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Abstract

Latinos face healthcare access barriers and are highly religious. Church-based health interventions could help address these
disparities. We conducted a systematic review of church-based health interventions among Latinos using multiple search
terms and databases. The 21 articles reviewed represented 19 interventions. Only six were tested through full-scale rand-
omized controlled trials and five had statistically significant improvements in health-related outcomes. Most (16) utilized
groups classes, eight promoted screening or preventive services, and three provided these on-site. Few intervened at multiple
levels (e.g., individual, group, and community) and only three utilized pastors’ sermons to deliver health-related messages.
Church-based health interventions among Latinos are nascent, with only a handful of full-scale trials. Various pilot stud-
ies demonstrating feasibility across diverse health conditions suggest model adaptability. Larger studies with objectively
measured outcomes and interventions that address multiple levels and structural issues are needed to ensure improvements

in Latinos’ access and health.
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Introduction

In 2016, the Latino population reached 58 million in the
U.S., representing 18% of the population and the largest
racial-ethnic minority group [1]. Religious congregations
such as churches offer great promise as partners for reach-
ing underserved Latinos and addressing a range of health
disparities. Churches are credible, stable entities that have
significant reach within underserved communities and a
history of social service provision and advocacy related
to health and well-being. There are an estimated 300,000
religious congregations in the United States (U.S.) [2], and
national surveys have found that about half of all adults
attend religious services at least monthly [3]. Churches are
often trusted community resources for health information,
and play a critical role among Latinos, who, like African
Americans, report higher levels of religious affiliation than
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other populations [4]. Churches have historically played an
important role in the civic and social integration, or assimi-
lation, of recent immigrants [5, 6].

Despite the important role that Latino churches play in
their communities, the science of health promotion among
Latinos in congregational settings is much less well devel-
oped than among African Americans. For example, the
earliest reviews of congregation-based health promotion
[7, 8] together identified only four articles involving Latino
churches, compared to 25 that involved African American
churches. Reviews of church-based interventions (i.e., inter-
ventions that take place in congregational settings) on spe-
cific topics (e.g., physical activity, cancer education, etc.)
have also found that most studies have focused on African
American churches [9-11]. Such interventions have drawn
on various theories, but a key one is the socioecological
theory and how congregations can influence members’
behaviors at multiple levels of change (individuals, inter-
personal, organizational policies and resources, etc.) [8].
Interventions conducted in African American churches can
suggest potential interventions, but until interventions are
tested with churches that primary serve Latinos, it is unclear
whether these are equally effective among Latino church-
going populations.
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Understanding the state of the literature on church-based
interventions among Latinos is especially important given
the fact that Latinos are often more likely than other racial-
ethnic groups to face or experience barriers to healthcare.
For example, in a church-based HIV screening intervention
that included both African American and predominantly
Latino churches, 63% of Latinos tested were uninsured
versus 22% of African Americans tested [12]. Historically,
Latinos have been more likely to lack health insurance than
any other racial-ethnic group [13]. These barriers persist
with the Affordable Care Act, since many immigrants are
not eligible for coverage and Latinos are less likely to enroll
even when eligible [13—15]. Barriers to enrollment and cov-
erage among Latinos include limited English proficiency,
not knowing what coverage options are available, and living
in a state where Medicaid was not expanded [13, 15]. Such
barriers are likely to increase if the recent changes in the
public charge definition—which will deny green cards and
citizenship to immigrants if they enroll in Medicaid—are
implemented [16, 17].

This article reviews interventions that have been tested
in congregations with majority Latino populations in the
U.S. Our aim is to summarize the types of interventions and
populations studied, as well as critique the state of the sci-
ence (e.g., study designs, evidence of effectiveness) in this
particular population and setting. Doing so can help inform
future interventions that aim to reach underserved Latinos
with health interventions.

