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Abstract

Background—We describe activities undertaken to conduct organizational surveys among faith-

based organizations (FBOs) in Massachusetts (MA) as part of a larger study designed to promote 

parish-based cancer control programs for Latinos.

Methods—Catholic parishes located in MA that provided Spanish-language mass were eligible 

for study participation. Parishes were identified through diocesan records and online directories. 

Prior to parish recruitment, we implemented a variety of activities to gain support from Catholic 

leaders at the Diocesan level. We then recruited individual parishes to complete a four-part 

organizational survey, which assessed: (A) parish leadership; (B) financial resources; (C) 

involvement in Hispanic ministry; and (D) health and social service offerings. Our goal was to 

administer each survey component to a parish representatives who could best provide an 

organizational perspective on the content of each component (e.g., A=pastors; B= Business 

Managers; C=Hispanic Ministry Leaders; and D= Parish Nurse or Health Ministry leader. Here, 

we present descriptive statistics on recruitment and survey administration processes.

Results—Seventy-five percent of eligible parishes responded to the survey and of these, 92% 

completed all four components. Completed four-part surveys required an average of 16.6 contact 

attempts. There were an average of 2.1 respondents per site. Pastoral staff were the most frequent 

respondents (79%), but also required the most contact attempts (M = 9.3, range = 1 to 27). While 

most interviews were completed by phone (71%), one-quarter were completed during in-person 

site visits.
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Conclusions—We achieved a high survey completion rate among organizational representatives. 

Our lessons learned may inform efforts to engage and survey FBOs for public health efforts.
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Latino health; implementation research

INTRODUCTION

Faith-based organizations (FBOs) are promising settings to implement and disseminate 

cancer control programs designed to reach underserved populations (Campbell et al., 2007). 

They play central roles within communities as “safe” places where spiritual, emotional and 

material needs can be met. FBOs often have stable infrastructures, communication channels, 

and social networks where support is freely exchanged – making them natural partners in 

cancer control initiatives (Campbell et al., 2007). A sizable body of literature illustrates the 

efficacy of faith-based interventions on a range of health behaviors, although these studies 

primarily engage African American FBOs (Campbell et al., 2007). Despite the role that 

FBOs could play in providing health interventions for Latinos, few rigorous research trials 

have developed and evaluated such interventions. Most of the published literature in this area 

report results from pilot studies (Allen et al., 2013; Holschneider et al., 1999) and quasi-

experimental research designs (Dornelas, Stepnowski, Fischer, & Thompson, 2007; Duan, 

Fox, Derose, & Carson, 2000; Fox, Stein, Gonzalez, Farrenkopf, & Dellinger, 1998; 

Holschneider et al., 1999; Sauaia et al., 2007; Welsh, Sauaia, Jacobellis, Min, & Byers, 

2005). Additionally, we were only able to identify studies that targeted individual-level 

health behaviors (Allen et al., 2013; Castro et al., 1995; Daniels, Juarbe, Moreno-John, & 

Perez-Stable, 2007; Davis et al., 1994; Dornelas et al., 2007; Duan et al., 2000; Fox et al., 

1998; Hall, Hall, Pfriemer, Wimberley, & Jones, 2007; Holschneider et al., 1999; Jandorf et 

al., 2012; Lopez & Castro, 2006; Lujan, Ostwald, & Ortiz, 2007; Sauaia et al., 2007; Welsh 

et al., 2005). We did not find any studies that sought to build organizational-level capacity 

among Latino FBOs to initiate and promote health initiatives as part of their mission.

Organizational-level observational or descriptive studies among Latino FBOs are also scarce 

(Campbell et al., 2000; Christensen et al., 2005; Duan, Fox, Derose, Carson, & Stockdale, 

2005; Thomas, Quinn, Billingsley, & Caldwell, 1994). Such studies could yield insight into 

the leadership structures, decision-making processes, belief systems, resources and activities 

of FBOs relevant for dissemination and implementation of health interventions. We suspect 

that the gap in the literature on organizational characteristics of Latino FBOs may be due to 

several methodological challenges. One is the difficulty obtaining comprehensive lists of 

