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Abstract
Introduction In general, church attendance can be associated with improved health behaviors and fewer related chronic diseases,
suggesting a potential opportunity to counteract worsening health behaviors among some immigrants and thereby reduce health
disparities. There is a paucity of research, however, on the relationship between religious involvement and immigrants’ health
behaviors and whether it varies by host or home country context.
Aim To examine the relationship between religious involvement, measured by church attendance, with health behaviors among
Latino immigrants in the United States (U.S.) and to compare the relationship of home and host country attendance with these
behaviors.
Methods Data from the randomized New Immigrant Survey, including over 1200 immigrants to the U.S. from Mexico and
Central America, were analyzed. Health measures included smoking, binge drinking, physical activity, and obesity. Descriptive
and multivariate logistic regression analyses were performed using measures of church attendance and ethnic/immigrant char-
acteristics as well as other demographic and health care factors. Separate models were constructed for each behavior.
Results An association was found between U.S. church attendance and less smoking, less drinking, and greater physical activity
but not with obesity. Threshold effects were found. However, almost no associations were found between health behaviors and
home country church attendance.
Conclusion The context in which people live warrants increased attention for successful health promotion initiatives for immi-
grant populations. The social, psychological, and religious resources in immigrant communities can be leveraged to potentially
counteract worsening of chronic disease-related health behaviors of Latino immigrants in the U.S., thereby reducing health
disparities.
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Background

Chronic diseases are responsible for a large majority of deaths
and health care costs in the United States (U.S.) [1] and fall
disproportionately on lower income populations such as im-
migrants [2]. Modifiable health behaviors such as smoking,
drinking, physical activity, and nutrition can significantly re-
duce chronic disease risk [2], yet health behaviors in the U.S.
are still suboptimal and can vary by population. Although
individual responsibility to live a healthy lifestyle and manage
chronic disease is often emphasized, this paper suggests that

consideration of religious involvement and its context can
potentially make initiatives to encourage healthier behaviors
among immigrants more successful.

A growing body of research has found a generally protec-
tive effect of religion in terms of both mortality and morbidity
[3, 4]. Religion influences population health through mediat-
ing religious individuals’ lifestyle [5, 6], especially when re-
inforced by a religious community [7]. Specific religious be-
liefs can have generally, although not consistently, protective
health benefits, in that they can promote wellness and help
prevent or manage disease [5, 8–11]. Religious proscriptions
and prescriptions can affect behaviors such as smoking, alco-
hol abuse, nutrition, and exercise [5, 8, 9, 12, 13]. However,
while prior research has generally found a relationship be-
tween greater religiosity and better health behaviors, such a
relationship has not always been found, especially for the
health behavior-related outcome of obesity [4, 9, 14–16].
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Most studies examine either the relationship of ethnicity
and immigration with health [17–19] or religion with health
[4, 12, 13, 20] without exploring the overlapping associations
among these factors and their implications for improving
health. Health disparities exist among Latino immigrants es-
pecially in terms of chronic diseases, which can be related to
health behaviors [21]. If religion is associated with improved
health behaviors, it can then potentially play a role in reducing
these health disparities. There is at least some evidence
supporting such a relationship between religion and health
behaviors among Latino immigrants [8, 19, 22, 23].
However, earlier studies have typically focused on a limited
number of behaviors or limited populations. In addition, to our
knowledge, there are no earlier studies that have compared the
impact of both home and host country religiosity on health
behaviors despite potentially differing impacts of each, as de-
scribed below.

Conceptual Framework

While the causal factors for the religion-health connection
among immigrants are not fully understood, key mechanisms
can include social, psychological, and religious factors. An
overall protective effect of religion can be found in terms of
both reduced mortality and morbidity, although there can be
negative influences of religion on health as well. A range of
religious dimensions and measures has been used in research
but the strongest evidence of an association between religion
and health is through participation in a religious group as
measured by congregational attendance [4, 24].

