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1. Foreword

I am delighted to have been invited to write the foreword to this report. 

Building intentional partnerships between faith leaders and mental health professionals has 
the potential to transform lives. For all of us there are multiple influences which shape our 
wellbeing and the way that we experience and understand our mental health. Faith is one 
of those factors and it cannot be laid aside. If we are a person of faith it will permeate every 
aspect of our lives, our understanding of what happens to us and our response to those who 
seek to offer help when we are unwell. 

Faith leaders have deep knowledge of their own communities and the ways in which mental 
health needs are perceived, understood, acknowledged, or in some places greeted with silence, 
in those contexts. Bringing together the professional skills and expertise of mental health 
professionals with the contextualised wisdom of those faith leaders is therefore a very  
powerful act.

This pilot project was an opportunity for health professionals to deepen their cultural and 
spiritual sensitivity and for faith leaders to acquire the skills and confidence to recognise and 
appropriately address the mental health needs of those with whom they have pastoral contact. 
The training which has begun and is being developed for the future has been shaped by a 
two-way approach, honouring the knowledge and skill which everybody brings to the table 
from their professional and lived experience. This is surely the best way to help one another to 
respond effectively and well to those with existing and emerging mental health needs.

I recall with gratitude my conversation with the former Chief Nurse for Health Education 
England, Professor Lisa Bayliss Pratt, when we first spoke of the potential for mental health 
professionals and faith leaders to work together in this way. Reading about the outcomes 
of the pilot project and seeing the ground which has been covered over the past three years 
in spite of the challenges presented by the coronavirus pandemic, I am thankful for the 
persistence of Professor David Sines in driving this forward. 

I am also immensely encouraged by the passion and commitment shown by the members of 
the Steering Group, by the Faith Forums and Local Faith Leads in Brent and in Kensington and 
Chelsea who engaged with the project and by the Engagement Officers who were clearly so 
passionate about its aims and committed to the necessary work to achieve them.



Mental Health & Spirituality: Building Workforce Competence and Capability Together4

None of this would have been possible, of course, without the framework and direction 
provided by the Central and North West London NHS Foundation Trust and the resources and 
expertise of the CNWL Recovery College, ensuring that significant progress has been made on 
developing training and an approach to training which can be replicated more widely as the 
learnings of this project begin to be shared more widely with other NHS Trusts who are keen to 
learn from it. 

The potential to transform people’s experience of treatment is perfectly illustrated by the 
section in the report describing the response of the Kensington and Chelsea Early Intervention 
Team to a presentation on the pilot project. When assessments, treatment plans and 
interventions are informed by faith-based expertise and the faith and spirituality of a person is 
fully embraced, this represents the sort of significant step forward envisaged at the start of this 
initiative. In spite of the obstacles to be overcome in relation to the Student Nurse placements 
it is clear that those who were able to engage with this aspect of the work learned a great deal. 
I very much hope that a resolution to the practical challenges can be found in order that many 
other Student Nurses can benefit from this opportunity in the future.

The report’s conclusion identifies findings which will shape future initiatives as the project 
begins to be replicated more widely. The wider engagement of the skills of existing staff from 
diverse faith and spirituality backgrounds in the co-production and delivery of training and of 
faith based therapeutic interventions; the involvement of patients and families in shaping and 
delivering services to achieve better outcomes; the empowerment of communities to shape the 
changes they want to see: all of these approaches, together with the increased alignment of 
policies and the continued mutual sharing of expertise between health professionals and faith 
leaders, have the potential to transform people’s experience when they seek help with their 
mental health. 

My thanks go to the many people who have shown commitment, tenacity, flexibility, creativity 
and passion in pursuing this significant piece of work. You are an inspiration. 
 

The Rt Revd and Rt Hon Dame Sarah Mullally DBE
Bishop of London

2. Introduction

I regard it as both a pleasure to write an introduction to this reflective and insightful research 
report that enlightens our understanding and knowledge about the contribution and impact 
that leaders and lay members of our Multi-Faith communities can make to improving the social, 
emotional and psychological health and wellbeing of local citizens.

During the past four decades I have been personally associated with the lives of people 
whose autonomy has been challenged for a range of reasons and with their families and their 
professional supporters. A unifying factor that I have witnessed in my professional journey 
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relates to the need to learn to live with uncertainty when our autonomy is compromised or 
challenged. We are all engaged in a lifetime journey of uncertainty that requires us to build 
personal resilience to enable us to adapt meaningfully to enable us to acquire the capacity, 
confidence and capability to respond effectively to the imposition of unexpected life events and 
externally imposed sanctions that demand us to recalibrate the ways in which we construct our 
normative ‘lived reality’ and engagement with society. It is at such times that members of the 
public often turn to their local faith communities for support, guidance and enlightenment to 
assist them to build resilience.

This report demonstrates that Faith Leaders and members of our faith communities can engage 
purposefully and effectively with local mental health services to engage in shared decision-
making based on the principles of partnership, equity, accountability, and ownership at the first 
point of contact. This co-production model, whilst being empowering, requires members of our 
local faith communities to acquire knowledge and competence to enable them to have a voice 
in decision-making, thus encouraging diverse and creative input that will help and empower 
persons who seek support to enhance their own capacity and resilience to overcome challenges 
presented by the effects and stresses associated with everyday living. This report confirms that 
creative service responses can be co-designed by members of our local faith communities in 
partnership with professional supporters to ensure that people who present with emotional 
and psychological trauma are afforded the opportunities to re-connect purposefully with self, 
others and their social world. In delivering effective and responsive support to members of the 
public whose autonomy can occasionally be compromised, it is important that the voice of true 
experts [members of the public and their supporters] is heard. 

The report concludes by advising of the need ‘to empower and enable communities to be at the 
centre of the change that they want to see for themselves; families, communities, neighbours’, 
and makes recommendations ‘how commissioners and NHS providers can work collaboratively 
to make this happen, to avoid entry and re-entry into Mental Health services at a more acute 
level, re-directing resources to more prevention and awareness engagement’.

I extend my grateful thanks to Bishop Sarah, Bishop of London for her vision in seeking to invite 
Health Education England (HEE) to fund and commission this project. I also wish to extend 
my thanks to members of the Central and North West London NHS Foundation Trust research 
delivery team who conducted this programme so competently on behalf of HEE. It has been a 
genuine pleasure and privilege to have chaired the steering group for this project over the past 
three years. I commend the recommendations to you with the hope that others will follow to 
acknowledge the significant contribution that our multi faith communities make to enhancing 
the psychological health and wellbeing of our local citizens.

Project Steering Group Chair

Professor David Sines CBE PhD RN FRCN PGCTHE 

Emeritus Professor of Nursing and Provost (Health and Social Care)
Buckinghamshire New University

HEE Strategic Advisor (London)

31st May 2022
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3. Project Background

The initial idea for this pilot project came from a conversation between the Bishop of London 
and Chief Nurse at Health Education England (HEE) who in turn linked with Professor David Sines 
CBE at HEE who developed the initial business case and chaired the project steering group.

