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Racial disparities in North Carolina and other Southern 
states have resulted from a long history of biased zon-

ing laws, policies, and distribution of resources [1], all of 
which significantly impact the ability of underserved popu-
lations to access and utilize health care resources. A recent 
study by Rhodes and colleagues [2] indicated that fear of 
immigration enforcement policies is generalized across 
North Carolina counties among Hispanics/Latinos and that 
interventions are needed to increase immigrant Hispanics’ 
and Latinos’ understanding of their rights and eligibility 
to utilize health services. Hispanic/Latina mothers in the 
aforementioned study also expressed a profound mistrust of 
health services, often avoiding such services and even sacri-
ficing the health of their families. In order to improve health 
outcomes in this population, collaborative efforts with the 
community are crucial to eliminate barriers to high-quality 
health care. 

This study describes a grassroots community engage-
ment process led through asset mapping workshops that 
involved health care providers and seekers within the 
Hispanic/Latino population in a midsized urban city in North 
Carolina. This process resulted in early policy and practice 
changes aimed at improving access for this population. By 
focusing on cultural humility and the lifelong process of 

self-reflection and self-critique, our work reflects the prin-
ciples that drive exemplary community-based participatory 
research [3, 4], in which health and social service providers 
can reverse disparities and improve cross-cultural relation-
ships with those they serve [5].

Background 

In recent decades, North Carolina has seen significant 
growth in its Hispanic population. In the period 1990–2000,  
North Carolina experienced a 500% increase in its  
Hispanic/Latino population, which accounted for 6.3% 
of the state’s population in 2000 [6], and a similar rate 
of expansion was seen in the following decade. According 
to the 2014 American Community Survey, persons of  
Hispanic/Latino background accounted for 8.9% of the 
North Carolina population, ranking the state 11th in the 
nation for this ethnic group [7]. 
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Among North Carolina’s Hispanics/Latinos, approxi-
mately 51% are native-born US citizens, with a median age 
of 24 years [8]. Of the remainder, it is estimated that 42% 
are undocumented, and 7% are naturalized citizens [9]. The 
main driver of the growth of the Hispanic/Latino popula-
tion, both nationally and on a state level, is births within the 
United States, not immigration. Similar to national popu-
lation trends, the majority of Hispanics/Latinos in North 
Carolina are from Mexico or have Mexican heritage, with the 
next largest groups (including foreign and native-born) rep-
resenting those from El Salvador, Honduras, Guatemala, and 
Costa Rica [10]. Economically, Hispanics/Latinos in North 
Carolina suffer from higher poverty rates and lower rates of 
educational attainment than their non-Hispanic white coun-
terparts [11]. 

With regard to health, significant disparities exist 
between Hispanics/Latinos and their non-Hispanic coun-
terparts, with Hispanics/Latinos generally experienc-
ing more chronic conditions and poorer health outcomes 
than whites. For example, Hispanics/Latinos have higher 
obesity rates than non-Hispanic whites, both nationally  
(68% versus 62%) and in North Carolina (68% versus 
64%) [12, 13]. It is well known that obesity is a leading risk 
factor for many chronic diseases, including diabetes, heart 
disease, and stroke. Hispanics/Latinos also have a higher 
prevalence of diabetes compared with whites [14] and 
higher rates of cardiovascular disease risk factors and/or  
comorbid risk factors [15]. The increasing prevalence of 
these and other chronic conditions is a significant concern in 
the United States, particularly as the cost of care for chronic 
diseases comprises two-thirds of health care spending in the 
United States per year [16]. 

More than one-third of US Hispanics/Latinos were unin-
sured in 2010 [17]; this number is likely to drop with the 
implementation of the Patient Protection and Affordable 
Care Act (ACA), but data are not yet available regarding this 
potential decrease. Hispanics/Latinos in North Carolina are 
less likely than both non-Hispanic whites and non-Hispanic 
blacks to have access to health care due to lack of insurance, 
high cost, or not having a provider [18]. 

Health and social services are available to underserved 
and undocumented Hispanics in Forsyth County through sev-
eral organizations: the Community Care Center (free clinic), 
Downtown Health Plaza (a clinic for underserved individu-
als that is subsidized by Wake Forest School of Medicine 
[WFSOM] and is utilized primarily for obstetric/gynecology  
services), Southside United Health and Wellness Center  
(a federally qualified health center), and Green Street 
United Methodist Church Clinic (a church-based free clinic 
that is open 1 night per week). Social services are available 
through the Crisis Control Ministry (which provides food, 
medications, and emergency utility assistance) and through 
numerous church-based food pantries. Winston-Salem 
Transit Authority and Trans-AID provide limited transpor-
tation for persons on Medicaid, and the Shepherd Center 

provides limited transportation for the elderly. Most ser-
vices are located in ZIP codes 27101 (downtown and parts 
of eastern Winston–Salem) or 27107 (Waughtown), but 3 of 
the aforementioned clinics are difficult to access via public 
transportation. Specifically, patients must take 2 buses to 
reach the clinic from the area where most of the new immi-
grant population lives. 