Increased social capital has been associated with improved
health outcomes so belonging to a religious community can be
expected to have a positive influence on health just as with
participation in any group [25–28]. There is an especially
large quantity of social capital in religious communities and
Putnam has written that religion is the largest source of social
capital in the United States [27]. Not only is there are a large
quantity of social capital in religious communities but the
quality of this social capital can also be greater as the mecha-
nisms bywhich social capital can improve health, such as trust
and reciprocity, can work especially well in the context of a
religious community. For example, friends in a religious com-
munity can have a more beneficial impact than friends in other
settings [29].

Psychological mechanisms can also play a role in
explaining the religion-health connection. Personality charac-
teristics can be related to religious beliefs and at the same time
can also affect health. For example, the effects of compassion,
often emphasized by religions, are believed to mediate the
association between religious involvement and health out-
comes [30] and volunteering, often associated with religiosity,
can improve preventive health of the volunteers themselves

[31, 32]. Religion can also affect health status through reli-
gious coping, such as the ability to psychologically deal with
an illness [32]. Participation in a religious community can aid
coping through a number of mechanisms including providing
comfort and emotional support [4, 12, 32]. Religiosity can
also help prevent mental health disease [11].

Religion is not merely a set of social activities or psycho-
logical constructs, however, but is based on critical underlying
ideas from oral and written traditions that affect attitudes and
influence behaviors related to health outcomes. There are dis-
tinctive aspects of religion, such as theology, rituals, and
meaning, that can impact health. For example, the idea of
the sacred, belief in a transcendental being, and religious rit-
uals are elements that distinguish religion from other social
phenomena and can affect health [5]. Further, many of the
links of religiousness with health, well-being, and social be-
havior may be due to religion’s influences on self-control or
self-regulation [32, 33]. Distinctive beliefs and practices of
religion itself, such as discouraging smoking or encouraging
vegetarianism, can affect health [3–5, 11]. These have been
given less attention than social or psychological resources or
are sometimes even attributed to these other mechanisms [4,
34]. I use the term religious capital to describe these distinctive
elements of religion, based on the work of Iannacone [35].

It is important to stress that religious involvement does not
always have a positive impact on health. Some religious be-
liefs and behaviors can harm health. As Portes makes clear,
social capital can be negative as well as positive [36]. When
group beliefs discourage healthful behaviors or encourage
harmful behaviors, pressures to conform can have a negative
impact and the social environment can be harmful. Religious
struggles can cause stress to health if one feels abandoned by
their religion, in contrast to others in the community, leading
to negative coping with illness [37]. Religious beliefs may
also discourage use of health care services [4, 11].

Religion, Immigrants, and Health

Religious and ethnic identities are often intertwined; com-
pared to other organizations, the communal form of religious
practice such as participation in religious institutions can play
an especially important role in the lives of Latino and other
immigrants [38–41]. For example, Portes and Rumbaut have
written that immigration byMexicans to the U.S. is permeated
at every step by the presence of religion [39]. While religion
plays a very important role in Latin America, functions of
congregations in each country may vary for immigrants be-
cause churches in their host country may serve many integra-
tive and supportive functions that may not have been needed
in their home country [28, 39, 41]. Religious institutions often
are the initial point of entry for immigrants into U.S. society
and serve multiple functions, with potentially important im-
plications [28, 41]. They can be an especially important source

J. Racial and Ethnic Health Disparities (2018) 5:1328–1336 1329



of social capital for new immigrants and often provide net-
works with other congregants or linkages to other communi-
ties of similar ethnicity [41].

The role of religion is important for Latino immigrants in
the U.S. A Pew survey found that about 60% of them are
Catholic, 16% Evangelical Protestant, and 15% unaffiliated,
with the remainder primarily belonging to other Christian de-
nominations [42]. In addition to changes in the roles of
churches for Latino immigrants, there also may be changes
in religious identity and attendance. As with U.S.-born
Latinos, there is a trend towards fewer Latino immigrants
identifying as Catholic and more identifying as Evangelical
Protestant or not affiliating; about a sixth of Latino immigrants
change their religion since moving to the U.S. There is also
evidence of changes in frequency of attendance at religious
services among immigrants [43]. The large majority of Latino
immigrants still attend church, with about 40% of Latino im-
migrants who are Catholics and 71% of those who are evan-
gelical report attending church at least weekly [42].

