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A small but growing literature recognizes the varied roles that
clergy play in identifying and addressing mental health needs in
their congregations. Although the role of the clergy in mental
health services delivery has not been studied extensively, a few
investigations have attempted a systematic examination of this
area. This article examines the research, highlighting available
information with regard to the process by which mental health
needs are identified and addressed by faith communities. Areas
and issues where additional information is needed also are
discussed. Other topics addressed include client characteristics
and factors associated with the use of ministers for personal
problems, the role of ministers in mental health services delivery,
factors related to the development of church-based programs and
service delivery systems, and models that link churches and formal
services agencies. A concluding section describes barriers to and
constraints against effective partnerships between churches,
formal services agencies, and the broader practice of social work.
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tion of documenting the centrality of reli-

gious concerns and institutions in black
communities for some time (Frazier, 1974; Lin-
coln & Mamiya, 1990; Mays & Nicholson,
1933). Collectively, this documentation suggests
that faith communities have occupied a primary
role in black communities, encompassing a
broad range of issues, including civic and politi-
cal concerns, educational pursuits, and eco-

Sucinlng}r and social work have a long tradi-

73

nomic and community development. Empirical
findings indicate that religion has a special
prominence in the lives of African Americans,
with churches assuming a particularly influen-
tial role. Survey evidence demonstrates that
nearly nine of 10 black Americans view black
churches as fulfilling multifaceted roles in
black communities and as having a positive in-
fluence on their lives (Taylor, Thornton, &
Chatters, 1987). Black adults display high levels
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of religiosity across a variety of religious indica-
tors, including church membership rates and
frequency of public behaviors such as church
attendance, as well as private devotional prac-
tices (for example, prayer and reading religious
materials) (Ellison & Sherkat, 1995; Taylor,
1988a, 1988b; Taylor & Chatters, 1991).

An equally long tradition of faith-based ini-
tiatives and work in black communities has been
concerned with the health and well-being of
individuals and families (Gilkes, 1980; Levin,
1984; Olson, Reis, Murphy, & Gem, 1988). The
past few years have seen a general resurgence of
interest in the connections between religious
involvement and a range of human behaviors
among African Americans and the general
population. Social sciences research documents
associations between religious involvement and
a variety of attitudinal and behavioral outcomes,
including marital quality and duration (Call &
Heaton, 1997; Heaton & Pratt, 1990; Lehrer &
Chiswick, 1993), receipt of social support (Tay-
lor & Chatters, 1988), contraceptive use
(Goldscheider & Mosher, 1991), and fertility
(Mosher, Williams, & Johnson, 1992). A growing
literature shows that religious factors are linked
with specific behaviors affecting health, such as
drug, alcohol, and tobacco use (Brown & Gary,
1994; Cochran, Beeghley, & Bock, 1988; Gottlieb
& Green, 1984), as well as the use of health care
services (Levin, Chatters, Ellison, & Taylor,
1996; Levin & Vanderpool, 1992). In addition,
studies indicate that religious involvement is
associated positively with life satisfaction, self-
esteem, and other aspects of well-being (Ellison,
1993; Thomas & Holmes, 1992) and self-rated
health (Musick, 1996) and is related inversely to
depression and distress (Brown, Ndubuisi, &
Gary, 1990), long-term physical disability (Idler
& Kasl, 1997), and mortality risk (Bryant &
Rakowski, 1992; Strawbridge, Cohen, Shema, &
Kaplan, 1997). Collectively, these works suggest
that the study of religious involvement may
provide unique insights into health status,
health-related behaviors, and health attitudes of
defined groups within the population.

Practitioners and researchers especially have
been interested in religious involvement as it
pertains to the health and human services pro-
fessions. Building on the legacy of faith-based

health initiatives in black communities, a num-
ber of investigations have identified several fac-
tors that characterize these efforts. First, the
head minister or pastor is recognized as a piv-
otal figure in the church, whose leadership and
direction are critical for understanding the
types of programs organized in the church and
the church’s relationship with formal service
agencies in the broader community. Second,
ministers assume a variety of roles in relation to
church-based programs and interventions, par-
ticularly as agents of health-related behavioral
change and agents of health-related social
change (Levin, 1986). Third, ministers often
function as gatekeepers to formal mental health
services (Veroff, Douvan, & Kulka, 1981).
Fourth, ministers are sometimes the first and
only professional that individuals encounter. As
a consequence, pastors’ positions as personal
counselors and advisors are important ones
with respect to the mental and physical health
of their congregants. However, specific and sys-
tematic information about the role of clergy in
mental health services delivery is particularly
scarce. Information of this sort is critical for a
more comprehensive understanding of the role
of ministers in the delivery of mental health ser-
vices (Larson et al., 1988; Maton & Pargament,
1987; Mollica, Streets, Boscarino, & Redlich,
1986; Report to the President’s Commission on
Mental Health, 1978) and is potentially useful
for developing models of service delivery in the
health and human services professions.

