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Special Article

Church-based interventions to address obesity among African
Americans and Latinos in the United States: a systematic
review

Karen R. Fl�orez, Denise D. Pay�an, Kartika Palar, Malcolm V. Williams, Bozena Katic, and
Kathryn P. Derose

Context: Multilevel church-based interventions may help address racial/ethnic dis-
parities in obesity in the United States since churches are often trusted institutions
in vulnerable communities. These types of interventions affect at least two levels of
socio-ecological influence which could mean an intervention that targets individual
congregants as well as the congregation as a whole. However, the extent to which
such interventions are developed using a collaborative partnership approach and
are effective with diverse racial/ethnic populations is unclear, and these crucial fea-
tures of well-designed community-based interventions. Objective: The present sys-
tematic literature review of church-based interventions was conducted to assess
their efficacy for addressing obesity across different racial/ethnic groups (eg, African
Americans, Latinos). Data Sources and Extraction: In total, 43 relevant articles
were identified using systematic review methods developed by the Center for
Disease Control and Prevention (CDC)’s Task Force on Community Preventive
Services. The extent to which each intervention was developed using community-
based participatory research principles, was tailored to the particular community in
question, and involved the church in the study development and implementation
were also assessed. Data Analysis: Although 81% of the studies reported signifi-
cant results for between- or within-group differences according to the study design,
effect sizes were reported or could only be calculated in 56% of cases, and most
were small. There was also a lack of diversity among samples (eg, few studies in-
volved Latinos, men, young adults, or children), which limits knowledge about the
ability of church-based interventions to reduce the burden of obesity more broadly
among vulnerable communities of color. Further, few interventions were multilevel
in nature, or incorporated strategies at the church or community level.
Conclusions: Church-based interventions to address obesity will have greater im-
pact if they consider the diversity among populations burdened by this condition
and develop programs that are tailored to these different populations (eg, men of
color, Latinos). Programs could also benefit from employing multilevel approaches
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to move the field away from behavioral modifications at the individual level and
into a more systems-based framework. However, effect sizes will likely remain
small, especially since individuals only spend a limited amount of time in this par-
ticular setting.

INTRODUCTION

While more than a third (35.7%) of the adult population
in the United States is obese, acute disparities persist
across ethnic/racial groups and vary on the basis of age,

sex, and socioeconomic status.1 For example, the preva-
lence of obesity among African American women

(51%) and Latina women (41%) is significantly higher
than the rate among white women (31%).1,2

Irrespective of gender, African Americans seem to
gain weight faster than whites (eg, 2.79 body mass in-

dex [BMI] units over 16 years compared to 2.0 BMI
units).3 Obesity, in turn, increases the risk of numer-

ous chronic health conditions, including cardiovascu-
lar disease, hypertension, and type 2 diabetes, which

disproportionately affects African Americans and
Latinos.4 Health inequalities also result in financial

burdens, particularly for men of color. Between 2006
and 2009, African American men incurred an esti-

mated $341.8 billion in excess medical costs and
Hispanic men incurred an additional $115 billion due

to health inequalities.5

Community-based intervention efforts designed to

address obesity-related disparities experienced by racial
and ethnic groups have increasingly focused on mediat-

ing social institutions such as churches.6 Indeed,
church-based interventions have emerged as a viable

approach to promoting health and wellness among vul-
nerable communities of color given their reach (eg, 85%

of Latinos and 87% of African Americans report a reli-
gious affiliation),7–9 their sociohistorical role in vulnera-

ble communities (eg, the Black Church in the civil
Rights Movement), and their potential as critical part-

ners in improving the ethical treatment of vulnerable
groups in health research.10 They have also been cited

as a culturally appropriate, cost-effective setting that
could propel the field of lifestyle interventions for-
ward.11,12 The faith community includes specific places

of worship, such as churches, or organizations that are
affiliated with a particular faith or religion.13 Prior

reviews of evidence-based obesity interventions among
racial/ethnic minorities have generally included studies

conducted in churches14 or exclusively focused on
faith-based settings.15–17 Those that exclusively focused