FBOS from which to establish a sampling frame. A significant percentage of FBOs attended 

by Latinos are nondenominational and the growing evangelicalism among Latinos has given 

rise to new FBOs (Suro et al., 2007). Established Latino FBOs that are formally affiliated 

with a denomination (e.g., Catholic parishes) can be enumerated, but further obstacles 

include identifying “key informants” who can provide an organizational perspective on these 

issues, as well as obtaining high levels of participation in research (Christensen et al., 2005; 

Duan et al., 2005).
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In this paper, we present activities undertaken by the CRUZA to recruit FBOs for study 

participation and to complete organizational surveys of Catholic parishes in Massachusetts 

with Spanish-language Mass. CRUZA, the Alliance for Latino Health Through Faith and 

Action, is a three-year study within the University of Massachusetts Boston - Dana/Farber 

Harvard Cancer Center U54 Cancer Research Partnership. The name, not an acronym, 

evokes Christian religious symbolism (the cross) and multicultural dynamics (crossing 

boundaries to advocate for health) associated with the U.S. Catholic worldview. In the first 

phase of the CRUZA study, we surveyed parishes to understand the organizational 

infrastructure, skills, and resources available within and required by parishes to implement 

evidence-based strategies (EBS) for cancer control. The second phase, a randomized trial, 

aims to develop, implement and evaluate the efficacy of an organizational-level intervention 

designed to promote implementation of cancer control programs. Here, we report our 

experiences from the first phase of CRUZA: enumerating a sampling frame, obtaining 

organizational interest and consent from parish leaders, and conducting organizational 

surveys.

Our goal is to provide information about the process of building relationships and 

conducting research with FBOS, as well as strategies and methods that can be used to recruit 

parish representatives and leaders to participate in data collection activities.. We anticipate 

such information can be useful to future public health initiatives in Latino faith-based 

organizations and to researchers seeking to translate effective behavioral interventions into 

practice.

METHODS

Overview

In Massachusetts, four dioceses serve an estimated 430,000 Latino Catholics. There are 577 

Catholic parishes in Massachusetts, but only 12% have a formal ministry or parish 

programming for the Spanish-speaking Latino community. To account for both the 

hierarchical organizational structure in Catholic parish and the uniqueness of parish 

communities serving Latinos, we implemented a multi-pronged approach for recruitment 

and survey administration. The Institutional Review Board at the Harvard School of Public 

Health approved all study procedures.

Engaging community members and diocesan leaders

We were guided by principles of community-based participatory research (Minkler & 

Wallerstein, 2010) in all study phases. At the start, we formed a Community Advisory Board 

(CAB) with representatives from faith-based, health, and social service organizations. We 

also identified contextually appropriate strategies for engaging faith communities by 

conducting 18 key informant interviews among Latino community leaders and eight focus 

groups with a total of 67 parishioners (Allen et al., In press). We used this formative research 

in combination with ongoing input from CAB members to develop and adapt strategies for 

continuous community and leadership engagement in research activities.
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As a means of educating Catholic leaders about the study, we formally launched CRUZA 

with an informational gathering at the Archdiocese’s Pastoral Center. At this formal event 

attended by over 30 Catholic leaders from several dioceses in the state, investigators 

introduced the study, described procedures, elicited opinions, and addressed questions. The 

Archbishop of Boston, the highest ranking Catholic leader in the State, attended this event 

and verbalized his support for the CRUZA initiative. The gathering was an extensive event 

planning effort by our study team made possible by our CAB’s connections. Following the 

gathering, we presented the study at Catholic regional events and met individually with 

heads of the four Catholic dioceses in the state, as well as diocesan leaders of Hispanic 

ministry. Combined, these early efforts established CRUZA’s credibility prior to recruiting 

individual parishes through the combined effects of formal events, dissemination of written 

material, support from high-level church leaders, as well as dissemination of information 

about the study through pastors’ social networks.

Survey development

Our conceptual framework for the larger CRUZA study guided the selection of constructs to 

be assessed in organizational surveys. The framework and its application is described in 

detail elsewhere (Allen et al., Under Review). Briefly, we sought to assess organizational 

characteristics specified in the Consolidated Framework for Implementation Research 
(CFIR) (Damschroder et al., 2009). CFIR is a meta-theoretical implementation framework 

that integrates constructs from relevant theories to understand factors associated with 

adoption/implementation of innovations or new programs, practices or policies. The 

framework addresses multiple domains, including internal organizational characteristics and 

dynamics (“inner organizational setting”), factors external to the organization that may affect 

willingness to adopt and implement innovations (“outer setting”), characteristics of those 

charged with adopting and implementing interventions.

