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IntroductIon

The health status of US Latinos/as1 has been described as 
a “paradox.” Though Latinos/as as a group have a lower 
socioeconomic status than non-Hispanic whites and African 
Americans, they do not suffer from comparatively higher 
mortality rates in infancy (Hummer et al. 2007), adulthood 
(Palloni and Arias 2004), or among the elderly (Hummer, 
Benjamins, and Rogers 2004). In fact, the opposite is 
true—a reality Markides and Coreil dubbed the “Hispanic 
epidemiologic paradox” (Markides and Coreil 1986). 

Attempts to explain this paradox have pointed to a 
combination of data problems, cultural factors, and the 
reality that immigrants’ health tends to progressively 
worsen the longer they live in the United States (Turra and 
Elo 2008). But the picture is even 
more complex. The healthy start 
exhibited by children of Mexican 
immigrants is essentially eliminated 
by the age of five, in part due to lack 
of access to healthcare, high rates of 
poverty, and lower rates of insurance 
coverage (Padilla, Hamilton, and 
Hummer 2009). The same maternal 
lifestyle factors2 believed to 
contribute to the “health advantage” 
of Latino/a children have not been 
found to translate into improved 
cognitive development (Fuller et al. 2009). Further 
complicating the picture is evidence that the relative health 
advantage of Latinos/as is chiefly experienced by foreign-
born Mexicans and not by all Latino ethnic subgroups 
(Turra and Elo 2008; Palloni and Arias 2004).

Thus, despite their mortality advantage, multiple 
studies of health indicators have documented some 
troubling trends among the US Latino population. The 
Office of Minority Health at the US Department of Health 
and Human Services reports that Latinos/as experience 
higher rates of diabetes than non-Hispanic white adults,3 
and lists diabetes with heart disease, cancer, and stroke 
as one of the leading causes of illness and death among 
Latinos/as. Others have observed a nationwide increase in 
obesity rates among Latinos/as in general (Ogden, Carroll, 
et al. 2006; Mokdad, Serdula, et al. 1999; Freedman, Khan, 
et al. 2002; Hubert, Snider, et al. 2005) and young Latinos/

1	 The	terms	“Latino”	and	“Hispanic”	are	used	equivalently	in	this	report		
to	describe	people	who	live	in	the	United	States	and	self-identify	as	such.
2	 E.g.,	lower	smoking	rates,	healthier	eating	habits,	and	better	overall	
maternal	health.	
3	 http://minorityhealth.hhs.gov/templates/browse.aspx?lvl=2&lvlID=54.

as in particular (Flegal 2010), which is an associated factor 
in the rise of diabetes and other chronic diseases among  
this population (Centers for Disease Control and 
Prevention 2002). 

Addressing the health of the fastest-growing 
population in the United States requires looking beyond 
individual behavior to examine the role that social networks 
and community assets can and do play in improving the 
health of the Latino community. Several recent studies 
have found that social networks can be crucial to modifying 
or encouraging health-improving behaviors including 
quitting smoking (Christakis and Fowler 2008) and 
reducing obesity (Christakis and Fowler 2007; Wing and 

Jeffery 1999), and that weight-loss 
interventions are more likely to be 
effective within a context where peer 
support exists (Wing and Jeffery 1999; 
Malchodi, Oncken, et al. 2003).

One such source of social 
reinforcement within the Latino 
community is the church, which has 
been shown to provide health and 
other social services to Latinos/as and 
newly arrived immigrants (Ebaugh 
and Chafetz 2000; Cnaan et al. 2002). 
As places of gathering and outreach, 

Latino congregations shape what has been referred to as 
“collective efficacy” (Sampson and Raudenbusch 1999)—
that is, a neighborhood’s ability to achieve an intended 
effect or community goal. High levels of church attendance 
in the Latino community enhance the density of social ties 
(Suro, Escobar, et al. 2007) and nurture connections that 
have a positive effect on the physical and mental health 
of those involved (Ellison and Levin 1998; Krause 2002a; 
Krause 2002b; Krause and Wulff 2005). 

Studies also indicate that religious belief and practice 
are strongly associated with general health and well-
being (Koenig, McCullough, et al. 2001) and that there 
is a positive correlation between religion and mental 
and physical health (Koenig, Larson, et al. 2001; Krause 
and Wulff 2005), despite aspects of this relationship 
being contested (Ironson, Solomon, et al. 2002). Other 
research has found a negative correlation between religious 
beliefs and behaviors that put people at risk for sexually-
transmitted disease, such as drug and alcohol abuse and 
early sexual activity involving a number of partners (Mott, 
Fondell, et al. 1996; Ginn, Walker, et al. 1998; Hayes, Porter, 

Studies indicate that religious 
belief and practice are strongly 
associated with general 
health and well-being, but 
few studies have sought to 
explore the connection between 
congregations and health 
outcomes.



et al. 1998; Wallace and Forman 1998; Pence and Hubbard 
2001; Hardy and Raffaelli 2003; Heynes 2003; Cochran, 
Chamlin, et al. 2004). 

But though a positive relationship between religion 
and health has been documented (McCullough 1999; 
Sloan and Bagiella 2002; Powell, Shahabi, et al. 2003), few 
studies have sought to explore the connection between 
congregations and health outcomes (Levin, Markides, et 
al. 1996; Arredondo, Elder, et al. 2005; Trinitapoli, Ellison, 
and Boardman 2009). More specifically, there is little in 
the extant literature examining the role of Latino churches 
in promoting health and well-being in urban communities, 
even though research has shown that many congregations 
carry out health-related programs (Catanzaro et al. 2006; 
Chaves 2004; Chaves and Tsitsos 2001). 

This report thus aims to deepen the understanding 
of how churches and religious institutions contribute to 
improving the health of Latino communities. We do so 
by examining what Latino churches in Chicago are doing 
to provide health services, promote health education and 
healthy lifestyles, and offer support to Latino/a congregants 
with health problems. Our findings are based on data from 

a comprehensive study of Chicago Latino churches that 
was conducted between August 2004 and September 2007,4 
in which Latino/a religious leaders5 and congregants were 
surveyed on a range of issues.

The report is divided into four sections. The first 
describes the health status of Latino congregational leaders 
and the second the health of adult Latino/a congregants. 
Part three examines the extent to which Latino congre-
ga tions in Chicago offer some form of health-related 
programming. We conclude by outlining recommendations 
for greater collaboration between Latino congregations and 
those entities responsible for the health of the community.

4	 For	more	information	on	the	research	methodology	see	Appendix	A.
5	 For	the	sake	of	simplification,	we	use	“Latino/a	religious	leader”	
throughout	this	report	to	refer	to	the	congregational	leaders	who	participated	
in	our	study	even	though	our	sample	includes	some	white	non-Hispanic	priests	
serving	parishes	with	substantial	Latino	populations.	All	of	the	Protestant	
participants	were	ordained/appointed	ministers,	and	of	the	Catholic	leaders,	
roughly	half	were	priests	and	the	other	half	Latino/a	lay	persons	who	held	a	
leadership	position	within	the	congregation.

2
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The congregational leaders we surveyed are both experi-
enced and satisfied in their current positions. Forty one 
percent have been pastors for 16 years or more, and 92 
percent reported “a good match between the congregation 
and yourself.” Four out of five (81 percent) said they 
are “very satisfied” with their current ministry position 
and almost 74 percent indicated they feel “appreciated 
by their congregation or parish.” Despite this level of job 
contentment, nearly two out of five (38 percent) leaders 
surveyed indicated they experience stress because of the 
challenges they face in their congregations. Though our 
data do not make this connection directly, the reality that 
nearly two in five (39 percent) of the leaders we surveyed 
sustain themselves economically by working in other paid 
jobs while serving their congregations full-time is likely an 
additional source of stress. 

Health Indicators of Religious Leaders
In general, Latino/a religious leaders perceive themselves 
to be in good health. As Figure 1 shows, 88 percent rated 
their health as “good” to “excellent” with only 12 percent 
describing such as “fair” or “poor.” In comparison, 95 
percent of respondents in a 2001 nationwide survey of 
clergy from all racial and ethnic backgrounds described 
their health as good to excellent (Carroll 2006). A smaller 
rate of our sample (56 percent) described their health as 

“very good” or “excellent” compared to clergy in the national 
study, 76 percent of whom reported being in very good or 
excellent health.

Despite these positive self-reports, our findings 
indicate that the vast majority of Latino/a religious leaders 
are overweight. Among our sample, 34 percent have body 
mass indices (BMI) that are considered obese,6 49 percent 
are overweight, and only 17 percent fall within a normal 
weight range. These rates are commensurate with those 
found in the national clergy study cited above, 30 percent 
of whom were obese, 48 percent overweight, and 21 percent 
within the normal weight range (Carroll 2006). Just under 
a third (32 percent) of Latino/a religious leaders surveyed 
exercise “several times a week,” 27 percent “once a week,”  
24 percent “rarely,” and 17 percent “never.” Over a third  
(36 percent), we found, take medication for a health-related 
condition—18 percent for high blood pressure, 13 percent 
for diabetes, 9 percent for heart condition, and 9 percent for 
cholesterol. 