Methods 

The setting of our work, Winston–Salem, has the high-
est percentage of Hispanics/Latinos (14.7%) of the 
large cities in North Carolina. Forsyth County, where  
Winston–Salem is located, is also above the state average, 
at 12.4%, and Hispanics/Latinos accounted for 30% of  
Forsyth County’s population growth in the period 2010–2013 
[7]. Hispanics/Latinos in the Winston–Salem/Forsyth 
County (WS/FC) area primarily work in manual occupations 
such as construction, agriculture, and service industry jobs 
[11]. Demographic characteristics of Hispanics/Latinos in  
WS/FC are similar to those of Hispanics/Latinos statewide 
in terms of ethnicity, median age (24 years), and average 
time in the United States (less than 15 years among foreign-
born individuals) [11]. Residentially, Hispanics/Latinos in 
WS/FC are concentrated in the eastern and southeastern 
areas of the city in census tracts that have been identified 
over multiple years as urban distressed tracts; one of these 
tracts is the 4th-most distressed urban tract in all of North 
Carolina [19].

Our asset-mapping model, Community Health Assets 
Mapping Partnerships (CHAMP), identifies community 
health assets and existing community partnerships for 
the purpose of furthering community well-being [20, 21]. 
Kramer and colleagues’ critical review [20] highlights how 
asset-mapping approaches can promote the aforementioned 
processes—particularly by providing an effective strategy to 
foster participation, agency, and inclusivity—and how these 
approaches can reconceptualize or reframe communities as 
being resourceful and resilient, rather than just the source 
of problems. The CHAMP methodology was adapted from 
the research model Participatory Inquiry into Religious 
Health Assets, Networks, and Agency (PIRHANA), which 
was developed by Drs. Steve de Gruchy, Gary Gunderson,  
James Cochrane, and Deborah McFarland [22] of the 
African/International Religious Health Assets Programme 
(IRHAP) [23]. Community asset mapping that focuses on 
religious and spiritual assets has been previously utilized 
in communities across Africa and the United States, and 
the primary author of the current article (T.C.) has been 
an IRHAP fellow since 2009. CHAMP-Access to Care 
(CHAMP-AC) was further developed and refined by T.C. and 
team members in Memphis, Tennessee during 2007–2013. 

The purposes of the CHAMP-AC workshops are to make 
visible, align, and leverage community health, particularly 
faith-based assets (a subset of community health assets); 
better understand the gaps in health care; improve com-
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munication between health seekers and health providers; 
engage community members; build trust; and begin a pro-
cess of creating a health care system that includes more 
grassroots actors. Workshop participants become educa-
tors and researchers during the process, and results are 
shared transparently with the participants and community 
for use in future planning activities. CHAMP is unique in 
that it highlights both tangible community health assets  
(eg, safety-net clinics) and intangible assets (eg, how 
respectfully care is delivered at a given clinic site). 
CHAMP-AC methodology focuses further on the 4 domains 
of health care access: affordability, physical accessibil-
ity, acceptability, and adequacy of supply [24]. Similar 
processes were undertaken in Memphis, Tennessee from  
2007–2012 through the Congregational Health Network 
[25], resulting in improved health care utilization for com-
munity and congregational members who participated in 
this participatory process [26]. A full review of asset map-
ping methodology, including CHAMP’s limitations and 
strengths as a tool for community engagement, can be found 
in the review by Kramer and colleagues [21].

In July 2014, Wake Forest Baptist Medical Center 
(WFBMC) staff—including FaithHealth staff, chaplains, 
translation services personnel, and WFSOM faculty—and 
medical school, divinity school, and health policy students 
worked in conjunction with pre-existing community and 
faith-based partners to host 4 CHAMP-AC workshops. One 
workshop was held for providers (employees and volunteers 
from organizations that offer health care, social services, 
and ministries), and 3 workshops were held for seekers 
(community members who seek health and social services) 
within the Hispanic community of Winston–Salem, an urban 
center with a population of approximately 250,000 people. 
Our work was led by FaithHealth staff members, and we 
relied heavily on prior relationships with those in safety-net 
clinics, social service agencies, faith communities, and min-
istries to recruit subjects and to bring the most appropriate 

participants to both the providers’ and seekers’ workshops. 
Hence, we feel that a focus on faith-based assets was critical 
to the process.

Preparation for the workshops included several different 
activities. First, background research and training workshops 
for facilitators and staff were conducted; training compo-
nents included cultural competency, cultural humility, local 
historical trauma, and trust issues. Second, 6 meetings were 
held with the mapping team and with key Hispanic/Latino 
community partners and leaders 2 months prior to the work-
shops; the goal of these meeting was to plan the workshops 
and to enlist help with recruitment. Third, driving and walk-
ing tours of the neighborhoods were conducted. Last, we 
collected data, generated a geographic information system 
(GIS) map, and prepared workshop logistics and materials.