This article addresses these issues by provid-
ing a critical review of studies examining the
role that ministers fulfill in mental health ser-
vices delivery. This review also examines spe-
cific client characteristics and factors associated
with the use of ministers. Factors related to the
development of church-based programs and
service delivery systems are explored, and mod-
els that link churches and formal service agencies
are discussed; the article also addresses barriers
to and constraints against effective partnerships
among churches, formal service agencies, and
the broader arena of social work practice.

Use of Ministers for Personal Problems

For many Americans, clergy play a critical role
in their efforts to handle personal problems.
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Thirty-nine percent of Americans who have a
serious personal problem solicit help from a
member of the clergy (Veroff et al., 1981), sur-
passing rates for help from psychiatrists, psy-
chologists, doctors, marriage counselors, or so-
cial workers. Clergy are consulted for a variety
of psychological issues, many of which are con-
sistent with their ministerial and religious train-
ing (for example, comforting the bereaved and
advising those with physical illness). However,
clergy also are asked to address interpersonal
crises and serious mental health problems.
Veroff et al.’s (1981) study, based on the data
from a national sample, found that almost half
of all consultations with clergy concerned mari-
tal issues, whereas findings from a survey in two
heavily Hispanic communities (Chalfant et al.,
1990) revealed that clergy often provided help
to people who were experiencing a serious per-
sonal problem.

There are several advantages to using clergy
for help with personal problems. For people
who are poor, the clergy hold a distinct advan-
tage over other professional counselors. Treat-
ment expense is recognized as a significant bar-
rier in seeking aid from traditional mental
health workers such as psychiatrists and psy-
chologists (Veroff et al., 1981). Distinct from
other sources of professional assistance, clergy
do not charge fees for their services or require
insurance, copayments, or completion of re-
quired forms. Specific to black Americans, esti-
mates of unmet needs for mental health services
are particularly high (Neighbors, 1985). Given a
situation of significant unmet needs, ministers
may be an available and attractive alternative to
the traditional mental health services delivery
system. Furthermore, traditional mental health
specialists usually are approached after an ini-
tial consultation with a referral source. Clergy,
on the other hand, typically are approached di-
rectly by clients, and rarely is contact mediated
by formal or informal referrals (Veroff et al.).
Part of the professional role expectations and
obligations incumbent on clergy is that they
make personal visits to those in need (for ex-
ample, visits to the sick in the home or in the
hospital), thereby facilitating access to services.
Finally, consultations with clergy typically occur
within the context of a longstanding personal

relationship that may have beneficial conse-
quences with respect to establishing rapport
and empathy.

With respect to sociodemographic factors,
only a few appear to be related to the use of
clergy. Religious denomination and church at-
tendance exhibit relatively strong and consis-
tent associations with use of clergy, as well as
with use of psychiatrists and psychologists
(Veroff et al., 1981). People identified with fun-
damentalist denominations use clergy exten-
sively but tend not to use psychologists or psy-
chiatrists. Jews, on the other hand, are more
likely to seek help from psychiatrists and psy-
chologists, but are less likely to use clergy
(Veroff et al.). With respect to church atten-
dance, those who frequently attend are more
likely to seek assistance from clergy, whereas
those who infrequently attend are more likely to
seek assistance from psychologists or psychia-
trists (Veroff et al.). Neighbors, Jackson, Bow-
man, & Gurin’s (1983) work on the help-seek-
ing process among black Americans, specifically
the use of clergy, found that ministers were fre-
quent sources of help for people facing serious
personal problems. Ministers were significantly
more likely to be contacted when the personal
problem involved bereavement and grieving
(Neighbors, 1991; Neighbors et al.). Finally, a
recent analysis (Neighbors, Musick, & Williams,
1998) of black Americans found that women
were more likely than men to seek assistance
from a minister. People who saw clergy first
were less likely to contact other professionals,
especially if the problem concerned death, ill-
ness, or emotional adjustment issues. For those
who used only one source of aid, people seeking
help from clergy (compared with those who
sought assistance from other sources) were
more satisfied with the help they received and
were more likely to refer others to clergy. The
most common forms of assistance from a min-
ister involved socioemotional support and en-
gagement in religious activities.