Health insurance can be a critical factor in maintaining 
good health (Perez, Ang, et al. 2009). Among our sample 
of Latino/a religious leaders, only 63 percent reported 
having health insurance. Of these, 57 percent described 
their coverage as adequate while 31 percent said “somewhat 
adequate” and only 12 percent “not very adequate.” When 
we break down health insurance by religious tradition,7 
6	 Respondents	were	asked	to	give	their	height,	weight,	and	age	and	with	
these	numbers	we	calculated	Body	Mass	Index	(BMI).	While	BMI	is	not	the	only	
measure	used	to	determine	whether	someone	is	obese	and	some	literature	
questions	the	relationship	between	BMI	and	health	risks	among	minorities	and	
women	in	particular,	many	medical	researchers	continue	to	rely	upon	this	as	a	
means	of	determining	obesity	rates	(cf.	K.	M.	Flegal’s	“Prevalence	and	Trends	
in	Obesity	Among	US	Adults,	1999–2008”	in	JAMA	303(3):	235–24.	Because	our	
data	do	not	include	other	measures,	we	have	opted	to	rely	on	BMI	throughout	
this	report	to	determine	obesity	rates.
7	 Our	sample	of	religious	leaders	breaks	down	denominationally	as	follows:	
30	percent	Catholic,	13	percent	Mainline,	15	percent	Evangelical,	and	42	
percent	Pentecostal.	

4%

10%

19%

32%

41%

41%

35%

15%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
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Figure 1
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Source: National Clergy Survey  (Carroll 2006).
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we found that all of the Catholic leaders in our survey 
had health insurance compared to 89 percent of leaders 
from Mainline Protestant denominations and 73 percent 
of Evangelical leaders. In contrast, only 40 percent of 
Pentecostal leaders indicated they have health insurance.

Health Expectations of Religious Traditions
To investigate what role religious communities might 
play in influencing their members’ health, we asked the 
religious leaders in our study to indicate whether their 

congregations expect parishioners to adhere to certain 
behavioral standards: completely giving up tobacco use, 
completely giving up drinking alcohol, and avoiding social 
activities where alcohol is being served. Figure 2 shows 
the breakdown of such expectations by denominational 
affiliation and for the overall sample. Overall, the Catholic 
congregations in our study were the least likely to expect 
their congregants to completely abstain from such 
behaviors and Pentecostal leaders reported the highest 
levels of such expectations. 

23%

55%

83%
90%

70%

8%

27%

89%
77%

65%

8%
18%

38%

61%

38%

0%
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20%

30%

40%

50%

60%

70%

80%

90%

100%

Catholic Mainline Evangelical Pentecostal Total Sample

Figure 2
Expectations for Alcohol and Tobacco Use among Church Members, 
by Denominational Group 

Completely give up alcohol Completely give up tobacco Avoid activities with alcohol use
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the heAlth of Adult lAtIno/A congregAnts

Background Information about the Sample
Understanding the health status of adult Latino/a 
congregants gives us a further glimpse into how religion 
intersects with health-related behaviors among this 
population.8 In all, 2,368 adult congregants completed 
a bilingual survey during or after a worship service.9 Of 
this group, 40 percent were under 35 years old, 61 percent 
were women, and 37 percent had three or more children. 
Educationally, 28 percent had less than a high school 
degree, 52 percent a high school diploma, and 22 percent 
some college or an associate degree. Just 10 percent were 
college graduates and 3 percent had graduate degrees. 

Over half (51 percent) of Latino/a congregants 
reported annual household incomes of $24,999 or less, a 
third (33 percent) incomes of $25,000 to $49,999, and just 
17 percent one of $50,000 or more. Further analysis found 
that 28 percent of surveyed adults’ household incomes fall 
below the poverty line.10 This is higher than the state-wide 
rate for 2006 (the year in which our survey was conducted), 
in which 21 percent of households reported incomes below 
the poverty line. Nonetheless, when asked to agree or 
disagree with the statement “I am optimistic and hopeful 
about the future,” 77 percent indicated agreement.

8	 The	Chicago	Latino	Congregation	Study	collected	data	from	adult	
congregants	during	worship	services	or	at	a	mutually	agreed	upon	time.		
This	sampling	was	not	randomized,	but	is	a	convenience	sample	of	
congregants	who	willingly	participated	in	the	data	collection	process.		
As	such,	our	sample	is	biased	towards	individuals	who	are	more	religiously	
engaged	in	their	congregations.	For	more	details	on	the	methodology	and	
sampling	process	of	the	study	see	Appendix	A.
9	 All	findings	and	discussion	of	Latino/a	congregants	throughout	this	report	
are	based	on	our	survey	of	adult	Latino/a	churchgoers,	and	thus	reflect	the	
answers	of	individuals	aged	18	and	older.
10	 This	percentage	was	calculated	using	2006	Poverty	Line	data.	Federal 
Register,	Vol.	71,	No.	15	(24	January	2006):	3848–3849.

Ethnicity, Generation in the United States,  
and Acculturation
Ethnicity, acculturation, and frequency of church 
attendance have been shown elsewhere to be strong 
predictors of a community’s health status (Ellison and 
Levin 1998). When asked to indicate which Hispanic/
Latino group one most identifies with, 45 percent of 
Latino/a congregants indicated Mexican or Mexican-
American, 14 percent Central American, 7 percent South 
American, 7 percent Puerto Rican, and 15 percent an “other 
ethnicity.” More than three quarters (77 percent) are first 
generation immigrants, 15 percent second generation, and 
4 percent each third and fourth generation in the United 
States. Figure 3 shows the relationship between the 
generation and ethnicity of our respondents and indicates 
that the Puerto Ricans in our sample include the largest 
share of second- and third-generation Latino-Americans. 

Level of acculturation was determined via a proxy 
measure created from questions asked about English 
language usage in several aspects of daily life. Our 
acculturation measures were adapted from the scale 
developed by Marin et al. based on the four questions: “In 
general, what language do you: (1) read, (2) think, (3) speak 
at home, and (4) speak with your friends?”11 From this we 
established two categories for purpose of analysis: “less 
acculturated” respondents are those who speak and think 
primarily in Spanish, and “highly acculturated” respondents 
are those who speak and think primarily in English or equally 
in English and Spanish. Nearly two-thirds (65 percent) of 
adult congregants fall into the less acculturated range, with 
the remaining 35 percent considered “highly acculturated.”

11	 Gerardo	Marin	et	al.	in	“Development	of	a	Short	Acculturation	Scale	for	
Hispanics,”	Hispanic Journal of Behavioral Sciences 9:2	(June	1987),	pp.	183–205.	
Our	Cronbach’s	alpha	was	.93.	Though	more	robust	measures	of	acculturation	
are	available	and	even	preferable,	the	limitations	of	our	survey	methods	
required	us	to	use	language	usage	as	a	proxy	measure	of	acculturation.
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Religious Participation and Satisfaction
Our sample of Latino/a congregants reflects individuals 
who are highly involved in their churches with over half 
(56 percent) indicating they attend religious services two 
or more times a week and another 30 percent saying they 
do so once a week. In addition to attendance, we asked 
respondents how many hours a week they spend at church 
(including worship services or mass) and learned that 47 
percent spend one to three hours a week at church, 17 
percent spend three to five hours, and 36 percent five or 
more hours a week. 

A considerable majority (86 percent) say that their 
church meets their spiritual needs. To the question, “How 
distant or close do you feel to God most of the time?” a 
quarter (25 percent) answered “extremely close,” 44 percent 
said “very close,” and 18 percent “somewhat close,” with 
just 4 percent saying “somewhat distant” and 9 percent 

“extremely distant.” Participants were also asked how 
frequently they read the Bible. Four in ten (40 percent) said 
they do so daily, 26 percent that they read it at least once 
a week, 9 percent about once a month, 11 percent “hardly 
ever,” and 15 percent “never.”

Relationships
As noted above, research shows that social ties influence 
health behaviors. As a way of understanding the density 
of social ties within a congregation, we asked congregants 
whether their five closest friends attend the same 
congregation as they did. Only 21 percent said that none  
of their five closest friends attend their church, 12 percent 
said at least one did so, 24 percent reported that two or 
three of their close friends go to their church, and 43 
percent indicated four or five of their best friends attend 
the same church. 

Trends in Smoking and Drinking  
among Adult Latino/a Congregants
As we saw above, expectations about health-impacting 
habits such as smoking and consuming alcohol vary by 
religious tradition. Our data suggest that such expectations 
correspond with relatively lower rates of such behaviors. As 
Figure 4 shows, Pentecostal12 Latino/a congregants report 
the lowest rates of having ever consumed alcohol or smoked 
tobacco, which corresponds with our finding that a high 
rate of Pentecostal churches maintains prohibitions against 
such behaviors (see Figure 2). Conversely, Latinos/as who 
attend Mainline Protestant and Catholic congregations, 
which tend not to emphasize such prohibitions, report 
higher levels of smoking and drinking alcohol.13

