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See also Arredondo et al., p. 1109.

Arredondo et al. are to be
commended for their design,
implementation, and evaluation
of a successful faith-based physi-
cal activity promotion in-
tervention (p. 1109). The
intervention itself was well
designed and comprehensive,
addressing individual, in-
terpersonal, organizational, and
environmental levels. Moreover,
the evaluation advanced beyond
existing faith-based exercise
promotion literature by con-
sidering a longer follow-up
of 12 months, by using not
only self-report but also
accelerometer-based measures
of physical activity, and
by examining Latino churches.
Furthermore, the size of the
effects of the intervention on
exercise and body mass index
(BMI; defined as weight in
kilograms divided by the
square of height in meters) were
not insubstantial. Estimates
were that the intervention,
over 12 months, increased
moderate-to-vigorous physical
activity by 22 minutes per week
(measured by accelerometers, or
40 minutes per week according
to self-report) and that it de-
creased BMI by 0.5 points.

In this editorial, I would like to
briefly discuss various types
of religion–health research, the
associations between religious
participation and exercise, the
potential power of faith-based
interventions, questions concern-
ing the mechanisms of Arredondo
et al.’s Fe en Acción intervention,
and issues concerning promoting
both physical and psychological
and spiritual well-being.

EMPIRICAL
RELIGION–HEALTH
RESEARCH

Much of the empirical
religion–health research falls into
two broad categories. On the
one hand, there is a very large
literature on associations be-
tween religious participation
(often religious service atten-
dance) and health outcomes.1,2

On the other hand, there is
a somewhat smaller but now
quite substantial literature on
religiously based interventions,
as well as partnerships between
religious institutions and
medical and public health
organizations.1–4

With regard to the former,
a large body of research has
emerged suggesting that religious
participation is strongly associ-
ated with numerous health and
well-being outcomes. Large,
well-designed longitudinal re-
search studies have indicated that
religious service attendance is
associated with greater longevity,
less depression, less suicide, less
smoking, less substance abuse,
better cancer and cardiovascular
disease survival, less divorce,
greater social support, greater
meaning and purpose in life,
greater life satisfaction, more
charitable giving, more volun-
teering, and greater civic
engagement.1,2 It is interesting
that absent from this otherwise
impressive list is BMI. In their
review in theHandbook of Religion
and Health, Koenig et al.1 in
fact reported that there are more
studies suggesting religion or
spirituality is associated with

greater weight than there are
studies suggesting that it is
associated with less weight.

RELIGIOUS SERVICES,
EXERCISE, DIET, AND
WEIGHT

Two major determinants of
BMI are, of course, (1) diet quality
and (2) exercise. Research on
religious service attendance and
diet quality is likewise ambiguous
with a number of studies sug-
gesting poorer diet quality
for those attending religious ser-
vices.1 With regard to exercise,
although some of the strongest
studies1 suggest a positive effect of
religious service attendance on
promoting greater exercise, the
effectmay vary by religious group.
There is, for example, cross-
sectional evidence that, for Jewish
populations, those who are more
religious are less likely to exercise.1

In any case, these mixed associa-
tions between religious service
attendance and BMI, diet quality,
and exercise may help explain
why it is that religious service
attendance is strongly associated
with better cardiovascular disease
survival but only, at best, weakly
associated with incidence of car-
diovascular disease itself.5

Certainly it is possible to
imagine mechanisms for the

effect of service attendance on
exercise in both directions. On
the one hand, teachings about the
body being a gift from God, or
a temple wherein God dwells,1

might encourage health-
promoting behaviors such as
exercise. Social support from
religious communities might also
promote exercise. On the other
hand, teachings that the highest
good is spiritual rather than
physical might be thought to
discourage exercise. Moreover,
service attendance or other re-
ligious obligations and commit-
ments may make it more difficult
to find time to exercise.1

CHURCH-BASED
INTERVENTIONS AND
RESEARCH

The study by Arredondo et al.
sought not to evaluate the effects
of service attendance itself on
exercise but rather examined
whether it was possible to develop
a program to increase exercise in
a church-based setting. The lit-
erature on church-based in-
terventions and on partnerships
between public health institutions
and religious institutions has
grown considerably in the past
decade.1–4 Partnerships and in-
terventions have included smok-
ing cessation and diet promotion
interventions (some of which
have been evaluated in random-
ized trials), vaccination programs,

ABOUT THE AUTHOR
Tyler J. VanderWeele is professor of epidemiology at Harvard T.H. Chan School of Public
Health, Boston, MA; co-director of the Initiative on Health, Religion and Spirituality,
faculty affiliate of the Harvard Institute for Quantitative Social Science, Cambridge, MA;
and Director of the Program on Integrative Knowledge and Human Flourishing, Cambridge.