Recruitment efforts (4–6 weeks prior to the workshops) 
and venue procurement included distribution of flyers in 
churches and businesses; e-mail distribution to commu-
nity agencies, networks, and partners; personal visits to key 
social nodes in target neighborhoods; phone calls; and word 
of mouth. 

One asset workshop was held for providers and 3 work-
shops were held for seekers within the Hispanic community 
of Winston–Salem. The providers’ workshop was conducted 
in English and lasted approximately 4 hours; the 3 seeker 
workshops were conducted in Spanish and also lasted  
4 hours each. Providers were included if they served some 
Hispanic/Latino persons through their organization; seekers 
were required to be of Hispanic/Latino ethnicity. While the 
CHAMP methodology was used in all workshops, adherence 
to the formal CHAMP protocol varied in the health seekers’ 
workshops, based on the number and comfort level of partic-
ipants with regard to the exercises conducted (see Table 1).  
Informed consent was obtained from all participants at each 
workshop site, and participants from all workshops were 
invited to attend a follow-up meeting where consolidated 
findings were transparently presented to workshop partici-

table 1.
Health Care Provider and Seeker CHAMP Workshop Exercises

aThe provider workshop was held at Wake Forest Biotech Place.
bFor health care seeker workshops, text in parentheses indicates the workshop location. All health care seeker workshops were primarily discussion-based.
Note. CHAMP, Community Health Assets Mapping Partnerships.

Health Care Provider Workshopa

1.	 Community mapping: Participants verify and add new entities to a 
large map of the community.

2.	 Health service matrix: Participants identify the ways that local 
entities contribute to health.

3.	 Health and well-being index: Participants rank community health 
assets in regards to access to care.

4.	 Collaboration contribution grid: Participants identify existing and 
potential collaborative partnerships and shared resources.

5.	 Social capital and networking: Participants describe the 
connections and relationships between community entities.

6.	 Local action: Participants discuss where we go from here.

Health Care Seeker Workshopsb

1.	 Community mapping: Participants draw maps of the assets in their 
community. (Old Town)

2.	 Health and well-being index: Participants identify the most 
important factors contributing toward and working against health 
in the community. (All sites)

3.	 Facility/health ranking: Participants rank community organizations 
on how well they support factors contributing to health. (East 
Winston and Old Town)

4.	 Local action: Participants discuss where to go from here.  
(East Winston and Old Town)
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pants and other interested community members. 
Two Hispanic/Latino chaplains co-facilitated the 4 work-

shops, all of which were held in July 2014. Two of the seeker 
workshops were held at 2 local churches in underserved 
areas, and 1 seeker workshop was held in a plaza located in 
the area with the highest concentration of Hispanic/Latino 
residents in Forsyth County; the latter location was also used 
for the follow-up meeting. The provider workshop was held 
at the Wake Forest Biotech Place at WFBMC. Other staff 
served as greeters, scribes, and photographers. 

Workshop data from each session, which were primar-
ily qualitative in nature, were captured through multiple 
researchers’ notetaking. Analyses included a composite 
analysis of community and provider workshop maps; a qual-
itative thematic content analysis of community members’ 
views about local health services; mapping of services pro-
vided in the local community; spidergrams to map relation-
ships between service providers; and brainstorming lists 
outlining suggested actions, both from community members 
and service providers. Specific findings that drove our sub-
sequent engagement with the Hispanic community are high-
lighted in this article, and full mapping reports of workshops 
are available at www.faithhealthnc.org.

Results 

The provider workshop included 18 participants, includ-
ing traditional health care providers (eg, a pediatrician, a 
dermatologist, nurse practitioners, nurses, and health edu-
cators) as well as social service agency, ministry, and public 
health practitioners (eg, clergy and those offering services 
for homeless individuals). Seeker workshops included 24 
participants, all of whom were Hispanic. The first workshop 
included 8 seekers; the second workshop included 15 partic-
ipants; and the third workshop included only 1 person, a man 
who worked at the plaza where the workshop was held. No 
sex differences were noted in the results, although women 
were more heavily represented. Thirteen additional commu-
nity members attended the follow-up meeting that was held 
in August 2014, for a total of 55 persons. Attendees at the 
follow-up meeting included 8 providers and 2 seekers from 
the previous workshops, as well as 3 community seekers 
who had not participated in prior sessions. Table 2 provides 
sex and ethnic breakdowns of all meeting participants. 