On the 15 April 2019 a round table event was held with 23 attendees from various faiths from 
the Royal Borough of Kensington and Chelsea (RBKC) and The London Borough of Brent (Brent) 
to explore the role and contribution that members of local faith communities might make to 
support people with emergent and actual mental health needs. This event was designed in 
recognition of the importance of co-production and shared governance between local Multi-
Faith communities and their professional mental health supporters. The ideas which came out 
of this event were informed by Faith Leads, Healthcare Professionals as well as various  
literature including:

• Mental Health Services in Faith Communities: The Role of Clergy in Black Churches by  
 Robert Joseph Taylor et al. (Appendix 1)
• Spirituality and Mental Health: Focus Groups with Faith Leaders in a Religiously Diverse  
 London Borough by Roxanne Keynejad (Appendix 2)
• Mental Health: A Guide for Faith Leaders by the American Psychiatric Association  
 Foundation (Appendix 3)
• Promoting Mental Health: A resource for spiritual and pastoral care, produced by the  
 Church of England, The Archbishops’ Council (Appendix 4).

It was proposed that such a model of shared governance be based on a supportive, rather than 
directive approach and in its simplest form, and based on the principles of partnership, equity, 
accountability and local ownership. The aim was to explore how a new service delivery model 
might be facilitated and to evolve, aimed at empowering all parties to co-produce solutions. 
Following this event, various meetings were held between HEE and Central and North West 
London NHS Foundation Trust (CNWL) to discuss setting up a pilot project to expand on the 
work supported by HEE to work in partnership with local Multi-Faith groups to co-design 
workforce capability/capacity based on lessons learnt from mental-health related inter-faith 
community development work currently being done in RBKC and Brent that can be built on/
scaled up for wider London dissemination.

A proposal was put forward in August 2019 for a 1-year pilot project (Appendix 5.1), which was 
subsequently updated in February 2020 (Appendix 5.2) to extend the project to 15 months with 
additional funding.

3.1 Project Scope:

The scope of the project was to work with Multi-Faith leaders, lay members and partners in 
RBKC and Brent to enable new workforce capabilities and competencies to be delivered to 
members of the public who present with symptoms of stress, trauma and mental illness. The 
clinical area the project aimed to cover was the emergent and longer-term mental health needs 
for both younger people and adults, trauma, anxiety and stress, related specifically to life 
threatening/changing events. Building community engagement/capacity/resilience and releasing 
community capital will be cornerstones of the project.
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3.2 Project Overview:

The care and support that faith communities deliver in terms of responding to mental health 
and wellbeing need is widely acknowledged and much can be learned by NHS personnel when 
they are enabled to experience the wide-ranging interventions being offered as part of a co-
designed and delivered workforce solution that is based on an enabling partnership between 
faith communities and mental health professionals.

Alongside this, while health professionals are taught to holistically respond by including the 
consideration of a person’s spiritual needs when planning care solutions to deliver health 
outcomes, they often feel ill-equipped to respond.

Likewise, faith leaders/communities frequently feel the same about how to approach and 
respond effectively to a person’s mental health and wellbeing needs and may feel uninformed 
about whom to contact within the local statutory health services when the need arises and 
when escalation is required. 

This project therefore seeks to identity the benefits that can be result when mental health 
services and faith communities work together in partnership and to consider how education 
and training can enable both parties to enhance their capability, competence and confidence to 
respond and/or deliver care and support people with stress and mental health challenges when 
required to do so.

3.3 Project Aims:

The aim of the project is to:

• Develop collaborative partnerships to provide a platform for mental health professionals  
 and faith leaders/communities to engage in shared learning and to learn from each other  
 to enhance workforce capability.
• Create a user-led workforce solution, co-developed and co-designed with members of  
 the local community as well as informed trusted and competent advocates (to support  
 service users and to release NHS staff time to respond to more acute and pervasive needs  
 presented by service users).
• Make better use of faith communities who already play an effective, proven and trusted  
 conduit to releasing valuable clinical time in the mental health workforce, our faith  
 workers provide a gateway to our clinical workforce as co-workers assisting in the  
 application of triage (deciding the order of treatment needed), signposting and escalation  
 when vulnerability and autonomy is challenged. 
• Improve recovery, avoid admission to Mental Health (MH) services, step down (providing  
 less intensive treatment when this is appropriate), sustaining effective discharge. 
• Empower faith communities to deliver more effective and ‘regulated’ services in  
 partnership with healthcare professionals. 
• Provide evidence-based and quality-assured NHS services within the context of a  
 governance framework. 
• Co-design models of supervision, coaching, and governance for partnership working.
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3.4 Project Outcome:

The project has now concluded, a year later than anticipated following a series of delays due to 
the global COVID-19 pandemic. This report has been written to share learning from this project 
across London and wider HEE Regions to inform adoption within local communities and Primary 
Care Network areas.

4. Project Set up and Development

4.1 Steering Group formation:

From the outset of the project a Steering Group was set up comprising Faith Leads from both 
Brent and Kensington and Chelsea including: 

• Brent Multi-Faith Forum, 
• St. Clement and St James,
• Anglican Church, 
• Notting Hill Methodist Church, 
• BAPS Shri Swaminarayan Mandir/Neasden Temple, 
• London Mission North West, 
• Park Lane Methodist Church, 
• Holland Park Synagogue, 
• New West End Synagogue, 
• Methodist Conference, 
• Al Manaar – The Muslim Cultural Heritage Centre, 
• St Francis of Assisi, 
• Wembley Central Masjid, 
• St Helen’s Church,
• St Thomas’ Parish Church,
• Latymer Community Church, 
• Holy Trinity Brompton, 
• Central Gurdwara (Kalsa Jatha) 
• as well as HEE (project sponsor and steering group chair) and CNWL (project team). 

This group came together to generate and refine the objectives to be delivered. Quarterly 
meetings were set up for the duration of the project. Reports and meeting minutes of Steering 
Group meetings were sent via email to all Steering Group members for review and comment. A 
full list of Steering Group members who have been involved can be found at Appendix 6.
 
4.2 Geography:

It was agreed that this pilot project would focus on two key areas: Wembley, Brent and North 
Kensington which had been significantly impacted by the Grenfell Tower fire as these areas 
were not typical of other boroughs and although geographically close to each other, both areas 
have very different concerns within their communities.



Mental Health & Spirituality: Building Workforce Competence and Capability Together 9

4.3 Project Team:

Following the successful application for funding from HEE, CNWL mobilised a project team of 
4 Engagement Officers (2 for Brent and 2 for K&C) and a project manager to drive the project 
forward in collaboration with the Steering Group. Staff were recruited through expression of 
interest and an interview process which was open internally to all staff in CNWL to ensure we 
attracted the right candidates.

Feedback from an Engagement Officer on the project:

“I was passionate about this project for many reasons. I am a person of faith and knew the stigma Faith 
Leads had to deal with in their communities, as well as being an NHS worker knowing the stigma there 
is about people of faith & mental health and I wanted to be able to support this project to make the 
changes needed to better support our communities.” - Jenny Lanyero

4.4 Project Plan:

Engagement Officers worked closely with local Faith Leads and the Steering Group to review 
the objectives of the project and develop a Project Plan (Appendix 7) to deliver these. 