Fig.1 Review process for
excluding citations

1256

Reasons for Exclusion

Duplicates

217

Not Latino/Hispanic based
Not health impact related
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Methods

We conducted a systematic search with the assistance of
a research librarian using the following databases: Pub-
med, CINAHL, PsycInfo, Cochrane, Web of Science, Sco-
pus, and Social and Sociological abstracts. The keywords
applied to the search where composed of three intersecting
components: Latino participants (“Latina” OR “Latinas”
OR “Latino” OR “latinos” OR “Hispanic*” OR “Mexi-
can—American®*” OR “Mexican—American*”), faith-based
organizations (“church*” OR “religion” OR “religious” OR
“spiritual*” OR “faith-based” OR “faith based” OR “com-
munity programs” OR “Catholicism”) and a study describ-
ing an intervention or program (“randomized control trial”
OR “programs” OR “projects” OR “intervention*” OR
“evaluation*”’). We conducted the search through October
2018.We considered only journal articles and excluded stud-
ies in dissertation or thesis format. The total number of arti-
cles identified was 1256 of which 253 were duplicates.

The selection process for the articles remaining after
removal of duplicates (1003) is shown in Fig. 1. We first
reviewed for publications that targeted or included Latino or
Hispanic populations in a health-related intervention, includ-
ing mental health and health education. In the second round
of exclusion, we carefully reviewed abstracts and methods
sections if necessary to determine if (1) the program or inter-
vention was carried out in a religious congregation and (2)
the publication detailed an intervention or controlled study
with well described quantitative results.

We focused on studies that implemented health-related
interventions in Latino congregational settings—i.e., they
did not only use the congregation for recruitment of par-
ticipants. Once a congregation-based intervention was

Number of Citations

Included

1003

Total Number of Articles Reviewed

Not focused on
congregations

Not intervention or
program evaluation
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determined, a further review was made to abstract details
about the study and intervention, such as the number of
congregations and participants, socio-demographics, study
design, target groups, nature of the health intervention,
and primary findings. During this detailed review, addi-
tional articles were excluded because they: (1) described
the same intervention and did not provide any unique out-
comes, (2) only used congregations for recruitment, or (3)
did not make clear that Latinos or Latino churches were
involved in the study. Through these exclusion criteria, the
concluding results were 21 articles for review that repre-
sented 19 unique interventions [18-35]. Two articles [19,
28] described the same study, but are included because
they assessed the effects of two distinct interventions. Two
other articles provided additional outcomes or analyses for
the same intervention [36, 37] and thus were included in
the entries for the primary or first article published [19,
35].

Two reviewers abstracted pertinent details about each
study using a standard code sheet developed for this study;
any discrepancies were resolved by consensus. Our over-
all aim was to assess the science of Latino church-based
interventions (e.g., strength of study designs and evidence
for effectiveness) as well as aspects of the practice of such
interventions (e.g., what types of health issues have been
addressed, how have they been addressed, etc.).

Since this systematic review involved only published
journal articles and no human subjects, it did not require
internal review board approval.

Results
Populations and Geographic Settings

Table 1 provides an overview of characteristics for the 19
unique interventions identified. Nearly all the interventions
focused on adults (one pilot study included mothers and
daughters) [38]. Twelve focused on Latinos only [18-21, 23,
28, 30-34], while four included Latinos and African Ameri-
cans [24-26, 29], two focused on Latinos and non-Hispanic
whites [22, 35], and one focused on Latinos, African Ameri-
cans and non-Hispanic whites [27]. Just over half (10) of the
interventions were implemented with women only (the other
nine with men and women). Most interventions (12) were
implemented only in Catholic churches, while five were
implemented in both Catholic and Protestant churches, one
in a Protestant church, and two did not identify the denomi-
nation types. In terms of geographic region: 11 were imple-
mented in the West (eight in California, one in Colorado) or
Southwest (Arizona, Texas); four in the Northeast; two in the
Midwest; and two in the Southeast (Arkansas and Florida).

Intervention Focus, Modality, and Tailoring

Nearly half of the interventions (eight) focused on cancer
screening, most frequently for breast cancer only [23, 27, 28,
30, 35], with one focusing on cervical cancer [31] and two
on multiple cancer types (breast, cervical, and/or colorectal)
[18, 32]. Another eight interventions focused on obesity-
related health conditions and behaviors, including diabetes
[20, 29, 33], stroke [22], and physical inactivity [19, 21,
26, 38]. The remaining three focused on other health issues
(vaccinations [24], HIV stigma and testing [25], and organ
donation [34]).