on churches noted multiple methodological limitations
such as small sample sizes in these studies, lack of

robust evaluative approaches, and short follow-up time
frames.15,17 These reviews also noted that most faith-

based studies have involved only women and African
Americans, and that research with other ethnic minori-

ties has tended to be exploratory.15,16

This review builds on this prior work by examin-
ing additional characteristics of these interventions
within the broader church-based literature and apply-
ing a more expansive framework to understand ele-
ments of success among church-based obesity
programs. For example, there seems to be broad agree-
ment that several factors are critical to the success of
church-based health programs, such as the need for
collaboration, tailoring, and the use of community-
based participatory research (CBPR) principles.13,18,19

Collaborations speak of the partnerships between con-
gregations and outside organizations and have been
shown to increase the likelihood that the program in
question can be successfully replicated elsewhere.19

Tailoring is the extent to which program elements take
into account issues such as culture, age, and religious
beliefs that can make the intervention’s message more
easily understood by congregation members.19 This is
particularly important for obesity-specific interven-
tions since it is unclear whether programs that incor-
porate religious beliefs into the curriculum are more
successful than secular interventions delivered in
faith-based settings.16 Use of CBPR principles in
church-based obesity programs means the extent to
which programs build effective and equal partnerships
with churches to elicit trust and carry out the interven-
tion, even though the partnership features of a study
have not been assessed in previous reviews.

This review sought to address this gap by conduct-
ing a narrative review of congregation-based obesity

interventions in order to inform the development of ef-
fective and sustainable obesity programs in church-

based settings. Specifically, it sought to systematically
review the church-based obesity intervention literature
relating to the United States, to gain a deeper under-

standing of the current state of such interventions and
their impacts on populations at increased risk for obe-

sity. Further, it explores the extent to which these pro-
grams use CBPR principles such as collaboration and

tailoring to offer future planners a survey of lessons
learned in this field.

Nutrition ReviewsVR Vol. 78(4):304–322 305

Deleted Text: (U.S.) 
Deleted Text: compared to
Deleted Text: compared to
Deleted Text: .
Deleted Text: .
Deleted Text: T
Deleted Text: promote 
Deleted Text: .
Deleted Text: .
Deleted Text:  
Deleted Text: -
Deleted Text: .
Deleted Text: .
Deleted Text: c
Deleted Text: r
Deleted Text: m
Deleted Text: -
Deleted Text:  
Deleted Text: like 
Deleted Text: evaluation 
Deleted Text: as well as
Deleted Text: to 
Deleted Text: yet 
Deleted Text: in 
Deleted Text:  U.S.


EVIDENCE ACQUISITION

Literature search

A 3-pronged search strategy was employed to identify

journal articles on obesity interventions in church set-
tings. First, a professional librarian searched multiple

databases (PUBMED, Sociological Abstracts,
PsycINFO, Cochrane databases, CINAHL, WorldCat,

and Social Sciences Abstracts) using various combina-
tions of the following search terms: obesity OR obese

OR overweight OR body-mass index OR fruit* OR veg-
etable* OR exercise OR “physical activity” AND

church* OR faith-based OR religion OR religion and
psychology OR religious OR clergy. The literature was

searched through August 2017. Publications were re-
stricted to those written in English and conducted in

the United States. Second, the National Cancer Institute
(NCI)’s website on research-tested intervention pro-

grams was used. For the NCI database search, the topics
selected were diet/nutrition, obesity, and physical
activity, and the study setting selected was religious

establishments (see http://rtips.cancer.gov/rtips/index.
do). Lastly, bibliographies of the studies included in

previous related literature reviews were reviewed to en-
sure a comprehensive approach.

