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Abstract
Background: Faith-based organizations (FBOs) have been successful in delivering health promotion programs for
African Americans, though few studies have been conducted among Latinos. Even fewer have focused on
organizational change, which is required to sustain community-based initiatives. We hypothesized that FBOs serving
Latinos would be more likely to offer evidence-based strategies (EBS) for cancer control after receiving a capacity
enhancement intervention to implement health programs, and designed the CRUZA trial to test this hypothesis. This
paper describes the CRUZA design and baseline findings.
Methods: We identified Catholic parishes in Massachusetts that provided Spanish-language mass (n = 65). A baseline
survey assessed organizational characteristics relevant to adoption of health programs, including readiness for adoption,
“fit” between innovation and organizational mission, implementation climate, and organizational culture. In the next
study phase, parishes that completed the baseline assessment will be recruited to a randomized cluster trial, with the
parish as the unit of analysis. Both groups will receive a Program Manual and Toolkit. Capacity Enhancement parishes
will also be offered technical support, assistance forming health committees and building inter-institutional partnerships,
and skills-based training.
Results: Of the 49 parishes surveyed at baseline (75%), one-third (33%) reported having provided at least one health
program in the prior year. However, only two program offerings were cancer-specific. Nearly one-fifth (18%) had an
active health ministry. There was a high level of organizational readiness to adopt cancer control programs, high
congruence between parish missions and CRUZA objectives, moderately conducive implementation climates, and
organizational cultures supportive of CRUZA programming. Having an existing health ministry was significantly
associated with having offered health programs within the past year. Relationships between health program offerings
and other organizational characteristics were not statistically significant.
Conclusions: Findings suggest that many parishes do not offer cancer control programs, yet many may be ready to
do so. However, the perceptions about existing organizational practices and policies may not be conducive to program
initiation. A capacity enhancement intervention may hold promise as a means of increasing health programming. The
efficacy of such an intervention will be tested in phase two of this study.
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Background
Evidence-based strategies (EBS) to increase utilization of
cancer screening tests have proliferated rapidly over the
past 20 years [1]. However, the utility of these strategies
is hindered by limited information about how best to deliver and sustain them within existing community infrastructures, where they could exert maximum benefit.
Historically, there has been greater emphasis on developing and testing new interventions under “ideal”
(controlled) conditions, with little focus on if or how interventions could be transferred or scaled for “real
world” settings. As a result, little is known about how to
encourage and support community organizations in
adopting and implementing EBS. It is imperative to conduct research to understand the processes by which
community organizations decide to adopt and implement EBS, rather than continuing to create complex interventions that are not sustainable outside the context
of research trials. If the science of dissemination and
implementation continues to lag behind that of intervention development, the ultimate aims of reducing cancer
morbidity and mortality cannot be fully realized.
Collaborations with faith-based organizations (FBOs)
has been suggested as an effective means for reaching
out to underserved populations that experience health
disparities, such as Latinos [2]. Several factors make
FBOs natural partners for the delivery of cancer control
programs. First, national data show that many FBOs
view health as integral to their mission and are interested in providing health programs for their members,
yet only a small percentage actually do [3,4]. Second,
FBOs often have infrastructures (e.g., health ministries),
facilities (e.g., meeting halls), and social/human resources (e.g., support networks) that may be useful for
delivering and sustaining health programs over time.
Moreover, FBOs often place a high value on volunteerism— which can bolster personnel resources needed for
program delivery [5,6] and potential sustainability of
programs once grant funding is completed [2].
Despite the potential for establishing cancer control
interventions through FBOs, minimal organizationallevel research has been conducted on how best to harness this resource. A number of randomized trials of
health interventions in African American churches have
successfully targeted changes in individual health behaviors [7], such as diet and physical activity [3,4,8-17], as
well as cancer screening [18-23]. However, few have targeted organizational-level change [24,25]. Moreover,
only a handful of intervention trials have been conducted in Latino FBOs; of these, all have targeted
individual-, not organizational-level change [26-33].
In response to the paucity of research on organizational
interventions in Latino FBOs, we designed CRUZA, a
three-year study of Catholic churches in Massachusetts.
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We targeted Catholic churches (hereafter referred to as
“parishes”) since a little over half of all Latinos in the U.S.
self-identify as Catholic [5,34,35]. The name “CRUZA” was
selected because of its religious connotations (“la cruz” in
Spanish means “cross” in English) but also to reflect the
collaboration among FBOs, academic universities, and
community organizations. CRUZA’s aims are to understand the organizational infrastructure, skills, and resources required by parishes to adopt and implement EBS
for cancer control. The trial will compare the efficacy of a
Capacity Enhancement intervention versus Standard Dissemination approach in promoting EBS adoption and
implementation. In this paper, we describe the study rationale, design, methods and baseline findings, including a
description of organizational characteristics of FBOs, as
well as their past offering of health programs.

