CONGREGATIONAL SUPPORT NETWORKS, HEALTH
BELIEFS, AND ANNUAL MEDICAL EXAMS: FINDINGS FROM
A NATIONWIDE SAMPLE OF PRESBYTERIANS

CHRISTOPHER G. ELLISON
JINWOO LEE
THE UNIVERSITY OF TEXAS AT AUSTIN

MAUREEN R. BENJAMINS
SINAI URBAN HEALTH INSTITUTE

NEAL M. KRAUSE
UNIVERSITY OF MICHIGAN

DANIELL NICOLE RYAN
THE UNIVERSITY OF TEXAS AT AUSTIN

JOHN P. MARCUM .
RESEARCH SERVICES, PRESBYTERIAN CHURCH (U.S.A.)

REVIEW OF RELIGIOUS RESEARCH 2008, VOLUME 50(2): PAGES 176-193

-Explanations for associations between religious involvement and preventive health
care utilization remain poorly understood. Using 2007 data from a nationwide sam-
ple of members of the Presbyterian Church U.S.A., we develop and test several hypothe-
ses concerning religious beliefs, congregational practices, and informal church-based
networks in shaping the likelihood of obtaining annual medical checkups. Members
of churches with higher levels of formal health activities and those who discuss health
matters within informal member networks are more likely to have checkups. At least
. partof this association reflects the role of doctor recommendations from church mem-
bers. Surprisingly, beliefs in the sanctity of the body are inversely associated with the
likelihood of obtaining checkups. Several dispositional factors (planfulness, con-
formity, social desirability) are considered and dismissed as explanations Jor the

observed patterns.

INTRODUCTION

“attention from researchers, practitioners, and the public. A substantial literature has
investigated these issues, and while this remains highly controversial in some cir-
cles (e.g., Sloan 2006), a number of studies link religious involvement—often gauged in
terms of the frequency of attendance at religious services  with desirable health outcomes

The relationships between religion, health, and mortality have elicited considerable
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(Chatters 2000; Koenig, McCullough, and Larson 2001). Although a range ol outcomes has
been cxamined (e.g.. hypertension, cardiovascular discase. self-rated health), perhaps the
most consistent findings involve mortality risk (Hummer er al, 2004: McCullough er af.
2000). Indeed, several dozen studies. primarily based on samples of community-dwelling
adults, have reported that religious involvement is inversely related with the risk of subse-
quent mortality, a pattern that is broadl y consistent across a range of specific causes of mor-
tality (Hummer ez a/. Ellison 1999: Oman et al. 2002; Rogers. Krueger, and Hummer 2007),
across different types of communities and populations (Hummer er af, 2004), and across
diverse racial and ethnic groups (Ellison er al. 2000; Hill et al. 2005).

Although the evidence of salutary religious effects on mortality continues to accumu-
late, researchers differ regarding the most plausible explanations for these patterns. Most
high-quality studies in this area include statistical controls for certain health behaviors (e, 2,
smoking, drinking, body mass index), as well as social ties and support, baseline health sta-
tus, and various sociodemographic variables (Strawbridge er al. 1997; Hummer et al. 1999,
Musick, House, and Williams 2004). This has led investigators to speculate about the role
of other factors, including unobserved psychosocial mechanisms such as coping and.resilience

in the face of stress, hope and optimism, sense of coherence, ftforg,iyen@ss;and others (Elli-

son and Levin 1998; George, Ellison, and Larson 2002). Others have discussed the. poten-
tial significance of the duration of exposure to religious faith.a; actice dn.reducing
allostatic load' and the cumulative protective effects of religious involvement over the life
course. Still other researchers have focused on identifying possible physiological explana-
tions for the religion-mortality link, including potential influences of.religion and Sp;i,;m'tu—
ality on stress hormones, immune function, and other systems:in the body (e.g:, Seeman,
Dubin, and Seeman 2003). A T
One interesting possibility is that studies of religion, health, and. mortality: have not fully
considered the role of various health behaviors andz_[li_festyle factor, which may. be influ-
enced by religious involvement. To be sure, there is strong evidence of ¢ igious differen-
tials in use of tobacco and alcohol (Gillum 2005; Koenig er.ql..1998; trawbridge et al.
2001), although the associations with body mass (BMI).are less clear (Cline and Ferraro
2006). However, recent studies also suggest broader links between religious. factors, and:
especially frequency of attendance at services, and a much broader array.of behavioral and
lifestyle factors, ranging from exercise and diet quality, to sleep. quality, to the regular.use.
of seat belts, vitamins, and other protective and preventive measures (Hill ez al. 2006; Hill.
et al. 2007). Of particular importance is a small but growing literature demonstrating that
more religious persons tend to enjoy greater continuity of care than others (King and Pear-
~ son 2003), and report greater use of various preventive health services, including mammo-
grams, cholestervl screening, and others (Benjamins and Brown 2003; Benjamins 2005,
-2006a; Benjamins, Trinitapoli, and Ellison 2006). It is conceivable that early detection of
serious chronic conditions could help more religious persons manage discases more effec-
tively, leading to a higher quality of life in later years, as well as a reduced risk of prema-
ture mortality. Thus, it is important to examine more carefully the reasons for the associations
between religious factors and preventive care use. To date, however, work in this area remains
in its early stages, and a number of promising potential explanations for associations remain