Participants in the provider workshop brainstormed the 
factors they personally felt were most important to the 
health and well-being of those who need better access to 
care, as well as those factors their organizations felt were 
most important. Personal factors were education (how to 
find resources); access to resources (medicine, insurance, 
and transportation); trust, compassion, respect, and cultural 
sensitivity; and affordability. Organizational responses were 
similar but were ranked in a different order, with the most 
important factor being access to care (affordability, loca-
tion, and documentation status); followed by trust, compas-
sion, respect, and cultural sensitivity; education (how to find 

resources); and transportation.
Participants in the 3 seeker workshops discussed the 

challenges that can hinder access to health care. The chal-
lenges most frequently mentioned among all groups clus-
tered into 5 areas: cost of health care; documentation status 
(and its relationship to access to pharmacy, insurance, and 
transportation); lack of public transportation; racism, lack of 
care, and respect; and education (more Spanish literature).

Similarities and differences were found in seeker and 
provider data. Seekers were most concerned with physical 
and legal access to health resources, and they lamented 
how the lack of insurance for undocumented parents ulti-
mately impairs the health of their insured, US-born children. 
Seekers also believed that more Spanish literature on pre-
scriptions and brochures was needed. In contrast, providers 
felt that education about resources was the most prominent 
challenge to the Hispanic community. Both groups felt that 
compassionate care and respect were a crucial aspect to 
good health care, and seekers discussed many instances in 
which systematic and organizational racism had affected 
their ability to obtain high-quality care. For instance, one 
female seeker critiqued a local safety-net clinic by saying, 
“Just because a provider speaks Spanish doesn’t mean they 
provide respectful, quality care.” 

Table 3 presents quotes selected from both seekers and 
providers that illustrate the 5 clustered domains with regard 
to access to care in Winston–Salem. Many seekers and 
providers acknowledged that these issues are widespread 
and extend beyond Hispanics/Latinos to also affect other 
populations. A local business owner at the provider work-
shop commented, “Many of these problems are not specific 
to the Hispanic community, they are abundant in the com-
munity overall.” Health care seekers shared their views on 
the strengths and weaknesses of local safety-net clinics 
and other health care organizations. As is often the case 
among underserved individuals, respondents sought care 
from these organizations due to lack of other options. Those 
responses are presented in Table 4. 

table 2.
Participant Sex and Ethnicity for Mapping Workshops and 
Follow-Up Meeting

Workshop	 Sex	 Ethnicity
					     Non-	 Non- 
					     Hispanic 	 Hispanic 
		  Male	 Female	 Hispanic	 white	 black
Provider 	 8	 10	 13	 4	 1 
	 workshop
Seeker 	 3	 5	 8	 0	 0 
	 workshop #1
Seeker 	 0	 15	 15	 0	 0 
	 workshop #2
Seeker 	 1	 0	 1	 0	 0 
	 workshop #3
Follow-up 	 2	 11	 5	 6	 2 
	 session
Total	 14	 41	 42	 10	 3
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Both health care seekers and providers were asked to 
name tangible and intangible recommendations for improv-
ing the health care system; these local action steps stemmed 
from the findings and discussion at the workshops. Seeker 
responses included the following recommendations: create 
a way to give undocumented residents a form of identifica-
tion (for pharmacy and driving purposes); add more bilingual 
directions on medications; add more bus routes in low-
income areas that travel directly to health care centers; train 
more culturally competent and respectful health care pro-
viders; create more information on preventive care; improve 
access to dental services; and increase trust in health care 
providers and organizations. Provider responses included 
the following recommendations: create a general directory 
of resources regarding what is available and the require-
ments for accessing them, specifically for undocumented 
people; engage transit authorities to increase the number 
of routes on the city bus system; become more coordinated 
as a group of Hispanic providers; build trust, especially with 
those who are undocumented; focus on continuity of care 

for those being served (eg, follow up with patients who test 
positive for diabetes at health fairs); and teach immigrant 
children about their heritage as a way to foster cultural 
pride and reduce depression and mental illness rates among 
Hispanic youth.

At the follow-up meeting, several additional issues were 
raised. First, some expressed frustration with the barriers 
that Hispanic immigrants face in qualifying for medical ser-
vices at safety-net clinics. Second, participants noted that 
lack of identification is a reoccurring and detrimental bar-
rier to care. Third, there is need for medical professionals 
and traditional healers to have more dialogue and to build 
trust in order to prevent the health crises that can stem from 
risky traditional treatment options or self-prescribed medi-
cines. Fourth, there is need to create a process that will allow 
undocumented people to get identification cards; this could 
be modeled on Greensboro’s Faith Action International 
House, which provides undocumented people with identi-
fication cards that allow them to pick up prescriptions and 
qualify for medical services. Fifth, there is need to share 

table 3.
Health Care Seeker and Provider Responses

Domain	 Quotes

	 “Mothers think it’s better to spend money taking care of your kids than your own health. But then the problem gets bad and you 
have to go to the ER. That’s when the bills really add up.” Seeker participant at El Buen Pastor 
 
“The [Community Care Clinic] says that I have too much money to qualify. They don’t consider that we are sending money home 
to our countries and relatives there, they think we can’t possibly send that much.” Seeker participant at St. Benedict Church 
workshop 
 