Method
Overview of design

In the first phase of CRUZA, we identified Catholic parishes in Massachusetts offering religious services in
Spanish and surveyed parish leaders to: (1) document
the prevalence of health programming and EBS for cancer
control; and (2) understand organizational characteristics
associated with implementation of health programs. This
manuscript focuses on findings from phase one. Phase
two is a randomized cluster trial comparing a 3-month
Capacity Enhancement (CE) Intervention with a Standard Dissemination (SD) comparison condition at the
organizational level, with the parish as the unit of
randomization and analysis. See Figure 1 for the parent
study schema. The Institutional Review Board at the
Harvard School of Public Health approved all study
protocols (protocol number: 19674).
Conceptual framework

CRUZA’s conceptual framework integrates theories of
organizational change [36], diffusion of innovations [37],

Figure 1 Study schema, sampling and recruitment results,
CRUZA Study.
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and the Consolidated Framework for Implementation
Research (CFIR) [3]. The CFIR is a meta-theoretical implementation framework that integrates constructs from
relevant theories and addresses multiple domains, including the: (1) characteristics of the intervention; (2)
inner organizational setting; (3) outer setting; (4) characteristics of those implementing the intervention; and (5)
processes put in place for implementation [38]. Taken
together, these theories and frameworks suggest that interventions are more likely to be adopted and implemented if
they are simple, adaptable, low-cost, easy to use, and demonstrate a relative advantage over current practices [37].
Moreover, they suggest that an organization that is stable,
and has clear lines of decision-making and communication, capacity for and receptivity to change is more likely
to adopt/implement an innovation than those lacking
these characteristics. The outer setting – including connectedness with other organizations – may also influence
implementation. Characteristics of individuals or groups
charged with implementation of change (e.g., skills, selfefficacy, commitment) may also play a role. Processes for
implementation refer to activities essential to complete
intervention activities, including: planning, engaging, executing, reflecting and evaluating [38].
While the CFIR provides a model for examining factors that may influence the adoption and implementation
process, the Reach Effectiveness Adoption Implementation Maintenance (RE-AIM) model [39] augments this by
providing a framework for evaluating intervention uptake
at the organizational level [40,41]. Relevant aspects of this
framework include: (1) adoption – the absolute number,
proportion, and representativeness of organizational units
willing to initiate a program; (2) implementation – the
delivery of the intervention as planned; and (3) maintenance – whether an intervention sustains over time and
integrates into organizational practices [39]. Adoption,
implementation, and maintenance are outcomes for the
larger CRUZA trial.
Community engagement

We employed a community-based participatory (CBPR)
approach, in recognition of the need for community expertise and engagement in all phases of the study [42].
In the first year of the study, we established a statewide
Community Advisory Board (CAB) comprised of Catholic faith leaders and representatives from health and social service organizations serving Latinos. CAB members
met regularly to advise about recruitment strategies and
materials, data collection methods, and religious tailoring of messages. Our community activities also included
extensive formative research. Between April 2011–
February 2012, we conducted 18 key informant interviews among Latino faith and community leaders, as
well as 8 focus groups totaling 67 Spanish-speaking
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parishioners [43]. These formative research activities illuminated contextually appropriate strategies for engaging faith communities and adapting EBS for delivery
in parishes. These findings are described in detail elsewhere [43].
Organizational recruitment

