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ABSTRACT: In recent years, a new role for Black pastors has emerged. As agents of
health-related social and behavioral change, Black ministers have taken active roles
in preventive medicine at the tertiary, secondary, and primary levels of prevention,
succeeding despite resistance by some physicians. The literature detailing these new
health-related pastoral roles is reviewed, with special reference to the place of the Black
Church in health care and to the place of the Black pastor in the Black experience. It is
concluded that Black ministers are ideal people to take part in planning, promoting, and
delivering preventive health care in the Black community.

Background
The Black Church in Health Care

A recent review of church-based preventive medicine activities
asserted the relevance of basing such programs within the Black
Church.! Four reasons were given supportive of the Black Church as a
locus for community-wide health programs: first, the Black Church is
the single most important social institution in the Black community,
and is the conservator of the Black ethos; second, the ethic of service to
fellow human beings inherent in this ethos is quite convergent with
the “communitarian ethic™ of public health; third, there is historical
precedent for acknowledging the Black Church as an agency of social
welfare services delivery; and, fourth, Black Americans are, medically-
speaking, both significantly at-risk and underserved relative to the
dominant majority population. It was then pointed out that Black
Church-based prevention has indeed seemed to have caught on in cer-
tain respects, as programs have existed for several years in the areas of
primary care delivery, community mental health, health promotion
and disease prevention, and health policy.
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This article seeks to expand the discourse on Black Church-based
prevention by engaging consideration of the roles, both current and
emergent, of Black pastors in prevention-related health activities. In
particular, three issues are addressed. First, the traditional historical
role of the Black minister is discussed, with emphasis upon his impor-
tance both to the Black Church proper and to the community-at-large.
Second, some consideration will be given to an emergent role for Black
pastors: that of agent of health-related change. Finally, an overview
will be provided of current and potential roles for Black pastors at each
of the three levels of prevention: tertiary, secondary, and primary, the
latter divisible further into specific prevention and health promotion.

The Black Pastor in the Black Experience

As “the unifier of its people,” the Black Church traditionally has
been the center of the Black community —historically, the primary (or
perhaps only) truly autonomous social institution, as well as the con-
servator of the norms, values, folkways, and mores of the Black experi-
ence. The Church has filled many roles: community center; social wel-
fare agency; training school in self-government, in financial matters,
and in business management; patron of schools; the list is probably
endless.® As the titular head of the Black Church, the Black pastor has
had important leadership roles in the development and maintenance of
each of these Church roles. Where the Black Church has filled the
needs of Black Americans, the Black pastor has directed these efforts,
and by his example has paved the way for his constituency—the
Church—to become further involved in developing and filling newer
roles.

In addition to these Church-based role expectations, which the Black
pastor fulfills within the confines of the cultus, he has been a key fig-
ure in the Black community-at-large. As the Black Church is at its
center, Black pastors “have traditionally been the leaders in the black
community,” and have worked for advancement of the status of
Blacks in all avenues of life. Hamilton describes the vast array of
community-wide roles occupied by the Black pastor as ranging from
cultural leader, linking “the old with the new, the familiar with the
unfamiliar, tradition with modernity,”® to social activist and political
leader, to community organizer and agent of economic change. In
short, at their best, Black pastors have sought the emancipation of the
Black community and, in a certain sense, have fostered a model of self-
help as the most effective path to this end. Indeed, Mitchell stresses
this pastoral role as facilitator of lay empowerment when he claims
that the “most obvious need” for the Black clergy is to mount a “mas-



96 Pastoral Psychology

sive assault on the practical limitations of the Black laity, so that they

are enabled to take part in a broad range of practical efforts on their
own behalf.””