Globalization is not homogenization and the country in
which religious involvement takes place is important. While
in general, the role of religious involvement for individuals
can be expected to vary, depending on whether it occurs in the
home or host country, characteristics of the specific country of
residence also matter. There is evidence that the relationship
between more frequent religious services attendance and bet-
ter health status varies among countries by contextual as well
as individual factors, with it being stronger when the extent of
religiosity in a country is greater [44]. There is research that
suggests that the migration process is a disruptive event in
someone’s life affecting the role of religion in it [43] and
contextual factors such as religious pluralism and different
concentrations of religion in countries can influence whether
someone attends religious services [45]. Further, the contexts
of receiving and sending of migrants can differ. Arriving in a
new country where one may be a minority and less likely to be
integrated into society may change the role that religion plays
in one’s life [28, 39–41].

There are policy implications to the potentially different
roles or religion in home and host countries. Religious insti-
tutions often serve multiple functions beyond religious roles
for immigrants, including health- and welfare-related ones
[28, 39–41]. As a result, there may be special opportunities
for faith-based interventions for Latinos and other immigrants
in their new country. While most of the literature for faith-
based interventions has focused on African-American
churches [46, 47], there is evidence of successful faith-based
health promotion initiatives for Latinos as well [48].

For all these reasons, the contextual factors of religious
involvement and where this involvement takes place can po-
tentially affect and have an impact on outcomes such as health
behaviors. However, while the existence of a connection be-
tween religious involvement and health behaviors in general is

well established, its connection for immigrants has been
understudied. Further, despite the evidence cited, there has
been virtually no research examining how the impact of reli-
gious involvement, such as church attendance, on the health of
a particular ethnic group may vary depending on whether the
context is home or host country, despite concomitant implica-
tions for immigrants’ health. This study aims to help fill that
gap in knowledge.

Research Objectives

1. To examine the relationship between religious involve-
ment and health behaviors for Latino immigrants in the
U.S. I hypothesized that greater religious involvement
will be associated with decreased smoking, drinking,
and obesity and with increased physical exercise because
of the large quantities of faith-based social, psychological,
and religious resources.

2. To examine whether any associations found between con-
gregational attendance and current health behaviors for
these immigrants vary between attendance in the host
country, the U.S., and attendance in their home/prior
country. I hypothesized that the relationships between re-
ligious involvement and health outcomes will be positive
and stronger for host than home country church atten-
dance, particularly because immigrants may have special
needs that churches in the U.S. help meet because of their
resources and differing roles.

Methods

The study analyzed the New Immigrant Survey (NIS), a
random-sample national survey of immigrants to the United
States, unique in being a nationally representative survey of
new legal immigrants with permanent residence in the U.S.
The survey sample drew a randomized sample stratified by
immigration type. The survey strata were as follows: spouses
of U.S. citizens, employment principals, diversity principals,
and other immigrants. The target NIS sampling frame was
12,500 and the response rate was 69% yielding an overall
sample of over 8500 from all sample home countries. Data
were collected in 2003.

All data used in the study are based on responses to a
questionnaire administered to the sample. Face to face inter-
views with immigrants were conducted in their preferred lan-
guage, including Spanish and English. The survey adminis-
tered includes questions on health status, health behaviors,
height and weight, religion, immigration, language, income,
occupation, education, housing, family, age, and sex, as well
as several other demographic categories.
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The survey received approval from the Princeton
University Institutional Review Board.

The study population was first-generation immigrants from
Mexico and Central America 18 and over who self-identify as
Christian. Immigrants who had moved to the United States
within 6 months of survey administration were excluded,
since they were unlikely to have yet established their regular
church-going pattern. The sample size was 1232 (weighted =
1525).