unexplored.
Our study begins to address this gap in the literature. Briefly, after outlining three mech-
¢ care use—Deliefs, formal

anisms via which religious involvement may promote preventiv

177




Review of Religious Research

congregational initiatives, and informal church-based support-—we test relevant hypothe-
ses using data from lay respondents from the January 2007 wave of the Presbyterian Panel
Survey, a nationwide sample of PCUSA elders and rank-and-file laypersons. Our study
focuses on one particular preventive health activity, obtaining an annual general medical
examination (i.e., checkup), because it is: (a) perhaps the most common type of preveative
health care; (b) a gateway to various types of diagnostic tests, ¢.8.. for chronic conditions
such as hypertension, diabetes, heart disease, and others; and (¢) a way for persons (0 build
ongoing relationships with primary health care providers, who can assess their individual
risks and vulnerabilities over time and can advise them about ways to en joy better health
as they age. After presenting our findings, we discuss their significance for future research
on religion and health, as well as the possible implications for practitioners,

THEORETICAL AND EMPIRICAL BACKGROUND

The Evidence: Previous Studies

Although a number of studies over the years have explored the possible role of religious
factors in shaping patterns of acute care use, length.of hospital stays, and related outcomes
(Koenig 1995; Koenig and Larson 1998; Schiller and Levin- 1988), the focus on préventive
care use is a relatively recent development. Much of thi fas centered on middle-"
aged and older adults, for whom preventive care is more ' '
tant from a medical standpoint. As a result, certaif preven
. a good deal of consideration from religion-health . S

In particular, several studies now re vort that religious involvement—chiefly gauged:in
terms of the self-reported frequency of attendance at services—bea a'positive association
with preventive care practices among womien. One important type of screening is mam-
mogram utilization to detect possible breast cancer (Benjamins aiid Brown 2003; Benjamins
2006a; Miller and Champion 1993). At least one study-among women from Los Angeles” " |
churches found no link between religious behaviors and mammogram use;on average, how- :
ever, these church women were more likely to receive mait ography than women in a com- "
parison group drawn from the wider Los Angelescomm
least some evidence that members of certain religious traditions, primarily Jews and Main-
line Protestants (including members of the Presbyterian Church USA); are more prone to
avail themselves of mammograms than others (Benjamins 20064a). Taken together, such
results suggest an association between religious group membership and/or participation and *
mammogram utilization, although the mechanisms underlying this association remain
~ unclear. One study focusing exclusively on PCUSA women-found a significant‘association
between certain religious beliefs, notably the belief that spiritual health and physical health
are connected, and the likelihood of mammogram use (Benjamins et al. 2006), perhaps sug-
. gesting a role for specific religious health beliefs in accounting for these broad patterns.

Religious involvement also appears to be positively linked with the liketihood of using
other preventive health services as well, such as cholesterol screéning and fla'shots, as-well
as pap smears for women, and prostate exams for men (Benjamins and Brown 2003; Yi -
1994, 1998). In particular, a study of older adults found that those who attended religious
services, and especially regular attenders, were more likely to obtain cholesterol screening
than their non-attending counterparts (Benjamins 2005). Here again, members of Mainline
Protestant denominations such as the PCUSA were somewhat more likely than other per-

ices have received |

178

unity (Fox er:al. 1998). There isat ™ |




Congregational Support Networks, Health Beliefs, and Annial Medical Fams
sons Lo report having a recent cholesterol screening (Benjamins 20038). These findings are
noteworthy because they lend additional support to the hypothesis that religious involve-
ment is linked with increased use of preventive health services. According (o these patterns,
frequent or regular attendance at religious services may foster or facilitate such preventive
care, and it is possible that other aspects of religion, including affiliation and beliefs. may
also contribute to these practices.

The role of religious factors in shaping tendencies to have general annual medical exam-
inations has rarely been examined. However, individuals who attend religious services reg-
ularly are not only more likely to continue seeing the same health care provider over time
(King and Pearson 2003), but are also inclined to express greater trust and confidence in
physicians than persons who are less religiously active (Benjamins 2006b). In light of these
findings that religion may influence how individuals perceive and utilize their doctors, it
is reasonable to expect that religion may also be lmked with the likelihood of receiving a
physical examination from a doctor or other ptovxder Howevex few empirical studies have
assessed this relationship. In a rare exception to thi ganeral pattern of neglect, Hill and,
colleagues (2006) reported that Texas residents who attend religious services ‘regularly
more likely to receive a general health checkup than persons who am:nd less of 21 or not
at all. To date, however, the generalizability of this : $
that may explain this observed association have not b
leads, then, to the first hypothesis of this study:

L Xplorcd Thlb prevxous

’ k.‘p&')si:tfiyely a"s‘si)'céiétegl with the like}ihootii e

H1: Frequency of attendance at religious services w
of obtaining an annual medical examination.