Study selection

Figure 1 shows the search methodology and inclusion/ex-

clusion criteria. The search yielded 712 journal articles,
of which 252 were removed for being duplicates or non-

relevant material based on title review. Of the 460 articles
screened, 378 were excluded owing to irrelevance, or be-

cause they were a thesis or book. From the 82 studies
whose title and abstract were reviewed, the only articles

included were original studies that used empirical, quan-
titative data to report the effects of an intervention

designed for any faith-based setting (eg, church, faith-
based organization) with at least 1 weight-related out-

come (eg, BMI, diet, physical activity). Fifty-nine articles
were selected for full review, and 16 were excluded be-

cause they only described the study design or reported
process evaluation data. After applying these criteria, 43

relevant articles were finally included in this study.20–47

Data extraction and quality assessment

Data were extracted using methods for conducting litera-

ture reviews developed for the Guide to Community and
Preventive Services by the CDC’s Task Force on

Community Preventive Services (Zaza S, Wright-de
Aguero L, Briss PA, et al. Data collection instrument and

procedure for systematic reviews in the Guide to

Community Preventive Services. Am J Prev Med

2000;18(suppl 1):44–74). This approach was used since it
facilitated systematic evaluation of each study through a

standardized form that classified and described key char-
acteristics of the intervention and evaluation (26 ques-

tions) and assessed the quality of the study’s execution
(23 questions). Two independent reviewers conducted

the data abstraction and verified the results of the data
points: study population characteristics (ie, age, sex, race/

ethnicity, socioeconomic status), study design and setting,
intervention variables, theoretical model, follow-up time,

and components of tailoring. These same reviewers veri-
fied the abstraction results for selected clinical and behav-
ioral outcomes (mean weight or BMI, physical activity,

and dietary intake) and calculated standardized effect
sizes across studies, providing standard errors or stan-

dard deviations (SDs) according to pre-established guide-
lines for literature reviews.48 For single-group pre-post

effect sizes, the pre-intervention mean was subtracted
from the post-intervention mean and divided by the pre-

group or pooled SD. Cohen’s d was calculated for com-
parisons of intervention vs control groups when available,

and reported according to Cohen’s conventions for small
(d¼ 0.2), medium (d¼ 0.5), and large (d¼ 0.8) effect

sizes.49,50 For controlled trials, between-group effect sizes
compared intervention and control group outcomes at

follow-up assessment. For publications that reported data
from multiple follow-up assessments, effect sizes were

calculated for the assessment closest to the end of inter-
vention for consistency across studies. Effect sizes were

corrected for direction of outcome values so that positive
effect sizes indicated improvement/risk reduction.

Using the same abstracted data, two independent
reviewers verified the categorization of each study

Figure 1 Flow diagram of the literature selection process.
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according to the 4 levels established by Lasater.51

This was done to systematically assess key aspects of the
church-based approach, ie, the extent to which congrega-

tional members or leaders were involved in delivering
the intervention and the extent to which the intervention

incorporated religious/spiritual content. Studies were
classifed as Level I if the church was simply a convenient
location or a venue to recruit and track participants for

an externally sponsored and implemented intervention,
such that all or most intervention and evaluation activi-

ties occurred outside of the church. Level II signified
studies in which the intervention was delivered in a

church setting, but was mostly implemented by individu-
als from outside the church. Level III identified those

studies in which trained religious organization volunteers
delivered a significant portion of the intervention.

Finally, Lasater Level IV signified interventions where
trained religious organization volunteers delivered a sig-

nificant portion of the intervention and there were sub-
stantial religious or spiritual components embedded in

the intervention. In addition, studies that used CBPR
methods were identified (Yes/No) since these can lead to

more relevant and sustainable interventions and findings
that are actionable. Studies that directly stated use of

CBPR principles or mentioned collaborative partnerships
for multiple phases of the study (ie, including interven-

tion development) were classified as affirmative for the
use of CBPR methods.

Lastly, studies were organized by design, from ran-
domized (controlled) trials, to nonrandomized studies,

to pre-intervention and post-intervention studies. This
was done to facilitate comparison among similar studies

across the identified metrics.