Due to the lack of standardized measures relevant for a FBO setting, we adapted items from 

other studies (Allen et al., Under Review). We conducted cognitive testing among parish 

leaders (N=5) outside our sample to ensure comprehension and cultural/religious 

appropriateness of the adapted organizational measures. For each item, parish leaders were 

asked whether the question was easy or hard to answer, to rephrase the question in their own 

words, and how sure they were of their answer. Following this process, items were refined 

and subsequently re-tested in pilot administrations of the full instrument with two additional 

parish leaders. The revised survey instrument was reviewed by the CAB, our Scientific 

Advisory Committee, and the Archdiocese of Boston. The instrument was then translated 

into Spanish by a certified translator employed by the Archdiocese and reviewed by 

bilingual investigators for accuracy.

The organizational survey instrument consisted of four sections differing by content and 

intended respondent: A – leadership (Pastor), B – bookkeeping (Business Manager), C – 

Hispanic ministry (Director of Hispanic Ministry), and D – health/social services (parish 

nurse or representative from health ministry, if available). We targeted different respondents 

for each section to maximize response accuracy and reduce respondent burden on any one 

individual.
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Organizational sampling frame development and organizational respondents

Massachusetts parishes eligible for the organizational survey offered at least one mass in 

Spanish and were not slated for closure or merger during the study period. We compiled 

initial lists of parishes and pastors by searching print and online archives of the four 

dioceses, reviewing parish websites, and then making scripted calls to parishes to verify 

mailing addresses and pastor names. These lists were reviewed by diocesan leaders, who 

noted additional parish closures and consolidations. Through this process, we identified 70 

potentially eligible parishes. We relied on pastors to recommend appropriate personnel to 

complete each survey section.

Recruitment of potential organizational survey respondents

Our parish survey recruitment and data collection process is outlined in Figure 1. Between 

July – August 2012, we mailed recruitment packets in four waves (by region) to pastors of 

the 70 parishes. Recruitment in waves allowed for more efficient management and 

promotion efforts. Recruitment packets contained: (1) a letter from the regional bishop 

encouraging pastors to participate; (2) an excerpt from a blog entry supporting CRUZA 

written by the Archbishop; (3) a project brochure describing study information tailored with 

the name of the parish and pastor; and (4) a contact information form and an accompanying 

postage-paid return envelope on which pastors could identify the appropriate parish 

representative to complete each survey section. These materials made explicit connections 

between CRUZA’s goals and Catholic leaders’ commitments to service and holistic care for 

their parishioners. For example, the bishops’ letters used this common line: “Our call to 

discipleship includes having concern for the spiritual, physical and mental health of our 

brother and sisters in the Church and the wider community.” Other materials highlighted: 

“one of the noblest traditions of the Catholic Church is to care physically and spiritually for 

its people when they are in need.” Our goal in integrating spiritual themes was to make our 

messages appropriate for a religious setting.

Approximately two weeks following the mailing of the recruitment packet, interviewers 

from the Center for Survey Research at UMass Boston and trained bilingual Survey 

Assistants initiated recruitment calls to pastors. As is standard in survey research, calls were 

made at different times of day, on different days of the week. When we reached a pastor, we 

used a standardized protocol and script to: (1) describe the study; (2) inquire if he received 

the recruitment packet; (3) assess interest in study participation; (4) identify the most 

appropriate person(s) to complete each survey; and (5) schedule or complete an interview. If 

the phone was answered but the pastor was unavailable, we asked whether the recruitment 

packet was received and the best day/time to reach the pastor. If the packet had not been 

received, we mailed another recruitment packet and called again in 3–7 days.

Our first round of calls were fielded primarily by parish administrative assistants who 

suggested that pastors were likely to be in the office on the days of regularly scheduled 

Mass. Beginning in August 2012, Survey Assistants visited pastors. This was done after 

telephone attempts to contact the pastor were unsuccessful for a one month period. In-person 

conversations with pastors were scripted and covered the same content as the telephone 
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recruitment protocol. When the pastor encouraged us to contact alternative parish 

representatives, we used the same telephone scripts and in-person recruitment protocols.