The project was set up in 4 key phases:

• Phase 1: Set up and mobilisation
• Phase 2: Scoping, Planning and Engagement
• Phase 3: Implementation
• Phase 4: Continuation and Expansion

During Phase 2 the Engagement Officers worked with Faith Leads to establish their experience 
of mental health in their communities and the challenges they have come across, such as 
difficulty navigating the existing health systems, stigma and discrimination, language barriers, 
communication and many health care professionals limited knowledge of different faith 
and cultures which has impacted on individuals accessing and engaging with health services. 
Engagement Officers openly and honestly shared that healthcare professionals have limited 
specialist knowledge and that the project was about listening to, adapting and connecting with 
Faith Leads. Through this project we could jointly improve knowledge gaps, break down the 
barriers to access and together we could re-shape and re-design services.

4.5 Gaps Analysis:

A key objective was to map out the existing relationships and work done with the local faith 
communities to maximise the impact of this project and to ensure that efforts were not 
duplicated. Through various discussions with Faith Leads a Gaps Analysis (Appendix 8) was 
created to identify areas Faith Leads felt needed addressing and to establish key themes across 
both geographies that we could use to focus on for this project. This document played a key 
part in the project delivery. It was noted that not all gaps identified were necessarily for the 
NHS to resolve and many were beyond the scope of the project but that it is an extremely useful 
document. The project team has shared this internally within CNWL and our local commissioners 
to make them aware of the gaps identified with the aim of ensuring the relevant organisations 
can take this on board. 
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It was important to the Engagement Officers to ensure this was not a hierarchical project. The 
keyword throughout was co-production. As NHS, we had to make sure we gave a space to Faith 
Leads to bring their experiences in a safe space so we could genuinely work together to create 
change. We also wanted to ensure this project didn’t turn into a tick box exercise and although 
at the time it was perceived to be this way, we listened to the constructive feedback received 
from Faith Leads and changed accordingly.

4.6 Key Areas for Delivery

From the gaps analysis 4 key areas were identified to focus on for the implementation phase of 
this project:

• Training: It was identified that there was a lack of training available for Faith Leads on  
 Mental Health and that NHS staff could benefit from training from Faith Leads. To address  
 this, CNWL’s Recovery College was approached to employee a Training Coordinator to  
 facilitate the development of two-way training which will be co-produced and co-delivered  
 with Faith Leads.

• Student Nurse Placements: to provide student nurses with the opportunity to observe and  
 work directly with Multi-Faith groups in identifying mental health issues in the community.  
 To enable student nurses to become equipped with knowledge, skills and the required  
 attitude to become safe, caring and competent nurses who are culturally and spiritually  
 sensitive. 

 o The CNWL Education Team was approached to link the service with universities  
  (University of West London – UWL and Kings College London – KCL) to identify students  
  to take part in this pilot placement. This collaboration worked very well.
 o We jointly developed a project overview including learning objectives/outcomes for  
  the universities and student nurses.
 o The Engagement Officers linked in with Faith Leads to ensure joint learning  
  outcomes were agreed and jointly plan programme for student nurses.
 o We identified Nurse Mentors in within our services (Grenfell Health and Wellbeing  
  and Brent) who would supervise the student nurses when they come for their  
  placement.
 o The Nurse Mentor to complete the Pan London Education audit tool.
 o The CNWL Education Team negotiated with universities for appropriate students.

• Development of Meaningful relationships: to build meaningful and lasting relationships  
 between Faith groups and health teams.

• Co-Production Workshops: to review existing narrative and adapt accordingly, develop  
 signposting etc.
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5. Progress and Impact of the COVID-19 Pandemic

The project got off to a great start with well attended Steering Group meetings, establishing 
key contacts within local Faith communities and partners within CNWL such as the CNWL 
Recovery College, development of the Gaps Analysis etc. 

In March 2020, however, the COVID-19 pandemic threw the country into Lockdown, and this 
had a significant impact on the project. Both Faith Leads and the NHS were under extreme 
pressure to support their communities. 

It is also important to acknowledge the personal impact this pandemic has had on both the 
Faith Leads and the project team. Engagement Officers had set off to do outreach work, attend 
events and speak to community members, link in with Multi-Faith forums that already existed, 
hold focus groups, open evenings and drop in events, building trust and having a safe space 
to talk was important to discuss the difficulties in the communities, but with Government 
restrictions on face-to-face meetings this was not possible and Engagement Officers made every 
effort to continue meeting with Faith Leads by telephone, video conferencing and email to 
offer support and signposting to relevant services including sending out information of support 
for congregation members such as loss and bereavement counselling in the community, helpline 
information of resources for people who were feeling isolated, or needed signposting to other 
service providers. 

We also introduced the CNWL Recovery College, and the courses that were delivered, as well as 
information about volunteering in the NHS. Faith and Community organisers were flat out in 
delivering care to their members as well as local communities such as providing and delivering 
food and medication, as well as arranging all sorts of interventions for the population and 
vulnerable groups.

Despite their best efforts, the pressures Faith Leads were under resulted in some not being 
contactable and others requesting we postpone our contact. In April 2020 CNWL requested an 
extension to the project.

The project team continued to meet fortnightly and progress areas of the project where 
possible despite the lockdown restrictions, however progress on the 4 key areas was very slow. 
 
• Training:
 o Conversations with CNWL’s Recovery college continued with the development  
  of a job description for the Training Coordinator post. This was then delayed as  
  the CNWL Recovery College was temporarily suspended as staff were redeployed  
  to support the front line. Engagement officers continue to scope out third sector  
  training provision to establish if this could meet some of the needs identified in the  
  gaps analysis. 

• Student Nurse Placement:
 o Student Nurse Placements that were set up for September 2020 had to be delayed  
  due to COVID-19 restrictions due to student safety concerns.
 o When students were finally identified the timing was not appropriate in terms of the  
  amount of learning time that would be available and the availability of mentors to  
  support the students when they arrived.
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 • Meaningful Relationships
 o Engagement officers did their best to continue to develop meaningful relationships.  
  Links with the Brent Multi-Faith Forum were incredibly useful. A similar forum in  
  K&C didn’t exist in the same format and attempts were made to create something  
  similar but this was not possible.

• Co-production workshops:
 o Co-production workshops had to be put on hold as delivering these online was not  
  practical and face-to-face was not an option. 

5.1 Project Hiatus

In November 2020 CNWL requested a pause to the project until April 2021 due to significant 
pressures on the NHS and Faith Leads and many staff were redeployed to the front line to 
support the Trust.

During this hiatus, 2 Engagement Officers had to leave the project and we recruited 3 
Engagement Officers from the Brent Health Inequalities team to pick up when the project 
restarted in April 2021.

5.2 Project Recommencement

Upon recommencement of the project progress continued to be slow and many of the original 
Steering Group members had moved on and so much time had passed that the original buy-in 
for the project had diminished over time.
 
Engagement Officers spent a considerable amount of time trying to re-engage Faith Leads who 
had other pressing priorities and attendance at Steering Group meetings was at an all-time low, 
making it extremely difficult to drive the project forward in a collaborative way.