Study sites were located in Massachusetts, which has
577 Catholic parishes under the purview of four dioceses
[44]. Given the hierarchical structure of the Catholic
Church, we conducted diocesan (administrative units of
parishes) recruitment prior to individual parish recruitment. During this period, investigators gave formal presentations at a state-wide gathering of more than 30
Catholic leaders. Investigators subsequently met individually with the bishops and/or Hispanic Ministry directors within each of the four dioceses in
Massachusetts to obtain their approval and support.
Once permission for conducting the study in parishes
was granted at the diocesan level, we utilized a twostage sampling scheme to identify eligible parishes, and
within them, eligible representatives to respond to the
organizational surveys. This process is described in detail elsewhere [45]. First, using lists reviewed by the
four dioceses, we identified 70 parishes that potentially
met our eligibility criteria. They were: (1) Roman Catholic; (2) located in Massachusetts; (3) offered mass in
Spanish; and (4) not undergoing closure/merger at the
time of recruitment.
We mailed recruitment packets that included a project
brochure, which described the study‘s goals and procedures and provided informed consent information. The
packet also contained a letter of support from the
bishop. We enclosed a request for contact information
so that pastors could indicate if they were willing to
participate, and if so, the names of appropriate parish
representative(s) to complete relevant sections of the
organizational survey.
Bilingual survey assistants subsequently made telephone
calls and in-person visits to parishes, following study
recruitment protocols and using standardized scripts.
During these interactions, survey assistants described
the study verbally and provided written recruitment
materials. If the pastor consented to proceed with study
activities, we asked for the names of organizational representatives who could accurately describe parish activities
and organizational characteristics for the organizational
surveys.
Data collection

We contacted the organizational representatives named by
the pastor by phone or in person using a standardized
script. Detailed tracking logs ensured that contact attempts
occurred at various times of the day and week. During
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calls/visits, we presented study information, ascertained
level of interest, and offered to conduct the interview immediately or schedule at another time convenient for the
participant. Prior to interview administration, survey assistants obtained verbal informed consent in the respondent‘s
preferred language (English/Spanish).
The organizational survey consisted of four sections
based on the content and intended respondent: Part A –
leadership (pastor), Part B – bookkeeping (business
manager), Part C – Hispanic ministry (deacon/director
of Hispanic ministry), and Part D – health/social services (parish nurse or director of social outreach). In
cases where one individual completed all survey sections, the total interview time was approximately 60
minutes. When completed by different individuals, each
segment took approximately 20 minutes. We donated a
$50 gift card to the parish upon completion of any survey sections. A detailed description of the survey recruitment methods is available elsewhere [45].
For non-participating parishes, we collected information on finances, weekly attendance (when available),
founding year of parish, presence of a health ministry/
programs, and number of Spanish services from publicly available sources including parish newsletters,
websites, and information documented in Diocesan
reports.

Measures
Instrument development

We reviewed the literature for validated instruments
that assessed organizational characteristics associated
with adoption and implementation of innovations
among community organizations. We also identified
existing national surveys conducted in FBOs and catalogued measures on health-related activities and characteristics of churches [46,47]. Available instruments were
reviewed by the investigator team, the CAB, and our Scientific Advisory Committee – experts in the fields of
organizational behavior, cancer control and faith-based
interventions. Following an iterative review process, we
conducted cognitive testing of the resulting survey with
experienced pastoral leaders outside our sample (N = 5)
to assess item comprehension and cultural/religious appropriateness of items. Afterward, items were refined
and subsequently re-tested with two parish leaders (also
not included in our sample). The entire instrument was
reviewed by the CAB and the Scientific Advisory Committee, with particular attention to the relevance and
“face validity” of the Organizational Characteristics measures. Final data collection instruments were vetted by
officials from the Archdiocese of Boston and translated
into Spanish by a certified translator working for the
Archdiocese.
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Organizational characteristics

We assessed organizational characteristics that emanated
from our conceptual model, including: (1) organizational
readiness – 12 items measuring the organizational members’ shared resolve to implement a change (change
commitment) and collective capability to do so (shared
efficacy), adapted from Weiner et al. [48,49]; (2)
innovation-values fit – 5 items based on the work of
Belkhodja et al. measuring the extent to which health programs fit with the overall organizational mission and
values [50]; (3) implementation climate – 7 items adapted
from Weiner et al. measuring the extent to which the organization‘s policies and practices encourage, support, and
reward implementation of programs [51]; and (4)
organizational culture – 7 items adapted from the work of
Helfrich et al. measuring the extent to which the
organization has an atmosphere of trust, support, flexibility, participative decision-making, and innovation, and
that proper values are in place to optimize implementation [52]. Each item was read to respondents in the form
of a statement and respondents were asked about the
extent to which they agreed with the statement on a
five-point Likert scale (1 = low agreement, 5 = high
agreement).
For each construct, items were summed and divided
by the total number of items in the scale, with 1 representing the lowest level of a given factor and 5 representing the highest. For each of the Organizational
Characteristics, responses (ranging from 1–5) were
summed and subsequently divided by the total number
of items in the scale. Therefore, the theoretical range for
each of the Organizational Characteristics was 1–5.
We also measured parish resources (e.g., size, monetary collections, volunteerism), leader characteristics (e.g.,
educational level, number of pastoral staff ); existing
health-related structures or committees (e.g., health
ministry), and existing/prior inter-organizational ties and
collaborations with hospitals or health centers. Questions were worded so that it was clear that we were
asking about the parish organization (i.e., organizationallevel data), as opposed to individual opinions about
these topics.
Intervention development