“When my dad was dying, I wanted to go to Mexico to be with him. He told me, no, that I needed to support my family, I needed 
to pay for his funeral. Even to die is expensive.” Seeker participant at St. Benedict Church workshop 
 
“We always seek help with doctors first, and then we turn to home remedies. We know doctors look down on us for this, but 
we need to work, and can’t spend hours in the hospital when they may not help us anyway.” Seeker participant at St. Benedict 
Church workshop

	 “The health of the children depends on the health of the mothers.” Seeker participant at St. Benedict Church workshop  
 
“Sometimes, they want to see your bills for proof of address. But the owner of the apartment I rent has his name on the address, 
not mine. So, I end up not having any proof of address.” Seeker participant at St. Benedict Church workshop  
 
“When I tried to pick up medicine for my wife I needed a driver’s license. I didn’t have one so I couldn’t get the medicine. 
Sometimes I need to ask a friend to get the medicine for me, but who do I ask when everyone’s working?” Seeker participant at 
St. Benedict Church workshop  
 
“Because they are born in the US, the door is open for children, but it is slammed in the parents’ faces.” Provider workshop 
participant

	 “Say my child is sick and I need to go to the [Southside] clinic, because it’s the only one I can afford. It takes me four hours and  
3 buses to get there. What happens when it’s an emergency?” Seeker participant at El Buen Pastor workshop  
 
“Although it is for our community, we can’t use LatinoTaxi because it’s too expensive.” Seeker participant at St. Benedict Church 
workshop  
 
“Transportation takes a lot of time, and there’s not a lot of it.” Provider workshop participant

	 [Referring to one of the major health clinics in the city] “They don’t treat us well… they think we’re not educated. Even some of 
the Spanish-speaking staff look down on us.” Seeker participant at El Buen Pastor workshop 
 
[Referring to the workshop] “There is no guarantee that this information will be used for our good, or against us.” Seeker 
participant at El Buen Pastor workshop

	 [When discussing medical terminology] “We don’t understand them, even when they’re speaking our own language.”  
Seeker participant at El Buen Pastor workshop 
 
“Even when there is someone to explain the directions to me [at the pharmacy], all of the directions are still in English.”  
Seeker participant at St. Benedict Church workshop

Cost of health care 
 
 
 
 
 
 
 
 
 
 
 

Documentation 
status (access 
to pharmacy, 
insurance, and 
transportation) 
 
 
 
 
 

Lack of public 
transportation 
 
 
 
 

Racism, lack of care, 
lack of respect 
 
 

Education (more 
Spanish literature)
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information generously. Finally, Spanish-language flyers 
about the various health resources available to the Hispanic 
community should be posted in hospital elevators and 
throughout communities.

Discussion 

Distrust in the medical system was repeatedly named 
as a barrier to access to care. Anecdotal information sug-
gests that Hispanic persons have experienced disrespect 
and poor-quality health care in Forsyth County; however, 
with the exception of the Rhodes work cited earlier [2], 
few formal studies have documented this phenomenon, 
even at the state level. Despite lack of data, we believe 
that the historical treatment of other vulnerable and mar-
ginalized populations—such as low-income non-Hispanic 
blacks and whites in North Carolina who experienced the 
eugenics program [27] many decades before widespread  
Hispanic/Latino immigration—remains germane to current 
distrust among the vulnerable Hispanic population (particu-
larly undocumented persons). Given our academic medical 
center’s historical participation in programs that destroyed 
trust among underserved and marginalized populations—
the North Carolina eugenics program of involuntary ster-
ilization was based at Wake Forest until 1974 [27]—many 
community members were skeptical that Wake Forest staff 
were authentically reaching out to the community versus 
simply recruiting minority subjects for research. The work-
shops offered a platform for frank truth-telling about these 
historical traumas with participants who were long-term 
residents of these communities, which is an essential first 
step in building trust. In recruiting participants and during 
workshops, we emphasized that our efforts were separate 
from efforts to recruit subjects for clinical research trials, 
and we highlighted that these workshops were designed to 
build trust among the community. 

Clearly, the generalizability of these findings is limited 
due to the relatively small number of workshop partici-
pants, all of whom lived in a single North Carolina county, 
and due to the qualitative nature of the data generated. To 
obtain more diverse responses, future community engage-
ment efforts could sample more persons within smaller 
neighborhoods in our target ZIP codes. However, our grass-
roots engagement of Hispanic health care seekers did give 
representation to a consumer “voice” that is often ignored 
in health systems. Plus, our efforts have mobilized the local 
action steps described below. 

As previously discussed, the workshops yielded some 
distinct findings and engaged staff and community mem-
bers in local action steps. During the 12 months that have 
transpired since the workshops, we have engaged in the fol-
lowing work to impact policy and to improve the quality of 
life for Hispanics/Latinos in Forsyth County. 

