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Abstract

Asthma, and chronic obstructive pulmonary disease (COPD) are significant health problems that have disparate effects on
many Americans. Misdiagnosis and underdiagnosis are common and lead to ineffective treatment and management. This
study assessed the feasibility of applying a two-step case-finding technique to identify both COPD and adult asthma cases in
urban African American churches. We established a community-based partnership, administered a cross-sectional survey in
step one of the case-finding technique and performed spirometry testing in step two. A total of 219 surveys were completed.
Provider-diagnosed asthma and COPD were reported in 26% (50/193) and 9.6% (18/187) of the sample. Probable asthma
(13.9%), probable COPD (23.1%), and COPD high-risk groups (31.9%) were reported. It is feasible to establish active case-
finding within the African American church community using a two-step approach to successfully identify adult asthma and
COPD probable cases for early detection and treatment to reduce disparate respiratory health outcomes.
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Background

Asthma and COPD are obstructive respiratory diseases with
a substantial impact on society. Although preventable and
treatable, COPD, a combination of emphysema and chronic
bronchitis, is irreversible and ranks third as a leading cause
of death in the US [1, 2]. This debilitating disease affects
24 million Americans, half of whom remain undiagnosed
[2, 3]. Asthma affects 20.4 million American adults, and
although not always preventable, it can be controlled with
appropriate medication and healthy management behaviors
[6, 7]. For both diseases, poor diagnosis presents treatment
challenges, compromises quality of life (QOL), and under-
estimates disease burden [3-5].
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Racial disparities in Asthma and COPD are well docu-
mented [6—11]. African American adults have a higher prev-
alence of asthma and three times the likelihood of death
compared to non-Hispanic Whites [7]. Although the preva-
lence and mortality from COPD are lower in African Ameri-
cans, their COPD is often undiagnosed even at later stages or
when diagnosed at younger ages, they tend to have a shorter
smoking history [11, 12], have more comorbidities, worse
disease severity, and poorer QOL [11-15]. These dispari-
ties have been attributed to underutilization of primary care,
a lower likelihood of referral to a specialist or pulmonary
rehabilitation, financial and structural barriers to care, lack
of reference values for spirometry, beliefs, attitude, or the
history of distrust for physicians and healthcare institutions
[10, 14—-18]. Efforts to improve health and reduce disparities
in minority groups have embraced community-based efforts
by actively reaching out to the people in their trusting envi-
ronments [17-22]. The Faith-based Organization (FBO) is
one community-based institution that plays an influential
role in African American communities. FBOs have been
effective avenues for delivering preventive health and were
leveraged as centers for testing and vaccine distribution to
combat the coronavirus disease 2019 (COVID-19) pandemic
among minorities [19, 21-25].
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Community-Based Approaches

Collaborative, community-based research (CBR) has been
used to address community-identified needs and foster change
in various contexts [26]. Such efforts have promoted the
involvement of community members as partners in the plan-
ning and implementation of interventions or programs [27]
that focus on environmental, social, economic, and cultural
issues, linked to racial and geographical health disparities [28,
29]. FBOs are recognized for creating pathways to address
such issues in the African American community [19, 20],
where pastors have become stakeholders, advocates, motiva-
tors, and liaisons between their communities and researchers
[18]. The pastors and other FBO leadership have been key in
establishing research partnerships with health organizations
and academic institutions [26].

Graham and colleagues collaborated with FBOs in Atlanta
Georgia to provide respiratory assessment focused on asthma
[22]. Other initiatives to improve asthma management have
been implemented in collaboration with FBOs in the African
American community [21, 30, 31], however, those for COPD
are lacking. Targeted approaches such as active case-finding
are recommended to improve COPD diagnosis in the pri-
mary care setting where spirometry, the test used to diagnose
asthma and COPD, is underutilized [30-35]. One case-finding
approach screens high-risk persons (with a smoking history)
in a 2-step technique: step 1 symptom-based screening ques-
tionnaire; step 2 confirmatory spirometry in individuals with
higher scores [36]. This 2-step technique has been used to
diagnose COPD in pharmacies [37], and primary care prac-
tices [38, 39], and to diagnose asthma at schools [40], and
churches [22]. This study assessed the feasibility of identifying
both COPD and asthma cases using the 2-step case-finding
approach in urban African American churches. These find-
ings can be useful to inform future initiatives within the Afri-
can American community by leveraging resources within the
church to facilitate early detection of diseases and thus reduce
health disparities in COPD and asthma.