• Training: 
 o We worked with CNWL Recovery College to agree a programme and delivery of co- 
  produced training with Faith Groups. 

 o We are finalising recruitment of a training coordinator to lead on this from the  
  CNWL Recovery College. This post will be in place for 1 year. 

 o Alongside this, we have run a series of successful workshops with the faith groups in  
  Brent to further understand the training needs, please see Appendix 9 for detailed  
  evaluation of these workshops. We attempted to replicate this in Kensington &  
  Chelsea but were not successful as we didn’t get commitment to dates or training  
  requirements from Faith Leads.

 o Examples of Training provided include:

  · K&C: We offered some basic mental health training and explored what training Faith  
   Leads may find useful whilst The CNWL Recovery College post was being set up to help  
   deliver training requested, but there was little engagement with this from the Faith  
   Leads and some said they already receive basic mental health training so it would not  
   be of benefit to them. However, we did discuss the CNWL Recovery College model  
   and training/courses being delivered should they wish to access this. We also left  
   copies of the prospectus and emailed electronic copies to faith leads for wider  
   distribution. We discussed the possibility of having an open day at The CNWL 
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   Recovery College or another venue for faith leads and community members to visit.  
   We were hoping this would also be an opportunity to meet people face to face and  
   re-introduce the project. 

  · Brent: The training provided had been predominately on common mental health  
   difficulties; being able to recognise symptoms of these, how to engage in  
   conversations around mental health, stigma attached to these and self-care tips.  
   With the Brent Multi-Faith Forum, we also ran a reflective practise for the Faith Leads  
   to look at self-care and how they manage the stress they experience as a result of  
   their jobs being in the front line. We also facilitated sessions on how depression/ 
   anxiety are discussed within the Somali community and the languages used.

• Student Nurse Placements: 
 o Two Student Nurses from University of West London commenced their placements with  
  the Brent Engagement Officers who are working with the Faith Leads in Brent. This had  
  been a bit challenging as the timescales for universities and the availability of Faith Leads  
  in Brent have not aligned as well as hoped. The delay due to COVID-19 also impacted on  
  this as universities couldn’t send students during the various lockdowns for safety reasons.

 o The Kings University students who were due to be placed in K&C were not available due  
  to the Universities timescales but also the physical location of placements and needing  
  to have full placements rather than the proposed hub and spoke model (splitting  
  placement between a number of sites rather than one fixed site) for this pilot.

 o Many lessons have been learnt from this item which will be taken into consideration by  
  the CNWL placement team from here.

 o We have worked with the CNWL placement team to identify lessons learned from this  
  process and will be incorporating these into future placements within the Trust.

• Meaningful Relationships: 
 o Our Engagement Officers have been developing relationships with Faith Leaders in  
  Kensington and Chelsea and Brent since the inception of this pilot project, linking them  
  into relevant individuals and services from CNWL where appropriate. 

 o Both the Grenfell Health and Wellbeing Service (leading on K&C) and the Brent Health  
  Community Mental Health Team (leading on Brent) have employed Community Connectors  
  who are recruited from our local communities who are passionate about health and  
  wellbeing of their community. Their role is primarily to promote health and wellbeing of  
  local people and to help them access services that meet their diverse needs. We see  
  this role as essential in building meaningful and lasting relationships between our local  
  communities and CNWL. 

 o Links are being made with other K&C NHS services to ensure that links are being made  
  with Faith Leads to ensure the legacy of this project continues.

• Co-Production Workshops: 
 o This particular element of the pilot project had been on hold due to COVID-19 restrictions  
  as we felt this needed to be done face-to-face.  

 o Work is underway on a toolkit with the Brent Multi-Faith Forum and will continue post  
  completion of this project with outcomes being shared with other services in CNWL to  
  ensure we can replicate this where possible.

 o Other projects have since emerged with similar objectives to this pilot which will also take  
  this forward.
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6. Outcomes: Key performance Indicators

The following key performance indicators were used throughout the project:

Benefit Description KPI
% 

Achieved
Notes

Stepping Forward 2020: 
Overall growth in the size of 
the mental health workforce

Recruitment, 
retention 
and skills 
development 
of NHS staff, 
particularly 
from local 
population

100%

• A new role for Community Connectors  
has been created within CNWL. These 
roles are at various levels and from both 
clinical and non-clinical backgrounds 
from the local community. 

• We have worked with our Human 
Resource Department to adapt job 
descriptions and person specifications 
to reach a wider range of individuals 
from different backgrounds, not just 
from an academic background but also 
those with lived experience. We are 
also advertising roles differently and 
more widely (including via the local 
communities and on social media) to 
reach a wider audience and attract the 
best candidates. This approach is being 
used for other roles within the Grenfell 
Health and Wellbeing Service and we 
hope to expand this further within 
CNWL.

New kinds of roles in mental 
health workforce

Skilled faith 
leaders/
communities 
who are 
equipped with 
the capability, 
competence 
and confidence 
to deliver 
mental health 
support

80%

• We have run a series of workshops with 
Faith Leads in Brent and attempted to 
replicate this in K&C.

• We anticipate that this item will be 
fully achieved once we have appointed 
a CNWL Recovery College Coordinator 
who will lead on the co-production 
of training and delivery of training to 
ensure that Faith Leads and communities 
are equipped with the capability, 
competence and confidence to deliver 
mental health support. This element will 
also extend past the end of the project 
date. 

• Grenfell Health and Wellbeing service 
has been offering clinical supervision to 
member of Al Manaar – Muslim Cultural 
Heritage Centre as part of the Together 
for Grenfell Initiative.
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Benefit Description KPI
% 

Achieved
Notes

Upskilling for existing staff

Healthcare 
staff who 
understand 
how to 
respond to 
a personal’s 
spiritual 
needs when 
planning care 
solutions to 
deliver resilient 
and effective 
health 
outcomes

85%

 • The CNWL Engagement Officers working 
on this project all have a background in 
working with various faith groups and 
bring knowledge of this to the team 
where learning is shared. 

• This is ongoing and a key element of this 
work is to expand the curiosity of staff 
in assessment of patient’s wellbeing. We 
are linking with other CNWL services 
to update them on the progress of this 
project and to share any learning. 

• Discussions are underway with the CNWL 
Recovery College to roll out training of 
faith, spirituality and culture within the 
Trust. 

• We will be developing further co-
produced training from Faith Leads 
for NHS staff via the CNWL Recovery 
College. We have had some training from 
one of the Faith Leads from a Christian 
Perspective for the Brent Team which was 
extremely useful and we need to establish 
how best to expand this going forward to 
share with other members of staff and get 
more training from other Faith groups.

• Student Nurse placements took place 
and we are working with CNWL 
placement team to incorporate lessons 
learned from this process to improve 
future placements.

New service and 
workforce models

Community 
and 
citizenship at 
the heart of 
service model, 
co-produced 
services and 
workforce 
solutions

90%

 • A key element of this project is co-
production with faith groups to 
develop all aspects of the work. The 
Brent Multi-Faith Forum is a fantastic 
mechanism to engage with Faith 
Leads in Brent. We are aiming to set 
up a Multi-Faith forum in K&C as 
there is already one set up in Brent. 
These forums will be key to working 
with the project team to drive co-
production.