Due to pastors’ responsibilities (e.g., funerals) and the part-time or volunteer status of many 

parish staff members, potential respondents often did not have established on-site hours. To 

speak with each potential respondent, we conducted up to five “study staff initiated 

contacts,” which we defined as any form of direct communication (e.g., face-to-face or 

phone conversation) but not initiated by the respondent. Responding to an inquiry or 

confirming an appointment was not categorized as a study staff initiated contact. However, 

any form of communication was logged as a “contact attempt.”

Survey administration

Bilingual Survey Assistants conducted recruitment calls/visits and interviews between July 

and December 2012. For each survey section, we aimed to obtain informed consent and 

complete the interview in less than 20 minutes, or 60 minutes when one respondent elected 

to complete all survey segments.

Several parish leaders were never reached, despite multiple telephone and in-person contact 

attempts. A few pastors preferred to complete the survey independently. In these cases, we 

provided a paper version of the survey. Upon completion of any or all survey segments, a 

$50 gift card donation was sent to the parish.

Recruitment Tracking & Data Management

Survey Assistants used REDCap (Research Electronic Data Capture) software (Harris et al., 

2009) to track call attempts, call dispositions, and in-person contacts. For every contact 

attempt, we documented date, time of day, contact method (e.g., phone call, visit) and 

outcome of the contact (e.g., completed survey). For surveys administered in person on site 

at parishes, they completed field notes documenting overall receptivity to study 

participation, as well as time required for survey completion. Organizational survey data 

were entered into DatStat Illume (DatStat, Inc., Seattle, WA), a multi-mode survey platform 

(DatStat Inc., 2010).

Analysis

We present descriptive statistics for recruitment and survey administration activities. The 

final dispositions for each parish were compared by diocese (geographic location). In 

addition, we examined differences among respondent types (e.g., pastoral versus non-

pastoral staff) and the number of contact attempts required to complete a section, as well as 

the number of sections completed per respondent. Since the number of parishes that 

completed the survey is small (N=45), we were unable to conduct multivariate analyses to 

assess specific organizational characteristics associated with survey completion.

Allen et al. Page 6

Health Promot Pract. Author manuscript; available in PMC 2017 March 29.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



RESULTS

Final dispositions

After the initial mailing of recruitment materials, we discovered that five parishes in the 

initial sample were ineligible: three had recently closed and two were designated as chapels, 

rather than parishes. This reduced our final sample to 65 parishes. We achieved a 75% 

(49/65) participation rate, with 92% (45/49) of participating parishes completing all four 

sections of the survey (Table 1). Only three parishes declined to participate (4.6%), citing 

time and conflicting priorities. While the highest participation rate was among churches in 

the Archdiocese of Boston (participation rate 78%, n = 29), regional differences were not 

statistically significant (χ2 = 6.42, p = .09).

Survey administration processes

The number of contact attempts required to complete a single section of the survey ranged 

from 5 to 34, with an average of 16.6 contact attempts to complete all four survey segments 
with four different individuals (Figure 1). Pastors were relied on to name appropriate 

personnel to complete various survey sections, but they were also difficult to reach, requiring 

an average of 9.3 contact attempts to complete a survey section, compared to 7.8 attempts 

for other members of the pastoral team, although differences were not statistically significant 

(p = .22). In-person parish visits by Survey Assistants resulted in relatively high interview 

rates; nearly a quarter of all interviews were conducted on site, compared with 71% by 

phone and 5% by mail. Respondents who elected to complete all four components of the 

survey at one time (n=10) required an average of 64 minutes (SD = 10.1) to complete the 

process.

Survey respondents by role

Most often, survey respondents were members of the pastoral staff (79%), which included 

pastors, priests, deacons, lay ecclesial ministers, and other clergy (Table 2). Pastoral staff 

were also more likely than other types of respondents to complete multiple sections of the 

survey; they completed an average of 2.0 survey sections, while non-pastoral staff (e.g., 

administrative assistants, business managers) completed an average of 1.2 survey sections (p 
< .001). In several instances, members of the pastoral staff completed all four survey 

sections (32%, n = 14).