Methods

The 2-step case-finding approach involved developing commu-
nity-based partnerships with the church leaders and representa-
tives, administering a cross-sectional survey to the members
of the congregation, and providing spirometry testing to self-
reported asthma and COPD cases and those at risk.

Participants
African Americans 18 years and older from four urban

churches were invited to participate. Churches were recruited
by the lead pastor, were predominantly Baptist, and 3/4 were
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located in the same zip code. On average, two churches had
80-100 members, while the other two had 300 members.
The study was approved by the Kent State University Insti-
tutional Review Board.

Establishing the Partnership and Recruitment

The partnership between the churches and the academic
institution was initiated after one pastor concerned about the
self-reported smoking status of his congregation contacted
a faculty and mobilized three other pastors. Four planning
meetings were held to establish relationships and define the
relevant approach for recruitment and intervention (Table 1).
The first meeting with the lead pastor resulted in establishing
the program’s purpose, defining roles and responsibilities,
and identifying resources at the churches and educational
institution. It was determined that a representative from each
church would serve as a liaison to the researchers. Before
the next meeting, the faculty assembled a research team at
the educational institution, while each pastor identified at
least one liaison from his church. The lead pastor, two liai-
sons, and two research team members held a second meet-
ing to establish the overall approach of the program, outline
recruitment strategies, and major program activities. Early
discussions allowed the liaisons to review planned church
activities and determine how to integrate and schedule pro-
gram activities. All six liaisons were female and 45 years or
older. Four had asthma, of which one was a former smoker.
One had COPD and an occasional smoker. Four of the
liaisons were members of their Church’s Nurses Ministry
(CNM). The CNM is an established health ministry charac-
teristic of predominantly African American churches [41].
The research team identified the screening tools for both dis-
eases and included demographic items to create the survey
for step 1. The team also developed promotional materials,
i.e., pamphlets, handouts, church announcement scripts, and
posters, and shared them with the liaisons for feedback. At
the third and fourth meetings, the liaisons, lead pastor and a
representative from the research team finalized the materi-
als and scheduled the distribution of surveys at each church.
The initiative became the asthma-COPD (ACOPD) program
aimed at fulfilling three main functions: (1) administering
a survey to identify church members with self-reported
asthma or COPD, probable disease, or a smoking history,
(2) conducting health screenings, and (3) implementing an
intervention consisting of education and text-messaging
(Fig. I—Supplementary materials). The faculty used exist-
ing relationships to recruit a local health system as a part-
ner to perform spirometry testing. Five meetings were held
with six Respiratory Therapists (RTs) to determine health
screening procedures and two RTs volunteered for ACOPD
program activities.
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Table 1 Collaboration and planning for the ACOPD program

Meetings Attendance

Agenda

First meeting Lead pastor and two research team members

Second meeting Lead pastor, two church representatives/liai-

sons, and two research team members

Third & fourth meeting Church pastor, a church representative/liai-
son, and a research team member

e Discussed respiratory health in the local African American commu-
nity

e Determined structure of the partnership, established purpose, and
defined roles

o Identified available resources at churches and educational institution

e Discussed and outlined engagement and communication strategies

o Established approach: educational intervention to increase knowledge
on disease management and prevention in high-risk groups i.e. those
with a smoking history, current and former smokers

e Determined recruitment strategies i.e. pamphlets/handouts on out-
reach tables after service, messages in church bulletins, attending the
missions outreach on Saturdays, phone calls to church members by
liaisons, other church events, word of mouth, and announcements by
the pastor during services

e Outlined main program activities and identified additional resources
required

e Developed the survey and promotional materials

o Scheduled and planned program activities around church events
o Recruited church members to volunteer at the events

Prior to administering surveys, at least two visits were
made to distribute study-related information at each church.
The pastors actively participated in recruitment by making
announcements from the pulpit, while liaisons distributed
promotional material and used word of mouth. Two rounds
of events (survey administration and health screening) were
held on Sundays over four months. Respondents who self-
reported provider-diagnosed asthma or COPD, a smoking
history, or scored higher on the screening tools, and provided
their contact information as an indicator of interest in sub-
sequent program activities, were called and invited to the
health screenings held over three months.

Data Collection
The Two-Step Case-Finding Technique

Step 1—Screening tools: Surveys were administered to
consenting participants after Sunday service and at other
church events including Saturday missions outreach. Gradu-
ate students and church nurses ministry members (CNMMs)
assisted with administering surveys after being trained on
scoring the screening tools. Surveys were distributed on two
consecutive Sundays at each church.