EVIDENCE SYNTHESIS

Study characteristics

The characteristics of the 43 studies are presented in
Table 1 and organized by design. Of the 43 studies, 22

were randomized by design, 6 were nonrandomized,
and 15 were pre-post intervention studies. Six studies

were conducted in single churches, and 14 studies were
conducted in small groups of churches (ie, 2–9

churches). Four studies did not provide the number of
churches, and the rest (19) were conducted in 10–49

churches and ranged in total sample size from 74 to
2519 participants. Only 2 studies focused on children,

while the remaining studies focused on middle-aged or
older adults. Thirty-five studies (81%) included entirely

or largely (>70%) female samples. In terms of racial/
ethnic composition, 32 studies focused only on African

Americans, and only 5 focused exclusively on other

races/ethnicities (ie, whites or Latinos). In terms of soci-

odemographic indicators such as education and in-
come, most studies sampled individuals with a high-

school education or higher, although education levels
were not reported in 13 of the studies. There was more

variation in terms of income among the studies that
reported information on this indicator (which was only
a little more than one third of the total studies). Over

half of the studies were set in the southern USA, 23%
were in cities in the northeast USA, and the rest of the

studies reported western cities/counties, or an unspeci-
fied region (eg, the Midwest USA).

Interventions

Intervention details, including who delivered the inter-

ventions, are also included in Table 1. Most interven-
tions used a face-to-face delivery modality, but a wide
variety of methods were utilized, including group ses-

sions, church-level activities, self-help (eg, via printed
materials, videos, messaging), and motivational inter-

viewing (MI) counseling. Over half used a peer-
educator model (n¼ 24), while the other studies relied

on professionals/research staff or automated means
(phone/web/text) to deliver the program.

Twenty-five studies also mentioned a theoretical
framework derived from formative research or estab-

lished theory (eg, social learning theory, social cognitive
theory; see the “Theory” column, Table 1). Of note is

that only 5 studies reported using an ecological model
in an attempt to change individual behavior through

environmental changes at the church (eg, by increasing
the availability of fruit & vegetables at church functions)

and only a few programs were designed to affect organi-
zational policy-related factors (ie, Body and Soul; Eating

for a Healthy Life; and the Faith, Activity, and Nutrition
Program, Fe en Acci�on). Most interventions

incorporated activities solely at the individual level (eg,
nutrition education classes, exercise sessions, one-on-

one nutritional counseling). Most studies (n¼ 27)
incorporated intervention periods of 6 months or less.

Evaluation design and primary outcomes. Findings for

the selected primary outcomes and corresponding
Lasater Levels are presented in Table 2. Of the 41 studies

in which the Lasater Level was ascertainable, 1 (2.4%)
was classified as Level 1, 17 (41.5%) as Level II, 10

(24.4%) as Level III, and 13 (31.7%) as Level IV. Over
half of the studies used a biomarker (eg, weight, BMI,

waist circumference) as the primary outcome, whereas
others focused on a behavior; such as fruit and vegetable

intake or level of physical activity. For pre-post changes
in weight (measured in pounds or kilograms), waist cir-

cumference, or BMI (%), 19 of the 27 identified studies
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Table 2 Community partnering levels and intervention effects among church-based interventions by study design
(n 5 43)
Reference Post-treatment

change*
Effect size

(Cohen’s d)c
Lasater
Level

CBPR
principles

Weight/waist/BMI Diet PA Weight Diet PA

Randomized controlled trials
Arredondo et al

(2017)52
I-C: BMI: �0.43** Accelerometer-

based MVPA:
0.15**
Self-reported
MVPA:
0.39**

0.23 0.25
0.38

III Yes

Bopp et al
(2009)66

I: �1.9 kg/m2** (at
3 mo.)

NS I: 0.012b (S) NS IV Yes

Bowen et al
(2009)22

þ0.29 (FV serv-
ings/d)

Intervention effect:
0.13**

NC III Yes

Campbell et al
(1999)23

0.66** (FI)
0.19** (VI)
0.85** (FVI)

0.31
0.17
0.29

IV Yes

Duru et al
(2010)26

NS þ7457 (steps/wk)
among I com-
pared to C**

NS NC II No

Kennedy et al
(2005)29

�3.1 kg (6-mo
group change
from baseline)
�3.4 kg (6-mo in-

dividual change
from baseline)