The Black Pastor as an Agent of Health-Related Change

Consistent with the Black Church’s roles in preventive medicine,
and with the Black pastor’s role in the Black Church as well as in
the larger Black community, a new Black pastoral role recently has
emerged: ministers as agents of health-related social and behavioral
change. As institutional chieftain of the preeminent social institution
in the Black community, the Black pastor is especially prepared to re-
spond to the critical needs of his constituents. Indeed, according to
Hicks, the literature suggests that over half of churchgoing Blacks
“agree that in a crisis situation, they might turn to the Black preacher
for advice.”®

By virtue of their apostolic authority and their central place in the
cultus, Black pastors are ideal folks to convey health-related informa-
tion, and, in the broader sense, to effect health-related behavioral
change. Not surprisingly, when health education and other preventive
medicine activities are located within Black churches, the enthusiastic
participation of pastors is absolutely critical to the success of these en-
deavors.® A major reason for this may be that fellow church members
and church leaders, especially the clergy, represent the most impor-
tant source of non-kin group support, as the cult fellowship may itself
resemble a large extended family network (or, in some small rural
communities, actually be a family network). As Saunders and Kong
note, with respect to a ten-city church-based hypertension program,
“Individuals who may reject or misunderstand information and advice
from health professionals may trust and accept the recommendations
of their peers.”

Broader still, these same contingencies appear supportive of a
health-related social change role for Black pastors. It was pointed out
earlier that the Black clergy has been a traditionally rich source of
Black social change agents, and, given the barrier to health care-seek-
ing mentioned by Saunders and Kong, many Black pastors have be-
come involved in health-related change at supra-individual levels en-
compassing agendas beyond fostering healthy behaviors. Examples of
this include Black pastors who have filled the roles of policymaker, in-
stitutional change agent, program developer, and environmentalist,
all in health-related contexts. As interesting as the behavioral change
agent role for clergy may be—especially when considering the possi-
bility of the homiletic sub-role as an avenue of conveying health-re-
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lated information—the real potential for clergy-facilitated change lies
in social change agency.

An Overview of Pastoral Roles in Preventive Medicine

In the fifteen or so years that there have been organized programs
for preventive medical care based in or affiliated with the Black
Church,' Black clergymen have demonstrated ample ability to func-
tion as agents of health-related change, both behavioral and social.
At every level of prevention—tertiary (i.e., rehabilitation,) secondary
(i.e., screening and treatment), and primary (including both specific
protection and health promotion)*—Black pastors have successfully
engaged in health-related activities in a variety of settings and con-
texts. Many of these preventive medicine roles will now be examined,
and the literature reporting on pastoral accomplishments in this area
will be reviewed.

Tertiary Prevention

Several tertiary preventive roles for the clergy are identifiable. Pas-
tors can serve as liaisons between hospitalized patients and their fami-
lies." This pastoral role involves serving as a communication link be-
tween both parties and, in the end, helping the latter to prepare for the
time when the former returns to the family setting. In other words,
pastors can help loved ones plan for the patient’s rehabilitative period,
much of which may involve a lengthy stay at home.

A similar role, yet one oriented to a very different situation, is that
of working with terminally ill patients.” In this case, the unit of prac-
tice is not primarily the patient’s family, but, rather, the patient. This
is a very promising Black pastoral role, as the sort of care and counsel-
ing here entailed may be inaccessible to most Black Americans.

Another possibility for ministers is in providing family counseling
and forming self-help groups for troubled families or those with mem-
bers who suffer from mental illness.”® Indeed, the entire field of com-
munity mental health has witnessed considerable pastoral activity, al-
though primarily at the level of secondary prevention. However, at the
tertiary level, the provision of counseling and social support is quite
consistent with the mission of the Church. The nurturing nature of
cultic fellowship is quite analogous to the therapeutic sequelae of self-
help, and the encouragement of church-based support as a vehicle for
medically-oriented self-help represents a promising path of pastoral
action for the future.
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Secondary Prevention

At the level of secondary prevention, a wide range of pastoral roles
has proven viable in recent years. One of the most visible and success-
ful of such roles has been that of diagnostician. A couple of articles re-
port the value of using appropriately trained ministers as history-
takers and diagnosticians in primary care settings,"® and others
report on a pastoral role in the diagnosis of mental and emotional dis-
orders, as well.!>1¢

This diagnostic role for pastors is of especially salient relevance to
Blacks with respect to hypertension. High blood pressure is a major
source of morbidity in Black Americans, and the diagnostic contribu-
tions of Black ministers could be of the utmost value in the battle to in-
sure early detection of hypertension. Several projects, in fact, have al-
ready recognized this potential, and throughout the United States
Black pastors and Black Church congregants are already being
trained and certified in large numbers as hypertension detection
specialists.®"#