Parish characteristics

Participating parishes were heterogeneous. In particular, parish size ranged from small to 

very large (60 to 7741 people). The proportion of Latino members ranged from 1% to 100%, 

with a mean of 46%. The number of weekly masses offered in Spanish also varied from 1 to 

11 (M=2.7). Parish size was strongly positively correlated with the number of full-time staff 

(r = 0.433, p = 0.004) and negatively correlated with the percentage of the congregation that 

was Latino, although that relationship was not statistically significant (r = −0.05, p = 0.77). 

Our ability to compare characteristics of participating and non-participating parishes was 

limited by the lack of comparable, publically available data (see Table 3).
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DISCUSSION

Catholic parishes provide important channels through which to offer cancer prevention and 

control interventions to Latino audiences. CRUZA is among the first studies to examine 

organizational characteristics of Catholic parishes serving Latinos with an aim toward 

understanding their potential to collaborate on cancer control interventions and research. 

Utilizing a multi-pronged approach, consisting of community-engagement, diocesan and 

individual parish recruitment, followed by mailed materials, telephone calls, in-person visits, 

we achieved a 75% participation rate and a 92% survey completion rate among participating 

organizations. Few parishes outwardly refused participation, although not all were reached 

directly.

In all, we completed 97 individual interviews over a six-month period. Although our goal 

had been to interview up to four organizational representatives, an average of 2.1 

respondents were interviewed per parish. These response rates are comparable to those 

attained in prior organizational-level studies of FBOs that utilized telephone and in-person 

data collection. For example, the second wave of the National Congregations Study (NCS-II) 

– which also offered interviews in Spanish – achieved a 78% response rate over a 10 month 

data collection period (Chaves & Anderson, 2008; Chaves, Konieczny, Beyerlein, & 

Barman, 1999). Actual survey modes differed somewhat from those of the NCS; 78% of 

NCS-II interviews were completed by telephone, compared with 71% in this study. The 

NCS surveys were different from this study’s in that: they used a one part survey targeting 

one respondent, whereas we had a 4 part survey with a goal of reaching four respondents; 

NCS contracted a national polling company for data collection, whereas we completed this 

work within the scope of our U54 Cancer Research Partnership.

We found additional similarities in CRUZA survey dispositions with prior surveys of FBOs. 

For example, we attempted to interview non-pastoral staff (e.g., business administrators) for 

specific sections of the survey, but the respondents (79%) were still mostly clergy. Prior 

organizational surveys that targeted pastors obtained only slightly higher percentages of 

respondents who were clergy (Trinitapoli, Ellison, & Boardman, 2009). Not surprisingly, our 

interviews achieved a higher response rate than studies using web-based surveys (Bopp & 

Fallon, 2013). Response rates and survey dispositions across FBO survey studies likely vary 

due to study designs, survey length, and study.

Prior research suggest that among all denominations, Catholic churches tend to be the most 

reluctant to participate in surveys (Chaves & Anderson, 2008). Indeed, achieving high 

participation rates in this study was challenging, but we attribute much of our success to two 

factors. First, we conducted extensive formative research and were guided by our 

experienced CAB. Formal recruitment of parishes was preceded by a year of community 

engagement activities to establish trust and positive working relationships. As a result of 

these efforts, we obtained letters of support from all four diocesan bishops, approval of our 

organizational survey from the Office of Canonical Affairs, and translation of the instrument 

from an Archdiocese-approved translator, which unquestionably increased visibility and 

credibility.
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Second, we attribute our high response rate to our utilization of multiple methods for 

recruitment and modes of survey administration, as well as the flexibility of our survey staff. 

We found that most pastors did not have cell phones and many did not use email. As a result, 

having direct contact with the pastors often required a high level of call attempts, which 

were often fielded gby the Church Secretaries. An additional factor that influenced the need 

for numerous contact attempts is that parish leaders serve a variety of roles in their 

communities, and therefore, have competing priorities for their time (Allen et al., In press). 

With this in mind, we conducted recruitment and survey activities at all times of the day and 

days of the week. The unpredictable nature of pastors’ availability made implementation of a 

variety of survey administration approaches – such as on-site administration and mailing of 

paper surveys – essential to achieving high response rates. Although we did not specifically 

ask pastors about the extent to which the small financial donation to the church ($50) 

motivated their participation, it is our strong sense that the financial incentive was not a 

strong factor in decisions about participation. Rather, we observed that pastors’ expression 

of support for health interventions for their parishioners was a stronger motivator than was 

the incentive.