Step 2—Spirometry testing: Participants who provided
contact information in step 1 were invited for screenings.
This step included confirmatory diagnosis via spirometry
if they self-reported provider-diagnosed asthma or COPD
or identified as probable cases based on step 1. Nursing stu-
dents and CNMMs conducted blood pressure (BP), body
mass index (BMI), and glucose screenings, while Master
of Public Health graduate students administered the survey,

engaged attendees, and handled logistics. The RTs per-
formed spirometry testing based on the American Thoracic
Society guidelines [42] using the Medgraphics portable and
the NDD EasyPlus screener. Up to two consistent spirometry
readings were performed for each participant.

Percent forced expiratory volume in one second (FEV,)
and forced volume capacity (FVC) ratios (FEV /FVC) were
obtained. FEV is the volume of air exhaled during the first
second of maneuver and FVC is the measure of air forcibly
exhaled from the point of maximal expiration [1]. While
participants were seated upright, a minimum of two FVC
maneuvers were attempted for reliability. Time constraints,
tolerance, and understanding of maneuver led to reporting
the best attempt for the FEV /FVC ratio. Screening results
were shared with participants on a health card, and those
with abnormal tests were encouraged to discuss results with
their healthcare provider. Current smokers were encouraged
to quit and provided a handout with quit resources.

Measures
The Survey

The survey included the validated Asthma Screening Ques-
tionnaire (ASQ) for adults [43], and the COPD-Population
Screener (COPD-PS) [44]. Questions on demographics,
medical history (obesity, cardiovascular diseases (CVD),
diabetes), smoking history, insurance, flu vaccine, and hav-
ing a personal provider, were included as well as a request
for contact information. The survey was reviewed for content
validity and face validity by researchers and two CNMMs.
COPD risk based on smoking status was determined by the
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question, “Are you a: non-smoker (never smoked), occa-
sional/someday smoker (smokes, but not daily), current
smoker (smokes daily), or former smoker (quit smoking)”
[45].

Case Definition

COPD cases included participants with (1) provider diag-
nosis of either COPD, emphysema, or chronic bronchitis
or (2) spirometry FEV ,/FVC ratio < 70% obtained at the
screening events where probable cases were identified based
on the COPD-PS (range 0 to 10) with a cut off >35 points
[44]. COPD at-risk were participants that self-identified as
current, occasional, or former smokers [45]. Asthma cases
included participants with a provider diagnosis of asthma,
while probable asthma cases were determined using the
ASQ (range 0 to 20). The cutoff was selected based on previ-
ous research showing > 4 points resulting in 96% sensitivity
and 100% specificity [43].

Analysis

Univariate descriptive analysis were employed to sum-
marize our sample characteristics (averages and standard
deviation for continuous variables and frequencies and
percentages for categorical variables). Independent t-test
and chi-square analysis were used to examine bivariate
relationships between sample variables. All data manage-
ment and statistical analysis were performed in SAS, version
9.3. We excluded survey respondents with > 50% missing
data(n=11).

Results

The ACOPD Partnership

The ACOPD program was implemented through a collabora-
tion between seven partners (four churches, two departments
at the academic institution, and a local health system). The
program reach impacted over 200 church members and pro-
moted awareness of respiratory health through surveys and
five health screening events that reached 141 people who
received 322 screenings (Table 2). Five pastors, six liaisons,
two RTs, and 24 nursing and graduate student volunteers
were engaged through program activities (Fig. —Supple-
mentary Materials).

Disease Estimates
In total, 219 surveys were completed. Respondents reported

an average (SD) age of 53 (+ 16) years, were predomi-
nantly female (78.4%), African American (98.1%), and
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Table2 Health screening participation across churches in the
ACOPD program

BMI BP Glucose Spirometry Total
Church A 11 23 24 26 84
Church B* 17 20 20 37 94
Church C 19 22 20 14 75
Church D 13 19 22 15 69
Total 60 84 86 92 322

BMIBody Mass Index, BP Blood Pressure

#Two health screening events held at the church after Sunday church
service and during mission’s outreach

had insurance (93.8%) (Table 3). Approximately 33% of
respondents had a smoking history including 48 former
smokers (23.4%) and 27 current smokers (13.2%). The aver-
age number of smoke-years was 24 (+ 13.8) among smokers
who responded (n=22) to the question, ‘For current smok-
ers, how many years have you smoked cigarettes [45]?
There was a significant difference in the asthma (Males:
1.6+2.9, Females: 3.2 +4.5, p=0.032) and COPD (Males:
2.9+2.2, Females: 3.9+ 2.8, p=0.032) screening scores as
well as uptake of the flu vaccine in the previous 12 months
(Males: 13(28.9%), Females 85(52.1%) p=0.016).