Photo identification cards. Our team is helping to estab-
lish photo identification (ID) cards for undocumented immi-
grants and other persons without access to state-issued 
forms of ID. We have established a working group, which 
has met 6 times, and we have created a white paper outlin-
ing our initiative. The group consists of representatives from 
the Forsyth County Health Department, county and city 
government, Novant Health, and WFBMC. Both health sys-
tems (Novant and WFBMC) have agreed to honor this ID for 
patient admittance. Members shared our findings in March 
2015 in a community conference hosted by FaithAction 
International House in Greensboro, and team members from 
that group presented to Forsyth County team members, 
criminal justice, clergy, city council, political, and grassroots 
leaders on June 18, 2015. The findings of our mapping work-
shop allowed us to understand the importance of health 
seekers’ having an ID card to facilitate health care access, 
adding their voice to a conversation that has otherwise 

table 4.
Strengths and Weaknesses of Local Health Care Facilities, Rated by Health Care Seekers

	 Strengths	 Weaknesses	
	 n	 Low cost 

n	 Free or low-cost medicines 
n	 Continuity of care with the same doctor 
n	 Free mammograms for patients who qualify for service 
n	 Serves the undocumented population 
n	 Generally the best option for care (Old Town)

	 n	 Serves undocumented and low-income people
	  

 
n	 The best place for prenatal services 
 

	 n	 Payment plans are available 
n	 Provides free cancer education services (Old Town)

	 n	 Brenner Families in Training (FIT) offers free nutrition 
	 classes at El Buen Pastor Latino Community Services  
	 (Old Town) 
n	 Patients feel respected and well attended to

	 n	 Usually less expensive than the hospital

Community Care Center 
 
 
 
 

Southside United Health Clinic
 
 
Downtown Health Plaza 
 

Forsyth Medical Center 
(Novant)
 
Wake Forest Baptist Health 
 

Urgent Care Facilities

n	 Requires proof of income, which disqualifies many  
	 families 
n	 Lots of paperwork and rules 
n	 Patients need some form of identification 
 

n	 Far away from Old Town
n	 Service feels rushed 
n	 Sometimes clinicians lack compassion and respect 
n	 Lack of interpreters 
n	 Different treatment for documented versus  
	 undocumented Latinas
n	 Expensive; only used in emergencies or for delivery 

n	 Long wait time for interpreters 
n	 Interpreter terminology is sometimes difficult to  
	 understand 

n	 No payment plans; all payments must be made up 
	 front
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focused exclusively on ID cards and law enforcement. 
BIC program. We continue to work with the Winston–

Salem Human Relations Department, and we are a stake-
holder in the Building Integrated Communities (BIC) 
program. Staff members of the Latino Migration Project at 
the University of North Carolina at Chapel Hill serve as con-
sultants on the BIC project and (with our permission) will 
use the results of our asset mapping events as a cornerstone 
of the report being prepared for the city of Winston–Salem.

Mapping findings. We shared mapping findings with 
executives and medical directors of 3 local agencies and 
safety-net clinics, so that they might consider altering their 
policies. For example, we asked directors of safety-net clinics 
to acknowledge that applicants often have family members 
in other countries who rely on remittances from the United 
States and to consider such financial obligations when these 
organizations calculate eligibility and sliding-scale charges 
for health care. Clinic directors were open to this change, so 
long as applicants documented proof of remitting funds to 
family members out of the country. Additionally, to improve 
care delivery, one safety-net clinic director agreed to partici-
pate in a follow-up dialogue with community members who 
had experienced less than high-quality care from the provid-
ers at his clinic. 

We have also shared our findings with the Forsyth 
County Health Department; they will incorporate these find-
ings with their Mobilizing for Action through Planning and 
Partnerships (MAPP) methodology and with the county’s 
next community health needs assessment (CHNA). We plan 
to conduct specialty mapping workshops (eg, food access 
and security, mental health), and we have received grant 
funding for our food pathways work. 

Wellness and chronic care management clinic. In partner-
ship with a key Hispanic/Latino ministry, we have begun 
planning for the establishment of a wellness and chronic 
care management clinic at one of the mapping sites. We will 
train 15 women at that ministry as community health work-
ers so that they can extend care to more residents in that 
underserved neighborhood. 

Building partnerships. Lastly and most importantly, our 
community engagement approach has helped us begin to 
build trusted relationships with our community members 
and mapping team allies—across medical centers, busi-
nesses, coalitions, clergy, and city partners—with whom 
we plan to continue this work. By consulting community 
members and leaders, then sharing and integrating those 
findings into future efforts, providers gain valuable assets 
to help remove the barriers to care and build true partner-
ships with those who seek care. Our hope is that we ulti-
mately will improve the health and well-being of all who seek 
and provide health care in Winston–Salem, particularly our 
Hispanic/Latino community members.  

Teresa Cutts, PhD assistant research professor, Department of Social 
Sciences and Health Policy, Division of Public Health Sciences, Wake 
Forest School of Medicine, Winston–Salem, North Carolina.