Before we discuss implications, limitations of this study warrant mention. While our 

recruitment and survey administration activities followed standardized protocols, some 

aspects were tailored to individual parishes, such as the order in which contact methods were 

employed. For example, parishes whose gatekeepers suggested that we reach out to pastors 

in person received in-person visits sooner. While likely key to our high response rate, such 

tailoring could result in bias across modes of survey administration. We also acknowledge 

that some parishes never gave a firm refusal or commitment (n=13). The scope of this study 

was also limited to Catholic parishes in Massachusetts. With the high potential for Latino 

FBOs to play a role in dissemination and implementation of evidence-based interventions, 

there is a need for additional research to explore the existing capacity and resources needed 

to fully harness this community infrastructure in other regions and among other Latino sub-

groups.

The time and resources required to recruit and survey the parishes exceeded our 

expectations, particularly in the context of a three-year grant (this survey represented the 

first phase). As a result of our experience, we believe it is imperative that funding 

organizations understand that a substantial investment in time and resources is necessary to 

effectively build working partnerships with community organizations. Without such 

investments, high participation rates are unlikely. We recognize that issues of resource 

allocation and study duration are challenging, particularly in the current economic 

environment. Nonetheless, we can foresee the increased risk of type II errors made in 

intervention studies in FBOs (and other organizations, for that matter), as a result of these 

limitations. We see the possibility of erroneously concluding that FBOs are not effective 

partners in delivering EBS for cancer control to Latino audiences, simply due to the lack of 

time and resources to build meaningful partnerships.

We also acknowledge that this study was conducted during a transitional time for the 

Catholic Church (Oliver, 2012; The Diocese of Worcester, 2010; The Office of Pastoral 

Planning of the Archdiocese of Boston, 2012). We observed parish consolidations and 
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closures, staff departures, and pastors reassigned or asked to oversee multiple parishes. This 

trend is happening across the country (Rzeznik, 2012; Zech & Miller, 2008). These changes 

have had – and will likely continue to have – implications for partnering with Catholic 

leaders. That we were able to get strong support and participation from parish leaders during 

this transitional time (Oliver, 2012; The Diocese of Worcester, 2010; The Office of Pastoral 

Planning of the Archdiocese of Boston, 2012) highlights the potential for partnering with 

parishes to implement public health initiatives.

Conclusions

We rigorously identified parishes, made consistent efforts to engage community partners, 

and utilized multiple recruitment and data collection strategies. This study provides data on 

the research activities that may be necessary to yield high organizational participation 

among Latino faith communities. Our detailed description of survey administration 

procedures may be useful for future research in faith-based settings.

References

Allen JD, Leyva B, Torres MI, Ospino H, Tom L, Rustan S, Bartholomew A. Religious beliefs and 
cancer screening behaviors among Catholic Latinos: Implications for faith-based interventions. J 
Health Care Poor Underserved. (In press). 

Allen JD, Perez JE, Tom L, Leyva B, Diaz D, Torres MI. A Pilot Test of a Church-Based Intervention 
to Promote Multiple Cancer-Screening Behaviors among Latinas. J Cancer Educ. 2013; doi: 
10.1007/s13187-013-0560-3

Allen JD, Tom L, Rustan S, Leyva B, Torres MI, Ospino H, Negron R. Enhancing organizational 
capacity to provide cancer control programs among Latino churches: Design and baseline findings 
of the CRUZA Study. (Under Review). 