The primary outcomes of interest were health behaviors:
smoking, binge drinking, physical activity, and obesity, com-
monly used as indicators of a healthy lifestyle; there is sub-
stantial evidence linking these behaviors to health and well-
being, especially because of their links to chronic disease and
other types of morbidity [2, 49]. Smoking was measured by
categorization as current smoker or non-smoker; smoking can
affect health in numerous ways, especially as a cause of cancer
[50]. Drinking was measured by whether, in the last 3 months,
the respondent had four or more alcoholic drinks at least once.
Moderate drinking may be protective for some conditions
such as cardiovascular disease; as a result, binge drinking,
which can lead to stroke and other health problems [51], was
chosen as a more useful measure for the sample. Respondents
were asked about how often they participated in Blight activ-
ities such as walking, dancing, bowling, gardening, etc.^ and
how often the respondent participated in Bvigorous physical
exercise such as aerobics, running, swimming or bicycling.^
Physical activity level was categorized as follows: no exercise,
participation in light activity but not vigorous exercise, or
participation in vigorous exercise. Physical activity level can
affect health status in multiple ways and these categories of
physical activity have been used in earlier studies associating
exercise and health status [52]. Respondents were categorized
as obese if they had a BMI of 30 or more, the World Health
Organization criterion. Although obesity is not a health behav-
ior, it is strongly linked with the health behavior of nutrition
for which there were no adequate measures in the survey, as
well as being associated with increased morbidity [2]; limita-
tions to use of this measure are described below.

Religious involvement was measured through church at-
tendance, both in the U.S. and in the respondents’ home
country. Each measure was calculated based on the number
of times the respondent attended church and categorized as
none if never attended, occasional if attended but less than
weekly, and regular if a t tended weekly or more.
Denominational affiliation was also included. Immigrant
and ethnicity-related variables included country of birth,
number of years in the U.S., level of English proficiency,
and visa type.

Control variables include age, gender, marital status,
household size, education, occupation, income, education,
geographic location, health insurance, number of doctor visits,
and whether they had a usual source of care.

Descriptive and multivariate analyses using logistic regres-
sion were performed for all health outcomes. Variables were
included in the final model for each measure if they had a p
value less than .05. Some variables were included on a
prespecified theoretical basis, including U.S. church atten-
dance, prior country church attendance, religious denomina-
tion, country of birth, age, and gender.

A statistical tolerance analysis was performed to examine
covariability between variables. No tolerance was below the
threshold of 20%, which would have indicated a covariability
issue.Most variables had less than 1% of the datamissing, and
the only variable for which more than 10% of the data was
missing was income, with 29%. In this case, missing data was
imputed for the variable, prior to being added to the model,
using multiple imputations to improve variance and standard
error estimates.

Data Availability The dataset used is publicly available
through nis.princeton.edu. Further details about the survey
as well as a partial list of publications using the dataset are
available on the website.

Results

Descriptive statistics for health and demographic variables for
the sample are in Table 1. The sample population was largely
under 50 years of age and a small majority was female.
Respondents had low socioeconomic status with roughly
two thirds having less than 12 years of education and a similar
percentage having average income below $20,000. Over three
quarters of the sample was married or lived with a partner.
There was substantial variation in health outcomes measures.
The sample had suboptimal health behaviors as measured by
smoking, binge drinking, physical activity level, and obesity.
Almost half of respondents were in less than very good health.

Table 1 Descriptive statistics for health outcome measures

Variable Category Percent

Physical activity None 22

Light 47

Vigorous 31

Smoker Yes (currently) 10

Binge alcohol drinker Yes (4+ drinks) 13

Obese Yes (BMI ≥ 30) 23

Current health status Excellent/very good 51

Good 35

Fair/poor 14

Total sample size 1235
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Descriptive statistics for religion and immigration variables
are listed in Table 2. Almost 20% of the sample attended
church regularly in the U.S., at least once a week or more,
while 27% never attended church. The remainder went to
church occasionally. In terms of home country church atten-
dance, the majority attended at least weekly but only 6% never
attended church in their prior country. The sample was pre-
dominantly Catholic, 83%, while 5% listed themselves as
Orthodox, 5% as Evangelical-Pentecostal Protestants, and
the rest as other Protestant denominations.

As indicated in Table 2, the study population was predom-
inantly Mexican, 65% of the sample, with 25% Salvadoran
and 10% Guatemalan, so that there was a diversity of ethnic-
ities in the sample. The majority of the sample had been in the
U.S. between 5 and 14 years and had limited English
proficiency.