Sarah Langdon, MPH project manager, Maya Angelou Center for Health 
Equity, Wake Forest School of Medicine, Winston–Salem, North Carolina.
Francis Rivers Meza, MDiv chaplain supervisor, Division of Faith and 
Health Ministries, Wake Forest Baptist Medical Center, Winston–Salem, 
North Carolina.
Bridget Hochwalt, BA research assistant, Department of Social Sciences 
and Health Policy, Division of Public Health Sciences, Wake Forest 
School of Medicine, Winston–Salem, North Carolina. 
Rita Pichardo-Geisinger, MD associate professor, Department of 
Dermatology, Wake Forest School of Medicine, Winston–Salem, North 
Carolina.
Brandon Sowell, BS research volunteer, Graduate School of Biomedical 
Sciences, Wake Forest School of Medicine, Winston–Salem, North 
Carolina.
Jessica Chapman, MDiv chaplain resident, Division of Faith and Health 
Ministries, Wake Forest Baptist Medical Center, Winston–Salem, North 
Carolina.
Linda Batiz Dorton, MBA, MHA manager, Language Services, Office 
of Patient Experience, Wake Forest Baptist Medical Center, Winston–
Salem, North Carolina.
Beth Kennett, MDiv network coordinator, Center for Congregational 
Health, Division of Faith and Health Ministries, Wake Forest Baptist 
Medical Center, Winston–Salem, North Carolina.
Maria Teresa Jones, MDiv chaplain for staff support, Division of Faith 
and Health Ministries, Wake Forest Baptist Medical Center, Winston–
Salem, North Carolina.

Acknowledgments
We gratefully acknowledge the Baptist State Convention of North 

Carolina, the Kate B. Reynolds Charitable Trust, The Duke Endowment, 
and the Wake Forest Fund for funding supplies, staffing, and program 
costs. We also thank community partners, leaders, and congregations 
of Wentz Memorial United Church of Christ, St. Benedict the Moor 
Catholic Church, and El Buen Pastor for help in recruiting and hosting 
meetings. We thank Jose Isasi for allowing use of Southeast Plaza space 
and recruiting for our workshops, as well as for his help in gathering 
local officials in follow-up work on identification issues. We also thank 
Gary Gunderson, Jennifer Udom, Charolette Leach, Jeremy Moseley, 
Gene Derryberry, Leland Kerr, Emily Viverette, Dana Patrick, Khelen 
Kuzmovich, Chris Gambill, Santiago Reales, Sarah Langdon, Amanda 
Kilgore, Chi Wong, Debbie Salazar, Robin Danner, Patricia Greene, 
Monica Dunn, Jim Torregrosa, Maria Parries, and Coley Rimmer for help 
with mapping workshops and report generation.

Potential conflicts of interest. T.C., F.R.M., B.H., J.C., B.K., and M.T.J. 
work in the Wake Forest Baptist Medical Center FaithHealth Division 
and/or the Wake Forest School of Medicine, which received grant fund-
ing from The Duke Endowment and the Kate B. Reynolds Charitable 
Trust, as well as the Baptist State Convention of North Carolina, which 
helped to subsidize these mapping efforts.

References
1.	 Silver C. The racial origins of zoning: Southern cities from 1910–40. 

Planning Perspectives. 1991:6(2).
2.	 Rhodes SD, Mann L, Simán FM, et al. The impact of local immigra-

tion enforcement policies on the health of immigrant Hispanics/La-
tinos in the United States. Am J Public Health. 2015;105(2):329-337.

3.	 Israel BA, Schulz AJ, Parker E, Becker AB. Review of community-
based research: assessing partnership approaches to improve pub-
lic health. Annu Rev Public Health. 1998;19:173-202.

4.	 Gaventa J. Participatory research in North America. Convergence. 
1988;24(2-3):p.19-28.

5.	 Foster J. Cultural humility and the importance of long-term relation-
ships in international partnerships. J Obstet Gynecol Neonatal Nurs. 
2009;38(1):100-107. 

6.	 United States Census Bureau. Who’s Hispanic in America? United 
States Census Bureau website. https://www.census.gov/news 
room/cspan/hispanic/2012.06.22_cspan_hispanics.pdf. Accessed  
January 7, 2015.

7.	 United States Census Bureau. 2014 American Community Survey. 
United States Census Bureau website. https://www.census.gov/
programs-surveys/acs/data/summary-file.2014.html. Accessed 
July 15, 2015.

8.	 Kochar R, Suro R, Tafoya S. The New Latino South: The Context and 



167NCMJ vol. 77, no. 3
ncmedicaljournal.com

Consequence of Rapid Population Growth. Washington, DC: Pew 
Hispanic Center; 2005. http://www.pewhispanic.org/files/reports 
/50.pdf. Accessed February 4, 2015.

9.	 Passel JS, Cohn D. Unauthorized Immigrant Population: National 
and State Trends, 2010. Washington, DC: Pew Hispanic Center; 
2011. http://www.pewhispanic.org/files/reports/133.pdf. Accessed 
January 7, 2015.

