Graduate Medical Education
(ACGME) Core Competencies.15 The specific domains/competencies are listed in Table 3.
The residents record their experiences quarterly in a learning portfolio.

Lessons Learned
Over the years, the program has learned valuable lessons that affect the effectiveness of its
relationships with faith-based communities. Many of these lessons are essential to any
community partnership and include working with a community liaison who has the authority
to represent the church and has an interest in partnering with the training program; stating
the mission, goals, objectives, and anticipated outcomes of the partnership early and clearly;
working with community partners to revise and redesign these goals and objectives as
needed; and sharing similar evidence-based interventions and strategies either from
literature reviews or from other organizations with similar populations. Residents must also
communicate progress and concerns consistently; maintain buy-in throughout the
partnership; and create a reciprocal relationship that provides opportunities for training,
technical assistance, and recognition for partners involved in all phases of the work.

In addition to the general guidelines above, some considerations are unique to faith-based
collaborations. As an increasing number of churches take a more holistic approach to the
well-being of their congregants, their health and wellness goals are more closely aligned
with their spiritual goals. Therefore, these faith-based organizations are more likely to seek
collaborations with partners in order to further their efforts. Likewise, institutions that desire
to work with such communities must understand the importance of establishing mutual
health goals and objectives from inception. Seeking partnerships with churches that have
differing goals or that do not perceive a need for a health intervention is counterproductive.

To prepare residents for these partnerships, the MSM PH/PMR provides training
experiences in cultural competence and sensitivity. This training is completed in the
Community Health Promotion course offered through the MSM Master of Health Program,
as well as in the residency didactic sessions. These experiences are designed to enable
residents to better understand the relationship between spirituality/religion and health.
Although residents may not subscribe to the faith or belief system of their assigned
community partner, understanding this connection is important to their growth as physicians
from a social, cultural, and behavioral aspect. In the program’s experience, church leaders
have welcomed the inclusion of health professionals, regardless of their religious
affiliations, in furthering the community’s health goals. Additionally, although this
program’s partnerships have included Christian faith-based communities, the principles that
have governed these collaborations can apply to other faith-based alliances.

The FCPR reinforces the principle that a public health professional’s perception of a
community health need or concern does not justify the imposition of an intervention or
treatment plan on that community. Without the community’s collaboration in the health-
needs assessment process, the community may disagree with the assessment of its needs and
the role of the health professional in the partnership. It is also important to note that while
many faith-based organizations respect science and medicine, a totally evidence-based
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approach may contradict the basic tenets of their beliefs, which are centered on faith. A
better approach is to first engage the community to determine its health priorities and then
proceed with health promotion activities that incorporate their spiritual sensibilities. For
example, solely providing community members from a Christian church with evidence that a
low-fat diet or increased physical activity improves health outcomes may not be as effective
as also incorporating a Biblical reference regarding their spiritual responsibility to maintain
their bodies. In order to positively affect the health of the community in both the short and
long term, the language and beliefs of the community should prevail in all health-promotion
efforts.

Lastly, in working with faith-based institutions, one must expect change. Personnel in faith-
based organizations frequently change roles and responsibilities. Therefore, re-assessing and
re-establishing priorities may be necessary.

Conclusion
Faith-based community partnerships can be a mechanism for training residents in the
competencies that are expected of new medical and public health practitioners. The
partnerships can provide longitudinal training experiences that incorporate public health into
the continuum of medical education and can prepare residents for roles that they may
assume within the numerous academic, governmental, and nonprofit organizations that
conduct health promotion activities in tandem with faith-based organizations.

Although the FCPR may contribute to improving the education of PH/PM residents, further
study is needed to assess resident and community perceptions of the rotation as well as its
long-term effectiveness. Additional research is also needed to investigate the impact that the
rotation has on the church’s health status, the sustainability of resident interventions, and the
degree to which residents use the knowledge and skills gained from their FCPR experiences.

The model presented may be replicated in other general public health/preventive medicine
residency training programs, and it may also serve as an example to residency and
fellowship programs in other specialties. Through faith-based community partnerships, all
residency and fellowship specialties may enhance the visibility and relevance of public
health content in physician training. Interactive relationships between graduate medical
education programs and faith-based community partners provide opportunities to develop
and refine competencies related to interpersonal and communication skills, professionalism,
and systems-based practice across all medical specialties. Health promotion activities may
be designed to reflect specialty-specific medical knowledge. Through faith-based
partnerships and the resultant health interventions, graduate medical education programs can
train their residents and fellows to respond in a more coordinated and effective manner to
societal health needs on relevant health topics.
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Table 1