Next, multivariate models were built for each outcome
measure. Based on the criteria described above, all final
models included the following: age, gender, U.S. church at-
tendance, prior country church attendance, denomination, and

country of birth for all four models. The smoking model
(whether the respondent is a current smoker) also included
doctor visits. The drinking model (whether the respondent
drank four or more alcoholic drinks at least once in the last
3 months) also included English proficiency, region of resi-
dence, and health insurance status. The physical activity mod-
el (whether the respondent has performed no, light, or vigor-
ous activity) also included English proficiency, region of res-
idence, and education. The obesity model (whether the re-
spondent has a BMI of 30 or more) also included education.

Adjusted odds ratios for all comparisons were calculated
from the final model estimates. Standard errors and confi-
dence intervals were produced for all variables. Table 3 pro-
vides a summary of the study’s findings about the relationship
between church attendance and health behaviors when con-
trolling for other religious, immigrant, and demographic var-
iables. U.S. church attendance was associated with a positive
outcome for three of the four behaviors: current levels of
smoking, physical activity, and binge drinking (only margin-
ally significant at p < .06).

The results were consistent with hypotheses about the re-
lationship of religious involvement with positive health be-
haviors. Effect sizes found were typically modest, with the
exception of smoking. Despite the low incidence and small
cell sizes, smoking was the only measure with double digit
odds of non-church attenders being more likely to smoke than
regular church attenders. The directions of the effects were as
predicted, with regular churchgoers always having better out-
comes than those who never attended church. There was a
threshold effect in that the occasional attenders always had
similar results to the non-attenders or the regular attenders,
never in between as would be the case if there was a dose-
response relationship. However, the specific threshold varied
by health behavior (Table 2).

For binge drinking, there was no difference between those
who never attended church and those who attended occasion-
ally; a connection between attendance and binge drinking was
found only among those who attended regularly. In the case of
physical activity and smoking, however, the threshold for a
relationship between church attendance and positive out-
comes was occasional attendance as both occasional and reg-
ular church attendance were associated with lowered odds of
smoking and increased odds of physical activity, relative to
non-attendance. No statistically significant association was
found between church attendance and obesity, although the
effect was in the predicted direction.

In contrast to U.S./host country church attendance re-
sults, however, only physical activity, among the four out-
comes studied, was associated with home/prior country
church attendance at a statistically significant level
(Table 4). Even in that case, the strength of the association
was weaker than that for U.S. attendance and there was not
the same threshold effect.

Table 2 Descriptive statistics for key demographic, religion, and
immigrant measures

Variable Category Percent

Gender Male 44

Female 56

Age 18–34 49

35–49 38

50+ 13

U.S. church attendance None 27

Occasional (< weekly) 54

Regular (≥weekly) 19

Home country church attendance None 6

Occasional (< weekly) 33

Regular (≥weekly) 61

Religious denomination Catholic 83

Orthodox 5

Protestant Evangelical 5

Other Protestant 8

Country of birth El Salvador 25

Guatemala 10

Mexico 65

Years in the US < 5 years 17

5–14 years 53

> 15 years 31

English proficiency Very well 17

Well 17

Not well 42

Not at all 23

Total sample size 1235
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It is possible that home country church attendance had a
weaker association with health behaviors because of extensive
time elapsing since immigration, so that any impact had worn
off or been crowded out by more recent U.S. church atten-
dance. To address this concern, several sensitivity analyses
were run for the models, including only more recent immi-
grants who had arrived within the last year, within the last
2 years, and within the last 3 years. The models were also
rerun excluding U.S. church attendance from the model. In
all of these additional analyses, similar results were still found,
with little association between home country religious in-
volvement and current health behaviors.

Discussion

The findings of an association between current host country
church attendance and positive outcomes for three of the four
health-related outcomes tested are consistent with and lend
further support to the principal literature summarized at this
paper’s outset of a generally but not consistently positive re-
lationship between religious involvement and health behav-
iors. The findings of lower smoking and binge drinking rates
among the religiously involved support the conceptual frame-
work that guided the study, as well as previous studies linking
religiosity with lower rates of risky behaviors [4, 14]. In addi-
tion, the findings are consistent with mechanisms such as so-
cial group or leadership influences in a religious community

limiting deviance from denominational teachings and pro-
scriptions against smoking and drinking [8, 53].