Three Possible Mechanisms ,
How and why mlght religious involvement 1nf1uence thé use of preventive care servic-

es? One important type of explanation may be theologlcal ractxcmg Christians may have"
distinctive ideas and attitudes concerning the physmal ody and the meamng of health. For
example, in First Corinthians, the apostle Paul referred to the body as a “temple of God”
and exhorted the faithful to care for their physical well- belng (1 Cor. 6:15, 19-20). Sever-
al empirical studies of religious variations in preventlve care use cite this scrlptural pas-
sage as a potential motivation for religious persons to lead healthier lifestyles and engage -

. in positive preventive practices. In addition, the Bible s‘numerous other passages =
that may hold implications for physical health and wellnes: ranging from: (a) the teach-
ing that humans are created in the image of God, to ®) Old Testament injunctions about
dietary and other health practices, to (c) New Testament accounts of miraculous heahng
and recovery from illness (e.g., Sweet 1994). Although various expressions of Christian
faith throughout history have embraced sharply contrasting views of the physical body,
including those that have emphasized the “mortification of the flesh,” Christian teaching
also offers a basis for valuation and preservation of health as a gift from God (Benjamins
2007). Moreover, a pragmatic oricntation toward physical health has also been advocated .

_ by some theologians. For example, John Wesley argued that Christians should malntam .

their health not only as an end in itself, but also because physical vigor was essential in
order to fulfill other responsibilities. For example, he pointed out that God uses the phys-
ical body to accomplish His will and purposes. Health enables believers to evangelize and
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spread the Gospel, to witness and minister to others, and to serve the needs of their com-

munities. In addition, physical health allows older adults to participate fully in and enjoy
the blessings of family life. Healthy adults are better able to raise and nurture their children
and grandchildren, to provide companionship to their spouses, and to avoid burdening their
Joved ones or others in their communities in later life (Ot 1991), Thus, for all of these rea-
sons, Christians are often enjoined (o value their physical health and to take reasonable,
prudent steps to preserve their own well-being. This body of work leads to the second

hypothesis of this study:
H2: Beliefs about the sanctity of the physical body will be positively associated with the likelilood
of obtaining an annual medical examination.

A second explanation may involve congmgaﬂonal sponsomhlp of health-related pro-
grams and other activities. Briefly, churches may be sites for various typee of heaL
motion efforts (DeHaven et al 2004 Ol son et al. 1988) Cle1 gy membe1 may use se

this could include efforts to raise awareness abo
care services. Congregations may distribute liter:

educatlon and mterventmn efforts dlrectly, for example by sponsoring health educauon
efforts (e.g., on diet, exercise; efc.), screening for vatious health problems (e.g., diabetes,

hypertensmn, cholesterol, breast cancer) on- slte and other types of mtervenuons to assist
5., Fox et al. 1998; K yika and.

based health programs developed by Afrxcan Am

proportionate attention from scholars and practition
Study show that other denominations report similar levels of health rel ed program mgt
th.

(Trinitapoli, Ellison, and Boardman 2002). The cumulatlve 1mpact of ch ,
promotion activity may be to encourage discussion ab: ut health and to
about the importance of checkups and other preve;
directly promote preventive care, it is reasonable to

by a cangregation or its pastor might spark some 1 (
nations, and to undergo regular screening for major chromc health problcms Tl s, the thlrd

hypothe31s for this study is as follows:

H3: Persons who belong to cengregatiens that sponsor: r{io;e health—reléted activities wilI be more
likely to obtain an annual medical examination. i o

Yet a third mechanism by which religious involvement may lead to greater preventlve
care use may involve informal church-based support networks. Although it is now’ widely
recognized that congregations are network-driven institutions (Cornwall 1987; Olson 1989)
social scientists have only recently begun to study church-based support processes sys—‘
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tematically (Krause 2002, 20006; Krause, Elison, and Wultt 1998: Krause, Ellison, and Mar-
cum 2002). Briefly, religious groups bring together like-minded others——ie., persons who
share common values, interests, and activities—on a regular basis (o engage in activities to
which they tend to ascribe sacred purpose. In addition to collective worship activities,
churches provide fertile ground for the cultivation of long-term friends and associates (Eli-
son and George 1994). These persons can form valuable networks of discussion partners
who chat before and after services and at other congregational events about a host of top-
ics. Because many individuals and families remain members of a single congregation for
years and religious settings encourage prosocial conduct, trust, and reciprocity, church-
based networks can yield support convoys, or accumulations of supportive relationships
over the life course (Ellison and George 1994), They are sites of caring, sharing, and col-
lective memory. Taken together, these characteristics of religious communities may result
in conversations about health. This suggests another hypothesis:

H4: Levels of informal church-based social support, especially surrounding health issues, will be
positively associated with the likelihood of obtaining an annual medical examination.