The Role of Clergy in Mental Health
Services Delivery

Despite the apparent importance of clergy,
there is little systematic information concerning
the interface among religious organizations and
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the mental health services delivery system, in-
cluding black ministers’ roles with regard to the
formal mental health system (Williams, 1994),
Clergy frequently function as gatekeepers to the
mental health services system and traditionally
have played a role in the delivery of mental
health services (Veroff et al., 1981). However,
little is known about the types of services pro-
vided, the specific circumstances surrounding
referrals to clinicians, and the relevant factors
associated with those referrals (Williams). We
do know, however, that ministers counsel on a
wide range of personal problems, including al-
cohol and other forms of substance abuse, de-
pression, marital and family conflict, teenage
pregnancy, unemployment, and legal problems.
A comparison of the types of clients encoun-
tered by clergy and mental health practitioners
(based on data from five epidemiological catch-
ment area sites) indicates that clergy and mental
health practitioners encounter clients who are
similar with respect to both type and severity of
psychiatric problems they present (Larson et al.,
1988). However, because clergy are a heterog-
enous group with respect to education and
training, their counseling and services referral
practices are not uniform (Gottlieb & Olfson,
1987). Specialized training in counseling re-
garding basic life issues and concerns (for ex-
ample, marital relationship problems) is mini-
mal even among ministers who have pursued
postgraduate education (Friesen, 1988; Weaver,
1995).

The quality of mental health services pro-
vided by clergy is determined, in part, by their
ability to identify serious mental health prob-
lems and their willingness to refer people to
professional mental health practitioners. Ap-
parent differences in background and training
among clergy members may have important
consequences for detecting mental illness and
emotional distress and in making appropriate
client referrals. Ministers frequently are called
on to address these issues in their work, al-
though they may be unfamiliar with various
forms of psychopathology and the symptoms of
severe mental illnesses (Bentz, 1970; Gottlieb &
Olfson, 1987; Virkler, 1979). Not surprisingly,
clergy, compared with other mental health ser-
vices practitioners (for example, physicians,

psychologists, social workers, psychiatric
nurses), tend to underestimate the severity of
psychotic symptoms (Larson, 1968) and are
least likely to recognize suicide lethality
(Domino & Sevain, 1985-86). Given their reli-
gious and ministerial training, clergy may inter-
pret mental or emotional problems and symp-
toms in purely religious terms (Hong & Wiehe,
1974). For example, Larson found that minis-
ters interpreted hallucinatory behaviors as evi-
dence of religious conflict. The Larson and
Hong and Wiehe studies shed light on an im-
portant area of investigation. These studies,
however, were based on small, nonprobability
samples conducted over 20 years ago. The ab-
sence of more recent research along these lines
illustrates how little is known about clergy and
mental health practices and the needs for future
research.

With respect to referral practices, only a
small number of clergy (an estimated 10 per-
cent) refer their clients to mental health profes-
sionals for more specialized services (Mollica et
al., 1986; Veroff et al., 1981; Virkler, 1979).
Generally, clergy are unfamiliar with standard
referral procedures and the availability of ser-
vices offered at community health centers
(Winett et al., 1979) and university clinics
(Mobley, Katz, & Elkins, 1985). Members of the
clergy with advanced education and liberal the-
ologies are more likely to make referrals to
mental health agencies. In contrast, those with
less education and who endorse conservative
theologies are more likely to attempt to treat
people with symptoms of psychiatric disorders
(Gottlieb & Olfson, 1987). However, the recent
proliferation of graduate training programs in
pastoral counseling suggests a growing recogni-
tion of the importance of addressing the mental
health needs of church members.

Although several studies have focused on the
counseling and referral practices of clergy (see
Meylink & Gorsuch, 1988, for a review), only a
few have examined the practices of black minis-
ters. The study by Mollica et al. (1986) of the
mental health counseling practices of 214 black
and white ministers found that black ministers
were more heavily involved in counseling, with
nearly seven of 10 spending more than 10 per-
cent of their time in counseling activities. Black

Social Work / Volume 45, Number 1 / January 2000
E—

76



ministers, to a greater extent than white minis-
ters, were involved in crisis intervention and in
counseling individuals with diagnosed mental
illnesses. Compared with their white peers,
black clergy placed greater emphasis on using
religious practices (for example, church atten-
dance) as a method for treating emotional
problems, Although general rates of referrals
made and received were low for all clergy, there
were important differences by race in referral
patterns, Overall, black ministers were much
more likely than white ministers to make refer-
rals to community mental health centers.
Chang, Williams, Griffith, & Young (1994) ex-
amined the relationship among organizational
and clergy factors and referral exchanges among
black clergy and community health agencies. In
their sample, 47 percent of black clergy had re-
ferred parishoners to community mental health
professionals. Furthermore, they found that the
number of organizational ties that a church had
to community agencies was associated posi-
tively with the number of referrals clergy made
to mental health professionals.