EBS for cancer control adapted and packaged for use
among CRUZA parishes were largely based on recommendations by the Community Preventive Services Task
Force for breast, cervical, and/or colorectal cancer [53].
These included: (1) group education (although evidence
insufficient for colorectal cancer); (2) one-to-one outreach;
(3) small media; (4) client reminders; and (5) reduction of
structural barriers (see Table 1). We conducted a systematic search for all research-tested intervention protocols
for these EBS by scouring the online archives of Research
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Table 1 Content of CRUZA Toolkit
Evidence-based strategies*

Contents of toolkit

Small media

•Bookmarks

Videos and printed materials such as letters, brochures, and newsletters

•Parish bulletin inserts
•Brochures/tip sheets
•Posters
•Videos
•Magnets
Group education**

Presentations, lectures and other interactive formats conducted by
health professionals or trained laypeople

•Listing of available guest speakers
•Videos
•Cancer knowledge bingo game

Written or telephone messages advising people that they are due for
screening

•Birthday bulletin inserts

One-on-one education

Delivery of information by health professionals, lay health advisors, or
volunteers by telephone or in person in medical or community settings

•Scripts and FAQs for conversations after Mass

Reducing structural barriers

Facilitating access by addressing non-economic burdens that make it
difficult for people to access cancer screening (e.g., distance, time,
language)

•Strategies for building partnerships with local
health center, service organizations, interpreters

Reminders

•Birthday cards
•Reminders from pastor delivered from the pulpit

•Strategies for recruiting volunteers to assist
with transportation & childcare
•Planning guide for conducting community
health fair
•Contact information for cancer screening vans
•Liaisons who enroll individuals in health
insurance

*Adapted from: Guide to Community Preventive Services. Cancer prevention and control: client-oriented interventions to increase breast, cervical, and colorectal
cancer screening. www.thecommunityguide.org/cancer/screening/client-oriented/index.html.
**Although the Guide to Community Preventive Services acknowledges that there is insufficient evidence to support the efficacy of group education for colorectal
cancer screening, we have included these activities as they been found efficacious among Latino populations.

Tested Intervention Programs (RTIPS) [54] and Cancer
Control P.L.A.N.E.T. (Plan, Link, Act, Network with
Evidence-based Tools) [55], and by contacting prominent
intervention researchers in the field [56,57]. Through this
process, we identified 28 community interventions for
cancer control, which we then evaluated for cultural and
linguistic appropriateness for Latinos and for delivery in a
faith-based setting.
We found that none of the standalone interventions
met our criteria of: (1) having been developed specifically for use among Spanish-speaking Latinos; and (2)
having been tested in faith-based settings. We thus systematically adapted the EBSs following NCI’s “Using What
Works” [58] guidelines to ensure suitability for a Spanishspeaking Latino audience in a Catholic parish setting. This
adaptation process maintained core elements (those
integral to the internal logic of the intervention) while
modifying adaptive intervention elements (non-essential
features that can be tailored without diluting the intervention‘s impact) [59].
We packaged EBS materials in a user-friendly CRUZA
Program Manual and ToolKit, written at the 6th grade
level in both English and Spanish. The Program Manual

provides a step-by-step activity guide for each EBS, and
includes planning tools, sample materials, and resource
guides. The CRUZA Toolkit is stocked with promotional
and intervention materials that can be easily distributed
to parishioners, such as: Bible bookmarks, parish bulletin inserts, spiritually-themed photo frames with health
messages, birthday cards with reminders about ageappropriate screening guidelines, and bi-fold brochures
that weaved family, faith, and health messages together.
Toolkits contain local resource guides, including contact
information for organizations willing to provide guest
speakers, assistance with obtaining health insurance, and
sources for additional health information and materials.
Materials developed or translated by CRUZA are included
on USB flash drives so parish leaders can tailor materials or print additional copies. Materials from MIYO
are also included in the kit. Developed by health communications researchers at Washington University in
St. Louis, MIYO enables individuals to customize small
media and client reminders using an intuitive user
interface and an extensive library of audience-tested
images, messages and designs [57]. Table 1 summarizes
the EBS and how they are packaged in the Toolkit. All
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materials have been translated by certified Spanish
translators and reviewed by investigators (MIT, HO,
RN) for accuracy, literacy level, and cultural and religious appropriateness.
Treatment conditions
Capacity enhancement intervention