• The new Community Connector roles 
will also ensure this is a key priority 
for our services going forward.
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7. Engagement Officers Experience: Brent and K&C

Engagement Officers from both Brent and K&C had some similar experiences throughout the 
project in relation to engagement and impact of COVID-19. There were also key differences 
which they have shared below:

7.1 Brent – Jenny Lanyero, Sepideh Mhojatoleslami and Sara Ismail

“When the idea of joining this project was raised with me, I was very excited about it as a person of faith 
but also a professional who recognised the impact of faith and spirituality on an individual’s wellbeing. 
Having previous experience of the Brent Multi-Faith Forum as part of the Health Inequalities work, I felt 
confident that this project was crucial and would enhance our work with local communities in Brent.” – 
Jenny Lanyero

Using mapping of local services in Brent we reached-out to Faith Leads and scoped their needs 
and the needs of the people they served. We began attending a monthly meeting with the 
forum and together we revisited the gap analysis that was pulled together with previous 
engagement officers and Faith Leads. We wanted to ascertain if the gaps previously identified 
were still accurate or if things had changed for Faith Leads. We realised that the original 
members of the steering group had either moved on or their priorities had changed with the 
impact of Covid -19. The coordinator and chair of the Multifaith had also changed thus having 
an impact on the original project proposal. 

Lockdown created a barrier as we were not able to meet face-to-face with Faith Leads which 
was something both sides valued. It was easier to communicate and build relationships face-
to-face. Nonetheless; we forged ahead and built good relationships and networks. Faith Leads 
began to trust us and we had meaningful discussions on how to take the project forward. 
We have since held several workshops and had this evaluated with plans to facilitate further 
workshops in the future to allow Faith Leads to come together in a safe reflective space to 
share their experiences and learn from each other and be supportive to each other. They 
also want to co-produce a self-help toolkit to help Faith Leads support those they encounter 
navigate the mental health system more effectively. Faith Leads really value the support that 
they have received from the engagement officers and have invited officers to join them in 
places of worship to raise the profile of mental health services, raises awareness of available 
support and increase access to their congregations. 

Faith Leads have also identified being mental health first aiders as priority areas of learning 
and they want to go further and become trained to train others, especially members of their 
congregation, devotees, students. This is an offer that CNWL is prioritising for Faith Leads. Faith 
Leads in turn want to train professionals to be more culturally adaptive when working with 
service users whose faith and spirituality has an impact on their engagement with services thus 
impacting their recovery. Faith Leads are keen to equip professionals with the tools to work 
more holistically with service users considering their spiritual needs and wishes when planning 
care and support. Staff are now having cultural consultation training to consider their own 
culture and client’s culture and how these impacts on them, their practice and the care  
they provide.
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In light of the pandemic, we learnt that faith communities have not been able to carry out 
rituals or practices that would have normally accompanied an individual prior to and during 
burial. An example was of those who had died from Covid-19 being buried in their pyjamas 
or hospital gowns which added to family distress as they would have normally chosen to dress 
their family member in clothing or finery of choice. This has added to the traumatic experiences 
of bereaved families and increased the workload of Faith Leads. 

Some challenges were noted around commitment and attendance to meetings from some Faith 
Leads. It was noted that the attendees were not fully representative of the identified faith 
groups in Brent. Having said this those who attended were fully engaged and committed to 
this project. They provided valuable insights into the communities they served and helped us to 
learn more about how to work with people in the future.

In terms of the student nurse placement; Brent team were prepared to have student nurses in 
the project and made the necessary arrangements, such as ensuring that the staff undertook 
the supervisor and assessor training and with the help of the education team; secured a 
laptop for their sole use. Unfortunately, there was a miscommunication with the university 
and the students identified for the project did not start the placement on time. Some student 
nurses showed keen interest in the project, however, placement timetables proved to be a 
challenge as they were required to spend a substantial amount of time working with their 
host team’s supervisors and assessors to meet the learning objectives set by the placement 
and the university. As the project also required students to work more flexibly, i.e. at times in 
the evening and weekends instead if within their allocated placement hours this discouraged 
some who had additional responsibilities such as childcare. In addition, some Faith Leads were 
apprehensive about confidentially thus showed reluctance to facilitate the student nurses in 
their places of worship. Having provided assurance to them, that students follow strict guidance 
and policy in relation to confidentiality, some are now reassured and willing to facilitate this in 
the future. The students who participated in the project found it extremely valuable and would 
prefer to have a full placement in such a setting rather than having it as an ‘insight’ placement. 
This feedback has been shared with the education and student placement team.

7.2 K&C – Advia Ahmed and Nushrat Kassam

“When the job role came out and I read what the project set out to do, I was ecstatic! I felt like a job role 
specific to my passion and experience had just been created. Plus, I have a faith and I work in the NHS, 
and I felt I could really help bridge a gap.” – Advia Ahmed. 

The Multi-Faith project was meant to help create a professional “bond” between NHS mental 
health services and Faith Leads from all backgrounds to work together and help plug a big gap 
that was stopping service users from accessing services, but also how could we as the NHS both 
support and learn from Faith Leads on how this could be done, because they are the experts in 
this department. 

The pilot project was going to take place in Brent and North Kensington. Nushrat and I were 
assigned to North Kensington. The first step was to research Faith Leads that may be in the 
North Kensington area. We were able to make contact and arrange meetings with 13 Faith 
Leads. The buy-in and passion towards this project was amazing and the meetings that we 
organized were well attended. Faith Leads were sharing some very rich information on how 
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we could work together and the barriers that were preventing this. With this we created 
an analysis of the gaps identified and as a team decided to see which gaps we could tackle 
together in the little time we had during this project. And then, the pandemic hit. 

Some of the issues we faced during this time are listed below: 

• We struggled with consistent engagement and made efforts to reach out and offer to work  
 in different ways. 
• Faith Leads were unable to commit due to more pressing demands in their communities as a  
 result of Covid-19. 
• Some Faith Leads left, some moved on, this set us back as there was no handover of the  
 project to the new faith lead, which we in the NHS have identified as a gap (communication  
 breakdown). 
• We identified that an RBKC Multi-Faith forum existed, and we wanted to present our project  
 and ask for more support to better understand what the key challenges are between faith- 
 based communities and the NHS. But we struggled to engage with them too. 
• Inconsistent steering from Faith Leads made it difficult for this to be a successful collaborative  
 project, which was one of the main aims. (As engagement officers we identified that a lack  
 of resources was one of their main obstacles. e.g. time, pay, space, training material.
•  A faith organization requested resources to create training package for NHS staff, however  
 this was not delivered due to a delayed time frame, because the CNWL Recovery College  
 platform had not yet been set up. 

8. Lessons Learned

Despite all the challenges this project faced, we feel we have achieved a lot and there are many 
lessons that can be taken from this project.

8.1 Funding:

Overall, a key area to consider is funding, which the Engagement Officers observed had 
hindered the equal playing field. Whilst this project received funding, the money was held 
by a single organisation (CWNL) and therefore this led to lack of ownership of the project by 
Faith Leads and did not contribute to co-production. CWNL teams would not have been able 
to deliver on the requirements of this project had it not been for the additional funding. Faith 
Leads were not reimbursed for their time and all their support was given on a volunteer basis. 
Something to consider for other similar projects is that without funding this is not likely to be 
sustainable for the NHS or Faith Leads and if funding is available there should equal distribution 
of it to ensure joint ownership.