Correspondence should be sent to Tyler J. VanderWeele, Professor of Epidemiology, Harvard
T.H. Chan School of Public Health, departments of Epidemiology and Biostatistics, 677
Huntington Ave, Boston, MA 02115 (e-mail: tvanderw@hsph.harvard.edu). Reprints can be
ordered at http://www.ajph.org by clicking the “Reprints” link.

This editorial was accepted April 9, 2017.
doi: 10.2105/AJPH.2017.303843

AJPH EDITORIALS

July 2017, Vol 107, No. 7 AJPH VanderWeele Editorial 1023

mailto:tvanderw@hsph.harvard.edu
http://www.ajph.org


cancer screening, breast-feeding
promotion, rights advocacy,
faith-based organizations pro-
viding medical care, and part-
nerships to address issues related to
HIV/AIDS.1–4 Although ideo-
logical tensions are sometimes
present in such partnerships, there
are important examples of these
tensions being successfully navi-
gated, even when tensions seem
irreconcilable.2,3

As was the case with the
exercise intervention described
in Arredondo et al., religious
communities often provide im-
portant resources that make
partnerships effective including
spaces to meet, regular gatherings
with large numbers, a commu-
nity with relationships of trust,
and a shared spiritual and moral
message. Given the comple-
mentary strengths of religious
communities and medical and
public health organizations,
there is tremendous potential
for collaboration.

MECHANISMS
One question of interest re-

garding the exercise intervention
in Arredondo et al. concerns
what the mechanisms might be
for increasing exercise and low-
ering BMI. As noted in their
article, the intervention included
individual, interpersonal, orga-
nizational, and environmental
aspects. The intervention in-
cluded teachings on health,
physical activity class offerings,

personal calls and motivational
interviewing, and efforts to im-
prove the physical environment.
Although it may have been the
conjunction of all of these aspects
that led to the success of the
intervention, we might also
be interested in whether some
components of the intervention
were perhaps more important
than others, especially if those
could be more easily imple-
mented in other settings. The
preliminary analyses in Arre-
dondo et al. suggested that the
classes may have been more
strongly associated with im-
provements in physical activity
than was the motivational inter-
viewing. Arredondo et al. noted
the difficulty in assessing the
effects of the environmental-
level changes. One potentially
important aspect that was men-
tioned, but not evaluated, by
Arredondo et al. was social sup-
port. It would be of interest to
examine the extent to which it
was the classes, or the compan-
ionship, that was more strongly
associated with increased
exercise.

INSTRUMENTALIZING
RELIGION?

Of course, neither physical
activity nor physical health is the
primary focus of the major re-
ligious traditions. Instead, com-
munionwithGod, or living life as
God intended, are often central
in the primary ends of religious

practice.1,2,6 There have thus
been concerns expressed about
the empirical religion–health
literature that it is somehow
attempting to instrumentalize
religion for the purposes of health
while in fact neglecting religion’s
own goals and internal goods, or
that it is replacing the true
meaning of faith with a self-
interested individualism that en-
lists faith to simply get what one
wants.2,6

PHYSICAL AND
SPIRITUAL WELL-
BEING

Although such concerns need
to be taken seriously, it is also the
case thatmany religious traditions
speak about the unity of the body
and the soul, and that what affects
one affects the other.1,2 More-
over, teachings about the body
being a gift fromGod or a temple
wherein God dwells1 suggest
that, although physical health
may not be the primary end of
religious life, it certainly also is
not to be excluded and ignored.
Moreover, neglect of the body
and physical health may have
detrimental implications for one’s
religious and spiritual life. In the
context of leadership and service
within religious communities,
such neglect may further lead to
burn-out. To address such con-
cerns, the US Methodist Church
implemented an extensive well-
being program for clergy, which
appears to have considerably

improved the life and practice of
clergy.7 The faith-based exercise
intervention of Arredondo et al.
may be seen as another type of
intervention to improve physical
and, perhaps indirectly, spiritual
well-being. A challenge in such
intervention and program design
is to promote physical andmental
health while not neglecting,
and perhaps also adequately in-
tegrating, the promotion of
spiritual well-being and the
principal ends of religion, as
well.

Tyler J. VanderWeele, PhD
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