* To be sure, most studies of religious support networks have focused on the role of church
members in prov1dmg goods and serwceq (e.g., Taylor and Chatters 1988), or emouonal '

networks can provide another valuable resource: i '”'formatx
ties, for example, individuals—especially-older ai
own health status, and may also learn about the Well:be healthfexpemences ‘of fel-
low members, and their loved ones and friends. It-i$ réasonable to expect that such discus-
sions may spur awareness about the need for preventive care, as members receive sympathy,
comfort, and reassurance on health matters. For éxample, they may be exhorted by friends
in the congregation to take care of themselves and, conversely, hearing about the problems
of others may alert them to the unfortunate consequences of failing to do so. Indeed, stud-
ies have shown that one of the strongest factors preventing older adults from receiving pre-
véntive care is lack of information about the need for such services (Drociuk 1999), and it
may be that simply (a) being urged to seek preventive care, or (b) knowing (or hearing’
about) someone who has benefited from such care can impel individuals to seek relevant
services, including a general medical examination. Moreover, given the importance 6f social
networks in medical help-seeking behavior (e.g., Pescosolido 1992), it is possible that
church-based health discussions may provide recommendations for doctors, clinics, and
other health care providers. The feedback of one’s coreligionists may be taken seriously,
due to shrared attitudes and expectations about physicians’ competence, values, deportment,
and “bedside manner.” This previous work on church-based: networks results in the last

hypotheses to be tested in this study:

H5a: Persons who receive recommendations from church members for specific doctors, clinics or
other health care providers will be more likely to obtain an annual medical examination.

H5b: Controlling for such recommendations will reduce or eliminate the estimated net effects of

congregational health activities and/or informal congregational health discussions on the likeli-
hood of obtaining an annual medical examination.
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DATA

We analyze data from a national panel survey conducted among representative samples
of two populations affiliated with the Presbyterian Church, USA (PCUSA): (1) active eld-
ers, Le., active members who have been ordained as an ¢lder in a Presbyterian congrega-
tion and who are currently serving on the session, or governing board, of a Presbyterian
congregation; and (2) other active members, f.e., all active members minus the subset of
active elders.

Elders were sampled in a two-stage process (Research Services 2000). First, all PCUSA
congregations (N=11,019) were classified into strata based on region, racial/ethnic com-
position, and size of the session. A sample of 400 congregations was then drawn, with the
number in each stratum proportional to the number of elders currently serving oh session
in the congregations of that stratum. Random sampling was used within strata to select the
specific congregations. Second, each selected congregation was contacted by mail and: (a)
if the session size was eight or fewer, was asked to provide the names of all active elders;
or (b) if larger, was asked to sample eight names by matching eight pre-assigned random
numbers to a numbered list of the session. In all, 206 congregations (51 % of the original
sample) cooperated, providing a total of 1,471 names.

The sample of regular members was also drawn in two stages. First, congregations were
allocated to strata based on region, racial/ethnic composition, and membership size. Then
a sample of 500 was drawn from the population of congregations, with the number. aeleet-
ed in each stratum- proportional to the membership, total of congregations, w1'\
tum. Random sampling was used within strata. Second ‘sampled congregations w
by mail and asked to provide eight member names by matchmg eight pre-agsigned random

numbers to a numbered list of active members. In all, 273 congreganons (54% of the orig- - | -

inal sample) cooperated, providing 1,892 names.
The individuals in each sample were mailed a quesuonnaxre in.the fall of 2005 A total

of 1,163 elders (79%) and 1,099 members (58%) returned this screening survey. These
respondents comprise the panel (Research Services 2006). We: use data on sociedemographic
characteristics and church participation from the screening survey and on all other variables
from the fifth wave, administered in January 2007. Because of attrition, the number of par-

' ﬁcipants in each panel sample had declined slightly by the fifth wave: (a) to 1,135 elders,

of whom 693 (61%) responded; and (b) to 1,037 members, of whom 557 (53%) respond—

- ed. For this analysis, data from the two samples are combined.

MEASURES

Dependent Variable
The dependent variable is this study is annual exams: Respondents were asked: “IHave

you had a general physical exam by a doctor or other health professional when you were
feeling well in the past 12 months?" Responses were coded 1=yes, O=no.

Key Independent Variables
Sanctity of the Body. Respondents were asked to indicate their (dis)agreement with each

of the following statements: (a) My body is a temple of God, (b) God uses my body to do
God’s will, (c) My body is a gift from God, (d) My body is created in God’s image. Answers
were coded 1=strongly disagree, 2=disagree, 3=tend to disagree, 4=neutral or not sure,
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S=tend to agree, 6=agree, 7=strongly agree. Responses were summed (o create a scale tap-
ping beliefs regarding the sanctity of the body (alpha=.90).