Mental Health Services Delivery in
Faith Communities

African American communities have a long tra-
dition of human services delivery in the context
of religious institutions. Historically, black
churches have provided a wide range of re-
sources and opportunities that were inaccessible
to African Americans from mainstream institu-
tions (Frazier, 1974; Lincoln & Mamiya, 1990;
Nelsen & Nelsen, 1975). Mays and Nicholson’s
(1933) classic study of black congregations
found that churches sponsored a diverse array
of community outreach programs, including
programs to feed unemployed people, free
health clinics, recreational activities, and child
care programs. These activities reflect a
longstanding tradition of providing for those in
need in their communities.

In the wake of recent reductions in funding
of state and federal assistance programs serving
individuals and families, there has been a resur-
gence of interest in the tradition of church-
based services provision (for example, Palmer &
Sawhill, 1984; Burt & Pittman, 1985). Some ob-
servers have concerns about whether black

churches have sufficient prestige and an ad-
equate resources and administrative base to ad-
dress the social problems presently plaguing
urban black people (for example, Wilkes, 1990;
Winston, 1992). However, recent research indi-
cates that a strong ethos of community service
is still evident among African American congre-
gations (Billingsley & Caldwell, 1991; Caldwell,
Chatters, Billingsley, & Taylor, 1995; Lincoln &
Mamiya, 1990), suggesting at least a compatible
ideological perspective.

Overall, black churches tend to participate in
community programs to a greater extent than
do white churches (Lincoln & Mamiya, 1990),
particularly antipoverty and material aid pro-
grams (Chaves & Higgins, 1992). Isolated eth-
nographic accounts and small-scale studies have
documented a range of church-sponsored pro-
grams and initiatives, youth programs
(McAdoo & Crawford, 1990), programs for eld-
erly people and their caregivers (Haber, 1984),
and community economic development initia-
tives (Williams & Williams, 1984). Churches
provide health care screening and health pro-
grams to poor black people (Levin, 1984, 1986),
such as programs to help ameliorate hyperten-
sion (Perry, 1981) and to control weight
(Kumanyika & Charleston, 1992). Eng and
Hatch (1991) developed one of the most no-
table programs in this area, using churches as a
focus for health promotion activities in several
rural counties in North Carolina. These and
other variations of community-based partner-
ships recognize that religious institutions oc-
cupy a position of trust and respect in black
communities. In collaboration with black
churches and their resources, these efforts have
effectively tapped into longstanding traditions
of mutual assistance and self-reliance to im-
prove the health of community members (for
example, Eng & Hatch; Eng, Hatch, & Callan,
1985; Hatch & Jackson, 1981; Olson et al., 1988).

Faith Communities and Mental Health
Services Delivery: Survey Findings

A recent survey of 635 African American con-
gregations in the northeastern United States
provides a current profile of contemporary
church-based programs. Studies (Billingsley &
Caldwell, 1991; Caldwell et al., 1995; Caldwell,
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Greene, & Billingsley, 1994: Thomas, Quinn,
Billingsley, & Caldwell, 1994) have identified
more than 1,700 outreach programs. About 40
percent of church-based programs provide ba-
sic needs assistance (food and clothing distribu-
tion, home care, and child care), and an addi-
tional 6 percent offer income maintenance
programs, such as financial services and low-
income housing. Approximately 18 percent of
the programs identified involve some form of
counseling and intervention for community
members, such as family counseling, parenting
and sexuality seminars, youths-at-risk pro-
grams, and aid to incarcerated individuals and
their families. Other initiatives include various
educational and awareness programs (for ex-
ample, life skills and academic tutoring), health
services-related activities (for example, HIV/
AIDS care, substance abuse counseling), and
recreation and fellowship for families and indi-
viduals. In addition to sponsoring a diverse ar-
ray of programs, many congregations also co-
operate with a range of community institutions
and government agencies through referrals and
other means.

Previous studies, although largely descriptive
in nature, provide information on the numbers
and types of church-based programs (for ex-
ample, Caldwell, Greene, & Billingsley, 1992;
Caldwell et al., 1994; Lincoln & Mamiya, 1990;
McAdoo & Crawford, 1990). However, more
detailed information about the distribution and
operation of church-based community out-
reach programs is useful for human services
practitioners wishing to establish partnerships
with faith communities. Caldwell et al. (1994)
examined the types of formal programs that
churches offer to support families. They used a
conceptual model in which the church func-
tions as a mediator between African American
families and the formal network of services de-
livery. The model assumes that when family and
church are geographically proximal and share
close affective bonds, churches can function in
an optimal manner for providing direct assis-
tance to families and facilitating referrals to for-
mal health and social services institutions.

Results from this study also indicated that
two-thirds of black churches operated at least
one outreach program designed to meet family,

health, and social services needs, The majority
of church-sponsored programs targeted the
family as a unit, whereas about 33 percent were
specifically geared toward children and adoles-
cents, 8 percent were for the elderly, and 10
percent were community development pro-
grams (Caldwell et al., 1994). Thomas et al.
(1994) found that many black churches were
actively involved in the delivery of specific types
of health care services. The most common
health programs involved drug abuse preven-
tion activities and health education workshops.
However, considerably fewer church programs
were specifically designed to meet the health-
related needs of adolescents. The Caldwell et al.
(1995) analysis of the types of services that
black churches offered elderly people indicated
that this group was the least likely to receive
formal services through church programs.
When available, however, social services ac-
counted for the largest portion of church pro-
grams for elderly people.

