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ABSTRACT

BACKGROUND: Social determinants of health (SDOH)
screenings have identified disproportionate inequities
in Hispanic populations that increase diabetes risk, yet
they rarely lead to interventions. Churches are trusted
community hubs with the potential to address health
needs; however, partnerships with Hispanic churches
remain largely unexplored.

OBJECTIVE: To assess the feasibility of a church-
based, community health worker (CHW)-led program
to identify and address SDOH inequities in a Hispanic
community.

DESIGN: Pilot quasi-experimental feasibility study
PARTICIPANTS: Forty-seven Hispanic adults, predomi-
nantly women (74.5%), with a mean age of 51 years
INTERVENTIONS: Five church congregants obtained
CHW state certification (160-h course) and received
training in teaching skills, diabetes self-management,
and SDOH. With ongoing mentoring, CHWs led a
6-month diabetes prevention and self-management
program with monthly in-person education and weekly
mHealth coaching focused on addressing SDOH inequi-
ties in the healthcare access and quality domain.
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MAIN MEASURES: Feasibility was assessed across
eight pre-established variables (integration, expansion,
demand, implementation, limited efficacy, acceptability,
practicality, and adaptation), including CHWs’ ability to
address SDOH inequities such as insurance coverage,
established medical home, primary care utilization, eye
exams, medication access, and glucose monitoring.
KEY RESULTS: CHWs completed 97.3% of planned
weekly mHealth contacts, identified and addressed
92.8% of participant concerns, and conducted all in-
person education sessions per protocol. Healthcare
access improved significantly: insurance coverage/clinic
eligibility (66.0 to 85.1%; p=0.025), established medical
home (61.7 to 91.5%; p<0.0001), time since last primary
care visit (16.2 to 1.4 months; p=0.017), and annual
eye exams (25.0 to 64.3%; p<0.0001). On a 5-point Lik-
ert scale, participants increased access to medications
(A=0.54; p=0.03), medical care (A=0.67; p=0.012), and
a primary care provider (A =0.79; p=0.009). Among par-
ticipants with diabetes, glucose monitoring increased
from 0.5 to 1.4 times daily (p=0.017).

CONCLUSIONS: Findings support the feasibility of
partnering with Hispanic churches to both identify and
address healthcare access SDOH inequities.
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Study type: Pilot quasi-experimental feasibility study
using a single-arm pre-post design over six months in a
Hispanic church-based setting.

Study aim: Assess the feasibility of a church-based,
CHW-led program to identify and address SDOH
inequities in a Hispanic community.

Study cohort: 47 Hispanic adults (74.5% women, mean
age 51 years), participating in a six-month CHW-led
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led model is a feasible and effective approach
to identify and address healthcare access-
related SDOH inequities in high-risk Hispanic
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3. MAIN RESULTS

Healthcare access improved: insurance/clinic eligibility
increased from 66.0% to 85.1%, having an established
medical home from 61.7% to 91.5%, time since last
primary care visit decreased from 16.2 to 1.4 months,
annual eye exams increased from 25.0% to 64.3%, and
perceived access to medications, medical care, and a
primary care provider improved.

Among participants with diabetes, glucose monitoring
frequency increased from 0.5 to 1.4 times per day
(p=0.017), indicating modest effectiveness of this
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INTRODUCTION

Social determinants of health (SDOH) are the conditions
in which people are born, grow, live, and work, along with
broader environmental factors shaping daily life.!> Healthy
People 2030 outlines five SDOH domains: healthcare access
and quality (HAQ), education access and quality, social/
community context, neighborhood and built environment,
and economic stability.> SDOH inequities drive health dis-
parities, including diabetes, disproportionately affecting
minority populations.'> Hispanic populations in particular
experience higher rates of diabetes and related complica-
tions, reflecting these inequities; accordingly, the CDC rec-
ognizes Hispanic ethnicity as an independent risk factor for
diabetes.>*