Church attendance was also associated with physical activ-
ity, a protective behavior in that it typically improves health.
The reasons for this association are less obvious than those for
smoking and drinking. Different mechanisms may come into
play in influencing such protective behaviors as exercise com-
pared to risky behaviors which can harm health. In addition,
certain physical activities may be part of church life, such as
walking to mass, and results are consistent with some, al-
though not all, literature about physical activity among reli-
gious Latinos in the U.S. [54, 55].

Obesity was the only outcome measure analyzed for which
U.S. church attendance was not associated with a positive
outcome. This is generally consistent with prior literature,
which did not show positive associations between religiosity
and obesity, sometimes even finding negative ones [4, 15, 16].
While reasons for this study’s finding are unclear, unmeasured
variables may confound the relationship between obesity and
church attendance, such as genetics, social networks, family
influences, or especially nutrition, for which there was no
good NIS survey measure.

There was a much weaker relationship found between
home country church attendance and current health behaviors,
however, with an association found only with physical activ-
ity. Results differed between home and host country atten-
dance even for this health behavior, with differences in
strength of results and in threshold effects. The weak

Table 4 Outcomes summary of adjusted contrasts table for home (prior) country church attendance

Contrast for odds ratio Smoking Alcohol Activity Obesity

None vs. regular attendance .50 .87 .73 1.01

Occasional vs. regular attendance .86 1.01 .73** 1.21

None vs. occasional attendance .59 .86 1.00 .84

Host country church attendance (overall effect) *

Relationship summary No associations No associations 1 contrast significant No associations

Total Sample 1232 1226 1231 1128

***p value < .001, **p value < .01, *p value < .05, +p value < .10

Table 3 Outcomes summary of adjusted contrasts table for host country (U.S.) church attendance

Contrast for odds ratio Smoking Alcohol Activity Obesity

None vs. regular attendance 15.32** 1.74+ .66** 1.19

Occasional vs. regular attendance 1.43 1.73* 1.02 1.18

None vs. occasional attendance 10.68** 1.01 .64*** 1.02

Host country church attendance
(overall effect)

** + ***

Relationship summary Threshold effect (at occasional) Threshold effect (at regular) Threshold effect (at occasional) No associations

Total sample 1232 1226 1231 1128

***p value < .001, **p value < .01, *p value < .05, +p value < .10
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relationship between religious involvement and health behav-
iors in the sample was true even when only focusing on more
recent immigrants.

These findings help deepen our knowledge of the relation-
ship between religiosity and health behaviors. While prior
studies provide evidence of a generally positive connection
between them [4], understanding how the relationship may
vary depending on whether one is attending church in one’s
home country or the country one has migrated to is a contri-
bution of this study to the body of literature.

Differences in the impact of attending church between
home and host country may account for the differences found
in the relationships between religious involvement and home
or host country. The context of reception in one’s new country
and related need for assistance with integration and resources
may interact with the social and psychological benefits and the
religious capital that church attendance can provide.
Differences in degree of country religiosity, alternative forms
of social capital, or government actions among countries may
also affect health. In addition, the impact of church attendance
on health after migrationmay vary because of other contextual
factors in specific countries. As noted, there is evidence that
the relationship between subjective health and religious ser-
vices attendance varies among countries because of contextual
factors, including those related to religion [44].

There are important public policy implications to the find-
ings as faith-based programs can help reduce health disparities
among immigrant and other minority populations [23, 46]. A
leading hypothesis for the association found between poorer
health and longer residence in the U.S. among many Latino
immigrants is worsening health behaviors related to chronic
diseases because of acculturation [17, 19, 56]. Conversely, this
study found that church attendance was associated with im-
proved health behaviors.While not recommending that people
start attending church to improve their health, many Latinos
already attend church and not all of them refrain from smoking
and drinking or are physically active [19, 28]. As a result,
there is an opportunity to counteract the phenomenon of wors-
ening health behaviors through faith-based initiatives
targeting churchgoers with suboptimal heath behaviors, po-
tentially reducing chronic-disease related inequalities.

