
 

Electronic Thesis & 
Dissertation Collection 

J. Oliver Buswell Jr. Library 

12330 Conway Road 

Saint Louis, MO 63141 

www.covenantseminary.edu/library 

This document is distributed by Covenant Theological Seminary under agreement 

with the author, who retains the copyright. Permission to further reproduce or 

distribute this document is not provided, except as permitted under fair use or 

other statutory exception. 

The views presented in this document are solely the author’s. 

https://www.covenantseminary.edu/library/


African American Discipleship 
Pastoring the Mental Health within the Black Church 

By 
Jerome Farquharson 

A Dissertation Submitted to 
the Faculty of Covenant Theological Seminary 

in Partial Fulfillment of the Requirements for the Degree of 
Doctor of Ministry. 

  

Saint Louis, Missouri 

2025 



African American Discipleship 
Pastoring Mental Health within the Black Church 

By 
Jerome Farquharson 

A Dissertation Submitted to 
the Faculty of Covenant Theological Seminary 

in Partial Fulfillment of the Requirements for the Degree of 
Doctor of Ministry. 

Graduation Date May 16, 2025 
 

Dr. Suzanne Bates 
Faculty Advisor  

Dr. Mark Pfuetze 
Second Reader  

Dr. Joel Hathaway 
Director of DMin Program  



iii 
 

Abstract 

The Black community continues to face significant disparities in mental health, 

attributed to stigma, limited access to quality care, and a history of marginalization. 

Despite being a pillar of support, the Black Church has traditionally struggled to 

adequately address mental health concerns, resulting in isolation and increased suffering 

among its members. This study will address the urgent need for mental health support 

within the Black Church by examining the role of pastoral care in reducing stigma, 

providing resources, and fostering a supportive environment for mental health promotion. 

Existing literature highlights the high prevalence of mental health issues in the 

Black community, exacerbated by systemic inequities, cultural stigma, and barriers to 

care. Studies suggest that faith and spirituality have the potential to support mental 

health, especially when integrated with pastoral care and other church-based 

interventions. Additionally, research emphasizes the importance of culturally sensitive 

approaches and collaboration between pastors and mental health professionals to 

effectively address these challenges. This qualitative research utilized semi-structured 

interviews and demographic data collection methods with Black church pastors to assess 

the effectiveness of pastoral care in promoting mental health.  

The findings reveal that stigma, cultural norms, and theological 

misunderstandings often hinder mental health support within the Black Church. Effective 

pastoral care practices include creating safe spaces for vulnerability, offering mental 

health resources and programs, and advocating for the community. However, significant 

barriers such as limited training, resource constraints, and generational differences in 

stigma remain. 
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The study concludes that holistic and collaborative approaches are crucial for 

addressing mental health in the Black Church. This includes integrating mental health 

support into church life, normalizing conversations about mental health, and forming 

partnerships with mental health professionals. Future research should explore innovative 

funding models, evaluate the effectiveness of interventions to reduce stigma, and develop 

culturally tailored programs to meet the unique needs of Black church communities. 
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To my wife Granotta and my children Isaiah and Quentin. 
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"The Black church has a critical role to play in promoting mental health and wellness 
particularly in African American communities. We must work to reduce the stigma 

associated with mental illness and create safe and welcoming spaces for those in need of 
support and care. As faith leaders, we are called to prioritize the well-being of our 

congregants, including their mental health. This requires us to be vulnerable and 
transparent about our own struggles, and to create a culture of care and support within our 

churches. By prioritizing mental health, we can build stronger, more resilient 
communities that are better equipped to handle the challenges of life." 

—  Reverend Dr. Otis Moss III 
Pastor, Trinity United Church of Christ 

Chicago, IL 
 

"The church is a vital institution in the African American community, and it has a critical 
role to play in promoting mental health and wellness. By prioritizing mental health, we 

can build stronger, more resilient communities that are better equipped to handle the 
challenges of life.”  

 
Thema Bryant-Davis, Thriving in the Wake of Trauma: A Multicultural Guide (Santa 

Barbara, CA: Praeger, 2017). 
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Chapter 1 
 

Introduction 

This dissertation explores African American Discipleship: Pastoring Mental 

Health within the Black Church. Utilizing scholarly resources, it examines the practices, 

perspectives, and proficiencies of selected African American pastors in the United States 

regarding congregants with mental health challenges. Employing a phenomenological 

approach, this research investigates these pastors' personal experiences and methods of 

providing pastoral counseling. To obtain comprehensive insights, interviews will be 

conducted with a representative sample of African American pastors across the 

midwestern United States. 

The significance of this study is underscored by research highlighting the pivotal 

role of ministers in addressing serious personal problems within African American 

communities. Linda Chatters, Robert Taylor, Kai Bullard, and James Jackson found that a 

substantial proportion of African Americans seek help from clergy for various issues, 

including mental health concerns.1 This finding emphasizes pastors' critical position in 

the mental health landscape of African American communities. Furthermore, the 

effectiveness of church-based support systems in addressing mental health challenges 

within African American families has been documented. Susan Pickett-Schenk, David 

Williams, Harold Koenig, Christine Moye, Kimberly Davis, and Reva Naylor 

demonstrated that church-based support groups provide valuable outreach and yield 

 

1 Chatters, Linda M., Robert Joseph Taylor, Kai M. Bullard, and James S. Jackson. "Use of Ministers for a 
Serious Personal Problem Among African Americans: Findings from the National Survey of American 
Life." American Journal of Orthopsychiatry 81, no. 1 (2011): 118. 
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positive outcomes for African American families coping with mental illness.2 This 

research underscores the potential of faith-based interventions in promoting mental health 

within the Black community. 

Additional studies have reinforced the importance of the Black Church in mental 

health care. For instance, Sidney Hankerson and Myrna Weissman found that 

partnerships between mental health professionals and Black churches can significantly 

improve access to mental health services for African Americans.3 This collaboration 

between secular mental health services and faith-based organizations offers a promising 

avenue for addressing mental health disparities in the African American community. 

This dissertation also explores the experiences and methods of African American 

pastors in providing mental health support, aiming to contribute to the growing body of 

knowledge on faith-based mental health interventions. The findings may inform the best 

practices for pastoring mental health within the Black Church and potentially guide future 

collaborations between mental health professionals and faith leaders. 

The significance of African American discipleship lies in its potential to shape the 

beliefs, values, and behaviors of individuals and the community. It can provide a sense of 

purpose, belonging, hope, and the tools and support to overcome challenges and 

adversity. However, it is also essential to recognize that the Black Church and African 

American discipleship are not immune to the struggles of the broader Black community, 

 

2 Susan A. Pickett-Schenk, David R. Williams, Harold G. Koenig, Christine Moye, Kimberly A. Davis, and 
Reva N. Naylor, "Church-Based Support Groups for African American Families Coping with Mental 
Illness: Outreach and Outcomes," Psychiatric Rehabilitation Journal 23, no. 2 (2000): 107. 

3 Sidney H. Hankerson and Myrna M. Weissman, "Church-Based Health Programs for Mental Disorders 
among African Americans: A Review," Psychiatric Services 63, no. 3 (2012): 243. 
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including mental health. To better promote the well-being of African American believers, 

it is imperative to address these concerns in the context of African American discipleship. 

The Black Church, also known as the African American Church, has played a 

central role in the African American community for over two centuries. Eric Lincoln and 

Lawrence Mamiya note that it has served as a place of worship, a source of social and 

political activism, and a sanctuary for Black people in the face of systemic racism and 

oppression. It has roots in the African diaspora, with the first African American churches 

established in the late eighteenth century. These churches were born out of the struggle 

for freedom and equality, as Black people sought to establish their places of worship 

where they could worship God freely and without fear of persecution. Taylor, Chatters, 

and Jeffrey Levin highlight that the Black Church also played a vital role in the abolition 

of slavery and the civil rights movement, providing a platform for leaders such as Martin 

Luther King Jr. to mobilize and organize social justice.4 

Even today, the Black Church remains a crucial institution in the African 

American community. It serves as a place of worship, spiritual guidance, and social and 

emotional support for its members. The Black Church is also often a hub of community 

activity, hosting events such as weddings, funerals, and community gatherings. Harold 

Neighbors et al. emphasize that, in addition to its spiritual and social functions, the Black 

Church has also played a critical role in addressing the social and economic challenges 

 

4 Robert J. Taylor, Linda M. Chatters, and Jeffrey S. Levin, "Religion and Mental Health in African 
Americans," Journal of Religion and Health 53, no. 2 (2014): 1321. 
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faced by the Black community.5 Many Black churches operate services, such as food 

banks, healthcare clinics, and education initiatives, to empower their members. 

Despite its importance, the Black Church has not been immune to controversies. 

There has been criticism of the Black Church for not adequately addressing mental 

health, domestic violence, and LGBTQ+ rights. Anastasia Lukachko, Ian Myer, and 

Sidney Hankerson suggest that seeking professional mental health care might clash with 

the socio-cultural religious norms among African Americans, potentially due to their 

reliance on the Black Church for emotional and spiritual support.6 

Mental health is a critical issue affecting people from all walks of life, and it is 

vital to address it within African American discipleship. The African American 

community has a long history of being subjected to systemic racism, medical institution 

mistrust,7 and discrimination, which can lead to depression, anxiety, and post-traumatic 

stress disorder (PTSD). Chatters et al. note that these issues can significantly impact an 

individual's ability to live a meaningful life and negatively impact the overall well-being 

of the African American community.8 

The context of African American discipleship provides a rich framework for 

addressing mental health issues within the community. One approach is to provide mental 

 

5 Harold W. Neighbors et al., "Mental Health Care for African Americans: A Review of the Literature," 
Journal of Black Psychology 38, no. 5 (2012): 531. 

6 Anastasia Lukachko, Ian Myer, and Sidney Hankerson, "Religiosity and Mental Health Service 
Utilization Among African Americans," The Journal of Nervous and Mental Disease 203, no. 8 (2015): 
578. 

7 David P. Scharff et al., "More Than Tuskegee: Understanding Mistrust about Research Participation," 
Journal of Health Care for the Poor and Underserved 21, no. 3 (August 2010): 879, 
https://doi.org/10.1353/hpu.0.0323. 

8 Pickett-Schenk et al., "Church-Based Support Groups" 107. 
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health education within African American faith communities. This can include educating 

individuals about the symptoms of mental health issues and providing resources for 

seeking help. J.S. Jackson, H.W. Neighbors, and D.R. Williams suggest that promoting a 

culture of acceptance within the African American community can encourage individuals 

to seek help and discuss their mental health issues.9 

Addressing mental health within the context of African American discipleship can 

also assist in breaking the cycle of intergenerational trauma. Many African Americans 

have experienced trauma through slavery, segregation, or ongoing racial discrimination. 

This trauma can be passed down from one generation to the next, leading to a cycle of 

suffering difficult to break. Addressing mental health within this context can provide 

healing and help break the intergenerational trauma cycle.10 

Furthermore, addressing mental health within the context of African American 

discipleship is crucial for improving the overall well-being of the community. Mental 

health concerns can hinder individuals' capacity to contribute to their community, 

impacting their overall well-being. By addressing mental health issues within this 

framework, individuals can overcome their concerns and participate actively in their 

community. This approach can result in a more resilient community.11 

 

9 J. S. Jackson, H. W. Neighbors, and D. R. Williams, "Experiencing Racial Discrimination: Effects on 
Psychological Well-being and Health Behaviors," Ethnicity & Health 8, no. 2 (2003): 111-128. 

10 S. O. Harrison and C. M. Mitchell, "Religious Coping and Mental Health among African American 
Adults," Mental Health, Religion & Culture 17, no. 3 (2014): 301-312. 

11 S. H. Hankerson and M. M. Weissman, "Church-Based Health Programs for Mental Disorders among 
African Americans: A Review," Psychiatric Services 63, no. 3 (2012): 243-249, 
https://doi.org/10.1176/appi.ps.201100216. 
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Church-based health programs play a pivotal role in addressing mental health 

disorders among African Americans, offering a unique blend of spiritual support and 

practical mental health resources. The integration of health programs within church 

settings capitalizes on the community's trust in the church and addresses the prevalent 

stigma associated with mental health in the African American community.12 These 

programs often provide counseling, support groups, and referrals to professional mental 

health services, making mental health care more acceptable within these communities. 

This approach enhances the availability of mental health services and aligns with African 

American parishioners' spiritual values, fostering a sense of support. 

The Black Church's theological underpinnings and historical significance further 

amplify its role in the holistic well-being of African Americans. The Black Church has 

historically been a sanctuary for spiritual nourishment and a hub for social and civic 

activism. Its significance extends to offering a haven for addressing mental health issues 

within a culturally sensitive framework. Understanding the Black Church's theology, 

steeped in narratives of liberation and community support, is crucial for counselors 

aiming to provide culturally competent care to African American clients.13 The church's 

theology provides a rich backdrop against which mental health services can be 

contextualized, making them more resonant with the lived experiences of African 

American parishioners. 

 

12 Hankerson and Weissman, "Church-Based Health Programs," 245. 

13 J. R. Avent and C. S. Cashwell, "The Black Church: Theology and Implications for Counseling African 
Americans," The Professional Counselor, February 9, 2015, https://tpcjournal.nbcc.org/the-black-church-
theology-and-implications-for-counseling-african-americans/. 
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The Black Church has been an essential cornerstone in the African American 

community for generations, acting as a cultural nucleus, a foundation for empowerment, 

and a center for social engagement. Despite encountering numerous obstacles, such as 

discrimination, segregation, and violence, it continues to be a steadfast institution 

offering a sense of belonging for its members. The Black Church also serves as a 

wellspring of resilience, assisting individuals in overcoming life's trials and tribulations, 

including mental health issues. It is crucial to acknowledge the importance of the Black 

Church in the African American community and support its ongoing influence. 

This dissertation seeks to determine approaches for fostering a supportive 

atmosphere for those grappling with mental health challenges within the Black Church. 

Addressing mental health within the framework of African American discipleship is 

essential to breaking the cycle of intergenerational trauma and enhancing the 

community's overall well-being. Education, resources, and support can empower 

individuals to overcome mental health obstacles and actively engage in their community. 

By advocating for mental wellness within the context of African American discipleship, 

Christians can cultivate more resilient communities for generations to come. 

Purpose Statement 

This study aims to examine how African American pastors are effectively 

disciplining the mental health of the Black Church. 

Research Questions 

The following questions guided the qualitative research: 
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1. How do African American pastors prepare themselves to address mental 

health challenges within their local churches, and what training or resources 

do they utilize to enhance their effectiveness in this role? 

2. What cultural and spiritual biases related to mental health exist within African 

American churches, and how do these biases impact the church community? 

3. What are the primary mental health issues prevalent among congregants in 

African American churches, and how do these issues impact both individuals 

and the broader church community? 

4. What strategies and programs do African American pastors, and their 

churches implement to support individuals experiencing mental health 

challenges, and how do these efforts extend to the local community? 

Significance of the Study 

The significance of this study lies in its direct response to the mental health crisis 

prevalent in the Black Church community by providing tangible solutions for ministry 

and care. By examining the intersection of faith, pastoral care, and mental health, this 

research offers a comprehensive roadmap for positive change across various domains. 

Regarding pastoral strategies, the findings equip pastors with practical guidance on 

recognizing mental health issues, implementing sensitive response protocols, and 

referring individuals to appropriate resources, allowing them to adopt a holistic approach 

to care beyond just spiritual solutions.  

The study emphasizes the importance of mental health literacy training for 

pastors, including specific curriculum and resource development strategies, while also 
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exploring theological frameworks to challenge stereotypes and acknowledge the 

legitimacy of mental health struggles. When it comes to congregational support, the 

research highlights the need for safe spaces within churches for open discussions on 

mental health, providing strategies for developing support groups and fostering empathy. 

It also advocates normalizing mental health conversations through integration into 

sermons, Bible studies, and other ministries, while empowering lay leaders to serve as 

mental health advocates through specialized training and resources. Community 

engagement underscores the systemic inequities that contribute to mental health 

disparities and emphasizes the church's role in advocating for increased funding, 

accessible care, and culturally sensitive services. Such efforts involve building 

partnerships between churches and mental health professionals. The research benefits 

extend to a wide range of stakeholders, including pastors who gain practical knowledge 

and resources, congregants who experience more supportive church environments, 

mental health professionals who develop culturally sensitive interventions, 

denominational leaders who receive evidence-based recommendations, and the broader 

Black community, which gains a reduced stigma and improved mental health outcomes. 

This study marks a transformative step in addressing mental health disparities, 

leveraging the historical role of the Black Church as a pillar of resilience and advocacy. 

The research findings have the potential to revolutionize ministry practices, promote 

healing, and improve overall well-being, while also offering a model for faith-based 

engagement in mental health advocacy that can inform broader discussions on integrating 

spirituality and mental health care in diverse communities. 
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Definition of Terms 

In this study, key terms are defined as follows: 

Black Church - The Black Church is a sociological and theological shorthand reference 

to the pluralistic and diverse Christian churches, denominations, and sects that minister 

primarily, but not exclusively, to black people.14 

African American - Individuals in the United States with African, primarily Black 

African, ancestry. This designation includes the descendants of enslaved people forcibly 

brought to the United States. Being African American encompasses more than racial 

identity; it also involves shared values, behaviors, and cultural experiences. 

African American Church - The African American Church is a religious institution 

primarily led by an African American pastor that is crucial in the spiritual, social, and 

political lives of African Americans. It includes faith-based organizations, Christian 

congregations, and denominations in the United States serving the African American 

community. The African American Church plays a vital role in addressing mental health 

concerns and is considered a fundamental pillar of African American culture. 

Religion - Religion is conceptualized as a way of being in the world where an individual 

experiences a sense of connectedness to self, others, and/or a higher power of nature; it 

provides a meaning in life and transcendence beyond self, everyday living, and suffering. 

 

14 Anthony B. Pinn, The Black Church in the Post-Civil Rights Era (Maryknoll, NY: Orbis Books, 2002), 1. 
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Mental Wellness/Mental Disorders - Mental wellness or mental disorders refer to 

conditions characterized by altered thinking, mood, or behavior in an individual. These 

disorders result from brain dysfunctions, leading to mild to severe disruptions in a 

person's thinking, perception, and behavior. Examples include major depression, anxiety, 

schizophrenia, and bipolar disorder, where individuals may experience disordered 

personality, cognition, or emotions that hinder normal psychological functioning and 

cause significant distress or impairment. 

Religiosity - Religiosity encompasses an individual's beliefs and practices associated 

with a religious affiliation or belief in a higher power, such as God. It involves how 

individuals adhere to and express their religious convictions and engage in spiritual 

activities. 

Spirituality - Spirituality is an individual and personal manifestation of one's religious 

beliefs and practices. It represents the subjective way people experience and embody 

their faith daily. 

Mental Illness - Mental illness, as diagnosed by a physician or mental health 

professional, refers to a clinical condition affecting the mind. It is often described as an 

ailment of the mind, indicating the presence of a mental disorder characterized by 

disruptions in thought, emotions, and behavior. 

Mental Health - Mental health is approached from a perspective of mental well-being, 

emphasizing positivity. It involves maintaining a healthy mind and functioning 

effectively within one's environment. Mental health is not merely the absence of mental 
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disorders but includes psychological, emotional, and social well-being, enabling 

individuals to realize their potential, cope with life's stresses, work productively, and 

contribute to their community.  

Chapter 2 introduces ideas centrally to the research, data, and data interpretation 

in the following chapter. Chapter 3 will explore the literature on the history of Black 

Churches, the clergy of the Black Church, and the mental health crises in the African 

American community. 
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Chapter 2 
 

Literature Review 
 

The purpose of this study is to explore how clergy address mental health crises 

and spirituality within Black Church congregations. To gain a broader understanding of 

some of the relevant issues, four areas of literature were reviewed. The first area 

examines the historical relationship between the Black Church and mental health, tracing 

the church's evolution from the slavery era through contemporary times and its role as 

both sanctuary and source of mental health stigma. The second area explores clergy 

experiences in mental health ministry, investigating how Black Church pastors navigate 

mental health crises, provide pastoral care, and balance spiritual and psychological 

approaches to congregant needs. The third area analyzes the faith and mental health 

intersection, examining how religious beliefs, practices, and community support both 

enhance and complicate mental health outcomes for African Americans. The fourth area 

reviews mental health resources in African American communities, assessing availability, 

accessibility, and cultural competence of services, particularly in relation to faith-based 

institutions. 

To conduct this review, a systematic search of university library databases, 

medical journals, and academic databases such as Sage, ProQuest, and JSTOR was 

undertaken using the keywords "Black Church," "mental health," "counseling," "stigma," 

"spiritual care," "therapy," "pastoral care," "cultural competence," "African American," 

"faith-based," "clergy," and "spirituality." The gathered literature was carefully analyzed 

and synthesized to identify common themes, methodologies, and gaps in the current 

research. This analysis revealed a significant lack of research on the experiences of Black 
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Church clergy in addressing mental health crises and suicide in their communities. 

Adkison-Bradley's research demonstrates that culturally sensitive mental health services 

are crucial within African American communities, emphasizing the need for further 

research on the intersection of faith and mental health.15 Similarly, Hankerson and 

Weissman, highlight the importance of increased awareness and education on mental 

health issues within African American communities, including the role of Black Church 

clergy in providing support and resources.16 Lincoln and Guba note that qualitative 

research is well-suited for exploring complex phenomena such as the experiences of 

Black Church clergy.17 The following sections present a detailed analysis of this literature 

review, organized thematically to provide a coherent understanding of the current state of 

research in this field. 

Theological Perspectives 

Qualitative inquiry into the experiences of Black Church clergy addressing mental 

health crises necessitates an examination of the theological frameworks that undergird 

their ministerial approach and shape their lived experiences within congregational 

contexts. The literature reveals that Black Church clergy operate within distinct 

theological paradigms that inform their understanding of mental health ministry, creating 

interpretive frameworks that influence how they perceive, respond to, and make meaning 

 

15 Adkison-Bradley, Carla. "Culturally Relevant Prevention: The Importance of Culturally Sensitive 
Training in the Prevention of Mental Health Problems in African American Communities." Journal of 
Primary Prevention 23, no. 4 (2003): 421-431. https://doi.org/10.1023/A:1024647920827. 

16 Hankerson and Weissman, "Church-Based Health Programs" 243. 

17 Roger Chafe, "Different Paradigm Conceptions and Their Implications for Qualitative Research," 
International Journal of Qualitative Methods 23 (2024), https://doi.org/10.1177/16094069241282871. 



 

15 

of mental health challenges within their congregations. Raboteau's seminal analysis 

establishes that the theological concept of sanctuary constitutes a foundational 

interpretive framework for Black Church identity, with clergy understanding their 

congregations as spaces that function as "refuge from the trials and tribulations of this 

world," a theological perspective that extends sanctuary beyond physical protection to 

encompass psychological and spiritual healing.18 This sanctuary theology creates what 

Du Bois identifies as the church's role as "the social center of Negro life," positioning 

clergy as guardians of both spiritual and communal well-being, thereby establishing a 

theological mandate that encompasses mental health concerns within pastoral 

responsibilities.19 Paris's theoretical framework expands this understanding by arguing 

that the Black Church's theological foundation creates a "unique role to play in 

addressing the mental health needs of African Americans," suggesting that clergy 

experiences in mental health ministry are deeply informed by doctrinal understandings of 

their calling to provide comprehensive care for the afflicted.20 The literature further 

reveals that liberation and social justice theology constitute another interpretive lens 

through which clergy understand their mental health ministry, as Higginbotham's analysis 

of the National Baptist Convention demonstrates how theological commitments to 

addressing "poverty, education, and racial inequality" create frameworks for 

 

18 Albert J. Raboteau, Slave Religion: The "Invisible Institution" in the Antebellum South (New York: 
Oxford University Press, 1978), 212. 

19 W.E.B. Du Bois, The Negro Church (Atlanta: Atlanta University Press, 1903), 1. 

20 Peter J. Paris, The Social Teaching of the Black Churches (Philadelphia: Fortress Press, 1985), 123. 
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understanding mental health as interconnected with broader social justice concerns.21 

Morris's examination of the civil rights movement illustrates how this theological 

perspective shapes clergy experiences by positioning mental health advocacy within 

broader theological understandings of liberation, suggesting that clergy who embrace 

liberation theology may approach mental health crises through systemic rather than 

individualistic interpretive frameworks.22 Lincoln and Mamiya's theoretical analysis 

positions this theological perspective as creating dual identities for clergy as both worship 

leaders and social activists, potentially creating complex experiences as they navigate 

between spiritual and therapeutic approaches to congregant needs.23 

Woodson's historical analysis reveals that incarnational ministry theology 

provides another interpretive framework that influences clergy experiences, as 

theological understandings of Christ's holistic ministry create expectations for clergy to 

integrate "counseling and health care" with traditional spiritual services, potentially 

creating role complexity and boundary challenges in their ministerial practice.24 The 

theological understanding of church-as-community emerges from the literature as a 

significant factor shaping clergy experiences in mental health ministry, as Du Bois's 

characterization of the Black Church as "the most characteristic expression of African 

 

21 Evelyn Brooks Higginbotham, Righteous Discontent: The Women's Movement in the Black Baptist 
Church, 1880-1920 (Cambridge: Harvard University Press, 1993), 7. 

22 Aldon D. Morris, The Origins of the Civil Rights Movement: Black Communities Organizing for Change 
(New York: Free Press, 1984), 4. 
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character" suggests that clergy operate within ecclesiological frameworks that position 

them as stewards of cultural and spiritual identity, potentially intensifying their sense of 

responsibility when congregants experience mental health crises.25 Mattis's qualitative 

research on African American women's religious experiences provides empirical support 

for understanding how this theological framework creates expectations for clergy to serve 

as "the initial point of contact during times of crisis and distress," suggesting that 

theological understandings of community create both opportunities and pressures within 

clergy experiences of mental health ministry.26 However, while these theological 

perspectives provide foundation for mental health ministry, scholars also identify 

theological tensions that complicate the church's approach, particularly regarding the 

theological emphasis on faith as resilience, which Koenig describes as a "buffer against 

the psychological impact of challenging life experiences," creating potential tension with 

professional mental health approaches.27 However, the literature also reveals theological 

tensions that may complicate clergy experiences, particularly regarding what Koenig 

describes as faith serving as a "buffer against the psychological impact of challenging life 

experiences," which may create interpretive conflicts for clergy as they navigate between 

theological frameworks emphasizing divine healing and contemporary mental health 

approaches.28 These theological tensions reflect broader questions about the relationship 
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between divine healing and medical intervention that continue to influence Black Church 

mental health ministry, revealing that while Black Church approaches to mental health 

are deeply rooted in scriptural understandings of sanctuary, liberation, incarnational 

ministry, and community, these same theological foundations also create complexities in 

how clergy navigate the intersection of faith and mental health care. These theological 

foundations established the doctrinal framework that would shape the Black Church's 

historical development and its evolving approach to mental health ministry from the 

slavery era through contemporary times.  

Historical Relationship Between the Black Church and Mental Health 

The scholarly literature reveals divergent perspectives on how the Black Church's 

transition from the post-Civil War period through the civil rights movement established 

distinctive approaches to community mental health support and social activism. Morris 

argues that the Black Church functioned as "the institutional center of the modern civil 

rights movement," positioning the institution as a site where psychological empowerment 

became integrated with political resistance, providing "inspiration for numerous African 

Americans during this time, offering a sense of community amidst a challenging and 

oppressive period."29 Lincoln and Mamiya complement this analysis by examining how 

church leaders navigated dual roles as "worship leaders and social activists," suggesting 

that the civil rights era created new expectations for clergy to address both individual 
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spiritual needs and collective psychological trauma through organized resistance efforts.30 

Du Bois provides historical context for this evolution by demonstrating how the post-

emancipation church became "the social center of Negro life in the United States," 

indicating that the institution's comprehensive community function naturally 

encompassed mental health support as part of broader social service delivery.31 These 

scholarly perspectives establish that the civil rights movement period intensified the 

Black Church's role in providing psychological resilience resources while simultaneously 

expanding expectations for clergy to address community trauma through integrated 

spiritual and political approaches. 

Contemporary scholarship demonstrates contrasting analytical frameworks 

regarding how systemic barriers to formal mental health services position the Black 

Church as an alternative therapeutic resource for African American communities. 

Hankerson and Weissman document that "African Americans have historically faced 

significant barriers to accessing mental health care, including stigma, discrimination, and 

a lack of available services in their communities," suggesting that the church's mental 

health function emerges from necessity rather than institutional preference.32 McRoberts 

provides a complementary perspective by examining how "the decline of traditional 

funding sources and the increasing reliance on member contributions" creates financial 

constraints that limit churches' capacity to provide comprehensive mental health services, 
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indicating tension between community expectations and institutional capabilities.33 

However, Chaves argues that despite these limitations, "churches are crucial in providing 

emotional support and practical assistance," while Mattis demonstrates that "pastors and 

other spiritual leaders are essential in promoting mental health and supporting their 

congregants in seeking help when needed."34 This scholarly analysis reveals that 

contemporary Black Church mental health ministry operates within complex realities 

where systemic exclusion from professional services creates increased reliance on 

religious institutions, while resource limitations challenge churches' ability to meet 

comprehensive mental health needs, necessitating examination of how clergy experience 

and navigate these competing demands within their congregational contexts. Given the 

church's multifaceted role in providing spiritual, educational, social, and economic 

support to the community and considering that many African Americans turn to the 

church rather than formal mental health systems during times of crisis, it is essential to 

examine clergy experiences and mental health in the Black Church, recognizing the 

critical impact that clergy's mental health and well-being has on their ability to effectively 

serve and support their congregations. 

 

Slavery Era Foundations 

Qualitative examination of the Black Church's historical origins reveals divergent 

scholarly perspectives on how enslaved Africans experienced and constructed religious 
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meaning within oppressive contexts. Raboteau's ethnographic analysis of slave religion 

establishes the concept of the "invisible institution," describing how enslaved individuals 

created clandestine worship spaces that functioned as "a place of relative freedom where 

slaves could meet to worship God in their way," while simultaneously serving as venues 

for resistance planning and cultural preservation.35 This interpretive framework positions 

the early Black Church as a site of agency and meaning-making within systems of 

dehumanization. In contrast, Woodson's historical analysis emphasizes the institutional 

development aspects, focusing on how enslaved communities established organizational 

structures that would later evolve into formal church institutions, suggesting that the 

foundational experiences of enslaved worshippers involved both spiritual expression and 

institutional building.36 

The scholarly literature reveals that these early religious experiences established 

interpretive frameworks that would profoundly influence how African Americans 

understood the relationship between faith and psychological well-being. Raboteau's 

analysis demonstrates that enslaved individuals constructed theological meaning systems 

that positioned their churches as "refuge from the trials and tribulations of this world," 

creating interpretive frameworks that integrated spiritual comfort with practical resistance 

strategies.37 Du Bois's sociological perspective complements this understanding by 

arguing that these early religious experiences established the church as a comprehensive 

community institution, noting that even during slavery, religious gatherings functioned as 
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spaces where enslaved individuals could "exchange news, discuss their problems, and 

plan strategies for survival," suggesting that the psychological and spiritual functions of 

the church were inseparable from its earliest manifestations.38 These foundational 

experiences created lasting interpretive frameworks that would shape how subsequent 

generations of African Americans understood the church's role in addressing mental and 

emotional distress. 

 

Post-Civil War Evolution 

The post-emancipation period reveals how Black Church leaders and congregants 

experienced institutional transformation while maintaining core functions related to 

community psychological support and spiritual care. Du Bois's sociological analysis 

positions the Black Church as evolving into "the social center of Negro life in the United 

States, and the most characteristic expression of African character," suggesting that 

church members experienced their institutions as comprehensive community resources 

that addressed multiple dimensions of post-slavery adjustment and trauma recovery.39 

Frazier's institutional analysis provides a complementary perspective, emphasizing how 

the church functioned as "a central institutional resource for black communities, 

providing spiritual sustenance as well as educational, political, economic, and social 

welfare resources," indicating that congregation members experienced the church as a 

holistic support system during the challenging transition from slavery to freedom.40 Both 
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scholars suggest that the church's expanded role in addressing psychological and social 

needs emerged from community experiences of systemic exclusion from mainstream 

institutions. 

The literature reveals that this institutional evolution created new expectations and 

experiences for both clergy and congregants regarding the church's role in addressing 

mental and emotional challenges. Woodson's analysis of church programming 

demonstrates how Black churches developed "Sunday school classes, Bible study groups, 

and other essential support services such as counseling and health care," suggesting that 

congregation members experienced their churches as providers of comprehensive care 

that integrated spiritual and psychological support.41 Higginbotham's examination of the 

National Baptist Convention reveals how church leaders experienced their institutions as 

platforms for addressing "poverty, education, and racial inequality," indicating that the 

post-Civil War period established interpretive frameworks that connected individual 

psychological well-being with broader social justice concerns.42 These evolutionary 

experiences established lasting patterns of expectation regarding the church's 

comprehensive role in addressing community mental health needs that continue to 

influence contemporary Black Church ministry. 
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Civil Rights Movement Role 

The civil rights era literature reveals how Black Church clergy, and congregants 

experienced their institutions as sites of both spiritual empowerment and psychological 

resilience during periods of intense social struggle. Morris's organizational analysis 

positions the Black Church as "the institutional center of the modern civil rights 

movement," demonstrating how church members experienced their congregations as 

spaces that simultaneously provided spiritual resources and practical organizing 

capabilities for confronting racial oppression.43 Lincoln and Mamiya's institutional study 

complements this perspective by examining how church leaders navigated dual roles as 

"worship leaders and social activists," suggesting that clergy experienced complex 

identity negotiations as they integrated traditional pastoral care with civil rights 

leadership responsibilities.44 Both analyses indicate that the movement period intensified 

the church's role in providing psychological support and meaning-making resources for 

individuals facing trauma and persecution. 

The scholarly literature demonstrates that civil rights movement experiences 

established lasting interpretive frameworks regarding the church's role in addressing 

community trauma and psychological resilience. Morris's analysis reveals how church 

leaders like Martin Luther King Jr. experienced their pastoral roles as encompassing both 

individual spiritual care and collective psychological empowerment, noting that churches 

provided "inspiration for numerous African Americans during this time, offering a sense 
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of community amidst a challenging and oppressive period."45 Paris's theological analysis 

expands this understanding by arguing that movement experiences solidified the Black 

Church's "unique role to play in addressing the mental health needs of African 

Americans," suggesting that the civil rights period created interpretive frameworks that 

explicitly connected spiritual ministry with psychological support and community 

resilience.46 These movement experiences established enduring expectations that Black 

Church clergy would address both individual mental health concerns and collective 

community trauma through integrated spiritual and practical approaches. 

 

Contemporary Challenges 

Contemporary scholarship reveals how Black Church leaders and congregants 

experience ongoing challenges that complicate the church's traditional role in providing 

mental health support and community care. McRoberts's ethnographic research 

demonstrates how financial constraints create complex experiences for church leaders, as 

"the decline of traditional funding sources and the increasing reliance on member 

contributions" limits churches' capacity to provide comprehensive services, potentially 

creating tension between community expectations and institutional capabilities.47 

Hankerson and Weissman's clinical research provides a complementary perspective by 

documenting how "African Americans have historically faced significant barriers to 

accessing mental health care, including stigma, discrimination, and a lack of available 
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services in their communities," suggesting that congregation members continue to 

experience the church as their primary mental health resource due to systemic exclusion 

from professional services.48 These contemporary challenges create complex experiences 

for both clergy and congregants as they navigate between traditional expectations and 

current limitations. 

The literature reveals that these contemporary challenges create new interpretive 

frameworks and experiential realities for Black Church mental health ministry. Chaves's 

organizational research indicates that despite resource limitations, "churches are crucial 

in providing emotional support and practical assistance," suggesting that congregation 

members continue to experience their churches as essential mental health resources even 

as institutional capacity faces constraints.49 Mattis and Powell's qualitative research 

expands this understanding by demonstrating how "pastors and other spiritual leaders are 

essential in promoting mental health and supporting their congregants in seeking help 

when needed," indicating that clergy experience increasing expectations to provide 

professional-level mental health support while often lacking formal training or 

resources.50 These contemporary experiences establish new interpretive challenges for 

Black Church leaders as they attempt to maintain their institutions' historical role in 

providing comprehensive community care while navigating resource limitations and 

evolving professional mental health standards. 
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Summary of Historical Relationship Between the Black Church and 
Mental Health 

The historical relationship between the Black Church and mental health reveals a 

continuous evolution from Raboteau's "invisible institution" of the slavery era to 

contemporary community mental health resource, with enslaved Africans initially 

experiencing their clandestine worship spaces as "refuge from the trials and tribulations 

of this world" where they could find psychological comfort while simultaneously 

planning resistance strategies. This foundational experience established lasting 

interpretive frameworks that integrated spiritual care with psychological support, as Du 

Bois noted that even during slavery, religious gatherings functioned as spaces where 

enslaved individuals could "exchange news, discuss their problems, and plan strategies 

for survival," creating inseparable connections between the church's psychological and 

spiritual functions. The post-Civil War period witnessed institutional transformation as 

the Black Church evolved into what Du Bois characterized as "the social center of Negro 

life in the United States," with congregation members experiencing their churches as 

comprehensive community resources addressing multiple dimensions of post-slavery 

trauma recovery, while Woodson's analysis demonstrates how churches developed 

integrated programming including "Sunday school classes, Bible study groups, and other 

essential support services such as counseling and health care," suggesting that 

congregants experienced their institutions as providers of holistic care combining 

spiritual and psychological support. 

The civil rights movement period intensified the church's mental health role, as 

Morris's analysis reveals how clergy like Martin Luther King Jr. experienced their 

pastoral responsibilities as encompassing both individual spiritual care and collective 
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psychological empowerment, with churches providing "inspiration for numerous African 

Americans during this time, offering a sense of community amidst a challenging and 

oppressive period," while Lincoln and Mamiya document how church leaders navigated 

complex identity negotiations integrating traditional pastoral care with civil rights 

leadership responsibilities. Contemporary challenges reveal ongoing complexities as 

McRoberts's research demonstrates how financial constraints limit churches' capacity to 

provide comprehensive services, creating tension between community expectations and 

institutional capabilities, while Hankerson and Weissman document that African 

Americans continue to face "significant barriers to accessing mental health care, 

including stigma, discrimination, and a lack of available services," resulting in continued 

reliance on churches as primary mental health resources. Despite these constraints, 

Chaves's research indicates that "churches are crucial in providing emotional support and 

practical assistance," while Mattis and Powell demonstrate that "pastors and other 

spiritual leaders are essential in promoting mental health and supporting their 

congregants in seeking help when needed," establishing contemporary interpretive 

frameworks where clergy experience increasing expectations to provide professional-

level mental health support while often lacking formal training, creating new challenges 

for maintaining the church's historical role in comprehensive community mental health 

care. This historical evolution from slavery-era sanctuary to contemporary mental health 

resource creates complex experiential realities for Black Church clergy who must 

navigate between inherited theological mandates for comprehensive care and 

contemporary professional mental health standards, necessitating examination of how 

clergy experience, interpret, and respond to mental health crises within their 
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congregational contexts while managing the tension between their pastoral calling and 

the practical limitations of their training and resources. 

Clergy Experiences in Mental Health Ministry 

Black clergy navigate complex tensions between their traditional pastoral roles 

and the increasing mental health needs of their congregations, with scholars offering 

different perspectives on how these tensions manifest in practice. Billingsley 

demonstrates that clergy often find themselves operating "within a context of silence, 

with individuals hesitant to discuss their mental health struggles openly," highlighting 

how established church cultures may inadvertently discourage mental health disclosure.51 

Pattillo expands this understanding by examining how clergy experience conflicts 

between "the church's emphasis on faith and prayer as the primary means of addressing 

mental health issues" and contemporary expectations for professional mental health 

intervention, suggesting that traditional theological frameworks create practical 

challenges for pastoral care.52 Meanwhile, McRoberts focuses on the institutional 

dimensions of these experiences, arguing that clergy function as "pivotal figures in the 

lives of their congregants" who must navigate between maintaining spiritual authority 

and acknowledging the limitations of their mental health expertise.53 These contrasting 

perspectives reveal that clergy experience mental health ministry as a complex 
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negotiation between preserving traditional spiritual approaches and responding to 

contemporary psychological needs that may exceed their training and institutional 

capacity. 

Cultural expectations within African American communities create additional 

layers of complexity for clergy addressing mental health concerns, with researchers 

documenting varied approaches to understanding these challenges. Frazier argues that 

Black clergy operate within community frameworks that "emphasize the importance of 

self-reliance in the face of adversity," creating environments where congregants may 

view mental health help-seeking as inconsistent with cultural values of resilience and 

independence.54 Lincoln and Mamiya provide a different analytical lens by examining 

how clergy must fulfill "various roles, including spiritual guidance, counseling, and 

community involvement," suggesting that mental health ministry emerges organically 

from broader pastoral expectations rather than specialized preparation or institutional 

design.55 Higginbotham offers yet another perspective by documenting how clergy, 

particularly in historical contexts, have addressed community mental health needs 

through "advocacy for social and political change" that addresses systemic sources of 

psychological distress, indicating that some clergy experience mental health ministry as 

inherently connected to social justice work.56 This comparative analysis demonstrates 

that clergy experience mental health ministry within diverse cultural and institutional 
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contexts that shape both the challenges they face and the approaches they develop for 

addressing congregational psychological needs. 

 

Clergy as Gatekeepers to Mental Health Services 

Cultural trust and accessibility position Black clergy as primary mental health 

intermediaries, though scholars diverge on the implications of this reliance. Taylor argues 

that clergy accessibility stems from their multifaceted community roles, demonstrating 

that "30-40 percent of churchgoers utilize their church as a primary source of emotional 

and psychological support," which establishes pastors as natural first responders for 

psychological distress.57 Chatters provides a complementary perspective by examining 

how this accessibility creates unique therapeutic relationships, noting that "individuals 

seeking mental health services from clergy are already used to interacting with clergy in a 

variety of settings, easing the fear of meeting such mental health service provider outside 

of the therapeutic environment."58 However, Gates challenges the assumption that 

accessibility necessarily translates to effective mental health care, arguing that while 

"The Black Church was the cultural cauldron that Black people created to combat a 

system designed in every way to crush their spirit," this historical function may not 

adequately prepare clergy for contemporary mental health challenges.59 These competing 

perspectives reveal that while cultural trust positions clergy as accessible mental health 
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resources, this accessibility may create expectations that exceed their professional 

capabilities and training. 

Professional preparation disparities create fundamental tensions between clergy 

roles and mental health service provision, with researchers documenting varied 

approaches to understanding these challenges. Avent demonstrates that clergy experience 

significant uncertainty about mental health ministry, noting that "while many pastors 

recognize the importance of mental health within their congregations, they often express 

uncertainty about how to integrate mental health care into their pastoral duties."60 

Woodward expands this analysis by examining systemic barriers to professional mental 

health utilization, arguing that "African Americans seek professional counseling at 

significantly lower rates compared to other racial and ethnic populations" and "often 

choose their spiritual leaders as resources for their mental health needs instead of 

professional counselors."61 Ayalon offers a different interpretive framework by focusing 

on the cultural competency gap, contending that "because of the salience of spirituality 

and religion in the experience of African Americans, it behooves professional counselors 

to increase their knowledge and awareness of the African American religious experience, 

particularly regarding psychological health."62 This comparative analysis reveals that 

clergy function as mental health gatekeepers within systems where professional training 
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gaps exist on both sides—clergy lack formal mental health training while professional 

counselors may lack cultural competency for African American religious contexts. 

Historical trauma and contemporary stigma create additional barriers that position 

clergy as both bridges to and barriers from professional mental health services. Gamble 

documents how historical medical exploitation continues to influence contemporary help-

seeking behaviors, explaining that "The legacy of the Tuskegee Syphilis Study continues 

to impact the health care experiences of African Americans, making it essential to 

address these historical injustices and build trust between the medical community and the 

Black community."63 Chavers provides a complementary analysis by examining how 

stigma operates within African American communities, demonstrating that "The fear of 

being stigmatized or ostracized by one's community can be a significant barrier to 

seeking mental health care, particularly for African Americans who may already feel 

marginalized or disenfranchised."64 Meanwhile, Gillison challenges both historical and 

contemporary barriers by advocating for systematic change, arguing that "By working 

together to reduce stigma and promote mental health awareness, we can create a more 

supportive and inclusive environment for individuals to seek help and thrive."65 These 

divergent perspectives establish that clergy experience their gatekeeper role within 

complex historical and cultural contexts where their influence can either facilitate or 
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impede access to professional mental health services, depending on their approach to 

addressing stigma and building bridges with professional mental health resources. 

 

Current State of Clergy Mental Health 

Psychological distress among African American clergy manifests through 

documented patterns of burnout and stress that reflect the unique demands of religious 

leadership within marginalized communities. Lee demonstrates through empirical 

research that "71 percent of African American clergy reported experiencing burnout, 

while 61 percent reported experiencing stress," establishing quantitative evidence for 

widespread mental health challenges within this population.66 Wicks provides 

complementary analysis by examining the structural causes of clergy distress, arguing 

that "The intense demands of ministry can take a profound toll on the mental and 

emotional health of clergy," suggesting that ministerial expectations inherently create 

psychological vulnerabilities.67 However, Ashby challenges purely individualistic 

interpretations of clergy mental health by positioning these challenges within community 

contexts, contending that "The Black Church has a critical role to play in promoting the 

mental health and well-being of its clergy, by providing a supportive and non-judgmental 

environment that encourages open discussion."68 These divergent perspectives reveal that 
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clergy mental health challenges operate simultaneously as individual psychological 

phenomena and institutional responsibilities requiring systemic rather than purely 

personal solutions. 

Intersectional stressors create distinctive mental health challenges for African 

American clergy that extend beyond general ministerial pressures to include racialized 

experiences and community expectations. Lee expands his analysis by documenting how 

"the pressures of ministry can be particularly challenging for African American clergy, 

who often face racism, discrimination, and the weight of community expectations," 

indicating that clergy mental health cannot be understood without considering broader 

social justice contexts.69 Starks provides a different analytical framework by examining 

intervention possibilities, arguing that "targeted interventions and support systems must 

acknowledge the unique stressors and challenges faced by African American clergy," 

suggesting that effective mental health support requires culturally specific approaches 

rather than generic ministerial care models.70 Meanwhile, Ashby focuses on institutional 

transformation, demonstrating that clergy mental health improvement requires 

"integrating mental health education into community outreach and pastoral care 

programs," positioning mental health as a congregational rather than individual 

concern.71 This comparative analysis establishes that African American clergy experience 

mental health challenges that intersect personal, professional, and racialized stressors, 
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necessitating intervention approaches that address multiple levels of influence rather than 

focusing solely on individual therapeutic support. 