NS

0.08
NS

III
II

No
No

Krukowski et al
(2010)67

McNabb et al
(1997)53

I: �10.0 lb
(experimental
posttest)**

I: �1.4 kg/m2

(experimental
posttest)**

I: �2.5 in. (waist
change)
(experimental
posttest)**

0.36
0.26
0.41

III No

Murrock and
Gary (2010)33

NS þ41 units in PASE
(at time 2**)

NS 0.19b II Yes

Resnicow et al
(2001)37

0.79 (based on
2- item FI
measure) **

0.56 (based on 2-

NC II Yes

Resnicow et al
(2004)38

I: þ0.7 FV (2 item)
þ1.4 (17 item)

0.39
0.18

IV Yes

Resnicow et al
(2005)40

I1-C: þ0.20
(composite FFQ,
FV servings/d)**

I2-C: þ0.79
(composite FFQ,
FV servings/d)**

I1-C: þ206.4
(min/wk

exercise)**
2-C: þ190.2
(min/wk

exercise)**

0.06
0.32

0.23
0.21

II Yes

Resnicow et al
(2005)39

NS NS II Yes

Samuel- Hodge
et al (2009)41

NS NS NS NS NS NS III Yes

Sattin et al
(2016)54

I: �2.39 lb (base-
line to 12 mo)**

NS NC NS IV Yes

Trost et al
(2009)42

þ13 MVPA steps/
min I vs C, aver-
aged across time
1 to time 4**

NC IV No

(continued)
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Table 2 Continued
Reference Post-treatment

change*
Effect size

(Cohen’s d)c
Lasater
Level

CBPR
principles

Weight/waist/BMI Diet PA Weight Diet PA

Webb et al
(2017)68

Accelerometer-
based moderate
PA time, I vs C:
þ16 min/wk**

0.15 II No

Wilcox et al
(2007)44

NS NS NS NS IV Yes

Wilcox et al
(2013)69

NS NS NS NS IV Yes

Winett et al
(2007)45

I1-C: �0.24 kg
I2-C: �0.32 kg**
I2-I1: �0.08 kg

þ0.35 (FV g/1000
kcal)
þ0.42 (FV g/1000

kcal)**
þ0.07 (FV g/1000

kcal)

þ743.19 (steps/d)
þ1059.71

(steps/d)**
316.52 (steps/d)

0.03a

0.04a

0.01a

0.20a

0.23a

0.03a

0.16a

0.21a

0.07a

II No

Yanek et al
(2001)46

I: �1.1 lb (mean
weight
change)**

I: �0.66 in. (mean
waist change)**

0.22
0.28

IV Yes

Young and
Stewart
(2006)47

NS NS II Yes

Nonrandomized Trials
Boltri et al

(2011)21
I: �3.8 kg at

program
0.03
0.04

III Yes

completion,
�1.9 kg at
12-mo follow-

up;
I: �0.56 kg/m2;
�0.24
kg/m2 at 12 mo

Faridi et al
(2010)27

NS NS III Yes

Harmon et al
(2014)70

I: þ2.3 servings
F/V per day at
2 mo vs baseline

I: 0.22 II Yes

Kim et al
(2008)30

I: �3.0 lb mean
change between
I-C groups**

NS I: þ6.2 MET
mean change I-
C groups for
recreational
PA**

0.9 NS 0.77 IV Yes

Parker et al
(2010)35

I: �1.35 lb
I: �1.12 kg/m2

0.04
0.002

II Yes

Tucker et al
(2017)55

I: �0.23 kg/m2

mean difference
TI-T2

I: þ0.56 h PA
mean difference

T1-T2

NC NC III Yes

Pre-post test studies
Barnhart et al

(1998)20
þ2.0 vegetable

servings per
week at 8 wk vs
baseline

NC II Yes

Davis Smith
et al (2007)71

�9.6 lb at 12 mo
follow-up
�1.9 kg/m2 at 12

mo follow-up

0.19
NC

II No

Dodani and
Fields
(2010)25

NS NC IV Yes

Goldfinger
et al (2008)28

�9.8 lb (at 1 y) þ0.7 FV servings/d
(at 1 yr)