Church-based Health Activities. We created a measure of health activities sponsored by
the congregation, based on responses to several items. Respondents were asked: “During
the past 12 months ... (a) Has someone given a sermon at your church that included the
topic of health or health-related activities? (b) Has your church held any classes or infor-
mal groups related to health issues? (¢) Has your church distributed any printed material
related to health issues? (d) Has your church sponsored any programs or services related
to health care?” Each item was coded I=yes, O=no; answers were summed to create a meas-
ure of the number of types of health activities that were sponsored by the respondent’s
church.

Church Support. Support is measured in terms of the frequency of health-related dis-
cussions with fellow church members. Respondents were asked: “During the past 12 months,
how often have you (a) discussed your own health-related problems with someone at your
church? (b) discussed someone else’s health-related problems with someone at your church?”
Response categories were 1=never, 2=rarely, 3=sometimes, 4=often. The two items were
correlated at r=.485, p<.001; answers were summed to create.an index of the- frequency of
health-related discussions.

. Health-Care Recommendations at Church. Respondents were also asked whether, dur—
ing the 12 months prior to the survey, they “received.a recommendation.for a certain doc-
tor, dentist, optometrist, clinic, or other health-care. provider from someone at ... church.”

Answers to this question were coded I=yes, O=no,

Control Variables

Our analyses also controlled for a number of other factors that may mﬂuence the like- .

lihood that individuals obtain regular physical checkups from health. professionals. These
mclude gender (1=female, O=male); age (measured in years); education (1=graduate degree,
- 1=some graduate work, 1=less than a four-year degree, O=college degree, BA or BS); mar-
ital status (1=married, O=not married); and frequency. of church attendance (1=more than
weekly, 1=weekly, O=less than once per week).? In-addition, individuals were asked “Dur-
ing the past five years, how often have you avoided or postponed going to the doctor or
obtaining medical care because of a lack of sufficient health insurarice?” Based on the
responses, we created dummy variables for “most.or all of the time” (1=), “once or twice”
(1=), with never (0=) serving as the reference category in our analyses.* Finally, to-control
_for possible dispositional planfulness, another potential explanation for the observed pat-
- terns between rcligious involvement and preventive health care use, we included several
itews from the Barratt Impulsiveness Scale (Patton, Stanford, and Barratt 1995). Respon-
dents were asked to indicate how often the following statement(s) describe them: (a) I am
a careful thinker, (b) I like (o think about complex problems, (c) I plan tasks carefully, (d)
I plan trips well ahead of time. Each item was coded as follows: l=rarely/never; 2=occa-
sionally; 3=often; 4=always/almosi always. Responses were sumnmed to create an index of

planfulness (alpha=.65).

Missing Data :
For most predictor variables, missing data do not pose a significant problem, and the

small numbers of missing values are handled via listwise deletion. However, to retain as
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much of the original sample as possible in our analyses, we imputed values on nissing
cases for two of the key explanatory variables on which more than 5% of cases lacked valid
responses: (a) mean substitution was used for congregational health activities, which is a
continuous (count) variable; and (b) modal substitution was used for health care recom-
mendations from church members, which is a dichotomous variable. Dummy variables are
used to flag those cases for which information was originally missing; the estimated net
effects of these dummy variables were consistently non-significant, and therefore are not
displayed in Table 2. Ancillary analyses (not shown) indicate that the results do not change
in any meaningful way when all cases that originally had missing values are deleted.

RESULTS

Descriptive Statistics

We begin by presenting descriptive statistics on all variables used in this analysis in
Table 1. The vast majority (nearly 83%) of respondents in this sample report having a gen-
eral physical examination within the 12-month period preceding the survey. Most respon-
dents were female (57%) and married (77%), and the average respondent was approximately
60 years old. Nearly one-third of Presbyterian Panel Survey respondeiits hold a graduate
degree, while another 35% have at least an undergraduate degree. Not surprisingly, since
respondents were drawn from congregational membership lists; levels-of self-reported
church attendance are quite high compared with those in general population surveys. ‘Around
35% of the respondents report attending religious services at least once’a week, and most
of the rest of these respondents attend “nearly every week.” Given the reputation of the
PCUSA as an upper-status denomination, it is not surprising that most respondents have
adequate health insurance; fewer than 15% of these persons had to delay seeking medical
care due to insufficient medical insurance, and this was'a chronic problem for only a small
percentage (around 3.5%) of persons in our sample. Respondents also receive relatively
high scores on our planfulness measure, with an-overall mean score of nearly 12.5 on a
scale that ranges from 4-16. Similarly, respondents tend to endorse beliefs regardmg the *
sanctity of the physical body (e.g., “thé body is the temple of God”); this scale: ranges from:
4-28, and the average score is nearly 23. Levels of congregational health support are'mod-
erate, with average scores falling around the midpoint of the scale. According to these
respondents, their PCUSA congregations are only somewhat active in sponsoring health-
related initiatives (e.g., sermons, programs, classes). Finally, slightly more than one-fourth
of the respondents (27%) report receiving a recommendation for a specific health care

provider from someone at church during the year prior to the survey.