Physician diagnosed asthma was reported by 25.9%
(n=50), of which 8 participants reported no symptoms. Of
all participants (n=>51) who scored >4 on the ASQ, 39.2%
(20/51) had no physician diagnosis, indicating probable
asthma. Overall, 9.6% reported physician diagnosed COPD
(Fig. II-Supplementary Materials). Based on the COPD-PS,
23.1% (36/156) scored > 5, indicating probable COPD. In
the non-COPD group, 31.9% were classified as high-risk
(smoking history with no physician diagnosis of COPD).
Self-reported provider diagnosis was high for obesity 59
(32.2%) and CVD 59 (30.6%) (Table 4). Females were more
likely to be obese (56 (34.4%) vs. 3(6.7%), p =0.002), have
asthma (46(28.2%) vs. 4(8.9%), p=0.008), and be probable
asthma cases (16(9.8%) vs. 4(8.9%), p=0.021).

Discussion

Utilizing the two-step case-finding technique to identify
cases of asthma and COPD and risk of COPD was feasi-
ble through a partnership between the African American
churches and researchers from an academic institution.
This suggests that FBOs remains a significant pillar for
effective health initiatives within the African American
community. In this study, pastors and church representa-
tives bridged community needs and resources at the
academic institution to raise awareness of health issues
(COPD) often overlooked or perceived as less severe in the
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Table 3 Demographic

o Participant characteristics Overall Female (n=163) Male (n=45) P-value n
characteristics for ACOPD
program survey respondents Age (years) (mean + SD) 53.6+16 54.4+14.7 51.4+17 0.253 206
(N=208) Asthma score (mean +SD) 1.6+3 32445 16429 0.032° 213
COPD score (mean + SD) 2.3+1 39+2.8 29+2.2 0.0322 208
Freq (%)
Race 0.766 208
African American 204 (98.1) 156(95.7) 45(100)
Education 0.368 211
Some high school or less 19 (9.0) 17(10.4) 2(4.4)
HSG and some college 133 (63.0) 103(63.2) 28(62.2)
College (>4 years) 59 (28.0) 43(26.4) 15(33.3)
Smoking status 0.817 205
Non-smoker 130 (63.4)  101(62.0) 28(62.2)
Former smoker 48 (23.4) 37(22.7) 9(20.0)
Current and occasional smoker 27 (13.2) 20(12.3) 7(15.6)
Health insurance 0.11 208
Yes 195(93.8)  154(94.5) 38(84.4)
Primary care physician 0.766 202
Yes 180 (89.1)  140(85.9) 37(82.2)
Flu vaccine in past 12 months 0.016* 205
Yes 99 (48.3) 85(52.1) 13(28.9)
Medication for lung conditions 0.067 191
Yes 41 (21.2) 37(22.7) 4(8.9)

SDStandard deviation, Freqfrequency, COPD chronic obstructive pulmonary disease, HSGhigh school
graduate; Of the 219 completed surveys, 11 were excluded from the analysis due to missing data, N=208

ip<0.05
Table 4 Disease and smoking Discases Freq (%)
status estimates for ACOPD
program survey respondents Overall Female (n=163) Male (n=45) P-value N
(N=208)
Asthma 50 (25.9) 46(28.2) 4(8.9) 0.008* 191
Probable Asthma 20(10.4) 16(9.8) 4(8.9) 0.021? 191
COPD 18 (9.7) 17(10.4) 12.2) 0.128 185
Probable COPD 36(19.5) 30(18.4) 6(13.3) 0.254 183
Smoking status 0.817 202
Current 27(13.2) 37(22.7) 9(20)
Former 48(23.4) 20(12.3) 7(15.6)
Diabetes 43 (22.5) 33(20.2) 9(20) 0.999 191
Obesity 59 (32.2) 56(34.4) 3(6.7) 0.002? 183
CVD 59 (30.6) 50(30.7) 9(20) 0.251 193

Fregfrequency, COPD chronic obstructive pulmonary disease, CVD cardiovascular diseases