NS 0.26 0.41 NS III Yes

(continued)
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Table 2 Continued
Reference Post-treatment

change*
Effect size

(Cohen’s d)c
Lasater
Level

CBPR
principles

Weight/waist/BMI Diet PA Weight Diet PA

Gutierrez et al.
(2014)72

�4.38 lb (at
12 wk)

NC II Yes

Ivester et al
(2010)73

Waist: �11.4 cm at
8 wk (men)

Waist: �10.9 cm at
8 wk (women)

0.59
0.70

N/A No

Kumanyika and
Charleston
(1992)31

Medication group:
�6 lb No-med
group: �6 lb

0.19
0.18

II No

Martinez et al
(2013)78

þ53 (mean min
LTPA/wk at 6
mo)

0.22 IV N/A

McCoy et al
(2017)74

<30 min PA: þ8%
(of IG
participants)

NC I No

Oexmann et al
(2001)34

0–5 sessions:
Blacks: �2.7 lb

(ST)
Whites: �3.6 lb

(ST)
6–8 sessions:
Blacks: �3.5 lb

(ST); �3.1 lb (LT)
Whites: �6.3 lb

(ST); �6.2 lb (LT)

0.63
0.63
0.79, ST
0.32 LT
0.8 ST
0.51 LT

N/A Yes

Peterson and
Cheng
(2011)36

þ140 min/wk at 6
mo post test

0.76 II No

Whisenant et al
(2014)75

�11.46 lb (weight)
�3.05 inches

(waist)

NC IV No

Whitt-Glover
et al (2008)76

þ1373
steps/d: 12 wk
þ67 min MPA:

12 wk
þ44 min VPA:
12 wk
þ5.5 METs total
PA at 16 wk

0.54
0.97
0.92

II Yes

Williams et al
(2015)77

NS NS III Yes

Yeary et al
(2011)56

�4.0 kg at 16 wk
(�50% attendance

group)
�1.5 kg/m2 at

16 wk
(�50% attendance

group)

þ4.8 total PA
METs
þ7.1 MVPA
METs

0.20
0.22

0.43
0.90

IV Yes

Abbreviations: BMI, body mass index; C, control or comparison group; cm, centimeters; CBPR, community-based participatory research;
FFQ, food frequency questionnaire; FI, fruit intake; FV, fruit and vegetables; FVI, fruit and vegetable intake; I, intervention group; lb,
pounds; LT, long term; LTPA, leisure time physical activity; MET, metabolic equivalent task; MPA, moderate physical activity; MVPA,
moderate and/or vigorous physical activity; N/A, not available; NC, not calculated owing to insufficient information; NS, results not sig-
nificant; PA, physical activity; PASE, physical activity scale for the elderly; ST, short term; VI, vegetable intake; VPA, vigorous physical ac-
tivity; WC, waist circumference.
aEffect sizes were corrected for the direction of outcome values so that positive effect sizes indicate improvement/risk reduction.
bCohen’s d calculation was based on the last study assessment.
ccontrol.
*Only results for studies in which change (pre-change to post-change and/or intervention effect) meeting a significance level of
P< 0.05 are noted.
**Intervention effect or comparison (ie, intervention to control group) difference meets a significance level of P< 0.05].
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that measured these outcomes reported statistically sig-

nificant changes. Only 7 studies reported a significant
time-series difference between the intervention and

comparison groups for measurements of weight, waist
circumference, or BMI,29,30,45,46,52–54 and about half

(n¼ 4) of these employed CBPR principles.30,46,52,54

Most of the 7 studies with significant time-series differ-
ences in weight outcomes (n¼ 6) were Lasater Level III

or IV studies,29,30,46,52–54 indicating that the church had
a significant role in the development and implementa-

tion of the BMI/weight intervention.30,46,54 Overall, of
the 27 studies with biomarker outcomes, 19 (70%) dem-

onstrated significant improvements in BMI, weight, or
waist circumference. Of the 19 successful studies, the

slight majority (63%; n¼ 12) were Lasater Level III or
IV studies. It should be noted that the number of study

outcomes exceeds the total number of studies (n¼ 43)
because more than 1 outcome may have been measured

per study.