Mulnvarmre Findings
Table 2 presents findings from a series of multivariate logistic regression models, esti-

mating the net effects of religious variables and other predictors on the odds of having
received a general medical examination (or checkup) within the year preceding the survey.
Results are presented as odds ratios. Several specific patterns are especially noteworthy.
" Contrary to H1, we find no association between the frequency of religious attendance and
the odds of having an annual checkup in any of our models. In model 2, we add a measure
tapping belief in the sanctity of the physical body, and the results run directly counter to
H2: Higher scores on this scale are inversely linked with physical exams. Specifically, each
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TABLE 1
DESCRIPTIVE STATISTICS FOR VARIALBES OF INTEREST, PCUSA 2007
Mean Sid Dev. Min Max

Variable
Dependent Variable
Annual exam 0.827 ( 1
Independent Variables
- Sanctity of the body 22.825 5.089 4 28
Church-based health activities 1.367 1.352 0 4
Church support 5.014 1.564 2
Health-Care Recommendation at Church 0.270 e 0 |
Control Variables
Age 60.047 13.591 18 96
Female 0.568 - 0 !
Married 0.775 - 0 1
Education
Less then college 0.325 e 0 1
College degree 0.242 - 0 1
Some graduate work 0.107 -~ 0 1
Graduate degree 0.325 - 0 1
Church attendance
Low: less or equal to.2-3 times a month 0.183 -~ 0 1
Medium: nearly évery week 0.469 - 0 1
High: weekly 0.348 - 0 1
Insurance problem
Never 0.835 -~ 0 1
Once or Twice 0.107 - 0 1
- Most or all of the time 0.034 -~ 0 1
Planfulness 12.431 2.150 4 16
N 1,107

- one-unit increment on the “sanctity of the Body” scale is associated with a decrernent of
roughly 5% in the odds of having had a checkup during the preceding year;

* On the other hand, our expectations regarding the estimated net effects of congregational
networks and processes are generally supported: In model 3, we find that individuals who
belong to churches that sponsor health promotion initiatives (e.g., sermons by clergy, health

- education programs) are more likely to receive annual medical exams than other persons.
According to our estimates, each additional type of congregational health initiative (a count
variable that ranges from 1-4) is associated with an increment of roughly 14% (OR=1.136,
p<.05) in the odds of reporting an annual physical examination, a pattern that is consistent
with H3. Model 4 shows that each one-unit increment in our measure of informal health-
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related discussions among church members is linked with a 13% increment (OR=1.132,
p<.05) in the odds of an annual checkup. Thus, per H4, compared with persons who receive
the minimum score (2) on this measure of informal church support, the odds of a regular
physical examination are approximately 80% greater among their counterparts who receive
the highest possible score (8) (|8-2] X 1.132 = 1.792).

As anticipated (H5a), the findings in model 3 reveal that respondents who have received
recommendations for specific health care provider(s) from persons in their congregation
are slightly more than twice as likely (OR=2.15, p<.001) to have obtained an annual check-
up than those who did not. In the full model (model 6), the receipt of a specific health care
recommendation at church remains a robust predictor of annual physical checkups (OR=1.958,
p<.01). However, the estimated net effects of congregational health activities and informal
health-related discussions are reduced to statistical non-significance (OR=1.10, ns) and
marginal significance (OR=1.103, p<.10), respectively. This pattern of findings raises the
possibility that the apparent benefits of congregational health initiatives and informal health
discussions are due to advice about good doctors or clinics—or perhaps those to-be avoid-

ed—that may emerge from congregational health activities. This pattern of 1ebults appears
consistent with H5b.

Closer inspection reveals another important finding: In aﬂcxllary anialyses (not'shown),
we- distinguish between the two components of our measure of “charch’support” and esti-
mate their net effects individually. When we do this in the full model (model 6, the'esti=
mated net effect of talking with church members about the health problems of others is
unrelated to the likelihood of having an annual medical chieckup: (OR=0.96, However,
the other item in this index—talking with church members about one’s own health'issués—
‘bears a strong positive relationship to this outcome: indeed, each one- -unit increase inthis
measure of congregational health support is associated with'a 40% increase in‘the odds of
getting a checkup (OR=1.40, p<.001). Thus, despite the moderately’ hlgh correlation between
the two items in the church support index, they relate dlfferently to the hkehhood of obtam—

ing annual medical exams.
Given the scarcity of information about other factors that may affect the receipt of annu-

al medical checkups, we also briefly note several other patterns in our data. First; age (meas-
ured in years) is by far the strongest predictor; each year is-associated with an increase of
approximately 4-5% in the odds of receiving an annual health exam. We find no evidence
of meaningful variations in this outcome by gender, marital status, or education level.
‘Respondents who report persistent lack of health insurance—as noted earlier, this'is only
a small percentage of persons in this sample—are approximately 70% léss hkely than their
well-insured counterparts to avail themselves of this type of preventive health care. Final-
1y, it appears that the odds of getting a preventive lealth examination-are linked with dis-
positional factors as well: Each one-unit increment in our measure of planfalness is associated
with an increment of nearly 10% in the odds of receiving an annual medical checkup.