#p<0.05; All estimates are self-reported ‘Yes’ as physician diagnosed

African American community. Such community-institu-
tion partnerships continue to drive implementation of cul-
turally tailored interventions in an effort to reduce health
disparities [41] linked to comorbid conditions prevalent in
African Americans [19, 20]. Asthma programs have been
implemented within the African American church [19, 22,
30]; however, community-based programs for COPD are

lacking and African American representation in studies
is poor [46, 47]. The lack of efforts is important given
that African Americans with COPD report poorer QOL,
greater frequency of exacerbations, and more emergency
department utilization compared to non-Hispanic Whites
[48].
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CNM members played a vital role in implementing
program activities. Churches with a health ministry often
organize health events [24] in collaboration with academic
institutions, local health agencies, or other churches [49].
An established health ministry is an indicator of commit-
ment to the health and well-being of a congregation and can
facilitate research interventions for underrepresented minori-
ties. Within the CBR approach, such community-institution
research partnerships demand trust, which was cultivated in
this study through continuous engagement, open commu-
nication, and mutual flexibility while developing program
activities [49].

Trained pharmacists used a similar case-finding technique
to identify COPD cases in an at-risk population across Aus-
tralia [37]. They recruited individuals with a smoking his-
tory to complete a COPD risk assessment, undergo a lung
function test, and follow-up with a general practitioner as
indicated by results (15 participants (10%) were diagnosed
after referral). A Mexico-based study performed initial
screening using a questionnaire and a pocket spirometer
followed by confirmatory spirometry for the individuals
found at highest-risk [38]. Use of such active case-finding
techniques can improve early detection and allow for appro-
priate use of resources by testing only those with symptoms
as recommended by the U.S. Preventive Services Task Force
[50, 51].

The proportion of provider-diagnosed asthma cases (26%)
from our study was more than double the national preva-
lence estimates for African Americans (11.6%) [14, 52] and
was twice that found in two church studies (13% and 15%)
[21, 31]. The higher asthma estimates in our study could

be explained by the larger proportion of elderly women in
whom asthma and reduced lung function is more common
due to older age and biological factors [2, 13]. Addition-
ally, the women who underwent spirometry had a signifi-
cantly higher BMI than the men (33.4 + 7.1 vs. 29.5 + 6.7
p = 0.016), and were mostly in class I (20/65(30.8%)) or
I (16/65(16%)) of obesity (Table 5), which is a known risk
factor for asthma [13, 53]. For COPD, comparable data spe-
cific to the African American church community are una-
vailable; however, the national prevalence rates of COPD is
lower, 6.1% compared to our study estimates (9.6%) [54, 55].
This may be due to our predominantly older female sample
and the decreasing prevalence of COPD in men and stable
prevalence in women [56]. One report found a 6.1% COPD
prevalence among women vs. 4.1% among men between
2007 and 2009 [56], supporting that women experience
higher burden.

In the current study, 29.5% (46/156) of participants
were considered probable cases of COPD based on COPD-
PS scores of > 5. Of those, 78.3% (36/46) did not report
a COPD diagnosis, indicating possible undiagnosed cases.
This was not surprising given previous reports of underdi-
agnosis associated with COPD [57, 58]. Eight percent (7/92)
who underwent spirometry had poor lung function charac-
teristic of COPD (FEV1/FVC <70%) [1]. These participants
were recommended to get additional lung function tests to
confirm COPD given that 3/7 were > 70 years of age, an age
over which caution is advised during COPD diagnosis [1].

Table 5 Characteristics

8 Participant characteristics Overall Female (n=65) Male (n=26) P-value n

and spirometry results for

participants screened (n=91) Age (years) (mean = SD) 543+18.0 552+184 523+17.3 0.518 85
BMI (Kg/m?) (mean + SD) 323+7.1 33.4+7.0 29.5+6.7 0.016% 91
Underweight (<18.5), % 1(1.1) 0(0) 1(3.8)
Normal (18.5-24.9), % 8(9.1) 3(4.6) 5(19.2)
Overweight (25.0-29.9), % 25(28.4) 17(26.2) 8(30.8)
Class I obesity (30.0-34.9), % 26(29.6) 20(30.8) 6(23.1)
Class II obesity (35.0-39.9), % 10(11.4) 7(10.8) 3(11.5)
Class III obesity (>40), % 18(20.5) 16(24.6) 2(7.7)
Height (inches) (mean + SD) 65.3+4.0 63.5+2.5 69.8+3.5 <.0001% 91
FEV, (mean + SD) 22+0.8 1.8+0.6 3.0+0.2 <.0001% 78
FVC (mean + SD) 27+1.0 23+0.7 37+1.2 <.0001% 78
FEV,/FVC, % (mean + SD) 80.2+9.1 80.5+7.8 79.3+12.1 0.6236 78
<70, % 7(7.7) 5(7.7) 2(7.7)
>70t0<80, % 35(38.5) 27(41.5) 8(30.8)
>80, % 49(53.9) 33(50.8) 16(61.5)