Studies have developed SDOH screening tools, particu-
larly following Centers for Medicare & Medicaid Services
and Joint Commission requirements for hospital-based
screening.s’6 However, most focus on non-HAQ domains,
such as food insecurity (91%), part of the economic stability
domain.”® Although diabetes is linked to SDOH inequities,
existing tools often fail to capture the needs of those at risk
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or affected.’ Further, while screening for SDOH needs is
well established,'*!! a critical gap remains between identify-
ing needs and delivering effective interventions.'>!? A sys-
tematic review (1980-2023) identified 30 studies assessing
SDOH; only 18 proposed interventions, and none addressed
HAQ-related SDOH.’ This gap reflects the structural com-
plexity of HAQ-related SDOH beyond traditional clinical
care and barriers, such as limited trust, care navigation chal-
lenges, and lack of culturally tailored support.'*

Community-based collaboration with trusted local part-
ners offers a strategy to address this gap.'> Faith-based insti-
tutions, such as churches, often serve as key access points
for individuals who may be unaware of their health needs
or who need support navigating care.'® Beyond this role,
churches address broader unmet social needs, including
housing or food insecurity. Churches provide a framework
for communities to share responsibility for health promo-
tion while offering potential long-term infrastructure'”-'® and
often maintain substantial volunteer networks that can sup-
port sustained community-based interventions.”

This potential is amplified when churches partner with
community health workers (CHWs), local lay leaders who
bridge communities to healthcare systems.2” CHW programs
are particularly impactful in underserved communities by
leveraging trusted relationships, cultural alignment, and lived
experience to reduce barriers to care and improve engage-
ment.!7?! Prior studies demonstrate that church congregants
can be successfully trained as CHWs in interventions among
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non-Hispanic Black adults. A systematic review of 15 stud-
ies (n=2285) found that~80% incorporated CHWs.??~2*
Another study utilized CHWs in a program targeting hyper-
tension; ongoing training and support ensured CHWs main-
tained intervention fidelity.?’

However, research in Hispanic congregations remains
limited, as most CHW church interventions have been con-
ducted in non-Hispanic Black congregations, highlighting
a gap in evidence and practice.® Church-based health ini-
tiatives may be especially promising for Hispanic commu-
nities, where churches are longstanding hubs of trust and
social connection.?’ Since 2015, our team has used a clinic-
based mentoring model to train CHWs for diabetes man-
agement interventions in Hispanic communities, resulting
in improved and sustained outcomes.”*! To extend reach
to individuals with limited healthcare access or who are
unaware of medical needs, this study adapted our clinic-
based model to a church-based setting, training congregants
to serve as CHWs.

This 6-month pilot study assessed the feasibility of a His-
panic church-based, CHW-delivered diabetes prevention and
self-management intervention focused on addressing HAQ-
related SDOH inequities. Church congregants were certi-
fied as CHWs and mentored to deliver the interventions. We
hypothesized that the program would demonstrate feasibility,
advancing the field by partnering with Hispanic churches to
show an expansion of CHWSs’ role beyond system navigation
to actively address SDOH, supporting scalable church-based
health interventions.

METHODS
Study Design and Setting

This 6-month pilot quasi-experimental feasibility study used
a single-arm pre—post design to evaluate a Hispanic church-
based diabetes and SDOH intervention. Here, “feasibility
study” refers broadly to research that informs future full-
scale trials.*> All participants provided informed consent.
The study was approved by IRB #23-0169 and registered at
ClinicalTrials.gov (#NCT05965869).

Theoretical Framework

Community-based participatory research (CBPR) principles,
including shared decision-making, long-term commitment,
and trust building, informed the intervention to ensure col-
laboration between researchers and community partners.
Principles were applied across all research phases, such as
assessment, design, implementation, analysis, dissemination,
and translation into action.*® Planning meetings identified
church partner goals (e.g., increasing community presence),
and post-intervention feedback highlighted the need for regu-
lar communication (e.g., monthly meetings).