Billingsley and Caldwell’s (1991) study of the
relationships among churches, families, and
schools in African American communities iden-
tified different patterns of collaboration be-
tween black churches and local community
agencies. Fifty percent of churches surveyed in-
dicated that they had collaborated with a mental
health services agency to provide community
outreach programs. The study also examined
case studies of churches that had collaborated
with one another to provide programs geared
toward strengthening families. Twenty-eight
percent of the family support programs offered
by black churches provided emotional support
services through family counseling and support
groups for women and men (Caldwell et al.,
1994).

Factors Associated with Services Delivery

The scope and range of outreach programs, in-
cluding mental health services initiatives such
as counseling and intervention programs, are
shaped by congregational, ministerial, and
other factors (for example, Caldwell et al.,
1995). Congregation size is identified in studies
of white and black churches as a key predictor
of the number of community outreach pro-
grams offered (National Council of Churches,
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1992; Olson, 1988). Lincoln and Mamiya
(1990) reported that larger churches have more
programs and are more actively involved in
their surrounding communities. Similarly,
larger churches tend to offer a wider range of
family support services and health-related pro-
grams, as well as more specialized services than
do their smaller counterparts (Caldwell et al.,
1992; Thomas et al., 1994).

There are several reasons why congregation
size may be related positively to the level of
community outreach, Funding issues are obvi-
ously critical to the success of such programs.
Larger and more stable churches tend to have
more financial resources (for example, a larger
base of donations and pledges) and facilities
(for example, church buildings and buses) to
support outreach programs (Carson, 1990; Lin-
coln & Mamiya, 1990). The fiscal advantages of
size may be offset somewhat by access to alter-
native sources of funding for these programs,
such as denominational or ecumenical support,
government monies, or private foundation
grants.

In addition to greater physical and financial
resources, larger churches also may have larger
available pools of volunteers for outreach pro-
grams, as well as the ability to attract trained
professionals to staff and coordinate outreach
efforts (Eng & Hatch, 1991). In at least one
study of African American congregations in the
northern United States, churches without paid
clergy and other paid staff were least likely to
sustain programs to assist elderly people
(Caldwell et al., 1994). Other research suggests
that the per capita income of church members
is also an important factor influencing service
delivery. Specifically, congregations that are
characterized as middle-class often have more
financial resources than churches with prima-
rily poor or working-class members (National
Council of Churches, 1992).

Characteristics of the minister are important
for determining the types of programs and ac-
tivities of churches. The extent of the minister’s
formal education is an important predictor of a
church’s level of community activism and out-
reach. Clergy with high levels of education are
more aware of community social problems,
have a stronger interest in politics, and are

more likely to cooperate with other community
organizations than their less-educated counter-
parts (Lincoln & Mamiya, 1990). Furthermore,
ministers’ educational level is associated posi-
tively with the presence of community outreach
programs (Caldwell et al., 1994; Thomas et al.,
1994). Research on the mental health services
referral practices of clergy also shows that well-
educated clergy are better informed regarding
mental health issues and services available from
professionals and public agencies, are more
confident in their understanding of these issues,
and deal more frequently with the mental
health community than their less-educated

- peers (Gottlieb & Olfson, 1987).

Although educational attainment of clergy is
clearly important, other aspects of clergy back-
ground also influence program development at
the congregational level. First, although there is
less research on age or age cohort differences in
clergy activism, younger clergy may have
greater exposure to mental health issues as part
of their ministerial training and interest in
church-based counseling and intervention pro-
grams. On the other hand, senior clergy mem-
bers with longer tenures at a church may have
had more opportunities to establish broader
networks in the community, including contacts
with mental health services agencies, clinics,
and professionals. Second, because of the scar-
city of financial resources and other consider-
ations, many black churches lack full-time paid
clergy (Lincoln & Mamiya, 1990) and other
paid staff members (for example, assistant min-
isters or secretaries). Ministers who have other
work obligations (full-time or even substantial
part-time jobs) may lack the time to be actively
involved in the delivery of community services.
As a consequence, the scope and diversity of
church-based services could be limited because
of the constraints of time on clergy. Congrega-
tions with multiple full-time, paid clergy may
have the personnel resources to offer a wide
range of programs and services.