8.2 Buy in:

It would be good for all stakeholders to meet and agree on a plan of action before anything is 
finalised. Working bottom–up will ensure the people who have to achieve the project plan are 
part of the process from the beginning. Agreement is needed up front about the time, input 
and resources needed from all parties. Having a steering group is only helpful if that group 
meetings regularly, provides clear guidance and is invested in the project. 
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Had the project stuck to the original time scale and not been impacted by the pandemic, the 
initial buy-in would have most likely not diminished over time. There were so many distractions. 
It is important to have an individual’s engagement throughout a project to maintain 
consistency. 

8.3 Time:

This pilot was a great opportunity to do something different. We found that there is a passion 
from NHS staff to do this work but there wasn’t enough time for this pilot project as the 
Engagement Officers were doing this part-time as well as their day jobs. For this work to 
meaningfully continue it needs a dedicated team and to be employed full time. 

8.4 Training:

Training is a key area that needs to continue going forward. Had we been able to get the CNWL 
Recovery College post in place sooner this would have helped drive the project forward. Having 
a clear and consistent package of training to offer Faith Leads and NHS staff will be extremely 
valuable moving forward. Although this element has been delayed, it will be rolled out in the 
near future and have a great impact on the legacy of this project.

8.5 Student Nurse Placements:

The idea behind this element of the project was in good in theory but much harder in practice. 
Traditional nurse placements within CNWL are well organised and easy to plan within services; 
however, this pilot was looking to do something a bit different and needed more time to plan. 
We still feel this is an area to pursue going forward, considering what has been learnt through 
this pilot:

• It would be beneficial to have joint meetings with the Multi-Faith Leads, Service Reps, CNWL  
 Trust Education Team and the University reps from the commencement of the project to  
 ensure that everyone is on the same page and the buy-in is clear from all parties.
• Sufficient time to plan to placements in advance is key. 
• The hub and spoke model (where a student split their time between different services  
 and locations) proposed by this pilot didn’t seem to work in terms of the student’s other  
 commitments and split location so it would be recommended to try have a full placement  
 developed if this is to be done again.
• Being clear upfront with students that community work doesn’t always take place during  
 traditional working hours which is a barrier to some students who have family commitments.  
 Having a clearly planned placement timetable agreed in advance would be essential.
• Share all student guidance and policy regarding confidentiality with Faith Leads to assure  
 them that these are in place.

The CNWL Education Team provided feedback on this project from their and the Univiersities 
perspecive, this can be found at Appendix 10.
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8.6 Meaningful Relationships:

We found having established links and relationships were paramount in maintaining strong 
connections, this allowed for shared experiences and an understanding of each other’s 
challenges. This is necessary for ongoing co-production and seamless access to each other’s 
resources and to help develop focus groups, networking events and to create connections that 
are long lasting and links that can be embedded.
 
8.7 Co-production workshops:

To be able to facilitate truly co-produced work, it is essential to be able to meet face-to-face 
and have sufficient time and resources available. The aims and objectives need to be jointly 
agreed and this needs to have buy-in from all parties. 

9. Next Steps

Although this pilot project has come to an end, the aims and objectives are still relevant. We 
hope that the lessons learnt from this will be able to better inform future projects as well as 
improve ways of working between NHS and for Faith Leads going forward.

We have collated some key ideas during the project from both Faith Leads and NHS staff about 
what is needed going forward:

9.1 Faith Leads:

• To have better training for Faith and Community leaders on mental health conditions, and  
 referral pathways to access care, and spiritual training for nursing staff support staff.
• Currently there is no follow-up once suicidal patients have been discharged from A&E/  
 inpatient after failed suicidal attempt, this is an opportunity to link in with faith  
 communities/trained Faith Leaders in Mental Health, to support the patient. This may reduce  
 rate of re-admission and this will be seen as prevention or early intervention.
• Have access to Spiritual leads in wards, hospital, MH settings too. 
• A need for Chaplains to be available at all times during a person’s life, not just at end of life  
 in hospitals (i.e., inpatient settings).
• To develop clinical supervision for Faith Leaders, community leaders and Chaplains.    
• A need for collaborative work settings to discuss the impact of Mental Health utilising  
 platforms like online meetings, to discuss this in the care plan of a patient, with nurses,  
 doctor, Psychiatrist, and Priest/religious leader. Currently Spirituality/Faith is separate from  
 the Psychiatric medical model, it’s either one or the other but it needs to be collaborative/ 
 partnership. Need for case conferences between clergy, Psychiatrists, doctors- being  
 recognised as important part of patients healing journey. (Faith support being part of a  
 professionals meeting.
• Help develop better partnerships, a lasting community so that a person in distress can belong  
 to and engage with and so developing new partnerships and enhanced relationships would  
 be key to the success.



Mental Health & Spirituality: Building Workforce Competence and Capability Together 21

“I would be interested to know more about specific training that could be delivered, preferably in person, 
such as trauma focused training. A refresher training course in Mental Health First Aid would also be 
useful, although we are aware of general mental health first aid training. The value for in person training 
(face-to-face) would help to process what has been delivered and meeting other people would help in 
sharing experiences. We feel like we are just emerging from the pandemic and now have capacity to 
think further about things like further training for ourselves which will help us identify the root causes of 
behaviours and provide long term support for people with mental health issues” – Mary White, Church 
and Community Development Worker – Latymer Community Church 

9.2 NHS Staff:

Following on from a presentation of the Multi-Faith Project delivered to the Kensington and 
Chelsea Early Intervention Team, open discussions are now held about the importance of 
Faith in a patient’s treatment plan, what can be asked at the assessment stage about faith 
and spirituality, and the meaning that this has to a person of faith. This has led to adaptations 
to current practice, and how faith-based therapeutic interventions could be delivered going 
forward for example:

• Having Cognitive Behavioural Therapy (CBT) counsellor’s joint working with a faith-based  
 CBT Counsellor.
• Have cultural competency consultants as specialists to help link a person’s faith and  
 spirituality with their treatment plan, and about the practice of faith in different cultures/ 
 countries.
• Support for health care professionals on how to have conversations about the parallel of  
 Mental Health and well- being according to a person of faith.
• Have integrated family work, and Systemic Family Therapists from faith- based background,  
 also how can intergenerational issues be dealt with in a sensitive way within the family and  
 communities as currently certain subjects are not discussed for fear of being ostracised.
• Have access to resources within the community, specialising in faith-based expertise, like a  
 helpline contact number, that is accessible during all hours.
• The Early Intervention Team hosted two Nursing students in their MSc in Mental Health  
 Nursing from Kings College University, as part of the Nursing student rotation program,  
 they showed and expressed a keen interest in the Multi-Faith Project, their input in our team  
 and case presentations was extremely valuable, as we have clients from different multifaith  
 and cultural heritage, they presented to their fellow students about the project who were  
 further interested and stated that they would be more sensitive about bringing up Faith  
 and Spirituality when creating care plans for patients, they were also very keen to know the  
 outcome of the project evaluation.