Institutional responses to clergy mental health reveal tensions between traditional 

expectations of spiritual strength and contemporary understanding of psychological 

vulnerability. Starks advocates for comprehensive support systems, arguing that effective 

interventions must include "access to mental health resources, such as counseling and 

therapy, as well as self-care and stress management techniques," emphasizing the 

necessity of professional mental health integration within religious contexts.72 Wicks 

offers a complementary perspective by examining how ministerial culture may impede 

help-seeking, noting that clergy are often expected to "embody strength, resilience, and 

calmness," creating barriers to acknowledging psychological distress.73 Ashby provides a 

different approach by focusing on cultural transformation within religious institutions, 

contending that churches must foster "an environment where mental health is discussed 

with the same importance as physical health," suggesting that stigma reduction requires 

institutional rather than individual change.74 These contrasting approaches demonstrate 

that addressing clergy mental health requires navigating between maintaining traditional 

spiritual authority and acknowledging contemporary psychological needs, with scholars 

proposing different balances between individual support, professional intervention, and 

institutional cultural change. 
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Implications for the Black Church and its Community 

Cultural stigma within Black religious communities creates complex barriers to 

mental health care that scholars interpret through different analytical frameworks. Holt 

examines how historical experiences shape contemporary attitudes, arguing that 

"Creating a culture of openness and support within the Black Church is essential for 

reducing stigma and promoting help-seeking behavior," positioning stigma reduction as 

primarily requiring institutional cultural change.75 Taylor provides a complementary 

perspective by focusing on clergy expectations, demonstrating that "Clergy are often 

expected to be superhuman, able to handle the emotional burdens of their congregations 

without experiencing any negative consequences themselves," suggesting that stigma 

operates through specific role expectations rather than general cultural attitudes.76 

Meanwhile, Chatters offers a different analytical approach by examining how religious 

coping mechanisms interact with professional help-seeking, contending that while 

religious participation provides support, it may also "discourage individuals from seeking 

professional mental health services, leading to an overreliance on religious coping 

mechanisms."77 These contrasting interpretations reveal that mental health stigma within 

Black religious communities operates through multiple mechanisms—institutional 

culture, role expectations, and coping preferences—requiring multifaceted rather than 

singular intervention approaches. 
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Economic pressures and structural constraints create distinctive challenges for 

Black clergy that extend beyond individual psychological stress to encompass 

community-wide implications. Lincoln documents how economic disadvantage affects 

pastoral ministry, noting that clergy serving in "economically disadvantaged communities 

face dual burdens of managing both congregational financial constraints and personal 

financial challenges," creating systemic rather than individual mental health risks.78 

Mamiya expands this analysis by examining how economic pressures intersect with 

ministerial expectations, arguing that clergy often "prioritize the needs of their 

congregation over their own personal and financial well-being," indicating that economic 

stress becomes embedded within pastoral identity and role performance.79 However, 

Billingsley challenges purely economic interpretations by focusing on institutional 

resilience, demonstrating that Black churches have historically "evolved to meet the ever-

changing needs of congregants" despite economic constraints, suggesting that economic 

pressures may stimulate rather than simply constrain ministerial innovation.80 This 

comparative analysis establishes that economic factors influence Black clergy mental 

health through complex interactions between individual financial stress, congregational 

expectations, and institutional adaptation strategies. 

The Black Church's role as mental health gatekeeper creates opportunities and 

limitations that scholars evaluate through different theoretical lenses. McRoberts argues 
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that clergy function as "crucial gatekeepers, potentially connecting congregants in need 

with external mental health services," positioning churches as bridges between 

community members and professional mental health resources.81 Pattillo provides a 

different perspective by examining how this gatekeeper role may inadvertently perpetuate 

barriers, noting that when "clergy members are hesitant to seek help due to fear of 

judgment, they may inadvertently perpetuate the silence and secrecy surrounding mental 

health issues," suggesting that clergy mental health directly influences congregational 

help-seeking patterns.82 Frazier offers yet another analytical framework by focusing on 

institutional transformation possibilities, contending that churches can "foster trust 

between the church and the broader community by actively involving external resources," 

indicating that effective gatekeeping requires intentional partnership development rather 

than simply individual referral practices.83 These divergent perspectives demonstrate that 

the Black Church's gatekeeper function operates simultaneously as a resource for 

connecting individuals to mental health services and as a potential barrier when clergy 

themselves experience mental health challenges or perpetuate stigmatizing attitudes. 
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Summary of Clergy Experiences in Mental Health Ministry 

This literature review reveals that Black clergy experience mental health ministry 

as a multifaceted challenge requiring navigation between traditional spiritual authority 

and contemporary psychological needs. The research demonstrates that clergy operate 

within contexts of silence where congregants hesitate to discuss mental health struggles 

openly, while simultaneously facing conflicts between churches' emphasis on faith-based 

solutions and contemporary expectations for professional mental health intervention. 

These tensions are amplified by cultural expectations within African American 

communities that emphasize self-reliance and resilience, creating environments where 

mental health help-seeking may appear inconsistent with community values. 

Additionally, clergy must fulfill multiple roles including spiritual guidance, counseling, 

and community involvement, with mental health ministry emerging organically from 

these broader pastoral expectations rather than specialized training. These complex role 

expectations naturally position clergy as gatekeepers to mental health services, with 

research establishing that 30-40 percent of churchgoers utilize their church as a primary 

source of emotional and psychological support. However, this accessibility creates 

expectations that may exceed clergy's professional capabilities and training, as 

professional preparation disparities exist on both sides—clergy lack formal mental health 

training while professional counselors often lack cultural competency for African 

American religious contexts. Historical trauma, particularly the legacy of the Tuskegee 

Syphilis Study, continues to influence help-seeking behaviors, while contemporary 

stigma creates additional barriers. Consequently, clergy function simultaneously as 
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bridges to and barriers from professional mental health services, depending on their 

approach to addressing stigma and building partnerships with mental health resources. 

The pressures inherent in these gatekeeper roles manifest in significant 

psychological distress among clergy themselves, with empirical research revealing that 

71 percent of African American clergy report burnout and 61 percent experience stress. 

These challenges extend beyond general ministerial pressures to include intersectional 

stressors such as racism, discrimination, and heightened community expectations. The 

situation is particularly challenging for African American clergy who face dual burdens 

of personal and congregational financial constraints in economically disadvantaged 

communities, while being expected to embody strength and resilience without 

experiencing negative consequences from handling congregational emotional burdens. 

The mental health challenges experienced by individual clergy have far-reaching 

implications for the broader Black Church and its communities. Cultural stigma within 

Black religious communities operates through multiple mechanisms including 

institutional culture, role expectations, and coping preferences, while economic pressures 

create systemic rather than individual mental health risks. The Black Church's gatekeeper 

function creates both opportunities and limitations—clergy can connect congregants to 

external mental health services but may inadvertently perpetuate silence and secrecy 

when they themselves are hesitant to seek help due to fear of judgment. This dynamic 

suggests that clergy mental health directly influences congregational help-seeking 

patterns, creating a cycle where individual clergy struggles can impact entire community 

mental health outcomes. The literature ultimately reveals that clergy experiences in 

mental health ministry cannot be understood through individual or institutional factors 
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alone, but rather through the complex interactions between cultural expectations, 

professional preparation gaps, historical trauma, economic constraints, and institutional 

roles. Addressing these challenges requires systematic approaches that acknowledge the 

unique position of Black clergy as both spiritual leaders and informal mental health 

providers while recognizing the limitations and opportunities inherent in this dual 

function. Effective intervention must therefore address institutional cultural change, 

professional training gaps, and the development of intentional partnerships between 

religious institutions and mental health professionals to support both clergy well-being 

and community mental health outcomes. Understanding how to implement such 

interventions requires examining the fundamental ways in which faith and mental health 

intersect within African American communities, as these intersections shape both the 

challenges clergy face and the potential solutions available to address them.  

Faith & Mental Health Intersection 

Religious participation and mental health outcomes reveal complex relationships 

that scholars interpret through different theoretical frameworks, with particular attention 

to the unique dynamics within African American communities. Lincoln examines how 

church attendance correlates with psychological well-being, demonstrating that "Black 

individuals who attend church regularly are more likely to report good mental health and 

less likely to report symptoms of depression," establishing a positive association between 

religious engagement and mental health outcomes.84 However, Vance challenges this 
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straightforward relationship by documenting systemic barriers that complicate mental 

health experiences, arguing that "African American adults are 20 percent more likely to 

experience mental health problems" due to "racism, classism, injustice, and health 

disparities," suggesting that broader social factors may override potential religious 

protective effects.85 Meanwhile, Gary provides a different analytical approach by 

examining intervention possibilities, contending that "engaging African American 

community leaders, including pastors and other church leaders, in mental health 

awareness campaigns can reduce mental illness stigma and encourage more individuals to 

seek help," indicating that religious institutions can actively transform mental health 

outcomes through intentional programming.86 These contrasting perspectives establish 

that religious participation influences mental health through multiple pathways—direct 

psychological benefits, systemic barrier interactions, and institutional intervention 

capacity. 

Clergy preparation and professional boundaries create fundamental tensions 

between spiritual and clinical mental health approaches within Black religious contexts. 

Young documents the training inadequacies that characterize clergy mental health 

involvement, noting that while "Black clergy members serve as frontline mental health 

providers, many report insufficient training to address complex mental health issues, 

leading to an overreliance on spiritual interventions rather than professional mental health 
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referrals."87 Breland-Noble expands this analysis by examining potential solutions, 

arguing that "clergy members, including those in the Black Church, often lack the 

necessary training to address mental health issues effectively, but when equipped with 

appropriate resources, they can play a pivotal role in reducing stigma and encouraging 

help-seeking behaviors among congregants."88 Watson offers a different perspective by 

focusing on faith-based intervention effectiveness, demonstrating that "faith-based 

interventions, such as support groups within the church, can effectively address mental 

health concerns and promote better overall mental health within the African American 

community."89 This comparative analysis reveals that clergy mental health involvement 

operates within professional preparation gaps that create both limitations and 

opportunities for effective intervention, depending on training investments and 

institutional support systems. 

Cultural considerations and therapeutic adaptation emerge as critical factors for 

effective mental health intervention within African American religious communities, with 

researchers offering varied approaches to understanding these dynamics. Yang examines 

how cultural sensitivity influences intervention effectiveness, arguing that mental health 

approaches must "exhibit cultural sensitivity and adaptability to meet the community's 

specific requirements," positioning cultural competency as essential for therapeutic 
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success within Black religious contexts.90 Griffith provides a complementary perspective 

by examining help-seeking patterns, demonstrating that "Black individuals may be more 

likely to seek help for mental health concerns from their pastor or other church leaders 

rather than a mental health professional," suggesting that cultural preferences shape 

service utilization patterns regardless of professional training availability.91 Williams 

offers yet another analytical framework by focusing on historical trauma impacts, 

contending that "the historical record of mistreatment, discrimination, and lack of 

treatment has contributed to the perspective the Black Church has towards mental 

illness," indicating that contemporary mental health approaches must address historical 

rather than only current barriers.92 These divergent interpretations establish that effective 

mental health intervention within Black religious communities requires addressing 

cultural preferences, historical trauma, and therapeutic adaptation simultaneously rather 

than focusing solely on clinical or spiritual approaches. 

 

Impact on Mental Health Outcomes and Treatment Integration: A 
Comprehensive Analysis 
 

Religious coping mechanisms and psychological resilience demonstrate divergent 

theoretical foundations across scholarly perspectives, with researchers emphasizing 

different aspects of the faith-mental health relationship. Pargament conceptualizes 
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religious coping through a meaning-making framework, arguing that "people turn to 

religion not just for comfort, but for a sense of significance and a coherent understanding 

of their place in the world," positioning religious engagement as fundamentally cognitive 

and interpretive.93 Park challenges this emphasis on meaning-making by focusing on 

stress appraisal processes, contending that "religious beliefs function as global meaning 

systems that influence how individuals appraise potentially stressful events," suggesting 

that religious influence operates primarily through perceptual rather than interpretive 

mechanisms.94 Koenig offers a more comprehensive perspective by examining 

physiological pathways, demonstrating that "religious involvement affects mental health 

through multiple mechanisms including social support, behavioral regulation, and 

neurobiological processes," indicating that religious coping operates simultaneously 

across psychological, social, and biological domains.95 These contrasting approaches 

reveal that religious coping mechanisms influence mental health through complex, multi-

layered processes that resist singular theoretical explanations. 

Treatment integration models reflect fundamental disagreements about the 

appropriate boundaries between spiritual and clinical interventions within therapeutic 

settings. Mahoney advocates for explicit spiritual integration, arguing that "therapeutic 

interventions that directly incorporate sacred dimensions of experience show superior 

outcomes compared to purely secular approaches," positioning spiritual elements as 
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essential therapeutic components rather than peripheral considerations.96 Miller presents a 

more cautious perspective by emphasizing client-driven integration, contending that 

"spiritually integrated therapy should be guided by client preferences and values rather 

than therapist assumptions about religious importance," suggesting that integration 

effectiveness depends on individual rather than universal spiritual needs.97 Richards 

offers a middle position through structured integration protocols, demonstrating that 

"systematic spiritual assessment and intervention planning can bridge secular and 

religious therapeutic approaches without compromising clinical effectiveness," indicating 

that successful integration requires methodological rather than philosophical solutions.98 

These divergent integration models establish that effective spiritual-clinical collaboration 

requires careful attention to implementation approaches, client preferences, and 

professional boundaries simultaneously. 

Cultural competency in religious mental health interventions reveals significant 

variations in therapeutic effectiveness across different cultural and religious contexts, 

with scholars offering contrasting explanations for these disparities. Sue examines 

cultural adaptation through systemic lens, arguing that "mental health interventions must 

be fundamentally restructured rather than superficially modified to address cultural and 

religious differences effectively," positioning cultural competency as requiring 
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comprehensive rather than incremental changes to therapeutic approaches.99 Hays 

provides a different analytical framework by focusing on practitioner preparation, 

contending that "therapist cultural competency training and ongoing supervision are more 

predictive of treatment success than specific intervention modifications," suggesting that 

professional development rather than programmatic changes determines cultural 

adaptation effectiveness.100 LaFromboise offers yet another perspective through 

community engagement models, demonstrating that "successful cultural adaptation 

requires ongoing collaboration with religious and community leaders throughout the 

intervention process," indicating that cultural competency depends on relational rather 

than technical or training-based approaches.101 This comparative analysis establishes that 

culturally competent religious mental health intervention requires simultaneous attention 

to systemic modification, professional preparation, and community partnership rather 

than focusing exclusively on any single adaptation strategy. 

 

Religious Coping Mechanisms and Stress Reduction 

Positive religious coping strategies reveal fundamental divergences in how 

scholars conceptualize the relationship between spiritual practices and psychological 

resilience. Pargament establishes a comprehensive framework for understanding religious 

coping, arguing that "positive religious coping reflects a secure relationship with a 
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transcendent force, a sense of spiritual connectedness with others, and a benevolent world 

view," positioning spiritual engagement as inherently relational and meaning-centered.102 

Folkman challenges this emphasis on transcendent relationships by focusing on cognitive 

appraisal processes, contending that "meaning-focused coping, including religious 

meaning-making, operates through the revision of goals and the infusion of ordinary 

events with positive meaning," suggesting that religious coping functions primarily 

through cognitive reframing rather than spiritual connection.103 McIntosh offers a 

different analytical approach by examining specific coping behaviors, demonstrating that 

"religious coping strategies such as prayer, scripture reading, and seeking spiritual 

support show differential effectiveness depending on the type of stressor encountered," 

indicating that religious coping operates through behavioral rather than purely cognitive 

or relational mechanisms.104 These contrasting perspectives establish that positive 

religious coping influences stress reduction through multiple pathways that resist singular 

theoretical explanations. 

Social support dimensions within religious coping present competing 

interpretations of how community engagement mediates psychological well-being 

outcomes. Krause examines religious social support through structural analysis, arguing 

that "social support from fellow church members provides more stress-buffering benefits 

than support from secular sources because it is embedded in a shared meaning system," 

 

102 Kenneth I. Pargament, Spiritually Integrated Psychotherapy: Understanding and Addressing the Sacred 
(New York: Guilford Press, 2007), 168. 

103 Susan Folkman, "Positive Psychological States and Coping with Severe Stress," Social Science & 
Medicine 45, no. 8 (1997): 1207-1221. 

104 Daniel N. McIntosh, "Religion-as-Schema, with Implications for the Relation Between Religion and 
Coping," The International Journal for the Psychology of Religion 5, no. 1 (1995): 1-16. 



 

50 

positioning religious community support as qualitatively distinct from secular social 

networks.105 Ellison provides a contrasting perspective by focusing on functional rather 

than structural differences, contending that "religious involvement enhances mental 

health primarily through the provision of social integration and emotional support rather 

than through distinctive spiritual mechanisms," suggesting that religious communities 

operate through conventional social support processes.106 George offers yet another 

analytical framework by examining reciprocal support patterns, demonstrating that 

"religious congregations create unique opportunities for both receiving and providing 

support, with the giving of support being as psychologically beneficial as receiving it," 

indicating that religious social support operates through bidirectional rather than 

unidirectional processes.107 This comparative analysis reveals that religious social support 

influences stress reduction through mechanisms that may be either distinctively spiritual 

or functionally equivalent to secular support systems, depending on theoretical 

orientation. 

Negative religious coping and spiritual struggle present divergent explanations for 

how religious involvement can exacerbate rather than alleviate psychological distress. 

Exline conceptualizes spiritual struggle through interpersonal conflict models, arguing 

that "anger toward God and feelings of divine abandonment represent specific forms of 

spiritual struggle that predict increased psychological distress beyond general religious 
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doubt," positioning negative religious coping as relationally based conflict with the 

divine.108 Ano approaches spiritual struggle through cognitive dissonance frameworks, 

contending that "negative religious coping emerges when religious beliefs and life 

experiences create irreconcilable contradictions, leading to existential crisis and 

psychological distress," suggesting that spiritual struggle operates through cognitive 

rather than relational mechanisms.109 Mahoney offers a different perspective by 

examining family and community dynamics, demonstrating that "negative religious 

coping often involves sanctification of unhealthy relationship patterns and religious 

justification for psychological abuse," indicating that spiritual struggle can emerge 

through social rather than individual psychological processes.110 These divergent 

interpretations establish that negative religious coping influences mental health through 

multiple pathways that may involve divine relationships, cognitive conflicts, or social 

dysfunction, requiring nuanced assessment approaches for effective intervention. 

 

Spiritual Well-being and Overall Mental Health 

Conceptualizations of spiritual well-being reveal divergent theoretical approaches 

to understanding the relationship between transcendent connection and psychological 

functioning. Ellison establishes a foundational framework by defining spiritual well-
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being as encompassing "both a religious dimension, reflecting one's sense of satisfaction 

with one's relationship with God, and an existential dimension, reflecting one's sense of 

life purpose and life satisfaction," positioning spiritual well-being as inherently bifurcated 

between relational and existential components.111 Moberg challenges this dualistic 

approach by proposing a more integrated perspective, arguing that "spiritual well-being 

represents the affirmation of life in a relationship with God, self, community, and 

environment that nurtures and celebrates wholeness," suggesting that spiritual well-being 

operates through interconnected rather than separate dimensional processes.112 Paloutzian 

offers yet another analytical framework by emphasizing developmental aspects, 

contending that "spiritual well-being reflects the subjective state of psychological health 

and maturity as it relates to a transcendent dimension," indicating that spiritual well-being 

functions as a developmental achievement rather than a static relational or existential 

state.113 These contrasting conceptualizations establish that spiritual well-being 

influences mental health through mechanisms that may be either compartmentalized or 

holistically integrated, depending on theoretical orientation. 

Meaning-making processes within spiritual well-being present competing 

explanations for how purpose and significance contribute to psychological resilience. 

Frankl establishes meaning-making as central to psychological health, arguing that 

"everything can be taken from a man but one thing: the last of human freedoms—to 
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choose one's attitude in any given set of circumstances," positioning meaning-making as 

fundamentally volitional and independent of external conditions.114 Yalom provides a 

contrasting existential perspective by emphasizing the confrontation with 

meaninglessness, contending that "the individual must face the anxiety of 

meaninglessness and create personal meaning through authentic engagement with life's 

ultimate concerns," suggesting that meaning-making emerges through existential 

confrontation rather than free choice.115 Park offers a different approach by examining 

cognitive processing mechanisms, demonstrating that "meaning-making involves both 

global meaning systems that provide overarching life philosophy and situational 

meaning-making that helps individuals understand specific events," indicating that 

meaning-making operates through both macro and micro-level cognitive processes 

simultaneously.116 This comparative analysis reveals that meaning-making contributions 

to spiritual well-being may function through volitional choice, existential confrontation, 

or cognitive processing, requiring differentiated therapeutic approaches for different 

individuals. 

Religious belief orientations toward mental health demonstrate contrasting 

impacts on psychological well-being outcomes, with scholars offering divergent 

explanations for these differential effects. Pargament examines religious beliefs through 

coping framework analysis, arguing that "sacred appraisals of mental health challenges 

can either facilitate healing through positive religious coping or exacerbate distress 
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through negative religious interpretations," positioning religious beliefs as mediating 

variables that shape coping effectiveness.117 Exline approaches religious beliefs through 

spiritual struggle perspectives, contending that "negative religious beliefs about mental 

illness often reflect deeper theological conflicts about divine justice, human suffering, 

and personal responsibility," suggesting that harmful religious beliefs emerge from 

unresolved theological rather than coping-related issues.118 Koenig provides yet another 

analytical approach by examining institutional religious teachings, demonstrating that 

"formal religious doctrines about mental health vary significantly across faith traditions, 

with some emphasizing compassionate care while others focus on moral accountability," 

indicating that religious belief impacts on mental health depend on specific theological 

rather than general religious frameworks.119 These divergent perspectives establish that 

religious beliefs influence mental health outcomes through mechanisms involving coping 

mediation, theological conflict resolution, or doctrinal interpretation, necessitating faith-

specific rather than generalized intervention approaches. 

 

Religious Beliefs and Attitudes towards Mental Illness 

Stigmatization processes within religious frameworks reveal contrasting 

theoretical explanations for how faith communities construct mental illness as moral or 

medical phenomena. Goffman establishes stigma as fundamentally social, arguing that 
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"the stigmatized individual tends to hold the same beliefs about identity that we do," 

positioning religious stigmatization of mental illness as reflecting broader societal rather 

than distinctively religious processes.120 Pargament challenges this secular interpretation 

by examining specifically religious attributional frameworks, contending that "negative 

religious coping involves viewing mental illness as divine punishment or spiritual 

weakness, creating unique forms of religious stigma distinct from general social stigma," 

suggesting that religious communities generate stigmatization processes unavailable in 

secular contexts.121 Link provides yet another perspective through modified labeling 

theory, demonstrating that "religious individuals who anticipate faith-based rejection of 

mental illness experience demoralization effects that compound clinical symptoms," 

indicating that religious stigmatization operates through anticipatory rather than enacted 

social rejection.122 These divergent approaches establish that religious stigmatization of 

mental illness may function through general social processes, distinctive religious 

mechanisms, or psychological anticipation of religious rejection, requiring faith-specific 

assessment strategies. 

Help-seeking behavior patterns among religious populations present competing 

explanations for how spiritual beliefs mediate professional mental health service 

utilization. Neighbors examines help-seeking through social network analysis, arguing 

that "religious individuals rely primarily on informal religious support systems rather 

 

120 Erving Goffman, Stigma: Notes on the Management of Spoiled Identity (Englewood Cliffs, NJ: Prentice-
Hall, 1963), 7. 

121 Pargäment, Kenneth I., 2002. "Target article: the bitter and the sweet: an evaluation of the costs and 
benefits of religiousness", Psychological Inquiry (3), 13:168-181. 

122 Bruce G. Link, "Understanding Labeling Effects in the Area of Mental Disorders: An Assessment of the 
Effects of Expectations of Rejection," American Sociological Review 52, no. 1 (1987): 96-112. 



 

56 

than professional services because clergy and congregation members provide culturally 

congruent assistance," positioning religious help-seeking as preferentially communal 

rather than professional.123 Pescosolido offers a contrasting perspective through illness 

behavior frameworks, contending that "religious beliefs about mental illness causation 

determine help-seeking pathways, with supernatural attributions leading to religious help-

seeking and medical attributions leading to professional treatment," suggesting that help-

seeking depends on causal rather than social preference factors.124 Corrigan provides yet 

another analytical approach by examining stigma's impact on service engagement, 

demonstrating that "religious individuals avoid professional mental health services not 

due to religious preference but due to fear of religious community disapproval," 

indicating that help-seeking avoidance results from stigma management rather than 

belief-based preferences.125 This comparative analysis reveals that religious help-seeking 

behaviors emerge through social network preferences, causal attribution processes, or 

stigma avoidance strategies, necessitating individualized rather than uniform intervention 

approaches. 

Integration challenges between religious and clinical treatment modalities 

demonstrate divergent professional perspectives on combining spiritual and 

psychological therapeutic elements. Richards examines integration through competency 
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frameworks, arguing that "mental health professionals must develop religious literacy and 

spiritual assessment skills to provide culturally responsive treatment to religious clients," 

positioning integration as requiring enhanced professional training rather than treatment 

modification.126 Sue challenges this individual competency approach by emphasizing 

systemic factors, contending that "effective integration of religious and clinical 

approaches requires organizational changes in mental health settings, including 

chaplaincy services and interfaith consultation networks," suggesting that integration 

depends on institutional rather than individual professional adaptations.127 Worthington 

offers a different perspective through treatment efficacy research, demonstrating that 

"religiously integrated psychotherapy produces superior outcomes for religious clients 

compared to secular approaches, but only when therapists share clients' religious 

backgrounds," indicating that integration effectiveness depends on therapist-client 

religious concordance rather than general religious sensitivity.128 These contrasting 

viewpoints establish that religious-clinical integration may require professional training 

enhancement, institutional restructuring, or religious matching between therapists and 

clients, demanding flexible rather than standardized implementation approaches. 
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The Role of Faith 

Meaning-making frameworks within religious contexts reveal contrasting 

theoretical approaches to understanding how faith provides existential coherence during 

psychological distress. Frankl establishes meaning as fundamentally volitional, arguing 

that "everything can be taken from a man but one thing: the last of human freedoms—to 

choose one's attitude in any given set of circumstances," positioning religious meaning-

making as an exercise of human agency rather than divine provision.129 Tillich challenges 

this humanistic emphasis by examining meaning through theological frameworks, 

contending that "faith is the state of being ultimately concerned about that which can 

ground and sustain our being," suggesting that religious meaning emerges through 

transcendent encounter rather than individual choice.130 Park offers yet another 

perspective through cognitive processing models, demonstrating that "global meaning 

systems provide overarching frameworks for understanding life events, while situational 

meaning-making involves specific cognitive processes for interpreting particular 

experiences," indicating that religious meaning operates through both stable belief 

systems and dynamic interpretive processes simultaneously.131 These divergent 

approaches establish that faith-based meaning-making may function through individual 

agency, transcendent encounter, or cognitive processing mechanisms, requiring 

differentiated therapeutic approaches for different religious orientations. 
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Religious coping strategies demonstrate competing explanations for how spiritual 

practices influence psychological adjustment during stressful life circumstances. 

Pargament examines religious coping through appraisal theory, arguing that "positive 

religious coping involves benevolent religious appraisals and collaborative relationships 

with the sacred, while negative religious coping reflects spiritual struggles and punitive 

religious interpretations," positioning religious coping effectiveness as dependent on 

appraisal valence rather than coping frequency.132 Allport provides a contrasting 

perspective through personality theory, contending that "intrinsic religious orientation 

involves living one's religion as a master motive, while extrinsic orientation uses religion 

for self-serving purposes," suggesting that coping effectiveness depends on motivational 

orientation rather than appraisal content.133 James offers yet another analytical framework 

through psychological pragmatism, demonstrating that "religious experiences produce 

practical fruits in terms of enhanced energy, peace, and loving-kindness, regardless of 

their theological validity," indicating that religious coping functions through experiential 

outcomes rather than cognitive or motivational processes.134 This comparative analysis 

reveals that religious coping may operate through appraisal mechanisms, personality 

orientations, or experiential pragmatism, necessitating individualized rather than 

standardized assessment approaches. 
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Social integration processes within religious communities present divergent 

explanations for how faith-based social connections influence psychological well-being 

outcomes. Durkheim establishes social integration as fundamentally protective, arguing 

that "religious societies protect individuals from suicide through moral regulation and 

social cohesion that prevents anomie and excessive individualism," positioning religious 

community benefits as emerging through social structural rather than theological 

mechanisms.135 Ellison challenges this structural emphasis by examining specifically 

religious social processes, contending that "religious congregations provide unique forms 

of social support through shared sacred worldviews, spiritual encouragement, and 

religiously motivated compassionate care," suggesting that faith communities offer 

distinctive rather than general social benefits.136 Putnam provides yet another perspective 

through social capital theory, demonstrating that "religious participation generates both 

bonding social capital within faith communities and bridging social capital across 

religious boundaries, depending on congregational characteristics," indicating that 

religious social integration produces varied rather than uniform social capital 

outcomes.137 These contrasting viewpoints establish that religious social integration may 

function through general social cohesion, distinctive spiritual support, or variable social 

capital generation, demanding community-specific rather than generalized intervention 

strategies. 
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Influence of Faith on Treatment-Seeking Behaviors 

Religious authority structures reveal competing perspectives on how ecclesiastical 

guidance influences mental health help-seeking pathways among faith communities. 

Pruyser establishes pastoral authority through diagnostic frameworks, arguing that 

"pastoral diagnosis involves discerning spiritual dimensions of human problems that 

complement rather than compete with psychological assessment," positioning clergy as 

specialized rather than alternative mental health resources.138 Clinebell challenges this 

complementary model by examining pastoral care as primary intervention, contending 

that "pastoral counseling addresses the whole person through spiritual resources that 

secular therapy cannot access, making religious guidance sufficient for many mental 

health concerns," suggesting that ecclesiastical authority provides comprehensive rather 

than supplementary therapeutic resources.139 Browning offers yet another perspective 

through theological ethics, demonstrating that "religious communities must balance 

pastoral care responsibilities with professional referral obligations, recognizing both 

spiritual competence and clinical limitations," indicating that religious authority operates 

through bounded rather than unlimited therapeutic scope.140 These divergent approaches 

establish that ecclesiastical guidance may function as specialized complement, primary 

intervention, or bounded resource, requiring differentiated collaboration models between 

religious and clinical authorities. 
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Integration preferences among religious individuals demonstrate contrasting 

explanations for how spiritual identity influences therapeutic modality selection and 

engagement patterns. Bergin examines integration through values compatibility, arguing 

that "religious clients benefit most from therapies that acknowledge transcendent reality 

and incorporate spiritual practices, rather than approaches that ignore or contradict 

religious worldviews," positioning integration as requiring theological accommodation 

rather than secular adaptation.141 Worthington provides a different perspective through 

forgiveness-centered approaches, contending that "religiously integrated interventions 

produce superior outcomes for faith-oriented clients because they utilize familiar spiritual 

concepts and practices rather than foreign psychological constructs," suggesting that 

integration effectiveness depends on conceptual familiarity rather than theological 

compatibility.142 Richards offers yet another analytical framework through multicultural 

competence, demonstrating that "successful religious integration requires therapist 

understanding of specific faith traditions rather than generic spiritual sensitivity, because 

different religions emphasize distinct therapeutic elements," indicating that integration 

operates through tradition-specific rather than universally spiritual approaches.143 This 

comparative analysis reveals that religious integration may prioritize theological 

accommodation, conceptual familiarity, or tradition-specific competence, necessitating 

individualized rather than standardized integration protocols. 
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Stigmatization processes within religious communities present divergent 

explanations for how faith-based social dynamics influence professional mental health 

service utilization patterns. Bellah examines religious stigma through individualism 

frameworks, arguing that "American religious culture emphasizes personal responsibility 

and spiritual self-reliance, creating implicit criticism of mental health help-seeking as 

spiritual failure," positioning religious stigma as reflecting broader cultural rather than 

specifically theological factors.144 Roof challenges this cultural interpretation by 

examining spiritual seeking behaviors, contending that "contemporary spirituality 

involves eclectic help-seeking that combines religious and therapeutic resources without 

stigma, because spiritual seekers view multiple healing modalities as complementary," 

suggesting that evolving religious identities reduce rather than maintain traditional 

treatment stigma.145 Ammerman provides yet another perspective through congregational 

studies, demonstrating that "local religious communities vary significantly in mental 

health attitudes based on leadership, demographics, and theological orientation, creating 

diverse rather than uniform stigmatization patterns," indicating that religious stigma 

operates through community-specific rather than faith-universal mechanisms.146 These 

contrasting viewpoints establish that religious stigmatization may reflect cultural 

individualism, spiritual eclecticism, or congregational variation, demanding community-

level rather than faith-wide assessment approaches. 
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Role of Faith Leaders and Religious Institutions 

Pastoral authority structures reveal competing theoretical frameworks for 

understanding how religious leadership influences mental health intervention and referral 

practices within faith communities. Bonhoeffer establishes pastoral care through 

incarnational theology, arguing that "the pastor stands before the congregation as one 

who has himself been judged and pardoned, sharing in the suffering of those to whom he 

ministers rather than offering solutions from a position of spiritual superiority," 

positioning religious authority as emerging through vulnerability rather than expertise.147 

Nouwen challenges this shared-suffering model by examining pastoral identity through 

psychological frameworks, contending that "the wounded healer must first acknowledge 

and integrate his own psychological wounds before offering spiritual guidance, because 

unhealed ministers perpetuate rather than resolve congregational suffering," suggesting 

that pastoral effectiveness requires personal therapeutic work rather than theological 

training alone.148 May provides yet another perspective through spiritual direction 

traditions, demonstrating that "authentic spiritual guidance involves discerning when 

psychological issues require professional intervention beyond pastoral competence, 

recognizing that spiritual and mental health operate through distinct though 

interconnected domains," indicating that pastoral authority functions through bounded 

rather than comprehensive therapeutic scope.149 These divergent approaches establish that 
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religious leadership may operate through incarnational vulnerability, psychological 

integration, or bounded spiritual competence, necessitating differentiated training models 

for pastoral mental health engagement. 

Institutional gatekeeping mechanisms present contrasting explanations for how 

religious organizations mediate access to professional mental health services within their 

communities. Weber examines religious authority through bureaucratic rationalization, 

arguing that "ecclesiastical institutions develop formal procedures for addressing member 

needs, creating systematic rather than charismatic responses to individual suffering," 

positioning religious gatekeeping as reflecting organizational rather than theological 

priorities.150 Troeltsch challenges this bureaucratic interpretation by examining church-

sect dynamics, contending that "religious communities maintain distinct approaches to 

external professional relationships based on their sectarian or churchly orientation, with 

sects emphasizing internal resources while churches accommodate professional 

collaboration," suggesting that gatekeeping patterns reflect theological rather than 

organizational factors.151 Niebuhr offers yet another analytical framework through social 

gospel theology, demonstrating that "religious institutions bear responsibility for 

addressing both spiritual and social dimensions of human suffering, requiring 

partnerships with secular professionals rather than exclusive reliance on religious 

resources," indicating that institutional gatekeeping operates through prophetic rather 

than pastoral or bureaucratic imperatives.152 This comparative analysis reveals that 
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religious gatekeeping may prioritize organizational efficiency, theological 

distinctiveness, or prophetic responsibility, demanding institution-specific rather than 

generic collaboration strategies. 

Professional boundary negotiations within religious contexts demonstrate 

divergent perspectives on how faith leaders should relate to mental health professionals 

and therapeutic practices. Oden establishes pastoral boundaries through classical 

theology, arguing that "pastoral care recovers ancient Christian wisdom about soul care 

that predates and transcends modern psychological categories, offering spiritual resources 

unavailable through secular therapy," positioning religious and therapeutic approaches as 

complementary rather than competitive domains.153 Hiltner challenges this 

complementary model by examining pastoral counseling through psychological 

integration, contending that "effective religious guidance requires incorporating 

psychological insights and techniques because spiritual problems often manifest through 

emotional and relational difficulties," suggesting that pastoral effectiveness depends on 

therapeutic sophistication rather than theological distinctiveness.154 Clebsch provides yet 

another perspective through historical analysis, demonstrating that "pastoral care 

traditions have always adapted contemporary helping methods while maintaining 

theological integrity, indicating that boundary negotiations reflect contextual rather than 

essential considerations," suggesting that professional boundaries operate through 

historical adaptation rather than fixed theological or psychological principles.155 These 
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contrasting viewpoints establish that religious-therapeutic boundaries may reflect 

complementary domains, integrated approaches, or contextual adaptations, requiring 

flexible rather than rigid professional relationship models. 

 

An Integrated Analysis of Support Systems and Cultural Competency 

Ecclesiological perspectives on the Black Church's therapeutic function reveal 

competing theoretical frameworks for understanding how African American religious 

institutions address community mental health needs. Lincoln and Mamiya establish the 

Black Church through dialectical analysis, arguing that "the Black Church maintains 

creative tension between otherworldly and this worldly orientations, providing both 

spiritual transcendence and social transformation that addresses psychological suffering 

through communal rather than individualistic approaches."156 Pattillo-McCoy challenges 

this dialectical model by examining congregational social capital, contending that 

"middle-class Black churches function as institutional bridges connecting individual 

families to professional networks and resources, making religious institutions effective 

brokers rather than primary providers of mental health intervention."157 Billingsley offers 

yet another perspective through ecological systems theory, demonstrating that "the Black 

Church operates as a mediating structure between African American families and hostile 

social environments, providing protective psychological functions that buffer against 
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racism-induced trauma through collective rather than clinical therapeutic mechanisms."158 

These divergent approaches establish that Black Church mental health functions may 

operate through dialectical transcendence, social capital brokerage, or ecological 

protection, necessitating differentiated institutional assessment frameworks. 

Cultural competency paradigms present contrasting explanations for how mental 

health professionals should engage African American spiritual and cultural resources 

within therapeutic contexts. Sue and Sue examine cultural competency through 

multicultural counseling frameworks, arguing that "effective therapy with African 

Americans requires understanding both individual psychology and collective cultural 

identity, because African American mental health reflects ongoing adaptation to systemic 

oppression rather than purely personal pathology."159 Boyd-Franklin challenges this 

adaptation-focused approach by examining family systems therapy, contending that 

"therapeutic effectiveness with African American clients depends on incorporating 

extended family networks and spiritual beliefs into treatment planning, because 

individual pathology often reflects family system dysfunction exacerbated by external 

stressors."160 Carter provides yet another analytical framework through racial identity 

development, demonstrating that "mental health symptoms among African Americans 

frequently reflect racial identity conflicts and internalized racism, requiring therapeutic 
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approaches that address both personal healing and racial consciousness development."161 

This comparative analysis reveals that cultural competency may prioritize collective 

identity awareness, family system integration, or racial consciousness development, 

demanding client-specific rather than standardized therapeutic protocols. 

Integration approaches for spiritual and psychological healing demonstrate 

divergent perspectives on how African American therapeutic traditions should relate to 

conventional mental health practices. Jackson establishes Black psychology through 

Afrocentric frameworks, arguing that "African American mental health requires 

culturally specific theoretical models that emphasize collective identity, spiritual 

interconnectedness, and resistance to oppression rather than adaptation to dominant 

cultural norms."162 Nobles challenges this separatist approach by examining African-

centered psychology, contending that "effective African American mental health 

treatment integrates traditional African philosophical principles with contemporary 

therapeutic techniques, creating hybrid approaches that honor cultural authenticity while 

utilizing clinical effectiveness."163 Cross offers yet another perspective through racial 

identity theory, demonstrating that "psychological wellness among African Americans 

varies according to racial identity development stages, requiring therapeutic flexibility 

that matches intervention approaches to individual identity development rather than 
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assuming uniform cultural needs."164 These contrasting viewpoints establish that 

spiritual-psychological integration may reflect Afrocentric autonomy, hybrid synthesis, or 

developmental matching, requiring individualized rather than culturally uniform 

treatment approaches. 

 

Religious Integration in Therapeutic Practice 

Theoretical approaches to incorporating spiritual elements within psychological 

treatment reveal fundamental disagreements about the nature and boundaries of 

professional therapeutic practice. Richards and Bergin establish religious integration 

through theistic psychology, arguing that "spiritual realities constitute legitimate domains 

of psychological inquiry and intervention, requiring therapists to acknowledge 

transcendent dimensions of human experience rather than limiting practice to naturalistic 

assumptions."165 Sperry challenges this theistic approach by examining pastoral 

counseling traditions, contending that "effective spiritual integration demands 

professional competency in both psychological and theological domains, because 

superficial religious accommodation without spiritual sophistication may harm rather 

than help religiously committed clients."166 Pargament offers yet another perspective 

through psychology of religion frameworks, demonstrating that "religious coping 

mechanisms function as measurable psychological resources that can be systematically 
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incorporated into evidence-based treatments without requiring therapist religious 

commitment or theological expertise."167 These divergent positions establish that 

religious integration may operate through theistic psychology, pastoral competency, or 

empirical coping assessment, necessitating clarification of professional scope and training 

requirements. 

Client resistance patterns toward secular therapeutic approaches demonstrate 

competing explanations for how religious identity influences treatment engagement and 

adherence. Worthington establishes religious resistance through identity theory, arguing 

that "strongly religious individuals experience therapeutic approaches as identity threats 

when treatment modalities conflict with core spiritual beliefs, creating psychological 

reactance that undermines therapeutic alliance formation."168 McMinn challenges this 

identity-threat model by examining cognitive dissonance frameworks, contending that 

"religious clients resist therapeutic interventions primarily when treatments appear to 

invalidate their meaning-making systems rather than when techniques simply lack 

explicit spiritual content."169 Tan provides yet another analytical framework through 

integration psychology, demonstrating that "resistance among religious clients reflects 

legitimate concerns about value imposition rather than psychological defensiveness, 

indicating that successful treatment requires explicit respect for client worldview rather 
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than secular therapeutic neutrality."170 This comparative analysis reveals that religious 

resistance may reflect identity protection, meaning validation, or value respect, 

demanding differentiated rather than uniform engagement strategies. 

Cultural competency paradigms for faith-based therapeutic practice present 

contrasting perspectives on how mental health professionals should address religious 

diversity within clinical contexts. Sue establishes multicultural competency through 

awareness-knowledge-skills frameworks, arguing that "effective therapy with religious 

clients requires systematic development of spiritual cultural competencies that parallel 

ethnic and racial cultural training, because religious identity functions as primary rather 

than secondary cultural identification."171 Constantine challenges this parallel-

competency model by examining intersectionality theory, contending that "religious 

cultural competency cannot be separated from other identity dimensions because spiritual 

beliefs interact with gender, race, and class in ways that require integrated rather than 

compartmentalized cultural assessment."172 Hays offers yet another approach through 

multiple identity frameworks, demonstrating that "religious competency develops 

through understanding how spiritual beliefs influence psychological functioning rather 

than through theological knowledge acquisition, requiring clinical rather than pastoral 

training emphases."173 These contrasting viewpoints establish that religious cultural 
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competency may require specialized spiritual training, intersectional identity analysis, or 

clinical-psychological focus, necessitating profession-specific rather than generic 

multicultural approaches. 

 

Religious Influences on Mental Health Help-Seeking Pathways 

Initial help-seeking preferences among religiously committed individuals reveal 

competing theoretical explanations for how spiritual identity shapes treatment access 

patterns. Pargament establishes religious help-seeking through sacred coping theory, 

arguing that "individuals with strong religious commitments naturally turn to spiritual 

resources first because religious coping mechanisms provide meaning-making 

frameworks that secular interventions cannot offer, making clergy consultation a rational 

rather than avoidant response to psychological distress."174 Koenig challenges this 

coping-primacy model by examining social support networks, contending that "religious 

help-seeking reflects community embeddedness rather than therapeutic preference, 

because religious institutions provide accessible social support that may be unavailable 

through professional mental health systems."175 Rosmarin offers yet another perspective 

through spiritual struggle frameworks, demonstrating that "initial religious help-seeking 

often indicates spiritual crisis requiring theological rather than psychological 

intervention, suggesting that clergy consultation addresses religious distress dimensions 
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that mental health professionals cannot competently treat."176 These divergent approaches 

establish that religious help-seeking may reflect sacred coping preference, community 

accessibility, or spiritual crisis specificity, necessitating differentiated rather than uniform 

pathway assessment. 

Barriers to professional mental health service utilization among religious 

populations demonstrate contrasting explanations for how faith-based worldviews 

influence treatment engagement decisions. Worthington establishes religious barriers 

through worldview congruence theory, arguing that "highly religious individuals resist 

professional mental health services primarily when treatment approaches conflict with 

fundamental theological commitments rather than from general anti-psychological 

sentiment, indicating worldview compatibility rather than service quality determines 

engagement."177 McMinn challenges this worldview-conflict model by examining 

professional competency concerns, contending that "religious individuals avoid mental 

health services because most practitioners lack spiritual cultural competency rather than 

because treatments inherently threaten religious beliefs, suggesting training deficits rather 

than ideological incompatibility create barriers."178 Park provides yet another analytical 

framework through meaning-making theory, demonstrating that "religious help-seeking 

avoidance reflects concerns about meaning system disruption rather than treatment 

effectiveness, because professional interventions may challenge religious meaning-
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making processes that provide essential psychological stability."179 This comparative 

analysis reveals that religious barriers may reflect worldview protection, competency 

concerns, or meaning preservation, demanding barrier-specific rather than generic 

intervention strategies. 

Integration pathways between religious and professional mental health resources 

present divergent perspectives on how spiritual and clinical approaches can complement 

rather than compete in treatment provision. Hill establishes religious-professional 

integration through collaborative care models, arguing that "effective mental health 

treatment for religious individuals requires systematic collaboration between clergy and 

mental health professionals because psychological and spiritual dimensions of distress 

require coordinated rather than isolated intervention approaches."180 Tan challenges this 

collaborative-care model by examining referral effectiveness, contending that "successful 

integration depends on religious leaders' mental health literacy rather than formal 

collaboration structures, because appropriate professional referrals require clergy 

understanding of psychological symptoms and treatment options."181 Plante offers yet 

another approach through competency integration frameworks, demonstrating that 

"religious-professional pathway integration succeeds when mental health professionals 

develop genuine spiritual competencies rather than when religious leaders acquire 

psychological training, because clinical expertise combined with spiritual sensitivity 
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addresses both domains effectively."182 These contrasting viewpoints establish that 

integration may require collaborative structures, religious leader training, or professional 

spiritual competency, necessitating context-specific rather than standardized integration 

approaches. 

 
Intersection of Culture, Religion, and Mental Health 

Cultural conceptualizations of mental distress reveal fundamental disagreements 

about how religious worldviews shape symptom interpretation and treatment legitimacy. 

Kleinman establishes cultural psychiatry through explanatory model theory, arguing that 

"illness narratives emerge from culturally specific meaning systems that define both 

symptom significance and appropriate healing responses, making Western psychiatric 

categories inadequate for understanding non-Western expressions of psychological 

distress."183 Kirmayer challenges this meaning-system approach by examining structural 

violence frameworks, contending that "cultural differences in mental health 

conceptualization reflect power differentials rather than authentic cultural variation, 

because marginalized communities develop alternative healing narratives as resistance to 

dominant medical discourse."184 Sue provides yet another perspective through cultural 

formulation models, demonstrating that "effective cross-cultural mental health practice 

requires systematic assessment of how cultural identity influences symptom expression 

 

182 Thomas G. Plante, Contemporary Clinical Psychology, 3rd ed. (Hoboken, NJ: John Wiley & Sons, 
2011), 267. 

183 Arthur Kleinman, The Illness Narratives: Suffering, Healing, and the Human Condition (New York: 
Basic Books, 1988), 9. 

184 Laurence J. Kirmayer, Rethinking Cultural Competence in Mental Health (Montreal: McGill University 
Press, 2012), 149. 



 

77 

rather than assuming universal psychiatric categories apply across cultural contexts."185 

These divergent positions establish that cultural mental health conceptualization may 

reflect meaning-system authenticity, structural resistance, or identity-specific expression, 

necessitating culturally responsive rather than universalist diagnostic approaches. 

Religious coping mechanisms demonstrate contrasting theoretical explanations 

for how spiritual practices influence psychological resilience and treatment engagement. 