Intervention modalities and complexity varied. As is
common in church-based interventions, group classes (on
diabetes, nutrition, physical activity, influenza vaccination,
HIV stigma and testing, cancer screening, organ dona-
tion) were a common component and used in 16 of the 19
interventions. In seven of these interventions, the groups
classes were led by church leaders or members (the latter
often trained as promotoras); in the other nine, the classes
were led by external health professionals. The frequency
of classes varied from one-time (vaccinations, breast and
cervical cancer screening, organ donation) to six times per
week for 2 years (physical activity). Motivational interview-
ing or counseling delivered via telephone was used in three
interventions. Eight of the interventions had a screening test
or other preventive healthcare service (e.g., mammography,
pap, HIV test, vaccinations) as a primary outcome; in three
of these, the screening test or service offered at the church
as part of the intervention (Holschneider et al. [31] also pro-
vided pap smear screening at the church, but the outcome
was knowledge of cervical carcinoma screening). Integration
of program health messages into pastors’ sermons was also
used in three interventions [18, 25, 35]. Few of the inter-
ventions would be considered multi-level—i.e., addressed
factors at the individual, group, congregational and com-
munity levels.

Tailoring interventions for the spiritual/religious charac-
teristics of participants was described for some of the inter-
ventions, but the extent varied. Sometimes this meant open-
ing group sessions with prayer or a spiritual reading chosen
by participants, while implementing a standard educational
curriculum [20, 26, 38]. Only a handful described more
extensive tailoring to the religious setting [19, 21, 22, 25].

Study Design and Intervention Effectiveness

Just over half of the interventions (10) were tested using
randomization and/or a control group design. Of these,
six were tested through full-scale trials [19, 22, 24, 27,
28, 32], including between 10 and 30 churches (a median
of 15 or 16 churches). Four other interventions were pilot
studies—in most cases involving two churches each [20,

@ Springer
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26, 33], but one study had five churches [25]—and used
a randomized or non-randomized design with a control
group. The other eight interventions were tested through
pre-post designs without control groups or post-test only
with control group and had a wide range of numbers of
churches—from one [18, 31, 38] to 206 [37] (others had
two [21], four [34], and 15 [29] churches). One interven-
tion recruited women from various churches and the com-
munity in general and held the intervention at a single
Catholic church [30].

Of the six interventions tested in full-scale trials, all but
one had statistically significant improvements in the pri-
mary outcomes, including accelerometer-assessed moder-
ate to vigorous physical activity (MVPA) and self-reported
leisure-time MVPA activity [19], self-reported fruit and veg-
etable intake and sodium intake [22], receipt of influenza
and pneumococcal vaccination [24], and receipt of screening
mammography [27, 28]. The one full-scale trial that did not
have significant intervention effects was one that used pro-
motoras to conduct cancer prevention education (no effect on
receipt of pap test, mammography, or clinical breast exam)
[32]. However, this study did find that intervention attend-
ance predicted cancer prevention knowledge. Another study,
which did not meet the RCT criteria but is notable because
of the number of churches involved, implemented a state-
wide intervention in which printed educational materials
were sent to all 213 Catholic churches and, in four churches
in Denver, clinic-based promotoras (peer counselors) also
provided outreach and conducted small group meetings
around breast health [35, 37]. Another notable aspect of this
study was that the evaluation was done not at church level
but at the community level, using administrative data from
Medicaid, Medicare, and the five major insurance plans in
the state. The promotora intervention appeared to have a
small increase in biennial mammograms as compared to the
print intervention alone [37].

Among the other studies that did not fall in the full-scale
RCT category, results were more varied. For example,
among the four pilot cluster RCTs, objective measures such
as hemoglobin A1C, LDL, blood pressure, and weight were
no different in intervention church participants versus con-
trols; however, there were statistically significant improve-
ments in self-reported measures such as fat consumption and
physical activity [20], diabetes knowledge [33], awareness of
and knowledge about healthy behaviors and physical activity
recommendations [21], and HIV-related stigma, mistrust,
and testing [25]. Among the studies that used only pre- and
post-measures (no control group), there were promising
results from the larger of these in promoting meaningful
improvements in health (for example, weight loss, nutri-
tional knowledge, dietary behavior, and physical activity)
[29]. Nevertheless, most of the pilot pre- and post-designed
studies focused on feasibility and acceptability and found

few statistically significant effects on outcomes (of those that
were, all were knowledge-based) [18, 23, 31, 34].