Parishes assigned to the Capacity Enhancement (CE)
condition will receive the CRUZA Program Manual and
Toolkit, as well as a standardized menu of CE activities
available from a CRUZA Intervention Specialist. Designed
to enhance parish capacity to deliver cancer control EBSs
and based on “best practices” reported in the literature,
[24] the menu includes: (1) technical assistance; (2) assistance with forming a health committee or ministry; (3)
facilitation of inter-institutional partnerships; and (4) skillbuilding workshops. Parishes in the CE condition will not
be required to access any of the menu’s activities. Rather,
they will be able to select and choose any or all of the activities on the menu.
Technical assistance (TA)

CRUZA Intervention Specialists will provide individual
guidance to parish liaisons with the goal of imparting
knowledge and skills to implement CRUZA EBS. TA will
be tailored to a parish liaison’s skillset, interests, and
communication preferences. At a minimum, Intervention Specialists will offer monthly TA via telephone, inperson visits, or email.
Health committees

Health ministries are bodies within the parish that plan
and execute health-related activities as part of the parish‘s overall mission [60]. In parishes with pre-existing
health ministries, we will offer activities to expand their
capacity to offer EBS. When forming a new health committee or ministry, we will ask pastors to recommend
potential committee members, assist with recruiting
these individuals, and plan/facilitate meetings.
Inter-institutional partnerships

We will encourage partnerships between parishes and
existing community resources, such as local and state
health departments, community health centers, local hospitals, and social service agencies. These organizations
often have mutually beneficial goals, with community and
health organizations seeking to reach underserved audiences, and parishes seeking ways to meet parishioners’
needs. These partnerships can assist individuals with
enrolling in health insurance (mandatory in MA), find resources to reduce barriers to screening (e.g., transportation, mobile screening vans), and provide guest speakers
to facilitate discussion groups. The CRUZA Intervention
Specialist will help to identify local community partners
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and facilitate connections between the parish liaisons and
local community groups.
Skill-building workshops

CRUZA Intervention Specialists will lead regional “Faith
and Health” half-day workshops. These will target parish
leaders and CRUZA parish liaisons. The purpose is to
enhance organizational capacity for implementing and
maintaining EBS for cancer control. Workshops will be
guided by principles of empowerment [61,62] and adult
learning [63]. The content will include: Catholic teachings
on health and social justice, Latino health disparities, spirituality, and program planning.
Standard dissemination condition

Parishes assigned to the Standard Dissemination (SD)
condition will receive a CRUZA Program Manual and
Toolkit. In addition, they will be offered an initial consultation with a CRUZA Intervention Specialist. Subsequent requests for programmatic assistance during the
intervention period will be referred to local community
resources (e.g., American Cancer Society, community
health centers, etc.).
Process tracking

We developed a process tracking system to document:
(1) number of health-related activities implemented during the intervention period (cancer control EBS, as well
as other non-cancer control health activities); (2) the
number of parishioners reached by health-related activities; and (3) fidelity to intervention protocols (as outlined in Program Manuals). These data will be used to
understand implementation processes and can inform
interpretation of the trial outcomes.
Analysis

For this paper, we present data from the baseline
organizational surveys. Using bivariate linear and logistic
regression, we describe organizational characteristics
from our conceptual model (latent constructs), other
organizational characteristics (e.g., size, pastor’s level of
education, etc.), and health program offerings within the
past year among this sample of FBOs.