The theological and political views of a min-
ister and his and her interest in racial and com-
munity issues also may influence patterns of
services delivery, Clergy in more theologically
conservative churches may emphasize individual
evangelism (personal salvation) as opposed to
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ministries based on ideals of racial justice and
community development. To date, there is little
evidence that the theological orientation of
clergy influences services delivery (Adams &
Stark, 1988). Among African American mem-
bers of the clergy, there is general agreement
across theological and denominational lines
that churches should be involved in community
affairs and politics (Lincoln & Mamiya, 1990).
On the other hand, an individual minister’s
definition of the proper social mission of reli-
gious institutions and his or her racial ideology
and overall level of involvement in community
and political affairs are likely related to the
scope and range of church-based services deliv-
ery. Among white members of the clergy, a
minister’s perception of the seriousness of com-
munity problems had an effect on levels of ser-
vices delivery (National Council of Churches,
1992), Furthermore, socially conservative pas-
tors sponsored fewer services to elderly people
than their more liberal counterparts (Adams &
Stark). Consistent with this line of reasoning,
Lincoln and Mamiya found that among black
clergy members, racial consciousness was re-
lated positively to involvement in community
outreach programs.

Directions for Future Research

Although there is a historical importance of
black churches in meeting the mental health
needs of its members, this review shows that
there is limited information on this topic. Cur-
rent investigations provide useful information
regarding the types of problems addressed by
clergy, the numbers and types of community
outreach programs sponsored by churches, and
the correlates of service delivery. However, ad-
ditional research examining the interface be-
tween faith communities and formal service de-
hivery is needed. Of particular importance is
research that identifies the type and quality of
services provided, assesses clergy’s knowledge of
available professional mental health services
within the community, and examines the coun-
seling and referral practices of black clergy.

The majority of current investigations in this
area use small, nonprobability samples and are
largely descriptive or anecdotal in nature, As a
consequence, it is difficult to generalize about

these findings with regard to the black popula-
tion. Future research efforts that examine the
connection between faith-based organizations
and mental health services delivery among Afri-
can Americans should use large probability
samples to investigate systematically the role of
ministers in addressing the mental health needs
of their congregants; how and why congregants
use ministers (versus other help sources) for
assistance with their personal problems; the ex-
tent of current collaboration among faith-
based organizations and mental health agen-
cies; and congregational, ministerial, and other
factors that influence the extent of outreach
programs, including mental health services de-
livery programs. Such efforts promise to in-
crease and improve the quality of the literature
in this area.

Practice Implications

The research findings from this literature re-
view suggest a number of implications for social
work practitioners. First, it is important that
social workers conduct a systematic assessment
of churches and other religious institutions
found in their service delivery area. At the most
fundamental level, this would involve an overall
census of churches in the community that
would include both larger churches that have
an established history in the community, as well
as smaller storefront churches. On a more de-
tailed level, this assessment would examine
various characteristics of churches, such as con-
gregation age and socioeconomic status, educa-
tional background and religious training of
clergy, and clergy orientation, with respect to
community activism. Similarly, it is important
to understand the current programs and ser-
vices that operate within an individual black
church, the history of their development, and
their existing {or potential) connections 1o
similar programs organized by city, state, and
federal agencies. These and other factors pro-
vide some indication of the resources and ca-
pacities inherent in churches and their possible
orientation toward partnerships with social
work practitioners.

The role of the minister or pastor is pivotal
in the development and operation of church-
based services and programs and in the delivery
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of mental health services. For many, a member
of the clergy is the first professional contacted
for personal problems. Although there is little
systematic information on the nature and qual-
ity of mental health counseling and referral
practices of clergy, there is some indication that
ministers with advanced education are more
likely to make referrals to mental health agen-
cies. Among clergy more generally, however,
there is little preparation in recognizing mental
illness and an apparent lack of knowledge of
standard referral practices and services offered
by mental health agencies (Mobley et al., 1985;
Winett et al., 1979). Accordingly, this is an area
in which clergy and mental health agencies
might collaborate with one another in address-
ing the mental health needs and emotional well-
being of church members and community resi-
dents. Given the pivotal role of clergy in the
development and implementation of various
church-based health and social welfare pro-
grams, information about and contact with
relevant members of the clergy is extremely im-
portant for establishing collaborative relation-
ships with faith communities.

Second, social workers should be involved in
outreach activities with the various religious
institutions found in their service delivery area.
In particular, they should familiarize clergy, lay
officials, and church members about the type of
services offered by their agencies. This could be
done in several different ways, including indi-
vidual meetings with clergy and lay officials,
meetings with groups of church members (for
example, choir or women’s groups), providing
pamphlets and other written materials, and
making brief presentations concerning the
agency as part of religious services. In addition
to material about the agency and its services,
social workers should provide information
about appropriate procedures for referrals for
services, Accurate knowledge about available
services is critical for both self-referrals and re-
ferring others for needed services, Research us-
ing the National Survey of Black Americans
found that among those who used a social ser-
vices agency, a large percentage indicated that a
friend or relative referred them and also was
instrumental in facilitating the use of the agency
(Taylor et al., 1987). Given clergy’s pivotal role

as gatekeepers to formal services, it would be
particularly important to provide them with
information about community agencies and
their specific referral procedures.