12	 Our	sample	of	adult	Latino/a	congregants	breaks	down	denominationally	
as	follows:	29	percent	Catholic,	5	percent	Mainline,	29	percent	Evangelical,	and	
37	percent	Pentecostal.	This	low	response	rate	for	Catholic	adults,	relative	to	
their	representation	among	Latinos/as	in	Chicago,	was	partly	due	to	logistical	
issues	in	the	data	collection	process,	including	the	back-to-back	schedule	of	
masses	that	made	it	difficult	to	keep	the	majority	attending	mass	to	remain	
afterwards	to	fill	out	the	survey.	However,	we	have	weighted	the	sample	to	
approximate	the	population	parameters.	See	Appendix	A	for	more	details	on	
the	data	collection	process.
13	 Some	may	question	why	we	consider	drinking	alcohol	to	be	an	at-risk	
behavior,	since	the	view	that	consuming	alcohol	in	moderation	might	be	
neutral	or	even	beneficial	to	health	is	generally	accepted	(Rehm	et	al.	2003).	
However,	some	recent	research	suggests	that	even	moderate	drinking	
could	increase	the	risk	of	chronic	diseases	(Corrao	et	al.	2004),	cancer	(http://
www.medicalnewstoday.com/articles/19465.php;	Moskal	et	al.	2006),	and	
coronary	heart	disease	(Arriola,	Martinez-Camblor,	et	al.	2010).	In	addition,	
new	research	questions	the	association	of	slight-to-moderate	drinking	with	
reduced	risk	of	total	and	ischemic	stroke	(Rist	et	al.	2010).	Some	suggest	that	
the	reason	for	the	apparent	positive	effects	of	moderate	drinking	on	health	
is	that	moderate	drinkers	tend	to	be	in	better	overall	health	(Fillmore,	Kerr,	
et	al.	2006;	Naimi,	Brown,	et	al.	2005).	Moreover,	no	randomized	controlled	
clinical	trial	research	has	been	conducted	to	establish	with	certainty	the	
connection	between	moderate	drinking	and	health	(Rabin	2009),	and	there	
is	reasonable	evidence	that	suggests	that	the	alcohol	industry	may	have	
contributed	to	underestimating	the	health	risks	of	moderate	drinking	(Rabin	
2009).	Multivariate	analysis	later	in	this	paper	will	examine	frequent	alcohol	
consumption	(defined	as	2–3	drinks/week).
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Further analysis also finds an apparent relationship 
between frequency of church attendance and a decreased 
likelihood to smoke or drink, as Figure 5 shows.1 4  These 
findings are consistent with research showing that religious 
participation decreases consumption of addictive substances 
and at-risk behaviors (Patock-Peckham, Hutchison, et al. 
1998; Chatters 2000).

An increased level of acculturation has been found 
elsewhere to have a positive association with alcohol 
consumption (Zemore 2007). Among our congregant 
sample, we find similar trends. Figure 6 shows that Latinos/
as who are more highly acculturated according to our proxy 
measure also report higher rates of tobacco and alcohol use.

14	 Though	our	sample	is	biased	toward	the	religiously	active	(as	noted	above),	
we	nonetheless	find	significant	differences	in	these	behaviors	according	to	
frequency	of	attendance.

Explaining Smoking and Alcohol Use
To further explore the apparent denominational effect 
on potentially health-risky behaviors, it is important to 
investigate whether a factor such as denominational family 
is truly at play or is simply standing in for another factor or 
group of factors. For example, might the rates of smoking 
and drinking among Pentecostals be suppressed by lower 
income levels that leave less disposable income available 
for such purchasing cigarettes or liquor? Using multivariate 
statistical models that account for the potential impact of 
multiple variables on outcomes like smoking and drinking 
allows us to detect the unique influence of each variable 
independently of the others. Thus, when we compare 
Pentecostals to Catholics for these measures, we are 
comparing Pentecostals and Catholics who are similar in 
every other respect (age, sex, income, education, religiosity, 
etc.) except for denominational family.

Table 1 displays the results of three multivariate models 
that seek to explain our survey respondents’ self-reported 
smoking (any smoking at all, even infrequent), frequent 
drinking (two to three times a week or more), and at-risk 
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behavior (smoking, frequent drinking, or both).15 The 
first column lists all the variables included in each model, 
grouped by type. Variables related to religion are listed first. 
The second column shows the results of a model of self-
reported smoking (from “a few times a year” up to “more 
than once a day”) with the level of statistical significance 
(if any) indicated to the right. The numbers are odds ratios, 
comparing the odds of smoking for the group named in 
the variable row compared to the baseline category. Odds 
ratios greater than one mean the smoking rate increased 
as a multiple of the baseline rate. Odds ratios less than 
one mean the rate decreases (that is, it is a fraction of the 
baseline rate).

The first odds ratio number we see, 6.12, shows 
us that when compared to Pentecostals with similar 
theology, religiosity, demographics, education, income, 
and ethnicity, Mainline Protestant adults were 6.12 times 
more likely to say they have ever smoked tobacco. The *** 
to its right indicates that this number is very statistically 
15	 	For	the	statistically	astute	reader,	these	models	are	logit	models,	where	
the	variables	are	coded	1	if	smoker,	frequent	drinker,	or	at-risk	person,	0	if	not.	
Model	statistics	(N,	Pseudo	R2)	are	available	in	Appendix	B:	Multivariate	Model	
Statistics.

significant.16 In comparison, Evangelicals were only 1.04 
times (or 4 percent) more likely to report smoking than 
demographically-similar Pentecostals—a statistically 
insignificant difference. Catholics were 3.40 times as likely 
to report smoking. 

Moving to the right, similarly large odds ratios are 
found in the middle and right-hand columns, with all three 
groups reporting higher rates of frequent drinking and of 
overall at-risk behavior than the baseline of Pentecostals. 
This indicates that denominational affiliation is an 
important correlate of risk, with Pentecostals smoking and 
consuming alcohol at statistically lower rates than the other 
three groups. While we cannot rule out selection effects 
(i.e., that persons who choose to smoke or drink alcohol 
select out of Pentecostal churches and/or into Mainline 
Protestant or Catholic ones), the size of the odds ratios 
gives us some confidence that churches that prohibit such 
behaviors are at least reinforcing any underlying individual 
proclivity against such health-risking behaviors. 

These models reveal other variables as correlates of the 
behaviors under examination. Theological liberals are nearly 
twice as likely as conservatives to report smoking and thus 
to be at risk (both odds ratios are 1.93). Various measures 
of religiosity, including hours spent in church and Bible 
reading, are also associated with lower rates of smoking and 
alcohol use. For example, the rightmost column for “weekly 
hours in church” indicates that every additional two hours 
weekly spent in church is associated with an at-risk rate 
0.78 times the baseline rate (that is, about 22 percent lower 
in relative terms).

The models also show that men are twice as likely to 
engage in at-risk behavior as women (odds ratio 2.01), as 
were respondents who were more acculturated according 
to our proxy measures (odds ratio 2.03). Both numbers 
are statistically significant. Higher levels of education are 
associated with much lower rates of at-risk behavior, mainly 
due to lower smoking rates. For example, respondents with 
a bachelor’s degree were 60 percent less likely (odds ratio 
0.40) to report at-risk behavior than those in the baseline 
category of “less than high school education.”

16	 As	shown	in	the	legend,	***	indicates	an	estimate	that	is	statistically	
significant	at	p	<	0.001,	**	indicates	significance	at	p	<	0.01,	and	*	does	so		
at	p	<	0.05.
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Table 1
Factors Associated with Smoking, Frequent Alcohol Use, and At-risk Behavior 
among Latino/a Congregants

Model dependent variable

Smoking (any)
Frequent  

alcohol use 
(2–3x/week  

or more)

At-risk (smoking  
or frequent 
alcohol use)

Variables Odds 
Ratio Sig. Odds 

Ratio Sig. Odds 
Ratio Sig.

Denomination (relative to Pentecostal)
Mainline	Protestant 6.12 *** 13.43 ** 6.04 ***
Evangelical 1.04 4.84 * 1.58
Catholic 3.40 *** 8.47 ** 3.91 ***

Theology (relative to conservative)
Moderate 1.03 1.36 1.10
Liberal 1.93 + 1.33 1.93 *
Theology	not	reported 1.43 1.08 1.18

Religiosity
Feel	close	to	God 0.85 0.89 0.89
Spiritual	needs	met	by	church 0.70 + 0.77 0.66 *
Optimistic	about	the	future 0.70 + 0.72 0.71 +
Weekly	hours	spent	in	church 0.79 ** 0.74 + 0.78 **
Read	the	Bible 0.62 0.36 + 0.58
Number	of	friends	in	church 1.04 1.01 1.03
Number	of	family	members	in	church 0.92 * 1.08 0.95 +

Demographics
Age 0.97 0.93 0.97
Age	squared 1.00003 1.00056 1.00002
Male 1.86 ** 3.12 ** 2.01 **
Acculturation	level	(English	use) 1.91 ** 1.49 2.03 **
Number	of	children 1.07 1.17 1.06
Daily	exercise 0.78 2.76 * 1.11
Married 0.33 * 0.26 0.35 *
Happily	married 1.54 1.65 1.58

Education (relative to less than high school)
High	school,	no	college 0.63 0.28 * 0.49 *
Some	college	or	associate’s 0.62 0.58 0.51 *
Bachelor’s	degree 0.37 * 0.51 0.40 *
Graduate	training 0.21 * 0.72 0.24 *

Income (relative to $0 to $24,999)
$25,000	to	$49,999 1.38 1.69 1.47
$50,000	or	more 1.80 + 1.71 1.74 +
Income	not	reported 0.15 * 0.74 0.31 *

Ethnicity (relative to Mexican American)
Central	American 0.41 + 2.49 0.45 +

South	American 0.37 + 2.36 0.60
Puerto	Rican 0.72 2.20 0.70
Other	ethnicity	(inc.	non-Hispanic) 0.73 5.98 ** 1.13

Estimator Logit Logit Logit
Sample	Size 1,166 1,172 1,163

Pseudo	R2 0.2164 0.2596 0.2113

Significance:	+	p	<	0.10;	*	p	<	0.05;	**	p	<	0.01;	***	p	<	0.001
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Obesity Rates among Latino/a Congregants
As noted in the introduction, rates of chronic disease 
and obesity are on the rise within the Latino community 
(Flegal 2010). Obesity is a known risk factor for multiple 
chronic diseases including diabetes, hypertension, high 
cholesterol, stroke, heart disease, certain cancers, and 
arthritis (Malnick and Knobler 2006) and is estimated 
to account for total health costs as high as $147 billion 
annually (Finkelstein, Trogdon, et al. 2009).