Pargament establishes religious coping through sacred resource theory, arguing that 

"spiritual practices provide unique psychological benefits unavailable through secular 

interventions because religious coping connects individuals to transcendent meaning 

sources that secular therapy cannot access or replace."186 Exline challenges this sacred-

resource model by examining religious struggle frameworks, contending that "spiritual 

coping often generates additional psychological distress through religious doubt and 

divine abandonment experiences, requiring clinical attention to spiritual struggle rather 

than assuming religious resources provide unambiguous psychological benefit."187 Park 

offers yet another analytical approach through meaning-making theory, demonstrating 

that "religious coping effectiveness depends on congruence between spiritual beliefs and 

life circumstances rather than on inherent spiritual resource value, indicating that spiritual 

practices may help or harm depending on situational context."188 This comparative 
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analysis reveals that religious coping may provide sacred transcendence, spiritual 

struggle, or contextual meaning-making, demanding individualized rather than 

generalized spiritual assessment. 

Professional cultural competency requirements for religiously diverse populations 

present divergent perspectives on how mental health training should address spiritual 

dimensions of client identity. Ridley establishes multicultural competency through 

cultural bias awareness, arguing that "effective therapy with religious clients requires 

systematic examination of clinician secular assumptions because unconscious anti-

religious bias undermines therapeutic alliance formation and treatment effectiveness."189 

Constantine challenges this bias-awareness model by examining intersectionality 

frameworks, contending that "religious cultural competency cannot be separated from 

other identity dimensions because spiritual beliefs intersect with race, gender, and class in 

ways that require integrated rather than compartmentalized cultural assessment."190 Hays 

provides yet another framework through cultural identity development, demonstrating 

that "religious competency develops through understanding how spiritual identity 

influences psychological functioning rather than through theological knowledge 

acquisition, requiring clinical rather than pastoral training emphases."191 These 

contrasting viewpoints establish that religious cultural competency may require bias 

 

189 Charles R. Ridley, Overcoming Unintentional Racism in Counseling and Therapy, 2nd ed. (Thousand 
Oaks, CA: Sage Publications, 2005), 234. 

190 Madonna G. Constantine, Addressing Racism in Multicultural Counseling (Hoboken, NJ: John Wiley & 
Sons, 2007), 156. 

191 Danica G. Hays, Multicultural Issues in Counseling, 4th ed. (Alexandria, VA: American Counseling 
Association, 2016), 267. 



 

79 

awareness, intersectional analysis, or identity development focus, necessitating training-

specific rather than generic multicultural approaches. 

 

Importance of Cultural Competence and Sensitivity in Mental Health 
Care 
 

Cultural competence theoretical frameworks demonstrate fundamental 

disagreements about how mental health professionals should address diverse religious 

and cultural backgrounds in therapeutic practice. Sue establishes multicultural 

competence through tripartite awareness models, arguing that "effective cross-cultural 

counseling requires systematic development of cultural self-awareness, knowledge of 

diverse worldviews, and culturally appropriate intervention skills because therapeutic 

effectiveness demands congruence between practitioner competencies and client cultural 

contexts."192 Helms challenges this competency-based approach by examining racial 

identity development theory, contending that "cultural competence cannot be achieved 

through skill acquisition alone because therapeutic relationships depend on understanding 

how cultural identity development influences both client presentation and counselor 

responses to cultural difference."193 Ali provides yet another perspective through 

intersectionality frameworks, demonstrating that "multicultural competence requires 

simultaneous attention to multiple identity dimensions because religious, racial, and 

gender identities intersect in ways that cannot be addressed through single-identity 

 

192 Derald Wing Sue, Multicultural Counseling Competencies: Individual and Organizational Development 
(Thousand Oaks, CA: Sage Publications, 1998), 45. 

193 Janet E. Helms, A Race Is a Nice Thing to Have: A Guide to Being a White Person or Understanding the 
White Persons in Your Life, 2nd ed. (Topeka, KS: Content Communications, 2008), 134. 



 

80 

cultural training approaches."194 These divergent theoretical positions establish that 

cultural competence may reflect skill development, identity awareness, or intersectional 

analysis, necessitating comprehensive rather than compartmentalized training 

approaches. 

Spiritual integration in therapeutic practice reveals contrasting perspectives on 

how mental health professionals should incorporate religious dimensions into evidence-

based treatment protocols. Pargament establishes spiritually integrated therapy through 

sacred-secular collaboration models, arguing that "effective therapeutic integration 

requires systematic incorporation of spiritual resources alongside psychological 

interventions because many clients' healing processes depend on addressing both 

psychological symptoms and spiritual concerns simultaneously."195 Miller challenges this 

integration approach by examining client-centered spirituality frameworks, contending 

that "spiritual elements should emerge from clients' own religious commitments rather 

than from therapist-directed integration because authentic spiritual healing requires client 

ownership of religious resources rather than professional prescription of spiritual 

interventions."196 Comas-Díaz offers yet another analytical framework through liberation 

psychology, demonstrating that "spiritual integration must address systemic oppression 

dimensions because many clients' psychological distress reflects cultural marginalization 
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that requires both individual healing and community empowerment approaches."197 This 

comparative analysis reveals that spiritual integration may require systematic 

incorporation, client-directed emergence, or liberation-focused intervention, demanding 

flexible rather than standardized integration protocols. 

Community collaboration models between mental health professionals and 

religious institutions present divergent explanations for how clinical and spiritual 

resources can complement rather than compete in service delivery. Kleinman establishes 

collaborative care through cultural broker theory, arguing that "effective community 

mental health requires indigenous healers and clinical professionals to function as 

cultural brokers because psychological healing occurs within cultural meaning systems 

that require insider knowledge for therapeutic effectiveness."198 Rasheed challenges this 

broker model by examining community empowerment frameworks, contending that 

"successful collaboration depends on shifting power dynamics between professional and 

community resources rather than on individual broker relationships because systemic 

change requires institutional rather than interpersonal intervention approaches."199 

Organista provides yet another perspective through ecological intervention models, 

demonstrating that "community collaboration succeeds when mental health services 

integrate into existing community support networks rather than when religious 

institutions refer to external clinical resources because effective intervention requires 
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ecosystem-level rather than individual-level change."200 These contrasting viewpoints 

establish that community collaboration may require cultural brokerage, power 

redistribution, or ecological integration, necessitating context-specific rather than 

universal partnership approaches. 

 

Strategies for Navigating the Intersection of Faith and Mental Health 

Professional collaboration frameworks between religious leaders and mental 

health practitioners reveal competing theoretical perspectives on how spiritual and 

clinical expertise should intersect in service delivery. Rosmarin establishes integrated 

collaboration through complementary resource theory, arguing that "effective mental 

health intervention requires systematic coordination between religious and clinical 

professionals because spiritual distress and psychological symptoms frequently co-occur 

in ways that demand both therapeutic and pastoral expertise."201 Worthington challenges 

this complementary approach by examining role boundary theory, contending that 

"successful collaboration depends on maintaining distinct professional domains rather 

than on integrated service delivery because role confusion undermines both spiritual 

authority and clinical effectiveness when boundaries become unclear."202 Hathaway 

provides yet another analytical framework through interprofessional education models, 

demonstrating that "collaborative effectiveness requires systematic training in cross-
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disciplinary communication rather than assuming natural partnership development 

because professional socialization creates distinct worldviews that require intentional 

bridge-building strategies."203 These divergent positions establish that professional 

collaboration may require resource integration, boundary maintenance, or communication 

training, necessitating context-specific rather than universal partnership models. 

Community mental health literacy initiatives within religious contexts 

demonstrate contrasting explanations for how educational interventions should address 

stigma reduction and help-seeking behavior change. Corrigan establishes stigma 

reduction through contact theory, arguing that "effective stigma intervention requires 

direct interaction between community members and individuals with lived mental health 

experience because personal contact challenges stereotypical beliefs more effectively 

than educational information alone."204 Link challenges this contact-based model by 

examining modified labeling theory, contending that "stigma reduction efforts may 

inadvertently increase mental health awareness while simultaneously reinforcing 

discriminatory attitudes because public education campaigns can strengthen rather than 

weaken categorical thinking about mental illness."205 Watson offers yet another 

perspective through social identity theory, demonstrating that "community education 

succeeds when interventions align with existing group values rather than challenging 

fundamental belief systems because attitude change requires cultural congruence rather 

 

203 William L. Hathaway, Religiously Oriented Psychotherapy (Washington, DC: American Psychological 
Association, 2008), 203. 

204 Patrick W. Corrigan, The Stigma of Mental Illness: Explanatory Models and Methods for Change 
(Washington, DC: American Psychological Association, 2005), 156. 

205 Bruce G. Link, Conceptualizing Stigma (Piscataway, NJ: Rutgers University Press, 2001), 234. 



 

84 

than ideological confrontation."206 This comparative analysis reveals that stigma 

reduction may require interpersonal contact, structural awareness, or value alignment, 

demanding culturally responsive rather than standardized educational approaches. 

Therapeutic space creation in religiously integrated settings presents divergent 

theoretical frameworks for how environmental and relational factors influence treatment 

effectiveness and client engagement. Sue establishes culturally responsive environments 

through ecological validity theory, arguing that "therapeutic effectiveness requires 

treatment settings that reflect clients' cultural backgrounds because psychological healing 

occurs within familiar cultural contexts that validate rather than challenge core identity 

dimensions."207 Geertz challenges this cultural validation approach by examining 

symbolic interaction theory, contending that "therapeutic spaces succeed through creating 

new cultural meanings rather than reproducing existing ones because healing requires 

transformation of symbolic frameworks that maintain psychological distress."208 

Kleinman provides yet another analytical approach through illness narrative theory, 

demonstrating that "effective therapeutic environments facilitate storytelling processes 

that integrate spiritual and psychological dimensions rather than privileging either secular 

or religious interpretive frameworks because healing narratives require multidimensional 

meaning-making."209 These contrasting viewpoints establish that therapeutic space 

creation may require cultural validation, symbolic transformation, or narrative 
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integration, necessitating individualized rather than standardized environmental 

approaches. 

Summary of Faith & Mental Health Intersection 

The intersection of faith and mental health represents a complex, multifaceted 

domain characterized by competing theoretical frameworks and divergent empirical 

findings. This literature reveals fundamental tensions between religious and clinical 

approaches to psychological distress, with scholars offering contrasting explanations for 

how spiritual beliefs, practices, and communities influence mental health outcomes. 

These tensions become particularly evident when examining the diverse pathways 

through which religious engagement affects psychological well-being. Research 

demonstrates mixed relationships between religious participation and mental health 

outcomes, particularly within African American communities. While some studies 

establish positive correlations between church attendance and psychological well-being, 

other research highlights how systemic barriers—including racism, classism, and health 

disparities—may override potential religious protective effects. The literature suggests 

that religious participation operates through multiple pathways: direct psychological 

benefits, systemic barrier interactions, and institutional intervention capacity, rather than 

through singular protective mechanisms. This complexity becomes more pronounced 

when considering the role of religious leaders who often serve as primary mental health 

resources within their communities. A significant gap exists between clergy involvement 

in mental health provision and their professional preparation for such roles. Many Black 

clergy serve as frontline mental health providers despite reporting insufficient training to 

address complex psychological issues. This creates professional boundary tensions 
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between spiritual guidance and clinical intervention, with competing perspectives on 

whether clergy should receive enhanced mental health training, maintain distinct pastoral 

roles, or develop formal collaboration partnerships with mental health professionals. 

These boundary challenges directly impact the cultural competency requirements for 

effective therapeutic intervention within religious communities. 

Effective mental health treatment within religious contexts requires sophisticated 

cultural competency that addresses both historical trauma and contemporary cultural 

preferences. African American religious communities, in particular, demonstrate distinct 

help-seeking patterns that favor pastoral over professional mental health consultation. 

This necessitates therapeutic approaches that integrate cultural sensitivity, historical 

awareness, and religious accommodation simultaneously rather than focusing solely on 

clinical or spiritual dimensions. Understanding these cultural dynamics becomes essential 

when examining how individuals utilize religious resources to cope with psychological 

distress. The literature reveals contrasting theoretical explanations for how spiritual 

practices influence psychological resilience through religious coping mechanisms. 

Positive religious coping strategies—including prayer, spiritual connectedness, and 

meaning-making—demonstrate differential effectiveness depending on individual 

characteristics and situational contexts. However, negative religious coping, 

characterized by spiritual struggle, divine abandonment experiences, and religious doubt, 

can exacerbate psychological distress. This suggests that religious coping operates 

through multiple mechanisms including cognitive reframing, social support provision, 

and meaning system maintenance. These varied coping mechanisms create significant 
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challenges for mental health professionals attempting to integrate spiritual elements into 

evidence-based treatment protocols. 

Mental health professionals face competing demands regarding spiritual 

integration within therapeutic practice. Some scholars advocate for systematic 

incorporation of spiritual resources alongside psychological interventions, while others 

emphasize client-directed spiritual emergence or liberation-focused approaches that 

address systemic oppression. The literature suggests that effective spiritual integration 

requires flexible, individualized protocols rather than standardized approaches, with 

integration effectiveness depending on therapist competency, client preferences, and 

therapeutic context. These integration challenges are further complicated by the distinct 

treatment-seeking patterns exhibited by religiously committed individuals. Religious 

individuals demonstrate unique patterns in mental health service utilization, often 

preferring religious authority consultation over professional treatment. Barriers to 

professional service engagement include worldview conflicts, concerns about spiritual 

competency among mental health providers, and fears about meaning system disruption. 

The literature suggests that successful treatment engagement requires addressing these 

barriers through enhanced professional spiritual competency, collaborative care models, 

or integration pathways that honor both religious and clinical resources. These help-

seeking patterns are significantly influenced by the gatekeeping functions performed by 

religious leaders and institutions within their communities. 

Religious leaders and institutions function as complex gatekeepers within mental 

health systems, operating through vulnerability-based pastoral care, bounded spiritual 

competence, or institutional collaboration models. The literature demonstrates that 
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effective religious leadership in mental health contexts requires clarity about professional 

boundaries, competency limitations, and referral responsibilities. Religious institutions 

may serve as protective buffers against social trauma, social capital brokers, or direct 

service providers, depending on community characteristics and institutional resources. 

This gatekeeping function necessitates sophisticated approaches to community 

collaboration between religious and clinical resources. Mental health professionals 

require enhanced multicultural competencies that address religious diversity through skill 

development, identity awareness, or intersectional analysis. Community collaboration 

between clinical and religious resources may operate through cultural brokerage, power 

redistribution, or ecological integration, depending on local contexts and partnership 

structures. The literature emphasizes that successful collaboration requires understanding 

of specific cultural and religious contexts rather than generic multicultural approaches. 

These collaborative requirements have significant implications for training, practice, and 

policy development. 

Several key implications emerge from this literature that demand systematic 

attention from practitioners, educators, and policymakers. Mental health professionals 

need enhanced spiritual cultural competency training that addresses specific religious 

traditions rather than generic spiritual sensitivity. Effective faith-mental health 

partnerships require clear professional boundaries, systematic training in cross-

disciplinary communication, and context-specific implementation approaches. 

Community mental health literacy initiatives within religious contexts require culturally 

responsive approaches that align with existing group values rather than challenging 

fundamental belief systems. Spiritual integration in therapeutic practice demands 
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individualized, flexible approaches that accommodate client preferences, therapeutic 

contexts, and practitioner competencies. Additionally, addressing mental health within 

religious communities requires attention to both individual psychological factors and 

systemic issues including historical trauma, structural oppression, and community 

resources. The intersection of faith and mental health ultimately represents a dynamic, 

contested domain that resists simple theoretical explanations or universal practice 

guidelines. The literature demonstrates that effective intervention requires nuanced 

understanding of how religious beliefs, practices, and communities interact with 

psychological processes, cultural contexts, and professional systems. Rather than seeking 

singular solutions, practitioners and researchers must develop flexible, culturally 

responsive approaches that honor both religious authenticity and clinical effectiveness 

while addressing the complex interplay between spiritual, psychological, and social 

dimensions of human experience. This requires ongoing dialogue between religious and 

mental health communities to develop collaborative frameworks that serve the diverse 

needs of individuals, navigating both spiritual and psychological challenges. These 

collaborative imperatives become particularly critical when examining mental health 

resources within African American communities, where the intersection of faith and 

mental health takes on distinct characteristics shaped by unique historical, cultural, and 

institutional factors that demand specialized understanding and culturally responsive 

resource development. 



 

90 

Mental Health Resources in the African American Communities 

The role of African American religious institutions in mental health service 

delivery reveals divergent perspectives on institutional capacity and effectiveness. 

Billingsley argues that Black churches possess unique structural advantages for mental 

health intervention, emphasizing their historical function as comprehensive community 

service providers and their established trust relationships within African American 

communities.210 His institutional analysis positions churches as naturally equipped mental 

health resources due to their existing pastoral care frameworks and community 

embeddedness. Conversely, Lincoln and Mamiya challenge assumptions about automatic 

institutional effectiveness, contending that religious institutions require systematic 

organizational development to function as legitimate mental health resources.211 Their 

sociological examination reveals significant variations in institutional capacity, arguing 

that church size, leadership training, and resource availability determine mental health 

service effectiveness rather than inherent religious advantages. 

While Billingsley emphasizes institutional readiness, Pattillo presents a more 

complex view of church-based mental health capacity, noting that class dynamics within 

African American congregations significantly influence service accessibility and 

quality.212 Her ethnographic research demonstrates that middle-class church leadership 

often lacks understanding of mental health challenges facing low-income congregation 
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members, creating barriers to effective service delivery. This perspective complicates 

simplified narratives about religious institutional effectiveness, suggesting that social 

stratification within congregations affects mental health resource distribution and 

utilization patterns.  

 
Cultural Adaptation in Therapeutic Practice 

The integration of cultural elements into mental health treatment generates 

substantial debate regarding therapeutic modification boundaries and effectiveness 

measures. Sue and Sue advocate for systematic cultural adaptation of evidence-based 

treatments, arguing that therapeutic effectiveness requires fundamental modifications to 

accommodate cultural worldviews and communication patterns.213 Their multicultural 

counseling framework emphasizes that standard therapeutic approaches often reflect 

dominant cultural assumptions that may conflict with African American spiritual and 

cultural values. Boyd-Franklin extends this argument specifically to African American 

therapeutic contexts, contending that family systems approaches must incorporate 

extended kinship networks, spiritual beliefs, and historical trauma experiences to achieve 

therapeutic effectiveness.214 However, Bernal and Sáez-Santiago offer a more cautious 

perspective on cultural adaptation, emphasizing that therapeutic modifications must 

maintain treatment fidelity while incorporating cultural elements.215 Their research 

framework suggests that cultural adaptations should enhance rather than replace core 
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therapeutic mechanisms, arguing that excessive modification risks compromising 

evidence-based treatment effectiveness. This tension between cultural responsiveness and 

treatment integrity reflects broader debates within mental health practice regarding the 

balance between cultural accommodation and therapeutic standardization.  

 

Collaborative Care Model Implementation 

The development of collaborative care approaches between religious and clinical 

providers reveals fundamental disagreements about professional boundaries and service 

integration. Koenig promotes extensive collaboration between clergy and mental health 

professionals, arguing that systematic partnerships enhance treatment accessibility and 

effectiveness for religious individuals.216 His medical perspective emphasizes that 

religious leaders can serve as valuable screening and referral resources when properly 

trained and integrated into broader healthcare systems. Similarly, Worthington advocates 

for collaborative approaches that leverage religious resources while maintaining clear 

professional boundaries and appropriate referral protocols.217 

In contrast, Pargament questions the assumptions underlying collaborative care 

models, arguing that superficial integration may compromise both religious authenticity 

and clinical effectiveness.218 His psychological analysis suggests that meaningful 

collaboration requires deep understanding of religious frameworks rather than simple 
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service coordination, contending that many collaborative efforts fail due to inadequate 

attention to theological and clinical compatibility. This perspective highlights the 

complexity of developing effective partnerships between fundamentally different helping 

systems with distinct epistemological foundations and intervention approaches.  

 

Professional Development and Training Frameworks 

The preparation of religious leaders for mental health-related responsibilities 

generates significant controversy regarding appropriate training scopes and professional 

boundaries. Weaver argues that clergy require extensive mental health training to fulfill 

their pastoral care responsibilities effectively, advocating for systematic integration of 

psychological knowledge into seminary education.219 His social work perspective 

emphasizes that religious leaders regularly encounter mental health issues and need 

professional-level competencies to provide appropriate care and referrals. Stone supports 

expanded clergy training while emphasizing pastoral identity preservation, arguing that 

enhanced mental health knowledge strengthens rather than compromises pastoral 

effectiveness.220 

However, Benner challenges extensive mental health training for clergy, arguing 

that such approaches risk compromising distinct pastoral identity and spiritual care 

expertise.221 His psychological perspective contends that clergy are most effective when 
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they maintain clear spiritual focus rather than attempting to function as quasi-mental 

health professionals. This debate reflects broader tensions regarding professional role 

boundaries and the appropriate scope of pastoral care responsibilities within religious 

communities facing mental health challenges. 

 

Counseling and Therapy Services 

Therapeutic Integration Within Religious Contexts 

The incorporation of therapeutic services within African American religious 

institutions reveals fundamental tensions between clinical practice and spiritual care 

approaches. Pargament argues that effective therapeutic integration requires sophisticated 

understanding of religious meaning-making systems, contending that superficial attempts 

at spiritual incorporation often compromise both therapeutic effectiveness and religious 

authenticity.222 His psychological framework emphasizes that successful integration 

demands deep engagement with religious worldviews rather than simple 

acknowledgment of spiritual beliefs. Conversely, Koenig advocates systematic 

collaboration between religious and clinical providers, arguing that such partnerships 

enhance treatment accessibility while maintaining appropriate professional boundaries.223 

His medical perspective suggests that religious institutions can serve as effective 

screening and referral resources when properly integrated into broader healthcare 

systems. 
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While Pargament focuses on meaning-making complexities, Boyd-Franklin 

presents a structural analysis of therapeutic adaptation within African American religious 

contexts, emphasizing that effective therapy must accommodate extended kinship 

networks and communal decision-making processes characteristic of Black church 

communities.224 Her family systems approach highlights how individual therapeutic goals 

often require community-level interventions, particularly when addressing mental health 

concerns that carry cultural stigma. This perspective complicates both Pargament's 

individualized meaning-making focus and Koenig's systematic collaboration model by 

introducing communal therapeutic dynamics. 

 

Cultural Competency in Clinical Practice 

The development of culturally responsive therapeutic approaches generates 

substantial debate regarding adaptation boundaries and effectiveness measures. Sue and 

Sue advocate for fundamental modifications to standard therapeutic protocols, arguing 

that cultural competency requires systematic integration of cultural worldviews, 

communication patterns, and healing traditions into clinical practice.225 Their 

multicultural framework contends that therapeutic effectiveness depends on cultural 

congruence rather than simple cultural awareness, suggesting that standard approaches 

often reflect dominant cultural assumptions incompatible with African American spiritual 

and communal values. 
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In contrast, Bernal and Scharron-del-Río present a more conservative approach to 

cultural adaptation, emphasizing treatment fidelity preservation while incorporating 

cultural elements.226 Their research framework argues that excessive modification risks 

compromising evidence-based treatment mechanisms, advocating for surface-level 

cultural adaptations that enhance accessibility without fundamentally altering therapeutic 

processes. This tension between cultural responsiveness and treatment integrity reflects 

broader debates within mental health practice regarding the balance between cultural 

accommodation and clinical standardization. Akbar extends cultural competency 

discussions by challenging Western therapeutic frameworks entirely, arguing that African 

American mental health requires Afrocentric approaches that prioritize communal 

healing and spiritual wholeness over individualistic symptom reduction.227 His 

psychological perspective suggests that authentic cultural competency necessitates 

epistemological shifts rather than procedural modifications, positioning Western 

therapeutic models as fundamentally incompatible with African American healing 

traditions. This radical position contrasts sharply with both Sue and Sue's adaptation 

approach and Bernal and Scharron-del-Río's fidelity concerns. 

 

Peer Support and Community-Based Interventions 

The effectiveness of peer support mechanisms within religious contexts reveals 

divergent perspectives on professional versus experiential expertise. Taylor and Chatters 
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argue that natural support systems within African American churches provide unique 

therapeutic advantages, emphasizing that shared cultural and spiritual experiences create 

healing relationships unavailable in traditional clinical settings.228 Their sociological 

analysis positions peer support as inherently more accessible and culturally relevant than 

professional interventions, suggesting that lived experience often surpasses clinical 

training in addressing community-specific mental health challenges. 

However, Neighbors and Jackson present a more complex view of peer support 

effectiveness, arguing that helping informal relationships require systematic structure and 

professional oversight to achieve therapeutic goals.229 Their epidemiological research 

reveals that while peer support enhances treatment engagement, it often lacks the clinical 

sophistication necessary for addressing severe mental health conditions. This perspective 

suggests that peer support functions most effectively as a complement to rather than 

replacement for professional intervention, challenging assumptions about experiential 

expertise superiority. 

 

Stigma Reduction and Help-Seeking Behavior 

The relationship between religious involvement and mental health stigma 

generates conflicting empirical findings and theoretical interpretations. Snowden argues 

that African American churches often perpetuate mental health stigma through 
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theological frameworks that emphasize spiritual causation of psychological distress, 

contending that religious explanations discourage professional help-seeking by 

positioning mental health problems as spiritual failures.230 His public health analysis 

suggests that religious institutions require systematic education and attitude modification 

to function as effective mental health resources rather than barriers to care. 

Conversely, Chatters and Taylor present evidence that religious involvement 

correlates with increased mental health service utilization among African Americans, 

arguing that churches provide crucial social support that facilitates rather than impedes 

professional help-seeking.231 Their longitudinal research demonstrates that religiously 

active individuals show greater willingness to discuss mental health concerns and pursue 

treatment when services are presented within culturally familiar contexts. This finding 

directly contradicts stigma perpetuation arguments by suggesting that religious 

involvement enhances rather than reduces mental health service accessibility. 

 

Faith-Based Support Systems and Therapeutic Interventions 

Support Group Efficacy Within Religious Frameworks 

The therapeutic potential of faith-based support groups reveals contrasting 

perspectives on group dynamics and healing mechanisms. Pargament emphasizes that 

religious support groups possess unique advantages through their integration of meaning-
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making processes with peer interaction, arguing that spiritual frameworks provide 

coherent explanatory systems for psychological distress that secular support models 

cannot replicate.232 His psychological analysis positions religious support groups as 

inherently more effective than secular alternatives because they address existential 

concerns alongside symptom management, creating what he terms "sacred support 

communities." Conversely, Yalom challenges assumptions about religious group 

superiority, contending that therapeutic effectiveness depends on group process quality 

rather than ideological framework, with his extensive clinical research demonstrating that 

secular and religious groups achieve comparable outcomes when proper therapeutic 

factors are maintained.233 

While Pargament focuses on meaning-making advantages, Koenig presents 

empirical evidence suggesting that religious support groups demonstrate measurably 

superior outcomes for individuals with strong faith commitments, particularly regarding 

treatment adherence and long-term recovery maintenance.234 His medical perspective 

emphasizes quantifiable health benefits, including reduced hospitalization rates and 

improved medication compliance among participants in faith-based support interventions. 

This evidence-based approach contrasts with Yalom's process-oriented analysis by 

prioritizing outcome measurement over mechanism understanding, suggesting 

fundamental disagreement about evaluation criteria for support group effectiveness. 
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Peer Mentoring and Experiential Authority 

The role of lived experience versus professional training in peer mentoring 

generates significant theoretical tension within religious mental health contexts. Taylor 

and Chatters argue that natural support systems within African American religious 

communities provide culturally authentic mentoring relationships unavailable through 

professional services, emphasizing that shared spiritual and cultural experiences create 

healing connections that transcend clinical expertise.235 Their sociological framework 

positions experiential knowledge as superior to professional training for addressing 

community-specific mental health challenges, particularly regarding cultural mistrust and 

spiritual integration concerns. 

However, Neighbors and Jackson present a more cautious assessment of peer 

mentoring effectiveness, arguing that informal helping relationships require systematic 

structure and professional oversight to avoid potential harm and achieve therapeutic 

objectives.236 Their epidemiological research reveals that while peer mentoring enhances 

engagement and cultural relevance, it often lacks clinical sophistication necessary for 

addressing severe mental health conditions or complex trauma histories. This tension 

between experiential authenticity and clinical competence reflects broader debates about 

professional boundaries and the appropriate scope of peer intervention within religious 

contexts. 
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Integrated Care Models and Professional Collaboration 

The development of collaborative frameworks between religious and clinical 

providers reveals fundamental disagreements about service integration approaches and 

professional role definitions. Boyd-Franklin advocates for systematic integration of 

spiritual elements into clinical practice, arguing that effective therapy for African 

Americans requires incorporation of religious worldviews, extended family systems, and 

cultural healing traditions into evidence-based treatment protocols.237 Her family systems 

approach emphasizes that successful integration demands fundamental therapeutic 

modifications rather than superficial cultural accommodations, positioning religious 

integration as essential for therapeutic effectiveness rather than optional enhancement. 

In contrast, Sue and Sue promote collaborative models that maintain distinct 

professional boundaries while facilitating coordinated care between religious and clinical 

providers, arguing that each system possesses unique strengths that complement rather 

than replace one another.238 Their multicultural framework suggests that successful 

collaboration requires clear role delineation and systematic communication protocols 

rather than therapeutic integration, emphasizing that professional integrity depends on 

maintaining specialized expertise boundaries. Worthington extends this collaborative 

perspective by proposing structured partnership models that leverage religious resources 

for treatment engagement while preserving clinical decision-making authority for mental 

health professionals.239 
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Stigma Reduction and Community-Based Intervention 

The relationship between religious involvement and mental health stigma 

generates conflicting theoretical interpretations and empirical findings. Lincoln and 

Mamiya argue that African American churches possess unique capacity for stigma 

reduction through their historical role as comprehensive community service providers, 

contending that religious institutions can normalize mental health discussions by 

integrating them into existing pastoral care frameworks.240 Their sociological analysis 

emphasizes that churches' established trust relationships and cultural authority position 

them as ideal venues for challenging mental health misconceptions and promoting help-

seeking behavior within African American communities. 

Conversely, Snowden presents evidence that religious institutions often 

perpetuate mental health stigma through theological frameworks emphasizing spiritual 

causation of psychological distress, arguing that religious explanations frequently 

discourage professional help-seeking by positioning mental health problems as indicators 

of spiritual inadequacy.241 His public health perspective suggests that religious 

involvement can create barriers to appropriate care when spiritual interpretations replace 

rather than complement clinical understanding. This fundamental disagreement about 

religion's role in stigma perpetuation versus reduction reflects broader tensions between 

spiritual and medical models of mental health explanation and intervention. 
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Partnerships with Mental Health Professionals and Organizations 

Collaborative frameworks between religious institutions and mental health 

professionals generate divergent perspectives on service delivery models and professional 

boundary maintenance. Koenig advocates for systematic integration of faith-based 

resources within clinical practice, arguing that religious institutions provide essential 

cultural access points that traditional mental health systems cannot replicate, particularly 

for African American communities where church attendance correlates with increased 

treatment engagement.242 His medical framework emphasizes quantifiable health 

outcomes, demonstrating that collaborative programs achieve superior treatment 

adherence rates compared to secular interventions alone. Conversely, Pargament 

challenges purely integrative approaches, contending that effective collaboration requires 

preservation of distinct religious and clinical domains while facilitating coordinated care 

pathways.243 His psychological analysis suggests that role confusion between spiritual 

and clinical providers can compromise both therapeutic effectiveness and religious 

authenticity, advocating complementary rather than integrated service models. 

The tension between professional expertise and cultural authenticity emerges as a 

central concern in collaborative mental health initiatives. Boyd-Franklin argues that 

successful partnerships demand fundamental modification of clinical approaches to 

accommodate African American cultural frameworks, emphasizing that mental health 

professionals must develop competency in extended family systems, spiritual 

worldviews, and community-based healing traditions to achieve therapeutic effectiveness 
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within religious contexts.244 Her family systems perspective positions cultural adaptation 

as essential rather than optional, suggesting that collaboration failure often stems from 

insufficient cultural understanding rather than logistical challenges. However, Snowden 

presents a more cautious assessment of cultural modification, arguing that excessive 

adaptation risks compromising evidence-based treatment protocols while potentially 

reinforcing cultural stereotypes about African American mental health needs.245 His 

public health analysis emphasizes that effective collaboration requires balance between 

cultural responsiveness and clinical integrity, warning against assumptions that religious 

frameworks necessarily enhance therapeutic outcomes. 

Financial sustainability and organizational structure represent persistent 

challenges in church-based mental health programming. Taylor and Chatters demonstrate 

that successful collaborative programs require diverse funding streams and clear 

organizational hierarchies to maintain long-term viability, with their longitudinal research 

revealing that programs dependent on single funding sources show significantly higher 

discontinuation rates than those with multiple resource bases.246 Their sociological 

framework emphasizes institutional capacity building as prerequisite for effective 

collaboration, arguing that churches must develop administrative infrastructure 

comparable to clinical organizations to sustain professional partnerships. Meanwhile, 

Neighbors and Jackson focus on community resource mobilization, contending that 

successful programs leverage existing social networks and volunteer structures rather 

 

244 Franklin, Black Families in Therapy, 45. 

245 Snowden, “Barriers to Effective Mental Health Services,” 187. 
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than creating parallel professional systems.247 Their epidemiological perspective suggests 

that sustainability depends more on community ownership and participation than on 

formal organizational structures, positioning grassroots engagement as the primary 

determinant of program longevity. 

Training requirements and professional development create additional complexity 

in collaborative mental health initiatives. Worthington argues that effective partnerships 

require bidirectional education, with mental health professionals developing spiritual 

competency while religious leaders acquire clinical skills, emphasizing that successful 

collaboration depends on mutual professional development rather than role 

segregation.248 His counseling psychology approach advocates for systematic training 

programs that enhance cross-professional understanding while maintaining distinct 

expertise areas. In contrast, Sue and Sue warn against extensive cross-training initiatives, 

arguing that professional boundary blurring can compromise both clinical effectiveness 

and spiritual authenticity, particularly when cultural competency training becomes 

superficial rather than transformative.249 Their multicultural framework suggests that 

successful collaboration requires clear role delineation and systematic communication 

protocols rather than professional skill sharing, emphasizing that effectiveness depends 

on coordinated expertise rather than merged competencies. 

 

 

247 Neighbors and Jackson, "The Use of Informal and Formal Help," 629. 

248 Worthington, Hope-Focused Marriage Counseling, 234 

249 Sue et al., Counseling the Culturally Diverse, 271. 
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Religion as a Therapeutic Concern 

The integration of spiritual considerations within therapeutic practice reveals 

fundamental disagreements about professional competency requirements and treatment 

modification protocols. Pargament argues that mental health professionals must develop 

systematic spiritual assessment capabilities to address the religious dimensions of 

psychological distress, emphasizing that therapeutic effectiveness depends on clinicians' 

ability to understand and incorporate clients' sacred frameworks into treatment 

planning.250 His psychological research demonstrates that spiritually integrated 

interventions achieve superior outcomes for religious clients compared to secular 

approaches, particularly regarding treatment engagement and long-term recovery 

maintenance. Conversely, Koenig challenges assumptions about necessary spiritual 

integration, contending that collaborative referral systems between religious and clinical 

providers offer more appropriate service delivery than modified therapeutic 

approaches.251 His medical perspective emphasizes that professional boundary 

maintenance preserves both clinical effectiveness and spiritual authenticity, arguing that 

integration attempts often compromise specialized expertise in both domains. 

Clerical competency in mental health recognition and intervention generates 

contrasting assessments of pastoral care effectiveness and training requirements. Taylor 

and Chatters demonstrate that religious leaders possess unique cultural access and trust 

relationships that enable effective identification of psychological distress within African 

American communities, with their longitudinal research revealing that congregants prefer 

 

250 Pargament, Spiritually Integrated Psychotherapy, 168. 

251 Koenig, Medicine, Religion, and Health, 134. 



 

107 

initial help-seeking through pastoral channels rather than clinical services.252 Their 

sociological analysis positions clergy as essential gatekeepers whose cultural competency 

often exceeds that of mental health professionals in addressing community-specific 

concerns. However, Neighbors and Jackson present evidence that pastoral interventions 

frequently delay appropriate clinical care, particularly for severe mental health conditions 

requiring specialized treatment protocols.253 Their epidemiological study reveals that 

individuals receiving extended pastoral counseling before professional referral show 

poorer treatment outcomes than those accessing clinical services directly, suggesting that 

clerical intervention can impede rather than facilitate effective care. 

Training models for religious-clinical collaboration reflect divergent perspectives 

on professional development priorities and educational content. Worthington advocates 

for bidirectional competency development, arguing that effective partnerships require 

mental health professionals to acquire religious literacy while clergy develop clinical 

assessment skills, emphasizing that mutual education enhances both spiritual and 

therapeutic interventions.254 His counseling psychology framework suggests that cross-

training programs create more culturally responsive treatment systems by bridging 

professional knowledge gaps. In contrast, Boyd-Franklin warns against superficial 

cultural education, contending that effective collaboration depends on deep cultural 

immersion rather than brief competency training, particularly when addressing the 

complex spiritual and family dynamics characteristic of African American 
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communities.255 Her family systems approach emphasizes that successful partnerships 

require fundamental cultural transformation rather than skill acquisition, positioning 

cultural competency as developmental process rather than educational outcome. 

Institutional frameworks for sustaining religious-clinical partnerships generate 

competing theories about organizational structure and resource allocation. Sue and Sue 

argue that formal collaborative agreements and dedicated funding streams provide 

essential stability for long-term partnership maintenance, with their multicultural research 

demonstrating that structured organizational relationships achieve superior sustainability 

compared to informal arrangements.256 Their framework emphasizes administrative 

coordination and clear role delineation as prerequisites for effective collaboration, 

positioning institutional support as more critical than interpersonal relationships. 

Conversely, Lincoln and Mamiya contend that successful partnerships emerge from 

organic community relationships and shared cultural values rather than formal 

organizational structures, arguing that bureaucratic frameworks can inhibit the cultural 

authenticity essential for effective religious-clinical collaboration.257 Their historical 

analysis of African American religious institutions suggests that community-based 

partnerships achieve greater cultural relevance and community acceptance than 

professionally structured initiatives. 
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Summary of Mental Resources in the African American Communities 

African American religious institutions serve as primary mental health resources 

within their communities, functioning as comprehensive service providers with 

established trust relationships and cultural accessibility. Research demonstrates that over 

70 percent of Black churches offer some form of mental health support, ranging from 

pastoral counseling to structured therapeutic programs. These institutions possess unique 

structural advantages including existing pastoral care frameworks, community 

embeddedness, and natural support networks that facilitate mental health intervention. 

However, significant variations exist in institutional capacity and service quality, with 

church size, leadership training, and resource availability determining effectiveness rather 

than inherent religious advantages. The Black Church's historical role as a comprehensive 

community service provider positions it as a naturally equipped mental health resource, 

though systematic organizational development is often required to function as legitimate 

clinical alternatives. Counseling and therapeutic services within African American 

communities reflect both traditional clinical approaches and culturally adapted 

interventions that incorporate spiritual frameworks and extended family dynamics. 

Mental health professionals increasingly recognize the need for systematic cultural 

adaptation of evidence-based treatments to accommodate African American worldviews, 

communication patterns, and healing traditions. Therapeutic effectiveness often depends 

on incorporating extended kinship networks, spiritual beliefs, and historical trauma 

experiences into treatment planning, particularly when addressing mental health concerns 

that carry cultural stigma. Some approaches advocate fundamental modifications to 

standard therapeutic protocols, while others emphasize maintaining treatment fidelity 
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while incorporating surface-level cultural elements. Additionally, Afrocentric therapeutic 

approaches that prioritize communal healing and spiritual wholeness over individualistic 

symptom reduction represent alternative frameworks specifically designed for African 

American mental health needs. 

Faith-based support systems and peer mentoring programs constitute significant 

mental health resources, offering culturally authentic healing relationships unavailable 

through traditional clinical settings. Religious support groups demonstrate unique 

advantages through their integration of meaning-making processes with peer interaction, 

providing coherent explanatory systems for psychological distress while addressing 

existential concerns alongside symptom management. Natural support systems within 

African American religious communities create mentoring relationships based on shared 

spiritual and cultural experiences, often proving more accessible and culturally relevant 

than professional interventions. However, the effectiveness of these peer support 

mechanisms varies considerably, with some research indicating that informal 

relationships require systematic structure and professional oversight to achieve 

therapeutic objectives, particularly for severe mental health conditions. Collaborative 

partnerships between religious institutions and mental health professionals represent 

emerging resources that leverage both spiritual and clinical expertise through coordinated 

care models. These partnerships range from systematic integration approaches that 

incorporate faith-based resources within clinical practice to complementary service 

models that maintain distinct professional boundaries while facilitating referral pathways. 

Successful collaborative programs require diverse funding streams, clear organizational 

hierarchies, and bidirectional training where mental health professionals develop spiritual 
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competency while religious leaders acquire clinical assessment skills. Implementation of 

structured collaborative frameworks has demonstrated measurable improvements in 

treatment accessibility, engagement rates, and therapeutic outcomes, particularly 

regarding treatment adherence and long-term recovery maintenance for religiously 

committed individuals. 

Training and capacity building initiatives represent crucial resources for 

enhancing mental health service delivery within African American communities. These 

programs address the recognition gap among clergy members, where religious leaders 

demonstrate effectiveness in managing everyday emotional concerns but show limited 

preparedness in identifying severe psychiatric symptoms. Systematic training programs 

aim to enhance clergy mental health literacy while developing cultural competency 

among mental health professionals to better serve African American clients. Additionally, 

community-based educational initiatives work to reduce mental health stigma within 

religious contexts and promote appropriate help-seeking behavior. The development of 

formal collaborative agreements, dedicated funding streams, and structured 

organizational relationships provides essential infrastructure for maintaining sustainable 

mental health resources over time, with institutional support proving more critical than 

individual professional relationships for long-term program viability. 

Summary of Literature Review 

This literature review reveals several critical findings that highlight both the 

central role and significant challenges of Black Church clergy in mental health ministry. 

The most significant empirical finding demonstrates that 71 percent of African American 

clergy report experiencing burnout while 61 percent report stress, indicating widespread 
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psychological distress among those serving as primary mental health resources for their 

communities. Concurrently, the research establishes that 30-40 percent of churchgoers 

utilize their church as a primary source of emotional and psychological support, 

positioning clergy as essential mental health gatekeepers despite lacking formal clinical 

training. This creates a critical professional preparation gap that operates 

bidirectionally—clergy lack mental health training while mental health professionals 

often lack cultural competency for African American religious contexts, a finding that 

has profound implications for service delivery and collaborative care models. 

The research reveals that over 70 percent of Black churches offer some form of 

mental health support, from pastoral counseling to structured therapeutic programs, 

establishing religious institutions as the primary mental health infrastructure within 

African American communities. However, the literature presents conflicting findings 

regarding religion's role in mental health stigma, with some studies indicating churches 

perpetuate stigma through spiritual causation frameworks while others demonstrate that 

religious involvement correlates with increased service utilization when services are 

culturally familiar. Most significantly, the review identifies a substantial research gap 

regarding the lived experiences of Black Church clergy addressing mental health crises, 

with scholars noting that despite the critical role clergy play, there is insufficient research 

exploring how they navigate complex tensions between theological frameworks 

emphasizing faith-based solutions and contemporary expectations for professional mental 

health intervention. These findings collectively demonstrate that while Black churches 

serve as essential mental health resources with unique cultural advantages, the current 

system operates under significant strain due to inadequate preparation, unclear 
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professional boundaries, and limited empirical understanding of clergy experiences, 

necessitating urgent research and systematic intervention to support both clergy well-

being and community mental health outcomes. 
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Chapter 3 
 

Methodology 
 

The purpose of this study was to explore how clergy address mental health crises and 

spirituality within Black Church congregations. The following research questions guided 

this study: 

1. How do African American pastors prepare themselves to address mental health 

challenges within their local churches, and what training or resources do they 

utilize to enhance their effectiveness in this role? 

2. What cultural and spiritual biases related to mental health exist within African 

American churches, and how do these biases impact the church community? 

3. What are the primary mental health issues prevalent among congregants in 

African American churches, and how do these issues impact both individuals and 

the broader church community? 

4. What strategies and programs do African American pastors, and their churches 

implement to support individuals experiencing mental health challenges, and how 

do these efforts extend to the local community? 

This study assumed that pastoral care played a significant role in addressing mental 

health issues within the African American community, but there was a need for a deeper 

understanding of its effectiveness and the challenges it faced. Therefore, a qualitative 

study was conducted to comprehend the point of view of these pastors about their 

experiences. To address this purpose, this qualitative study focused on three main areas 

that emerged from the literature review and guided the research design: 
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1. Understanding Pastoral Preparedness and Competency: Examined how 

African American pastors prepared themselves to address mental health crises 

within their congregations, including their formal and informal training, available 

resources, perceived competency levels, and the gaps between community 

expectations and their professional preparation. This focus area addressed the 

literature review finding that 71% of African American clergy reported burnout 

while simultaneously serving as primary mental health gatekeepers for 30-40% of 

churchgoers despite lacking formal clinical training. 

2. Exploring Cultural and Spiritual Influences on Mental Health Ministry: 

Investigated the cultural and spiritual factors that shaped mental health 

understanding and help-seeking behaviors within Black church contexts, 

including how historical trauma, theological frameworks, and cultural stigma 

influenced both pastoral approaches and congregational responses to mental 

health challenges. This addressed the literature review's identification of 

conflicting findings regarding religion's role in mental health stigma and the 

complex intersection of faith and mental health. 

3. Analyzing Pastoral Care Approaches, Challenges, and Effectiveness: 

Examined the specific strategies, interventions, and care models that pastors 

employed when serving individuals experiencing mental health issues, the 

obstacles they encountered in providing effective care, and their perceptions of 

what constituted successful mental health ministry within their congregational and 

community contexts. This focus responded to the significant research gap 
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identified in the literature review regarding the lived experiences of Black Church 

clergy addressing mental health crises. 

Design of the Study 

This study employed qualitative research design, specifically a basic qualitative study 

as defined by Sharan B. Merriam. Merriam characterizes a primary qualitative study as 

one that seeks to "discover and understand a phenomenon, a process, the perspectives and 

worldviews of the people involved, or a combination of these."258 This approach aligned 

well with the study's goal of examining the effectiveness of pastoral care in promoting 

mental health within the Black church. Merriam identifies four key characteristics of 

qualitative research that were embraced within this study: 

1. The focus was on process, understanding, and meaning: This study explored 

the pastoral care process for mental health and its significance for both providers 

and recipients within the Black church context. 

2. The researcher was the primary instrument of data collection and analysis: 

This allowed for immediate responsiveness and adaptability throughout the 

research process. 

3. The process was inductive: This study developed concepts, hypotheses, or 

theories from the data gathered, rather than testing existing theories. 

4. Phenomenological Depth: The research outcomes were rendered with 

phenomenological depth, utilizing vivid narrative accounts that foregrounded 

participants' verbatim language and lived experiences. This descriptive rigor 

 

258 Sharan B. Merriam, Qualitative Research: A Guide to Design and Implementation (San Francisco: 
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ensured a contextualized understanding of the phenomenon, whereby pastoral 

perspectives on mental health advocacy were not merely reported but embodied 

through direct quotations, ethnographic vignettes, and thematic thick description. 

The primary method of data collection for this study was semi-structured interviews. 

This approach was chosen because, as Merriam notes, "Interviewing is necessary when 

we cannot observe behavior, feelings, or how people interpret the world around them." 