Additional Analyses
In addition to these main effects models, we also considered several other possible rela-

tionships in ancillary analyses (not shown). First, one potential explanation for the coun-
terintuitive association between (a) beliefs about the sanctity of the body and (b) the annual
general checkup might involve the conviction that God has control over personal health and
well-being. This belief that health is in the hands of God could lead some persons to believe
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that proactive or preventive health care services are not necessary. To investigate this pos-
sibility, we used an index of God locus of health control based on seven items (¢.g.. "Most
things that affect my health happen because of God,” “Whether or not my health improves

_is up to God”) (alpha=.91). However, although there is a moderate positive correlation
between beliefs about the sanctity of the Body and the God locus of health control meas-

- ure (r=.148, p<.001), these beliefs about God control are entirely unrelated o our item on
general physical examinations (r= -.006, ns). Thus, this sense that God controls health can-
not explain the unexpected finding contra H1 that we reported above.

Second, we considered the possibility that respondents may seek regular checkups in,
part because they are concerned about maintaining their independence and wish to avoid
becoming a burden to loved ones. This focus on personal independence was measured with
responses (o the following item: “How concerned are you about being unable to be inde-
pendent and take care of yourself and your affairs in the future?” However, this item was
unrelated to reports of getting a physical examination (r= -.037, ns).

Third, although one of our strongest findings involves the role of church members in rec-
ommending specific physicians or clinics, it is conceivable that this is confounded with the

" presence of health care providers within the congregation. Thus, in ancillary analyses we
included a dummy variable indicating that the respondent.is aware of doctors, nurses, or
other health professionals within his/her congregation. However, this variable was consis-
tently unrelated to the likelihood of obtaining an annual physwal exam, and consequently
it was dropped from the final analyses. »

Fourth, an emerging body of work links religious i mvolvemem wzth trust in physmans
and in the health care system overall (e.g., Benjamins 2006b) Tlus may. be,a reflection of .
the generally higher levels of social trust among many religious persons. Because this could
help to explain the observed association between church-based health care recommenda-
tions and the likelihood of getting an annual medical examination, we also.added a single

“item tapping levels of (dis)agreement with the followmg statement: “Adl in all, [ have com-
plete trust in my doctor.”” However, this was unrelated to the chances of havmg an annual
checkup.

Finally, we considered the possibility that our main findings result from. unmeasured dlS-—
positional factors, such as social desirability bias or conformity bias. Therefore, in ancil-
lary analyses we included (a) several measures from Paulhus’ (1991) Balanced Inventory
of Desirable Responses (BIDR), designed to tap impression management and self-decep-
tion tendencies, and (b) five items from the Conformity Scale, as reported by Mehrabian
and Stefl (1995) (e.g., “T often rely on, and act on, the advice of others,” “Basically, my
friends arc the ones who decide what we do together”) (alpha=.54). However, controls for
these variables never approached statistical significance and never altered. the main rela-
tionships of interest in this study. Therefore, they were dropped from, subsequent models.

DISCUSSION

Over the past two decades, a burgeoning literature has examined relationships between
religion, health, and mortality. As investigators explore possible reasons for the salutary
effects of religious involvement, one promising direction appeats to involve the tendency
of more religious persons to use preventive care more often than others. Although several
~ studies have documented this association, however, the reasons and mechanisms underly-

ing this pattern remain unexplored. This study has focused on annual medical checkups,

188




Congregational Support Networks, Health Beliefs. and Anmal Medical Exens

perhaps the most basic type of preventive care. We have examined four possible mecha-
nisms—and have considered others in ancillary analyses—- using data on a nationwide sam-
ple of members of the Presbyterian Church USA, a Mainline Protestant denomination which,
according to several previous studies, has relatively high levels of preventive care utiliza-
tion.
Several findings are particularly noteworthy. Overall, the findings underscore the impor-
tance of the social organization of religious congregations in promoting this type of pre-
ventive care among church members. Previous work on church-based social support has
focused on members as sources of informal aid, emotional comfort, and assurance. In addi-
tion, our results show that these networks may provide valuable social cues and practical
information regarding health issues and health care providers. More than one-quarter of
PCUSA members in our sample received recommendations for specific health care providers
from persons in their congregation during the year preceding the survey, and the recipients
were roughly twice as likely to obtain a general medical examination as their counterparts
who did not receive such information. Church members may trust the judgments and advice
of their fellows for several reasons. Congregations tend to be relatively homogeneous with
regard to status characteristics, and members have shared interests, activities, and values.
Thus, church networks may be perceived as reliable sources of information about the com-
petence, professionalism, deportment, and sensitivity of health care providers. Further, infor-
mal discussions with church members (in Mainline denominations such as-the PCUSA,
many of whom tend to be middle-aged or older adults) can sensitize individuals to the need
for vigiliance concerning chronic conditions. Learning about the health problems of others
may offer cautionary tales about the consequences of failing to seek preventive care. More
importantly, however, conversations with fellow church members about one’s own health
issues may encourage or confirm one’s decision to obtain a medical examination. :