A 2006 community study by the Sinai Urban Health 
Institute found that 34 percent of people living in the 
predominantly Latino Humboldt Park neighborhood 
of Chicago were obese compared with 22 percent in the 
general population at that time. This same study also 
found that 50 percent of children in the neighborhood 
were overweight vs. 14 percent in the general population 
(Margellos-Anast, Shah, and Whitman 2008; Estarziau, 
Morales, et al. 2006).

As in our survey of religious leaders, we asked Latino/a 
congregants to indicate their height, weight, and age and 
with these numbers we calculated body mass index (BMI).17 

17	 A	total	of	70	percent	of	our	adult	sample	did	not	provide	us	with	sufficient	
information	to	calculate	their	BMI,	thus	our	sample	is	susceptible	to	non-
response	bias.	The	data	were	based	on	self-reports,	which	are	subject	to	recall	
and	social	desirability	biases.	However,	there	is	also	evidence	that	BMI	“based	
on	self-reported	height	and	weight	is	under-estimated	for	both	men	and	

Figure 7 compares BMI levels of Latino/a congregational 
leaders and congregants by category. The average BMI 
of Latino/a congregants falls in the obese range (33.1) 
while Latino/a religious leaders’ average BMI falls in the 
overweight category. Women are significantly more likely 
to be obese than men, 54 percent vs. 46 percent respectively. 
No significant differences emerged by denominational 
tradition. 

Similar to alcohol consumption, the literature has 
shown that increased levels of acculturation have a positive 
correlation with obesity (Lara, Gamboa, et al. 2005)—a 
reality that has been attributed to decreased physical 
activity (Abraido-Lanza, Chao, et al. 2005) and higher 
consumption of fast foods and a corresponding decrease  
in healthier staples like fruit, rice, and beans (Lara,  
Gamboa, et al. 2005; Ayala, Baquero, et al. 2008). 

Our sample exhibits this relationship. As Figure 
8 shows, Latino/a congregants who were more highly 
acculturated according to our proxy measures have 
significantly higher levels of obesity (80 percent) than those 
who are less acculturated (32 percent). Correspondingly, 
less acculturated respondents are considerably more likely 

women,	increasingly	so	with	older	age	and	weight”	(Merrill	and	Richardson	
2009).	BMI’s	of	less	than	25	were	classified	as	“normal,”	BMI’s	of	25	to	30	were	
classified	as	“overweight,”	and	BMI’s	of	over	30	were	classified	as	“obese.”	
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to have a normal weight (30 percent) compared to their 
highly acculturated peers (8 percent). 

Table 2 shows the differences in obesity and 
overweight BMI rates between our sample of Chicago 
Latino/a congregants and Latinos/as nationwide by gender 
and age level.18 In both the “overweight” and “obese” BMI 
categories our sample of Latino/a adult congregants reports 
higher levels than the national average.

Table 2 
BMI of Hispanics, by Age and Gender

Overweight 
(BMI Over 25)

Obese 
(BMI Over 30)

Age/
Gender

Latino/a	
Congregants

Hispanics	
Nationwide

Latino/a	
Congregants

Hispanics	
Nationwide

0+ 81% 77% 51% 38%

Men

20+ 82% 79% 49% 34%

20–39 79% 74% 50% 32%

40–59 85% 87% 48% 37%

60+ 85% 75% 42% 33%

Women

20+ 80% 76% 53% 43%

20–39 77% 69% 54% 38%

40–59 82% 81% 54% 47%

60+ 88% 81% 51% 47%

Explaining Obesity Rates
In order to discover which factors are most associated 
with being overweight and obese within our sample, we 
created several multivariate models to estimate controlled 
relationships. Table 3 shows results that can be interpreted 
in similar fashion to those in Table 1. The second and 
third columns are from a single model of BMI categories, 
comparing the overweight and obese respondents to a 
reference group of normal-to-underweight respondents. 
The fourth column compares all overweight and obese 
respondents as a combined group to the reference group, 
which simply returns odds ratios lying between those for 
the first and second columns. 

The models show that very few of the religious 
variables have a statistically significant impact on 
Latino/a congregants’ BMI. Though Mainline Protestants, 
Evangelicals, and Catholics are somewhat less likely to be 
overweight or obese than Pentecostals, the relationships 
are not statistically distinguishable. The only statistically 
significant religious variable appears in the second column, 

18	 National	Hispanic	rates	in	Table	2	come	from	Flegal	2010.

which shows that respondents who are optimistic about the 
future19 have about 28 percent lower rates of obesity (odds 
ratio 0.72). Though this shows a clear association, it does 
not tell us the direction of the relationship—i.e., whether 
having a healthier weight yields a more positive outlook 
toward the future, or whether having a more optimistic 
view inclines one to have a healthier weight.

The most influential factor by far is acculturation. 
When all other variables are held constant, we find that 
those who are highly acculturated according to our proxy 
measures are 16.71 times more likely to be obese than those 
who are less acculturated. Education also appears to be a 
strong correlate in these measures. Specifically, respondents 
with a bachelor’s degree were 0.23 times as likely (or 77 
percent less likely) to be obese compared to those with less 
than a high school education. Finally, we see some marked 
differences according to ethnicity, with South Americans 
registering lower obesity rates (odds ratio 0.42) than the 
reference group (the Mexican and Mexican-American 
population), while Puerto Rican respondents were much 
more likely to be obese (odds ratio 1.68).

19	 	“Optimistic	about	the	future”	is	considered	a	religious	variable	because	
it	appears	in	the	survey	among	a	list	of	religious	views	and	attitudes	that	
respondents	were	asked	to	indicate	their	level	of	agreement	or	disagreement	
with.	
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Table 3
Factors Associated with Body Mass Index (BMI) among Latino/a Congregants

Model dependent variable

Overweight
(BMI 25–29.9)

Obese 
(BMI 30+)

Overweight or 
Obese (BMI 25+)

Variables Odds 
Ratio Sig. Odds 

Ratio Sig. Odds 
Ratio Sig.

Denomination (relative to Pentecostal)
Mainline	Protestant 0.64 0.45 0.51
Evangelical 0.80 0.80 0.79
Catholic 0.64 0.85 0.74

Theology (relative to conservative)
Moderate 0.71 0.73 0.72
Liberal 0.71 0.63 0.65
Theology	not	reported 0.64 .074 0.69

Religiosity
Feel	close	to	God 0.87 0.95 0.91
Spiritual	needs	met	by	church 0.92 0.82 0.86
Optimistic	about	the	future 0.95 0.72 + 0.81
Weekly	hours	spent	in	church 0.92 0.96 0.93
Read	the	Bible 1.02 1.01 1.02
Number	of	friends	in	church 1.07 1.04 1.05
Number	of	family	members	in	church 1.01 1.01 1.01

Demographics
Age 1.05 1.01 1.02
Age	squared 0.99992 1.00018 1.00
Male 1.45 + 1.06 1.18
Acculturation	level	(English	use) 1.85 * 16.71 *** 7.29 ***
Number	of	children 1.07 1.16 + 1.13
Daily	exercise 0.69 + 0.75 0.71 +
Married 0.95 1.11 1.02
Happily	married 1.71 1.24 1.46

Education (relative to less than high school)
High	school,	no	college 1.16 0.37 ** 0.64 +
Some	college	or	associate’s 0.90 0.38 ** 0.55 *
Bachelor’s	degree 0.67 0.23 *** 0.36 **
Graduate	training 0.82 0.30 * 0.44

Income (relative to $0 to $24,999)
$25,000	to	$49,999 1.18 1.04 1.10
$50,000	or	more 1.12 1.25 1.17
Income	not	reported 0.85 0.77 0.81

Ethnicity (relative to Mexican American) 
Central	American 0.76 0.65 0.71
South	American 0.60 0.42 * 0.50 *
Puerto	Rican 0.89 1.68 + 1.43
Other	ethnicity	(inc.	non-Hispanic) 0.97 0.72 0.88

Estimator Multi-nomial	Logit Multi-nomial	Logit Logit
Sample	Size 1,068 1,068 1,068

Pseudo	R2 0.1982 0.1982 0.1649

Significance:	+	p	<	0.10;	*	p	<	0.05;	**	p	<	0.01;	***	p	<	0.001
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Illness among Latino/a Congregants
Our survey asked respondents to indicate which of a list  
of chronic health conditions they had. One third (33 
percent) of the Latino/a congregants surveyed indicated 
they had at least one of the conditions asked about, with  
20 percent reporting one, 8 percent two, and 5 percent three 
or more. Figure 9 shows the percent of respondents with 
each condition and reveals that the three most prevalent 
conditions identified by Latino/a congregants were high 
cholesterol (14 percent), high blood pressure (12 percent), 
and depression (9 percent). 