Results
Baseline organizational survey response rates

Interviewer-administered Organizational Surveys were
completed for 49 out of 65 (75%) eligible parishes in
phase one. Only 3 of the eligible parishes refused participation (4.6%). We were unable to confirm participation
or refusal among pastors from an additional 13 parishes
(20%) and as a result, cannot comment on their willingness to participate or reasons for refusal in the baseline
organizational survey. Hence, using conservative
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assumptions, we count these 13 parishes among the
‘refusals’. Several individuals declined to respond to certain survey components; one refused to respond to the
Bookkeeping section (component C) regarding church
financial matters, and another declined to complete a
section on Leadership Characteristics (component A), citing concerns regarding ability to complete it accurately. A
detailed description of the parish recruitment and survey
completion rates for the baseline organizational survey are
published elsewhere [45].
Baseline organizational characteristics

There was wide variation among participating parishes
in several key characteristics (see Table 2). Parish size
ranged from very small to very large (60 to 7741 people)
and parishes ran the gamut of having very small Latino
communities to being entirely Latino congregations (3%100%). Over three-quarters of the parishes reported having had a Hispanic ministry for ten years or more (76%),
and the length of time that Spanish Masses have been
offered ranged from 2 to 62 years. On average, parishes
had 5.7 full-time paid pastoral staff. Pastors tended to be
highly educated: 94% had a bachelor’s degree and nearly
three-quarters had a graduate degree (74%). There were
no significant differences between participating and nonparticipating parishes on any of the aforementioned
characteristics.
Baseline health programming

Sixteen of the parishes (33%) reported having provided
at least one health program in the past year. Among parishes that offered health programs, the mean number of
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programs was 1.9. Health education programs were those
that focused on information about health topics (e.g.,
workshops), while health service programs were focused
on the direct provision of health services (e.g., flu shots).
The “other” category included programs with a health
focus that did not fit into either of the other categories,
such as nursing home visits or blood drives. The majority
of programs were categorized as health education (n = 13;
42%) or health services (n = 11; 35%). Two of the health
education programs were cancer-specific. In addition, 18%
of the parishes reported having a health ministry that had
been active in the previous year. See Table 3.

Organizational variables and pastor characteristics
associated with offering health programs

Overall, organizational readiness among all of the parishes was moderately high (mean = 3.7, SD = 0.97). Perceptions about the ‘fit’ between offering cancer control
activities and parish mission was very high (mean = 4.4,
SD = 0.76). Of all of the organizational variables hypothesized to be associated with EBS adoption and implementation, ratings of the implementation climate were
rated lowest (mean = 2.8, SD = 1.20). When individual
items of the implementation climate scale were examined, the two items that received the lowest scores addressed whether parishes received recognition for
offering health activities (mean = 2.0, SD = 1.48) and
whether financial support was available for these activities (mean = 2.3, SD = 1.77). More than half of the respondents disagreed entirely with the statements “My
parish receives recognition” (59%) and “My parish gets

Table 2 Structural characteristics of participating parishes, CRUZA study, baseline survey (N = 49)
Participating parishes
(N = 49)
Resources

Mean

Size of congregation

2020

SD (Range)
1828 (60–7741)

Percent Latino

46

30 (1–100)

Percent of congregation that volunteer

9

15 (0–70)

Amount of weekly collection

5115

4037 (350–20000)

Years of Spanish Mass offered

29

14 (2–62)

8 (0–44)

Parish leadership
Number of full-time paid pastoral staff

6

Parish leaders

%

Percent of pastors with a graduate degree

73

Parish health programming
Percent of parishes with a health ministry

18

Percent of parishes with health programs

33

Existing collaborations
Percent of parishes with hospitals or health center collaborations

69
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Table 3 Number and types of health programs offered by
participating parishes, CRUZA study, baseline survey (N = 49)
Participating parishes
Type of health program

(N = 49)
%

N
Health Education

13

42%

Health Services

11

35%

Other*

7

23%

Total health programs

31

*Examples of “Other” health programs include: blood drives, food pantries,
nursing home visits, blood marrow donation, fundraising walks/events.

the financial support they need” (59%) for health activities. The Cronbach’s alpha coefficient for each of the
four latent organizational constructs was high, indicating
a high internal consistency within each of the scales (see
Table 4).
According to the results of linear regression analyses,
only the presence of an existing health ministry was
significantly associated with the number of health programs offered (b =0 .354, t(1) = 0.26, p = 0.025). The
presence of an existing ministry explained a small proportion of the variance in the number of health programs offered by the parishes (r2 = 0.106). Analyses to
examine relationships between other organizational
characteristics and health programming yielded no statistically significant relationships (data not shown).
Structural characteristics of FBOs and associations with
organizational constructs from conceptual model