Faith-Based Community Partnership Rotation educational objectives

Establish relationships with community representatives

Complete a health assessment of the assigned community

Present the project to a community meeting or community board, justify the assessment and its methods, and obtain community approval

Design a community intervention in conjunction with the community-based organization

Carry out the intervention in a culturally sensitive and appropriate fashion

Manage the project’s budget

Design and utilize process objectives to assess the extent to which the project is consistent with the health goals

Analyze the results and prepare a final report to the organization

Prepare and submit a final report and presentation
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Table 2

Sample needs assessment and intervention (Year 1 and Year 2)

Year 1 Year 2

July–October Residents are introduced to the community contact
and ministry leaders to familiarize themselves with
the organization and to plan the community
assessment.

The following activities were completed: a cancer survivor
assessment during the church’s health awareness festival. The
first application was submitted to the funding agency.
Residents participate in the monthly health ministry meeting.

November–January Residents complete community needs assessment:
windshield survey of the church and the surrounding
community; key informant interviews of
stakeholders, and church survey of ministry leaders
and congregants.

Residents continue to work on grant application based on
comments provided by the funding agency. Residents
participate in the monthly health ministry meeting.

February Residents analyze the results of the community needs
assessment. Residents begin participation in the
monthly health ministry meeting.

Residents work with health ministry to plan upcoming health
seminars and conferences. Residents participate in the
monthly health ministry meeting.

March Residents share results of needs assessments with
community contact and key stakeholders. As a result,
an intervention focused on cancer awareness is
identified. Residents participate in the monthly health
ministry meeting.

The church identifies March as “Cancer Education Month.”
A special dinner is held to highlight cancer awareness and
education. Adult Sunday school classes collect pennies for
leukemia patients during this month.

April Residents work with health ministry to plan/develop
health promotion activities. Residents participate in
the monthly health ministry meeting.

Residents moderate a panel discussion with cancer survivors
and representatives from the ACS. Residents participate in
the monthly health ministry meeting.

May Health ministry expresses desire to apply for grant to
fund cancer-related activities. Residents are asked to
participate in the development of a grant application.
Residents participate in the monthly health ministry
meeting.

The residents assist the health ministry in conducting a
conference aimed at educating health professionals/
community members on the ACS screening guidelines.
Residents participate in the monthly health ministry meeting.

June Residents participate in the monthly health ministry
meeting.

Residents participate in the monthly health ministry meeting.
Graduating residents complete end of the year activities and
provide a final summary to community contact.

ACS, American Cancer Society

Am J Prev Med. Author manuscript; available in PMC 2014 April 06.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Taylor et al. Page 10

Table 3

Domains and core competencies associated with the Faith-Based Community Partnership rotation

Council on Linkages Between Academia and Public Health Practice Accreditation Council on Graduate Medical Education
core competencies

Domain #1: Analytic Assessment Skills: Residents analyze and report the data
from the health-needs assessments.

Medical Knowledge: Use medical knowledge to think
through community problems

Domain #2: Policy Development/Program Planning Skills: Residents design and
implement a health program from data compiled from the health-needs
assessments conducted at faith-based partner sites.

Patient Care: Perform thorough assessments of population
health problems, and develops intervention plans using
clinical and scientific data and patient preferences

Domain #3: Communication Skills: Residents present the project to the
organization’s leadership and gain buy-in for conducting the assessment and
intervention activities. Residents also develop a manuscript or final report at the
project’s end.

Systems-Based Practice: Work in interprofessional teams
to enhance patient safety and improve patient care quality,
and coordinate patient care/population care within the
healthcare system relevant to preventive medicine

Domain #4: Cultural Competency Skills: Residents carry out the project in a low-
income, underserved, largely African-American community.

Practice-Based Learning and Improvement: Critically
appraise evidence about intervention effectiveness, and
implement a method to assess the effectiveness of
community health activities

Domain #5: Community Dimensions of Practice Skills: Residents collaborate
with community partners to promote the health of the faith-based population.

Professionalism: Apply professional and ethical principles
to practice of medicine and public health, and respond
sensitively to an individual’s and to a communities’
culture, age, gender, and disabilities

Domain #6: Basic Public Health Sciences Skills: Residents retrieve current and
relevant scientific evidence, apply the evidence to assessment and intervention
activities, and identify the limitations of research and the importance of
observations and inter-relationships.

Communication Skills: Collaborate and communicate
effectively with patients, families, and communities

Domain #7: Financial Planning and Management Skills: Residents manage a
modest budget for the programs that they implement.

Domain #8: Leadership and Systems Thinking Skills: Residents’ experience in
project design and management develops and refines their leadership skills.
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