CHWs and Participants

CHWs. Our team asked church leadership to identify 4-6
CHW candidates and assist with outreach and initial screening
(availability, willingness to train, role fit). Consistent with
standard definitions, CHWs were trusted community
members familiar with local needs.2® For this study, CHWs
were Hispanic, Spanish-speaking, and contributed~4 h/
week; in-line with Hispanic church norms, where most roles
are volunteer-based, CHWs were unpaid (gas reimbursed).
Tablets with video and microphone capabilities were
provided for CHW use.

Farticipants. Eligible participants were self-identified
Hispanic adults (>18 years) who spoke Spanish and lived
near the host church. Exclusions included pregnancy (due
to a likely increase healthcare utilization that could bias
outcomes), type 1 diabetes, and no interaction with CHWs
(e.g., no-show/unreachable). Recruitment occurred 1 month
prior to baseline via church events, flyers, and word-of-
mouth, including promotion by church leadership. Bilingual
research staff screened eligibility (phone or in person) and
obtained verbal consent using an IRB-approved script.

Research Team

The team consisted of investigator scientists and six CHW
instructors. CHW instructors provided the required state
CHW certification (160 h)** and training (diabetes, SDOH)
for 35 h, along with weekly mentoring through individual
(phone, text) and group (videoconferencing) sessions. All
training was in Spanish. Instructors attended group educa-
tion sessions for support and fidelity monitoring; to reduce
power dynamics, only one team member attended for half
of the sessions.

Intervention

The intervention used our clinic-based model as a template
for structure, curriculum, and CHW mentoring.zg’m For 6
months, participants engaged in (1) monthly group edu-
cation and (2) weekly CHW—participant mobile health
(mHealth) coaching and support. Figure 1 summarizes the
components. All materials and education were in Spanish.

Group Education. CHW:s led monthly, 1-h in-person Saturday
sessions at the church. Session attendance was optional to avoid
excluding participants with schedule conflicts or those who
did not wish to attend group sessions. The curriculum covered
guideline-based diabetes prevention and self-management and
structured SDOH resource nawigation;z&29 CHWs distributed
glucometers (month 1) and trained participants on their use and
glucose targets. To reinforce learning, CHWs texted two short
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Figure 1 Components of the church-based Community Heath Worker (CHW)-led intervention. Preparation: included providing church
congregants the required state certification course to become CHWs (160 h),>* delivering intervention training (35 h), weekly mentor-
ing through individual (phone, text) and group (videoconferencing) sessions, and observation by the research team of monthly CHW-led
education classes.

(~20-min) educational YouTube videos monthly, created by the
research team and aligned with each topic.

mHealth Contact and Coaching. CHWs contacted
assigned participants weekly via mHealth (text or phone,
per participant preference) to (1) provide coaching on
healthy living (e.g., lifestyle modification, goal setting) and
(2) address HAQ-related SDOH concerns (e.g., supplies,
appointments, insurance) identified on the baseline survey and
during the intervention, including facilitating connections to
community services. Text messaging used secure platforms
and was limited to non-identifiable information to protect
privacy, and CHW-participant interactions were documented
in a secure, online team spreadsheet.

Screening and Addressing SDOH Needs. Existing SDOH
screening tools have limited coverage of the HAQ domain
and are not tailored to diabetes-specific needs. SDOH
inequities increase chronic disease risk; Hispanic populations

experience a disproportionate burden of these inequities and
higher diabetes rates. To address this gap, we developed
a diabetes-focused bilingual (Spanish/English) SDOH
survey using a CBPR approach with community partners
and IRB-approved language services to capture upstream
SDOH relevant to prevention and management in this high-
risk population. Survey items were adapted from Healthy
People 2030 objectives.® Given variability in insurance and
healthcare systems, our research team worked with CHWs
to develop a resource list of clinics and services, including
eligibility criteria (insurance vs. county-funded), to support
individualized referrals.