The study’s findings can be of great value in creating or
enhancing health promotion initiatives for Latino churchgoing
populations in the U.S. on a more systematic basis. Although
many churches sponsor health-related programs, the majority
do not. Furthermore, it is those churches serving the poor and
vulnerable, groups in which immigrants are disproportionate-
ly represented, that are least likely to offer such programs [57].
Faith-based health behavior interventions have potential
among Latinos [48] and a focus on religious traditions as part
of the intervention has the potential to improve prevention not
just care [58]. Interventions can be developed and implement-
ed to take advantage of faith-based opportunities in potentially

addressing the problem of worsening health among immi-
grants as they reside longer in the U.S. and thereby reduce
health disparities of Latinos [48, 54, 59]. In addition, Latino
religious leaders should be encouraged to take a more active
role in improving the health of their congregants, thereby in-
creasing their adoption of successful initiatives found among
other vulnerable populations [46, 60]. A church’s lay leader-
ship and other congregants should also be involved in any
initiative as encouragement from fellow church members
can have a major impact on a healthy lifestyle [61].

Key Limitations/Additional Research

The data are based on the sample’s answers to survey ques-
tions asked, with the usual potential limitations to the validity
or reliability of subjective responses. Further, because the data
are cross-sectional, we cannot reject the hypothesis that people
with healthier behaviors are likelier to want to attend church.
However, there is no evidence of this. In addition, if this were
the reason for findings, it is unclear why only churches in the
U.S., but not in Latin America, would be likely to attract
regularly attending congregants with healthier behaviors.

It is possible that results could vary using more recent sur-
veys of immigrants but to our knowledge none exist with all
the relevant data and with a similarly high level of validity.
Further, the study’s primary objective was to understand the
intersection of key contextual factors such as religion, ethnic-
ity, and migration on health behaviors, rather than to measure
the exact prevalence of specific behaviors. The topic of this
research has been greatly understudied and there is no theo-
retical reason to expect that the nature of these relationships
would have changed substantially since the data was collected
so the results from this study can still make an important
contribution despite any limitations.

There was no adequate measure of overall nutrition in the
survey. Although not a heath behavior itself, obesity was used
both because of its connection to chronic diseases and because
it is strongly influenced by nutrition. However, this measure
was limited in its use as a proxy for nutrition because there are
other factors which may also be determinants of obesity, in-
cluding genetics.

The hypothesis that only those with adequate functional
status attend church cannot be ruled out. However, over
85% of the study sample is under age 50; therefore, physical
capability is unlikely to be an important explanatory factor for
variations in attendance.

Whereas the survey was very extensive and many factors
were included in the analyses, some potential confounding
variables were omitted from the survey. In particular, it would
have been helpful to include social measures outside of those
for family and religious community. Further, there was only a
limited number of religion-related questions asked in the
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survey. Questions about congregational characteristics, rea-
sons why people attended services, home religious practice,
and whether the congregation offered any health-related pro-
grams would have been useful.

This study could not fully answer questions related to un-
derlying reasons for findings of relationships between church
attendance and specific behaviors. Additional research is
needed to better understand the mechanisms by which church
attendance can affect health, such as through intensive inter-
views with church leaders and congregants. Analyses using
congregational information together with the individual-level
data in the survey would also be of value. Whereas this study
only examined health behaviors, it would also be useful to
examine the relationship of religious involvement with other
health outcomes such as individual chronic diseases that may
be linked to these health behaviors.

Conclusion

Religious involvement has an important place among factors
related to Latino immigrant health and an opportunity exists to
reduce health disparities for Latino immigrants through
church-based interventions to improve health behaviors.
Regular church attendance was associated with positive out-
comes for three of the four health-related outcomes studied.
However, these associations were primarily found for host but
not home country church attendance, consistent with the idea
that host country churches, such as in the U.S., play a special
role in immigrants’ lives, that can impact health. These find-
ings are important not only for the study’s aims but because of
their implications for policy and interventions as well as to
guide future research.
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