Other valuable secondary preventive roles for pastors are as allied
health professionals operating as agents of entree for their congre-
gants,” as referral agents,”'%*% and counselors of both other
clergy* and patients.’®® Still another role involves using entire
churches—not just pastors—as providers of primary care. That is, the
actual church facilities may serve as loci for program operation. Pro-
grams can range from mental health interventions, to hypertension
detection,” to outpatient clinics and “wellness centers” with physi-
cians’ offices located on church grounds.*

Primary Prevention

In defining primary prevention, Leavell and Clark® distinguish be-
tween “specific protection” —prevention in the conventional sense of
“measures applicable to a particular disease or group of diseases in or-
der to intercept the cause of disease before they involve man”—and
“health promotion”—measures employed in promoting health which
“are not directed at any particular disease or disorder but serve to fur-
ther general health and well-being.” In other words, to make a rough
distinction, the former type of primary prevention is directed at popu-
lations at-risk, while the latter targets relatively healthy populations.
This distinction is useful in a heuristic sense, and will be applied here.

Specific Protection. The literature on pastoral roles in primary preven-
tion identifies several avenues of clergy activity in specific protection.
First, pastors have served as program developers for both community



Jeffrey S. Levin 99

mental health and health education interventions.** In this role, pas-
tors have insured that programs remain socioculturally relevant and
that they meet the needs of their congregants. Second, Black pastors
and Black Churches have provided both information and other more
general health education within the context of hypertension preven-
tion programs.>® Finally, such Black Church programs have even
sought to modify patterns of health-seeking behavior,” a role quite
consistent with the secondary preventive role of pastors as referral
agents mentioned earlier.

Health Promotion. Of all the levels of prevention thus far discussed,
health promotion may represent the most exciting domain of health-
related social and behavioral change for Black ministers. Numerous
pastoral roles at this level have proven effective in the past, and with
the current federal emphasis—perhaps over-emphasis—upon health
promotion as a means of improving the health of populations, the min-
ister as a promoter of health should continue playing a necessary and a
politically sanctioned health-related pastoral role for years to come.

Clergymen can also serve as consultants to and educators of lay-
people. They may assume the role of public health educator or commu-
nity psychologist and help reduce “psychological distances in soci-
ety.””® This role is geared to strengthen the fellowship networks
already present within the Church.

Black clergy may even become directly involved in the promotion of
health-related behavioral change and risk reduction.* By sanc-
tioning the use of their churches as health promotion sites and by en-
couraging their parishioners to live right and maintain their bodies as
temples of God, one might even optimistically envision pastors helping
to achieve many of the behavioral objectives for health promotion set
by the Surgeon General.®

Another health promotion role for pastors is in serving as a liaison
between community health education programs and congregants. In
other words, a pastor can operate as a bridge of recruitment between
already established public health intervention and his or her flock.
Bruder outlines this and several other similar roles in an excellent
piece on clergy contributions to community mental health.*

Bruder also details yet another health promotion role for the clergy:
that of social change agent. In this capacity, pastors can encourage
their congregations to get involved in promoting and insuring their
own health, and at levels beyond their own individual well-being. To
wit, a Black Church-based health promotion program in the South®
set about to transform scores of local churches into centers of hyperten-
sion detection and referral and lay advice-giving. In the church with
perhaps the most successfully institutionalized program, the pastor
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and many of the trained laypeople, as well as many other churchgoers,
became involved in a toxic waste dumping controversy. Sit-ins were
staged and the story eventually made the evening news. The pastor be-
lieved that the initial health education project had contributed in a
way to the heightened health-directedness of his congregation.

Finally, Black pastors can become directly involved in health policy-
making, either at the level of planning programs or at a community,
state, or federal level. For example, a few years ago, a Black United
Methodist Health Care Policy Consultation drafted a health care pol-
icy statement which addressed a number of health care concerns of
Black Americans within the context of providing a “wholistic minis-
try.””