We examined relationships between structural characteristics of parishes (e.g., size, percent Latino, etc.) with
the latent organizational characteristics from our conceptual model. Results are presented in Table 5. Parishes
with congregations comprised of more one-third Latino
(<33%) reported significantly higher mean scores on
Organizational Readiness compared with parishes that
had fewer Latino members (mean = 4.05 versus 3.42,
respectively; p < 0.05). Parishes with a health ministry
reported slightly higher Organizational Readiness scores
(mean = 4.23 versus 3.57), although this difference did
Table 4 Organizational characteristics*, participating
parishes, CRUZA study, baseline survey (N = 49)
Participating parishes
Organizational characteristics

(N = 49)
Mean

SD

Cronbach’s α

Organizational readiness

3.72

0.97

0.96

Innovation and values fit

4.41

0.76

0.86

Implementation climate

2.83

1.20

0.82

Organizational culture

4.40

0.73

0.78

*Response categories: 1 = Low through 5 = High.

not reach statistical significance (p < 0.10). Larger parishes and those with a greater proportion of Latino
members were also marginally more likely to report
Organizational Cultures conducive to offering EBS for cancer control (larger parishes mean = 4.52 versus 4.11; p <
0.10; more than a third Latino members mean = 4.47
versus 3.98; p < 0.10).

Discussion
Evidence-based interventions must be translated from
research settings into real-world community settings to
have the greatest impact on human health. This first
phase of the CRUZA study provides descriptive information about health programming offered by Catholic
parishes, as well as an assessment of organizational characteristics theorized to be relevant to adoption and implementation of EBS for cancer control. These data will
inform our efforts to develop, implement, and evaluate
the efficacy of a capacity enhancement intervention as a
means of promoting EBS uptake by parishes. To our
knowledge, CRUZA is the first randomized trial of an
organizational-level intervention aimed at disseminating
EBS for cancer control in Latino Catholic communities.
Sixty-nine percent of eligible parishes invited to participate in the baseline assessment completed all four
sections of the survey and 75% completed at least one
survey section. These results suggest a willingness
among Catholic parishes to take part in research and
may portend interest in offering additional health programs. Indeed, one-third (33%) of parishes surveyed had
conducted some form of health program within the past
year. Although definitions of health programs differ
somewhat across studies, our findings suggest a high
level of commitment to health, when compared to a national study of a variety of denominations, which found
that only 10% offered health programs [47]. Moreover,
nearly one-fifth (18%) of parishes in this study had existing health ministries, which could be instrumental in the
adoption, implementation, and maintenance of cancer
control or other health programs over time. Overall,
the results of the baseline surveys suggest that parishes
willing to initiate EBS for cancer control, felt that the
objectives of such programs aligned well with their
organizational missions, and believed that their parish’s
organizational culture was conducive to offering these
programs. However, concerns about the feasibility of
implementing programs given limited funds were prevalent and cannot be overlooked.
National studies have found that higher levels of education among FBO leaders and a greater proportion of
volunteers relative to the size of the congregation are associated with health program offerings [11,47]. As we
had expected given the rich history of social service
provision in the Catholic Church, the proportion of
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Table 5 Associations between structural and organizational characteristics of parishes, baseline CRUZA study (N = 49)
Organizational readiness

Innovation and values fit

Implementation climate

Organizational culture

Congregation size

Small

3.62 (19)

4.46 (20)

3.01 (20)

Large

3.71 (22)

4.24 (21)

2.65 (22)

4.52 (20)

Percent Latino

<33%

3.42 (14)*

4.34 (14)

2.78 (14)

4.37 (14)

≥33%

4.05 (22)

4.43 (23)

3.04 (23)

4.46 (22)

Health ministry

Yes

4.23 (9)~

4.78 (9)

3.25 (9)

3.98 (9)~

4.11 (20)~

Present

No

3.57 (35)

4.33 (35)

2.81 (36)

4.47 (34)

Health program(s)

Yes

3.79 (19)

4.41 (19)

2.83 (19)

4.20 (19)

Present

No

3.68 (29)

4.41 (29)

2.83 (29)

4.53 (28)

Weekly collections

< $5000

3.78 (24)

4.38 (25)

2.90 (25)

4.23 (24)

(English mass)

≥ $5000

3.66 (17)

4.36 (16)

2.75 (17)

4.47 (16)

Weekly collections

< $784

3.65 (32)

4.46 (32)

2.84 (32)

4.43 (31)

(Spanish mass)

≥ $784

3.83 (15)

4.33 (15)

2.91 (15)

4.30 (15)

Full-Time paid

Yes

3.71 (47)

4.40 (47)

2.83 (48)

4.38 (46)

Parish leader

No

3.83 (1)