Discussion

Partnerships between faith-based communities and public
health entities could be effective ways to reach underserved
Latinos with critical health interventions, particularly since
Latinos are highly religious and face some of the largest
healthcare access barriers. However, as evidenced in this
review, the science and practice of church-based health pro-
motion is much less well-developed among Latino popula-
tions as compared to African Americans. Here we identify
the principal findings from our review and areas for research
going forward.

In terms of the science of church-based interventions
among Latinos, it was apparent that the field is still in its
early stages. With only six full scale RCTs and this across
several different health issues (cancer screening, physical
activity, and stroke risk reduction), more work is needed to
determine effectiveness of these approaches. As a point of
comparison, just in the area of obesity prevention, there have
been at least 14 full-scale church-based efficacy trials (12
with African American churches [39-51] and one each with
White [52] and Latino [19] churches). The diverse topics
addressed through church-based pilot studies among Lati-
nos—cancer screening, obesity-related health issues, HIV
stigma reduction and testing, and organ donation—demon-
strate the adaptability of church-based approaches across
a range of health topics. And many of these pilot studies
demonstrated statistically significant changes in knowledge
and attitudes and self-reported behaviors. However, whether
such changes in knowledge, attitudes, and self-reported
behaviors result in objectively-measured health improve-
ments (e.g., improved weight, blood pressure in the normal
range, etc.) is important to determine. Larger studies that are
fully powered to detect meaningful differences in biometric
and other objectively measured outcomes would strengthen
the foundation and understanding of what can be achieved
among Latinos through church-based interventions.

In terms of the practice of congregational interventions
with Latinos, our review revealed several important trends.
First, over half (12) of the interventions focused only on
majority Latino churches, but that meant that the other seven
included churches and individuals of other races and eth-
nicities, most notably African Americans (5 interventions).
These trends likely reflect the demographic shifts affect-
ing many urban areas in the U.S. but also raises questions
about the extent to which cultural tailoring for church-based
interventions is needed when working across racial-ethnic
groups. Diverse denominations and faith traditions are also
likely relevant in terms of tailoring.
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Churches that Latinos attend may serve a more diverse
congregation than Black churches traditionally have, and this
raises additional issues around tailoring. Nationally, 55% of
Latinos are affiliated with the Catholic Church, while 16%
are evangelical, 5% Mainline Protestant, and 18% are unaffil-
iated [53]. Thus, it is not surprising that most of the studies
targeted Catholic churches, particularly given their hierarchi-
cal polity and strong inter-connected network, which likely
facilitated recruitment and can facilitate scale-up of effective
interventions. However, the proportion of the Latino popula-
tion affiliated with the Catholic Church has been declining
over the past few decades as more switch to non-Catholic
denominations (primarily evangelical and Pentecostal) and
non-affiliated. Thus, determining how to engage with diverse
denominations will become more important in reaching
Latino populations through faith-based organizations going
forward.

Another trend in terms of practice was that most interven-
tions were conducted in the West, Southwest, and Northeast,
regions that traditionally have higher Latino concentrations.
However, the past two decades have seen an unprecedented
geographic dispersion of the U.S. Latino population, away
from traditional destinations to new destinations, particularly
in the Upper Midwest and the South [54, 55]. Our review
found only four small pilot studies in these newer geographic
areas. This is of concern because Latino immigrants in these
areas tend to experience worse access [56, 57]. It is thus
important to strengthen the health and safety net infrastruc-
ture in these destinations, which are likely to be in states
with more restrictive Medicaid policies and fewer interpret-
ers and language-concordant providers [58]. Churches that
serve Latinos in such areas could play important roles in
facilitating outreach, trust, and access to quality services.
Moreover, finding ways to link healthcare systems with
churches that serve Latinos is a promising strategy, such as
healthcare system-employed promotoras and parish nurses
that spend time in congregational settings providing preven-
tive services and referrals to care.

A third trend related to the demographic groups involved
in these church-based interventions among Latinos. Just over
half (10) of the interventions focused on women or girls
and just under half included both men and women. Nota-
bly, only one of the studies included children (and this was
a small feasibility pilot) [38], yet churches offer a unique
opportunity to intervene with families and even sometimes
across multiple generations (e.g., grandparents, children,
grandchildren). Further, it should be noted that Latinos are
not a monolithic group but rather have many differences
in terms of country of origin, language, years in the U.S.,
rural versus urban, etc., all of which need to be considered
in designing Latino church-based interventions. Although
information on age and acculturation was limited in the
studies reviewed, it does appear that most Latinos included
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in church-based studies have been immigrants and over the
age of 40. However, immigrants also face some of the larg-
est healthcare access barriers [58] and the risk of chronic
diseases increases with age. Thus, church-based interven-
tions that reach Latinos can have an important impact on
population health.