In considering all of these pastoral roles as a whole, what is most im-
mediately apparent is that this listing of current and potential ave-
nues of Black health-related ministerial activity is probably identical
to any enumeration of what goes on in preventive medicine. In short
—and this is the primary thesis which has been advanced—Black
ministers are ideal and completely competent folks to engage in activi-
ties designed to plan, promote, and deliver preventive health care. At
all levels of prevention, Black pastors have succeeded in the past, are
succeeding now, and should continue to succeed in the future.

Conclusions

Professor C. Eric Lincoln, America’s foremost scholar of the Black
experience in religion, once remarked:

A society or a community that is religiously alert will invariably react to
whatever may be perceived as a religious innovation because whatever
is new is perceived as an implied threat or contradiction to what has al-
ready been settled by history and confirmed by tradition.*

Or, in other words, “religious innovation” presents a severe threat to
the entire social order. If we may take the liberty of projecting down to
the much more “micro“ social cosmos of Modern Medicine, then Lin-
coln’s warning suggests the possibility of serious conflict resulting
from the expansion of clergy roles into the medical domain. Add to this
the potential for additional conflict between the pastor and the physi-
cian—the High Priest of his own Medical Church, as Mendelsohn has
claimed®—and the odds of acceptance of this pastoral role declines
further yet. Finally, add, too, the discordant territorial disputes be-
tween curative allopathy and preventive medicine—even between
preventive medicine and public health—and throw in the likelihood of
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racial tensions resulting from the encroachment upon the space of
White physicians by Black pastors, and it is easy to see why the Black
pastoral role of health-related agent of change is such a potentially
threatening development.

This potential for clergy-physician conflict is borne out in a rather
strident article extremely critical of a pastoral role in medicine.* The
author suggests that clergymen are dangerous to patients because of
their “inability to respond adequately when confronted with a hospital
stress situation.” In addition, certain acute problems (e.g., attempted
suicide) may “affront their orthodoxy.” Furthermore, states the au-
thor, such acute situations could be exacerbated by ministers wasting
their time engaged in lengthy prayer in lieu of summoning a physi-
cian. Clearly, the assumptions posited here—the emotional fragility of
clergymen, the intellectual primacy of physicians, the subordination of
traditional religious insight into well-being to current medical beliefs
—are dubious, to say the least. However, such attitudes may remain
persistent even with the expanding visibility of successful pastoral ac-
tivity in health care.

Despite the pessimistic scenario painted above and evinced by the
narrow-minded opinion just cited, there nonetheless are reasons for op-
timism that the Black pastoral role of health-related change agent will
prosper.

First, and most important, this article has detailed the exciting ex-
periences of pastors—many of them Black pastors—in health-related
activities at the tertiary, secondary, and primary levels of prevention.
In other words, the major reason for optimism is simply the continued
existence and growth of Church-based prevention. As these programs
expand; as evaluative research demonstrates their effectiveness; and,
as interventions become methodologically more sophisticated with the
increasing prevalence of liaisons between churches or religious denom-
inations and academic schools of medicine and public health, this pas-
toral role should continue to gain professional acceptance by govern-
ment funding agencies, private foundations, and, eventually, by the
medical establishment.

Second, as this particular pastoral role becomes increasingly ac-
cepted by laypeople—both religiously and medically-speaking—and
as ministers themselves come to view pastoral activity focused about
health-related concerns as a legitimate “calling,” religious denomi-
nations may begin to institutionalize this health-oriented role within
the curricula of seminaries. Many divinity schools already offer grad-
uate degrees in counseling or psychology, and perhaps courses on
health-related topics will eventually find their way into M.Div. and
B.D. programs, or at least into the Christian Education curricula of de-
nominations sponsoring health projects.
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In conclusion, there are many opportunities for Black pastors in pre-
ventive medicine. At the tertiary, secondary, and primary levels of
prevention, ministers have fulfilled the roles of counselor, provider,
health promoter, referral agent, policymaker and planner, hospital li-
aison, allied health professional, and social and behavioral change
agent, to name just a few. With sufficient support and enthusiasm, this
list of Black pastoral roles in preventive medicine should continue to
expand.
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