4.80 (1)

-

5.00 (1)

Graduate degree,

Yes

3.72 (36)

4.36 (35)

2.71 (36)

4.35 (34)

Parish leadership

No

3.88 (9)

4.60 (10)

3.13 (10)

4.41 (10)

Existing

Yes

3.70 (10)

4.20 (10)

3.02 (10)

1.07 (10)

Collaborations

No

3.73 (38)

4.47 (38)

2.78 (38)

4.48 (37)

*p < 0.05.
~p < 0.10.

volunteers relative to parish size was large in this sample, compared to churches nationally. Whereas half of
congregations in the U.S. do not have volunteers, [47]
the mean proportion of volunteers relative to the size of
the congregation was 9% in this study. In addition, compared to the National Congregations Study, where 75%
of religious leaders had a bachelors degree, [47] pastors
in this study were highly educated, with 74% having a
graduate level degree. This may well reflect the level of
training that is required of Catholic pastoral staff and
leaders. Notably, the vast majority of pastors completed
the organizational surveys in English.
Parishes had high levels of existing collaborations with
health/social service organizations, although these collaborations largely reflected the offering of communion,
shared prayer and social support offered Catholic in
institutional settings, such as hospitals, nursing homes,
prisons etc., as opposed to health promotion activities.
Relationships between FBOs and health or social service
organizations in our sample may be due to affiliations
between the Catholic Church and hospitals. The combination of favorable organizational characteristics, existing health ministries, high levels of education among
pastors, and existing collaborations with health and social service agencies provides strong support for the
premise that Catholic parishes may be effective partners
in disseminating EBS for cancer control among Latinos.
The finding that parishes with a greater proportion of

Latino members reported higher Organizational Readiness to adopt EBS for cancer control also provides support for this hypothesis.
Before we discuss study implications, limitations must
be noted. First, with only 49 parishes, we lacked adequate statistical power to detect small differences between health program offerings and organizational
characteristics. In our calculations, our power to detect
a medium effect size (0.40) was less than 40%. Nevertheless, the second phase of the study is adequately powered to detect meaningful changes in the primary
outcomes of the trial (adoption and implementation of
EBS). Second, in nearly one-third of the parishes (31%)
that completed the organizational survey, one individual
(most often the pastor) completed the entire assessment.
When examining organizational-level factors, it is ideal
to have multiple respondents to ensure that the data are
not skewed toward the perceptions of an individual [64].
Another limitation is that these data were collected only
among Catholic parishes. While the majority of Latinos
living in the U.S. self-identify as Catholic, a growing sector of Latinos identify with non-Catholic Christian denominations whose structures, resources, and practices
are different from those in the Catholic Church [5].
Additional research is needed to understand adoption
and implementation of EBS beyond Catholic parishes.
Despite these limitations, the first phase of this study
provides important information about the existing
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resources and needs of Catholic parishes in Massachusetts, as we embark on efforts to disseminate EBS for
cancer control. Furthermore, we now have evidence that
it is feasible to recruit parishes to participate in research
activities. A detailed process tracking system is in place
to evaluate intervention reach and dose in phase two, as
well as fidelity to intervention protocol. This system will
be essential for identifying factors that facilitate or impede implementation, as well as for explaining any unexpected effects of the intervention.

Conclusion
Baseline findings suggest that many parishes do not
currently offer cancer control programs, yet many demonstrate readiness to do so. A capacity enhancement
intervention holds promise as a means to increase
health programming. We developed the CRUZA Capacity Enhancement intervention based on published
‘best-practices’ for working with faith-based organizations [65]. The general literature suggests that building
community capacity to offer health programs should entail technical assistance, formal skills training, and assistance forming inter-institutional partnerships [65-70]. Yet,
to our knowledge, these strategies have not been formally
tested among FBOs. After doing extensive formative research, we concluded that the success of CRUZA would
depend largely on the appropriate adjustment of the interventions to core Catholic religious beliefs and values. This
strategy allowed us to build on strengths and convictions
existing in the communities to advocate for health, while
avoiding theological and ethical tensions. Taking the time
and effort to ensure that interventions are not only culturally relevant, but also relevant and meaningful from a religious and spiritual perspective, we believe, will ultimately
enhance the acceptability, adoption and maintenance of
CRUZA programs. Overall, findings from the first phase
of CRUZA suggest that Catholic parishes could be strong
partners in efforts to implement EBS for cancer control
and other prevention programs among Latinos.
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