Adaptations from the Clinic-Based Model

The church-based model was adapted from our clinic-
based program using a CBPR-informed approach, with
input from CHWSs, community stakeholders, and church
partners. Both models included in-person diabetes educa-
tion and weekly CHW-—participant mHealth contact. Key
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Table 1 Areas of Focus and Outcomes for Feasibility Study Evaluating a Diabetes and Social Determinants of Health (SDOH) Interven-
tion in Hispanic Churches

Focus Definition

Question(s) asked

Outcomes

Integration Evaluates system changes needed to
embed the intervention and whether

resulting changes support feasibility.

Expansion Assesses potential success when applying Can a tested program be extended to
an effective intervention to new popula-  reach new populations?
tions or settings.

Demand Evaluates expected or actual use of the How likely is the program to be used?

intervention within a target population
or setting.

Implementation Examines how well and in what ways
the intervention can be carried out as
intended.

Limited efficacy Tests the intervention on a small scale
using limited samples, outcomes, or
follow-up.

Examines how target participants and
implementers perceive and respond to
the intervention.

Acceptability

Practicality Assesses whether the intervention can be  Can the program be carried out with
delivered under real-world constraints
(e.g., time, resources).

Adaptation Focuses on modifying the intervention

to fit new contexts, populations, or
formats.

Can the program be successfully deliv-
ered in a real-world setting?

available resources and participants
without outside help?

Can the program be incorporated into an e Ability to recruit, certify, and train
existing system?

church congregants as CHWs

o Proportion of anticipated vs. actual
participants recruited

e Anticipated* vs. actual CHW—par-
ticipant mHealth contact, including
communication mode (text, call, both,
unknown, no contact)

o In-person session attendance

e Identification of healthcare access bar-
riers (baseline survey, 18-items Likert
scale)’

Is the program likely to succeed with the e CHWS’ ability to address healthcare
intended population under controlled
conditions?

How suitable, appealing, or satisfac-
tory is the program to deliverers and
recipients?

access barriers (exit survey, 18-items
Likert scale)’

o Satisfaction surveys for participants
(exit survey, 9 items: Likert scale,
open-ended) and CHWs (DSHS CHW
Satisfaction and Evaluation Survey, 15
items: Likert scale, open-c-:ndc-:d)zg’34

e CHWs identify new healthcare access
concerns during the intervention®

o CHWs lead in-person sessions without
the research team’s presence

How well does a program or process per- e Program previously implemented in
form in a new format or with a different
population?

clinics for 10 years, now delivered in
churches; compared satisfaction and
abilities to recruit both CHWs and
participants>$2

*Anticipated contact frequency was once per week. Actual contact was coded as yes/no based on whether the CHW reached the participant; multi-

ple contacts within the same week were counted as one

CHW, community health worker; DSHS, Department of State Health Services; mHealth, mobile health; SDOH, social determinants of health

adaptations included a prevention emphasis in the church
model—broadening reach to individuals without access to
care and those at risk for diabetes and focused on SDOH.
In contrast, the clinic-based model was treatment-focused,
including individuals with established diabetes receiving
clinical care, emphasizing glycemic control, and requiring
clinician involvement in intervention delivery.?s~°

Measures

Table 1 defines study measures across eight pre-established vari-
ables: integration, expansion, demand, implementation, limited
efficacy, acceptability, practicality, and adaptation.*> We com-
pared (pre/post) changes in self-reported SDOH survey items
(e.g., insurance, retinal exam, glucose supplies) from baseline
to 6 months. Open-ended responses were analyzed using a
structured thematic approach; two independent authors (EV,
LP) coded responses and identified themes, with discrepancies
resolved by consensus or a third author (CJ).

Data were recorded in an online team spreadsheet,
allowing CHWs to review progress addressing partici-
pants’ diabetes-related and SDOH needs and track their

ability to identify new concerns. For this pilot study, we
aimed to enroll 8—10 participants per CHW, consistent
with prior studies,?®! for a total target of ~45 partici-
pants. Analyses were unadjusted associations, reflecting
the pilot nature of the study. Likert scale responses were
treated as continuous variables and analyzed using inde-
pendent-sample ¢ tests, while binomial outcomes (e.g.,
insurance status) were analyzed with two-sample tests of
proportions. Statistical significance was set at p < 0.05.