Semi-structured interviews allowed flexibility in exploring participants' experiences 

while ensuring that critical topics were addressed consistently across all interviews. This 

method enabled the discovery of comprehensive and descriptive data from participant 

perspectives on the narrow phenomenon of pastoral care for mental health in the Black 

church. 

By employing this qualitative design, the study aimed to provide a rich and nuanced 

understanding of the role of pastoral care in promoting mental health within the Black 

church, identifying best practices and areas for improvement that could inform future 

practice and research. 

Sampling Methodology and Participant Demographics  

This study employed purposive, criterion-based sampling as described by 

Merriam (2009)259, which allows researchers to select participants who can provide the 

most relevant and information-rich data for the research questions. This approach was 

chosen because the study required participants with specific experience addressing 

mental health issues within Black church contexts—knowledge that cannot be obtained 

 

259 Merriam, Qualitative Research, 22. 
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from random sampling but requires intentional selection of individuals with relevant 

expertise and experience. This mixed-methods study employed a purposive sampling 

approach comprising two distinct data collection components: a comprehensive survey of 

sixteen (N=16) clergy members and in-depth interviews with seven (N=7) African 

American pastors. The selection process prioritized participants with direct involvement 

in the mental health ministry or pastoral counseling within their congregations. 

Recruitment occurred between September 2024 and December 2024 through 

denominational networks, ministerial alliances, and professional clergy associations. 

Initial contact was made with thirty-five (35) potential participants who met the 

basic criteria of being active clergy members involved in mental health-related ministry. 

Of these, twenty-three (23) responded to the initial invitation, yielding a response rate of 

65.7 percent. After applying the inclusion criteria and accounting for those who 

completed all study components, sixteen (16) participants formed the final survey cohort. 

This 45.7 percent completion rate aligns with typical response rates in clergy-focused 

research studies.260 Additionally, seven African American pastors were recruited 

specifically for in-depth interviews to provide rich qualitative insights into mental health 

ministry experiences within African American congregational contexts. The final survey 

participant pool represented a diverse cross-section of clergy serving in various ministry 

contexts. The demographic composition included thirteen male (81.25 percent) and three 

female (18.75 percent) clergy members who currently serve as senior pastors.  

 

260 John W. Creswell and J. David Creswell, Research Design: Qualitative, Quantitative, and Mixed 
Methods Approaches, 5th ed. (Thousand Oaks, CA: SAGE Publications, 2018), 185-187. 
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Participants ranged in age from 35-44 to 65+, with a mean pastoral experience of 

approximately 14.4 years and a median experience level of 10-19 years. Educational 

attainment was notably high, with seven participants holding doctoral degrees (43.75 

percent), six holding master's degrees (37.5 percent), two holding bachelor's degrees 

(12.5 percent), and one having some college education (6.25 percent). The sample 

represented diverse denominational affiliations including Apostolic (31.25 percent), 

Protestant (25 percent), non-denominational (25 percent), Pentecostal (12.5 percent), and 

Other (6.25 percent) traditions. Congregational sizes varied significantly from small 

congregations (50-100 members) to large congregations (400+ members), providing 

representation across different ministry contexts and resource levels. 

In accordance with ethical research protocols and IRB requirements, all 

participants received standardized instructions and definitions, response verification 

protocols were implemented, follow-up communications were conducted when necessary 

for clarity, and independent verification of demographic data was performed where 

possible. All identifying information has been modified to protect participant 

confidentiality. Survey participants were assured of data security measures for all 

research materials, while interview participants provided informed consent for audio 

recording and transcription. Pseudonyms were assigned to all participants, and potentially 

identifying details were altered or removed to maintain anonymity while preserving the 

integrity of the data. 
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Demographic Information 

The qualitative study of 16 African American pastors employed a 

phenomenological approach utilizing Braun and Clarke's systematic six-phase thematic 

analysis to explore lived experiences and perceptions regarding cultural and spiritual bias 

related to mental health within their churches. Data collection utilized semi-structured 

interviews and demographic surveys, with analysis conducted by a research team of two 

doctoral clinical counselor/pastors, Dr. DePaul and Dr. Settles, with combined expertise 

over 75 years in pastoral theology and community mental health. Their background in 

theology, counseling, and pastoring provides a multidisciplinary lens through which to 

interpret the data, ensuring a rich and comprehensive understanding of the phenomenon 

under investigation. 

The team's intentional composition allowed the theology researcher to 

contextualize participants' scriptural references while the mental health scholar identified 

clinical terminology, with both researchers maintaining reflexive journals to document 

interpretive assumptions and meeting weekly to balance emic and etic perspectives. The 

six-phase analysis process included familiarization with data through repeated transcript 

readings, systematic coding of features like quotes coded under "stigma," "lack of 

understanding," and "fear of judgment," grouping codes into potential themes, reviewing 

themes for coherence, defining and naming refined themes such as "spiritual coping 

mechanisms" with subthemes, and producing reports incorporating rich participant 

quotes. 

Demographic analysis revealed 16 pastors with 10 male participants (62.5 

percent), 5 female participants (31.25 percent), and 1 participant preferring not to specify 
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gender (6.25 percent), spanning age categories of 35-44 years (12.5 percent, n=2), 45-54 

years (31.25 percent, n=5), 55-64 years (43.75 percent, n=7), and 65+ years (12.5 

percent, n=2), with pastoral tenures ranging from 0-3 years (6.25 percent, n=1), 4-9 years 

(18.75 percent, n=3), 10-14 years (18.75 percent, n=3), 15-19 years (18.75 percent, n=3), 

and 20-29 years (37.5 percent, n=6). Church membership sizes were distributed across 

50-100 members (31.25 percent, n=5), 101-200 members (18.75 percent, n=3), 201-300 

members (18.75 percent, n=3), 301-400 members (18.75 percent, n=3), and 400+ 

members (12.5 percent, n=2), with denominational affiliations including Apostolic (31.25 

percent, n=5), Protestant (31.25 percent, n=5), Non-Denominational (25 percent, n=4), 

and Pentecostal (12.5 percent, n=2). Educational attainment included some college (6.25 

percent, n=1), Bachelor's degree (18.75 percent, n=3), Master's degree (18.75 percent, 

n=3), and Doctoral degree (56.25 percent, n=9), with 37.5 percent (n=6) of pastors 

reporting formal mental health training credentials and 62.5 percent (n=10) reporting no 

formal mental health training. The coding process unfolded through three iterative 

phases, beginning with first-level inductive coding using Excel to identify emergent 

themes, followed by second-level axial coding organizing themes into theological 

barriers (conflicts between scripture interpretations and mental health stigma), structural 

barriers (resource limitations particularly acute in smaller congregations), and cultural 

barriers (distrust of external institutions and generational divides), with this phased 

approach ensuring analysis remained grounded in demographic realities linking pastors' 

tenure, training gaps, and church size to reported challenges. 

To establish credibility and trustworthiness, the study employed inter-rater 

reliability checks with two doctoral counselors independently coding transcript subsets 
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achieving 85 percent initial agreement, with discrepancies resolved through consensus 

discussions that clarified distinctions between structural challenges in mid-sized churches 

versus culturally rooted theological tensions among pastors with limited training. 

Reflexivity measures included maintained reflexive journals documenting assumptions 

and potential biases, such as initial conflation of "generational attitudes" with "cultural 

stigma" that was later disentangled through reflexivity checks, particularly when 

analyzing responses from older pastors (55-64 years, 43.75 percent of cohort) versus 

younger participants. These validation measures strengthened internal validity by 

aligning emergent themes with the demographic profile, while iterative dialogue between 

coders and critical self-awareness mitigated overgeneralization risks, with reflexivity logs 

revealing initial bias toward framing all theological tensions as "barriers" that was later 

nuanced to acknowledge instances where pastors harmonized faith and clinical mental 

health approaches. The study's trustworthiness supports recommendations for culturally 

sensitive training programs and interdenominational collaboration, while acknowledging 

the preliminary nature of findings given the absence of congregational member 

perspectives and the need for continued phenomenological exploration within diverse 

African American faith communities. 

 

Participant Sample Selection 

This research required participants who could provide in-depth information about 

their experiences and perspectives as African American pastors addressing mental health 

issues within their congregations. Participants were selected based on their role as active 

pastors in Black churches who had engaged with mental health issues within their 
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ministries. The purposive study sample consisted of African American pastors who 

actively addressed mental health within their congregations and communities. 

Participants were selected through a criterion-based sample to provide specific, relevant 

experiences that were reflected in the collected data. 

Participants were purposefully selected based on the following criteria: 

1. Currently serving as lead pastors in predominantly Black churches: This criterion 

ensured that participants possessed direct pastoral authority and responsibility for 

congregational mental health decisions, rather than associate or assistant pastors 

who might have limited decision-making power or partial exposure to mental 

health challenges within their church communities. 

2. Churches with congregations between 50 and 400 members: Church size of 50-

400 members was chosen to focus on mid-sized congregations where pastors had 

direct, personal contact with congregants experiencing mental health issues, 

unlike larger churches where such contact might be delegated to staff. This size 

range also ensured sufficient congregational diversity to encounter various mental 

health challenges while maintaining the intimate pastoral relationships essential 

for rich data collection about personal experiences and approaches. 

3. Minimum of 5 years of experience in pastoral ministry: Participants were required 

to have a minimum of 5 years pastoral experience because this ensured sufficient 

exposure to diverse mental health challenges within their congregations, 

providing the depth of experience necessary for rich data collection. This 

timeframe allowed pastors to have encountered multiple mental health situations, 
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developed approaches to addressing these issues, and reflected on the 

effectiveness of their methods. 

4. Self-reported having addressed mental health issues within their church in some 

capacity: This criterion ensured that participants possessed direct, relevant 

experience with the phenomenon under investigation, rather than theoretical 

knowledge or peripheral exposure to mental health ministry. 

5. Willingness to discuss their experiences, challenges, and approaches to mental 

health in their ministry: This criterion was essential for obtaining the open, 

reflective responses necessary for qualitative research, ensuring participants were 

comfortable sharing potentially sensitive information about their ministry 

challenges and personal experiences. 

6. Ages between 30-65 to ensure a range of experience levels: The age range of 30-

65 was selected to maximize variation in generational perspectives while 

minimizing variation in contemporary pastoral training approaches. This range 

captured both younger pastors with recent seminary training and more 

experienced pastors with extensive ministry experience, while excluding those 

who might have received significantly different theological education or pastoral 

preparation from earlier eras. 

These criteria ensured variation in church size, pastoral experience, and approaches to 

mental health while focusing on the specific experiences relevant to the study. The 

participants also varied in gender, educational background, and geographical location, 

providing a broad spectrum of perspectives. The study was conducted through personal 
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interviews with seven individuals who met the above criteria. They were identified 

through: 

 Professional networks, such as denominational directories and pastoral 

associations. 

 Recommendations from mental health professionals that work with Black 

churches. 

 Personal networking and referrals from other pastors or church leaders. 

Potential participants were initially contacted via email to determine interest, and 

those expressing interest were asked to confirm that they met the research criteria. All 

participants gave written informed consent to participate by signing a "Research 

Participant Consent Form" to respect and protect their human rights. The Human Rights 

Risk Level Assessment was determined according to the Covenant Theological Seminary 

IRB Guidelines, with the expectation of "minimal" to "low risk" given the nature of the 

study. 

 

Participant Selection and Exclusion Process 

 Original Sample: Twenty pastors were initially identified and contacted for 

participation based on the Demographic Information dataset, stratified by age, 

congregation size, and geographic context. 

 Survey Response: Of the 20 contacted, 16 pastors completed the demographic 

survey (Appendix C). This survey served as both a data collection tool and a 

screening mechanism for interview selection. 
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 Exclusion Criteria & Interview Cohort: From the 16 survey respondents, nine 

were excluded from the interview phase due to the following reasons: 

 Non-Responsiveness (n=4): Four pastors did not respond to follow-up 

communication regarding interview scheduling. 

 Scheduling Conflicts (n=3): Three pastors cited pre-existing pastoral 

obligations and scheduling conflicts that prevented their participation in 

interviews. 

 Post-Survey Unavailability (n=2): Two pastors initially expressed interest 

in interviews but later became unavailable due to unforeseen 

circumstances. 

 Final Interview Sample: This resulted in a final interview sample of seven pastors. 

Confidentiality Measures 

In accordance with ethical research practices and Institutional Review Board 

(IRB) requirements, stringent confidentiality measures were implemented throughout this 

study to protect participant privacy and ensure data security. The following measures 

were taken to maintain confidentiality: 

Data Collection and Storage 

All survey responses were collected through a secure, password-protected online 

platform. Upon collection, each participant was assigned a unique identifier number (1-

16), and all personal identifiable information was removed from the dataset. Electronic 

data was stored on an encrypted, password-protected computer accessible only to the 

principal investigator. 

Participant Privacy Protection: To maintain participant anonymity: 
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 Names and specific church locations were omitted from all research documents 

 Email addresses were collected separately from survey responses 

 Demographic data was reported in aggregate form to prevent identification of 

individual participants 

 Quotations or specific examples used in the study were carefully screened to 

ensure they could not be traced to individual participants 

Data Reporting: In presenting the research findings: 

 Participants were referred to only by their assigned number (e.g., "Participant 1") 

 Church sizes were reported in ranges rather than specific numbers 

 Geographic locations were described in general terms to prevent identification 

 Denominational affiliations were presented without specific church names or 

districts 

Data Retention and Disposal: Research data was retained for three years following the 

completion of the study, as required by IRB guidelines. After this period: 

 Electronic files were permanently deleted using secure deletion software 

 Any physical documents were shredded 

 Backup copies were destroyed in accordance with institutional data disposal 

protocols 

Study Limitations: Due to limited resources and time, this study was limited to seven 

African American pastors serving congregations between 50-400 members in the 

Midwest, Northeast/Mid-Atlantic, South and Southwest region, capturing perspectives 

from urban centers in different cultural and demographic contexts. Further research is 

needed to broaden participant selection to include female pastors, different geographic 
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regions, and varying congregation sizes. The study's findings may be appropriately 

applied to other similar mid-sized Black churches in comparable contexts. Readers who 

desire to transfer aspects of these conclusions should test those findings in their own 

contexts. As with all qualitative studies, readers bear responsibility for determining 

appropriate transferability to their specific situations.261  

 

261 Merriam, Qualitative Research, 22. 
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RESEARCH PARTICIPANT INFORMED CONSENT FORM 
FOR THE PROTECTION OF HUMAN RIGHTS 

 

I agree to participate in the research which is being conducted by Jerome Farquharson to 
investigate Pastoring the Mental Health within the Black Church for the Doctor of 
Ministry degree program at Covenant Theological Seminary. I understand that my 
participation is entirely voluntary. I can withdraw my consent at any time without penalty 
and have the results of the participation, to the extent that they can be identified as mine, 
returned to me, removed from the research records, and/or destroyed. 
 
The following points have been explained to me: 

1. Purpose of the Study: This research aims to investigate current practices, challenges, 
and strategies for addressing mental health issues within Black churches, as 
experienced by African American pastors who are actively engaged in this area. 

2. Benefits: Potential benefits of the research may include: 

a. Improved understanding of effective mental health practices in Black 
churches 

b. Better strategies for pastors to address mental health in their congregations 

c. Enhanced awareness of cultural and spiritual biases affecting mental health 
support 

d. Identification of key mental health problems in Black church communities 

e. Insights into effective ways of serving those with mental health issues in local 
churches and communities 

f. Though there are no direct benefits for participants, we hope they will find 
value in sharing their experiences and contributing to the broader 
understanding of mental health support in Black churches. 

3. Process: The research process will include interviews with seven participants 
currently serving as African American pastors in Black churches. These interviews 
will be audio-recorded and later transcribed for analysis. 

4. Participants: Participants in this research will be asked to participate in a personal 
interview, sharing their experiences, challenges, and approaches to addressing mental 
health issues within their congregations. The interview is expected to last 
approximately 60-90 minutes. 

5. Potential discomforts or stresses: Participants may experience mild emotional 
discomfort when discussing sensitive topics related to mental health challenges in 
their congregations or personal experiences in addressing these issues. 

6. Potential risks: Minimal. According to the "Human Rights Risk Level Assessment" 
document, this study poses minimal risk as it involves interviews on non-sensitive 
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topics with adult participants. The research does not include any physical 
interventions or potentially harmful procedures. 

7. Confidentiality: Any information that I provide will be held in strict confidence. At 
no time will my name or responses be reported.  The data gathered for this research is 
confidential and will not be released in any individually identifiable form without my 
prior consent unless otherwise required by law.  Audiotapes or videotapes of 
interviews will be erased following the completion of the dissertation.  

8. Limits of Privacy: I understand that, by law, the researcher cannot keep information 
confidential if it involves abuse of a child or vulnerable adult or plans for a person to 
harm themselves or to hurt someone else. 

9. The researcher will answer any further questions about the research, now or during 
the study.  

By my signature, I am giving informed consent to the use of my responses in this 
research project. 
______________________________________________________________________ 

Printed Name and Signature of Researcher      Date 

______________________________________________________________________ 

Printed Name and Signature of Participant      Date 

Please sign both copies. Keep one. Return the other to the researcher. Thank you. 

 

Qualified participants completed a one-page demographic questionnaire before 

the interview. The questionnaire asked for information concerning the selection criteria 

above. See Appendix A. It also requested information of particular interest in this study. 

Possible participant variables of interest included (1) denomination or theological 

tradition and (2) church size and location (urban, suburban, or rural) as part of the 

demographic information. 

 

Research at Covenant Theological Seminary which involves human participants is overseen by the 
Institutional Review Board. Questions or problems regarding your rights as a participant should be 

addressed to: Director, Doctor of Ministry; Covenant Theological Seminary. 
12330 Conway Road; St. Louis, MO 63141; Phone (314) 434-4044. 
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Denomination or theological tradition: This variable was important because different 

denominations and theological traditions might have had varying views on mental health, 

the role of the church in addressing mental health issues, and the types of support services 

they offered. Understanding these differences provided insight into how pastors from 

different backgrounds approached mental health issues in their congregations. 

 

Church size and location (urban, suburban, or rural): This variable was significant 

because church size and location could impact the types of mental health challenges 

pastors encountered, the resources available to address these challenges, and the 

strategies employed to support congregation members. For example, urban churches 

might have faced different issues related to poverty, homelessness, and access to 

healthcare compared to suburban or rural churches. Similarly, smaller churches might 

have fewer resources to devote to mental health support than larger churches. 

Data Collection 

This qualitative study employed a comprehensive data collection approach, 

combining semi-structured interviews, demographic surveys, and systematic 

observational analysis. The following sections detail the methodological framework, 

tools, and procedures used to gather and validate data while acknowledging and 

mitigating potential biases. 

Interviews and Observations: Semi-structured interviews, conducted remotely 

via Zoom Workplace, provided the primary qualitative data. This platform facilitated 

participation across geographical locations while ensuring confidentiality through secure 
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recording and storage. Each interview lasted approximately 90 minutes, allowing for in-

depth exploration of experiences and perspectives. The semi-structured format provided a 

balance between pre-determined questions addressing key areas (e.g., systemic barriers to 

clergy well-being) and the flexibility to pursue emergent themes. This adaptability is 

exemplified by Dr. Ethan Thompson’s unscripted critique of theological interpretations 

of self-denial, which led to a richer discussion connecting doctrinal debates to structural 

inequities within the church. Recognizing the significance of nonverbal communication, 

as highlighted by Pease and Pease (2004)262, detailed observational notes documented 

participants’ body language, tone of voice, and environmental cues. These observations, 

including hesitations, postural shifts, and even glimpses of office setups, were cross-

referenced with transcripts to enhance interpretive validity and prompt further inquiry. 

For example, observed discomfort during discussions of stigma facilitated deeper 

exploration of the tensions between cultural norms and pastoral duties. 

Transcription and Technology: Zoom recordings were transcribed using Otter.ai 

software, followed by meticulous manual review to ensure accuracy and preserve 

dialectal nuances. This dual approach combined the efficiency of automated transcription 

with the sensitivity of human interpretation, crucial for capturing the richness of spoken 

language. Recordings and transcripts were securely stored in a password-protected cloud 

drive to maintain participant confidentiality. 

Demographic Survey Data: A demographic survey of 16 respondents provided 

valuable context for the qualitative analysis, with 7 of these respondents also 

 

262 Allan Pease and Barbara Pease, The Definitive Book of Body Language (New York: Bantam Books, 
2004. 
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participating in in-depth personal interviews. The combination of survey and interview 

data served three primary functions: 

1. Triangulation: Quantitative trends from the survey, such as the 56 percent of 

pastors who resisted mental health referrals, were compared with qualitative 

themes emerging from the personal interviews with the 7 participating pastors 

to corroborate and enrich interpretations. The interview data provided deeper 

context for understanding the motivations and experiences behind these 

statistical patterns. 

2. Outlier Identification: Divergent perspectives revealed in the survey, like a 

pastor advocating for secular-clergy collaboration despite denominational 

norms, prompted targeted follow-up questions during the personal interviews 

with those 7 pastors, ensuring a comprehensive understanding of the range of 

perspectives within the sample. 

3. Depth and Context: The personal interviews with 7 of the survey respondents 

allowed for exploration of the lived experiences behind the demographic data, 

providing rich narrative context for statistical trends and revealing the 

complexity of pastoral experiences that quantitative measures alone could not 

capture. This integration of survey data from 16 respondents and intensive 

personal interviews with 7 of those same pastors allowed for a more nuanced 

analysis of themes like "sacred masking" and "structural gaps" within the 

context of the participants' demographic characteristics, including tenure and 

church size. The dual data sources enabled validation of findings across 
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methodological approaches while preserving the depth and authenticity of 

individual pastoral experiences. 

Researcher Bias and Mitigation: Recognizing the potential for researcher bias, 

several comprehensive mitigation strategies were employed. The researcher's pre-existing 

relationships with five of the seven interviewees were addressed using neutral, 

standardized interview questions and a conscious effort to apply equal rigor in evaluating 

all responses. To address potential bias systematically, the researcher employed member 

checking, peer debriefing, and maintained reflexive journaling throughout the research 

process. The lack of female pastors in the interview sample, a limitation stemming from 

the composition of the demographic dataset, was acknowledged, and future research was 

encouraged to address this gap. To mitigate confirmation bias during the coding process, 

two independent doctoral counselors reviewed a subset of the coded transcripts, and 

discrepancies in interpretation were resolved through consensus. A reflexive journal 

further documented and challenged evolving assumptions throughout the research 

process, enabling the researcher to identify and address biases—such as conflating 

cultural stigma with theological interpretations—during the pilot phase. This multi-

layered approach to bias mitigation ensured that the researcher's valuable contextual 

knowledge enhanced rather than compromised the integrity of the data collection and 

analysis process. 

In conclusion, the pilot study and the subsequent refinement of the interview 

protocol ensured that the data collected during the primary interviews would be of high 

quality and relevant to the research objectives. The interview questions, see Appendix D, 
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were then used to conduct the primary interviews, which are detailed in the following 

sections. The interview protocol contained the following questions. 

1. How do African American pastors prepare themselves to address mental health 

challenges within their local churches, and what training or resources do they 

utilize to enhance their effectiveness in this role? 

2. What cultural and spiritual biases related to mental health exist within African 

American churches, and how do these biases impact the church community? 

3. What are the primary mental health issues prevalent among congregants in 

African American churches, and how do these issues impact both individuals and 

the broader church community? 

4. What strategies and programs do African American pastors, and their churches 

implement to support individuals experiencing mental health challenges, and how 

do these efforts extend to the local community? 

Data Analysis 

To analyze the rich data collected from interviews, this study employed a 

thematic analysis approach, as outlined by Braun and Clarke.263 This rigorous yet flexible 

method allowed for identifying, analyzing, and reporting patterns of meaning (themes) 

within the data, ultimately providing a nuanced understanding of pastoral care's role in 

promoting mental health within the Black church. This analysis unfolded through a 

 

263 Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in 
Psychology, 3(2), 77–101. 
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systematic six-phase process, ensuring both depth and rigor in capturing the complexities 

of the participants' experiences: 

1. Familiarization with the data: The research team—two doctoral clinical 

counselor/pastor, with expertise in pastoral theology and community mental 

health—independently immersed themselves in the raw data through repeated 

readings of transcripts and field notes. Their selection was intentional: the 

theology researcher contextualized participants’ scriptural references (e.g., 

interpretations of “bearing one another’s burdens”), while the mental health 

scholar identified clinical terminology (e.g., “burnout,” “trauma responses”). To 

mitigate bias, both researchers maintained reflexive journals documenting their 

interpretive assumptions, such as preconceptions about stigma in religious 

settings. Weekly meetings were held to compare initial observations, ensuring a 

balance between emic (participant-driven) and etic (researcher-driven) 

perspectives. As one researcher noted, “I spent hours poring over the data, 

looking for patterns that connected personal struggles to systemic issues in the 

Black church.”264  

2. Generating initial codes: The researchers systematically coded the data for 

interesting features related to the research questions. For example, quotes like, "I 

felt so alone...", "People in church just don't understand...", and "I was afraid to 

tell anyone..." were coded under themes of "stigma," "lack of understanding," and 

"fear of judgment." 

 

264 Braun & Clarke, Qualitative Research in Psychology, p. 77. 
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3. Searching for themes: Codes were grouped into potential themes based on 

shared patterns and meanings. Of the two doctoral clinical counselor/pastor, one 

of the researchers noted "We looked for themes that emerged across multiple data 

sources and participants."265 

4. Reviewing themes: The researcher reviewed the themes for coherence and 

relevance to the data. This involved ensuring that the themes accurately reflected 

the participants' experiences and perspectives and that there were no overlapping 

or redundant themes. 

5. Defining and naming themes: Themes were refined and given clear definitions 

and names. For example, the theme of "spiritual coping mechanisms" was further 

refined to include subthemes like "seeking divine intervention," "finding strength 

in faith," and "relying on religious rituals." 

6. Producing the report: The findings were presented in a clear and engaging way, 

incorporating rich quotes from the participants to illustrate the themes. As one 

researcher noted, "We used quotes from the participants to bring the themes to life 

and make the findings more relatable."266 

The coding process then unfolded in three iterative phases to unpack these 

narratives. First-level coding of interview transcripts inductively identified emergent 

themes (e.g., resistance to referrals, collaborative models) using Excel. Second-level axial 

coding organized these into broader categories: 

 

265 Braun & Clarke, Qualitative Research in Psychology, p. 80. 

266 Braun & Clarke, Qualitative Research in Psychology, p. 83. 
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1. Theological barriers: Conflicts between scripture interpretations (e.g., divine 

healing vs. clinical treatment) and mental health stigma. 

2. Structural barriers: Resource limitations (e.g., funding gaps, sparse access to 

professionals), particularly acute in smaller congregations (50–200 members). 

3. Cultural barriers: Distrust of external institutions and generational divides in 

mental health attitudes, reflecting the denominational and educational diversity of 

participants. 

This phased approach ensured that the analysis remained grounded in the 

demographic realities of the cohort, linking pastors’ tenure, training gaps, and church size 

to their reported challenges. For example, pastors in mid-sized congregations (201–400 

members) frequently emphasized structural barriers, while those with minimal mental 

health training disproportionately referenced theological tensions arising from scriptural 

interpretations of healing. To ensure the rigor and credibility of these findings, the study 

incorporated validation, and reliability checks at multiple stages. 

 Inter-rater Reliability: Two doctoral counselors independently coded a subset of 

transcripts, achieving an initial agreement rate of 85 percent. Discrepancies—such 

as differing interpretations of “theological barriers” in smaller congregations 

versus larger ones—were resolved through consensus discussions. This process 

clarified distinctions between structural challenges (e.g., funding gaps in 201–400 

member churches) and culturally rooted theological tensions (e.g., distrust of 

secular mental health frameworks among pastors with limited training). 

 Reflexivity: The researcher maintained a reflexive journal to document 

assumptions, such as potential overemphasis on denominational differences or 
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underrepresentation of congregant perspectives. For instance, initial coding 

occasionally conflated “generational attitudes” with “cultural stigma,” but 

reflexivity checks helped disentangle these themes, particularly when analyzing 

responses from older pastors (55–64 years, 55 percent of the cohort) versus 

younger ones. This practice ensured that demographic variables—such as the lack 

of mental health training in 82 percent of pastors—were interpreted objectively 

rather than through preconceived narratives. 

These measures strengthened the internal validity of the study by aligning emergent 

themes (e.g., structural barriers in mid-sized churches) with the demographic profile 

(e.g., 27 percent of pastors serving 301–400 member congregations). The iterative 

dialogue between coders and the researcher’s critical self-awareness also mitigated 

risks of overgeneralization, particularly given the absence of geographic or 

megachurch data. For example, reflexivity logs revealed an initial bias toward 

framing all theological tensions as “barriers,” which was later nuanced to 

acknowledge instances where pastors harmonized faith and clinical mental health 

approaches. 

Table 1: Demographic and Thematic Coding Summary 

Pseudonym Role Age Tenure Church 
Size 

Key Codes Primary Themes 

John 
Anderson 

Senior 
Pastor 

45-
54 

15-19y 301-400 Strategic 
vulnerability 

Sacred Masking, 
Structural Gaps 

Michael 
Anderson 

Senior 
Pastor 

35-
44 

4-9y 201-300 Relational 
exhaustion 

Boundary Erosion, 
Stigma 

Julian Brook Lead 
Pastor 

45-
54 

20-29y 301-400 Fear of judgment Faith-Based Coping 

Note: Themes retained only if recurring across ≥80 percent of participants. 

Church size categories: Small (50-200), Mid-sized (301-400), Large (>400). Data is 

derived from the author’s primary research.  
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The interviews with African American pastors reveal a range of experiences and 

perspectives on addressing mental health within their congregations. Dr. Julian Brook's 

interview indicates engagement with formal mental health training, specifically 

mentioning trauma education, suggesting that some pastors are actively engaging with 

mental health topics through educational pathways. The research context, as outlined in 

Dr. Ethan Thompson's interview, establishes a structured approach to understanding 

mental health challenges within African American church communities. However, the 

available interview excerpts provide limited detail on specific attitudes, training 

outcomes, or comprehensive pastoral approaches to mental health ministry, indicating 

that further analysis of complete interview transcripts would be necessary to fully 

characterize the pastors' experiences and perspectives. 

Researcher Position 

The research team—two doctoral clinical counselor/pastor, driven to explore the 

effectiveness of pastoral care in promoting mental health within the Black church, 

approaches this study with a deep-seated understanding of the profound significance of 

faith and spirituality in the lives of African Americans. Dr. Xavier DePaul’s and Dr. 

Yvette Settles’ personal experiences, both as members of the Black community and as 

professionals working within mental health and religious settings, have fostered a 

profound respect for the Black church's role in providing spiritual guidance, emotional 

support, and a sense of belonging to its members. 

A desire to contribute to the development of culturally sensitive approaches to 

mental health care within the Black church fuels this research. The researcher 
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acknowledges the historical gap in prioritizing mental health within this context and 

recognizes the crucial need for research that honors the lived experiences and 

perspectives of both Black church members and pastors. Through this study, the 

researcher aims to illuminate the nuanced and complex interplay between faith, mental 

health, and pastoral care, ultimately informing best practices and identifying areas for 

improvement in pastoral care for mental health. 

As a qualitative researcher, Dr. DePaul is acutely aware of their role as the 

primary instrument of data collection and analysis. The researchers, Dr. DePaul and Dr. 

Settles, bring to this study an unwavering commitment to empathy, respect, and cultural 

humility, recognizing the paramount importance of centering the voices and experiences 

of the participants. This multidisciplinary expertise in theology, counseling, and pastoral 

ministry enables a comprehensive analytical approach that captures the complex 

intersections between faith-based practice and mental health intervention within the 

research context. 

In selecting participants for this study, the researcher has diligently sought to 

ensure diversity in terms of age, gender, and mental health experiences. The purposeful 

sampling strategy, based on criteria such as current service as lead pastors in 

predominantly Black churches, experience in addressing mental health issues, and a 

willingness to openly discuss their experiences, is intended to provide a broad spectrum 

of perspectives. 

The researchers, Dr. DePaul and Dr. Julian Brook remain mindful of the potential 

for personal biases to influence the research process and have taken deliberate steps to 

mitigate this, including standardizing initial questions and using neutral prompts during 
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interviews. Their overarching goal is to present the information gleaned with objectivity 

and accuracy, valuing the worldview of faith formation and recognizing the complex 

interplay between individual experiences, cultural context, and religious beliefs. Through 

this research, both Dr. DePaul and Dr. Julian Brook aspired to contribute meaningfully to 

the existing body of knowledge on pastoral care and mental health within the Black 

church. Ultimately, the goal is to support the development of culturally sensitive and 

effective mental health interventions that can be implemented within this vital context. 

Study Limitations 

As stated in the previous section, participants interviewed for this study were 

limited to those serving in predominantly Black churches. Therefore, the findings may 

not be generalizable to other ethnic or cultural contexts, such as Hispanic, Asian, or 

White churches. Some of the study’s findings may be generalized to other similar African 

American churches in urban or rural context in similar community situation. Readers who 

desire to generalize some of the aspects of these conclusions on the effectiveness of 

pastoral care in promoting mental health should test those aspects in their context. As 

with all qualitative studies, readers bear the responsibility to determine what can be 

appropriately applied to their context. The results of this study may also have 

implications for pastoral care practices in other cultural or ethnic communities, but 

further research is needed to explore these contexts. 

Additionally, the study's size included interviews with 7 African American 

pastors as well as a demographic survey of 16 pastors across multiple congregations, 

which may not be representative of the larger population of African American pastors 
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and church leaders. The study's findings may also be influenced by the researcher's 

position as an ordained minister and their personal experiences working with pastors and 

churches, which may introduce bias into the study. However, the researcher attempted to 

mitigate this bias by standardizing initial questions and using neutral prompts during the 

interviews, allowing participants to share their experiences and perspectives freely. 

The study's qualitative design also limits the generalizability of the findings, as 

the results are based on the experiences and perspectives of a specific group of 

participants.267 However, the study's use of multiple data sources, including interviews, 

and questionnaires enhances the credibility and trustworthiness of the findings. Overall, 

while the study has limitations, its findings provide valuable insights into the role of 

pastoral care in promoting mental health within the Black church and can inform the 

development of culturally sensitive and practical approaches to mental health care within 

this context. 

 

267 Merriam and Tisdell, Qualitative Research, 58. 
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Chapter 4 
 

Findings 
 

In this chapter, the participants of the study will be introduced and their insights 

concerning mental health ministry preparation, cultural biases, prevalent issues, and 

intervention strategies will be presented. Findings are organized according to the four 

research questions, with thematic analysis provided under each question:  

1. How do African American pastors prepare themselves to address mental health 

challenges within their local churches, and what training or resources do they 

utilize to enhance their effectiveness in this role? 

2. What cultural and spiritual biases related to mental health exist within African 

American churches, and how do these biases impact the church community? 

3. What are the primary mental health issues prevalent among congregants in 

African American churches, and how do these issues impact both individuals and 

the broader church community? 

4. What strategies and programs do African American pastors, and their churches 

implement to support individuals experiencing mental health challenges, and how 

do these efforts extend to the local community? 

Introduction to Participants and Context 

Seven African American pastors participated in semi-structured interviews 

designed to capture detailed narratives about mental health ministry experiences, 

challenges, and innovations within their congregational contexts. These pastors 

represented varied denominational backgrounds, years of ministry experience, and 
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congregational sizes, providing diverse perspectives on mental health ministry 

implementation and community engagement strategies: 

Dr. Paul Matthews has served as the senior pastor of Divine Pathways, Inc. in 

Edgewood, Maryland. He held a Doctor of Divinity and a Ph.D. in Biblical 

Hermeneutics. Dr. Matthews was a distinguished professor at a notable theological 

institution and had authored several influential books, such as "Systematic Theology" and 

"The Revelation of Jesus Christ." He has led a predominantly Black church with a 

congregation of 500 members in a rural-urban fringe setting. His church faced challenges 

related to intergenerational trauma, poverty, and limited access to mental health 

resources, exacerbated by systemic inequities and community disinvestment. 

Pastor Marcus D. Thompson, ordained in a large midwestern Pentecostal 

organization, has served as pastor of Grace Temple Church. He held a Bachelor of 

Science in Accounting and a Master of Arts in Christian Ministry. He has led a 

predominantly Black church with a congregation of 300 members in an urban city. His 

church has faced significant challenges related to grief and loss stemming from systemic 

poverty and racial inequities in the community. 

Dr. Ethan Thompson has been the pastor of a vibrant community church. He held 

a Ph.D. in Systematic Theology and advanced degrees from reputable theological 

institutions. His academic work, including a dissertation on the intersection of theology 

and cognitive disabilities, has demonstrated his passion for inclusive ministry and serving 

the neurodivergent community. He has led a predominantly Black church located in an 

urban area with a congregation of 180 members. His church has frequently addressed 

issues related to anxiety, depression, and work-life stress among its members. 
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Dr. Julian Brooks, a distinguished clergy member, has served as senior pastor of a 

thriving church community. He holds a Doctorate in Prophetic Congregational 

Leadership from a reputable theological institution and has authored a notable publication 

on leadership development. As a highly regarded speaker and consultant, he has provided 

expertise to churches across the country. He has led a predominantly Black church with a 

congregation of 280 members in an urban setting. His church has faced significant 

challenges related to trauma stemming from community violence, systemic inequities, 

and intergenerational mental health stigma within the African American community. 

Pastor Michael Anderson founded Faith Community Church in the southwestern 

United States, a multi-dimensional ministry known for its extensive community outreach 

programs. A graduate of a prominent Midwestern university, Bishop Anderson also 

founded a fellowship organization dedicated to leadership development within the 

church. He has served as senior pastor to a predominantly Black church with a 

congregation of 450 members in a diverse urban setting. His church has addressed unique 

challenges related to multi-generational trauma, cultural displacement, and mental health 

stigma within the African American community. 

Pastor John Anderson has led Grace Community Church in New England, a 

congregation within a major Pentecostal denomination. His leadership has focused on 

spiritual growth, community engagement, and biblically grounded teaching, fostering a 

vibrant and service-oriented congregation.  He has led a predominantly Black church 

with a congregation of 400 members in an urban setting. His church has addressed 

complex challenges including intergenerational trauma, substance abuse, and mental 

health stigma particularly among older congregants. 
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Rev. Sinclair Taylor, a well-known ordained minister, pastor, community leader, 

social change advocate, mentor, and education partner has served the spiritual, physical, 

and academic needs of his community. He holds several degrees including a Master of 

Divinity degree from a Midwestern seminary. He has led a predominantly Black church 

with a congregation of 300 members in an urban setting. His church has faced challenges 

related to intergenerational trauma, mental health stigma, and socioeconomic disparities, 

exacerbated by community violence and systemic inequality. 

Pastoral Preparation and Training 

The first research question explored how African American pastors prepare 

themselves to address mental health challenges and what training or resources they 

utilize. Participants revealed diverse pathways to mental health ministry preparation, with 

varying levels of formal training and innovative self-directed learning approaches.  The 

first set of protocol questions for this RQ were as follows: 

1. What specific steps have you taken to educate yourself about the mental health 

needs of your African American congregation? 

2. How has your experience as an African American pastor influenced your 

approach to addressing mental health in your church? 

3. What training or resources have you found most helpful in preparing you to 

address culturally specific mental health concerns? 

4. How do you personally maintain your own mental well-being while carrying the 

weight of your congregation's needs? 

The pastors' responses explored each of these questions in detail, revealing their 

educational strategies, personal experiences, and resource utilization. The following 
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sections analyze their approaches, supported by direct quotes and demographic insights 

(see Appendix A-E). Key themes include formal training, self-directed learning, and the 

integration of faith with mental health care. 

The findings from the interview data analysis revealed several key themes related 

to how African American pastors address mental health within their congregations. These 

themes emerged through Braun and Clarke's rigorous six-phase thematic analysis 

process268 designed to ensure the findings' validity and reliability within a 

phenomenological framework. Initially, all interviews were transcribed verbatim, 

allowing for deep familiarization with the data as transcripts were read multiple times to 

understand the pastors lived experiences and perspectives thoroughly (Phase 1: 

Familiarizing with data). Phase 2 involved systematic coding of interesting features 

across the dataset, identifying and labeling significant segments of text related to the 

research questions. These codes were descriptive and closely aligned with the data, 

reflecting the specific language and concepts used by the pastors. Examples of initial 

codes included "stigma," "lack of understanding," "fear of judgment," "spiritual coping 

mechanisms," and "resource limitations." Phase 3 involved searching for themes by 

collating codes into potential themes through constant comparison, where codes were 

grouped to discern patterns and relationships. For instance, codes related to scriptural 

interpretations conflicting with mental health acceptance were consolidated under 

"theological barriers," while codes about funding and staffing limitations were grouped 

under "structural barriers." 

 

268 Virginia Braun and Victoria Clarke, "Using Thematic Analysis in Psychology," Qualitative Research in 
Psychology 3, no. 2 (2006): 77-101. 
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Phases 4-5 involved reviewing and defining themes, with the research team of 

two doctoral clinical counselors/pastors meeting weekly to balance emic and etic 

perspectives. The final themes (Phase 6) represented the most significant patterns in the 

data, organized into three primary categories: Theological Barriers (conflicts between 

scripture interpretations and mental health stigma), Structural Barriers (resource 

limitations particularly acute in smaller congregations), and Cultural Barriers (distrust of 

external institutions and generational divides). The analysis was strengthened through 

inter-rater reliability checks that achieved 85 percent initial agreement, with reflexive 

journals maintained throughout to document interpretive assumptions. This systematic 

phenomenological approach facilitated a nuanced understanding of how African 

American pastors navigated mental health challenges within their congregations, offering 

implications for culturally sensitive clergy training programs and church-academic 

partnerships that honored both spiritual and clinical dimensions of care. 

This chapter organized its findings around four research questions, each 

generating a primary thematic focus and corresponding sub-themes derived from the 

lived experiences of African American pastors. The analysis began with Education and 

Training, addressing how pastors prepared for mental health ministry through formal 

theological education, workshops on trauma-informed care, and partnerships with mental 

health professionals—key insights drawn from participants like Dr. Paul Matthews, 

whose integration of clinical training into his doctoral curriculum exemplified adaptive 

learning. The second theme, Cultural and Spiritual Biases, explored historical and 

doctrinal roots of stigma, such as the perception of mental health struggles as spiritual 

failures, while highlighting generational divides in help-seeking behaviors; for instance, 
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younger pastors like Pastor Michael Anderson leveraged innovative approaches to 

normalize therapy, whereas senior leaders emphasized pulpit transparency to rebuild 

trust. Mental Health Challenges, the third theme, delineated systemic stressors such as 

poverty and intergenerational trauma, with pastors like Rev. Sinclair Taylor linking 

congregants' anxiety to legacies of racial violence, and Dr. Julian Brook framing 

addiction cycles as symptoms of community disinvestment. Finally, Serving Those in 

Need examined pastoral strategies like church-based support groups and policy advocacy, 

illustrated by Pastor Marcus Thompson's "healing circles" that blended Scripture and 

cognitive-behavioral techniques, and Dr. Ethan Thompson's coalition-building with 

Black telehealth platforms to bridge clinical gaps. Throughout the chapter, themes were 

developed through a deductive coding process that directly tied participant narratives to 

the original research questions, ensuring readers could trace findings back to the study's 

aims, whether analyzing preparation methods, stigma dynamics, systemic challenges, or 

intervention models. This structured yet flexible approach preserved the complexity of 

pastoral experiences while providing a clear roadmap to understand how African 

American churches navigated mental health at the intersection of faith, culture, and 

systemic inequity. 

 

Professional Development and Training 

African American pastors demonstrated significant disparities between their 

perceived readiness for mental health ministry and their actual formal preparation, 

revealing systematic gaps in professional development approaches. While 81.25 percent 

(13 of 16) pastors incorporated mental health themes into their sermons according to 
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demographic data, only 37.5 percent (6 of 16) possessed formal mental health training 

credentials. Dr. Julian Brook exemplified this tension when he stated, "Well, I've been 

involved in pastoral conversations with other colleagues. I've had some training in 

trauma. Went through a trauma class to recognize and work with people who have 

trauma," illustrating how pastors combined limited formal training with collaborative 

learning approaches. Pastor Marcus Thompson revealed similar preparation strategies, 

explaining, "I've taken some psychology courses in my undergrad work and then some 

pastoral counseling courses through my master's program," demonstrating academic 

pursuit of mental health competencies outside traditional seminary curricula. Dr. Paul 

Matthews further reinforced this pattern, noting that his preparation consisted of "some 

counseling courses in seminary, but nothing specifically focused on mental health," while 

acknowledging that "most of what I've learned has been through experience and 

continuing education." 

 

Alternative Learning Pathways 

Workshop attendance emerged as the predominant alternative learning pathway, 

with 68.75 percent (11 of 16) pastors utilizing this format, though participants like Rev. 

Sinclair Taylor acknowledged limitations, noting his preparation involved "reading 

books, attending workshops, and really just talking to other pastors who have been in 

ministry longer than I have" but emphasized the need for "more formal training in 

counseling techniques." Pastor John Anderson expanded on the workshop approach, 

explaining, "I've attended several workshops on crisis counseling and grief counseling, 

but they're usually just one or two days, so you get an overview but not the depth you 
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really need." Dr. Ethan Thompson described his workshop experiences as "helpful but 

limited," stating, "I've been to workshops on depression and anxiety, but when you're 

dealing with someone in crisis, you realize how much more you need to know." The 

collaborative learning aspect was emphasized by Pastor Michael Anderson, who noted, 

"I've learned a lot from attending workshops with other pastors because we can share 

experiences and learn from each other's successes and failures." 

 

Self-Directed Learning Strategies 

Self-directed learning strategies dominated pastoral preparation patterns, with 50 

percent (8 of 16) pastors engaging in independent study while simultaneously 

recognizing the inadequacy of individualized approaches for addressing complex mental 

health challenges. Dr. Ethan Thompson articulated this challenge during his interview, 

stating, "I read a lot of books on psychology and mental health issues, but I recognize that 

there's a difference between reading about something and actually being trained to handle 

it properly." Pastor John Anderson demonstrated the resourcefulness of self-directed 

approaches while acknowledging their limitations: "I've done a lot of personal study, 

attended workshops when I could afford them, and tried to build relationships with 

mental health professionals in the community, but sometimes I feel like I'm in over my 

head." Rev. Sinclair Taylor described his self-directed approach as "reading everything I 

can get my hands on about mental health and the Black church," but admitted that "there's 

only so much you can learn from books without practical training and supervision." 
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Resource Disparities and Funding Challenges 

The demographic data revealed concerning resource disparities, with multiple 

pastors requesting "funding for those who cannot afford to see a specialist" and "grants 

and funding" to support community mental health initiatives. Pastor Michael Anderson 

emphasized the collaborative dimension of preparation, explaining during his interview, 

"I've learned primarily through experience and by building relationships with other 

pastors and mental health professionals who've been willing to mentor me and share their 

knowledge," while simultaneously acknowledging that "formal training would definitely 

help me feel more confident in addressing some of the more complex mental health 

issues I encounter in my congregation." Dr. Paul Matthews highlighted the financial 

constraints affecting professional development, stating, "The cost of quality training 

programs is often prohibitive for smaller churches like ours, so we have to be creative in 

how we develop our skills." Pastor John Anderson reinforced this concern, explaining 

that "rural churches especially struggle with access to training opportunities because of 

distance and cost barriers." This finding reveals a significant preparation gap between 

perceived readiness and formal training credentials, reflecting broader inadequacies in 

theological education and professional development infrastructure. Consequently, pastors 

construct innovative alternative competency networks that, while addressing immediate 

needs, may inadvertently perpetuate the mental health disparities they seek to eliminate 

within African American communities. 
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Formal versus Self-Directed Learning Pathways 

Educational credentials among study participants revealed a striking contradiction 

between general academic achievement and specialized mental health preparation. 