Further analysis found significant variance in the 
rates of some of these conditions along demographic and 
especially religious lines. Table 4 displays the frequencies 
for those areas in which significant differences in these 
measures were found.20 Perhaps most notably, adults from 
Mainline Protestant churches reported higher levels of 
high stress, diabetes, depression, and high cholesterol 
than adherents from the other subgroups.21 This finding 
resonates with other research that has shown that members 

20	 This	analysis	used	crosstabs	chi-squared	to	determine	differences	between	
groups.	No	differences	were	found	with	income,	educational	level,	and	ethnic	
background.	The	comparisons	shown	in	Table	2	were	all	significant	at	the	.05	
level.
21	 Later	models	will	test	whether	this	difference	is	due	to	acculturation	or	
higher	social	economic	status.	

of different denominations have different health outcomes 
(George, Ellison, et al. 2002).

We also found significant differences in reported levels 
of depression according to frequency of church attendance, 
with those who attend once a month or less reporting 
depression at twice the rate of those who attend church 
twice a week or more (17 percent vs. 6 percent, respectively). 
In addition, church attendance correlates with varying rates 
of “high stress.” Respondents who attend church more than 
once a week reported experiencing “high stress” at half the 
rate of those who attend once a month or less; specifically, 
the rate drops from 15 percent for those who attend 
infrequently to 7 percent for those who attend frequently. 
These findings beg the question of direction; that is, does 
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Figure 9
Percentage of Latino/a Congregants Who 
Reported Having These Health Conditions

Table 4
Frequency of Self-reported Health Conditions among Latino/a Congregants

Factors Asthma
High 

Cholesterol Depression
Heart 

Condition Diabetes High Stress

Denomination 
Catholic 17% 14% 9% 11%

Mainline 23% 17% 18% 13%

Evangelical 12% 7% 5% 7%

Pentecostal 12% 5% 7% 5%

Church	Attendance 
1/month	or	less 17% 15%

2–3/month 11% 12%

1/week 11% 8%

2+/week 6% 7%

Acculturation 
Highly 4% 16% 4%

Less 9% 9% 2%

Gender
Female 7% 11% 10%

Male 4% 5% 5%



14

church attendance lower depression and stress rates, or do 
persons struggling with depression and high stress levels 
stay away from church? While our findings do not indicate 
the directionality of the effect, they do show a strong 
association for both of these psycho-emotional related 
conditions, suggesting that church attendance is at least 
associated with better mental health—a relationship other 
research has also shown (Krause and Wulff 2005).

As discussed above, higher levels of acculturation have 
been found to be significantly related to comparatively 
negative health outcomes. Table 4 shows that adults who 
are less acculturated according to our proxy measures 
are more likely to experience asthma but less likely to 
experience high cholesterol or heart conditions vs. those 
who are more highly acculturated. We also find that the 
women in our sample are more likely to suffer from higher 
levels of asthma, depression, and high stress than the men.

Explaining Reported Illnesses
Following the same procedure used in Table 1 and Table 
3, we produced multivariate models of respondents’ reports 
of asthma, cancer, depression, diabetes, heart condition, 
high blood pressure, high cholesterol, and high stress levels. 
Table 5 presents three models: for diabetes, heart condition, 
and a report of any of the eight health conditions under 
survey. These models indicate that a few of the religious 

variables were influential correlates of illness. Compared 
to Pentecostals, Mainline Protestants were more than 
twice as likely to suffer diabetes (odds ratio 2.29) and to 
report at least one of the eight illnesses (odds ratio 2.25). 
Evangelicals were about half as likely as Pentecostals to 
report having diabetes (odds ratio 0.49). Theological liberals 
were more likely than conservatives to report any illness 
(odds ratio 1.60). Those who are optimistic about the future 
were less likely to report heart conditions (odds ratio 0.52) 
or any illness at all (odds ratio 0.74).

Not surprisingly, within the demographic set of 
variables greater age is consistently associated with higher 
rates of illness. For each additional year of age, the rate 
of reporting at least one illness increased by about 10 
percent (odds ratio 1.10). Men and respondents who are 
more acculturated according to our proxy measures were 
more likely to report diabetes (odds ratios 1.66 and 1.8, 
respectively) than women and less acculturated respondents, 
respectively.

Higher levels of education are generally associated with 
better health, but are so in an irregular fashion within our 
sample. Our high-school-educated respondents were less 
likely to report any illness than those with less than a high 
school education (odds ratio 0.65), but the rate does not 
decrease consistently through higher levels of education.

Results by ethnicity show that the small South 
American contingent was more than three times more likely 
than Mexicans and Mexican Americans to report heart 
conditions (odds ratio 3.31), while Puerto Ricans were more 
likely to report having any condition at all (odds ratio 1.57).

Exercise Rates
Regular exercise has been shown to yield positive health 
outcomes including weight control, lower rates of 
cardiovascular disease, reduced risk for type 2 diabetes, 
improved mental health, and increased chances of a longer 
life.22 Studies have found that Latinos/as have the lowest 
rate of physical activity compared to any other racial or 
ethnic group (Macera, Ham, et al. 2005), and that these 
rates have decreased in recent years.23 Nationally, 29 percent 
of Latinos/as are involved in some type of daily activity 
(Ham, Yore, et al. 2007). The Latino/a congregants in our 
study mirror this rate with 27 percent indicating they 
exercise daily.24  

22	 http://www.cdc.gov/physicalactivity/everyone/health/index.html.
23	 http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5439a5.htm.
24	 The	questionnaire	asked	respondents	to	indicate	the	frequency	with	
which	they	exercised	(walk,	run,	swim,	or	play	sports)	within	the	past	year.	
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Table 5
Factors Associated with Diabetes, Heart Condition, and Any Illness among Latino/a 
Congregants

Model dependent variable

Diabetes Heart 
Condition

Reports  
any Illness

Variables Odds 
Ratio Sig. Odds 

Ratio Sig. Odds 
Ratio Sig.

Denomination (relative to Pentecostal)
Mainline	Protestant 2.29 + 0.65 2.25 *
Evangelical 0.49 + 0.77 0.83
Catholic 0.62 0.66 1.24

Theology (relative to conservative)
Moderate 0.58 0.59 1.07
Liberal 1.13 0.47 1.60 +
Theology	not	reported 1.05 .052 0.98

Religiosity
Feel	close	to	God 1.10 0.82 0.88
Spiritual	needs	met	by	church 1.05 1.19 0.80
Optimistic	about	the	future 0.82 0.52 * 0.74 *
Weekly	hours	spent	in	church 0.92 1.24 0.93
Read	the	Bible 1.22 1.39 0.84
Number	of	friends	in	church 1.06 1.06 1.03
Number	of	family	members	in	church 1.04 0.95 0.99

Demographics
Age 1.33 *** 1.28 * 1.10 **
Age	squared 0.99794 ** 0.99807 + 0.99953
Male 1.66 + 0.72 0.96
Acculturation	level	(English	use) 1.80 + 1.23 1.07
Number	of	children 0.94 1.10 1.06
Daily	exercise 0.94 0.70 0.74 +
Happily	married 0.47 1.17 0.61 +

Education (relative to less than high school)
High	school,	no	college 0.42 * 0.45 0.65 *
Some	college	or	associate’s 1.04 0.13 * 0.72
Bachelor’s	degree 0.76 0.51 0.81
Graduate	training 0.32 0.35 0.64

Income (relative to $0 to $24,999)
$25,000	to	$49,999 0.39 0.55 0.88
$50,000	or	more 0.66 1.49 0.88
Income	not	reported 0.51 1.06 0.58 *

Ethnicity (relative to Mexican American)
Central	American 0.35 0.36 0.91
South	American 1.50 3.31 + 0.89
Puerto	Rican 1.47 1.16 1.57 *
Other	ethnicity	(inc.	non-Hispanic) 0.35 *** 0.70

Estimator Multi-nomial	Logit Multi-nomial	Logit Logit
Sample	Size 1,207 1,068 1,177

Pseudo	R2 0.2407 0.1982 0.1385

Significance:	+	p	<	0.10;	*	p	<	0.05;	**	p	<	0.01;	***	p	<	0.001
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Health Insurance
Latinos/as are disproportionately represented among the 
estimated 44 million Americans who lack health insurance. 
According to the Centers for Disease Control, three in ten 
(30 percent) US Latinos/as are uninsured compared to 17 
percent of Blacks and 10 percent of white non-Hispanics.25 
What is more, the rate of uninsured Hispanic families has 
increased nationwide over the past twenty years (Rutledge 
and McCullough 2008; de la Torre et al. 2006). 

25	 	http://www.cdc.gov/Features/dsHealthInsurance/.

Our sample of Latino/a congregants reported higher 
rates of lacking health insurance than US Latinos/as 
overall, with two out of every five respondents (41 percent) 
indicating they are uninsured. This rate varied along 
denominational lines (see Figure 10), with congregants 
from Mainline Protestant churches reporting the  
highest rates of having health insurance (72 percent)  
and congregants from Pentecostal churches the lowest  
(55 percent).
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Figure 10

Percentage of Latino/a Congregants with Health Insurance, by Denominational Group   
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heAlth servIces ProvIded by lAtIno congregAtIons
Research has found that roughly ten percent of religious 
congregations in the United States sponsor some type 
of health-related program (Trinitapoli, Ellison, and 
Boardman 2009),26 and that congregations in underserved 
26	 This	is	likely	an	underestimate	because	it	does	not	account	for	informal	
helping	networks	towards	the	sick	found	within	congregations,	nor	does	
it	reflect	the	prayers	or	healing	services	that	are	often	carried	out	by	
congregations	(Trinitapoli,	Ellison,	and	Boardman	2009).

communities often provide health outreach activities and 
programs to their entire neighborhoods (Perez, Ang, et 
al. 2009). The map below shows the location of Latino 
congregations in Chicago in relationship to density of 
Hispanic population as well as hospitals and community 
health care clinics. 
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population per United States Census Bureau, 2000; 
Community health centers per Chicago Department 
of Public Health, 2010; Hispanic churches per the 
University of Notre Dame Institute for Latino Studies, 
2004–07 
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Studies have highlighted the growing interest in 
church-based health promotion programs (Peterson, 
Atwood, et al. 2002) as a way of addressing the growing 
health disparities facing communities of color (National 
Center for Cultural Competence 2001). The increased 
attention to such programs reflects the recognition 
that congregations are often uniquely poised to reach 
marginalized and impoverished populations. 