10.	Gill H. Latinos in North Carolina: A Growing Part of the State’s 
Economic and Social Landscape. Washington, DC: American Im-
migration Council; 2012. http://www.immigrationpolicy.org/sites/
default/files/docs/gill_-_latinos_in_north_carolina_032112.pdf. Ac-
cessed February 4, 2015. 

11.	 Pew Research Center. Demographic profile of Hispanics in North 
Carolina, 2011. Pew Research Center website. http://www.pew 
hispanic.org/states/state/nc/. Accessed January 7, 2015.

12.	 The Henry J. Kaiser Family Foundation. Overweight and obesity rates 
for adults by race/ethnicity. The Kaiser Family Foundation website. 
http://kff.org/other/state-indicator/adult-overweightobesity-rate 
-by-re/. Accessed January 7, 2015.

13.	 State Center for Health Statistics. North Carolina Minority Health 
Facts: Hispanics/Latinos. Raleigh, NC: Department of Health and 
Human Services; 2010. http://www.schs.state.nc.us/schs/pdf/his 
panic_fs_web_080210.pdf. Accessed February 5, 2015. 

14.	Schneiderman N, Llabre M, Cowie C, et al. Prevalence of diabetes 
among Hispanics/Latinos from diverse backgrounds: the Hispanic 
Community Health Study/Study of Latinos (HCHS/SOL). Diabetes 
Care. 2014;37(8):2233-2239. 

15.	 Daviglus ML, Talavera GA, Avilés-Santa ML, et al. Prevalence of ma-
jor cardiovascular risk factors and cardiovascular diseases among 
Hispanic/Latino individuals of diverse backgrounds in the United 
States. JAMA. 2012;308(17):1775-1784. 

16.	 US Department of Health & Human Services. HHS Initiative on Multi-
ple Chronic Conditions. US Department of Health & Human Services  
website. www.hhs.gov/ash/initiatives/mcc. Accessed February 5, 
2015.

17.	 Adams PF, Martinez ME, Vickerie JL, Kirzinger WK. Summary Health 
Statistics for the U.S. Population: National Health Interview Survey, 
2010. Vital and Health Statistics. 2011:10(251). Washington, DC: 

US Dept. of Health and Human Services; 2011. http://www.cdc.gov/
nchs/data/series/sr_10/sr10_251.pdf. Accessed February 5, 2015.

18.	 State Center for Health Statistics. North Carolina Behavioral Risk 
Factor Surveillance System (BRFSS) calendar year 2012 results. 
North Carolina State Center for Health Statistics website. http://
www.schs.state.nc.us/schs/brfss/2012/. Updated August 20, 
2013. Accessed January 7, 2015.

19.	 High W, Owen T. North Carolina’s Distressed Urban Tracts: A View 
of the State’s Economically Disadvantaged Communities. Chapel 
Hill, NC: Center for Urban and Regional Studies; 2014. https://curs 
.unc.edu/files/2014/02/NC-Distress-Update-final.pdf. Accessed 
July 15, 2015. 

20.	Kramer S, Amos T, Lazarus S, Seedat M. The philosophical assump-
tions, utility and challenges of asset mapping approaches to com-
munity engagement. J Psychol Afr. 2012;22(4):537-544.

21.	 Kramer S, Seedat M, Lazarus S, Suffla S. A critical review of instru-
ments assessing characteristics of community. South Afr J Psychol. 
2011;41(4):503-516.

22.	Cochrane JR, McFarland D, Gunderson GR. Mapping religious re-
sources for health: the African Religious Health Assets Programme. 
In: Idler EL, ed. Religion as a Social Determinant of Public Health. 
New York, NY: Oxford University Press; 2014:344-367.

23.	Gunderson GR, Cochrane JR. Religion and the Health of the Public: 
Shifting the Paradigm. New York, NY: Palgrave MacMillan; 2012.

24.	Gulliford M, Figueroa-Munoz J, Morgan M, et al. What does ‘access 
to health care’ mean? J Health Serv Res Policy. 2002;7(3):186-188.  

25.	Cutts T. The Memphis Congregational Health Network Model: 
grounding ARHAP theory. In: Cochrane JR, Schmid B, Cutts T, eds. 
When Religion and Health Align: Mobilising Religious Health Assets 
for Transformation. Pietermaritzburg, South Africa: Cluster Publica-
tions; 2011:193-209.

26.	Barnes P, Cutts TF, Dickinson SB, et al. Methods for managing and 
analyzing electronic medical records: a formative examination of 
a hospital-congregation-based intervention. Popul Health Manag. 
2014;17(5):279-286.  

27.	Begos K, Deaver D, Railey J, Sexton S. Against Their Will: North 
Carolina’s Sterilization Program and the Campaign for Reparations. 
Appalachiocola, FL: Gray Oak Books; 2012. 