SD Standard deviation, BMIbody mass index, FEV,forced expiratory volume in the 1st second, F'VCforced

vital capacity
ip<0.05
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Study Limitations

Our findings should be interpreted while considering the
following limitations. The screening survey was named
‘The Asthma & COPD Prevalence Survey,” which may
have been so specific it influenced who chose to com-
plete the survey. Individuals who had neither disease nor
concern for the conditions may have been less inclined
to complete the survey, biasing the sample towards those
with respiratory issues and concerns, resulting in higher
estimates. However, all church members were encouraged
to complete the survey and attend the events where other
preventative health screenings were available. Further, dis-
ease estimates may suffer from self-report bias. Employ-
ing the two-step case-finding technique was intended to
address this potential bias by verifying survey results with
spirometry testing. However, since the health screening
events were held after church service, time was a barrier to
program implementation. Once church service was over, a
large volume of participants arrived at the screening event
simultaneously, leading to unanticipated wait for screening
services. It took on average 45 min to get all four screen-
ings, with about 10—15 min for spirometry. Church mem-
bers, though willing to participate, explained departure
due to other engagements. Not all probable cases received
spirometry testing as planned while some who self-
reported asthma or COPD lacked confirmatory spirometry
measures. The majority of participants were able to com-
plete a minimum of two screenings, BP (26.1%, 84/322)
and glucose (26.7%, 86/322). Where trained technicians
or RTs are available in the church setting, screening sur-
veys and spirometry should be done at one event [22]. This
could mean organizing the event on other days besides
Sunday, having a series of events, collaborating with more
churches and RTs [22], or scheduling testing at a local
health facility. Nevertheless, this approach may result in
lower attendance as the after service event was deemed
convenient by the liaisons as it capitalized on people being
at the location of the event, thus eliminating transportation
barriers.

Study Strengths

A major strength of this study was the ability to screen
and provide early detection of respiratory problems to a
FBO population in a convenient setting. Engaging trained
CNMMs (liaisons) in the screening process was also signifi-
cant as they offer an avenue for sustainability of screening
and referral activities. Raising awareness and recruiting par-
ticipants from the community setting may reach a different
subset of asthma and COPD patients with mild or intermit-
tent symptoms, a group that can benefit significantly from

self-management interventions, which can prevent acceler-
ated decrease of lung function, and reduce healthcare costs.
The majority of respiratory interventions recruit partici-
pants from hospitals or pulmonary rehabilitation facilities,
leading to study samples with moderate to severe asthma or
COPD [59, 60]. Granted that patients with greater disease
severity require more attention in terms of treatment and
disease management, those with minor symptoms or those
at high risk later develop more severe forms of the diseases
if not well managed. Also, early stages of COPD may be
asymptomatic to mildly symptomatic with a ‘nagging cough’
often interpreted as a ‘smoker’s cough’, and usually goes
unreported to healthcare providers [61].

Conclusion

It is feasible to identify both COPD and asthma cases
using the 2-step case-finding approach in urban African
American churches. The church continues to be a cata-
lyst towards eliminating health disparities in the Afri-
can American community. There is significant benefit
in continuously identifying community needs, assess-
ing resources, and collaboratively engaging in relevant
efforts with diverse community partners to advance health.
Our study results indicate important lessons and war-
rants trained CNMMs as partners in active case-finding
by administering respiratory screening tools and giving
recommendations on deliberate discussions with health-
care providers. Long-term, this approach has potential to
improve early detection, health outcomes, and QOL in
African Americans with asthma or COPD.

New Contribution to the Literature

This research demonstrated the feasibility of using the
church, a trusted entity within the African American com-
munity as a case-finding setting for COPD, a poorly diag-
nosed disease partly due to suboptimal use of spirometry
testing in the clinical setting. The involvement of trained
CNMMs is especially novel as it enhances the influence
of churches in the promotion and sustainability of imple-
mented health activities. The CNMMs often have a profes-
sional background in healthcare, thus a potential resource
for health promotion. This study demonstrates that it is
feasible to identify African Americans with COPD at
FBOs, in partnership with CNMs, an effort that can con-
tribute to reducing respiratory health disparities.

Supplementary Information The online version contains supplemen-
tary material available at https://doi.org/10.1007/s10903-022-01405-w.
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