Bopp M, Fallon EA. Health and wellness programming in faith-based organizations: a description of a 
nationwide sample. Health Promot Pract. 2013; 14(1):122–131. DOI: 10.1177/1524839912446478 
[PubMed: 23008281] 

Campbell MK, Hudson MA, Resnicow K, Blakeney N, Paxton A, Baskin M. Church-based health 
promotion interventions: evidence and lessons learned. Annu Rev Public Health. 2007; 28:213–234. 
DOI: 10.1146/annurev.publhealth.28.021406.144016 [PubMed: 17155879] 

Campbell MK, Motsinger BM, Ingram A, Jewell D, Makarushka C, Beatty B, … Demark-Wahnefried 
W. The North Carolina Black Churches United for Better Health Project: Intervention and Process 
Evaluation. Health Education & Behavior. 2000; 27(2):241–253. DOI: 
10.1177/109019810002700210 [PubMed: 10768805] 

Castro FG, Elder J, Coe K, Tafoya-Barraza HM, Moratto S, Campbell N, Talavera G. Mobilizing 
churches for health promotion in Latino communities: Companeros en la Salud. J Natl Cancer Inst 
Monogr. 1995; (18):127–135. [PubMed: 8562213] 

Chaves M, Anderson SL. Continuity and Change in American Congregations: Introducing the Second 
Wave of the National Congregations Study. Sociology of Religion. 2008; 69(4):415–440.

Chaves M, Konieczny ME, Beyerlein K, Barman E. The National Congregations Study: Background, 
methods, and selected results. Journal for the Scientific Study of Religion. 1999; 38(4):458–476. 
DOI: 10.2307/1387606

Christensen CL, Bowen DJ, Hart A, Kuniyuki A, Saleeba AE, Campbell MK. Recruitment of religious 
organisations into a community-based health promotion programme. Health & Social Care in the 
Community. 2005; 13(4):313–322. DOI: 10.1111/j.1365-2524.2005.00559.x [PubMed: 15969702] 

Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. Fostering implementation 
of health services research findings into practice: a consolidated framework for advancing 
implementation science. Implementation Science. 2009; 4 Artn 50. doi: 10.1186/1748-5908-4-50

Allen et al. Page 10

Health Promot Pract. Author manuscript; available in PMC 2017 March 29.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Daniels NA, Juarbe T, Moreno-John G, Perez-Stable EJ. Effectiveness of adult vaccination programs in 
faith-based organizations. Ethn Dis. 2007; 17(1):15–22.

DatStat Inc. 2010. from http://www.datastat.com/

Davis DT, Bustamante A, Brown CP, Wolde-Tsadik G, Savage EW, Cheng X, Howland L. The urban 
church and cancer control: a source of social influence in minority communities. Public Health 
Rep. 1994; 109(4):500–506. [PubMed: 8041849] 

Dornelas EA, Stepnowski RR, Fischer EH, Thompson PD. Urban ethnic minority women’s attendance 
at health clinic vs. church based exercise programs. J Cross Cult Gerontol. 2007; 22(1):129–136. 
DOI: 10.1007/s10823-006-9023-1 [PubMed: 17131182] 

Duan N, Fox S, Derose KP, Carson S, Stockdale S. Identifying churches for community-based 
mammography promotion: lessons from the LAMP study. Health Educ Behav. 2005; 32(4):536–
548. DOI: 10.1177/1090198105276215 [PubMed: 16009749] 

Duan NH, Fox SA, Derose KP, Carson S. Maintaining mammography adherence through telephone 
counseling in a church-based trial. American Journal of Public Health. 2000; 90(9):1468–1471. 
DOI: 10.2105/Ajph.90.9.1468 [PubMed: 10983211] 

Fox SA, Stein JA, Gonzalez RE, Farrenkopf M, Dellinger A. A trial to increase mammography 
utilization among Los Angeles Hispanic women. J Health Care Poor Underserved. 1998; 9(3):
309–321. [PubMed: 10073211] 

Hall CP, Hall JD, Pfriemer JT, Wimberley PD, Jones CH. Effects of a culturally sensitive education 
program on the breast cancer knowledge and beliefs of Hispanic women. Oncol Nurs Forum. 
2007; 34(6):1195–1202. DOI: 10.1188/07.ONF.1195-1202 [PubMed: 18024346] 

Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research electronic data capture 
(REDCap)—a metadata-driven methodology and workflow process for providing translational 
research informatics support. Journal of biomedical informatics. 2009; 42(2):377–381. [PubMed: 
18929686] 

Holschneider CH, Felix JC, Satmary W, Johnson MT, Sandweiss LM, Montz FJ. A single-visit cervical 
carcinoma prevention program offered at an inner city church: A pilot project. Cancer. 1999; 
86(12):2659–2667. [PubMed: 10594861] 