RESULTS
Integration

Church leadership identified five congregants to serve
as CHWs. All met eligibility criteria and completed the
required training. Our team certified, trained, and mentored
the CHW: to lead the intervention. All CHWs were female
(mean age of 52 years+7.9) and fluent in Spanish, with Eng-
lish proficiency ranging from basic (n=3) to intermediate
(n=1) to fluent (n=1). CHWs originated from Colombia
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Table 2 Participant (n =47) Baseline Demographic and Clinical

Information
Variable n (%)
Sex (n)—female 38 (74.5)
Ethnicity (n)
Hispanic 47 (100.0)
Country of origin (n)
Argentina 2(4.3)
Bolivia 3(6.4)
Colombia 5(10.7)
Cuba 1(2.1)
Dominican Republic 1(2.1)
El Salvador 4 (8.5)
Honduras 12.1)
Mexico 2(4.3)
Puerto Rico 1.1
Peru 1.1
Venezuela 23 (48.9)
Unknown 3(64)
Employment (n)
Domestic 18 (38.3)
Manual labor or food service 6 (12.8)
Medical 1.1
Business 10 (21.3)
Unemployed 4(8.5)
Other/unknown 8 (17.0)
Highest education attainment (1)
Some primary 1(2.1)
Completed primary 2 (4.3)
Some high school 3(6.4)
Completed high school 16 (34.0)
Some college 4 (8.5)
Completed college 21 (44.7)
Contact day preferences (n)
Weekday 37 (78.7)
Weekend 4 (8.5)
Church attendance ()
At host church 28 (59.6)
At another church 4 (8.5)
None 12 (25.2)
Diabetes therapy (n =9)
Oral only treatment 8 (88.9)
Injection only 0(0.0)
Injection and oral 1(11.1)
Medical history (1)
Obesity/overweight 37 (78.7)
Fasting blood sugar > 100 8 (17.0)
Gestational diabetes 2(4.3)
Family history of diabetes 30 (63.8)
Physical activity <3 times weekly 22 (46.8)

(n=2), Argentina (n=1), Mexico (n=1), and Venezuela
(n=1). Two CHWs had a diabetes, while three did not.

Expansion

A total of 109 individuals were approached for enrollment.
Of these, 3% (n=4) were not reached and 50% (n=>54)
declined participation. The most common reasons for declin-
ing were lack of interest (20%, n=11), work or scheduling
conflicts (15%, n=28), and unknown reasons (65%, n=35).
Of the 51 enrolled participants, four were excluded due to
no CHW contact, resulting in 47 participants and achieving
the recruitment target (n =40-50). The mean participant age
was 51 years.

Table 2 shows participant demographics and baseline
characteristics. Most participants were women and nearly
half were Venezuelan, with the remainder from other Latin
American countries. Among participants, 19.1% reported a
diabetes diagnosis, primarily treated with oral medications.
All others were considered at risk based on CDC criteria for
Hispanic ethnicity.* Most self-reported overweight or obe-
sity, and many reported a family history of diabetes. Nearly
half engaged in physical activity <3 times/week. More
than one-third worked in domestic jobs and more than half
had completed some or all college. Most attended the host
church; the majority preferred weekday contact with CHWs.

Demand

A total of 1021 participant—-CHW mHealth contacts related
to diabetes care were planned, of which 993 were completed,
yielding a 97.3% completion rate. Among these contacts,
50.4% (n=500) were text messages, 23.0% (n=228) were a
combination of calls and texts, 20.4% (n=203) were phone
calls, and 6.2% (n=62) were of unknown type. Class attend-
ance exceeded the 10-20% target, ranging from 13 to 59%
across six sessions. The highest turnout occurred in the
final session, and the lowest in the second-to-last session.
On average, three participant supporters (family members
or friends) attended each session.

Implementation

A total of 111 healthcare access concerns were identified in
the baseline survey (Table 3). The most common concern
was ophthalmology appointments (28.8%, n=32), followed
by other appointments (16.2%, n=18), diabetes supplies
(14.4%, n=16), insurance and/or clinic eligibility (13.5%,
n=15), clinic-related issues (13.5%, n=15), glucose abnor-
malities (9.0%, n=10), medications (1.8%, n=2), and other
concerns (2.7%, n=13).