A fourth trend related to intervention modalities. Group
activities were common, which is not surprising, since most
churches routinely hold groups meetings (e.g., Bible study,
prayer)—and can offer social support to promote health
behavior change [59, 60]. However, only three interven-
tions leveraged pastors’ sermons to deliver or complement
intervention content, which seems like a lost opportunity
given the moral authority of pastors and pervasiveness of
this activity in congregations. Further, sermons are a con-
crete way to engage pastors, priests and other religious lead-
ers in the intervention and allow for tailoring to culture and
faith tradition. Additional work is needed to understand how
sermons may be leveraged to promote health across diverse
health topics and congregations [61].

Sermons are also an opportunity to make interventions
church-level—i.e., ones that reach the entire congregation
and not just those who participate in the group activities.
Socio-ecological theory posits that health is influenced by
multiple levels (intrapersonal, interpersonal, organizational,
physical and social environment, and policy) [62]. How-
ever, few Latino church-based interventions have taken this
multi-level approach and few church-based interventions in
general have explicitly addressed the broader community
environment [39, 40]. This means that in addition to provid-
ing classes or programs for church members, interventionists
should consider way to incorporate activities through social
networks, congregational meetings, and congregational
policies. Further, identifying ways that congregations can
advocate to improve community conditions are key. Broader
approaches are likely necessary to address the social deter-
minants of health and thereby have a stronger and more sus-
tainable impact on population health.

In terms of topics addressed through church-based inter-
ventions among Latinos, cancer screening and obesity-
related health conditions comprised the overwhelming
majority. Three interventions addressed diabetes—one
focused on diabetes self-management and two on diabetes
prevention. More work on this topic is needed, given that
Latinos are affected by diabetes in similar proportions to
African Americans and there have been dozens of church-
based interventions focused on African Americans [46, 63,
64]. There are numerous other health issues that dispropor-
tionately affect Latinos, such as HIV. Moreover, few of the
studies reviewed explicitly addressed issues related to access
to the healthcare system, which is of heightened importance
for Latinos given that they have the highest rates of unin-
surance among all racial-ethnic groups. In one study that
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did provide on-site testing (for HIV), 63% of Latinos who
participated in the testing were uninsured (compared to 23%
of African Americans who tested), while the percent unin-
sured among Latinos generally in this community was 34%
[12]. Church-based screening services—in this case, for HIV
testing—appear to be filling an unmet need for uninsured
Latino congregants.

In the absence of comprehensive immigration and health
policy reforms that would remove several of the barriers that
Latinos face to obtaining such services, structural interven-
tions that directly address the disparate access to resources
faced by immigrants should become more the norm rather
than the exception. Further, future church-based studies may
consider including measures related to experiences of stigma
and discrimination—this could be increasingly important
given heightened immigration enforcement, which has been
found to be associated with reduced utilization of prenatal
care [65] and poor health and mental health [66, 67] among
Latinos.

Limitations

As with most systematic searches, it is possible that we
missed some articles. To minimize this possibility, we
enlisted the support of a library science expert, used broad
search terms, and reviewed many articles in their entirety
(rather than only abstract review). In addition, given the
tendency toward publication bias (where studies with sta-
tistically significant findings are more likely to be pub-
lished) [68-70], we may have overestimated the evidence
that church-based interventions among Latinos are effec-
tive in improving certain health behaviors (physical activity,
mammography, vaccinations, and dietary behavior). How-
ever, since there were so few full-scale effectiveness trials
in any given health topic, we have been very cautious in our
conclusions.

Conclusion

Latinos and especially Latino immigrants continue to face
tremendous health access barriers in the U.S. and partner-
ships with faith-based organizations could help address
some of these. However, the science of church-based health
interventions among Latinos is much less well developed
than among African Americans. Future work should include
fully-powered studies with objectively measured health out-
comes and a focus on new geographic destinations. Further,
incorporation of multiple levels and structural issues (e.g.,
facilitating access to care) are likely necessary to produce
long-lasting health improvements in this population.
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