“We will be talking to colleagues in Buckinghamshire who are beginning their Multi-Faith project as we 
come to an end. We plan to listen to their ideas and thoughts first and then go on and share our lessons 
learnt, allowing space for any follow-ups should they arise. This is an important opportunity so they can 
use our lessons learnt as a starting point and be in a better position to start on their project.” – Advia 
Ahmed & Nushrat Kassam. 
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10. Conclusion

We have been fortunate to have been involved in the project and the timing of it has brought 
up new ideas and recommendations such as:

• Looking at our own workforce capability and solutions within our own staff from diverse  
 faith and spirituality backgrounds who could step forward to co-produce and deliver  
 training, and other faith based therapeutic interventions delivered into the communities.
• To involve the patients and families from faith and cultural backgrounds to help us deliver  
 the services that is reflective and inclusive to achieve better health outcomes, to alleviate the  
 pre- conceived negative experiences of using mental health services.
• To empower and enable communities to be at the centre of the change that they want  
 to see for themselves, families, communities, neighbours, and how commissioners, and NHS  
 providers can work collaboratively to make this happen, to avoid entry and re-entry into  
 Mental Health services at a more acute level, re-directing resources to more prevention and  
 awareness engagement.
• Statutory policies must be aligned with faith-based organisations/communities in order to  
 create equal representation and co-production. 
• Research the success of faith-based counselling and why it works well in the spaces it is used. 
• Look constructively and challenge current NHS Mental Health services because not all faith  
 groups & their mental health needs fit into existing services. Can we offer a more aligned  
 approach? 
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12.  Glossary
  

Pilot Project: an initial small-scale implementation that is used to prove the viability 
of a project idea.

Business Case: provides justification for undertaking a project. It evaluates the 
benefit, cost and risk of alternative options and provides a rationale for 
the preferred solution.

Round table event: an organised conversation with one moderator, several chosen speakers 
that bring a variety of perspectives to a subject, and an audience who 
may simply observe or participate by asking questions.

Co-production: refers to a way of working where service providers and users, work 
together to reach a collective outcome. The approach is value-driven 
and built on the principle that those who are affected by a service are 
best placed to help design it.

Shared Governance: is a “professional practice model founded on the cornerstone principles 
of partnership, equity, accountability, and ownership that form a 
culturally sensitive and empowering framework, enabling sustainable 
and accountability-based decisions to support an interdisciplinary 
design for excellent patient care”. This style of management 
encourages and empowers all parties to be part of making decisions 
that impact their work environments.

Governance 
Framework: 

refers to the structure of the governance of the organisation. 
Governance frameworks structure and delineate power and the 
governing or management roles in an organisation. They also set 
rules, procedures, and other informational guidelines. In addition, 
governance frameworks define, guide, and provide for enforcement of 
these processes. These frameworks are shaped by the goals, strategic 
mandates, financial incentives, and established power structures and 
processes of the organisation.

Co-design: the act of creating with stakeholders (business or customers) specifically 
within the design development process to ensure the results meet their 
needs and are usable.

Competencies: the ability to do something successfully or efficiently
Holistically: In a way that treats the whole person, considering mental 
and social factors, rather than just the symptoms of the problem

Statutory Health 
Services:

Services paid for and provided by the Government e.g., NHS

Collaborative 
Partnership:

agreements and actions made by consenting organisations to share 
resources to accomplish a mutual goal.

User-led: run and controlled by people who use the service
Signposting: to guide a user to the most appropriate support
Triage: the process of deciding the order of treatment of patients.
Step down: The stepped model of care makes a clinical decision as to which sort 

of treatment is currently the most appropriate for a client. Stepping 
down relates to providing less intensive treatment when this becomes 
appropriate.
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Steering Group: a committee that decides on the priorities or order of business of an 
organisation and manages the general course of its operations.

Recovery College: A service provided by CNWL to deliver a range of educational course, 
workshops and resources which are free to service users, their friends, 
family, carers and CNWL staff.

Clinical Supervision: a professional development activity where the less experienced 
clinician can utilise the knowledge and experience of their supervisor, 
to address any gaps in knowledge or skill set and thereby improve their 
own clinical performance and patient quality of care

CBT: Cognitive behavioural therapy (CBT) is a talking therapy that can 
help you manage your problems by changing the way you think and 
behave.
It’s most commonly used to treat anxiety and depression but can be 
useful for other mental and physical health problems.

Cultural Competence: The ability to understand, appreciate and interact with people from 
cultures or belief systems different from one’s own.

Systemic Family 
Therapy:

enables family members to express and explore difficult thoughts and 
emotions safely, to understand each other’s experiences and views, 
appreciate each other’s needs, build on family strengths and make 
useful changes in their relationships and their lives.
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Appendices
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Appendix 1

Mental health services in faith communities: the role of clergy in black churches

R J Taylor 1, C G Ellison, L M Chatters, J S Levin, K D Lincoln

Abstract
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.

The full document can be reviewed online at:
https://pubmed.ncbi.nlm.nih.gov/10634088/

https://pubmed.ncbi.nlm.nih.gov/10634088/
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Appendix 2

Spirituality and Mental Health: Focus Groups with Faith leaders in a Religiously 
Diverse London Borough 

Roxanne Keynejad 

Redbridge is an ethnically and religiously diverse borough affected by psychiatric 
inequalities. It has long been known that spirituality plays a pivotal role in mental health 
and access to treatment but this has not been explicitly explored in this region. This essay 
describes the rationale, design and outcomes of a pilot project exploring the mental health 
needs and roles of community faith leaders in a borough whose population is analogous to 
many communities in an increasingly cosmopolitan British society. It discusses the policy and 
research background to the focus on spirituality in psychiatry and presents the findings of 
qualitative focus groups with faith leaders. It ends with recommendations for partnership 
between statutory services and community workers, to ensure that patients’ cultural, 
spiritual and religious needs are integrated into psychiatric service provision at every level.

The full document can be reviewed online at:
https://www.rcpsych.ac.uk/docs/default-source/members/sigs/spirituality-spsig/spirituality-
special-interest-group-publications-roxanne-keynejad-spirituality-and-mental-health.
pdf?sfvrsn=bc3f5607_2 

https://www.rcpsych.ac.uk/docs/default-source/members/sigs/spirituality-spsig/spirituality-special-interest-group-publications-roxanne-keynejad-spirituality-and-mental-health.pdf?sfvrsn=bc3f5607_2 
https://www.rcpsych.ac.uk/docs/default-source/members/sigs/spirituality-spsig/spirituality-special-interest-group-publications-roxanne-keynejad-spirituality-and-mental-health.pdf?sfvrsn=bc3f5607_2 
https://www.rcpsych.ac.uk/docs/default-source/members/sigs/spirituality-spsig/spirituality-special-interest-group-publications-roxanne-keynejad-spirituality-and-mental-health.pdf?sfvrsn=bc3f5607_2 
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Appendix 3

Mental Health A Guide for Faith Leaders

American Psychiatric Association Foundation and the Mental Health and Faith Community 
Partnership Steering Committee

For many who seek psychiatric care, religion and spirituality significantly influence their 
internal and external lives and are an important part of healing. The Mental Health and 
Faith Community Partnership was created to foster dialogue between psychiatrists and faith 
leaders. This guide is a product of the Partnership.

The Partnership facilitates collaboration among those who work within the different 
disciplines of faith and psychiatry and who share a common goal of promoting health, 
healing, and wholeness. It provides a platform for psychiatrists and the faith leaders to 
learn from each other. Faith leaders can increase their understanding of the best science 
and evidence-based treatment for psychiatric disorders. Likewise, psychiatrists and the 
mental health community can learn from spiritual leaders and increase their understanding 
of the role of spirituality in recovery and the support faith leaders can provide.