Limited Efficacy

Of the 111 healthcare access concerns identified at base-
line, CHWs addressed 92.8% (n=103) (Table 3). Health
insurance and clinic eligibility coverage increased from
66.0 to 85.1% (p=0.025) following CHW assistance with
county health system registration or connections to insur-
ance providers. The proportion reporting a medical home
increased from 61.7 to 91.5% (p <0.0001). Receipt of an
eye exam within the past year improved from 25.0 to 64.3%
(»<0.0001) after participants received information on loca-
tions offering diabetes eye exams.

The average time from last primary care visit decreased
from 16.2 to 1.4 months (p=0.017); the proportion of par-
ticipants without a primary care visit in the past 12 months
decreased from 28% at baseline to 5% (p=0.02). On
a 5-point Likert scale, participants increased access to
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Table 3 Participant (n =47) Entry vs. Exit Survey Data Addressing the Healthcare and Quality (HAQ) Domain of the Social Determinants

of Health (SDOH)
Variable Entry Exit p-value
n (%) n (%)
Health insurance/clinic eligibility 31 (66.0) 42 (85.1) 0.025
Medical home 29 (61.7) 43 (91.5) <0.0001
Daily medications prescribed 43 (91.5) 39 (83.0) 0.800
Daily medications taken 40 (85.1) 35(74.5) 0.731
Eye exam in the last 12 months 14 (25.0) 36 (64.3) <0.0001
Diabetes diagnosis 9(19.2) 12 (25.5) 0.462
Check glucose (if with diabetes diagnosis) 4 (8.5) 16 (34.0) <0.0001
Need diabetes supplies e.g., glucometer, lancets 11 (23.4) 9(19.2) 0.580
Variable Entry Exit p-value
mean (SD) mean (SD)

Weekly glucose checks (participants with diabetes only) 3.6 (5.2) 2.5(1.9) 0.403
Daily glucose checks (participants with diabetes only) 0.5(0.7) 1.4 (1.0) 0.017
Time since last primary care appointment (months) 16.2 (37.6) 1.4 (4.3) 0.017
Likert scale from 1 to 5 (mean, SD), where 1 =strongly disagree to 5 =strongly agree

I have good health 3.91(1.2) 3.96 (1.2) 0.860

I can obtain needed medications 4.09 (1.4) 4.63 (0.8) 0.028

I have access to medical care 3.96 (1.6) 4.63 (0.9) 0.012

I have a primary care provider 3.78 (1.7) 4.57 (1.0) 0.009

I speak about health with my family and friends 3.54 (1.5) 4.04 (1.3) 0.100

Spirituality affects how I take care of my health 4.26 (1.0) 4.52 (0.9) 0.200

My spiritual or religious community supports me 4.07 (1.2) 4.07 (1.4) 1.000

medications (A =0.54; p=0.03), medical care (A=0.67;
p=0.012), and a primary care provider (A =0.79; p=0.009).
No other significant pre—post differences were observed
across the remaining survey items. Among participants with
diabetes, glucose monitoring frequency increased signifi-
cantly (p <0.0001), from 0.5 to 1.4 times per day (p=0.017).

Acceptability

Participant satisfaction was uniformly high (Table 4). Par-
ticipants increased awareness of diabetes (4.9/5.0+0.42),
healthy eating (4.9/5.0+0.34), and self-management con-
fidence (4.7/5.0 £0.49). CHW calls and texts enhanced
participant medical care (4.8/5.0 +£0.47), and the program
improved quality of life (4.6/5.0 +0.64); participants were
highly likely to recommend the program (5.0/5.0+0.21).
Open-ended responses underscored the value of personal-
ized CHW support, communication, health awareness, and
emotional and spiritual encouragement. Participants pro-
vided suggestions for additional activities and continued
long-term programs.