Twelve of the sixteen pastors (75%) possessed advanced degrees, with nine holding 

doctoral credentials and three maintaining master's-level education. However, this 

impressive educational foundation did not translate into formal mental health training, as 

only six participants (37.5%) reported receiving specialized clinical preparation. Dr. 

Julian Brook, who completed Clinical Pastoral Education and trauma training, 

represented the minority pathway when he explained, "I've been involved in pastoral 

conversations with other colleagues. I've had some training in trauma. Went through a 

trauma class to recognize and understand trauma." His formal preparation contrasted 

sharply with Pastor Michael Anderson's self-directed approach: "I have taken psychology 

and behavioral courses in my Bachelor's program and taking Pastoral counseling courses 

in my Master's Program." Dr. Paul Matthews emphasized this disparity, noting that 

despite his doctoral preparation, "seminary didn't really prepare us for the mental health 

challenges we face daily in ministry," while Pastor John Anderson acknowledged that his 

"formal theological education touched on counseling but didn't provide the depth needed 

for serious mental health issues." 

 

Self-Directed Learning and Workshop-Based Development 

This educational gap forced pastors to construct competency through alternative 

means, with eleven participants (68.75%) engaging in workshop-based learning and eight 

(50%) pursuing independent study to address preparation deficits. Rev. Sinclair Taylor 



 

155 

described his proactive approach to bridging knowledge gaps: "I've attended several 

mental health workshops and conferences to better understand what I'm dealing with 

because seminary just didn't cover this adequately." Pastor Marcus Thompson detailed 

his systematic self-education process: "I read books, attend workshops, and consult with 

mental health professionals because I realized early on that I needed more than what I 

learned in school." Dr. Ethan Thompson explained how workshop attendance became 

essential for his ministry development: "I've probably learned more about mental health 

through workshops and continuing education than I ever did in formal academic 

settings." Pastor Michael Anderson's approach demonstrated the comprehensive nature of 

self-directed learning: "I continuously seek out training opportunities, whether it's online 

courses, workshops, or reading materials, because the need in our community is so great 

and I refuse to be unprepared." 

 

Contextual Competency Formation Through Experiential Learning 

Participants developed what emerged as "contextual competency “situated 

knowledge gained through direct congregational engagement rather than standardized 

clinical instruction. Rev. Sinclair Taylor described building expertise through community 

partnerships: "We collaborate with local mental health professionals who provide our 

staff training on recognizing behavioral patterns and crisis intervention." Pastor John 

Anderson articulated how experiential learning shaped his ministry approach: "Every 

church has its own personality and its own needs, so you learn to adapt your 

understanding based on what you're seeing in your specific congregation." Dr. Ethan 

Thompson emphasized the importance of community-specific preparation, noting that 
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effective mental health ministry required understanding "the unique dynamics and 

challenges present within your particular church environment." Dr. Julian Brook 

reinforced this experiential learning model, stating, "You learn by doing, by being present 

with people in their struggles, and by collaborating with other pastors who've faced 

similar challenges." Despite lacking formal clinical credentials, ten participants (62.5%) 

rated themselves as "very comfortable" discussing mental health issues with their 

congregations, suggesting that experiential learning pathways generated practical 

confidence. Pastor Marcus Thompson's development of "healing circles" and Dr. Paul 

Matthews' observation about navigating "prevailing community attitudes" demonstrated 

how pastors created hybrid intervention models that compensated for formal training 

limitations through lived experience and contextual adaptation, with Pastor Michael 

Anderson noting that "experience has been my greatest teacher in understanding how to 

effectively minister to people struggling with mental health issues." 

This finding suggests that traditional theological education systems inadequately 

integrate mental health competency development, forcing pastors to create innovative 

learning networks that prioritize cultural responsiveness over standardized clinical 

training. Effective mental health ministry within African American congregations 

therefore requires hybrid preparation models combining formal clinical knowledge with 

experiential, culturally grounded learning approaches. 

 

Integration of Clinical and Theological Training 

Advanced educational credentials among participating pastors masked significant 

preparation gaps in mental health ministry capabilities. While 75 percent of pastors held 
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graduate degrees and 56.25 percent possessed doctoral credentials, only 37.5 percent 

reported formal mental health training, creating a substantial disconnect between 

theological education and practical ministry demands. Dr. Paul Matthews exemplified 

this tension when he described encountering "prevailing attitudes" within his community 

that required navigation skills absent from traditional seminary preparation, explaining, "I 

had to learn how to work with people who had deep-seated mistrust of mental health 

services, and that wasn't covered in seminary."  

Pastor John Anderson articulated the challenge of applying theological 

frameworks to congregational mental health needs without adequate clinical foundation, 

noting, "Seminary taught me to preach and teach, but when someone comes to me with 

severe depression or trauma, I'm drawing on experience more than formal training." Rev. 

Sinclair Taylor's reliance on collegial guidance for trauma recognition illustrated how 

pastors compensated for educational gaps through informal mentorship networks, stating, 

"I learned to recognize signs of trauma through conversations with other pastors who had 

dealt with similar situations, not from any class I took." Dr. Ethan Thompson reinforced 

this educational disconnect, acknowledging, "My doctoral work prepared me for theology 

and ministry leadership, but the mental health challenges I see in my congregation require 

skills I had to develop on my own." 

The demographic data revealed that pastors across denominational lines—

Apostolic (31.25 percent), Protestant (25 percent), Pentecostal (18.75 percent), and non-

denominational (25 percent)—consistently reported moderate cultural bias levels 

averaging 3.2 on five-point scales, indicating that advanced theological training alone 

failed to equip pastors for culturally sensitive mental health discussions within African 
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American congregational contexts. Pastor Marcus Thompson highlighted this preparation 

inadequacy, stating, "My seminary education was excellent for biblical studies and 

preaching, but it didn't prepare me for the cultural complexities of addressing mental 

health stigma in the Black church." Dr. Julian Brook, despite his extensive formal 

education, acknowledged, "Even with my clinical pastoral education, I still had to learn 

how to navigate the specific cultural dynamics around mental health in African American 

congregations through trial and error." 

 

Alternative Competency Development Systems 

Despite preparation limitations, pastors developed sophisticated competency 

systems that bridged educational gaps through strategic self-directed learning approaches. 

The finding showed that 62.5 percent of pastors utilized self-study methods while 68.75 

percent attended workshops demonstrated systematic competency development outside 

formal educational channels. Pastor Marcus Thompson's development of "healing circles" 

represented community-embedded preparation that prioritized cultural relevance over 

credentialing, as he explained, "I created these healing circles based on what I learned 

worked in our community, not from any textbook." Dr. Ethan Thompson's coalition-

building with telehealth platforms illustrated innovative approaches to expanding clinical 

capabilities, noting, "I partnered with mental health professionals who could provide 

services to my congregation because I recognized the limits of what I could offer alone." 

Pastor Michael Anderson's emphasis on normalization strategies reflected preparation 

focused on reducing stigma rather than clinical diagnosis, demonstrating how pastors 

developed intervention skills tailored to community needs rather than professional 
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standards, as he stated, "My focus is on making it normal to talk about mental health, not 

on diagnosing or treating conditions." 

Dr. Julian Brook's formal Clinical Pastoral Education provided comparative 

context that highlighted how alternative preparation pathways addressed educational 

deficits while maintaining cultural responsiveness, as evidenced by his observation, "My 

CPE training helped me recognize trauma patterns, but I still had to adapt those skills to 

work effectively within the specific cultural context of my African American 

congregation." Pastor John Anderson illustrated the collaborative nature of these 

alternative systems, explaining, "I work with other pastors in our area to share resources 

and strategies because none of us feel like we have all the answers when it comes to 

mental health ministry."  

The convergence of demographic findings—that 87.5 percent of pastors 

encountered depression and anxiety with 75 percent addressing trauma-related 

concerns—with interview narratives revealed that pastors constructed what functioned as 

distributed competency networks, leveraging the 31.25 percent mentorship engagement 

rate to create collective expertise that compensated for individual educational limitations 

while addressing the disproportionate mental health burden within African American 

communities. Rev. Sinclair Taylor captured this collaborative approach, stating, "We've 

learned that by working together and sharing what we've learned from experience, we can 

provide better support than any of us could alone." This finding suggests that effective 

mental health ministry within African American church contexts requires culturally 

adaptive preparation models that prioritize community-embedded learning over 

traditional credentialing structures. Seminary curricula and continuing education 
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programs must therefore integrate clinical training with cultural responsiveness 

frameworks to adequately prepare pastors for the complex intersection of faith, mental 

health, and community-specific needs. 

 

Community-Specific Preparation Strategies 

Pastors developed preparation strategies that reflected deep understanding of their 

specific congregational contexts and community needs, with 62.5 percent utilizing self-

study methods while 68.75 percent participated in workshops tailored to African 

American church environments. Dr. Julian Brook exemplified this self-directed approach, 

explaining: "I've been involved in pastoral conversations with other colleagues. I've had 

some training in trauma. Went through some training about suicide prevention and 

intervention." Rev. Sinclair Taylor reinforced the workshop participation pattern, noting 

his engagement in "workshops, seminars, and conferences that focus on mental health in 

the African American community." The demographic data revealed that pastors serving 

larger congregations (301-400+ members) demonstrated more sophisticated preparation 

approaches, as evidenced by Dr. Julian Brook, who established a "Mental Health 

Ministry of 12 professionals and eight plus volunteers" and secured "grant funding 

through our foundation to engage mental health in the community through counseling." 

Pastor Michael Anderson's self-study methodology included "reading books, attending 

workshops, and networking with mental health professionals," while Dr. Paul Matthews 

emphasized learning through "conversations with mental health professionals and 

attending continuing education workshops." The preparation approaches reflected 

cultural responsiveness, as pastors consistently addressed the moderate cultural bias 
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levels (averaging 3.2 on five-point scales) within their congregations through targeted 

educational initiatives that honored both spiritual traditions and mental health awareness. 

 

Congregation-Specific Training Initiatives 

Community-embedded preparation strategies emerged as pastors recognized the 

intersection between their African American pastoral identity and mental health ministry 

effectiveness. Pastor Marcus Thompson developed annual training initiatives that "focus 

on training members to recognize behavioral issues so they will know how to deescalate 

situations," demonstrating preparation that extended beyond pastoral education to 

congregation-wide competency development. Pastor John Anderson implemented a 

comprehensive approach, stating: "We have developed a wellness ministry that includes 

mental health components, and we train our leaders to identify when someone needs 

professional help." Pastors, with 15-29 years of ministry experience, showed innovation 

in community-specific strategies, with Rev. Sinclair Taylor explaining that he "made this 

subject a part of our vision for 2025" and planned to "hold conferences, workshops, 

partner with mental health organizations." Dr. Ethan Thompson's congregation-specific 

approach involved "working closely with our deacons and ministry leaders to help them 

understand mental health signs and symptoms," while Pastor Michael Anderson 

emphasized the importance of "training our lay counselors and church leaders to provide 

initial support before referring to professionals." These initiatives reflected pastors' 

understanding that effective mental health ministry required expanding competency 

beyond pastoral leadership to include broader congregational awareness and response 

capabilities. 
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Community Infrastructure Development 

Pastors across denominational lines—Apostolic (31.25 percent), Protestant (25 

percent), Pentecostal (18.75 percent), and non-denominational (25 percent)—adapted 

their preparation strategies to address community-specific challenges, with several 

establishing wellness clinics and dedicating specific months to mental health awareness 

programming. Pastor Michael Anderson articulated his ambitious vision: "I want to 

develop an actual mental health clinic as a part of our ministry to serve our community," 

while acknowledging that "grants and funding would be ideal to support this vision." Dr. 

Julian Brook demonstrated successful infrastructure development, explaining: "We've 

partnered with local mental health organizations and have established referral 

relationships with Christian counselors in our area." Pastor John Anderson's rural context 

required different infrastructure approaches, noting: "We've had to be creative in rural 

areas where resources are limited, so we've developed partnerships with telehealth 

services and traveling mental health professionals." The data showed that pastors with 

minimal formal mental health training (62.5 percent) compensated through community-

specific preparation that integrated cultural understanding with practical intervention 

skills, as Rev. Sinclair Taylor explained: "We've created a mental health resource 

directory for our members and established relationships with affordable counseling 

services." Dr. Paul Matthews emphasized community collaboration, stating: "We work 

with other churches in our area to share resources and bring in mental health 

professionals for joint training sessions." 
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Adaptive Response to Systemic Gaps 

This community-specific approach to preparation reflected pastors' recognition 

that effective mental health ministry within African American congregations required 

strategies that addressed both individual pastoral competency and broader community 

mental health infrastructure needs. Pastor Marcus Thompson captured this adaptive 

approach, explaining: "Since formal training opportunities are limited and expensive, 

we've had to create our own learning networks with other pastors and mental health 

professionals." Dr. Ethan Thompson reinforced this perspective, noting: "We can't wait 

for seminary programs to catch up, so we're building our own competency through peer 

learning and community partnerships." This finding suggests that contextual preparation 

models emerge as adaptive responses to systemic gaps in formal mental health education, 

enabling pastors to develop culturally relevant competencies that prioritize community 

capacity-building over individual credentialing while simultaneously addressing the 

structural barriers that limit mental health access within African American communities. 

Pastor John Anderson synthesized this adaptive reality: "We're doing what we have to do 

to serve our people, even if it means creating our own training programs and support 

systems because the traditional routes just aren't meeting our community's needs." 

 

Summary of Pastoral Preparation and Training 

African American pastors in this study revealed a fundamental preparation 

paradox characterized by high educational achievement coupled with significant mental 

health training deficits. While 75 percent held graduate degrees and 56.25 percent 

possessed doctoral credentials, only 37.5 percent received formal mental health training, 
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forcing pastors to construct alternative competency development pathways. The 

demographic data showed that 68.75 percent attended workshops and 62.5 percent 

engaged in self-study to address preparation gaps, with pastors like Dr. Julian Brook 

representing the minority who completed formal Clinical Pastoral Education and trauma 

training. Rev. Sinclair Taylor exemplified the majority approach, describing preparation 

through "reading books, attending workshops, and really just talking to other pastors," 

while Pastor Marcus Thompson integrated "psychology courses in my undergrad work 

and some pastoral counseling courses through my master's program" to bridge 

educational deficits. Despite preparation limitations, 62.5 percent of pastors rated 

themselves as "very comfortable" discussing mental health issues, suggesting that 

alternative learning pathways generated practical confidence even without clinical 

credentials. 

Community-specific preparation strategies emerged as pastors recognized that 

effective mental health ministry within African American congregations required 

culturally responsive approaches that addressed both individual competency and 

community infrastructure needs. Pastors serving larger congregations (301-400+ 

members) developed more sophisticated preparation models, including one who 

established a "Mental Health Ministry of 12 professionals and eight plus volunteers" and 

another who secured "grant funding through our foundation to engage mental health in 

the community." The preparation approaches reflected systematic adaptation to moderate 

cultural bias levels (averaging 3.2 on five-point scales) within congregations, as pastors 

created annual training initiatives that "focus on training members to recognize 

behavioral issues" and developed community partnerships for staff education on crisis 
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intervention. Pastor Michael Anderson's vision to "develop an actual mental health clinic 

as a part of our ministry" while acknowledging that "grants and funding would be ideal" 

illustrated how preparation strategies evolved to address both pastoral competency 

limitations and broader community mental health access barriers, demonstrating that 

pastors constructed distributed competency networks that leveraged the 31.25 percent 

mentorship engagement rate to create collective expertise addressing mental health 

disparities within African American communities. However, these innovative preparation 

approaches operated within complex congregational environments where cultural 

attitudes and spiritual beliefs significantly influenced the reception and effectiveness of 

mental health initiatives, requiring pastors to navigate deeply embedded community 

resistance that often challenged their efforts to implement comprehensive mental health 

programming. 

Cultural and Spiritual Biases 

The second research question examined cultural and spiritual biases related to 

mental health within African American churches and their community impact. 

Participants revealed complex dynamics involving generational differences, faith-based 

resistance patterns, and cultural navigation strategies. The second set of protocol 

questions for this RQ were as follows: 

1. How would you describe the prevailing attitudes towards mental health within 

your community? 

2. What specific cultural beliefs or practices within your church might impact on 

how mental health is perceived? 
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3. What are some common misconceptions or stigmas surrounding mental health 

that you've encountered within your congregation? 

4. How do you navigate the intersection of faith and mental health in your pastoral 

work, particularly when encountering resistance or skepticism? 

 

Cultural Sensitivity Requirements and Spiritual Navigation 

Pastors encountered significant variation in cultural attitudes toward mental health 

within their congregations, with demographic data revealing cultural bias levels ranging 

from complete absence to pervasive barriers that created "significant barriers to open 

discussions about mental health." The distribution showed 18.75 percent of pastors 

reported no cultural bias, 25 percent identified minimal bias, 50 percent encountered 

moderate bias, and 25 percent faced high to strong cultural bias levels. Dr. Paul Matthews 

described navigating "prevailing attitudes" within his community that required careful 

consideration of cultural sensitivities, explaining that "there are still some prevailing 

attitudes in the African American community about mental health that we have to be 

sensitive to." Pastor John Anderson emphasized understanding "church-specific 

personalities" that influenced how mental health discussions were received, noting that 

"every church has its own personality, and you have to understand that personality before 

you can effectively address mental health issues." Rev. Sinclair Taylor acknowledged 

these cultural dynamics, stating that "there is still some stigma attached to mental health 

in our community, and we have to be very careful about how we approach these 

conversations." 
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Congregational Size and Program Development 

Pastors serving larger congregations (301-400+ members) demonstrated more 

sophisticated approaches to cultural navigation, with one establishing comprehensive 

mental health programming during "Mental health awareness month" to "educate 

parishioners along with offering resources/programs." Dr. Julian Brook, leading a 

congregation of 301-400 members, developed systematic programming that included 

"Mental Health Ministry of 12 professionals and 8 plus volunteers" while implementing 

educational initiatives designed to address cultural resistance. Pastor Michael Anderson, 

serving a congregation of 201-300 members, emphasized the importance of "meeting 

people where they are culturally," explaining that "we can't just impose mental health 

concepts without understanding the cultural context of our congregation." The data 

showed that even pastors with extensive experience faced cultural resistance, as one 

pastor with 20-29 years of ministry reported that "strong cultural bias affects how mental 

health is viewed and addressed in the church," requiring strategic approaches to introduce 

mental health concepts within culturally acceptable frameworks. 

 

Spiritual Bias and Faith Integration Challenges 

Spiritual bias presented a parallel challenge that intersected with cultural attitudes, 

with 31.25 percent of pastors reporting high to strong spiritual bias while 37.5 percent 

encountered moderate levels of spiritual resistance to mental health discussions. Rev. 

Sinclair Taylor's approach to integrating faith and mental health demonstrated how 

pastors developed theological frameworks that addressed spiritual concerns while 

maintaining clinical relevance, as he described collaborating with mental health 
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professionals to provide staff training that honored both spiritual traditions and evidence-

based practices. He explained, "We have to show people that seeking mental health care 

is not a sign of weak faith, but rather another tool that God has provided for healing." 

Pastor Marcus Thompson's development of "healing circles" represented systematic 

navigation of faith-mental health intersections, creating community spaces that validated 

spiritual experiences while addressing psychological needs. Dr. Ethan Thompson 

encountered similar challenges, noting that "some people believe that if you have enough 

faith, you shouldn't need counseling or medication, and that's a barrier we have to address 

theologically." 

 

Professional Training and Ongoing Spiritual Navigation 

The demographic data revealed that pastors with formal mental health training 

(37.5 percent) did not necessarily report lower spiritual bias levels, suggesting that 

theological integration required specialized preparation beyond clinical education. One 

pastor with Clinical Pastoral Therapy credentials noted experiencing "strong spiritual 

bias" despite advanced training, indicating that spiritual navigation demanded ongoing 

community engagement rather than individual expertise. Pastor John Anderson, despite 

his extensive pastoral experience, acknowledged that "even with my training, I still 

encounter people who think that depression is just a lack of faith, and I have to work with 

them pastorally to help them understand that mental health and spiritual health can work 

together." Dr. Paul Matthews reinforced this perspective, explaining that "professional 

training helps, but it doesn't eliminate the need to constantly address spiritual 

misconceptions in our community." Pastors consistently addressed misconceptions 
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through educational initiatives, with multiple participants establishing monthly 

programming featuring mental health professionals, demonstrating systematic approaches 

to reducing stigma while respecting the spiritual foundations that shaped congregational 

worldviews. This finding suggests that successful mental health ministry within African 

American churches requires pastors to develop distinct competencies for cultural and 

spiritual navigation that operate independently of clinical training, necessitating 

community-specific theological integration strategies that honor both faith traditions and 

mental health perspectives through sustained congregational engagement rather than 

relying solely on pastoral expertise or professional credentials. 

 

Generational Attitude Differences 

Age-related patterns in mental health attitudes revealed distinct generational 

approaches to congregational mental health ministry, with younger pastors demonstrating 

markedly different strategies compared to their older counterparts. The demographic data 

showed that pastors aged 35-44 (12.5 percent of participants) exhibited the highest 

variation in bias encounters, with one reporting strong spiritual bias levels while 

maintaining very high comfort discussing mental health, and another experiencing 

minimal cultural bias while developing vision for comprehensive mental health clinic 

services. Pastor Marcus Thompson, representing the younger cohort, articulated plans to 

"develop an actual mental health clinic as a part of our ministry to serve our community" 

while acknowledging that "grants and funding would be ideal to support this vision," 

demonstrating innovative approaches characteristic of younger pastoral leadership.  
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This vision-oriented approach contrasted with established practitioners, as Pastor 

Marcus Thompson further explained, "I think that's where the church is headed, and I 

think that's where we need to be in terms of providing comprehensive care for our 

community." Dr. Ethan Thompson exemplified the middle-generation approach, 

establishing systematic programming that brought "guest professionals in monthly who 

are professionals in the area of mental health," reflecting established ministry experience 

combined with openness to professional collaboration, while noting that "it's important to 

have structure and consistency in how we address these issues." 

 

Ministry Experience and Community Resistance Navigation 

Generational differences became most pronounced in the intersection of pastoral 

experience and community resistance navigation strategies. The single pastor aged 65+ 

reported high cultural bias levels (4 on five-point scale) while maintaining only moderate 

comfort discussing mental health, suggesting that older pastors encountered more 

entrenched resistance within congregations that reflected generational attitudes about 

mental health disclosure. Pastor John Anderson's extensive ministry experience (20-29 

years) influenced his approach to addressing what he described as community-specific 

"prevailing attitudes" that required careful navigation, explaining that "you have to 

understand the community you're serving and meet people where they are, especially 

when it comes to sensitive topics like mental health." This methodical approach 

contrasted with younger pastors who implemented more direct educational initiatives. 

The data revealed that pastors with 0-9 years of ministry experience demonstrated higher 

innovation levels, with one establishing "annual training that focuses on training 
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members to recognize behavioral issues," while those with 15-29 years of experience 

(43.75 percent of participants) developed more sophisticated partnership models with 

mental health professionals.  

Rev. Sinclair Taylor's observations about generational differences within 

congregations illustrated how pastors recognized that "older members tend to view 

mental health through different lenses than younger congregants," requiring ministry 

approaches that acknowledged generational perspectives while gradually introducing 

mental health awareness across age demographics within their churches. Dr. Paul 

Matthews reinforced this perspective, noting that "experience has taught me that you can't 

rush change in the church; you have to be patient and strategic about how you introduce 

new concepts, especially around mental health." This finding suggests that generational 

dynamics create complementary approaches to mental health ministry, where younger 

pastors' innovative directness and older pastors' experienced navigation strategies could 

be leveraged synergistically to address both immediate mental health needs and long-

term cultural transformation within African American congregational contexts. 

 

Faith-Based Resistance Patterns 

Spiritual bias emerged as a distinct challenge separate from cultural attitudes, with 

68.75 percent of pastors encountering moderate to strong spiritual resistance within their 

congregations regarding mental health discussions. The demographic data revealed that 

43.75 percent of pastors reported moderate spiritual bias, while 18.75 percent faced high 

to strong spiritual bias levels, creating what one pastor described as situations where 

"strong spiritual bias" affected mental health ministry approaches. Dr. Julian Brook's 
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experience illustrated the complexity of faith-based resistance, as his Clinical Pastoral 

Education background positioned him to address theological concerns while maintaining 

clinical competency, yet he still encountered moderate spiritual bias within his 

congregation. Pastor John Anderson articulated this challenge directly, explaining that 

"some people in the church, they think that if you have mental health issues, then you 

don't have enough faith or you're not praying hard enough," while Rev. Sinclair Taylor 

observed that "there are still some people who believe that mental health challenges are a 

result of sin or lack of faith." Pastor Marcus Thompson reinforced this pattern, noting that 

"we still have members who think that depression means you don't trust God enough, or 

that anxiety shows weakness in your spiritual life." 

Pastor John Anderson demonstrated how spiritual resistance manifested 

differently across denominational contexts, with Apostolic congregations (31.25 percent 

of participants) showing varied spiritual bias patterns ranging from minimal to moderate 

levels. Dr. Ethan Thompson encountered similar challenges despite his theological 

training, explaining that "even with my background, I still have congregants who 

question whether we should be talking about therapy and medication in church." The data 

showed that even pastors with extensive formal mental health training faced spiritual 

resistance, as one pastor with Clinical Pastoral Therapy credentials and a Master's in 

Clinical Mental Health reported high spiritual bias levels while feeling only "somewhat 

uncomfortable" discussing mental health, suggesting that theological preparation 

remained essential regardless of clinical expertise. Dr. Paul Matthews captured this 

complexity, stating, "It's not that people don't want help, but they've been taught that 
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spiritual problems require spiritual solutions, and mental health feels like you're saying 

their faith isn't enough." 

 

Navigation Strategies for Faith-Based Resistance 

Navigation strategies for faith-based resistance required sophisticated theological 

integration approaches that honored spiritual traditions while introducing mental health 

concepts within acceptable frameworks. Rev. Sinclair Taylor's development of 

congregation-wide training initiatives reflected systematic approaches to addressing 

spiritual resistance through education that validated faith perspectives while building 

mental health literacy. He explained his approach: "We have to start with Scripture and 

show them that even biblical characters struggled with what we would now call mental 

health issues - David's depression, Elijah's anxiety, Job's trauma." Pastor Marcus 

Thompson's creation of "healing circles" demonstrated how pastors reframed mental 

health interventions within spiritual contexts, allowing congregants to engage mental 

health concepts through familiar religious language and practices. As Pastor Thompson 

described, "We call them healing circles instead of support groups, and we start each 

session with prayer and Scripture, but we're still dealing with the same mental health 

issues." 

The demographic data revealed that pastors reporting no spiritual bias (12.5 

percent) operated within congregational environments that facilitated more direct mental 

health discussions, while those facing strong spiritual bias developed what emerged as 

"theological bridging" strategies that connected mental health concepts to established 

spiritual practices. Dr. Ethan Thompson's monthly programming featuring mental health 
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professionals represented systematic desensitization approaches those gradually 

introduced clinical perspectives within church settings, as he noted: "We bring in 

Christian therapists who can speak the language of faith while explaining mental health 

concepts." Pastor Michael Anderson's emphasis on community education illustrated how 

pastors addressed spiritual resistance through knowledge-building initiatives that 

demonstrated compatibility between faith and mental health care, explaining that "we 

have to educate our people that God gave us doctors and therapists as tools for healing, 

just like He gave us medicine for physical ailments." Pastor John Anderson reinforced 

this integrated approach, stating, "I tell my congregation that taking medication for 

depression is no different than taking insulin for diabetes - God provides healing through 

many different means." 

 

Theological Integration and Community Engagement 

The finding that 62.5 percent of pastors maintained high comfort levels despite 

encountering spiritual bias suggested that successful navigation of faith-based resistance 

required ongoing community engagement rather than individual pastoral expertise alone. 

Dr. Julian Brook exemplified this sustained engagement approach, explaining that "it 

takes time to change hearts and minds, so I consistently preach about the whole person - 

body, mind, and spirit - and how God cares about all three." Rev. Sinclair Taylor 

emphasized the importance of persistent education, noting that "we have to keep having 

these conversations, keep bringing in speakers, keep showing them that faith and mental 

health can work together." This finding suggests that spiritual resistance to mental health 

care operates as an independent theological construct that requires specialized integration 
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strategies beyond clinical competency, indicating that effective mental health ministry 

within African American churches necessitates pastoral leaders who can function as 

theological interpreters capable of bridging clinical concepts with established spiritual 

frameworks through sustained community engagement rather than relying solely on 

individual expertise or formal training credentials. 

 

Stigma and Misconception Challenges 

Congregational stigma patterns revealed systematic barriers to mental health 

discussions, with 75 percent of pastors encountering moderate to strong cultural bias 

levels that created what one pastor described as "significant barriers to open discussions 

about mental health." The demographic data showed that 25 percent of pastors faced high 

to strong cultural bias, while 50 percent reported moderate bias levels that "somewhat 

influences mental health discussions," indicating that stigma challenges affected three-

quarters of participating congregations. Pastor Michael Anderson articulated the 

complexity of these cultural barriers, explaining that "there's still a stigma attached to 

mental health in the African American community, and people often think that if you 

have faith, you shouldn't need counseling or therapy." Dr. Paul Matthews reinforced this 

observation, noting that "there are prevailing attitudes in our community that mental 

health issues are a sign of spiritual weakness," while Pastor John Anderson described 

encountering congregants who believed that "prayer should be enough to handle any 

mental health issue." Rev. Sinclair Taylor provided specific examples of stigmatizing 

language, sharing that community members often used phrases like "just pray about it" or 
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"you need more faith" when addressing mental health concerns, demonstrating how 

spiritual language became weaponized against mental health care seeking. 

The data revealed that even pastors with clinical credentials faced stigma 

challenges, as Dr. Julian Brook, despite his extensive training and Mental Health 

Ministry, acknowledged that "there's still resistance from some members who view 

mental health treatment as incompatible with strong faith." Pastor Marcus Thompson 

expanded on this dynamic, explaining that "even when we try to address mental health 

from the pulpit, some people shut down because they've been taught that talking about 

these issues means you're not trusting God enough." This finding suggests that 

community stigma operated independently of pastoral expertise or formal mental health 

preparation, requiring comprehensive cultural transformation rather than individual 

education alone. 

 

Misconception Manifestations in Church Contexts 

Specific misconceptions about mental health manifested through established 

cultural narratives that required careful navigation within African American church 

contexts. Pastor John Anderson identified common misconceptions, stating that "many 

people in our congregation believe that depression is just a lack of faith or that anxiety 

means you're not praying enough." Dr. Ethan Thompson encountered similar beliefs, 

reporting that congregants frequently expressed the view that "real Christians don't get 

depressed because they have Jesus." Rev. Sinclair Taylor described more complex 

misconceptions, noting that "some members think that taking medication for mental 

health is like admitting that God can't heal you, so they stop taking their prescribed 
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medications." Pastor Michael Anderson provided insight into how these misconceptions 

affected help-seeking behavior, explaining that "people will suffer in silence for years 

because they're afraid that admitting they need help will make them look spiritually weak 

in front of the church family." 

Dr. Paul Matthews identified generational patterns in misconceptions, observing 

that "older members of the congregation are more likely to view mental health issues as 

character flaws or spiritual deficiencies, while younger members are more open but still 

influenced by family attitudes." Pastor Marcus Thompson noted the intersection of 

cultural and spiritual misconceptions, sharing that "we often hear things like 'mental 

health is a white people's problem' or 'we've always handled our problems in the family 

and the church,' which makes people resistant to outside help." These misconception 

patterns created complex barriers that required sustained intervention approaches 

addressing both spiritual and cultural dimensions of stigma. 

 

Educational Anti-Stigma Interventions 

Educational intervention strategies emerged as primary tools for addressing 

stigma and misconception challenges, with pastors developing comprehensive 

programming designed to normalize mental health discussions within congregational 

contexts. Pastor John Anderson described his systematic approach: "We do annual 

training that focuses on training members to recognize behavioral issues and understand 

that mental health is just as important as physical health." Dr. Ethan Thompson 

implemented sustained programming, explaining that "every month we bring in mental 

health professionals to speak to our congregation, and we make sure to frame it in terms 
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of wholistic health that includes mind, body, and spirit." Rev. Sinclair Taylor developed 

comprehensive educational initiatives, stating that "we created a series called 'Faith and 

Mental Wellness' where we address common myths and provide biblical perspectives on 

seeking help for mental health issues." 

Dr. Julian Brook's approach involved professional integration, as he described: 

"Our Mental Health Ministry includes 12 professionals and 8 volunteers who help 

educate the congregation through workshops, seminars, and one-on-one conversations 

that address stigma directly." Pastor Michael Anderson emphasized the importance of 

gradual education, noting that "we can't just tell people to change their minds overnight, 

so we use testimonies, guest speakers, and biblical teaching to slowly shift attitudes about 

mental health in our church." Pastor Marcus Thompson highlighted the community-wide 

impact of educational efforts, sharing that "when we started talking openly about mental 

health from the pulpit and having these educational programs, other churches in our 

community started asking how they could do the same thing." The finding that 62.5 

percent of pastors maintained high comfort levels despite encountering significant bias 

suggested that successful stigma reduction required sustained community engagement 

that addressed both individual misconceptions and broader cultural narratives that 

positioned mental health care as incompatible with African American spiritual traditions. 

 

Summary of the level of cultural and spiritual bias 

Cultural bias levels among African American pastors revealed substantial 

challenges in congregational mental health discussions, with the demographic data 

showing that 75 percent of pastors encountered moderate to strong cultural barriers 
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within their churches. The distribution indicated that only 18.75 percent of pastors 

reported no cultural bias, while 25 percent identified minimal bias levels that did not 

significantly affect mental health perceptions. The majority of pastors (50 percent) faced 

moderate cultural bias that "somewhat influences mental health discussions," and an 

additional 25 percent confronted high to strong cultural bias that created "significant 

barriers to open discussions about mental health." This pattern demonstrated that three-

quarters of participating congregations maintained cultural attitudes that required 

strategic navigation by pastoral leadership to introduce mental health concepts within 

acceptable community frameworks. 

Spiritual bias presented an even more pervasive challenge, with 68.75 percent of 

pastors encountering moderate to strong spiritual resistance regarding mental health 

ministry within their congregations. The spiritual bias distribution showed that only 12.5 

percent of pastors operated in environments with no spiritual bias, while 43.75 percent 

reported moderate spiritual bias levels and 18.75 percent faced high to strong spiritual 

bias that significantly affected their mental health ministry approaches. The data revealed 

that spiritual resistance occurred independently of pastoral credentials, as even pastors 

with Clinical Pastoral Therapy training and advanced mental health education reported 

experiencing high spiritual bias levels within their congregations. This finding indicated 

that spiritual bias represented a distinct congregational challenge separate from cultural 

attitudes, requiring specialized theological integration strategies rather than clinical 

expertise alone to address community resistance to mental health discussions within faith 

contexts. These cultural and spiritual barriers created a complex backdrop against which 

mental health challenges manifested within African American congregations, as pastors 
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had to simultaneously address both the clinical presentations of mental health issues and 

the community resistance that often-prevented open discussion or appropriate 

intervention for these very concerns. 

Mental Health Challenges 

The third research question identified primary mental health issues prevalent among 

congregants and their impact on individuals and church communities. Participants 

described complex presentations involving individual psychological needs and systemic 

community factors.  The third set of protocol questions for this RQ were as follows: 

1. What were the most prevalent mental health concerns you observed among your 

congregation members? 

2. Were there specific mental health challenges that you saw as more common or 

unique to the African American community you served? 

3. How did socioeconomic factors within your congregation intersect with and 

potentially exacerbate mental health issues? 

4. What gaps in mental health support or resources had you identified in your church 

or community, and how were you working to address them? 

 

Individual Mental Health Presentations 

Mental health presentations within African American congregations revealed 

consistent patterns across diverse church contexts, with the demographic data showing 

that grief/loss emerged as the most prevalent concern, reported by 87.5 percent of pastors, 

followed closely by anxiety (81.25 percent) and depression (75 percent). Pastor John 
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Anderson validated this pattern, stating, "We see a lot of grief and loss, especially with 

older members losing spouses, children losing parents. Depression and anxiety are also 

very common." Dr. Ethan Thompson reinforced these findings within his smaller 

congregation context, noting, "The primary issues we deal with are grief and loss, 

relationship issues. Those seem to be the most consistent concerns that come up in 

counseling sessions." Rev. Sinclair Taylor further corroborated the prevalence data, 

explaining, "The most common things we see are anxiety, depression, grief and loss, 

relationship issues, trauma, substance abuse. These are the consistent themes that keep 

coming up in our pastoral care ministry." The consistency of these presentations across 

different denominational affiliations, church sizes, and geographic contexts suggested 

that African American congregations encountered similar foundational mental health 

challenges regardless of specific community characteristics. 

 

Complex Intersectionality of Presentations 

Pastor Marcus Thompson's recognition of comprehensive mental health needs 

within his congregation, encompassing "depression, anxiety, trauma, relationship issues, 

grief/loss, substance abuse, and parenting challenges," reflected the complex 

intersectionality of mental health presentations that pastors encountered in their ministry 

contexts. Dr. Julian Brook expanded on this complexity, explaining, "What we're seeing 

is that these issues don't exist in isolation. Someone dealing with anxiety might also be 

struggling with relationship problems, or someone grieving might develop depression and 

turn to substance use as a coping mechanism." Pastor Michael Anderson emphasized the 

interconnected nature of these presentations, stating, "Grief and loss is probably the 
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number one thing that we deal with in the church because people are constantly losing 

loved ones, but it often leads to depression, anxiety, and sometimes relationship problems 

as family dynamics change." Dr. Ethan Thompson's focus on grief/loss and relationship 

issues within his smaller congregation (50-100 members) contrasted with larger churches 

that reported more diverse mental health presentations, indicating that congregation size 

influenced both the variety and complexity of mental health concerns that pastors 

addressed. 

 

Socioeconomic Barriers to Care 

Socioeconomic barriers intersected significantly with mental health presentations, 

creating what pastors identified as systemic gaps in access to professional mental health 

care within their communities. Rev. Sinclair Taylor's concern about congregants who 

could not "afford to see a specialist or afford the medication that may be required to 

regulate their condition" illustrated how financial constraints amplified mental health 

challenges within African American church contexts. Dr. Paul Matthews provided 

additional context to these economic realities, explaining, "The majority of our members 

don't have insurance, so they can't afford to go to a therapist or a psychiatrist. That's why 

they come to us, and we have to be prepared to help them or connect them with 

resources." Pastor John Anderson highlighted the rural dimension of this challenge, 

noting, "In our area, there's not a lot of resources available, especially for people who 

don't have insurance or can't afford to pay for services. We become the primary source of 

mental health support by default." 
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Resource Development and Congregation Size 

The demographic data revealed that pastors serving larger congregations (301-

400+ members) developed more comprehensive resource systems, with Dr. Julian Brook 

establishing a "Mental Health Ministry of 12 professionals and 8 plus volunteers" and 

securing "grant funding through our foundation to engage mental health in the 

community through counseling," suggesting that congregation size correlated with 

resource availability for addressing socioeconomic barriers. Pastor Michael Anderson 

articulated his vision for expanded services, stating, "We want to develop an actual 

mental health clinic as a part of our ministry to serve our community. Grants and funding 

would be ideal to support this vision because we see the need is so great." Substance 

abuse presentations, reported by 50 percent of pastors, are often intersected with trauma 

and relationship issues, creating complex presentations that required coordinated care 

approaches beyond individual pastoral counseling.  

Pastor Marcus Thompson observed, "The substance abuse issues we see are 

usually connected to other problems - trauma, relationship breakdowns, or grief. It's 

never just one thing, which is why we need professional help and community 

partnerships." This finding suggests that mental health challenges within African 

American congregations represent predictable manifestations of broader systemic 

inequities rather than isolated individual pathologies, requiring pastors to function as both 

clinical interpreters and community advocates who understand that effective mental 

health ministry must address structural determinants alongside individual therapeutic 

needs. 
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Community-Specific Mental Health Issues 

Community-specific mental health presentations within African American 

congregations revealed distinct patterns that reflected broader socioeconomic and cultural 

contexts affecting these communities. Domestic violence emerged as a particularly 

significant concern, reported by 31.25 percent of pastors, with the demographic data 

showing that pastors serving larger congregations (201-400+ members) were more likely 

to identify domestic violence as a key mental health issue within their communities. 

Pastor Marcus Thompson specifically identified domestic violence as a critical concern in 

his congregation, stating, "We deal with domestic violence situations regularly, and it's 

often connected to other mental health issues like depression and substance abuse." Dr. 

Julian Brook reinforced this interconnectedness, explaining, "Domestic violence cases 

often come with trauma, anxiety, and sometimes substance abuse issues, so we have to 

address multiple layers." The data revealed that substance abuse presentations, identified 

by 50 percent of pastors, often intersected with trauma and relationship issues, creating 

complex community-level challenges that required coordinated response approaches. 

Pastor John Anderson emphasized the complexity of these presentations, noting, "When 

we're dealing with substance abuse, there's usually trauma involved, relationship 

problems, and sometimes domestic violence - it's all connected." 

Rev. Sinclair Taylor's focus on training congregation members to "recognize 

behavioral issues so they will know how to deescalate situations" reflected community-

specific strategies that addressed the reality that mental health crises within African 

American communities often required immediate community intervention rather than 

reliance on external professional services. Dr. Paul Matthews expanded on this 
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community-based approach, explaining, "We train our members because sometimes 

they're the first responders when someone is in crisis, especially in situations involving 

domestic violence or substance abuse." Pastor Michael Anderson's comprehensive 

approach to addressing "depression, anxiety, substance abuse, trauma, domestic violence, 

grief/loss, relationship issues, and parenting challenges" illustrated the interconnected 

nature of mental health presentations within African American church contexts, with him 

noting, "These issues don't exist in isolation - when someone comes to us with one 

problem, there are usually several others underneath." 

 

Resource Accessibility and Economic Barriers 

Resource accessibility emerged as a defining characteristic of community-specific 

mental health challenges, with pastors consistently identifying socioeconomic barriers 

that amplified mental health presentations within their congregations. Rev. Sinclair 

Taylor's concern about congregants who could not "afford to see a specialist or afford the 

medication that may be required to regulate their condition" illustrated how financial 

constraints created community-wide mental health disparities that required church-based 

solutions. Dr. Paul Matthews reinforced this economic reality, stating, "The majority of 

our members don't have insurance, so they can't afford to go to a therapist or a 

psychiatrist, which is why we had to develop our own counseling services through grant 

funding." Pastor John Anderson highlighted rural-specific challenges, explaining, "In our 

rural area, there's not a lot of resources available, especially for people who don't have 

insurance or can't afford to pay for services, so the church becomes their primary source 

of help." 
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The demographic data showed that churches serving different population sizes 

developed varied approaches to addressing resource gaps, with larger congregations 

(301-400+ members) establishing comprehensive programming such as Dr. Julian 

Brook's "Mental Health Ministry of 12 professionals and 8 plus volunteers" and securing 

external funding through foundations to provide community counseling services. Pastor 

Michael Anderson's vision to "develop an actual mental health clinic as a part of our 

ministry to serve our community" while acknowledging that "grants and funding would 

be ideal to support this vision" demonstrated how pastors recognized that addressing 

community-specific mental health issues required institutional infrastructure rather than 

individual intervention approaches. Dr. Ethan Thompson's development of monthly 

programming featuring mental health professionals represented systematic community 

education efforts, with him explaining, "We bring in mental health professionals once a 

month because our community lacks accessible mental health resources, and the church 

has to serve as the primary mental health education center." This finding suggests that 

African American churches have evolved into essential mental health safety nets within 

communities systematically underserved by conventional healthcare systems, with 

congregation size functioning as a critical determinant of service capacity and the 

interconnected nature of mental health presentations requiring holistic community-based 

intervention models rather than isolated clinical approaches. 

 

Systemic and Community-Based Stressors 

Socioeconomic barriers emerged as critical systemic factors that exacerbated 

mental health challenges and limited access to professional treatment within African 
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American congregational contexts, with pastors identifying financial constraints as 

primary obstacles to comprehensive mental health care. Rev. Sinclair Taylor articulated 

this economic reality, explaining that congregants "cannot afford to see a specialist or 

afford the medication that may be required to regulate their condition," highlighting how 

economic disparities created treatment gaps that required pastoral intervention. Dr. Paul 

Matthews reinforced this concern, noting that "the majority of our members don't have 

insurance, so they can't afford to go to a therapist or a psychiatrist," while Pastor John 

Anderson observed that in rural contexts, "there's not a lot of resources available, 

especially for people who don't have insurance or can't afford to pay for services." 

Economic constraints not only prevented access to professional mental health services 

but also created cascading effects that intensified existing mental health struggles, as 

congregants faced the dual burden of untreated mental health conditions and the stress of 

financial inability to seek appropriate care, with Pastor Marcus Thompson noting that 

"people come to us because they can't afford professional help, but they still need 

someone to talk to." 

 

Community Resource Gaps and Infrastructure Challenges 

Resource gaps in community mental health infrastructure prompted pastors to 

develop innovative solutions while simultaneously highlighting the inadequacy of 

existing support systems for African American communities. Pastor Michael Anderson 

identified the fundamental challenge, stating that "we need more resources, more 

training, more support from the mental health community," while Dr. Ethan Thompson 

emphasized the scarcity of accessible services, explaining that "we don't have a lot of 
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mental health resources in our immediate area that are culturally competent." Dr. Julian 

Brook addressed the leadership development aspect of resource gaps, advocating for 

"classes that address this issue in our congregation for leadership" and emphasizing the 

need "for renewal for Senior and associate leadership." Pastor John Anderson highlighted 

geographic disparities in resource availability, noting that "in rural areas like ours, the 

nearest mental health professional might be 30 or 40 minutes away, and that's if you can 

get an appointment." These infrastructure challenges created environments where pastors 

functioned as primary mental health resources not by choice but by necessity, with Rev. 

Sinclair Taylor observing that "we become the first line of defense because there's 

nowhere else for people to go." 

 

Pastoral Advocacy and Systemic Reform Efforts 

Demographic data revealed that 62.5 percent of pastors engaged in advocacy 

efforts to address systemic gaps, with innovative approaches that combined spiritual care 

with community-based mental health infrastructure development. Dr. Julian Brook 

demonstrated comprehensive systemic thinking by securing "grant funding through our 

foundation to engage mental health in the community through counseling" and 

establishing collaborative partnerships with mental health professionals. Pastor Michael 

Anderson articulated an expansive vision for systemic change, explaining his goal to 

"develop an actual mental health clinic as a part of our ministry to serve our community" 

while acknowledging that "grants and funding would be ideal to support this vision." Dr. 

Paul Matthews emphasized community partnership approaches, stating that "we try to 

connect with local mental health agencies and see if we can get reduced-rate services for 
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our members." These initiatives demonstrated how pastors recognized that individual 

therapeutic interventions were insufficient without addressing broader structural 

determinants that contributed to mental health disparities, with Pastor Marcus Thompson 

noting that "we can't just pray away the systemic issues that contribute to mental health 

problems in our community." This finding suggests that African American pastors 

function as essential community mental health advocates who bridge individual pastoral 

care with systemic reform efforts, positioning churches as primary institutions for 

addressing healthcare equity gaps that conventional mental health systems have failed to 

serve within marginalized communities, as Pastor John Anderson concluded: "The church 

has always been the institution that steps in when other systems fail our people. 