All of the Latino/a religious leaders we surveyed 
indicated that their congregations provide some type of 
health-related service to their communities. Respondents 
were asked to indicate which of a list of health programs 
or services their congregation had offered within the past 
twelve months. As Figure 11 shows, the most frequently 
offered service by far was “visitation to the sick and 
homebound,” with 84 percent of leaders saying their 
congregation provides this service.

Many of the other top activities reported by 
congregations focus on particular concerns including 
screenings for blood pressure (33 percent), cholesterol 
(28 percent), and diabetes (26 percent), as well as 
nutrition information (26 percent), and sex education (25 
percent). That the majority of reported programs focus on 
prevention is consistent with other research showing that 
churches primarily provide preventative or general health 
maintenance outreach programs (DeHaven, Hunter, et al. 
2004). On average, Latino congregations reported providing 
3.46 health-related programs within the year prior to the 
study. When this measure is separated by religious tradition 
(Figure 12), we find that Catholic parishes provide the 
largest number of health-outreach programs with an 
average of 5.04 and Pentecostal congregations the smallest 
number at 2.61. This finding is likely due to the larger size 
of Catholic parishes, as other literature shows that larger 
congregations are more involved in health-related programs 
(Trinitapoli, Ellison, and Boardman 2009).
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Percentage of Latino Congregations that O�er Each Health Service 
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Further analysis by denomination reveals some 
interesting differences among the type of health-care 
activity that congregations provide. As Figure 13 shows, 
over half (55 percent) of Catholic parishes surveyed 
provide “blood pressure screenings” and another 48 percent 
provided support to Alcoholics Anonymous groups. They 
also reported the highest rates of providing nutrition 
information (45 percent) and diabetes screenings (42 
percent). But only 6 percent of these parishes provide 
sex education vs. 35 percent of Mainline Protestant 
congregations, 27 percent of Pentecostal churches, and 24 
percent of Evangelical congregations (Figure 13). 

Table 6 shows the results of multivariate logit models 
explaining the variation in congregations’ reported health 
program sponsorship. We selected four models to examine 
the following areas: diabetes screenings, HIV/AIDS 
programs, immunizations, and any health program.27 While 
the models do not explain much of the variance in program 
sponsorship,28 there are some findings of interest. Not 
surprisingly, congregational size emerged as the strongest 
correlating factor for offering at least one health-related 
program of any kind. Beyond that, Catholic congregations 

27	 The	“any	health	program”	outcome	variable	we	used	necessarily	excludes	
visitation	of	the	sick	and	“other”	programs.	Since	almost	all	congregations	had	
one	of	these	two	(84	percent	did	visitation	and	53	percent	mentioned	some	

“other”	program),	there	is	almost	no	variation	to	explain.
28	 Pseudo	R2	statistics	range	from	0.07	to	0.12	on	an	N	of	150;	all	model	
statistics	are	found	in	Appendix	B.
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(which are baseline in the model) are the most likely to offer 
diabetes screenings and immunizations, while Pentecostals 
are the least likely to do so (odds ratios of 0.23 in each case). 

Table 6 also shows that theologically liberal congregations 
are more than six times more likely to offer HIV/AIDS 
programs than theologically conservative ones. 

Table 6
Factors Associated with Health Programs among Latino/a Congregations

Model dependent variable

Diabetes 
Screenings

HIV/AIDS 
Program Immunizations

Any health program 
(excludes visitation 

and other)

Variables Odds 
Ratio Sig. Odds 

Ratio Sig. Odds 
Ratio Sig. Odds 

Ratio Sig.

Denomination (relative to Catholic)
Mainline	Protestant 0.613 0.728 0.627 1.225
Evangelical 0.342 0.244 0.363 1.526
Pentecostal 0.227 * 1.302 0.231 + 2.832

Theology (relative to conservative)
Moderate 1.991 1.583 1.230 1.496
Liberal 1.370 6.092 ** 1.035 1.740

Congregation
Congregation	size 1.001 0.934 1.092 1.243 +
Acculturation	level	(English	use) 0.697 1.118 0.690 0.953

Pastor Characteristics
Clergy	level	of	education 0.804 1.211 0.695 1.008
Clergy	age 0.832 0.874 0.490 * 			0.894

Estimator Logit Logit Logit Logit
Sample	Size 150 150 150 150
Pseudo	R2 0.0654 0.1168 0.0954 0.1125
Significance:	+	p	<	0.10;	*	p	<	0.05;	**	p	<	0.01;	***	p	<	0.001
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summAry, dIscussIon, And recommendAtIons

The following summary of the key findings from this study 
of Latino congregations in Chicago indicates that Latino/a 
congregants and their churches stand in need of increased 
health education and services even as they themselves have 
the potential to play a vital role in the effort to improve the 
health of Latinos/as and their neighbors.

Summary of Findings
1. Latino/a religious leaders and congregants exhibit 

many of the same health risks and problems as the 
general population. 
Though most of the leaders we surveyed consider 
themselves to be in good health, only 17 percent have 
BMI levels that put them in the normal weight range 
with the remainder being either overweight (49 percent) 
or obese (34 percent). These leaders are healthier than 
their congregants, however, 51 percent of whom are 
obese and one third of whom have one or more chronic 
health problems. Our respondents’ health status is 
further at risk given that approximately two of every five 
Latino/a religious leaders (37 percent) and congregants 
(41 percent) we surveyed lack health insurance. 

2.  Denominational expectations about potentially 
harmful behaviors seem to yield lower rates of such. 
Pentecostal congregations are the most likely to expect 
their members to abstain completely from alcohol and 
smoking tobacco and Catholic parishes the least likely 
to do so. Correspondingly, the Pentecostal Latino/a 
churchgoers we surveyed reported the lowest rates of 
alcohol and tobacco use, while Latinos/as who attend 
Catholic or Mainline Protestant churches reported the 
highest rates of such behaviors. 

3. Higher degrees of religious intensity, including 
frequent church attendance and greater time spent 
reading the Bible, correspond with lower rates of 
health-risk behaviors. 
Higher levels of church attendance are also associated 
with lower reports of depression and high stress.

4. Acculturation and education also have an apparent 
impact upon the health measures of Latino/a 
congregants. 
According to our proxy measures for acculturation, 
more highly acculturated individuals reported higher 
rates of tobacco and alcohol use, and have higher rates 
of obesity than less acculturated respondents. These 
findings are consistent with the literature that shows 
an association between acculturation and health risk 
factors. Developing healthy attitudes, values, and 
behaviors in the process of acculturation can mitigate 
these potential risks. Education is another important 
factor in mitigating health risks. More highly educated 
respondents reported significantly lower rates of smoking 
in particular, and are less likely to be obese.

5. Latino congregations are characterized by dense  
social networks. 
The majority of Latino/a congregants in our study 
indicated one or more of their close friends attend  
their church, with 43 percent saying four or five of  
their closest friends do so. 

6. Latino congregations are engaged in health-related 
outreach and services. 
The most prevalent expression of this is visitation of 
sick/homebound persons, with informational fairs and 
screenings aimed at disease prevention a distant second. 

7. Congregational size appears to be the single greatest 
determinant of the scope of such programs. 
Quite simply, the larger the church, the greater  
the number of health-outreach programs offered. 
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Discussion
Despite living in the most technologically-advanced 
medical society in the world, Americans’ health remains 
heavily impacted by social factors such as income, education, 
and ethnicity. Disparities in health care provision, including 
lack of adequate preventative options and management of 
chronic disease, runs deep and reaches far into communities 
of color.29 An estimated 13 million Latinos/as lack health 
insurance, and over the last two decades both native 
and foreign-born Latinos/as in this country have seen 
significant rises in uninsured rates. This health gap has 
life and death consequences for what is the largest and 
fastest growing population in the nation, whose health 
outcomes have steadily declined over recent decades. The 
urgency of this situation calls for creative 
solutions that engage varying sectors of 
the civic and social structures within our 
communities. 

Social networks have been shown 
to play a crucial role in modifying 
or encouraging health-improving 
behaviors. As our findings indicate, 
Latino congregations are characterized 
by the very social connectedness that is 
conducive to creating networks of caring. 
The dense web of relationships within a 
church has the potential to reinforce norms, provide mutual 
support to achieve health outcomes, foster community 
among those suffering from social isolation, and create 
a hopeful and optimistic outlook. Such networks could 
foster conditions for improving health through practical 
forms of support as well as the emotional and psychological 
health benefits of relatively stable, non-instrumental caring 
relationships. In short, congregations have significant assets 
that can enhance efforts to improve health outcomes of the 
Latino community (see Appendix C for a list of eight assets).

Our finding that all Latino congregations in Chicago 
provide health ministry to the community is complicated 
by the reality that most of the health outreach programs 
offered are informal efforts with little organizational or 
formal structure. There is thus latent potential to improve, 
focus, and grow these efforts through greater mentoring, 
networking, technical assistance, training, and financial 
support. The evidence provided here supports the need for  
a three-pronged strategy that seeks to engage congregations 
to help address health disparities.