CHW satisfaction was high across all measures (mean of
5.4/6.0+0.08), ranging from 5.2/6.0 (x0.84) for telehealth
use to 5.6/6.0 (0.55) for overall rating and teaching effec-
tiveness. Open-ended responses noted improved knowledge
and confidence among CHWSs in supporting participants,
families, and communities. CHWs emphasized benefits of
education on nutrition, physical activity, and mental and
holistic health, and described strategies for applying these
skills in both professional and personal contexts. Suggested
improvements included time management, specific topics

(e.g., lifestyle modification), computer skills, and clearer role
delineation.

Practicality and Adaptation

In addition to the original 111 concerns, CHWs identified
36 new issues during the intervention that were not on the
survey; all were addressed. The 36 new concerns included
access-to-care barriers (21%), glucose control or diabetes
supplies problems (15%), and other disease-related prob-
lems (65%), most of which were related to overweight or
obesity. CHWs independently led 50% of in-person ses-
sions (n=23/6). Compared with prior clinic-based models,
this church-based intervention demonstrated comparable
satisfaction and recruitment effectiveness for both CHWs
and participants.?-30

DISCUSSION

This study demonstrated the feasibility of partnering with
Hispanic churches to address SDOH inequities by certifying
congregants as CHWs to lead a 6-month diabetes program
for Hispanics—a population at high risk for diabetes and its
complications. The program improved healthcare access,
including insurance coverage and clinic eligibility, eye exam
completion, time since last primary care visit, and ability to
obtain medications. This study advances the field by partner-
ing with Hispanic churches to implement a community-based
healthcare intervention, training congregants as CHWs, and
expanding CHWs’ role from passive educators to active con-
tributors in care delivery to address SDOH inequities.
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Table 4 Results of Participant Satisfaction Exit Surveys

Likert scale from 1 to 5 (mean, SD), where 1 =strongly disagree to 5 =strongly agree

I am more aware of diabetes

I am more aware of how to eat healthy foods

I can put into practice what I learned

CHWEs’ calls and texts improved my medical care

I would recommend this program to a friend or family member
My quality of life (comfort, happiness) improved

Open-ended feedback grouped into key categories

Category

1. Personalized support and communication

2. Learning and education

3. Emotional, spiritual and community support

4. Suggestions for improvement

5. Overall satisfaction

Highlighted participant example

Description

Participants deeply appreciated the
personalized attention, care, and
follow-up from community health
workers (CHWs). They felt listened
to, supported, and motivated
through calls and messages.

Participants learned practical infor-
mation and viewed videos about
diabetes, nutrition, and self-care.
Many improved their habits, started
exercising, or became more aware
of their health and insurance
options.

Participants valued the emotional
encouragement, prayers, and sense
of community. They appreciated
having a safe space to share and
support one another.

Participants suggested improvements
such as offering classes on different
days/times, extending the program,
adding exercise or cooking classes,
and including more health topics or
group activities.

Many participants expressed high
satisfaction with the program,
describing it as life-changing, help-
ful, and motivating. Several asked
for it to continue.

Likert scale from 1 to 5 (mean, SD),
where 1=strongly disagree to
5 =strongly agree

4.85(0.42)

4.87 (0.34)

4.74 (0.49)

4.78 (0.47)

4.96 (0.21)

4.63 (0.64)

Comment examples

“The personalized attention from my
CHW.”

“The CHW was consistent and encour-
aging.”

“The calls were motivating and
informative.”

“I didn’t know anything about
diabetes” and “I learned to use the
glucometer.”

“I am more aware of seeking medical
help.”

“I liked the videos and the follow-up.”

“The materials were very informative”
and “practical.”

“The teachings and prayers were very
meaningful.”

“The meetings and follow-up helped
me feel supported.”

“(CHWs) helped us become aware and
gave emotional support.”

“Offer classes at times other than
Saturdays.”

“Add exercise and recipe classes.”

“Make the program longer.”

“Everything was excellent.”
“Please continue the program.”
“Keep running it—it saved my life.”