In light of these findings, future studies should explore the role of religious networks in
help-seeking behavior in greater detail. The use of church members as sources of such infor-
mation may vary depending upon congregational size and composition, as well as duration
and intensity of membership and participation, and other factors. Further, the likelihood of
receiving recommendations for health care providers and the influence of such suggestions
may depend upon the closeness of the interpersonal relationships involved or the expertise
or experience of the person giving the reference. It is also possible that social sanctions
from others in the congregation—negative interaction, criticism, or chiding—might spur
individuals to take better care of themselves as well. v

On the other hand, religious beliefs-about the sanctity of the body—which have been
suggested as promising explanations for observed links between religion and preventive
care use—do not appear to conlribute (o the use of medical exams. Surprisingly, our results
suggest that such beliefs are significantly inversely associated with annual checkups. The

. reasons for this counterintuitive pattern are not clear. Oue plausible cxplanation is that per-
sons who hold these beliefs most fervently may also feel that God is in control of their phys-
ical well-being, and may therefore perceive less need to engage in proactive health behaviors;
however, this association with God control did not emerge in our ancillary analyses. It is
not clear why beliefs about the sanctity of the body might undermine the tendency to visit
primary care providers regularly; perhaps this pattern is linked with biblical inerrancy and
thus may be reflecting the influence of unmeasured facets of theological conservatism that
stress proscriptions against negative health behaviors (e.g., drinking, smoking) rather than
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the adoption of positive ones. In any case, this surprising finding deserves further explo-
ration in the future. It would also be useful (o know whether such beliefs may promote othe
health behaviors that do not involve the formal health care sector, such as diet, exercise, and
other self-care activities.

Another empirical pattern in our data warrants mention: Although observers have sug-
gested that links between religious involvement and preventive health care use may be spu-
rious, resulting from the influence of dispositional factors—such as planfulness and
self-discipline, tendencies toward social conformity, or the tendency to provide socially
desirable responses—our data do not support this claim. With the exception of planfulness,
which does bear a modest positive association with medical checkups, we find no associa-
tion between these dispositional factors and self-reports of annual medical exams. Further,
the other dispositional variables were unrelated to checkups. Thus, our study contributes to
a growing body of evidence showing that links between religion and behavioral outcomes
cannot be attributed to such factors (Regnerus and Smith 2005).

Qur results open a fresh direction in the literature on religion and health, and they also
hold practical relevance for clergy and other practitioners in religious settings. Given this
evidence about the importance of congregations as sources of health information, clergy
members and lay leaders might do more to encourage this, particularly in congregations
made up primarily of middle-aged and older members, for whom health issues loom large
and for whom preventive care may be especially important and valuable. Qur findings sug-
gest that congregatlons with health activities (e.g., ‘sermons, dlsmbutxon of printed materi-
“als, seminars, efc.) can have beneficial outcomes, spurring- members to pay closer attention.
to their physical well-being and to exchange information on.their experiences with health
care providers. This is yet another way in which religious communities and their leaders
can contribute to the quality of life among members and their families.

Future research might profitably investigate the interplay of rehglously grounded health
beliefs and congregational mechanisms in shaping other types of preventive care use and
other facets of healthy lifestyles. Indeed, recent studies link religious attendance with a

broad array of positive health behaviors (Hill ez al. 2006, 2007), and it is important. to learn
more about the reasons for these associations. These reasons will become clearer as researchers
incorporate the relevant items in studies that collect longitudinal data on large, representa-
tive samples. This will also make it possible to explore patterns across diverse religious
communities (besides the PCUSA), racial/ethnic differences in relationships between reli- .
gion and health behaviors, and variations in these links across the life course. Finally, stud-
ies of religion and health should take these findings concerning regular checkups, other
types of preventive care use, and other links with health behavior and lifestyles into account
maore fully, as potential explanations for observed rehglous differentials in health status,

funcuonal trajectories, and mortality risk.
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NOTES

Alostatic Toad specifically refers (o a composite index of cumulative strain on organs that accamulutes from
the wear and tear associated with acule shifts in physiological activity in response to negative stimuli-—ed.

?In preliminary analyses we also included dummy variables for race { Fsnonwhite, Usswhite) and church sta
tus (I=elder, O=rank-and-file layperson). However, these variables were consistently unrelated 1o the outcome,
and in the interest of parsimony they were dropped from the final models. We also dropped measures of the {re-
quency of prayer for the same reason,

sWe also investigated the functional form of the estimated net effect of age, by including a series of dummy
variables in preliminary models (I=under 40, 1=40-49, 1=60-69, 1=70 and over, 0=50-59). The results of these
analyses confirmed that the odds of getting an annual checkup increase in monotonic fashion across age cate
gories. Thus, we opted to include the continuous measure of age (measured in years) in the final models.
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