As the preceding comments suggest, social
workers should anticipate investing consider-
able time and energy in developing close rela-
tionships with the churches in their service de-
livery areas. A further suggestion for an
outreach activity is that agencies designate one
or more individuals to function as full- or part-
time liaisons to area churches. The church liai-
son would be responsible for establishing a
| point of contact and a channel of communica-
| tion between churches and the agency. This

person also could incorporate a number of the
recognized benefits of seeking help from minis-
ters. Close partnerships with churches’ minis-
ters would provide access to the congregation
and confer legitimacy to the church liaison and
the social services agency. The church liaison
could capitalize on the role of the minister as
the gatekeeper to services and the specialized
knowledge that ministers have regarding their
congregations (for example, financial circum-
stances) that affect use of formal services. In
addition, because the church liaison requires
familiarity and ongoing relationships with the
church, the liaison would develop an apprecia-
tion for the workings of the congregation that
would serve to establish rapport and empathy
with members of the church.

Along these lines, it might be useful for social
services agencies to employ both men and
women in the position of church liaison. Gen-
der-matched pairings of congregants and a
church liaison may further reduce the barriers
to seeking formal care. Earlier research clearly
demonstrates that ministers represent an im-
portant link to formal services. However,
women in the church may be reluctant to ap-
proach a male minister about their problems
(similarly, men may be hesitant to discuss their
problems with female clergy) and miss an op-
portunity to use this resource. In these situa-
tions, a female church liaison can serve as a link
to women who need formal assistance and ser-
vices for physical and mental health problems.

Third, social services agencies should use a
partnership model in the development of
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programs with religious institutions. These
types of endeavors have proven to be very suc-
cessful in black churches. With the assistance
and sponsorship of community health care
agencies, a variety of health programs (for ex-
ample, blood pressure screening, nutrition,
stress reduction, smoking cessation, dental
health screenings, exercise and health promo-
tion, and general health awareness fairs) have
been conducted in black churches. Along simi-
lar lines, social services agencies and churches
might collaborate to develop grant proposals
for church-based programs. This potentially
could be an ideal partnership, given their
unique and complementary resources.
Churches have access to large groups of indi-
viduals (and typically physical space), whereas
social services agencies have expertise in deliv-
ering services, Working alliances of this sort
may be particularly important in the current
political atmosphere, in which both federal and
state governments are increasingly channeling
funds for social services programs directly to
churches.

Fourth, because clergy and lay leaders may
feel unprepared to deal with some of the more
serious problems confronting church members,
social work agencies might consider conducting
in-service training programs for clergy and lay
leaders. In-service programs for clergy may be
particularly helpful for determining whether a
church member should be referred for formal
services and what type of referral is required
(for example, emergency referral for suicidal
behavior or for violent tendencies toward oth-
ers). Conversely, clergy could provide in-service
training to social workers on how religious be-
liefs and practices influence the experience of
personal and family problems. Collaborations
of this sort might be particularly useful for cli-
ents who are facing life problems that involve
issues of ultimate concern (for example, illness,
disability, and death) that call into question
one s basic beliefs about life (for example, spiri-
tual meaning, suffering). For example, clergy
could address issues of individual bereavement
in relation to religious beliefs, as well as the
grieving process within the family (for example,
grief reactions or unresolved family conflicts).
Clergy face issues of this sort on a regular basis,

and their experience may be useful to social
workers who often have difficulty counseling
clients about spiritual concerns.

Fifth, social work agencies can provide ad-
ministrative and technical assistance to
churches. For smaller churches, in particular,
assistance with accounting and spreadsheet
computer programs may be quite helpful.
Churches may need some level of consultation
and training on how to provide volunteer-sup-
ported church-based programs. Finally, pro-
grams of social work education and training
could facilitate linkages to ministerial and reli-
gious training programs (for example, seminar-
ies and schools of divinity). For example, sev-
eral schools of social work at universities that
have divinity schools have either formal joint
degree programs or offer elective courses that
provide social work training to divinity students
(for example, Boston College and the Univer-
sity of Chicago). Similarly, a few seminaries
have social work programs (for example, Carver
School of Church Social Work, Southern Bap-
tist Theological Seminary). MSW and BSW
programs also might consider developing
courses that explore the link between social
work and religious institutions and place stu-
dents in church-based field placements. Cur-
rently at the University of Michigan, several
MSW students are placed in church-based so-
cial services programs or agencies that began as
church-based volunteer programs.