A participant enrolled to support her spouse in the program. Through the
intervention, CHWs helped reactivate her insurance, and she scheduled
an annual exam. During the exam and follow-up testing, she was found
to have breast cancer. Connection to insurance was key to detection and

treatment.

Partnering with Hispanic churches leverages trusted, cul-
turally grounded settings that reach individuals who may
not otherwise engage with healthcare systems. Churches
provide built-in social support and can involve congregants
as CHWs, creating a sustainable, community-driven model.
Church-based interventions have largely occurred in non-
Hispanic Black congregations, have not targeted SDOH
domains, and have often focused on clinical outcomes (e.g.,
blood pressure, HbA1lc) with mixed or null findings; some
non-Hispanic Black churches included CHWs, but not in
Hispanic congregations.?>*3% A systematic review of 21
health initiatives in Hispanic churches revealed that few
reported measurable outcomes, and only five demonstrated
significant improvements.'® Impact on clinical outcomes in
church settings may be challenging given limited connection

to clinical infrastructure and the need for medication man-
agement, titration, and individualized clinical decision-
making. In contrast, this study leverages the core strengths
of churches—their reach, trust, and sustained engagement
within the community—to focus on facilitating linkage to
care and access to resources rather than aiming for clinical
outcomes.

Training congregants as CHWs was a strategic and sus-
tainable approach. Hispanic churches have a robust volun-
teer base, minimizing long-term program costs and reflecting
existing initiatives. Many churches express interest in sup-
porting whole-person health—mind, body, and spirit—but
often lack the structure or expertise to operationalize initia-
tives.*® Providing CHW certification, training, and mentor-
ing offers a formal framework that supports these goals and
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integrates CHWs into healthcare.?! This model is inherently
scalable: a small initial cohort can be trained (~4 h/week)
and equipped to train and mentor additional volunteers, ena-
bling program expansion in churches with minimal exter-
nal resources. In this program, although five CHWs were
trained, only three were needed to operate the intervention,
with remaining members creating capacity for ongoing peer
training and continuity. This capacity-building is particularly
important given the rising prevalence of chronic disease and
associated healthcare costs among Hispanic populations.
Future work should test CHW-led interventions in clinical
trials to evaluate effectiveness and feasibility in real-world
settings. The presence of family members and friends at
sessions suggests potential diffusion of intervention content
beyond enrolled participants. Scalable dissemination will
require integration into church volunteer workflows, tailoring
for diverse populations, and addressing barriers to engage-
ment. Partnerships with community organizations and digital
health tools may further enhance reach and sustainability.

Strengths and Limitations

This study’s strengths include a novel approach addressing
SDOH inequities—specifically healthcare access barriers—
through partnerships with Hispanic churches and training
congregants as CHWs. While including both participants
with and at risk for diabetes could have limited tailoring to
group-specific needs, we observed facilitated shared learn-
ing and broadened reach. CBPR-informed interventions are
increasingly recognized as essential for sustainability,* but
operationalizing them in real-world settings remains challeng-
ing; this study provides a practical model to bridge that gap.

Limitations include self-reported data and lack of a con-
trol arm. The study was conducted in a single geographic
region with a small sample size, nearly half of whom were
Venezuelan. The use of a study-specific, non-validated tool
may limit comparability and introduce measurement bias,
although it was necessary due to a lack of validated meas-
ures of HAQ domain in this population. Additionally, not all
CHW-addressed concerns or downstream outcomes (e.g.,
clinic access, treatment) were captured, potentially underes-
timating their full impact. Larger studies are needed to con-
firm these findings and further evaluate the model’s impact
and scalability.

CONCLUSION

This study demonstrates the feasibility of shifting a CHW-
led intervention from clinic-based to church-based settings.
Findings support an underexplored collaboration with His-
panic churches and suggest that this model may effectively
reach high-risk individuals who lack healthcare access or
are disengaged from the system. This novel approach to
identifying and addressing SDOH inequities demonstrates

the potential of community-driven models to meaningfully
improve healthcare access.
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