Jandorf L, Ellison J, Shelton R, Thelemaque L, Castillo A, Mendez EI, … Erwin DO. Esperanza y 
Vida: a culturally and linguistically customized breast and cervical education program for diverse 
Latinas at three different United States sites. J Health Commun. 2012; 17(2):160–176. DOI: 
10.1080/10810730.2011.585695

Lopez VA, Castro FG. Participation and program outcomes in a church-based cancer prevention 
program for Hispanic women. J Community Health. 2006; 31(4):343–362. DOI: 10.1007/
s10900-006-9016-6 [PubMed: 16894830] 

Lujan J, Ostwald SK, Ortiz M. Promotora diabetes intervention for Mexican Americans. Diabetes 
Educ. 2007; 33(4):660–670. DOI: 10.1177/0145721707304080 [PubMed: 17684167] 

Minkler, M., Wallerstein, N. Community-Based Participatory Research for Health: From Process to 
Outcomes. Wiley; 2010. 

Oliver RW. Pastoral Teams and Parish Collaboratives: A Case Study of Diocesan Reorganization. The 
Jurist: Studies in Church Law and Ministry. 2012; 72(2):334–376.

Rzeznik T. No Closure: Catholic Practice and Boston’s Parish Shutdowns. Journal of American 
History. 2012; 98(4):1224–1225.

Sauaia A, Min SJ, Lack D, Apodaca C, Osuna D, Stowe A, … Byers T. Church-based breast cancer 
screening education: impact of two approaches on Latinas enrolled in public and private health 
insurance plans. Prev Chronic Dis. 2007; 4(4):A99. [PubMed: 17875274] 

Suro, R., Escobar, G., Livingston, G., Hakimzadeh, S., Lugo, L., Stencel, S., … Chaudhry, S. 
Changing Faiths: Latinos and the Transformation of American Religion. Pew Research Center; 
2007. 

The Diocese of Worcester. Decrees Impact 13 Parishes in Worcester Diocese. 2010. Retrieved January 
1, 2014, from http://www.worcesterdiocese.org/communications/PressReleasesMenu/
DecreesImpact13Parishes/tabid/938/Default.aspx

The Office of Pastoral Planning of the Archdiocese of Boston. Disciples in Mission. 2012. Retrieved 
January 1, 2014, from http://www.disciplesinmission.com/the-plan/

Allen et al. Page 11

Health Promot Pract. Author manuscript; available in PMC 2017 March 29.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.datastat.com/
http://www.worcesterdiocese.org/communications/PressReleasesMenu/DecreesImpact13Parishes/tabid/938/Default.aspx
http://www.worcesterdiocese.org/communications/PressReleasesMenu/DecreesImpact13Parishes/tabid/938/Default.aspx
http://www.disciplesinmission.com/the-plan/


Thomas SB, Quinn SC, Billingsley A, Caldwell C. The characteristics of northern black churches with 
community health outreach programs. Am J Public Health. 1994; 84(4):575–579. [PubMed: 
8154559] 

Trinitapoli J, Ellison CG, Boardman JD. US religious congregations and the sponsorship of health-
related programs. Soc Sci Med. 2009; 68(12):2231–2239. S0277-9536(09)00210-X [pii]. DOI: 
10.1016/j.socscimed.2009.03.036 [PubMed: 19394739] 

Welsh AL, Sauaia A, Jacobellis J, Min SJ, Byers T. The effect of two church-based interventions on 
breast cancer screening rates among Medicaid-insured Latinas. Prev Chronic Dis. 2005; 2(4):A07.

Zech, CE., Miller, RJ. Listening to the People of God: Closing, Rebuilding, and Revitalizing Parishes. 
Paulist Press; 2008. 

Allen et al. Page 12

Health Promot Pract. Author manuscript; available in PMC 2017 March 29.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Figure 1. 
Parish survey recruitment and data collection schema
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Figure 2. 
Contact Attempts per Completed Four-Part Survey

*Includes mail, phone, in-person, and email contact attempts with up to four respondents 
per parish
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Table 2

Survey Completion by Job Category

Job Category

# of Sections Completed

n (%) Mean SD

Pastoral Staff 77 (79) 2.0 1.1

Non-Pastoral Staff 20 (21) 1.2 0.4

*
p<0.01
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