29	 See	http://www.ahrq.gov/qual/nhdr06/highlights/nhdr06high.htm.

First, congregations must reach out to their own 
members on health matters. Despite the finding that 
people with greater religious participation experience better 
health, significant areas of need remain. If congregations 
could, at the very least, “take care of their very own” by 
laboring to ensure that fellow congregants have the 
necessary information, support, and education around the 
relationship between behavior and health (e.g., diet, exercise, 
health-risk behaviors, etc.), significant gains could be made. 

Second, to address a wider constituency, congregations 
must provide health outreach services to their immediate 
communities. As we have shown, congregations across 
the size and denominational spectrum provide prevention, 

screening, and social support for those 
who are ill. Much can be done to 
increase the presence of such outreach 
programs, to train volunteers and health 
teams, and for health organizations to 
partner with Latino congregations. 

Third, health professionals and 
providers need to see beyond the 
barriers to engagement and recognize 
and embrace the opportunities 
and strengths that the Latino faith 
community has to offer. A successful 

community-based health intervention recognizes the need 
to hire and train people from the neighborhood and adapt 
its outreach to reflect the culture of the people it aims to 
serve (Castro, Elder, et al. 1995; Chatters 2000; Kaplan, 
Calman, et al. 2006; Campbell, Hudson, et al. 2007; Perez-
Escamilla, Hromi-Fiedler, et al. 2008). Faith communities 
can provide insights into how to engage the targeted 
population most effectively. In forming such partnerships, 
language becomes particularly important, as Spanish is an 
indispensable tool in communicating and educating with 
the majority of immigrants. The reality that many Latino/a 
religious leaders and congregants lack English-speaking 
skills needs to be addressed at the outset of such endeavors. 
Finally, such efforts must also find ways to tap into the 
use of familial networks as the primary source for shaping 
attitudes and perceptions about formal systems of care  
(de la Torre, Garcia, et al. 2006). 

Latino congregations  
are uniquely positioned  
to address many health- 
related needs among  
their own congregants  
and within their 
surrounding communities. 
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Recommendations for Action
This final section identifies action steps for congregations, 
health care providers, philanthropic, and governmental 
sectors. While not exhaustive, the list highlights areas of 
focus that can significantly help congregations to serve 
vulnerable populations more effectively. 

Recommendations for Religious Leaders and Congregants
1.   Engage in weight reduction efforts. Latino/a 

religious leaders and their congregants exhibit high 
levels of obesity. Leveraging the power of networks, 
congregations can help encourage lifestyles and 
practices that lead to weight reduction. 

2.  Lead by example. Religious leaders in the Latino 
community are held in high esteem and have the ability 
to persuade others to action. As leaders become more 
aware and responsible for their own health and make 
appropriate behavioral changes, members will notice 
and hopefully take heed.

3. Adopt healthy practices. Leaders and parishioners 
alike can help reinforce values that can inform a 
congregational culture that encourages healthy lifestyle 
practices (e.g., eating more fruits and vegetables, lower 
fat-content foods, reading food labels to monitor 
caloric intake, increasing physical activity, and opting to 
bake, boil, or broil instead of deep-frying).

 
Recommendations for Congregations  
and Faith-Based Organizations
4. Assess a congregation’s strengths and weaknesses. 

Churches can undertake health-related resource 
inventories of themselves, identifying congregational 
assets such as building space or location as well as 
resources and skills among the congregants (e.g., 
who are the health care professionals in your midst?). 
Church volunteers can then be mobilized to use their 
gifts toward developing health outreach programs. 

5. Train lay health advisors. Educating and deploying 
lay health advisors has been shown to positively 
impact peer health outcomes (Kim, Koniak-Griffin, et 
al. 2004) and successful interventions elsewhere have 
used “health advisors” or promotoras (Castro, Elder, et 
al. 1995) to serve as recruitment agents, health advisors 
and mentors, referral and information sources, and 
advocates. Congregations can partner with health 
care providers from their community to offer training 
sessions to lay advisors in areas such as nutrition, 
physical activity, and smoking cessation.  

6. Increase networking. A network of Latino 
congregations is more likely than a single church 
to gain collaboration with health care providers. 
Increased networking could also enhance trust between 
religious leaders and civic, non-profit, healthcare, and 
philanthropic leaders. 

7. Provide healthy options. Food is central to the life of 
Latino congregations (Dodson and Gilkes 1995) with 
community celebrations and weekly potlucks revolving 
around shared meals. Congregations can create health 
awareness by incorporating healthy food options 
into such festivities. They could also host cooking 
groups to promote healthier meals and cooking 
styles. Supporting and advocating for grocers, farmers’ 
markets, and community gardens to locate in Latino 
neighborhoods can help create greater access to fresh 
fruits and vegetables in neighborhoods that lack access 
to fresh food (Mari Gallagher Research & Consulting 
Group 2006).

8. Disseminate health information. All religious 
traditions affirm the value of each human being and 
their need to live healthful and meaningful lives. 
Congregations could take a greater role in emphasizing 
healthful habits and practices that can lead to a better 
quality of life. Churches can discuss health disparity 
trends among Latinos/as and collaborate with 
community health departments to provide health-
related information to their members.

9. Spearhead weight reduction. Congregations are prime 
settings to host and promote weight-loss programs. 
Partnering with healthcare organizations, public health 
agencies, or universities with nutrition departments 
can help to develop effective programs that have shown 
results.

10. Sponsor health events. In partnership with a 
community health clinic or hospital, sponsor regular 
health screening events for church members and 
community neighborhoods according to the needs of 
the community. Organize follow-up teams to ensure 
that people screened can receive a consultation and/or 
treatment by a health professional. 

11.  Advocate for health access and reform. Congregations 
and their leaders can organize and advocate for health 
coverage for all. They can also provide information 
on health care rights and link individuals to local 
programs that provide access to those without 
insurance. 
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Recommendations for Health Care Organizations
12. Engage congregations. Evidence shows that 

partnerships between congregations and health care 
organizations can lead to effective interventions and 
the adoption of positive health care practices (Aaron, 
Levine, et al. 2003; DeHaven, Hunter, et al. 2004). 
Congregations provide ideal contexts from which to 
conduct health initiatives and services for the elderly 
and chronically ill, as well as health promotions and 
disease prevention services for people across all age 
groups (Arredondo, Elder, et al. 2005; Cantanzaro, 
Meador, et al. 2006) most particularly among 
immigrant communities (Foley and Hoge 2007; Kniss 
and Numrich 2007). 

13. Network with congregations to train community 
health care workers. Such workers can help reduce 
health disparities by increasing access, knowledge, and 
behavior change within ethnic minority populations 
(Merzel and D’Afflitti 2003; Andrews, Felton, et al. 
2004). Health care institutions, insurance providers, 
and foundations could collaborate with congregations 
in making this resource available to hard-to-reach 
populations. 

14. Partner with congregations in efforts to expand the 
availability of healthy foods. Multiple studies have 
exposed the lack of healthy food options within urban 
and poorer neighborhoods. Health care organizations 
in partnership with others can lead, support, or 
facilitate the establishment of grocery store options 
that make healthy food choices more readily available. 
Engaging the religious community from vulnerable 
populations in this endeavor could prove helpful to 
their success.

Recommendations for Government Agencies, Policymakers, 
and Other Nonprofit Service Organizations
15. Increase outreach efforts to the religious community. 

Government agencies and other nonprofit service 
organizations ought to more intentionally seek 
opportunities to network with religious leaders in the 
effort to expand health-related support, education, 
and services to underserved communities. A good 
resource for such outreach is Chicago Faith & Health, 
a nonprofit, interfaith, interagency website dedicated to 
Chicago’s diverse faith and public health communities 
(www.chicagofaithandhealth.org).

Recommendations for Foundations and Donors
16. Get acquainted. Create opportunities to get 

acquainted with the Latino faith community. As we 
have shown, congregations have an untapped potential 
to affect the health of the community. Working 
through established pastoral networks, seminaries, 
denominations, Bible institutes, or diocesan training 
programs can enhance building relationships. 

17. Develop training programs. Local foundations, in 
collaboration with other intermediaries or educational 
institutions, might consider developing leadership 
training and organizational capacity building programs 
in the basic skill areas of health service management, 
grant writing, building coalitions, resource development, 
and outcomes assessment.

18. Establish a grants program. Foundations or donors 
may wish to establish a grants and technical assistance 
program to help build organizational capacity in faith 
communities to deliver health-related information, 
support services, or interventions. 

Conclusion
Our list of recommendations, while far from comprehensive, 
does enumerate steps that may significantly assist Latino 
congregations by building their capacity to offer health 
outreach programs and establishing relationships with key 
healthcare and community partners. Latino congregations 
are uniquely positioned to address many health-related 
needs among their own congregants and within their 
surrounding communities. These institutions support, 
nurture, and care for the sick and are poised as a vital entry 
point for hard-to-reach populations. The health disparities 
in the Latino community are too vast not to enlist the 
healing hands of Latino congregations in the effort to 
improve the health of the Latino community.
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Appendix A:  
The Chicago Latino Congregations Study—Methodology
This report is based on data from the Chicago Latino 
Congregations Study (CLCS), a multi-level comprehensive 
study of Latino congregations, clergy, lay leadership, and 
parishioners.