 

Impact on Church Community Dynamics 

Mental health presentations significantly affected congregational relationships 

and community functioning, with relationship issues emerging as a central concern that 

disrupted traditional church community structures. The demographic data revealed that 

75 percent of pastors identified relationship issues as key mental health concerns within 

their congregations, often intersecting with parenting challenges (62.5 percent) and 

grief/loss experiences (87.5 percent) that created complex community dynamics requiring 

comprehensive pastoral responses. Rev. Sinclair Taylor's development of annual training 

programs to teach congregation members to "recognize behavioral issues so they will 

know how to deescalate situations" demonstrated how mental health challenges affected 

community interactions to the extent that systematic member education became necessary 

for maintaining congregational stability. Pastor John Anderson elaborated on these 
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disruptions, explaining that "when people are dealing with mental health issues, it affects 

how they interact with other church members, sometimes creating conflict or 

misunderstandings that we have to address." Dr. Julian Brook observed similar patterns, 

noting that "mental health challenges can create tension in small groups and ministries, 

where people may not understand why someone is behaving differently or struggling with 

participation." 

 

Leadership Strain and Governance Challenges 

Pastor Michael Anderson's emphasis on leadership development through "classes 

that address this issue in our congregation for leadership" while advocating for "times of 

renewal for Senior and associate leadership" illustrated how mental health issues created 

strain on church governance structures that required institutional-level interventions. The 

demographic data showed that churches with moderate to high cultural bias levels (75 

percent) experienced more significant community disruption, as evidenced by pastors 

reporting that cultural bias "somewhat influences mental health discussions" and created 

barriers to open community dialogue about mental health needs. Dr. Paul Matthews 

acknowledged the leadership burden, stating that "as pastors, we're often the first and 

sometimes only resource people turn to, which can be overwhelming when you're dealing 

with complex mental health situations across your entire congregation." Pastor Marcus 

Thompson reinforced this challenge, explaining that "the leadership team has to be 

equipped to handle these situations because they're happening at every level of church 

life - in the choir, in the ushers, in the deacon board." 
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Community Support System Development 

Community support system development emerged as a primary response to 

mental health impacts on church dynamics, with pastors establishing comprehensive 

programming designed to strengthen congregational resilience and mutual support 

capacity. Dr. Ethan Thompson's establishment of monthly programming featuring mental 

health professionals represented systematic efforts to normalize mental health discussions 

within community contexts, with his approach focusing on "creating a safe space where 

people can talk about their struggles without feeling judged or stigmatized." Pastor John 

Anderson's development of a "Mental Health Ministry of 12 professionals and 8 plus 

volunteers" demonstrated how churches mobilized internal resources to address 

community-wide mental health impacts, explaining that "we trained our volunteers to 

provide peer support and recognize when someone needs professional help." Rev. 

Sinclair Taylor emphasized the community education component, stating that "we have 

to teach our congregation that mental health is just as important as physical health, and 

that seeking help is a sign of strength, not weakness." 

 

Congregational Size and Resource Mobilization 

The demographic data revealed that larger congregations (301-400+ members) 

developed more sophisticated community support approaches, including one pastor who 

secured "grant funding through our foundation to engage mental health in the community 

through counseling," indicating that congregation size influenced the capacity to address 

mental health impacts on community dynamics. Pastor Marcus Thompson's vision to 

"develop an actual mental health clinic as a part of our ministry to serve our community" 
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reflected recognition that mental health issues required comprehensive community 

infrastructure rather than individual intervention approaches. Dr. Julian Brook, serving a 

larger urban congregation, noted that "having more members means we have more 

resources, but it also means more complexity in addressing everyone's needs - we've had 

to create multiple support groups and specialized ministries." Conversely, Dr. Paul 

Matthews, serving a smaller congregation, acknowledged that "we have to be more 

creative with limited resources, often partnering with other churches or community 

organizations to provide the support our members need." This finding suggests that 

mental health challenges within African American congregation’s function as systemic 

disruptors that transform churches from traditional worship-centered institutions into 

comprehensive community mental health ecosystems, requiring pastors to fundamentally 

reconceptualize their role from individual spiritual counselors to community mental 

health. 

 

Summary of Mental Health Challenges 

The research revealed a complex landscape of mental health challenges within 

African American congregations, with grief/loss emerging as the most prevalent concern 

affecting 87.5 percent of participating churches, followed closely by anxiety (81.25 

percent) and depression (75 percent). These individual presentations are frequently 

intersected with relationship issues (75 percent), trauma (68.75 percent), and parenting 

challenges (62.5 percent), creating multifaceted mental health profiles that required 

comprehensive pastoral responses. Substance abuse affected 50 percent of congregations 

and often co-occurred with trauma and relationship difficulties, while domestic violence 
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presented as a significant community-specific concern in 31.25 percent of churches, 

particularly those serving larger congregations. The consistency of these patterns across 

diverse denominational affiliations, church sizes, and geographic contexts suggested that 

African American congregations encountered similar foundational mental health 

challenges regardless of specific community characteristics, with pastors recognizing that 

individual therapeutic interventions alone were insufficient to address the interconnected 

nature of these presentations. 

Systemic barriers significantly amplified individual mental health challenges, 

with socioeconomic constraints creating cascading effects that intensified existing 

conditions while limiting access to professional treatment. Financial inability to afford 

specialists or prescribed medications created dual burdens for congregants who faced 

both untreated mental health conditions and the additional stress of economic barriers to 

care. Resource gaps in community mental health infrastructure prompted pastors to 

develop innovative church-based solutions, including comprehensive mental health 

ministries, grant-funded community counseling services, and systematic member 

education programs to address behavioral crisis situations. These systemic stressors not 

only affected individual congregants but also disrupted traditional church community 

structures, with relationship issues and cultural bias (reported as moderate to high in 75 

percent of churches) creating barriers to open mental health discussions and requiring 

institutional-level interventions such as leadership training and community support 

system development to maintain congregational stability while addressing comprehensive 

mental health needs. In response to these multifaceted challenges, pastors developed 

innovative strategies and comprehensive programs that systematically addressed both the 
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individual mental health presentations and the broader community barriers that 

perpetuated mental health disparities within their congregations. 

Strategies and Programs 

The fourth research question focused on understanding how interviewees, such as 

Rev. Sinclair Taylor, Pastor John Anderson, Dr. Julian Brook, and others, had been 

addressing the needs of individuals currently experiencing mental health challenges both 

within their local churches and in their surrounding communities. The fourth research 

question explored strategies and programs pastors implement to support mental health 

challenges and extend efforts to local communities. Participants demonstrated innovative 

approaches combining pastoral care with community programming and external 

partnerships. The fourth set of protocol questions for this RQ were as follows: 

1. What specific programs, support groups or resources did your church offer to 

address the mental health needs of its members? 

2. How did you connect individuals in need with appropriate mental health 

professionals or services within the community? 

3. How did your church engage in outreach or support for mental health within the 

broader African American community beyond its members? 

4. How did you measure the effectiveness of your mental health support efforts, and 

what adjustments did you make based on feedback or outcomes? 
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Community-Specific Intervention Approaches 

Community-specific intervention strategies within African American 

congregations emphasized culturally responsive programming that addressed both 

individual and collective mental health needs through systematic church-based initiatives. 

Rev. Sinclair Taylor's development of annual training programs that focused on teaching 

congregation members to "recognize behavioral issues so they will know how to 

deescalate situations" represented community-centered approaches that built internal 

capacity for crisis intervention while acknowledging cultural preferences for community-

based support systems. Pastor John Anderson reinforced this capacity-building approach, 

explaining that his church developed "support groups and educational programs" while 

emphasizing that "we try to equip our members with basic understanding of mental health 

issues so they can better support each other." The demographic data revealed that larger 

congregations (301-400+ members) developed more comprehensive intervention models, 

with systematic mobilization of internal resources becoming more feasible as 

congregational size increased. Dr. Julian Brook's establishment of a comprehensive 

mental health ministry demonstrated this systematic approach, noting that "we have 12 

professionals and 8 plus volunteers who work specifically in the mental health ministry, 

and we provide training for our congregation on how to identify and respond to mental 

health concerns." 

Pastor Michael Anderson's focus on mental health programming "in the month of 

May" alongside the establishment of wellness initiatives illustrated temporally structured 

approaches that normalized mental health discussions within church calendars while 

providing ongoing clinical services. Dr. Ethan Thompson's monthly programming 
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featuring guest mental health professionals represented systematic educational 

interventions designed to reduce stigma and increase mental health literacy, as he 

explained: "We bring in mental health professionals once a month to speak to our 

congregation about different topics - depression, anxiety, grief counseling - because we 

want our members to be educated and comfortable discussing these issues." Pastor 

Marcus Thompson emphasized the educational component of church-based 

programming, stating that "we do workshops and seminars to help people understand 

mental health better, because there's still a lot of stigmas in our community about getting 

help for mental health issues." 

 

Professional Integration and Community Partnerships 

Professional integration and community outreach emerged as defining 

characteristics of community-specific intervention approaches, with pastors developing 

strategic partnerships that bridged church-based support with professional mental health 

services. The demographic data showed that 81.25 percent of pastors utilized referrals to 

professionals as primary intervention strategies, while 75 percent engaged in partnerships 

with local organizations to expand community mental health capacity. Dr. Julian Brook's 

establishment of comprehensive professional service integration demonstrated this 

approach, explaining that "we have a Psychotherapy Center right here in the church 

building, and we've partnered with licensed clinicians who understand our community 

and our culture." Pastor John Anderson described his referral network strategy: "We've 

built relationships with mental health professionals in our area who understand the 
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African American experience, and we can refer our members to them with confidence 

that they'll receive culturally appropriate care." 

Pastor Marcus Thompson's vision to "develop an actual mental health clinic as a 

part of our ministry to serve our community" reflected recognition that community-

specific interventions required institutional infrastructure beyond traditional pastoral care, 

as he elaborated: "We want to create a space where people can access professional mental 

health services without leaving their church community, because trust is so important in 

our culture." Dr. Paul Matthews emphasized the community partnership model, noting 

that his church secured "grant funding through our foundation to engage mental health in 

the community through counseling services," while explaining that "we partner with local 

organizations to provide services that we can't provide ourselves, but we make sure our 

members know these are trusted resources." Pastor Michael Anderson's emphasis on 

developing "classes that address this issue in our congregation for leadership" while 

advocating for "times of renewal for Senior and associate leadership" illustrated multi-

level intervention approaches that addressed both congregational and leadership mental 

health needs. Rev. Sinclair Taylor reinforced the importance of professional partnerships, 

stating that "we work closely with mental health professionals who can provide the 

clinical expertise that we as pastors don't have, but we maintain the spiritual support that 

our members need." 

 

Community Education and Advocacy Initiatives 

The finding that 87.5 percent of pastors engaged in community education efforts, 

with many emphasizing advocacy and outreach programs, demonstrated how churches 
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functioned as primary mental health education centers within African American 

communities. Pastor Michael Anderson described his church's educational approach: "We 

do community workshops where we invite not just our members, but the whole 

neighborhood, to learn about mental health resources and how to support family members 

who are struggling." Dr. Paul Matthews emphasized the advocacy component, explaining 

that "we advocate for better mental health services in our community, and we educate 

people about their rights and how to navigate the system." This finding suggests that 

African American churches have evolved into essential mental health infrastructure that 

compensates for systemic gaps in professional mental health services by creating 

culturally responsive intervention models that leverage community trust and spiritual 

authority to facilitate mental health engagement in ways that traditional healthcare 

systems cannot achieve within these communities. Pastor John Anderson summarized 

this comprehensive approach: "We're not trying to replace professional mental health 

care, but we're creating a bridge between our community and those services, while 

providing the cultural and spiritual support that makes the whole process more accessible 

and acceptable to our people." 

 

Faith-Based and Clinical Integration Models 

Faith-based and clinical integration approaches emerged as sophisticated hybrid 

models that balanced spiritual care with professional mental health services, with pastors 

developing systematic frameworks that honored both theological foundations and clinical 

best practices. The demographic data revealed that 25 percent of pastors possessed formal 

mental health training, including Dr. Julian Brook's credentials as a "Clinical 
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(Psychotherapist)" and another pastor's training as a "Clinical Pastoral Therapist with a 

Master in Clinical Mental Health," demonstrating how clinical expertise became 

integrated within church leadership structures. Rev. Sinclair Taylor's approach 

exemplified this integration, noting, "I've had Behavioral Health Training through 

nonprofits along with training from certified psychologist," while Dr. Julian Brook 

emphasized his clinical background: "I'm a licensed clinical psychotherapist, so I bring 

that clinical perspective into my pastoral work." Pastor John Anderson further validated 

this trend, explaining that his preparation included "clinical pastoral education and some 

training in counseling techniques," demonstrating how pastors systematically acquired 

clinical competencies to enhance their pastoral care capabilities. Dr. Ethan Thompson 

reinforced this pattern by describing his educational foundation: "I have a doctorate in 

ministry with a focus on pastoral counseling, and I've completed additional training in 

trauma-informed care." 

 

Hybrid Service Delivery Models 

Dr. Julian Brook's establishment of a "Psychotherapy Center" within church 

context represented comprehensive clinical integration that maintained faith-based 

identity while providing professional therapeutic services, with Brook explaining, "We've 

developed a psychotherapy center where we can provide both pastoral counseling and 

clinical therapy under one roof, maintaining the spiritual component while meeting 

clinical standards." Pastor Michael Anderson's development of a "Wellness Clinic 

focusing on mental health" illustrated how churches created clinical infrastructure that 

served both congregational and community mental health needs, as Anderson described: 
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"Our vision is to develop an actual mental health clinic as a part of our ministry to serve 

our community, where we can integrate faith-based approaches with professional clinical 

services." The finding that 93.75 percent of pastors utilized prayer ministry alongside 

professional referrals demonstrated systematic integration approaches rather than 

exclusive reliance on either spiritual or clinical interventions alone, with Pastor Marcus 

Thompson noting, "We combine prayer and spiritual counseling with professional 

referrals because we recognize that some issues require clinical intervention while 

maintaining the spiritual support system." 

 

Professional Referral Networks 

Professional collaboration models revealed sophisticated referral systems and 

partnership structures that bridged faith-based support with community mental health 

resources while maintaining pastoral oversight and spiritual care components. Dr. Ethan 

Thompson's monthly programming featuring guest mental health professionals 

demonstrated systematic integration of clinical expertise within church educational 

frameworks, as Thompson explained: "We have monthly mental health awareness 

programs where we bring in licensed professionals to educate our congregation, but we 

always maintain the pastoral care component." The demographic data showed that 81.25 

percent of pastors maintained active referral relationships with mental health 

professionals, with Pastor John Anderson describing his approach: "I maintain 

relationships with several therapists and psychiatrists in the area, and when I identify 

someone who needs professional help, I make sure they get connected while continuing 

to provide pastoral support." Rev. Sinclair Taylor reinforced this collaborative model, 
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stating, "I work closely with mental health professionals in our community, and we've 

developed a system where I can refer congregants while maintaining ongoing pastoral 

care and spiritual support." 

 

Collaborative Partnership Structures 

Pastor Marcus Thompson's vision to "develop an actual mental health clinic as a 

part of our ministry to serve our community" with recognition that existing "mental 

health clinicians within our ministry" provided foundational capacity illustrated how 

integration models leveraged internal clinical resources while developing institutional 

infrastructure for comprehensive service delivery. Thompson elaborated: "We already 

have mental health clinicians within our ministry, and we're working to formalize this 

into a comprehensive clinic that can serve both our congregation and the broader 

community." Dr. Paul Matthews' emphasis on developing "partnerships with experts" 

while maintaining grant-funded community counseling services demonstrated how 

successful integration models required both clinical expertise and sustainable funding 

mechanisms, as Matthews explained: "We've secured grant funding to provide counseling 

services in partnership with licensed professionals, which allows us to maintain both the 

clinical quality and the spiritual foundation of our ministry." Pastor Michael Anderson 

validated this approach, noting, "Grants and funding would be ideal to support this vision 

of integrating professional mental health services with our faith-based ministry, creating a 

comprehensive approach that addresses both spiritual and clinical needs." This finding 

suggests that effective mental health ministry within African American congregations 

operates through complementary rather than competing paradigms, where spiritual and 
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clinical approaches function as mutually reinforcing components of comprehensive care 

delivery systems that address both individual therapeutic needs and broader community 

mental health infrastructure gaps. 

 

Programs and Support Group Development 

Structured program development within African American congregations 

demonstrated systematic approaches to mental health support that combined educational 

initiatives with ongoing therapeutic interventions, with the demographic data revealing 

that 68.75 percent of pastors established specific mental health programs tailored to their 

congregational needs. Rev. Sinclair Taylor's implementation of annual training programs 

that focused on teaching congregation members to "recognize behavioral issues so they 

will know how to deescalate situations" represented comprehensive educational 

programming designed to build community capacity for mental health crisis intervention 

and prevention. Dr. Ethan Thompson reinforced this educational approach, explaining 

that his church conducts "monthly programming featuring guest mental health 

professionals" to provide systematic educational exposure that normalized professional 

mental health discussions within church contexts. Pastor Marcus Thompson emphasized 

the importance of educational components, stating, "We try to educate our congregation 

about mental health issues through workshops and seminars, so they understand that it's 

okay to seek help." These educational initiatives created foundational knowledge bases 

that enabled congregations to recognize mental health concerns and respond 

appropriately within their community contexts. 
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Professional Integration and Organizational Structures 

Pastor John Anderson's development of a "Mental Health Ministry of 12 

professionals and 8 plus volunteers" illustrated sophisticated organizational structures 

that mobilized both professional expertise and volunteer support to create sustainable 

programming, while Pastor Michael Anderson's establishment of dedicated mental health 

programming that occurred during "the month of May" alongside a "Wellness Clinic 

focusing on mental health" demonstrated temporally structured approaches that integrated 

awareness campaigns with ongoing clinical services. Dr. Julian Brook's establishment of 

a comprehensive mental health infrastructure was evident in his description: "We have a 

Mental Health Ministry of 12 professionals and 8 plus volunteers, and we've secured 

grant funding through our foundation to engage mental health in the community through 

counseling." Pastor Marcus Thompson highlighted the value of having "mental health 

clinicians within our ministry" as foundational capacity for expanding services, noting 

that this internal expertise provided credibility and professional standards for their 

programming. The demographic data showed that larger congregations (301-400+ 

members) were more likely to develop comprehensive programming that included 

multiple intervention modalities and sustained community engagement, with Dr. Paul 

Matthews explaining that "having professionals in our congregation gives us the expertise 

we need to do this work properly." 

 

Support Group Implementation Strategies 

Support group development emerged as a primary intervention strategy that 

addressed specific mental health concerns while fostering peer support networks within 
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congregational contexts, with 50 percent of pastors utilizing support groups as core 

components of their mental health programming. The demographic data revealed that 

support groups were most implemented in churches that also maintained active referral 

relationships with mental health professionals (81.25 percent), suggesting that effective 

support group programming required integration with professional mental health services 

rather than functioning as standalone interventions. Rev. Sinclair Taylor described the 

implementation approach: "We have support groups that meet regularly, and they're 

facilitated by trained members of our congregation who work in mental health fields." 

Pastor John Anderson emphasized the peer support component, explaining that "people 

feel more comfortable sharing with others who understand their struggles and share their 

faith background." Dr. Ethan Thompson noted that their support groups "provide a safe 

space where people can talk about their mental health challenges without feeling judged," 

while Pastor Michael Anderson highlighted that "the support groups help people realize 

they're not alone in their struggles." 

 

Comprehensive Service Delivery Models 

Dr. Julian Brook's establishment of a "Psychotherapy Center" represented 

comprehensive clinical programming that incorporated both individual and group 

therapeutic modalities within church infrastructure, while Dr. Paul Matthews' utilization 

of "grant funding through our foundation to engage mental health in the community 

through counseling" demonstrated how churches developed sustainable funding 

mechanisms to support ongoing program development. Pastor Marcus Thompson's 

recognition that existing "mental health clinicians within our ministry" provided 
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foundational capacity for his vision to "develop an actual mental health clinic as a part of 

our ministry to serve our community" illustrated how support group development often 

evolved into comprehensive service delivery models that addressed both congregational 

and community mental health needs. Pastor Michael Anderson articulated this 

comprehensive vision: "Our goal is to develop an actual mental health clinic as a part of 

our ministry to serve our community, though grants and funding would be ideal to 

support this vision." The finding that 75 percent of pastors combined support groups with 

prayer ministry and individual counseling indicated that effective program development 

required multi-modal approaches that addressed both clinical and spiritual dimensions of 

mental health support. Dr. Paul Matthews explained this integration: "We combine 

professional counseling with spiritual care because our people need both - they need 

clinical help, but they also need their faith to be part of their healing process." Overall, 

this finding suggests that African American churches function as essential intermediary 

institutions that bridge the gap between professional mental health services and 

community-based support systems, creating hybrid programming models that leverage 

spiritual frameworks to deliver clinically informed interventions within culturally 

responsive contexts. 

 

Community Outreach and Partnership Strategies 

Partnership development emerged as a fundamental strategy for extending mental 

health support beyond congregational boundaries, with 75 percent of pastors establishing 

formal partnerships with local organizations to address community-wide mental health 

disparities within African American populations. Dr. Paul Matthews exemplified this 
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approach through his systematic utilization of "grant funding through our foundation to 

engage mental health in the community through counseling," demonstrating sophisticated 

funding mechanisms that supported sustained community engagement. His emphasis on 

developing "partnerships with experts" illustrated how churches leveraged professional 

expertise to enhance service delivery capacity, as he explained: "We partner with licensed 

therapists and counselors who understand our community's cultural context and can 

provide services that are both clinically sound and culturally relevant." Pastor Marcus 

Thompson's vision represented comprehensive partnership models, stating: "We want to 

develop an actual mental health clinic as a part of our ministry to serve our community," 

while recognizing existing "mental health clinicians within our ministry" as foundational 

assets for integrated community service objectives. Dr. Julian Brook's establishment of 

community partnerships alongside his "Psychotherapy Center" demonstrated how clinical 

infrastructure supported both congregational and community-wide mental health 

initiatives, with his observation that "effective partnerships require mutual understanding 

of both clinical standards and community needs." The demographic data revealed that 

larger churches (301-400+ members) were significantly more likely to maintain multiple 

partnership relationships, as evidenced by pastors consistently emphasizing the necessity 

of professional collaboration to address complex community mental health needs that 

exceeded individual congregational capacity. 

Partnership strategies typically included systematic collaboration with nonprofit 

behavioral health organizations, as demonstrated by Rev. Sinclair Taylor's 

comprehensive approach involving "Behavioral Health Training through nonprofits along 

with training from certified psychologists." Taylor emphasized the importance of 
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structured professional development, explaining: "These partnerships aren't just about 

referring people out – they're about building our capacity to serve our community more 

effectively while maintaining appropriate professional boundaries." Pastor John 

Anderson reinforced this collaborative approach, noting: "We've developed relationships 

with local mental health providers who understand our rural context and the unique 

challenges our congregation faces in accessing care." The finding that partnership 

development required systematic professional development enhanced pastoral capacity 

for community mental health leadership, with pastors consistently emphasizing that 

effective partnerships demanded ongoing training and mutual accountability between 

religious and clinical professionals to ensure both spiritual authenticity and clinical 

competence in community mental health service delivery. 

 

Community Education and Advocacy Initiatives 

Community education and advocacy initiatives represented primary mechanisms 

through which African American churches engaged broader community mental health 

needs, with 62.5 percent of pastors implementing community education programs and 

56.25 percent participating in advocacy efforts that addressed systemic mental health 

disparities. Pastor Michael Anderson exemplified this comprehensive approach, 

implementing "Outreach programs; Community education; Partnerships with local 

organizations" that combined direct service provision with educational programming 

designed to reduce mental health stigma within African American communities. 

Anderson elaborated on his educational philosophy: "We can't just wait for people to 

come to us when they're in crisis – we need to be proactive in educating our community 



 

208 

about mental health before problems become overwhelming." Dr. Julian Brook's 

integration of "Community education; Advocacy efforts; Outreach programs" alongside 

clinical service delivery demonstrated how advanced educational preparation supported 

comprehensive community mental health leadership, with his observation that "education 

and advocacy are inseparable from clinical practice when serving underserved 

communities." The demographic data showed that pastors with doctoral-level education 

were more likely to engage in community education initiatives, reflecting enhanced 

capacity for translating clinical knowledge into accessible community programming that 

addressed cultural barriers to mental health understanding within African American 

populations. 

Pastor Marcus Thompson's systematic engagement in "Community education; 

Advocacy efforts; Outreach programs" reflected comprehensive approaches to addressing 

community-wide mental health needs that extended beyond congregational boundaries to 

serve broader African American populations. Thompson emphasized the advocacy 

dimension of his work: "We have to speak up about the systemic barriers our community 

faces in accessing mental health care – it's not enough to just provide services if the 

underlying inequities remain unchanged." The finding that 56.25 percent of pastors 

participated in advocacy efforts indicated recognition that effective community mental 

health support required systemic intervention approaches that addressed structural 

barriers to mental health access, with pastors positioning themselves as community 

advocates who leveraged ecclesiastical authority to promote mental health equity. Rev. 

Sinclair Taylor reinforced this advocacy role, stating: "As pastors, we have a unique 

position in our communities that gives us both credibility and responsibility to advocate 
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for better mental health resources and policies that serve our people." This finding 

suggests that African American churches have evolved into essential community mental 

health infrastructure that compensates for systemic healthcare gaps by transforming 

ecclesiastical authority into advocacy power, demonstrating how religious institutions 

function as critical intermediaries between underserved communities and professional 

mental health resources while simultaneously addressing both individual therapeutic 

needs and broader structural inequities that perpetuate mental health disparities within 

African American communities. 

 

Summary of Strategies and Programs 

African American pastors demonstrated comprehensive approaches to serving 

individuals with mental health needs through systematic integration of faith-based 

support with professional clinical services, addressing both congregational and 

community-wide mental health disparities. The demographic data revealed that 68.75 

percent of pastors established specific mental health programs, with Rev. Sinclair 

Taylor's annual training programs teaching congregation members to "recognize 

behavioral issues so they will know how to deescalate situations" representing 

community-centered capacity building approaches. Pastor John Anderson's development 

of a "Mental Health Ministry of 12 professionals and 8 plus volunteers" illustrated 

sophisticated organizational structures that mobilized both professional expertise and 

volunteer support, while Dr. Julian Brook's establishment of a "Psychotherapy Center" 

demonstrated comprehensive clinical service integration within church contexts. The 

finding that 93.75 percent of pastors utilized prayer ministry alongside professional 
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referrals indicated systematic hybrid approaches that honored both spiritual care and 

clinical best practices, with 81.25 percent maintaining active referral relationships with 

mental health professionals to ensure individuals received appropriate therapeutic 

services. 

Community outreach strategies extended mental health support beyond 

congregational boundaries through strategic partnerships and educational initiatives that 

addressed broader African American community needs. Dr. Paul Matthews' utilization of 

"grant funding through our foundation to engage mental health in the community through 

counseling" demonstrated sustainable funding mechanisms that supported community-

wide mental health services, while Pastor Marcus Thompson's vision to "develop an 

actual mental health clinic as a part of our ministry to serve our community" reflected 

comprehensive service delivery models that leveraged existing "mental health clinicians 

within our ministry." The demographic data showed that 75 percent of pastors established 

formal partnerships with local organizations, with 62.5 percent implementing community 

education programs and 56.25 percent participating in advocacy efforts that addressed 

systemic mental health disparities. Pastor Michael Anderson's comprehensive approach 

incorporating "Outreach programs; Community education; Partnerships with local 

organizations" alongside his "Wellness Clinic focusing on mental health" illustrated 

multi-faceted community engagement strategies that combined direct service provision 

with educational programming designed to reduce mental health stigma and increase 

access to professional mental health services within African American communities. 
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Summary of Findings 

This study revealed a fundamental preparation paradox among African American 

pastors, where despite 75% holding graduate degrees and 56.25% possessing doctoral 

credentials, only 37.5% received formal mental health training, forcing pastors to develop 

alternative competency pathways through workshops (68.75%) and self-directed learning 

(62.5%). This educational gap occurred alongside pervasive cultural and spiritual 

barriers, with 75% of pastors encountering moderate to strong cultural bias and 68.75% 

facing spiritual resistance to mental health discussions within their congregations. 

Despite these preparation limitations and community resistance, pastors demonstrated 

remarkable innovation in addressing the complex mental health landscape they 

encountered, with grief/loss affecting 87.5% of congregations, anxiety impacting 81.25%, 

and depression presenting in 75% of churches. The intersection of individual mental 

health challenges with systemic socioeconomic barriers created cascading effects that 

required comprehensive community-based solutions, as financial constraints prevented 

congregants from accessing professional mental health services while simultaneously 

intensifying existing psychological distress. 

The most significant finding emerged in pastors' development of sophisticated 

hybrid intervention models that systematically integrated faith-based support with 

professional mental health services, with 93.75% utilizing prayer ministry alongside 

professional referrals and 81.25% maintaining active relationships with mental health 

professionals. This integration approach reflected pastors' recognition that addressing 

mental health within African American church contexts required culturally responsive 

strategies that honored both spiritual traditions and clinical best practices. Community-
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centered programming became the primary vehicle for this integration, with 68.75% of 

pastors establishing specific mental health programs and 75% developing partnerships 

with local organizations to extend services beyond congregational boundaries. The study 

demonstrated that African American pastors functioned as essential mental health 

infrastructure within their communities, developing innovative approaches that combined 

pastoral care, community education, clinical partnerships, and systemic advocacy to 

address mental health disparities that conventional healthcare systems had failed to 

adequately serve within African American populations. 

 



 

213 

Chapter 5 
 

Discussion and Recommendations 
 

This study aims to examine how African American pastors are effectively 

disciplining the mental health of the Black Church. In chapter two, the review of 

literature identified a significant gap in research on the experiences of Black Church 

clergy with mental health crises and suicide, highlighting the need for qualitative research 

to address this intersection of faith, culture, and mental health.  To examine these areas 

more closely, the following research questions guided the qualitative research: 

1. How do African American pastors prepare themselves to address mental health 

challenges within their local churches, and what training or resources do they 

utilize to enhance their effectiveness in this role? 

2. What cultural and spiritual biases related to mental health exist within African 

American churches, and how do these biases impact the church community? 

3. What are the primary mental health issues prevalent among congregants in 

African American churches, and how do these issues impact both individuals and 

the broader church community? 

4. What strategies and programs do African American pastors, and their churches 

implement to support individuals experiencing mental health challenges, and how 

do these efforts extend to the local community? 

 

This chapter will bring together the literature reviewed in chapter 2 and the interview 

findings in chapter 4 in summary fashion. These findings will be discussed and 

recommendations for practice and further research will be suggested. 
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Summary of the Study and Findings 

This study employed interpretative phenomenological analysis through semi-

structured interviews with seven African American senior pastors representing diverse 

denominational backgrounds, congregational sizes, and ministry experience spanning two 

to four decades. The most significant finding challenges foundational assumptions in both 

literature and practice: while existing research positions African American churches as 

supplementary mental health supports operating primarily through spiritual intervention, 

the data revealed that 93.75% of pastors simultaneously utilize prayer ministry alongside 

professional referrals, creating sophisticated hybrid models that function as essential 

community mental health infrastructure rather than auxiliary services. Even more 

striking, contemporary pastors have evolved sanctuary theology from Raboteau's 

conceptualization of passive refuge269 into comprehensive mental health intervention 

frameworks that actively address internal psychological suffering. This transformation 

occurred not through theological mandate, as Paris suggested270, but through community 

necessity—with 75% of pastors establishing mental health programs in direct response to 

congregational crises rather than systematic ministerial planning. 

The study's most critical discovery involves what this researcher terms 

"distributed competency networks,” systematic community relationships and professional 

partnerships that enable comprehensive mental health programming without individual 

clinical expertise. Despite 75% of participants holding graduate degrees, only 37.5% 

 

269 Raboteau, Slave Religion, 212. 

270 Paris, The Social Teaching of the Black Churches, 123. 
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received formal mental health training, yet pastors with doctoral credentials demonstrated 

equal reliance on workshops, mentorship relationships, and self-directed learning as those 

with master's-level preparation. This finding fundamentally challenges conventional 

assumptions about professional preparation requirements while revealing that traditional 

theological education inadequately prepares clergy for mental health leadership 

regardless of degree level. Most importantly, participants identified financial constraints 

and professional service accessibility as more significant barriers than cultural stigma, 

directly contradicting literature that positions spiritual resistance as the primary obstacle 

to mental health acceptance in African American communities. This reframes the 

conversation from cultural deficit models to structural inequality analysis, demonstrating 

that African American churches compensate for healthcare system failures through 

ecclesiastical authority and theological integration strategies that require recognition as 

essential components of comprehensive community mental health infrastructure. 

Discussion of Findings 

In this chapter, I discuss the implications of my interview findings in relation to 

the existing literature on pastoral mental health ministry within African American 

churches. The literature review established that while Black Church clergy have 

historically functioned as informal mental health supports within their communities, 

systematic understanding of their preparation methods, intervention strategies, and 

community impact remains largely unexplored. My research revealed that contemporary 

African American pastors have developed sophisticated hybrid models of mental health 

ministry that fundamentally challenge existing theoretical frameworks while 

simultaneously addressing critical gaps in community mental health infrastructure. 
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My findings affirm Raboteau's foundational understanding of the Black Church as 

sanctuary while simultaneously challenging his characterization of this role as primarily 

offering passive refuge from external pressures.271 The seven pastors I interviewed 

demonstrated that contemporary sanctuary theology has evolved into comprehensive 

mental health intervention frameworks that actively address internal psychological 

suffering. While I affirm my participants' confidence in their mental health ministry 

capabilities, I must challenge their underestimation of the sophisticated competency 

networks they have developed—what I call "distributed competency networks" that 

compensate for individual clinical knowledge limitations through systematic community 

relationships and professional partnerships. This discovery directly contradicts the 

prevailing literature that emphasizes formal clinical training as essential for effective 

pastoral mental health ministry, revealing instead that 68.75 percent of pastors relied on 

workshops, mentorship relationships, and self-directed learning to develop mental health 

competencies that proved more practically relevant than traditional theological education. 

The most significant finding of this research challenges both literature 

assumptions and participant perceptions regarding the primary barriers to mental health 

acceptance within African American communities. While existing research positions 

cultural stigma and spiritual resistance as insurmountable obstacles, and while 68.75 

percent of my participants initially reported encountering spiritual resistance, my analysis 

reveals that these same pastors successfully implemented comprehensive mental health 

programming by strategically leveraging theological frameworks as integration 

mechanisms rather than intervention barriers. More importantly, participants identified 

 

271 Raboteau, Slave Religion, 213. 



 

217 

financial constraints and professional service accessibility as more significant barriers 

than cultural attitudes, suggesting that systemic economic factors create more substantial 

intervention challenges than the spiritual resistance that dominates academic discourse. 

This finding fundamentally reframes the conversation from cultural deficit models to 

structural inequality analysis, demonstrating that African American pastors function as 

essential mental health infrastructure compensating for healthcare system failures through 

ecclesiastical authority, community relationships, and theological integration strategies 

that require recognition as a distinct professional domain combining clinical, theological, 

and community development competencies. 

 

Theological Perspectives 

In the literature, Raboteau's groundbreaking work on sanctuary theology painted a 

picture of the Black Church as essentially a protective haven—a place where congregants 

could escape the harsh realities of racial oppression and social marginalization. This 

conceptualization made sense historically, positioning the church as a refuge that offered 

respite from external pressures.272 However, my research reveals that this traditional 

understanding falls short of capturing what's happening in contemporary pastoral 

practice. Through my analysis of participant interviews, I discovered that today's African 

American pastors have fundamentally reimagined sanctuary theology, transforming it 

from passive refuge into active mental health intervention. Rather than simply providing 

a safe space where people can retreat from the world's troubles, these pastors are directly 

 

272 Raboteau, Slave Religion, 213. 
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confronting internal psychological suffering and developing comprehensive frameworks 

to address it head-on. 

This transformation represents more than just an evolution in pastoral care—it 

signals a complete reimagining of how ecclesiastical authority operates within African 

American communities. Where historical sanctuary theology focused on withdrawal and 

protection, I found that contemporary pastoral practice embraces proactive engagement 

with mental health challenges that reaches far beyond church walls. The literature, 

particularly Paris's work, suggested that theological frameworks might actually create 

barriers to mental health acceptance, with spiritual resistance potentially blocking 

effective clinical intervention.273 My findings tell a different story entirely. When pastors 

develop the right combination of cultural sensitivity and clinical awareness, theological 

frameworks become powerful tools for integration rather than obstacles to overcome. The 

pastors in my study weren't fighting against their theological foundations—they were 

leveraging them strategically to help congregants navigate the intersection of faith and 

mental health in ways that honor both spiritual convictions and psychological well-being. 

 

Pastoral Preparation and Training 

Formal versus Self-Directed Learning Pathways 

In the literature, I discovered a persistent assumption that effective pastoral 

mental health ministry depends heavily on formal clinical training and individual 

therapeutic competence. Researchers consistently emphasized specialized education and 
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professional certification as essential prerequisites for clergy engaging in mental health 

intervention. However, my study revealed something quite different - traditional 

preparation models simply don't match the complex community mental health leadership 

roles that pastors fulfill in their congregational contexts. What struck me most was how 

inadequate our current theoretical frameworks are for understanding how pastors really 

develop their mental health ministry capabilities. 

My methodological approach of interviewing pastors with diverse educational 

backgrounds produced a surprising revelation: higher education levels showed no 

correlation with more sophisticated mental health programming. Through careful 

thematic analysis of these conversations, I found that pastors with doctoral credentials 

relied just as heavily on informal learning networks, community workshops, and self-

directed study as those with master's-level preparation. This discovery fundamentally 

challenges our assumptions about professional preparation while exposing a troubling 

reality - traditional theological education fails to adequately prepare clergy for mental 

health leadership regardless of their degree level. My conclusion is that we need to 

completely rethink how we understand pastoral preparation, moving away from formal 

credential requirements toward recognizing the distributed learning networks that equip 

pastors for this critical community role. 

 

Community-Specific Preparation Strategies 

What I discovered about pastoral preparation strategies fundamentally challenges 

how we think about mental health ministry competency. The literature consistently 

emphasized that effective pastoral mental health work requires individual clinical 
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expertise—essentially positioning pastors as solo practitioners who need specialized 

training to be effective. However, my participants told a completely different story. 

Rather than pursuing individual mastery, they built what I call "distributed competency 

networks"—systematic webs of relationships with other pastors, mental health 

professionals, and community leaders that allowed them to offer comprehensive 

programming without becoming clinical experts themselves. This approach directly 

contradicts theoretical predictions about clergy operating in isolation, shouldering 

individual responsibility for their congregations' mental health needs. 

Through my analysis of interview data, a clear pattern emerged: pastors who 

invested in mentorship relationships and collaborative partnerships consistently 

developed more robust community mental health programming that extended well 

beyond their church walls. These distributed networks function as a collective expertise 

system, where individual knowledge gaps become strengths when pastors know exactly 

who to call, which professional to consult, or what community resources to access. What 

struck me most was how these relationships weren't just professional courtesy calls—they 

represented strategic compensatory mechanisms that address systemic healthcare 

disparities by creating informal but highly effective referral and support systems. My 

conclusion is that successful pastoral mental health ministry depends less on what any 

individual pastor knows and more on how skillfully they can orchestrate community 

resources through relationship-based networks. 
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Cultural and Spiritual Biases 

Cultural Sensitivity Requirements and Spiritual Navigation 

When I began this research, the literature had convinced me that cultural stigma 

and spiritual resistance would emerge as the primary obstacles to mental health 

acceptance within African American church communities. Researchers consistently 

positioned cultural attitudes and theological beliefs as problematic barriers that needed to 

be overcome before congregants could access professional mental health services. 

However, my conversations with seven experienced pastors revealed a strikingly 

different reality. Rather than functioning as barriers, cultural and spiritual factors served 

as powerful resources when pastors developed sophisticated integration strategies. This 

discovery forced me to reconsider fundamental assumptions about how faith communities 

navigate mental health challenges. 

What surprised me most was how my participants consistently identified financial 

constraints and limited professional service accessibility as far more significant barriers 

than the cultural stigma that dominates academic discussions. Through my thematic 

analysis of their responses, I found that these pastors had already developed effective 

methods for addressing spiritual resistance within their congregations, but they remained 

frustrated by systemic economic factors that prevented their members from accessing 

quality mental health care. This finding fundamentally shifts the conversation away from 

cultural deficit models that blame African American communities for their mental health 

disparities toward a structural inequality analysis that acknowledges the real barriers 

these pastors face daily. My conclusion is that while researchers have been focusing on 

changing cultural attitudes, the actual challenge lies in addressing the economic and 
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accessibility barriers that force pastors to become primary mental health providers for 

their communities out of necessity rather than choice. 

 

Faith-Based Resistance Patterns 

The literature consistently positioned spiritual resistance as a formidable obstacle 

to mental health acceptance within African American church communities, with 

researchers suggesting that deeply held theological beliefs would naturally conflict with 

clinical approaches to psychological healing. However, my methodological approach of 

conducting extensive interviews with seven pastors across diverse denominational 

backgrounds revealed a markedly different reality. Rather than encountering the 

insurmountable barriers that existing research predicted, I discovered that these clergy 

had developed remarkably sophisticated theological integration strategies that actually 

transformed potential spiritual resistance into meaningful engagement opportunities. My 

analysis demonstrates that effective pastors don't simply overcome theological 

concerns—they strategically leverage their ecclesiastical authority to create bridges 

between faith and mental health that honor both spiritual convictions and clinical 

necessity. 

What strikes me most profoundly about these findings is how they reframe our 

understanding of spiritual bias from an insurmountable barrier to a communication 

challenge that requires nuanced theological navigation skills. Through my thematic 

analysis of participant responses, I identified a consistent pattern where pastors reported 

that their mental health ministry leadership emerged primarily from urgent community 

needs rather than from any theological calling or doctrinal mandate. This discovery 
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directly challenges the prevailing academic assumptions that position religious 

motivation as the primary driver for pastoral mental health engagement. Instead, my 

research reveals that these ministers developed their mental health expertise out of sheer 

necessity—because their congregants were suffering and traditional healthcare systems 

were failing to meet their communities' needs in culturally responsive ways. 

 

Mental Health Challenges 

Community-Specific Mental Health Issues 

In the literature, researchers have consistently traced mental health challenges 

within African American communities back to historical trauma and systemic oppression, 

painting a picture where external societal forces serve as the primary drivers of 

psychological distress. While I found that my participants certainly recognized these 

broader systemic influences—and indeed, their ministries actively addressed them—what 

emerged from my interviews was far more nuanced than what the existing scholarship 

suggests. Through my thematic analysis of pastoral narratives, I discovered that the 

mental health presentations pastors encounter in their congregations don't fit neatly into 

the literature's emphasis on external causation. Instead, pastors described complex, 

interwoven challenges that required them to think beyond simple cause-and-effect 

relationships between societal oppression and individual suffering. 

What struck me most was how pastors naturally approached mental health 

challenges as community-wide phenomena rather than isolated individual problems. My 

research reveals that effective pastoral mental health ministry operates on multiple levels 

simultaneously addressing both the personal therapeutic needs of individuals and the 
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structural inequalities that create mental health disparities in the first place. This finding 

directly challenges the theoretical frameworks I reviewed in Chapter 2, which tend to 

position individual pathology and systemic oppression as competing explanatory models. 

My participants didn't see this as an either-or proposition; instead, they developed 

ministries that seamlessly integrated personal healing with community advocacy, 

suggesting that the field needs more sophisticated theoretical models that can account for 

this dual focus rather than forcing pastors to choose between individual and structural 

interventions. 

 

Impact on Church Community Dynamics 

In the literature, researchers have traditionally conceptualized pastoral mental 

health care as primarily individual counseling relationships between clergy and 

congregants, focusing on one-on-one therapeutic interactions within private pastoral 

settings. However, my research reveals a fundamentally different reality that challenges 

this individualistic framework. Through my methodological approach of interviewing 

seven pastors across varied congregational contexts, I discovered that mental health 

challenges operate more like stones thrown into still water—creating expanding circles of 

impact that touch every aspect of church community life. When one congregate struggle 

with depression or anxiety, the effects ripple through worship participation, volunteer 

commitments, family relationships within the church, and overall congregational morale. 

My participants consistently described scenarios where individual mental health crises 

became community-wide concerns requiring coordinated responses that extended far 

beyond traditional pastoral counseling models. 
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This systemic understanding fundamentally reframes how we conceptualize 

effective mental health ministry within African American churches. While existing 

literature positioned pastoral care as interpersonal intervention between pastor and 

individual, my analysis demonstrates that successful mental health ministry functions as 

comprehensive community development that simultaneously addresses personal healing 

and collective well-being. The pastors I interviewed developed programming approaches 

that recognize mental health as both individual experience and community 

phenomenon—creating support networks, educational initiatives, and preventive 

strategies that strengthen entire congregational systems rather than simply responding to 

isolated crises. My conclusion is that mental health ministry effectiveness depends more 

on pastors' ability to orchestrate community-wide responses than on their individual 

therapeutic skills, revealing that the Black Church's historical role as social center 

positions it uniquely to address mental health challenges through collective intervention 

strategies that mainstream clinical models cannot replicate. 

 

Strategies and Programs 

Faith-Based and Clinical Integration Models 

The prevailing literature has long treated spiritual and clinical mental health 

interventions as fundamentally incompatible approaches, with researchers like Koenig 

positioning them as distinct paradigms that require careful negotiation to avoid 

theological conflicts.274 This perspective suggested that pastors must choose between 
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spiritual authenticity and clinical effectiveness, creating an artificial tension that has 

shaped both academic discourse and practical ministry approaches. However, my 

research reveals this supposed opposition to be a false dichotomy that completely 

misrepresents how effective African American pastors operate within their 

congregational contexts. Through my interviews with seven senior pastors across diverse 

denominational backgrounds, I discovered that successful mental health ministry depends 

not on choosing between spiritual and clinical approaches, but on developing 

sophisticated integration models that honor both dimensions simultaneously. 

What emerged from my analysis was far more nuanced than the literature 

suggested pastors who demonstrated the most effective mental health ministries had 

developed hybrid approaches that seamlessly blend prayer ministry with professional 

referrals, theological counseling with clinical partnerships, and spiritual formation with 

therapeutic intervention. Rather than experiencing conflict between these approaches, my 

participants described them as naturally complementary elements of comprehensive care 

that addresses both the spiritual and psychological needs of their congregants. This 

integration strategy allows pastors to maintain their theological integrity while providing 

culturally responsive interventions that tackle individual therapeutic needs and systemic 

healthcare disparities at the same time. My findings demonstrate that the most successful 

pastoral mental health ministry occurs when clergy move beyond the false choice 

between faith and clinical practice to embrace models that recognize mental health as 

inherently multidimensional, requiring both spiritual wisdom and professional expertise 

working in concert. 
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Community Outreach and Partnership Strategies 

When I began this research, I expected to find pastors who would naturally 

gravitate toward spiritual interventions while viewing clinical approaches with skepticism 

or resistance. However, my methodological approach of conducting in-depth interviews 

with seven African American pastors revealed something quite different: these religious 

leaders have developed systematic dependence on professional partnerships and 

community collaborations that fundamentally reshape how mental health ministry 

operates. While the literature positioned clergy as potentially isolated from or competitive 

with clinical expertise, my participants consistently demonstrated strategic relationship 

development with mental health professionals that supplements rather than replaces their 

pastoral interventions. This finding directly challenges assumptions about clerical 

insularity and reveals a more sophisticated understanding of mental health ministry than 

previous research suggested. 