Dietary outcomes. Findings for diet-related outcomes
are also presented in Table 2. In terms of pre-post

changes for diet, most studies (n¼ 13) focused on serv-
ings of fruits and/or vegetables per week/day. Nine

reported significant changes and the majority were
designed to detect a time-series difference between in-

tervention and control groups.20,22,23,28,37–40,45 All of
these studies employed CBPR principles and about half

were highly engaged with participating churches given
their Lasater Levels of III/IV.22,23,28,38 Overall, of the 11

studies with diet outcomes, 9 (82%) demonstrated sig-
nificant increases in fruit or vegetable intake. However,

only 44% (n¼ 4) of the 9 successful studies were
Lasater Levels III or IV.

Physical activity outcomes. Table 2 also presents findings

related to those studies that measured some aspect of
physical activity (n¼ 21). Seven studies reported non-

significant findings, and of the 14 that found significant
differences (67%), 8 studies reported significant time-
series differences between the intervention and compar-

ison groups for measurements of leisure-time physical
activity. Of these 14 studies, 7 (half) had employed

CBPR principles and tailoring, and 6 (42%) had high
(III/IV) Lasater Levels.30,32,42,52,55,56 Of the 21 studies

with exercise outcomes, 14 (67%) demonstrated signifi-
cant increases in physical activity or steps per day.

However, only 43% (n¼ 6) of the 14 successful studies
were Lasater Levels III or IV.

Effect sizes. While the majority of studies (81%)

reported significant within- or between-group differen-
ces across outcomes, effect sizes were reported or could

be calculated in only 57% of cases. Of the 24 studies

where effect sizes were either reported (n¼ 4) or were

calculated (n¼ 20), most effect sizes were small to me-
dium in magnitude.

DISCUSSION

This narrative review was unique in its utilization of
CBPR principles and Lasater Levels as metrics by which

to evaluate church-based obesity interventions. To the
authors’ knowledge, it is the only systematic review to

identify and highlight these important components of
obesity programing within faith-based settings. This re-

view found that the majority of church-based interven-
tions that targeted weight, diet, or physical activity

outcomes employed CBPR principles throughout the
development and implementation phase of the inter-

ventions. However, no straightforward relationship was
found between successful study outcomes and higher

Lasater Levels. While the slight majority of successful
studies targeting BMI/weight/waist outcomes also had

higher Lasater Levels (III or IV), this was not the case
for studies targeting diet or physical activity outcomes

(where the slight minority of successful studies had
higher Lasater Levels). At best, this suggests that the use

of trained religious organization volunteers, rather than
external interventionists, for implementing outcomes

may be associated with more positive weight outcomes.
Prior reviews of interventions targeting obesity, di-

abetes, and/or cardiovascular disease in faith-based
organizations have either not considered both the deliv-

ery mechanism and the religious tailoring facets of
interventions15,16 or have focused only on the collabora-

tive research structure in studies involving predomi-
nantly African American samples.17,57 Two systematic

reviews suggested only about half of faith-based health
programs are delivered by external health professio-

nals,17,58 and another review found 12 of 19 studies fol-
lowed collaborative research approaches, but only 2

used a participatory approach where members of the
faith community exerted greater control and provided
input throughout program development and imple-

mentation.57 If congregation involvement can help re-
duce obesity-related disparities, church-based

interventions need to be created within broader, sus-
tainable partnerships than is currently exhibited in this

review. Such a partnership would identify and address
the barriers to collaboration and build consensus across

sectors on how to best engage in these activities, as well
as leverage resources from these sectors to target the

sources of obesity disparities, create interventions to
eliminate disparities, and develop a continual feedback

loop that sustains learning within the partnership.
However, partnerships are often solely funded through

grants, and sustainability is often hampered as a
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result.59 Further, additional research could compare the

efficacy of church-based health interventions that vary
the level of engagement with churches. For example,

studies could examine whether a church-based inter-
vention is more likely to be sustained when engagement

is high (ie, a Lasater level III or IV) than when it is low
(ie, Levels I and II).