The researchers initially compiled a comprehensive 
list of the religious universe of metropolitan Chicago 
congregations with a significant Latino attendance of 50 
percent for Protestant churches and 30 percent or more 
for Catholic parishes. Churches were then stratified by 
religious tradition in the categories of Catholic, Mainline 
Protestant, Evangelical, and Pentecostal in order to ensure 
that they represented the relative presence of each religious 
tradition among Latino-serving churches in Chicago. 

The study consisted of several instruments: 1) a shorter 
leaders’ survey, which was completed by 84 of the churches’ 
leaders, 2) a longer leaders’ survey that contained the same 
questions as the short survey as well as additional ones 
and a self-administered section, which was completed 
by 82 of the churches’ leaders, surveys of 3) adult and 4) 
youth congregants completed by congregants during or 
after worship services. In all, 2,368 adults at 74 of the 
congregations and 607 youth at 63 of the congregations 
completed the congregant surveys. 

Individual-level response rates vary widely by 
congregation. Based on the field researchers’ estimates of 
attendance at each worship service in which participants 
were invited to complete the survey, the response rate across 
all cooperating congregations was about 25 percent (i.e., 
about 2,368 of the roughly 9,500 attendees completed adult 
or youth surveys). In general, smaller congregations had 
better congregant response rates than larger congregations, 
so that in the average participating congregation 
approximately 55 percent of worship attendees completed 
the survey.

For more information on the CLCS and data, 
methodology, and weighting see Edwin Hernández, 
Rebecca Burwell, Milagros Peña, Jeffrey Smith, and 
David Sikkink “The Chicago Latino Congregations Study 
(CLCS): Methodological Considerations,” available at  
the Center for the Study of Latino Religion’s website, 
Institute for Latino Studies, University of Notre Dame, 
latinostudies.nd.edu/cslr.
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Appendix B:  
Multivariate Model Statistics

Adult Health Outcome Models

Congregational Health Program Models

Model dependent variable Estimator Fit type Fit N

Smoking (any) Logit Pseudo R2

Frequent alcohol use (2–3x/wk. or more) Logit Pseudo R2

At-risk (smoking or frequent alcohol use) Logit Pseudo R2

Overweight (BMI 25 to 29.9) Multinomial Logit Pseudo R2

Obese (BMI 30+) Multinomial Logit Pseudo R2

Overweight or Obese (BMI 25+) Logit Pseudo R2

Diabetes Logit Pseudo R2

Heart  Condition Logit Pseudo R2

Reports any illness Logit Pseudo R2

1,1660.22

1,1720.26

1,1630.21

1,0680.20

Model dependent variable Estimator Fit type Fit N

Diabetes screenings Logit Pseudo R2

HIV/AIDS programs Logit Pseudo R2

Immunizations Logit Pseudo R2

Any health programs (excludes visitation and other) Logit Pseudo R2

1500.07 

1500.12

1500.10

1500.11

1,0680.20

1,0680.16

1,2070.24

1,1200.24

1,1770.14

Model dependent variable Estimator Fit type Fit N

Smoking (any) Logit Pseudo R2

Frequent alcohol use (2–3x/wk. or more) Logit Pseudo R2

At-risk (smoking or frequent alcohol use) Logit Pseudo R2

Overweight (BMI 25 to 29.9) Multinomial Logit Pseudo R2

Obese (BMI 30+) Multinomial Logit Pseudo R2

Overweight or Obese (BMI 25+) Logit Pseudo R2

Diabetes Logit Pseudo R2

Heart  Condition Logit Pseudo R2

Reports any illness Logit Pseudo R2

1,1660.22

1,1720.26

1,1630.21

1,0680.20

Model dependent variable Estimator Fit type Fit N

Diabetes screenings Logit Pseudo R2

HIV/AIDS programs Logit Pseudo R2

Immunizations Logit Pseudo R2

Any health programs (excludes visitation and other) Logit Pseudo R2

1500.07 

1500.12

1500.10

1500.11

1,0680.20

1,0680.16

1,2070.24

1,1200.24

1,1770.14
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Appendix C:  
A Framework for Partnership
Any effective partnership between faith and health care 
communities must begin with a process of trust- and 
relationship-building in order to ensure a congregation’s 
receptivity to participating in health-promotion initiatives 
(Kaplan, Calman, et al. 2006; Campbell, Hudson, et al. 
2007). Such partnerships are more likely to succeed if they 
recognize and respect the assets that Latino congregations 
bring to efforts to ameliorate health disparities. The 
following eight assets, drawn from other research efforts, 
provide essential building blocks for such collaborations.30

1. Congregational Leaders as Community Leaders
A successful effort to partner with a congregation begins 
with a congregation’s leadership (Markens, Fox, et al. 
2002). Leaders are the gatekeepers whose credibility and 
authority, along with their ability to inspire, organize, 
and manage, become fundamental to how congregations 
respond to partnerships with outside organizations. 
Though many pastors are open to health-related outreach 
programs the multiple demands upon their time can 
make it difficult for them to engage. Further, though 
pastors appreciate being involved in such efforts, they 
can be appropriately suspicious of outsiders who appear 
to want to come in and “fix” their community without 
first establishing trusting relationships.

2. Congregational Networks as a Basis for Partnership
Most congregations are part of informal or formal 
networks that can help facilitate community-based 
conversations about planning health initiatives. These 
associations coalesce around denominational identities, 
ethnic solidarity, or specific theological beliefs. But some 
initiatives have shown that pastors and congregations can 
rally around common causes to improve health outcomes 
even if they differ along denominational, ethnic, or even 
theological lines (Thomas, Quinn, et al. 1994; Simpson 
and King 1999; Cantanzaro, Meador, et al. 2006).

3. Congregations Reinforce Positive Health Values
Partners seeking to work with congregations in health 
outreach and education should find ways to tap into 
the reality that churches are contexts that already 
strive to reinforce life-enhancing values and behaviors 

30	 These	assets	are	drawn	primarily	from	the	National	Center	for	Cultural	
Competence’s	“Sharing	a	Legacy	of	Caring:	Partnerships	between	Health	Care	
and	Faith-Based	Organizations,”	and	Peterson,	Atwood,	et	al.	2002.

(Kaplan, Calman, et al. 2006). While principally 
religious in nature, such values involve attitudes toward 
what enhances (or detracts from) the quality of one’s 
private, social, and civic life. Some congregations create 
behavioral norms that encourage eating healthfully 
and avoiding at-risk behaviors (Demark-Wahnefried, 
McClelland, et al. 2000; Fraser 2003). 

4. Congregations Provide Social Services
In contexts where people live in poverty and are thus 
more likely to experience health disparities and negative 
health outcomes, congregations often provide a safety 
net to provide basic necessities (Allard 2009). As a 
comparatively underserved and uninsured population, 
Latinos/as have limited access to health services (de 
la Torre, Garcia, et al. 2006). Congregations have the 
potential of functioning in this gap as trust-bridging 
institutions that make hard-to-get health services more 
readily available (Hatch, Cunningham, et al. 1986; 
Castro, Elder, et al. 1995). 

5. Congregations Offer Reliable Physical Space  
and Facilities
Congregations often have physical space that is 
underused and could serve as a venue for health services 
or initiatives (Hatch, Cunningham, et al. 1986). For 
communities isolated from mainstream institutions 
or alienated from traditional health promotion and 
preventive services, community members may find 
congregational buildings familiar and comfortable places 
(Tuggle 1995). These buildings often have facilities like 
kitchens and meeting rooms that can serve outreach 
efforts. Congregations could also provide a base for 
volunteers who could be enlisted in promoting health 
messages and efforts (Peterson, Atwood, et al. 2002). 

6. Congregations Offer Community-Focused 
Interventions
Congregations have been shown to be effective in 
conducting community-focused programs that influence 
families and communities (Castro, Elder, et al. 1995; 
Campbell, Hudson, et al. 2007). They are naturally 
oriented by their belief systems towards community-
relevant causes such as housing, civil rights, educational 
programs, or immigration support. What is more, studies 
have found that people value the personal delivery of 
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health messages from people in their own neighborhoods 
(Welsh, Sauaia, et al. 2005). 

7. Congregations Encourage Behavioral Change
Congregations are places where behavioral changes are 
expected and encouraged. Most religious communities 
celebrate behavioral victories over certain “vices” or 

“addictions” and often attribute such successes to the 
power of belief or devotion to their faith. Personalized 
church-based educational initiatives that tap into 
this impulse to encourage life changes can also have 
an effect in changing health behaviors (Arredondo, 
Elder, et al. 2005). Church-based health programs 
have been shown to affect behavioral changes ranging 
from increased physical activity and fruit and vegetable 
consumption, to weight reduction and smoking cessation 
(Hatch, Cunningham, et al. 1986; Demark-Wahnefried, 
McClelland, et al. 2000; Fraser 2003; DeHaven, Hunter, 
et al. 2004; Campbell, Hudson, et al. 2007). 

8. Congregations Provide Social Support Relationships
Latino churches are tight-knit communities of mutual 
help that are characterized by strong social ties (Krause 
2002b). As our data show, when congregational members 
became sick or homebound their congregations reach 
out to them in their homes. This degree of connection 
provides a solid foundation for health behavioral change 
initiatives given that success in these areas depends on a 
combination of individual motivation and social support. 
Health promotion and behavior change programs that 
use the influence of others to create change have been 
effectively implemented in churches in part due to 
existing friendship ties and social webs that enhance 
information sharing, provide mutual support to reinforce 
behavioral health goals, and create solidarity and 
motivation around common causes (Campbell, Hudson, 
et al. 2007). 
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