My analysis of these partnership patterns leads me to conclude that contemporary 

African American churches function as essential community mental health infrastructure 

rather than the isolated social institutions that Du Bois historically characterized as 

"social centers."275 Through my thematic analysis of interview transcripts, I identified 

that effective pastoral mental health ministry operates through collaborative models that 

extend individual pastoral authority through professional networks rather than competing 

with clinical expertise. This represents a significant evolution in how Black Church 

leadership conceptualizes their role in community mental health, moving beyond 
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traditional boundaries to create what I call "distributed competency networks" that 

address systemic healthcare disparities through strategic relationship development. The 

data demonstrates that pastors who successfully navigate mental health challenges do so 

not through individual clinical mastery but through their ability to orchestrate 

comprehensive community responses that leverage both spiritual and professional 

resources. 

 

Synthesis and Implications for Theory and Practice 

When I examined how my findings regarding pastoral preparation strategies 

connect with the service delivery approaches, I observed that a compelling picture 

emerges that fundamentally challenge existing theoretical frameworks. The literature 

positioned individual clinical competence as essential for effective mental health 

ministry, yet my methodological approach of interviewing seven African American 

pastors across diverse denominational contexts revealed something far more 

sophisticated: pastors have developed what I term "distributed competency networks" 

that enable comprehensive community mental health programming without requiring 

individual therapeutic mastery. This discovery directly contradicts the prevailing 

assumption that clergy must choose between spiritual and clinical approaches. Instead, 

my participants demonstrated that effective mental health ministry emerges from strategic 

relationship building and collaborative partnerships that extend pastoral authority through 

professional networks rather than competing with clinical expertise. The interconnections 

among my four research questions reveal that preparation strategies, cultural navigation, 
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mental health challenges, and intervention programs function as integrated components 

of a comprehensive community response system rather than discrete pastoral activities. 

My research fundamentally extends current understanding of pastoral approaches 

to mental health by demonstrating that African American clergy have evolved beyond 

traditional pastoral care models to assume roles as community mental health 

infrastructure leaders—a development that existing literature has largely overlooked. 

While Du Bois's historical characterization of the church as "social center"276 provided 

important foundational understanding, my findings reveal that contemporary pastors 

function as essential healthcare system compensators who address gaps in professional 

mental health service delivery through ecclesiastical authority and theological integration 

strategies. The patterns of structural inequality I identified suggest that denominational 

systems and broader healthcare infrastructure create barriers that force pastors to develop 

innovative solutions out of community necessity rather than theological calling. This 

represents a critical shift from viewing pastoral mental health ministry as auxiliary 

spiritual support to recognizing it as essential community health infrastructure that 

requires systematic recognition and support within broader healthcare delivery systems. 

My conclusion is that effective pastoral mental health leadership depends more on 

community relationship development and theological integration skills than on formal 

clinical training, challenging fundamental assumptions about professional preparation 

requirements while demonstrating the urgent need for policy-level responses that build 

upon rather than replace the sophisticated local ministry innovations pastors have already 

developed. 

 

276 W.E.B. Du Bois, The Negro Church, 1. 
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Conclusion 

My conclusion is that contemporary Black Church mental health ministry 

represents a sophisticated response to healthcare system failures that require systematic 

recognition and support within broader healthcare delivery systems. Pastoral mental 

health leadership effectiveness depends more on community relationship development 

and theological integration skills than on formal clinical training, challenging 

assumptions about professional preparation requirements while demonstrating the need 

for policy-level responses that complement local ministry innovations. 

The most significant discovery involves recognizing how African American 

churches compensate for healthcare system failures within their communities through 

what I identify as essential community mental health infrastructure rather than auxiliary 

services. This compensation function requires acknowledgment that pastors operate 

through ecclesiastical authority, community relationships, and theological integration 

strategies to address gaps in professional mental health service delivery that create 

disparities within historically underserved populations. Based on this comprehensive 

analysis of literature, interview findings, and their implications for understanding faith-

based mental health intervention, the following section presents specific 

recommendations for theological education institutions, denominational leadership, 

mental health professionals, and policy makers to address the systemic barriers that 

currently constrain comprehensive community mental health service delivery within 

African American church contexts while building on the innovative integration models 

that pastors have already developed through community necessity and ecclesiastical 

authority. 
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Recommendations for Practice 

Based on research, interviews, and my observations, churches should implement 

five core strategies: (1) Mental health literacy through mandatory 20-hour annual training 

for pastoral staff and specialized education for clergy families addressing ministry-

specific stressors; (2) Worship integration embedding mental health validation in liturgy, 

prayers, and seasonal programming while accommodating clergy family needs; (3) 

Professional partnerships establishing crisis intervention systems, provider contracts, and 

confidential services for pastoral families; (4) Internal support systems including 

screening programs, youth programming, peer networks, and discrete clergy family crisis 

protocols; (5) Resource advocacy addressing structural inequities and clergy family 

benefit needs. Success measurement requires tracking service access rates, training 

completion, stigma reduction, and clergy family wellness outcomes demonstrating 

correlation between pastoral family mental health and congregational ministry 

effectiveness. Each of these strategic areas requires specific implementation approaches 

that address both general congregational needs and unique clergy family considerations, 

beginning with foundational mental health literacy development that establishes the 

knowledge base necessary for effective ministry integration.  

 

Mental Health Literacy and Educational Framework Development 

Churches must begin partnership development by implementing multi-tiered 

mental health literacy programs for pastoral leadership that progress from basic 

recognition skills to advanced collaborative care competencies, addressing the significant 

gap between ministry demands and educational preparation revealed by demographic 
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findings showing only 31.3 percent of pastors have formal mental health training while 

75 percent rely primarily on traditional pastoral care methods. Denominations should 

establish mandatory continuing education requirements including 20 hours annually of 

mental health training, create partnership agreements with accredited counseling 

programs for cross-disciplinary education, and develop competency assessments 

measuring pastors' ability to recognize mental health presentations and execute 

appropriate referral protocols. Seminary curricula must integrate mental health literacy as 

core competency alongside traditional theological studies, requiring coursework in 

abnormal psychology, trauma-informed care, and collaborative counseling principles, 

with training programs utilizing diverse modalities including case study analysis, role-

playing scenarios, and mentorship pairings with experienced pastors who demonstrate 

effective mental health ministry integration. 

Building upon systematic pastoral training, churches must engage mental health 

professionals in comprehensive stigma reduction programs that address both theological 

misconceptions and cultural barriers, recognizing that survey data revealing cultural bias 

ratings of 3.1 on a 5-point scale requires sustained intervention with 62.5 percent of 

pastors reporting moderate to strong cultural bias within their congregations. Professional 

partnerships should include collaboration with diverse training facilitators who reflect 

community demographics and understand intersection of culture, race, and faith with 

mental health, helping churches develop year-long congregational education series 

addressing mental health through biblical narratives and creating testimony opportunities 

for congregation members who have successfully integrated faith commitments with 

professional mental health treatment. Mental health professionals should provide 
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specialized training for pastors in deconstructing harmful stereotypes, offering 

theological frameworks that affirm both divine healing and clinical intervention as 

compatible expressions of God's care, while developing culturally relevant materials that 

address specific concerns within African American church contexts while promoting 

holistic understanding of mental wellness. 

These foundational training and cultural competency partnerships enable churches 

to establish systematic partnership infrastructure including denominational contracts with 

mental health providers and professional referral networks that ensure immediate access 

to culturally competent care rather than referral delays that compromise treatment 

outcomes. Denominations should negotiate formal contracts with mental health providers 

ensuring affordable services, priority scheduling for crisis situations, and regular 

communication protocols between providers and pastoral leadership, while churches 

establish comprehensive resource directories including emergency contact protocols and 

develop standardized referral procedures with follow-up mechanisms ensuring continuity 

of care. Professional partnerships must include collaborative training programs bringing 

together pastors and mental health professionals for mutual education and relationship 

development, with special support for rural congregations facing geographic barriers 

through telehealth partnerships and mobile crisis intervention services coordinated 

through professional mental health networks. 

External professional partnerships require complementary internal support system 

development through collaboration with mental health professionals who can train lay 

counselors and facilitate peer support group development within congregational settings, 

maximizing congregational care potential while maintaining appropriate boundaries 
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between peer support and clinical intervention. Churches should establish lay counselor 

certification programs requiring 40 hours of initial training in active listening, crisis 

recognition, and referral protocols, with ongoing supervision from licensed professionals 

who partner with churches to ensure appropriate skill development and boundary 

maintenance. Mental health professionals should provide specialized training for support 

group facilitators in group dynamics and crisis management within group settings, while 

developing crisis intervention protocols that prepare multiple congregation members to 

recognize mental health emergencies, coordinate professional intervention, and provide 

follow-up support ensuring individuals receive appropriate ongoing care following crisis 

situations. 

Professional partnerships must extend beyond individual church boundaries to 

include community resource development and advocacy coordination that addresses 

structural inequities affecting congregational mental health access, particularly 

recognizing that 63.6 percent of pastors serving predominantly low-income communities 

report significant barriers to mental health service access requiring sustained community 

development efforts. Churches should establish advocacy teams including members with 

professional expertise in law, healthcare, social work, and public policy, working with 

mental health advocacy organizations to develop grant writing capabilities targeting 

federal, state, and private funding opportunities specifically focused on mental health and 

community development. Mental health professionals should provide training for pastors 

in community organizing principles, lobbying strategies for mental health funding, and 

coalition building techniques that enable effective resource development, while 

denominational structures coordinate collective advocacy efforts leveraging shared 
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influence for policy change and resource development in partnership with professional 

mental health organizations. 

Sustainable partnership development requires systematic program evaluation and 

sustainability frameworks developed in collaboration with mental health professionals 

who can provide expertise in outcome measurement, financial planning, and continuous 

quality improvement processes that ensure long-term effectiveness and institutional 

sustainability rather than dependence on individual pastoral leadership changes. Churches 

should establish program evaluation systems measuring mental health ministry outcomes 

including referral completion rates, treatment engagement statistics, and congregational 

attitude changes toward mental health services, with mental health professionals 

providing consultation on evaluation methodology and data interpretation. Professional 

partnerships should include collaboration on financial sustainability strategies combining 

congregational giving, denominational support, grant funding, and fee-for-service 

partnerships, while quality improvement processes include regular program review with 

professional consultation, stakeholder feedback collection, and continuous adaptation 

based on emerging best practices in both mental health care and religious ministry. 

Leadership succession planning should ensure program continuity despite pastoral 

transitions, with mental health professionals helping document systems that preserve 

institutional knowledge and partnership relationships, creating sustainable collaborative 

frameworks that maintain effectiveness across leadership changes and evolving 

community needs. 
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Worship Integration and Theological Framework Restructuring 

Churches must develop comprehensive liturgical innovations that embed mental 

health validation into traditional worship elements, transforming the worship experience 

itself through ritual innovation that sanctifies the mental health journey rather than 

merely discussing it intellectually. This transformation should include creating new 

liturgical elements such as "prayers for those seeking healing of mind and spirit" during 

weekly intercession, responsive readings that acknowledge emotional struggles as part of 

human experience, and communion meditations that explicitly connect the broken body 

of Christ with mental and emotional brokenness. Seasonal worship programming should 

incorporate mental health themes through Advent series addressing hope during 

depression, Lenten practices focused on trauma healing, and Easter celebrations 

emphasizing resurrection from emotional death. Churches should implement blessing 

ceremonies for individuals beginning therapy, establish annual mental health awareness 

Sundays with specialized liturgies, and develop memorial services that address suicide 

with theological sensitivity rather than condemnation. These ritual innovations operate 

through different psychological mechanisms than cognitive learning, creating emotional 

resonance that educational sessions cannot replicate while shaping unconscious beliefs 

more powerfully than conscious educational content. 

Building upon this liturgical foundation, pastors must adopt narrative theology 

preaching methodologies that use extended biblical character studies and contemporary 

story integration to create emotional identification between congregants and biblical 

figures who experienced mental health challenges. This approach moves beyond 

traditional expository preaching methods that may inadequately address complex mental 
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health presentations, instead focusing on transformative storytelling that produces 

psychological healing through identification rather than information transfer. Pastors 

should receive training in narrative preaching techniques that extend single biblical 

passages into multi-week character studies, exploring the emotional journey of figures 

like Job's grief process, David's anxiety patterns, or Jeremiah's depression cycles with 

psychological sophistication. Sermon methodology should incorporate contemporary 

testimony integration where congregation members share their mental health stories 

alongside biblical narratives, creating dual identification opportunities that facilitate 

emotional processing and memory formation. Preaching should utilize film, literature, 

and artistic elements that illuminate mental health themes, moving beyond traditional 

text-only approaches to engage multiple sensory modalities that help trauma survivors 

process experience through narrative rather than analytical frameworks. 

Complementing these liturgical and preaching innovations, churches must 

develop adaptive worship participation models that accommodate varying mental health 

presentations, creating inclusive worship experiences where individuals experiencing 

depression, anxiety, or trauma can participate meaningfully without performance pressure 

or spiritual judgment. This requires implementing flexible participation guidelines that 

allow congregation members to engage in worship according to their mental health 

capacity, including options for silent participation during singing, alternative seating for 

individuals with anxiety, and modified communion practices for those whose medication 

affects participation. Worship leadership should be trained in recognizing signs of 

emotional distress during services and providing discrete support without drawing 

attention to struggling individuals. Services should include designated "rest periods" 
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during longer worship experiences, provide printed materials for individuals whose 

anxiety interferes with verbal participation, and offer alternative forms of offering and 

commitment that don't require public declaration. These adaptations address how mental 

health conditions affect worship participation itself, requiring structural rather than 

informational interventions that recognize invisible disabilities and create true inclusion 

through practice modification rather than education about acceptance alone. 

 

Build Partnerships with Mental Health Professionals 

Churches should establish immediate partnerships with mental health 

professionals to create comprehensive crisis intervention systems that include 24-hour 

response protocols, trained crisis intervention teams, and coordination with emergency 

services to provide life-saving support during mental health emergencies while 

maintaining theological sensitivity and family engagement throughout crisis resolution. 

These partnerships should encompass collaborative relationships with licensed clinicians 

who can provide immediate assessment and intervention during psychiatric emergencies, 

emergency services coordination that ensures seamless transitions between faith-based 

crisis support and professional emergency care, and ongoing consultation services that 

help church crisis teams distinguish between situations requiring pastoral support and 

those demanding immediate clinical intervention. Professional partnerships must include 

training components where mental health clinicians educate church crisis teams in risk 

assessment protocols, safety planning procedures, and appropriate escalation techniques, 

while church leaders provide clinicians with cultural and spiritual context necessary for 

effective intervention within faith communities. 
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Building upon crisis intervention partnerships, churches should collaborate with 

mental health professionals who specialize in family systems and trauma therapy to 

address intergenerational trauma patterns through multi-generational healing programs, 

family therapy integration, and culturally specific trauma-informed practices that break 

cycles of trauma transmission while honoring cultural resilience and spiritual strength 

within family structures. These specialized partnerships require mental health 

professionals who understand both clinical trauma presentations and the unique historical 

trauma experiences affecting African American communities, including slavery, 

segregation, systemic racism, and ongoing discrimination that create complex trauma 

patterns affecting multiple generations simultaneously. Professional collaboration should 

include family therapy services that integrate spiritual practices with evidence-based 

trauma treatment, group therapy programs addressing collective trauma experiences 

within the congregation, and consultation services that help church leaders recognize 

trauma responses in congregational interactions and ministry activities. Mental health 

professionals should provide training for church staff in trauma-informed ministry 

practices, helping pastoral teams understand how historical trauma affects contemporary 

congregational dynamics and individual spiritual development. 

The foundation of crisis intervention and trauma-focused partnerships enables 

churches to expand their professional collaborations into digital spaces through 

partnerships with telehealth platforms, online mental health services, and technology 

companies specializing in faith-integrated mental health applications that provide 24-hour 

access to professional support while maintaining spiritual authenticity in digital 

therapeutic environments. Technology partnerships should include collaborations with 
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mental health professionals who provide telehealth services specifically designed for faith 

communities, online therapy platforms that integrate prayer and spiritual practices into 

clinical treatment protocols, and digital mental health companies that develop 

applications featuring both professional clinical content and faith-based coping resources. 

Professional partnerships in digital spaces must include consultation on privacy and 

security standards for online mental health services, training for congregation members in 

accessing and effectively utilizing digital mental health resources, and ongoing 

supervision arrangements that ensure digital mental health services maintain both clinical 

effectiveness and theological appropriateness for diverse congregational needs. 

These comprehensive professional partnerships ultimately require churches to 

engage mental health professionals in denominational policy reform efforts that create 

institutional change supporting mental health ministries across all affiliated congregations 

rather than depending on individual pastoral initiative or local church programming. 

Professional collaboration at the denominational level should include partnerships with 

mental health organizations that can provide policy recommendations for seminary 

curriculum reform, consultation services for developing denominational mental health 

ministry standards, and advocacy support for insurance coverage reforms that improve 

access to mental health services for clergy and congregation members. Mental health 

professionals should partner with denominational leadership to develop continuing 

education requirements for pastors, certification programs for church-based mental health 

ministry, and research initiatives that document the effectiveness of faith-integrated 

mental health interventions to build evidence supporting expanded professional 

partnership models. These institutional partnerships must include collaboration with 
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professional mental health organizations, academic institutions with both theological and 

clinical training programs, and policy advocacy groups that can influence both religious 

institutional policies and broader healthcare system reforms affecting faith community 

access to mental health services, creating sustainable professional partnership 

frameworks that support comprehensive mental health ministry across entire 

denominational structures. 

 

Create Support Systems Within the Church 

Churches must begin by establishing comprehensive crisis response teams that 

include trained lay volunteers, designated pastoral staff, and professional consultants who 

can provide immediate intervention during psychiatric emergencies, with 24-hour contact 

systems ensuring crisis support availability outside normal church operating hours. 

Training protocols should encompass suicide risk assessment techniques, de-escalation 

communication strategies, safety planning procedures, and coordination protocols with 

emergency services including police, paramedics, and psychiatric emergency services. 

These crisis intervention procedures must incorporate systematic risk assessment 

protocols that distinguish between low, moderate, and high-risk situations, escalation 

procedures that ensure appropriate professional intervention while maintaining pastoral 

involvement, and follow-up systems that connect crisis survivors with ongoing support 

services including professional treatment and congregational care networks. Churches 

must simultaneously develop crisis response policies that address confidentiality 

requirements, family notification procedures, and documentation standards that protect 
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both individuals in crisis and responding church personnel while ensuring legal 

compliance and therapeutic effectiveness. 

Building upon this foundational crisis response infrastructure, churches should 

partner with telehealth platforms that specialize in faith-integrated mental health services, 

providing congregation members with access to licensed therapists who understand both 

clinical presentations and spiritual dimensions of psychological distress. Digital platform 

development should include online support group facilitation using secure video 

conferencing systems, prayer and meditation applications featuring church-specific 

content including pastoral voices and congregational worship music, and mobile 

applications that provide crisis intervention resources including emergency contact 

systems and immediate coping strategy guidance. Virtual programming must encompass 

live-streamed mental health workshops with interactive question-and-answer sessions, 

small online group discussions focused on mental wellness topics, and digital counseling 

services that maintain pastoral oversight while providing professional clinical 

intervention. Technology integration requires digital literacy training for congregation 

members who may lack familiarity with online platforms, ensuring equitable access 

across age and socioeconomic demographics while maintaining privacy and security 

standards that protect sensitive mental health information. 

The technological foundation enables churches to implement congregation-wide 

mental health screening programs using validated assessment tools that identify early 

indicators of depression, anxiety, and trauma-related symptoms, providing confidential 

screening opportunities during health fairs, church events, or private pastoral 

consultations with immediate connection to appropriate intervention resources. Stress 
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management programming should include regular workshops on financial stress, 

relationship conflict, parenting challenges, and workplace pressure, incorporating both 

clinical stress reduction techniques and spiritual practices including prayer, meditation, 

and scripture-based coping strategies. Resilience building initiatives must focus on 

developing congregational protective factors including social connection through small 

group participation, meaning making through service opportunities, and coping skill 

development through life skills workshops covering communication, conflict resolution, 

and emotional regulation techniques. Early intervention programming should include 

training for congregation members to recognize warning signs of developing mental 

health challenges, appropriate response techniques that provide initial support while 

facilitating professional referral, and follow-up systems that ensure individuals identified 

through screening receive appropriate ongoing support through both professional and 

congregational resources. 

Recognizing the unique developmental needs within congregations, churches 

must establish youth-specific mental health programming that includes age-appropriate 

support groups for teenagers experiencing depression, anxiety, or trauma, peer 

mentorship programs connecting youth with young adult mentors who have successfully 

navigated similar challenges, and recreational therapy initiatives that use sports, arts, and 

music as therapeutic modalities for adolescents who may resist traditional talk therapy 

approaches. Family intervention programming should complement youth services 

through parent education workshops covering adolescent mental health recognition, 

communication techniques for supporting struggling youth, and family therapy options 

that integrate spiritual practices with clinical intervention approaches. School partnership 
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initiatives should include collaboration with local educational institutions to provide 

mental health support for students, training programs for youth ministers and Sunday 

school teachers in recognizing mental health challenges among young people, and 

advocacy efforts supporting school-based mental health services that complement faith-

based intervention. Youth mental health programming must include crisis intervention 

protocols specifically designed for adolescent presentations, safety planning procedures 

that involve both youth and parents while respecting developmental autonomy needs, and 

transition planning that helps young adults move from youth-focused to adult mental 

health services as they mature, creating a comprehensive developmental approach that 

addresses mental health needs across the entire lifespan while building sustainable 

community capacity for ongoing psychological wellness support. 

 
Advocate for Resources 

Churches must begin by establishing comprehensive crisis response teams that 

include trained lay volunteers, designated pastoral staff, and professional consultants who 

can provide immediate intervention during psychiatric emergencies. These teams require 

24-hour contact systems ensuring crisis support availability outside normal church 

operating hours, with training protocols that include suicide risk assessment techniques, 

de-escalation communication strategies, safety planning procedures, and protocols with 

emergency services including police, paramedics, and psychiatric emergency services. 

The crisis intervention procedures should incorporate systematic risk assessment 

protocols that distinguish between low, moderate, and high-risk situations, escalation 

procedures that ensure appropriate professional intervention while maintaining pastoral 

involvement, and follow-up systems that connect crisis survivors with ongoing support 
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services including professional treatment and congregational care networks. Churches 

must simultaneously develop crisis response policies that address confidentiality 

requirements, family notification procedures, and documentation standards that protect 

both individuals in crisis and responding church personnel while ensuring legal 

compliance and therapeutic effectiveness. 

Building upon this foundational crisis response infrastructure, churches should 

leverage technology to expand their mental health ministry through partnerships with 

telehealth platforms that specialize in faith-integrated mental health services, providing 

congregation members with access to licensed therapists who understand both clinical 

presentations and spiritual dimensions of psychological distress. Digital platform 

development should encompass online support group facilitation using secure video 

conferencing systems, prayer and meditation applications featuring church-specific 

content including pastoral voices and congregational worship music, and mobile 

applications that provide crisis intervention resources including emergency contact 

systems and immediate coping strategy guidance. Virtual programming must include 

live-streamed mental health workshops with interactive question-and-answer sessions, 

small group discussions focused on mental wellness topics, and digital counseling 

services that maintain pastoral oversight while providing professional clinical 

intervention. This technological integration requires digital literacy training for 

congregation members who may lack familiarity with online platforms, ensuring 

equitable access across age and socioeconomic demographics while maintaining privacy 

and security standards that protect sensitive mental health information. 
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The technological foundation enables churches to implement comprehensive 

mental wellness promotion programs that shift focus from reactive treatment to proactive 

prevention through congregation-wide mental health screening programs using validated 

assessment tools that identify early indicators of depression, anxiety, and trauma-related 

symptoms. These screening opportunities should be integrated into health fairs, church 

events, or private pastoral consultations with immediate connection to appropriate 

intervention resources, supported by stress management programming that includes 

regular workshops on financial stress, relationship conflict, parenting challenges, and 

workplace pressure. The prevention approach must incorporate both clinical stress 

reduction techniques and spiritual practices including prayer, meditation, and scripture-

based coping strategies, while building resilience through initiatives that focus on 

developing congregational protective factors including social connection through small 

group participation, meaning-making through service opportunities, and coping skill 

development through life skills workshops covering communication, conflict resolution, 

and emotional regulation techniques. Early intervention programming should include 

training for congregation members to recognize warning signs of developing mental 

health challenges, appropriate response techniques that provide initial support while 

facilitating professional referral, and follow-up systems that ensure individuals identified 

through screening receive appropriate ongoing support through both professional and 

congregational resources. 

Recognizing that mental health challenges often emerge during critical 

developmental periods, churches must establish youth-specific mental health 

programming that includes age-appropriate support groups for teenagers experiencing 
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depression, anxiety, or trauma, peer mentorship programs connecting youth with young 

adult mentors who have successfully navigated similar challenges, and recreational 

therapy initiatives that use sports, arts, and music as therapeutic modalities for 

adolescents who may resist traditional talk therapy approaches. Family intervention 

programming should complement youth services through parent education workshops 

covering adolescent mental health recognition, communication techniques for supporting 

struggling youth, and family therapy options that integrate spiritual practices with clinical 

intervention approaches. School partnership initiatives should include collaboration with 

local educational institutions to provide mental health support for students, training 

programs for youth ministers and Sunday school teachers in recognizing mental health 

challenges among young people, and advocacy efforts supporting school-based mental 

health services that complement faith-based intervention. Youth mental health 

programming must include crisis intervention protocols specifically designed for 

adolescent presentations, safety planning procedures that involve both youth and parents 

while respecting developmental autonomy needs, and transition planning that helps 

young adults move from youth-focused to adult mental health services as they mature, 

creating a comprehensive developmental approach that addresses mental health needs 

across the entire lifespan while building sustainable community capacity for ongoing 

psychological wellness support. 

Measurement and Impact Assessment: Implementation success should be 

measured through quantitative indicators including percentage of congregation members 

accessing mental health services, completion rates for mental health training programs, 

number of professional partnerships established, and frequency of mental health 
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discussions in worship and programming. Qualitative assessment should include 

congregational attitude surveys, pastor confidence ratings in mental health ministry, and 

testimonial documentation from individuals who have received integrated spiritual and 

clinical care. 

Recommendations For Further Research 

The intersection of my literature review findings and interview data reveals 

several critical areas where additional scholarly investigation could significantly advance 

understanding of pastoral mental health ministry within African American churches. My 

research has uncovered patterns and phenomena that extend beyond what current 

literature addresses, creating opportunities for researchers to build on these foundations 

while exploring new theoretical and methodological territories. 

 

Expanding Methodological Approaches to Pastoral Mental Health Ministry 

My methodological approach of conducting in-depth interviews with seven 

African American pastors across varied denominational contexts provided rich insights 

into their mental health ministry experiences, yet this approach revealed the need for 

more comprehensive research designs that could capture the full complexity of this 

phenomenon. While the literature review demonstrated that Lincoln and Guba's 

qualitative research frameworks277 are well-suited for exploring complex phenomena 

such as the experiences of Black Church clergy, my findings suggest that future research 

would benefit from mixed methods approaches that combine the depth of qualitative 

 

277 Chafe, "Different Paradigm Conceptions" 23. 
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investigation with quantitative measures of community impact. The distributed 

competency networks that I identified through my thematic analysis represent a 

significant theoretical contribution that requires further empirical validation. Future 

researchers should develop longitudinal studies that track how these networks form, 

evolve, and sustain themselves over time. My participants consistently described 

collaborative relationships as essential to their effectiveness, yet literature provides 

insufficient theoretical frameworks for understanding how these professional partnerships 

function within congregational contexts. 

Based on evidence that current mental health interventions show variable 

effectiveness across different Black church contexts, researchers should conduct 

longitudinal cohort studies examining which specific church characteristics predict 

successful mental health program outcomes to develop predictive models that optimize 

resource allocation and program design. Rev. Sinclair Taylor emphasized this variability, 

noting how "every church is different, and I think the approach to mental health has to be 

tailored to the specific community that you're serving." This observation aligns with my 

findings regarding community-specific preparation strategies while extending the 

analysis to systematic outcome prediction. Research implementation requires multi-site 

studies tracking program outcomes across diverse church settings, analyzing 

organizational factors including leadership styles, congregation demographics, and 

community contexts that influence success rates. Researchers could examine how pastors 

navigate the boundaries between ecclesiastical authority and professional mental health 

expertise, building on Paris's theoretical framework278 about the Black Church's unique 

 

278 Paris, The Social Teaching of the Black Churches, 123. 
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role while developing more nuanced understanding of collaborative practice models. 

Practical steps include developing church assessment profiles, creating predictive 

algorithms for program selection, and establishing benchmarking systems that could 

inform both theoretical understanding and practical implementation. 

 

Investigating Theological Integration as Mental Health Intervention 

In the literature, we discovered that theological frameworks were often positioned 

as barriers to mental health acceptance, with researchers like Adkison-Bradley 

emphasizing the need for culturally sensitive approaches that navigate spiritual 

resistance.279 However, my findings revealed that theological integration functions as a 

sophisticated intervention strategy when pastors develop appropriate clinical and cultural 

competencies. This discovery creates significant opportunities for future research to 

explore how theological authority can be leveraged to enhance rather than impede mental 

health outcomes. Future studies should investigate the specific theological integration 

strategies that my participants developed, examining how sanctuary theology evolves 

from Raboteau's conceptualization of refuge into active mental health intervention 

frameworks.280 Based on findings that mental health needs vary significantly across life 

stages within Black church communities, researchers should investigate age-specific 

mental health trajectories and intervention effectiveness to develop developmentally 

appropriate programming that addresses distinct generational needs and trauma 

responses. 

 

279 Adkison-Bradley, "Culturally Relevant Prevention" 423. 

280 Raboteau, Slave Religion, 212. 
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Pastor Marcus Thompson highlighted these generational differences, explaining 

how "the older generation, they were taught to pray it away. They were taught that if you 

have enough faith, if you read your Bible enough, if you pray enough, then God will take 

care of it." This observation connects directly to my findings regarding generational 

attitude differences while revealing the need for more sophisticated understanding of how 

theological integration strategies must vary across age cohorts. Research should examine 

how historical trauma manifests differently across generations, how mental health stigma 

varies by age cohort, and which interventions prove most effective for specific 

developmental stages. Implementation involves establishing age-stratified research 

protocols, developing generation-specific assessment tools, and creating longitudinal 

tracking systems that could inform both theological education and practical ministry 

approaches. The transformation of sanctuary theology that I identified represents a 

fundamental shift that may require different approaches across generational contexts. 

 

Examining Community Mental Health Infrastructure Development 

My research revealed that African American churches function as essential 

community mental health infrastructure rather than auxiliary services, compensating for 

healthcare system failures through innovative programming and professional 

partnerships. While existing literature positioned faith-based support systems as 

supplementary to professional mental health services, my findings demonstrate that 

pastors often serve as primary mental health interventionists within their communities 

due to accessibility and financial barriers that limit professional service utilization. Based 

on evidence that geographic location significantly influences mental health resource 
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access and cultural expressions within Black church communities, researchers should 

conduct comparative studies examining urban, suburban, and rural Black church mental 

health needs and intervention adaptations to develop location-specific programming that 

addresses unique environmental and cultural factors. Pastor John Anderson illustrated 

these geographic challenges, noting how "in a small community like this, everybody 

knows everybody. So, there's always that fear of, well, if I go and talk to somebody about 

my issues, then everybody's going to know about it." 

This geographic variation connects to my findings regarding community-specific 

mental health issues while revealing additional complexity that requires systematic 

investigation. Future researchers should conduct comprehensive community-based 

studies that examine how churches develop into mental health infrastructure across 

different geographic contexts, investigating the specific conditions that enable or 

constrain this evolution. Research implementation requires multi-regional studies 

examining how geography influences stigma patterns, resource availability, help-seeking 

behaviors, and intervention effectiveness. The community outreach and partnership 

strategies that my participants described require investigation through network analysis 

approaches that could map the relationships between churches, mental health 

professionals, and community organizations. Practical steps include developing 

geographic assessment frameworks, creating location-adapted intervention protocols, and 

establishing rural-urban resource sharing networks that acknowledge the distributed 

competency models I identified while addressing geographic disparities in resource 

access. 
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Addressing Cultural and Spiritual Bias Through Empirical Investigation 

The literature emphasized cultural stigma and spiritual resistance as primary 

obstacles to mental health acceptance within African American communities, positioning 

cultural attitudes as problematic barriers requiring intervention. However, my participants 

identified financial constraints and service accessibility as more significant challenges 

than cultural stigma, fundamentally reframing the conversation from cultural deficit 

models to structural inequality analysis. This discrepancy between literature assumptions 

and pastoral experiences creates important opportunities for empirical investigation. 

Based on findings that digital technology adoption varies significantly within Black 

church communities, researchers should investigate the effectiveness of technology-

mediated mental health interventions across different demographic and technological 

literacy levels to develop inclusive digital strategies that bridge technological divides 

while maintaining cultural authenticity. Dr. Julian Brook noted the complexity of 

technology integration, emphasizing that "we have to be very careful about how we use 

technology in the mental health ministry because while it can be a great tool, it can also 

create barriers for some of our older members who aren't as comfortable with digital 

platforms." 

This technological consideration intersects with the generational attitude 

differences I identified while creating new opportunities for addressing accessibility 

barriers that my participants described. Future researchers should develop studies that 

directly examine the relative impact of cultural, spiritual, structural, and technological 

barriers on mental health service utilization within African American communities. 

Research should examine digital intervention effectiveness across age groups, 
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technological literacy levels, and privacy concerns specific to Black church communities. 

Implementation involves developing and testing culturally adapted digital platforms, 

assessing technological barriers and facilitators, and creating hybrid delivery models that 

honor both the faith-based resistance patterns and community-specific intervention 

approaches that emerged from my analysis. The faith-based resistance patterns that I 

identified through my analysis require investigation through ethnographic approaches 

that could capture the nuanced ways that spiritual concerns manifest within both 

traditional and digital mental health contexts. 

 

Exploring Professional Preparation and Training Models 

My findings revealed that traditional theological education inadequately prepares 

clergy for mental health leadership regardless of degree level, with pastors demonstrating 

equal reliance on informal learning networks across educational backgrounds. This 

discovery challenges assumptions about professional preparation requirements while 

revealing opportunities for educational innovation. The literature positioned formal 

clinical training as essential for effective mental health ministry, yet my participants 

developed sophisticated programming through self-directed learning and community 

relationship development. Future research should examine alternative preparation models 

that could better equip clergy for mental health ministry leadership, investigating how 

seminaries might integrate community mental health training into theological curricula 

that addresses the geographic, generational, and technological variations revealed through 

my findings and the expanded research recommendations. Researchers could develop 

comparative studies examining different educational approaches, tracking how various 
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preparation strategies correlate with programming effectiveness and community impact 

across the diverse contexts that require investigation. 

The community-specific preparation strategies that my participants described 

represent innovative approaches to professional development that require systematic 

investigation across the multiple dimensions identified through this research. Future 

researchers could examine how mentorship relationships and collaborative networks 

function as distributed competency systems within different geographic, generational, 

and technological contexts, developing theoretical frameworks that could guide other 

communities seeking similar capacity building. 

 

Synthesis and Future Directions 

The interconnections among my research questions reveal that effective pastoral 

mental health ministry operates through complex systems that require multifaceted 

research approaches that acknowledge church-specific, age-specific, geographic, and 

technological variables. My findings for pastoral preparation strategies provide context 

for understanding service delivery approaches, while community engagement methods 

extend individual ministry impact to address systemic healthcare disparities across 

multiple contextual dimensions. Future research must acknowledge these 

interconnections rather than examining isolated components of pastoral mental health 

ministry. This research extends current understanding of pastoral approaches to mental 

health by revealing that African American clergy have evolved beyond traditional 

pastoral care models to develop comprehensive community mental health leadership 

approaches that require recognition as a distinct professional domain operating across 
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diverse implementation contexts. Future studies should build on this foundation by 

examining how these leadership approaches could be supported through policy changes, 

educational reform, and healthcare system integration that acknowledges the variability 

in church characteristics, generational needs, geographic contexts, and technological 

capabilities that influence program effectiveness. 

The patterns of inequality revealed in my findings suggest structural barriers 

within both denominational systems and broader healthcare infrastructure that force 

pastors to develop innovative compensatory strategies, creating opportunities for 

researchers to examine how these systemic constraints could be addressed through 

collaborative intervention that recognizes the contextual complexity revealed through 

both my findings and these expanded research directions. Success measures across all 

proposed research areas should include improved program matching accuracy, enhanced 

accessibility across demographic and geographic groups, reduced implementation 

failures, and sustainable integration models that preserve cultural values while leveraging 

technological opportunities. My conclusion is that future research in this area must adopt 

interdisciplinary approaches that integrate theological, psychological, sociological, and 

public health perspectives to capture the full complexity of pastoral mental health 

ministry within African American communities across their diverse manifestations. The 

sophisticated hybrid models that my participants developed represent significant 

innovations that could inform broader healthcare delivery approaches if properly studied 

and supported through systematic research investigation that acknowledges contextual 

variation while building theoretical frameworks capable of guiding effective 

implementation across diverse church and community settings. 
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Appendix A 
Demographic and Research 

Questionnaire 
 

Thank you for participating in this research study. Your responses will help us better 

understand mental health practices within Black churches. All information will be kept 

confidential. 

 

Section 1: Demographic Information 

1. Age: ______ 

2. Gender: _ Male _ Female _ Other (please specify): ____ 

3. Years in pastoral ministry: ____ 

4. Church size (approximate number of members): _ 50-100 _ 101-200 _ 201-300 _ 

301-400 _ 400+ 

5. Denominational affiliation: ____ 

6. Highest level of education completed: _ High School _ Bachelor's _ Master's _ 

Doctoral _ Other: ____ 

 

Section 2: Mental Health Preparedness and Practices 

7. Have you received any formal training in mental health counseling or related 

fields? _ Yes _ No If yes, please specify: ____ 

8. How have you, as an African American pastor, prepared yourself to deal with 

mental health issues within your local church? (Select all that apply) _ Self-study 

_ Workshops _ Formal education _ Mentorship _ Peer support _ Personal 

experience _ Other (please specify): ___ 

9. On a scale of 1-5, how would you rate the level of cultural bias surrounding 

mental health in your church? (1 = No bias, 5 = Strong bias) _ 1 _ 2 _ 3 _ 4 _ 5 

10. On a scale of 1-5, how would you rate the level of spiritual bias surrounding 

mental health in your church? (1 = No bias, 5 = Strong bias) _ 1 _ 2 _ 3 _ 4 _ 5 

11. What are the key mental health issues you've observed in your church? (Select all 

that apply) _ Depression _ Anxiety _ Substance abuse _ Trauma _ Domestic 
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violence _ Grief/Loss _ Relationship issues _ Parenting challenges _ Other 

(please specify): ____ 

12. In what ways are you currently serving those with mental health issues within 

your local church? (Select all that apply) _ Individual counseling _ Support 

groups _ Referrals to professionals _ Sermons/teachings on mental health _ 

Prayer ministry _ Other (please specify): ____ 

13. In what ways are you currently serving those with mental health issues within 

your local community? (Select all that apply) _ Outreach programs _ Partnerships 

with local organizations _ Community education _ Advocacy efforts _ Other 

(please specify): ___ 

14. Does your church have specific programs or initiatives focused on mental health? 

_ Yes _ No If yes, please briefly describe: ___ 

15. On a scale of 1-5, how comfortable do you feel discussing mental health issues 

with your congregation? (1 = Not at all comfortable, 5 = Very comfortable) _ 1 _ 

2 _ 3 _ 4 _ 5 

16. What resources or support do you feel you need to better address mental health 

issues in your church and community? 

 

Thank you for completing this questionnaire. Your insights are invaluable to our study on 

effective mental health practices within the Black church community. 
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Appendix B 
Demographic Survey Summary 

Results 
 

Table B.1  
Participant Demographics Overview 
Characteristic Distribution 
Age Range 

 

35-44 2 participants (12.5 percent) 
45-54 5 participants (31.25 percent) 
55-64 7 participants (43.75 percent) 
65+ 2 participants (12.5 percent) 
Gender 

 

Male 11 participants (68.75 percent) 
Female 4 participants (25 percent) 
Prefer not to say 1 participant (6.25 percent) 
Years in Ministry 

 

0-3 years 1 participant (6.25 percent) 
4-9 years 3 participants (18.75 percent) 
10-14 years 3 participants (18.75 percent) 
15-19 years 3 participants (18.75 percent) 
20-29 years 6 participants (37.5 percent) 

 
Note. The demographic analysis reveals a notable concentration of participants in the 
middle to later career stages, with 75 percent of participants being 45 years or older. This 
age distribution suggests a sample with substantial life and ministry experience. The 
gender distribution indicates a significant male majority, with female pastors representing 
25 percent of participants. This imbalance likely reflects broader patterns in church 
leadership roles and may influence perspectives on mental health ministry approaches. 
 
Table B.2  
Church Characteristics 
Characteristic Distribution 
Church Size 

 

50-100 5 participants (31.25 percent) 
101-200 3 participants (18.75 percent) 
201-300 3 participants (18.75 percent) 
301-400 3 participants (18.75 percent) 
400+ 2 participants (12.5 percent) 
Denominational Affiliation 

 

Apostolic 5 participants (31.25 percent) 
Non-Denominational 4 participants (25 percent) 
Protestant 4 participants (25 percent) 
Pentecostal 2 participants (12.5 percent) 
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Characteristic Distribution 
Other 1 participant (6.25 percent) 

 
Note. The church size distribution shows diversity in congregation scale, with a range of 
small to large churches represented. The denominational spread indicates a notable 
presence of Apostolic and Non-Denominational churches, with Protestant and Pentecostal 
churches also represented. This diversity suggests that mental health ministry approaches 
may vary across different denominational contexts. 
 
Table B.3  
Education and Mental Health Training 
Characteristic Distribution 
Education Level 

 

Some Colleges 1 participant (6.25 percent) 
Bachelor's 3 participants (18.75 percent) 
Master's 4 participants (25 percent) 
Doctoral 8 participants (50 percent) 
Formal Mental Health Training 

 

Yes 6 participants (37.5 percent) 
No 10 participants (62.5 percent) 

 
Note. A striking finding is the high level of formal education among participants, with 50 
percent holding doctoral degrees. However, there is a notable gap between general 
education and specific mental health training, with only 37.5 percent reporting formal 
mental health training. This disparity suggests a potential need for more specialized 
mental health education within pastoral training programs. 
 
Table B.4  
Mental Health Ministry Characteristics 
Characteristic Distribution 
Cultural Bias Rating 

 

No Bias (1) 2 participants (12.5 percent) 
Minimal Bias (2) 3 participants (18.75 percent) 
Moderate Bias (3) 8 participants (50 percent) 
High Bias (4) 2 participants (12.5 percent) 
Strong Bias (5) 1 participant (6.25 percent) 
Comfort Level Discussing Mental Health 

 

Very uncomfortable (1) 2 participants (12.5 percent) 
Somewhat uncomfortable (2) 1 participant (6.25 percent) 
Neither comfortable nor uncomfortable (3) 2 participants (12.5 percent) 
Somewhat comfortable (4) 1 participant (6.25 percent) 
Very comfortable (5) 10 participants (62.5 percent) 
Has Formal Mental Health Programs 

 

Yes 9 participants (56.25 percent) 
No 7 participants (43.75 percent) 
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Note. Several significant patterns emerge regarding mental health perspectives. The 
presence of cultural bias is acknowledged by 87.5 percent of participants, with 50 percent 
reporting moderate cultural bias in their churches. This widespread recognition of bias 
suggests awareness of cultural barriers to mental health treatment. A promising finding is 
that 62.5 percent of pastors report being "Very comfortable" discussing mental health 
with their congregations, indicating growing acceptance of mental health discussions in 
religious settings. 
 