This narrative review also found church-based obe-

sity interventions largely focus on female, older African
American populations in the South, similar to a prior

review that found about half of the identified studies in-
volved African Americans and most had predominantly

female participants.15 Although the focus on African
Americans is critical given obesity disparities in the

United States, the emphasis on female African
Americans may preclude the generalizability of these

studies to other vulnerable populations. For example,
only 2 studies focused solely on Latinos, despite the

fact that this group is also heavily burdened by obe-
sity and obesity-related diseases60 and is also highly

religious.61 Men of color also experience health dis-
parities and are underrepresented in most public

health research.62 Therefore, to fully address obesity-
related disparities, it is important to include Latinos

as well as men in future church-based intervention
research.

Most studies intervened solely through behavioral
modification at the individual person-level through ed-

ucational and fitness sessions or print materials and did
not address organizational or policy/environmental

domains. Yet congregations provide physical infrastruc-
ture and complex social networks that can be leveraged

for health promotion and services. They also provide
access to informal support, food, healthcare, and educa-

tional and job opportunities through extended social
networks and linkages with other community institu-

tions.7 Minority congregations in particular are often
viewed as trusted resources by their members and can

help provide culturally sensitive programs to address
obesity. Future church-based interventions should
strive to employ a multilevel approach to move the field

forward.
Of interest in this research is the comparatively

large number of studies with significant findings in
which effect sizes were not reported by authors and

were instead calculated by research staff (57%). Also of
note is that effect sizes could not be calculated in 31%

of the studies with significant findings owing to insuffi-
cient information or incomplete reporting of pertinent

information (such as standard errors or standard devia-
tions). This suggests that better reporting is needed for

faith-based interventions. Further, in the 68% of studies
that included effect size estimates, the majority (75%)

revealed small-to-medium effects, similar to a recent

meta-analysis of physical activity interventions across

diverse settings that found a mean effect size of 0.19.63

This raises implications regarding future church-based

studies in terms of ensuring that they are sufficiently
powered to detect small-to-medium effects. This may

be particularly true for church-based interventions that
follow the social-ecological model, since community-
level interventions often have smaller effects as mea-

sured by conventional methods.64,65 There is also the
inherent issue that individuals spend only so much of

their time at church, which may further exacerbate this
problem of smaller effect sizes.

Strengths and limitations

This is the first narrative review of church-based obesity

interventions to comprehensively examine outcomes,
intervention design, and program implementation for

church-based interventions across different racial/eth-
nic groups. Other strengths include the use of methods

approved by the Community Preventive Services Task
Force, which is composed of public health and preven-

tion experts appointed by the CDC Director, and these
methods have been published in peer-reviewed jour-

nals. Quality control of the screening process was en-
sured by using reviewers trained in these methods

specifically for this review.
Regarding limitations, this review focused only on

interventions conducted in the United States. Though
the focus on the USA is warranted given the stark dis-

parities in obesity experienced by certain groups in this
country, future reviews could benefit from including a

more international perspective. Second, as mentioned
above, among those 57% of studies in which effect sizes

(Cohen’s d statistics) were calculated by research staff,
unbalanced study designs, participant attrition, and in-

complete information hindered this review’s ability to
calculate reliable estimates in some cases. This helps ex-

plain why few studies reported effect sizes at the outset,
and speaks to the methodological challenges inherent in

using effect size estimates as a comparative metric by
which to compare faith-based intervention studies. It

also raises the question of whether traditional study
metrics are sufficient or whether new metrics should be

developed for research in church and similar
community-based settings.

CONCLUSION

Public health professionals developing church-based
interventions to address obesity need to consider the di-

versity among populations burdened by this condition
and develop programs that are tailored to these differ-

ent populations (eg, men of color, Latinos). Programs
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could also benefit from employing multilevel

approaches to move the field away from behavioral
modifications at the individual level and toward a more

systems-based framework. This seems imperative if
church-based interventions are to address and reverse

the racial and ethnic inequalities related to obesity in
the United States.
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