There are many exciting possibilities for
linking the practice of social work with the
work of the clergy. However, it is important to
recognize that there are obstacles that may pro-
hibit the development of effective partnerships
between social workers and clergy. A funda-
mental hindrance to these partnerships is the
potential for conflicts in perspectives and values
held by professional social work and religious
institutions. Social work and religious institu-
tions share many common goals and orienta-
tions regarding the provision of support and
services to individuals, families, and communi-
ties. However, there are potential differences in
how they define behaviors—as illness or as
moral limitations—and given that definition,
the appropriate measures to be pursued to ame-
liorate the condition. Furthermore, social work
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values emphasizing client self-determination and
autonomy may be at odds with religious institu-
tions and teachings that endorse more authori-
tarian relationships and patterns of interaction.

There is the potential for conflict over issues
of territory encroachment and what the appro-
priate roles of clergy versus social work profes-
sionals should be. The human services profes-
sions often have viewed religious institutions as
adversaries, despite their history of providing
for the physical and mental health of individu-
als and communities. Social work practice that
involves faith communities must acknowledge
that religious institutions possess a long tradi-
tion of providing for the spiritual and social
welfare needs of African Americans; have a spe-
cial relationship with individuals, families, and
other institutions in black communities; and
are distinctive from one another with respect to
organizational structure and leadership charac-
teristics. Failure to appreciate these factors seri-
ously would underestimate the complexities of
these institutions, overlook key individuals and
important resources available in black churches,
and hinder efforts to create effective collabora-
tive partnerships.

For their part, religious institutions may be
reluctant to form church-social work partner-
ships because of longstanding mistrust of for-
mal institutions based on past patterns of dis-
crimination and prejudice by the helping
professions in dealing with black communities,
Social work professionals must reflect on
whether their own personal biases with respect
to religion and religious institutions influence
their willingness to work in collaboration with
faith communities, Commitment to examining
and confronting these personal and profes-
sional biases will facilitate efforts to affiliate
with religious institutions and draw on their
resources to improve personal and community
health.

Church-social work partnerships involve a
number of difficult ethical issues. Potential con-
flicts over basic beliefs, values, and the goals of
programs present a serious challenge to
church-social work partnerships. Ministers may
be reluctant to develop sexual education and
AIDS prevention programs because they are
inconsistent with doctrinal beliefs. Despite the

prevalence of breast and prostate cancer in
black communities, some ministers may be re-
luctant to sponsor cancer screening programs
in the church because of their perception that
these issues are too sensitive in nature. Finally,
church—social work partnerships present com-
plicated issues of confidentiality and privileged
communication among church members, min-
isters, and social workers. Faced with these im-
portant issues, social workers and clergy will
have to find ways to resolve these differences, at
the same time preserving and strengthening
their partnership.

Conclusion

Contemporary portrayals of African American
life tend to focus on the social and economic
problems and challenges facing this group. This
perspective often overlooks the resources and
strengths that have assisted black communities
in overcoming formidable obstacles and barri-
ers. This article has provided a critical review of
the literature on mental health services delivery
in black churches, with a particular focus on the
roles that clergy assume in this process. [t is im-
portant to recognize that black churches have a
long tradition of assisting those in need and
possess a natural community-based infrastruc-
ture for providing services to groups that are
difficult to reach. The available literature cer-
tainly is limited in addressing these questions in
a systematic manner. However, current evi-
dence documents that black churches are im-
portant sources of information and services for
church members and community residents.

Descriptive studies indicate that black
churches provide services in the areas of assis-
tance with basic needs of living (for example,
clothing and food programs), family services,
and health programs. The literature also identi-
fies a number of organizational and resource
characteristics that describe churches that offer
formal programs and services. Among the im-
portant factors associated with the operation of
formal programs are the resources available
within the church (for example, congregation
size or financial resources) and factors that
characterize the ministerial staff (for example,
educational background of clergy and theologi-
cal and political orientation), Studies of this
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sart demaonstrate the differences that exist
across black churches and their distinctiveness
as separate entities with unique organizational
structures and profiles,

Renewed interest in the role of faith commu-
nities in the delivery of health and social welfare
services and programs has stimulated discus-
sion and research in these areas and reflects an
explicit attempt to identify various cultural re-
sources and strengths existing in African
American communities. The current literature,
although primarily composed of descriptive
studies and anecdotal evidence, is useful for
providing a broad overview of church-based
programs and services. However, this informa-
tion is not sufficient for addressing questions
concerning the correlates of programs or the
linkages between churches and broader com-
munity agencies. Future research that is well-
conceptualized, uses large probability samples,
and undertakes rigorous examination of these
issues holds promise for providing a more thor-
ough understanding of this valuable commu-
nity resource and its position in the broader
context of mental health services delivery for
African Americans. W
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