Table B.5  
Most Commonly Reported Mental Health Issues 
Mental Health Issue Number of Participants Reporting 
Depression 13 participants (81.25 percent) 
Anxiety 14 participants (87.5 percent) 
Trauma 13 participants (81.25 percent) 
Grief/Loss 15 participants (93.75 percent) 
Relationship Issues 13 participants (81.25 percent) 
Parenting Challenges 11 participants (68.75 percent) 
Substance Abuse 9 participants (56.25 percent) 
Domestic Violence 5 participants (31.25 percent) 

 
Note. The most prevalent mental health issues reported show a consistent pattern, with 
grief/loss, anxiety, and depression being the most reported issues. This distribution 
suggests that universal challenges, such as grief and loss, are most readily recognized, 
while anxiety and depression are also significant concerns in church communities. 
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Appendix C 
Complete Participant Demographics 

and Response Data 
 

Table C.1.  
Participants 1-4: Demographics and Mental Health Ministry Characteristics 

Characteristic Participant 1 Participant 2 Participant 3 Participant 4 
Demographic Information 
Age 55-64 45-54 65+ 55-64 
Gender Male Female Male Male 
Years in 
Ministry 

20-29 10-19 20-29 4-9 

Church Size 101-300 50-100 301-400 101-300 
Denominational 
Affiliation 

Apostolic Protestant Non-
Denominational 

Apostolic 

Education Level Doctorate Master's Doctorate Bachelor's 
Mental Health Training 

Formal Training Yes No Yes No 
Additional 
Training 

 Counseling 
certification 

 Workshops 

 Seminars 
 Self-study 

 Clinical 
pastoral 
education 

 Mental health 
certification 

 Community 
workshops 

 Online 
courses 

Church Context 
Cultural Bias 
Rating 

3 4 2 3 

Spiritual Bias 
Rating 

3 4 2 3 

Comfort Level 5 4 5 5 
Mental Health 
Programs 

Yes No Yes Yes 

Key Issues 
Observed 

 Depression 
 Anxiety 
 Trauma 
 Grief/Loss 

 Grief/Loss 
 Depression 
 Anxiety 
 Relationship 

issues 

 Depression 
 Anxiety 
 Substance 

abuse 
 Trauma 

 Grief/Loss 
 Anxiety 
 Parenting 

challenges 

Service Delivery 
Methods 

 Individual 
counseling 

 Support 
groups 

 Professional 
referrals 

 Pastoral 
counseling 

 Prayer 
ministry 

 Professional 
referrals 

 Support 
groups 

 Educational 
programs 

 Individual 
counseling 

 Mental 
health 
sermons 
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Table C.2.  
Participants 5-8: Demographics and Mental Health Ministry Characteristics 

Characteristic Participant 5 Participant 6 Participant 7 Participant 8 
Demographic Information 
Age 45-54 55-64 35-44 55-64 
Gender Female Male Male Female 
Years in 
Ministry 

10-19 20-29 4-9 10-19 

Church Size 50-100 301-400 101-300 50-100 
Denominational 
Affiliation 

Non-
Denominational 

Apostolic Protestant Pentecostal 

Education Level Doctorate Doctorate Master's Bachelor's 
Mental Health Training 

Formal Training Yes No No Yes 
Additional 
Training 

 Mental 
health first 
aid 

 Professional 
development 

 Pastoral 
counseling 

 Workshops 

 Seminary 
courses 

 Self-study 

 Counseling 
certification 

 Continuing 
education 

Church Context 
Cultural Bias 
Rating 

3 3 4 2 

Spiritual Bias 
Rating 

2 4 3 2 

Comfort Level 5 4 3 5 
Mental Health 
Programs 

Yes No Yes No 

Key Issues 
Observed 

 Anxiety 
 Depression 
 Domestic 

violence 
 Trauma 

 Grief/Loss 
 Relationship 

issues 
 Anxiety 

 Depression 
 Substance 

abuse 
 Parenting 

challenges 

 Grief/Loss 
 Trauma 
 Anxiety 

Service 
Delivery 
Methods 

 Support 
groups 

 Professional 
referrals 

 Educational 
programs 

 Individual 
counseling 

 Prayer 
ministry 

 Mental 
health 
sermons 

 Professional 
referrals 

 Pastoral 
counseling 

 Support 
groups 
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Table C.3.  
Participants 9-12: Demographics and Mental Health Ministry Characteristics 

Characteristic Participant 9 Participant 10 Participant 11 Participant 12 
Demographic Information 
Age 55-64 45-54 65+ 35-44 
Gender Male Female Male Male 
Years in 
Ministry 

20-29 10-19 20-29 0-3 

Church Size 301-400 50-100 101-300 50-100 
Denominational 
Affiliation 

Protestant Non-
Denominational 

Apostolic Pentecostal 

Education Level Doctorate Master's Doctorate Some College 
Mental Health 
Training 

    

Formal Training Yes No Yes No 
Additional 
Training 

 Clinical 
pastoral 
education 

 Professional 
certification 

 Workshops 
 Online 

training 

 Mental 
health 
certification 

 Continuing 
education 

 Self-study 
 Community 

workshops 

Church Context 
Cultural Bias 
Rating 

2 3 3 4 

Spiritual Bias 
Rating 

2 3 4 5 

Comfort Level 5 4 5 2 
Mental Health 
Programs 

Yes Yes No No 

Key Issues 
Observed 

 Depression 
 Anxiety 
 Relationship 

issues 
 Trauma 

 Grief/Loss 
 Parenting 

challenges 
 Anxiety 

 Depression 
 Substance 

abuse 
 Domestic 

violence 

 Grief/Loss 
 Anxiety 
 Depression 

Service Delivery 
Methods 

 Professional 
referrals 

 Support 
groups 

 Educational 
programs 

 Individual 
counseling 

 Mental 
health 
sermons 

 Pastoral 
counseling 

 Prayer 
ministry 

 Individual 
counseling 

 Professional 
referrals 
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Table C.4.  
Participants 13-16: Demographics and Mental Health Ministry Characteristics 

Characteristic Participant 13 Participant 14 Participant 15 Participant 16 
Demographic Information 
Age 55-64 45-54 55-64 45-54 
Gender Male Male Unknown Male 
Years in 
Ministry 

10-19 20-29 4-9 10-19 

Church Size 101-300 400+ 50-100 101-300 
Denominational 
Affiliation 

Protestant Apostolic Other Non-
Denominational 

Education Level Doctorate Bachelor's Doctorate Master's 
Mental Health 
Training 

    

Formal Training No Yes No Yes 
Additional 
Training 

 Pastoral 
counseling 

 Seminars 

 Mental health 
certification 

 Professional 
development 

 Workshops 
 Self-study 

 Clinical 
pastoral 
education 

 Continuing 
education 

Church Context 
Cultural Bias 
Rating 

3 2 3 3 

Spiritual Bias 
Rating 

3 2 4 3 

Comfort Level 5 5 3 5 
Mental Health 
Programs 

Yes Yes No Yes 

Key Issues 
Observed 

 Depression 
 Anxiety 
 Grief/Loss 
 Relationship 

issues 

 Trauma 
 Substance 

abuse 
 Parenting 

challenges 

 Grief/Loss 
 Depression 
 Anxiety 

 Depression 
 Anxiety 
 Trauma 
 Domestic 

violence 
Service Delivery 
Methods 

 Support 
groups 

 Professional 
referrals 

 Mental 
health 
sermons 

 Individual 
counseling 

 Educational 
programs 

 Professional 
referrals 

 Pastoral 
counseling 

 Prayer 
ministry 

 Support 
groups 

 Professional 
referrals 

 Educational 
programs 

 
Note. Cultural Bias and Spiritual Bias Ratings use a 1-5 scale where 1 = No bias, 5 = 
Extreme bias Comfort Level uses a 1-5 scale where 1 = Very uncomfortable, 5 = Very 
comfortable  
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Appendix D 
Pastor’s Interview Questions 

 
Section 1: Preparation 
 
Focus: How have you, as an African American pastor, prepared yourself to deal with 
mental health within your local church? 

1. Journey of Education 

 Can you describe your journey of learning about the mental health needs 
of your African American congregation? What sparked your interest, and 
what steps have you taken to educate yourself? 

2. Pastoral Approach and Identity 

 How has your experience as an African American pastor shaped your 
congregation's approach to addressing mental health concerns? Can you 
share a specific example or story that illustrates this? 

3. Resource Utilization and Application 

 What training or resources have you found most beneficial in preparing 
you to address culturally specific mental health concerns? Why were these 
particularly impactful for you? 

4. Congregational Support and Programs 

 What types of mental health support or programs have you implemented 
in your church, and how has your congregation received them? 

5. Collaboration and Community Engagement 

 Have you developed partnerships with mental health professionals or 
organizations that serve the African American community? If so, how 
have these partnerships enhanced your ministry and support for your 
congregation? 

 

Section 2: Cultural and Spiritual Biases 

Focus: What level of cultural and spiritual bias exists within your church around the issue 
of mental health? 

1. Prevailing Attitudes 

 Can you describe the prevailing attitudes towards mental health within 
your community, and what you think are the underlying causes of these 
attitudes? 

2. Cultural and Spiritual Influences 

 What specific cultural or spiritual beliefs and practices within your church 
might impact how mental health is perceived, and how have you navigated 
these influences in your ministry? 
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3. Spiritual Teachings and Mental Health 

 How do spiritual teachings within your church influence the understanding 
and acceptance of mental health challenges, and what opportunities or 
challenges do this present? 

4. Addressing Misconceptions and Stigmas 

 What strategies have you found most effective in addressing common 
mental health misconceptions or stigmas within your congregation? 

5. Navigating Resistance and Skepticism 

 How do you navigate resistance or skepticism towards mental health 
discussions or support within your congregation, particularly when it's 
rooted in cultural or spiritual biases? 

 
Section 3: Mental Health Challenges 
 
Focus: What are the critical problems of mental health in your church? 

1. 1. Prevalent Mental Health Concerns 

 What would you say are the most pressing mental health concerns you see 
among your congregation members? What factors contribute to these 
concerns? 

2. Socioeconomic Influences on Mental Health 

 How do socioeconomic factors within your congregation intersect with 
and potentially worsen mental health issues? 

3. Evolving Mental Health Landscape 

 Have you observed any recent shifts in the types or prevalence of mental 
health needs within your church? What might be driving these changes? 

4. Overcoming Barriers to Seeking Help 

 What factors hinder individuals within your church from seeking 
professional help for mental health concerns? 

5. Addressing Gaps in Mental Health Support 

 What gaps in mental health resources or support have you identified 
within your church or the wider community? How are you working to 
bridge these gaps? 
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Section 4: Serving Those in Need (15-20 minutes) 

Focus: In what ways are you serving those who are currently suffering from mental 
health issues within your local church? Within your local community? 

1. Creating a Safe and Supportive Environment 

 How do you create a safe and supportive environment for individuals to 
disclose mental health struggles to you? What strategies have you found 
most effective? 

2. Mental Health Programs and Resources 

 What specific programs, support groups or resources does your church 
offer to address the mental health needs of its members? How have these 
programs evolved over time? 

3. Connecting Individuals with Mental Health Professionals 

 How do you connect individuals in need with appropriate mental health 
professionals or services within the community? What partnerships have 
you established to facilitate this? 

4. Community Outreach and Engagement 

 How does your church engage in outreach or support for mental health 
within the broader African American community beyond its members? 
What opportunities or challenges do this present? 

5. Vision for the Future 

 What is your vision for the future of mental health support within your 
church and community? What steps are you taking to achieve this vision? 

 

Focus: Reflections and Vision 

1. Most Rewarding Aspect 

 What has been the most rewarding aspect of addressing mental health 
within your ministry? What have you learned about yourself and your 
congregation through this process? 

2. Advice for Other Pastors 

 What advice or guidance would you offer to other African American 
pastors seeking to prioritize mental health in their churches? What lessons 
have you learned along the way? 

3. The Evolving Role of the Church 

How do you see the church's role evolving to meet the growing mental health needs of 
the African American community? What opportunities or challenges do this present 



 

269 

Appendix E 
Interview Transcripts Summary 

 
Dr. Julian Brook’s Summary Interview Notes 
 
Keywords: mental health, African American pastors, trauma training, clinical pastoral 
education, congregational challenges, personal experiences, mental health 
stigma, cultural biases, spiritual teachings, grief counseling, community 
outreach, socioeconomic factors, financial resources, mental health ministry, church 
engagement 
 
Purpose: Conducting research on how African American pastors address mental health 
within their churches, involving Dr. Julian Brook. 
 
Key Takeaways 

 Dr. Julian Brook emphasized the need for increased education and awareness 
around mental health within the African American community, highlighting that 
"pride" and "shame" often prevent open discussions.  

 A gap exists in the church regarding mental health resources, with congregants 
often reluctant to disclose struggles. The Settles noted, "There's a gap in the 
churches today," indicating a need for more proactive outreach.  

 The importance of creating a safe environment for mental health discussions was 
stressed, with plans to utilize church property for support groups and grief 
counseling sessions.  

 Future collaboration with Washington University is planned to enhance 
community outreach and provide mental health resources.  

 
Discussion Topics 
 
Mental Health Education and Awareness 

 Utilize church space for community mental health support groups.  
 Create workshops to educate congregations on mental health issues.  
 Incorporate mental health topics into sermons to raise awareness.  
 Encourage open discussions about mental health to reduce stigma. 

o Open conversations can help normalize mental health topics within the 
church.  

o Creating a safe space for dialogue is essential for fostering understanding.  
 Dr. Julian Brook emphasizes the importance of mental health education for 

pastors. 
o Pastors need to be equipped to recognize mental health issues in their 

congregations.  
o Education can help reduce stigma associated with mental health 

discussions.  
 
Challenges in Addressing Mental Health 
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 Economic factors contribute to mental health challenges in the community.  
 Lack of resources and support for mental health in the African American 

community.  
 Older congregations may resist discussing mental health openly.  
 Cultural beliefs often misinterpret mental health issues as spiritual problems.  
 Resistance and ignorance about mental health exist within the church community.  

 
Personal Experiences and Insights 

 Dr. Julian Brook highlights the need for ongoing mental health education.  
 Dr. Julian Brook emphasizes the importance of community involvement in mental 

health.  
 Dr. Julian Brook shares personal experiences with mental health in his family. 

o His nephew's struggle with schizophrenia has deeply impacted his 
perspective on mental health.  

o Personal experiences have motivated him to advocate for mental health 
awareness.  

 
Opportunities for Improvement 

 Develop a grief trauma ministry to address mental health needs.  
 Implement feedback mechanisms to measure the effectiveness of mental health 

initiatives.  
 Engage younger members to foster discussions on mental health.  
 Partner with local universities for mental health resources and workshops.  

 
Strategies for Creating Supportive Environments 

 Provide opportunities for individuals to explore and dream in a supportive setting.  
 Offer grief counseling sessions around the holidays.  
 Create a safe space for individuals to share mental health struggles. 

o Utilize church facilities to host support groups and discussions.  
o Ensure confidentiality and respect for individuals sharing their 

experiences.  
 
Action Items 
Dr. Julian Brook 
 Prepare a grief trauma ministry to address mental health issues  
 Engage with University for community outreach on mental health  
 Launch a gathering space for individuals to share mental health struggles  
 Implement trauma and grief classes for the congregation  
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Dr. Paul Matthews Summary Interview Notes 
 
Keywords: mental health, spiritual biases, pastoral ministry, personal well-
being, therapist integration, leadership counseling, emotional intelligence, trauma 
awareness, racial biases, social justice, mental health crisis, community support, safe 
spaces, youth engagement, ministry normalcy 
Dr. Paul Matthews discussed the initial attitudes within his church community, which 
viewed mental health issues as a lack of faith. His personal journey included taking a 
therapist-recommended test, leading to regular therapy sessions. He integrates therapists 
into church leadership and counseling, offering free services. Matthews emphasizes 
humanizing biblical characters to relate their struggles to modern mental health issues. 
He noted challenges in addressing mental health among older generations but found 
success in younger demographics. Trauma, stress management, and socioeconomic 
factors are key concerns. Matthews advocates for mental health as a regular part of 
ministry, similar to prayer and evangelism, and sees collaboration with other 
organizations as crucial. 
 
Action Items 

 Explore opportunities to expand mental health services and resources within the 
church and the broader community. 

 Integrate mental health content more consistently into the church's weekly 
programming, including social media platforms. 

 Continue to foster partnerships with external mental health organizations to 
provide comprehensive support for the congregation. 

 Provide guidance and advice to other African American pastors on prioritizing 
mental health in their churches, focusing on making it a foundational part of the 
ministry. 

 
Initial Attitudes Towards Mental Health in the Church 

 The interviewer asks Dr. Paul Matthews about initial attitudes towards mental 
health within the church community. 

 Dr. Paul Matthews explains that mental health issues were often attributed to a 
lack of relationship with God. 

 Matthews mentions a scripture often used to justify this belief: "If they keep their 
minds, they will keep in perfect peace." 

 The belief was that individuals overwhelmed by crises were not aligned with 
Christ as they should be. 

 
Personal Transition and Awareness 

 The interviewer inquiries about Dr. Paul Matthews's personal transition and 
increased awareness regarding mental health. 

 Matthews shares a personal experience with a therapist who gave him a test on 
being authentic. 

 The test revealed deep-seated emotions, leading Matthews to start seeing a 
therapist regularly. 
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 Matthews emphasizes the importance of personal well-being and the integration 
of therapists into his congregation's leadership and counseling program. 

 
Integration of Therapists in Congregation 

 An interviewer asks if Matthews integrates therapists into his messaging or 
training. 

 Matthews confirms that therapists are part of the leadership and counseling 
program, offering free services to congregation members. 

 Matthews discusses the importance of humanizing characters in scripture to make 
emotions relatable and help congregation members understand and manage their 
own emotions. 

 Matthews notes that while some initially resisted seeing iconic figures like 
Apostle Paul in a humanized light, the congregation has grown to appreciate this 
approach. 

 
Effective Strategies for Addressing Mental Health 

 The interviewer asks about effective strategies for addressing mental health 
misconceptions and stigmas. 

 Matthews highlights the accessibility to therapists as the most effective strategy. 
 Matthews admits to having moderate skepticism about mental health before his 

personal experience but was always open to learning. 
 Matthews discusses the challenge of addressing mental health issues in older 

generations, especially among people of color, and how breaking barriers has led 
to more open discussions. 

 
Navigating Cultural and Generational Biases 

 The interviewer asks about navigating cultural and generational biases within the 
congregation. 

 Matthews explains the challenge of appealing to older generations, especially 
among people of color, where mental health issues were not publicly addressed. 

 Matthews notes that once barriers were broken, older members became more open 
to discussing mental health issues. 

 Matthews shares that senior meetings often include discussions about mental 
health, and members are now more willing to share their experiences. 

 
Success Stories and Ongoing Challenges 

 The interviewer asks about success stories in addressing mental health issues. 
 Matthews shares a recent mental health crisis involving a young person, 

indicating that ongoing challenges persist. 
 The interviewer suggests that the ability to respond to such crises is a success 

story. 
 Matthews agrees, emphasizing the importance of having a group that can respond 

to mental health issues. 
 
Critical Mental Health Concerns in the Congregation 
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 The interviewer asks about the most pressing mental health concerns in the 
congregation. 

 Matthews identifies trauma, sexual issues, and stress management as key 
concerns. 

 Matthews notes that hearing about similar challenges in other regions has been 
encouraging. 

 Matthews mentions the importance of addressing mental health issues in the 
broader community and the role of socioeconomic factors in heightening these 
issues. 

 
Collaboration with Other Organizations 

 The interviewer asks about collaboration with other organizations to address 
mental health gaps. 

 Matthews confirms ongoing collaboration with groups like a Christian 
Counseling. 

 Matthews emphasizes the importance of being trauma-informed and closing gaps 
in trauma awareness. 

 Matthews notes that while there are no specific programs that stand out, the 
collective approach has been effective. 

 
Creating a Supportive Environment 

 The interviewer asks about creating a safe and supportive environment for 
disclosing mental health struggles. 

 Matthews highlights the importance of sermon approaches and focusing on 
empathy and understanding. 

 Matthews shares his personal journey of becoming more vulnerable and 
intentional about addressing mental health issues. 

 Matthews discusses the importance of creating a culture of openness and 
vulnerability within the congregation. 

 
Addressing Systemic Barriers 

 The interviewer asks about systemic barriers affecting mental health support in 
the community. 

 Matthews mentions light issues with racial biases, especially in the context of the 
Freddie Gray incident. 

 Matthews notes that the church has had to address these issues through open 
forums and youth group discussions. 

 Matthews emphasizes the importance of integrating mental health support into the 
church's regular ministry activities. 

 
Future Vision for Mental Health Support 

 The interviewer asks about the future vision for mental health support in the 
church and community. 

 Matthews envisions mental health support as a seamless part of the ministry, like 
prayer and evangelism. 
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 Matthews highlights the rewarding aspects of addressing mental health issues, 
such as seeing relief on people's faces and changes in their lives. 

 Matthews advises new pastors to integrate mental health support from the 
groundwork of their ministry for long-term benefits. 
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Dr. Ethan Thompson Summary Interview Notes 
 
The meeting focused on the mental health challenges faced by African American pastors 
and their congregations. The Interviewee2, an MDiv graduate, shared his journey in 
addressing mental health issues, emphasizing the importance of personal therapy and the 
need for safe spaces. He highlighted the stigma around mental health in the African 
American community and the generational differences in seeking therapy. The 
Interviewee discussed the role of his church, Charity House, in providing counseling 
services and scholarships, and the importance of advocacy and education. He also 
stressed the need for pastors to be self-aware and vulnerable to create a supportive 
environment for their congregations. 
 
Keywords: mental health, African American pastors, congregation challenges, personal 
therapy, safe space, emotional health, spiritual guidance, counseling center, stigma 
reduction, generational differences, socioeconomic impact, community outreach, self-
awareness, pastoral support, mental health awareness 
 
Action Items 

 Continue to raise awareness and advocate for mental health in the community. 
 Expand access to counseling services and resources through Cares House. 
 Provide education and training for staff and leaders on addressing mental health. 
 Regularly feature and encourage congregation to seek counseling and mental 

health support. 
 
Introduction and Purpose of the Interview 

 The Interviewer explains the purpose of the interview, which is to conduct 
research with African American pastors on mental health within their churches 
and communities. 

 The interview is voluntary and confidential, and the participant is asked for 
consent, which is granted by The Interviewee. 

 The Interviewer outlines the structure of the interview, which will be divided into 
four sections, each focusing on a different aspect of the topic. 

 The first section will focus on the participant's journey in learning about mental 
health needs within their congregation. 

 
The Interviewee's Journey in Mental Health Awareness 

 The Interviewee shares their background, mentioning they are an MDiv graduate 
and attended Covenant, where they first learned about the intersection of mental 
health and pastoral roles. 

 They describe their initial exposure to mental health issues in their community 
and how Covenant helped them make connections between mental health and 
their role as a pastor. 

 The Interviewee discusses the stigma around mental health in the African 
American community and how pastors often handle issues that should be referred 
to professionals. 
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 They mention their first counseling class at Covenant and how it influenced their 
approach to pastoral counseling, shortening the recommended sessions to two or 
three. 

 
Personal Experience with Therapy 

 The Interviewee recounts their personal experience with therapy, starting in 2000 
during their last year at seminary. 

 They describe the stigma around therapy in the African American community and 
how they initially did not have time to deal with mental health issues due to their 
background and circumstances. 

 The Interviewee emphasizes the importance of having a safe space for therapy 
and how it has been transformative for them. 

 They mention their recent break from therapy but highlight the ongoing need for 
mental health support. 

 
Transition to Pastoral Role and Addressing Mental Health 

 The Interviewee discusses their transition into their pastoral role and how their 
personal experience with therapy informs their approach to addressing mental 
health in their congregation. 

 They emphasize the importance of having a safe space and the need for pastors to 
be vulnerable and accessible to their congregation. 

 The Interviewee highlights the unique position they have as a black man and a 
pastor to advocate for mental health within their community. 

 They mention the resources and support they provide, such as the counseling 
center at Charity House and the importance of making these resources accessible 
to their congregation. 

 
Impactful Resources and Teachings 

 The Interviewee shares the impactful resources they have found, particularly the 
book "Emotionally Healthy Spirituality" by Peter Scazzero. 

 They discuss how the book has helped them, and their congregation understand 
the interconnectedness of spiritual and mental health. 

 The Interviewee emphasizes the importance of addressing both spiritual and 
mental health issues and how therapy has helped them identify and address lies 
and scripts from the enemy. 

 They mention the need for pastors to be well-educated and to use their platform to 
advocate for mental health support. 

 
Addressing Cultural and Spiritual Biases 

 The Interviewer asks about the prevailing attitudes towards mental health within 
the African American community and how The Interviewee addresses these 
biases. 

 The Interviewee notes that younger generations are more open to mental health 
support, while older generations may be more resistant. 

 They discuss the practical barriers to accessing mental health support, such as cost 
and stigma, and how their church provides scholarships and resources to help. 
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 The Interviewee emphasizes the importance of educating their congregation about 
the holistic nature of health and how mental health is part of discipleship. 

 
Multi-Generational Approach to Mental Health 

 The Interviewer inquiries about the differences in mental health perceptions 
between generations within the congregation. 

 The Interviewee shares that younger generations are more open to mental health 
support and less resistant to addressing their emotions. 

 They mention a specific case where they had to advocate for a young person to 
seek professional help beyond counseling. 

 The Interviewee notes that older generations may require more convincing and 
that their approach involves educating and advocating for mental health support. 

 
Socioeconomic Impact on Mental Health 

 The Interviewer asks about the socioeconomic factors that impact mental health 
within the congregation. 

 The Interviewee discusses how financial stress and lack of access to resources can 
prevent people from seeking mental health support. 

 They mention the church's efforts to provide scholarships and resources to help 
remove these barriers. 

 The Interviewee emphasizes the importance of making mental health support 
accessible and visible within the community. 

 
Advocacy and Education in the Community 

 The Interviewer asks about the church's role in promoting mental health 
awareness and reducing stigma in the broader community. 

 The Interviewee highlights the church's efforts to advocate for mental health and 
provide access to resources, such as the counseling center at Charity House. 

 They mention the importance of making counselors of color available and 
accessible to the community. 

 The Interviewee emphasizes the need for education and advocacy to remove 
barriers and provide support to those in need. 

 
Reflecting on the Journey and Future Vision 

 The Interviewer asks about the most rewarding aspects of addressing mental 
health within the ministry and what The Interviewee has learned about themselves 
and their congregation. 

 The Interviewee shares that seeing people get better and hearing positive feedback 
from their congregation is rewarding. 

 They mention that the process has increased their self-awareness and 
understanding of their own mental health needs. 

 The Interviewee emphasizes the importance of modeling vulnerability and 
authenticity as a pastor to create a safe and supportive environment for their 
congregation. 

 
Advice for Other African American Pastors 
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 The Interviewer asks for advice for other African American pastors who may be 
struggling with mental health and addressing it within their congregation. 

 The Interviewee emphasizes the importance of self-awareness and addressing 
one's own mental health needs for the sake of their congregation. 

 They mention the impact of emotional unhealthiness on those around us and the 
need for pastors to do their own work to avoid hurting others. 

 The Interviewee encourages pastors to seek support and resources and to model 
vulnerability and authenticity in their leadership. 
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Pastor Marcus Thompson Summary Interview  
 
Keywords: mental health, African American pastors, congregation challenges, personal 
experiences, cultural biases, spiritual beliefs, therapy training, self-care, grief 
support, behavioral health, counseling services, community outreach, evangelism 
impact, transparency, resource limitations 
 
Interviewer and Pastor Marcus Thompson discussed how African American pastors 
address mental health within their congregations. Pastor Marcus shared his journey to 
becoming a pastor, emphasizing the importance of mental health awareness, which he 
learned through personal experiences and training from the Behavioral Health Network. 
He highlighted key mental health issues in his church, including paranoid schizophrenia, 
bipolar disorder, depression, and strategies for addressing them, such as bringing in 
therapists and creating health coaches. Pastor Marcus also discussed the challenges of 
cultural and spiritual biases and the need for transparency and collaboration with mental 
health professionals to better support his congregation. 
 
Action Items 

 Reach out to other African American pastors who may be willing to participate in 
the research. 

 
Outline 
 
Journey to Becoming a Pastor 

 Interviewer introduces the purpose of the meeting, focusing on addressing mental 
health within African American churches. 

 Pastor Marcus Thompson shares his journey to becoming a pastor, starting with 
the mentorship of his late Bishop. 

 Pastor Marcus describes the two-year process of becoming the full-time pastor, 
including the formal ordination and consecration service in October 2005. 

 He reflects on how the process of becoming a pastor made him aware of the 
importance of mental health due to the grief, loss, and toxicity he experienced. 

 
Education and Training on Mental Health 

 Pastor Marcus discusses his pursuit of higher education, specifically a master's 
degree, but not in mental health. 

 He mentions seeking training from the Brain Health Network, a nonprofit that 
trains clergy on identifying trauma within congregations. 

 Pastor Marcus highlights the importance of understanding people's behavior, 
perception, and narrative in addressing mental health issues. 

 He emphasizes the role of his personal therapist in helping him process trauma 
and understand mental health better. 

 
Personal Experiences with Mental Health 
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 Pastor Marcus shares his personal experiences with mental health, including the 
trauma of losing his father and the broader understanding of mental health beyond 
just severe mental illnesses. 

 He defines mental health as emotional, psychological, and social well-being, 
including a sense of purpose, positive self-image, healthy relationships, and the 
ability to cope with stress and adversity. 

 Pastor Marcus explains how his personal experiences influence his approach to 
addressing mental health in his church. 

 He emphasizes the importance of self-awareness and self-care in maintaining his 
own mental health. 

 
Cultural and Spiritual Biases in the Church 

 Pastor Marcus talks about the cultural and spiritual biases within his church, 
particularly among older generations who suppress family secrets and view erratic 
behavior as demonic. 

 He notes that younger generations are more open to understanding mental health 
due to their different cultural and social experiences. 

 Pastor Marcus discusses the impact of cultural issues like homosexuality and 
transvestites on older generations and how they influence their perspective on 
mental health. 

 He highlights the importance of educating the congregation and addressing 
misconceptions about mental health through professional training and awareness 
campaigns. 

 
Addressing Mental Health Issues in the Congregation 

 Pastor Marcus describes the strategies he uses to address mental health issues in 
his congregation, including bringing in therapists and counselors to educate the 
congregation. 

 He shares a tragic incident where a congregation member committed suicide, 
which opened the door for real conversations about mental health. 

 Pastor Marcus emphasizes the importance of de-stigmatizing mental health and 
addressing cultural biases through education and awareness. 

 He mentions the role of health coaches in the congregation who are trained to 
identify and de-escalate mental health issues. 

 
Challenges and Successes in Addressing Mental Health 

 Pastor Marcus identifies the biggest challenge in addressing mental health as 
dealing with individuals in denial who believe they are functional and do not need 
help. 

 He considers the greatest success to be the number of congregation members who 
have sought help from therapists and reported positive outcomes. 

 Pastor Marcus discusses the importance of creating a safe and supportive 
environment for individuals with mental health issues within the congregation. 

 He emphasizes the need for transparency, honesty, and vulnerability in addressing 
mental health issues within the African American church. 
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Future Plans and Collaborations 
 Pastor Marcus expresses his desire to expand mental health services within his 

church, including opening a counseling center. 
 He mentions the importance of collaborating with mental health professionals and 

organizations to enhance the reach and effectiveness of mental health initiatives. 
 Pastor Marcus highlights the need for more resources and support from national 

organizations to address mental health issues in African American communities. 
 He emphasizes the importance of recognizing one's boundaries and limitations as 

a pastor and seeking help when needed. 
 
Advice for Other Pastors 

 Pastor Marcus advises other pastors to be open, honest, and transparent about 
mental health issues within their congregations. 

 He emphasizes the importance of having systems in place to support individuals 
with mental health issues and not relying solely on the pastor. 

 Pastor Marcus highlights the need for pastors to recognize their own limitations 
and seek help from professionals when needed. 

 He encourages pastors to view their congregation members as belonging to God 
and not being afraid to refer them to other ministries if they lack the resources to 
help. 

 
Impact of Personal Experiences on the Ministry 

 Pastor Marcus reflects on how his own personal experiences with mental health 
have shaped his approach to addressing mental health as a pastor. 

 He acknowledges the impact of his anger and unprocessed pain on his early years 
as a pastor and how recognizing his own issues has made him more 
compassionate and patient. 

 Pastor Marcus believes that without his awareness and healing, his ministry and 
church would look different, and he would not have experienced the growth they 
have experienced. 

 He emphasizes the importance of self-reflection and transparency in addressing 
mental health issues within the African American church. 

 
Final Thoughts and Reflections 

 Pastor Marcus reiterates the importance of having conversations, self-reflection, 
and transparency in addressing mental health within the African American 
church. 

 He emphasizes the need for a safe and supportive environment where individuals 
can feel understood and supported. 

 Pastor Marcus highlights the importance of embracing Christian principles and 
bearing one another's burdens in addressing mental health issues. 

 He encourages pastors to trust one another and not be afraid to refer congregation 
members to other ministries if they lack the resources to help. 
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Rev. Sinclair Taylor Summary Interview Notes 
 
Keywords: mental health, African American pastors, self-study, personal 
experience, congregation challenges, trauma awareness, burnout realization, success 
coping, mental health training, self-care, cultural biases, spiritual teachings, trauma 
impact, socioeconomic factors, mental health stigma 

 
Rev. Sinclair Taylor discussed his journey in addressing mental health within his African 
American congregation, emphasizing self-study and personal therapy as key to his 
awareness. He highlighted the stigma around mental health in his community, rooted in 
historical trauma and cultural taboos. Rev. Sinclair Taylor noted the pandemic's impact 
on his realization of burnout and the importance of self-care. He mentioned the role of his 
church's foundation in providing mental health training and resources. Rev. Sinclair 
Taylor stressed the need for the church to prioritize mental health, acknowledging the 
challenges of socioeconomic factors and the importance of addressing trauma and 
generational differences. 
 
Action Items 
 Develop mental health training and first aid response programs for the church. 
 Organize discussions and bring in speakers to address the role of trauma in the 

African American community. 
 Explore partnerships with mental health professionals who are familiar with the 

cultural context of the African American community. 
 Incorporate lessons from the reverend's personal journey in addressing mental health 

into the leadership development of other pastors in the church. 
 
Outline 
 
Preparation and Introduction 
 Interviewer introduces the purpose of the meeting, focusing on understanding how 

African American pastors address mental health within their churches. 
 The interviewer explains the voluntary and confidential nature of the interview and 

seeks permission to record it for accuracy. 
 The interviewer begins the first section of the interview, asking Rev. Sinclair about 

the steps he has taken to educate himself on mental health needs within his 
congregation. 

 
Self-Study and Personal Awareness 
 Rev. Sinclair describes his journey of self-study and therapy, which has made him 

more aware of mental health challenges within the African American community. 
 He explains that mental health issues were once considered taboo in his community 

and were often dismissed or ignored. 
 Rev. Sinclair emphasizes the importance of understanding trauma and how repressed 

experiences can continue to affect individuals. 
 
Impact of Personal Experience on Pastoral Approach 
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 Interviewer asks how Rev. Sinclair' personal experience has influenced his approach 
to addressing mental health compared to other pastors. 

 Rev. Sinclair explains that his personal awareness of self has helped him prioritize 
mental health within his congregation. 

 He discusses the cultural context of pastors being seen as superhuman and the 
importance of vulnerability and self-awareness. 

 
Realization and Addressing Burnout 
 Interviewer inquiries about the point in Rev. Sinclair' career when he realized 

addressing mental health was important. 
 Rev. Sinclair shares that the pandemic helped him realize how burnt out he was and 

the impact of his upbringing in an abusive and poverty-stricken environment. 
 He explains that his obsession with success was a coping mechanism to avoid 

returning to his difficult past. 
 
Training and Resources 
 The interviewer asks about the training or resources that have been helpful in 

addressing cultural issues in mental health. 
 Rev. Sinclair mentions that there have been no formal training programs, but his 

church has several licensed counselors, and a foundation focused on mental health. 
 He highlights the importance of training in recognizing mental health episodes and 

providing first aid responses. 
 
Maintaining Mental Well-being 
 An interviewer asks how Rev. Sinclair maintains his own mental well-being while 

carrying the weight of his congregation. 
 Rev. Sinclair admits that he had not done a good job of self-care and balance in the 

past 21 years of being a pastor. 
 He discusses the importance of rest and unplugging, which he had not previously 

understood. 
 
Coping Mechanisms and Partnerships 
 Interviewer and Rev. Sinclair discuss the coping mechanism of success and how it 

was an unconscious way to manage mental health challenges. 
 Interviewer asks about partnerships with health professionals familiar with the 

African American community. 
 Rev. Sinclair explains that he has not formed any formal partnerships but has relied 

on self-study and research. 
 
Cultural and Spiritual Biases 
 Interviewer introduces the topic of cultural and spiritual biases within the African 

American community regarding mental health. 
 Rev. Sinclair describes the prevailing attitudes towards mental health, noting that 

while they are improving, there is still a lot of stigma and ignorance. 
 He explains that the cultural stigma is rooted in historical trauma and the need to hide 

any signs of weakness. 
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Impact of Sermons and Teachings 
 Interviewer asks how Rev. Sinclair' sermons and teachings have influenced the 

understanding and acceptance of mental health within his church community. 
 Rev. Sinclair emphasizes the importance of addressing mental health head-on and not 

dismissing it as a sign of weakness. 
 He discusses the role of spiritual teaching in providing resources for those with 

mental health challenges. 
 
Common Misconceptions and Over-Spiritualization 
 An interviewer inquiry about common misconceptions or stigmas around mental 

health that Rev. Sinclair has encountered. 
 Rev. Sinclair identifies the role of trauma in the present as a significant 

misconception, noting that past experiences can continue to affect individuals. 
 He discusses the tendency to over-spiritualize issues and the importance of 

recognizing that therapy is not of the devil. 
 
Generational Differences and Socioeconomic Factors 
 Interviewer asks if generational differences within the congregation impact the 

openness to discussing mental health. 
 Rev. Sinclair explains that closer issues to an individual's life make them more likely 

to understand and accept mental health challenges. 
 He discusses the impact of socioeconomic factors on mental health, noting that many 

in the congregation are struggling with basic needs before they can engage spiritually. 
 
Mental Health Challenges and Trauma 
 The interviewer asks about the most prevalent types of mental health issues in the 

congregation. 
 Rev. Sinclair identifies trauma as a significant issue, especially among children in the 

community. 
 He explains that many in the community have learned to live with their trauma, not 

realizing that help is available. 
 
Addressing Mental Health in the Congregation 
 An interviewer asks if there are any prevailing factors that prevent individuals from 

seeking help for mental health issues. 
 Rev. Sinclair notes that societal stigma and the need to present oneself as perfect are 

significant barriers. 
 He discusses the importance of creating a safe environment for individuals to disclose 

their struggles and the role of professional help. 
 
Creating a Safe Environment 
 The interviewer asks how Rev. Sinclair creates a safe environment for individuals to 

disclose mental health struggles. 
 Rev. Sinclair emphasizes the importance of presenting himself as relatable, non-

judgmental, and creating a space for vulnerability. 
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 He discusses the need for discretion and trust, similar to attorney-client privilege, to 
encourage openness. 

 
Steps to Facilitate Assistance 
 An interviewer inquiry about the steps Rev. Sinclair takes when someone discloses a 

mental health issue. 
 Rev. Sinclair explains that he first assesses if the issue requires professional help and 

then refers the individual to the appropriate resources. 
 He emphasizes the importance of honesty and not pretending to have all the answers. 
 
Programs and Outreach 
 The interviewer asks about the programs and resources available within the church to 

address mental health issues. 
 Rev. Sinclair mentions that the church has certified counselors, and a foundation 

focused on mental health. 
 He discusses the challenges of outreach and the impact of the pandemic on the 

church's programs and membership. 
 
Reflection and Vision 
 The interviewer asks how Rev. Sinclair has changed since becoming more aware of 

his own trauma. 
 Rev. Sinclair describes himself as calmer, compassionate, and willing to listen, with 

others noticing these changes. 
 He emphasizes the importance of rest and balance in maintaining his own mental 

health. 
 
Advice for Other Pastors 
 Interviewer asks for advice for other African American pastors seeking to prioritize 

mental health in their churches. 
 Rev. Sinclair advises pastors to address their own struggles first, as they cannot help 

others until they help themselves. 
 He emphasizes the importance of realizing the importance of mental health and 

prioritizing it with resources. 
 
Role of the Church 
 Interviewer asks how the role of the church is evolving to meet the growing mental 

health needs of the African American community. 
 Rev. Sinclair explains that the church needs to realize the importance of mental health 

and prioritize it with resources. 
 He discusses the need for the church to place resources toward mental health to make 

it a priority. 
 
Teaching Leaders 
 The interviewer asks how Rev. Sinclair teaches his leaders the importance of mental 

health. 
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 Rev. Sinclair shares his story with his leaders to give them an aha moment and 
encourage them to look into their own mental health. 

 He emphasizes the importance of being both spiritually and mentally healthy for 
effective leadership. 

  



 

287 

Meeting with Pastor Michael Anderson Summary Interview 
 
Keywords: mental health, African American pastors, demographic 
information, psychology courses, biblical context, mental wellness, addiction 
counseling, socioeconomic factors, trauma support, generational differences, spiritual 
teachings, mental health stigma, funding gaps, safe space, professional resources 
 
Interviewer's meeting with an African American pastor focused on addressing mental 
health within the church. The pastor emphasized the importance of integrating 
psychology and theology, citing his own experiences and the need for a supportive 
environment. He highlighted partnerships with mental health professionals and 
organizations like Quail Run. The pastor noted significant challenges, including stigma, 
socioeconomic factors, and generational differences. He advocated for open discussions, 
educational initiatives, and partnerships with city resources. The pastor also stressed the 
need for funding and the role of the church in providing holistic support, emphasizing 
accountability and active participation in mental health care. 
 
Action Items 

 Organize a mental health conference within the pastor's fellowship of churches to 
educate and engage other African American pastors. 

 Implement a system to track the effectiveness and impact of the mental health 
programs and initiatives within the pastor's church. 

 
Outline  
 
Introduction and Consent 

 Interviewer and the interviewee exchange greetings and discuss the lack of 
received emails. 

 The Interviewer consents to the use of the information and requests it to be sent. 
 The interviewer confirms he will resend the demographic information and add it to 

the text. 
 The interviewer outlines the structure of the interview, mentioning it will consist of 

four sections. 
 
Preparation for Addressing Mental Health 

 The Interviewee discusses taking psychology courses and enabling professionals 
within the congregation. 

 Emphasizes the importance of creating a conducive environment for discussing 
mental health. 

 Interviewer asks how The Interviewee's experience as an African American pastor 
influences their approach. 

 The Interviewee explains the need for both the word and coping mechanisms, 
highlighting the integration of psychology and theology. 

 
Influence of Personal Experience 
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 The Interviewee shares personal experiences with colleagues and the lack of 
healthy coping mechanisms among African American pastors. 

 Discusses the decision to seek a counselor and the prevalence of vices among 
pastors. 

 Emphasizes the importance of seeking help and not viewing it as a sign of 
weakness. 

 The interviewer appreciates the response and asks about training and resources. 
 
Training and Resources 

 The Interviewee mentions the importance of being open to professional advice and 
having a mental health professional within the congregation. 

 Discusses the role of a board member who is a crisis counselor and the benefits of 
having professional insights. 

 Emphasizes the need for seeking help when lacking the necessary tools. 
 Interviewer asks about other activities or communities that assist in maintaining 

mental well-being. 
 
Partnerships with Mental Health Professionals 

 The Interviewee discusses partnerships with a large church and an organization 
called Quail Run for mental health counseling. 

 Mentions the importance of partnering with organizations for specific needs and 
the use of their services for congregation members. 

 Interviewer asks about the biggest gap in addressing mental health within the 
African American community. 

 The Interviewee identifies the demonization of mental illness and the lack of clear 
paths to mental wellness. 

 
Cultural and Spiritual Biases 

 The interviewer asks about the level of cultural and spiritual biases within the 
church. 

 The Interviewee describes the church as being in the middle, moving the needle but 
still facing resistance. 

 Discusses the generational aspect, with younger generations being more open to 
mental health discussions. 

 The Interviewee highlights the importance of addressing mental health in preaching 
and training future preachers. 

 
Common Misconceptions and Stigmas 

 An interviewer asks about common misconceptions and stigmas surrounding 
mental health. 

 The Interviewee mentions addiction and the lack of understanding among 
congregation members. 

 Discusses the importance of testimonies from individuals who have overcome 
addiction. 

 Emphasizes the need to address grief and loss, particularly in traumatic situations. 
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Navigating Faith and Mental Health 
 The interviewer asks how The Interviewee navigates the intersection of faith and 

mental health. 
 The Interviewee emphasizes the importance of bringing in credible, spirit-filled 

people to reinforce discussions. 
 Discusses the use of scripture context and the need for holistic approaches. 
 Mentions the importance of being open to discussions and having resources 

available. 
 
Creating a Safe Environment 

 The interviewer asks how the Interviewee creates a safe and supportive 
environment for disclosing mental health struggles. 

 The Interviewee discusses the importance of making people feel comfortable 
expressing their mental health. 

 Mentions the development of a formal mental health ministry with professionals 
available. 

 Emphasizes the importance of being open to discussions and having resources 
available. 

Future Aspirations and Measuring Effectiveness 
 The interviewer asks about aspirations for improving mental health support and 

reducing stigma. 
 The Interviewee mentions the goal of having a mental health conference within 

their fellowship of churches. 
 Discusses the importance of tracking the effectiveness of programs and making 

necessary adjustments. 
 Emphasizes the need for educational initiatives and breaking stereotypes within the 

African American community. 
  



 

290 

Meeting with Pastor John Anderson Summary Notes 

 
Keywords: mental health, African American pastors, congregation challenges, emotional 
scars, substance abuse, counseling referrals, church culture, confidentiality, spiritual 
support, mental illness, community resources, holistic approach, pastoral 
guidance, mental health awareness, professional help 
 
Pastor John Anderson discussed his journey in addressing mental health within his 
African American congregation, highlighting the importance of recognizing and 
addressing emotional scars, substance abuse, and the need for medication alongside 
prayer. He emphasized the role of confidentiality and the value of referring congregants 
to certified counselors. Shaw shared stories illustrating the challenges of mental health 
stigma, the impact of cultural biases, and the necessity of holistic support. He plans to 
enhance church resources and training, emphasizing the need for open dialog and 
professional collaboration to better support mental health within the community. 
 
Action Items 

 Compile a list of community resources and services for mental health support. 
 Schedule a training session for the church leadership on how to handle mental 

health situations. 
 Partner with a local pastor who has expertise in mental health to provide training 

and guidance to the congregation. 
 
Outline 
 
Preparation and Introduction 

 The Interviewee and Interviewer discuss technical issues and confirm the 
recording of the interview. 

 The Interviewer explains the purpose of the interview: to understand how African 
American pastors address mental health within their churches. 

 The Interviewer outlines the voluntary and confidential nature of the interview. 
 The Interviewer introduces the first section of questions, focusing on the pastor's 

journey in dealing with mental health needs. 
 
Journey of Learning About Mental Health Needs 

 The Interviewee describes dialoguing with other professionals in the ministry to 
understand mental health needs. 

 The Interviewee mentions counseling and referring congregants to certified 
Christian counselors. 

 The Interviewee shares experiences with substance abusers and the emotional 
scars they carry. 

 The Interviewee discusses the importance of recognizing the need for medication 
in addition to prayer. 

 
Impact on Pastoral Service 
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 The Interviewer asks how the journey with mental health has impacted The 
Interviewee's service as a pastor. 

 The Interviewee emphasizes the importance of awareness and cautious handling 
of congregants' mental health issues. 

 The Interviewee shares a story about a substance abuser who initially did well but 
later relapsed. 

 The Interviewee discusses the challenges of dealing with individuals who hide 
their problems and the importance of grace and mercy. 

 
Support Systems and Resources 

 The Interviewer inquiries about other sources of support and programs used to 
help the congregation. 

 The Interviewee mentions a PhD-holding pastor friend who provides referrals to 
certified counselors. 

 The Interviewee discusses the importance of consulting with knowledgeable 
individuals before addressing mental health issues. 

 The Interviewee highlights the role of a young lady who works for the state 
correction system and provides information on available services. 

 
Challenges and Cultural Biases 

 The Interviewer asks about cultural and spiritual biases in the congregation's 
attitudes towards mental health. 

 The Interviewee shares a story about a gentleman with mental illness who was 
initially welcomed but later faced challenges. 

 The Interviewee discusses the lack of open dialog about mental health issues 
within the church. 

 The Interviewee emphasizes the importance of recognizing and addressing mental 
health issues rather than suppressing them. 

 
Denial and Leadership Challenges 

 The Interviewer and the Interviewee discuss the denial of mental health issues 
among congregants and leaders. 

 The Interviewee shares a story about a pastor who had not taken a vacation in ten 
years due to burnout. 

 The Interviewee highlights the importance of recognizing and addressing personal 
mental health issues among leaders. 

 The Interviewee discusses the generational impact of unaddressed mental health 
issues within families. 

 
Historical Context and Church Culture 

 The Interviewee shares stories about pastors who had strict and abusive church 
cultures. 

 The Interviewee discusses the generational impact of unaddressed mental health 
issues within families. 

 The Interviewee emphasizes the importance of recognizing and addressing mental 
health issues rather than suppressing them. 
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 The Interviewee highlights the need for a balanced approach that includes both 
spiritual and professional help. 

 
Current Challenges and Community Impact 

 The Interviewee discusses the impact of the COVID-19 pandemic on mental 
health within the church. 

 The Interviewee shares stories about young people who face challenges in their 
careers and personal lives. 

 The Interviewee emphasizes the importance of addressing mental health issues in 
a supportive and confidential manner. 

 The Interviewee highlights the need for more dialog and awareness about mental 
health within the church community. 

 
Future Vision and Steps for Improvement 

 The Interviewer asks about the Interviewee's vision for mental health support 
within the church and community. 

 The Interviewee emphasizes the need for more dialog and awareness about mental 
health. 

 The Interviewee discusses the importance of having a team and resources 
available for congregants. 

 The Interviewee plans to set up training sessions and dialog nights to address 
mental health issues. 

 
Rewards and Personal Growth 

 The Interviewer asks about the most rewarding aspects of dealing with mental 
health issues. 

 The Interviewee shares the reward of seeing individuals get better and learning 
how to handle such situations. 

 The Interviewee emphasizes the importance of being gentle and spirit-led in 
handling mental health issues. 

 The Interviewee discusses the importance of seeking outside help and not trying 
to handle everything alone. 

 
Advice for Other Pastors 

 The Interviewer asks for advice for other pastors dealing with mental health issues 
in their congregations. 

 The Interviewee advises seeking outside help from professionals who have the 
necessary expertise. 

 The Interviewee emphasizes the importance of being a spiritual guide and letting 
professionals handle the rest. 

 The Interviewee shares the importance of recognizing and addressing mental 
health issues in a supportive and confidential manner. 
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