Because religion and spirituality often play a vital role in healing, people experiencing 
mental health concerns often turn first to a faith leader. From a public-health perspective, 
faith community leaders are gatekeepers or “first responders” when individuals and 
families face mental health or substance use problems. In that role they can help dispel 
misunderstandings, reduce stigma associated with mental illness and treatment, and 
facilitate access to treatment for those in need.

This guide provides information to help faith leaders work with members of their 
congregations and their families who are facing mental health challenges. Its goal is to help 
faith leaders understand more about mental health, mental illness, and treatment, and help 
break down the barriers that prevent people from seeking the care they need.

The Partnership and this guide are working to foster respectful, collaborative relationships 
between mental health professionals and faith community leaders that will lead to 
improved quality of care for individuals facing mental health challenges. For more 
information see psychiatry.org/faith.

The full document can be reviewed online at:
https://www.psychiatry.org/File%20Library/Psychiatrists/Cultural-Competency/Mental_
Health_Guide_Tool_Kit_2018.pdf

https://www.psychiatry.org/File%20Library/Psychiatrists/Cultural-Competency/Mental_Health_Guide_Tool_Kit_2018.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Cultural-Competency/Mental_Health_Guide_Tool_Kit_2018.pdf
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FOREWORD 
Imagine an ordinary church anywhere in Britain. Amongst its members are people of 
all ages and genders, some with busy family lives and some who live alone. There 
will be people from different ethnic groups, people who are in work and also those 
who are unemployed. There will also be people who have health problems including 
mental health problems and needs.  

Mrs Jones recently lost her husband and is caring for her elderly mother who lives 
with her and is suffering from the early stages of dementia. She used to play an active 
part in the community and attend church regularly but now rarely leaves her home 
except to do her shopping. Mrs Jones is becoming increasingly isolated and 
depressed. 

Tim is in his early twenties and has been diagnosed with bi polar disorder. He 
experiences severe mood swings and his behaviour can be unpredictable. He has few 
friends and has been unable to hold down a job, having dropped out of college when 
his symptoms first started. The church has become an important focus for Tim and he 
is passionate in the way he worships and expresses his beliefs. But his behaviour 
during services can be unsettling for others.  

Mary is a vicar who has suffered from depression off and on over the years. She has 
had courses of drug treatment and also therapy. Her depression still recurs and her 
treatment continues. She manages the difficult times and this has provided her with 
insights not available to those who have not had to travel this road. Her lived 
experience has added great richness to her ministry, which is especially valued.  

These people are no different from us and they are our friends, neighbours, relations 
or fellow church members. Often we might be well aware that something is amiss, but 
the unease that surrounds mental health can prevent us reaching out to one another.  

Promoting mental health: A resource for spiritual and pastoral care addresses these 
issues. It provides a range of information on mental health and its promotion and 
protection within communities and congregations. There are practical activities and 
information for the many different church groups that may wish to discuss and debate 
specific topics and concerns.  

This resource is about how faith communities can be welcoming and offer 
understanding to people with mental or emotional distress, as well as learning from 
their experiences and benefiting from their contributions. Its two core principles are to 
provide the opportunity for people within the Christian and other faith communities to 
reflect on mental health and what it means for each of their members; and to use 
increased knowledge and understanding of mental health to create a safer and more 
welcoming environment for all people, whatever their mental health needs and 
resources. We hope that this process will enhance an understanding of mental health 
problems and the illness that sometimes accompanies them as not so much of a 
problem to be solved as a way of life to be lived. 

Mary Tidyman and Linda Seymour, mentality
October 2004          ii
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OVERVIEW
Promoting mental health: A resource for spiritual and pastoral care is a flexible 
tool for use in parishes, in a range of different groups and situations, to trigger 
discussion and debate. 

Section One: Introduction gives some background information on why the resource 
was developed. It describes the aims, who the resource is for and how it might be 
used.

Section Two: Creating a welcoming environment makes the case for involving 
people who have used mental health services and offers guidance and suggestions on 
making the most of this opportunity. 

Section Three:  Planning and delivering training provides some simple guidelines 
to help you think about your aims, who the training is for, how it will be publicised, 
who will have input and how you can provide a safe environment for everyone 
involved. It offers pointers to planning, delivering and evaluating your event. 

Section Four: Activities and workshop sessions offers outline programmes for a 
number of different sessions and events, including aims, who the session is for, who 
can contribute and resources to use. The activity sheets are to help group facilitators 
to plan what they are going to do but do not need to be shared with participants. 

Section Five:  Information sheets supply succinct facts on mental health and its 
promotion, links between spirituality and mental health and associated issues and 
themes. Each of the information sheets can be used to complement any of the activity 
or workshop sessions. They can be photocopied and given out to participants, or 
simply used by facilitators as background information. 

Section Six:  Contacts and resources includes details of organisations and materials 
relevant to the themes of mental health and spirituality. Facilitators may want to plan 
ahead and order some resources, for example a relevant video or booklets or fact 
sheets from organisations such as Mind and Rethink for participants to refer to. 

Further copies of this resource can be downloaded from the following websites: - 
• mentality (www.mentality.org.uk)

• The National Institute for Mental Health in England (NIMHE) 
(www.nimhe.org.uk)

• The Church of England (www.cofe.anglican.org)

You may photocopy any sections of the resource without fee or prior permission. 
However we would ask that the Church of England, the National Institute of Mental 
Health in England and mentality are cited as joint publishers. 
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Section One Introduction 

BACKGROUND TO THE RESOURCE
Research shows that people who have a spiritual dimension in their lives, and are in 
touch with it, have a better chance of staying mentally healthy, or recovering if they 
become unwell. There is also a growing interest in, and demand for, health care that 
treats the whole person and acknowledges the many factors that influence both 
physical and mental well being. Such a broad view of health, mental health and well-
being, that makes room for a spiritual dimension to life, has a great deal to offer many 
of us who experience mental distress.  

Many faith communities already welcome, involve and provide a range of support to 
people with mental health problems and their carers. They accept the important role 
they play in enabling people with mental health problems to be part of the life of the 
church and wider community.  

People with mental health problems often find valuable support within their 
congregations. Many find prayer, worship, religious belief and belonging to a faith 
community to be both helpful and affirming.  

Nevertheless, some people have negative experiences of the church. An emphasis on 
guilt, or identifying sin as a cause of illness, can create barriers to inclusion. Liturgies, 
words and readings can provoke feelings of inadequacy or being unacceptable. Some 
people’s experience is of church congregations keeping their distance and behaving in 
an unwelcoming manner. Lack of accurate information and uncertainty about how 
best to help can hamper the potentially valuable role of faith communities in 
promoting mental health, building social inclusion and valuing diversity.  

Promoting mental health: A resource for spiritual and pastoral care addresses these 
issues and challenges.  The Church of England General Synod endorsed its 
development in February 2003. At that time, Synod called for greater dialogue 
between the Church and mental health and social care services. They also urged 
parishes and deaneries to develop the spiritual and pastoral care they offered to people 
with mental health problems and their carers. This resource is the outcome. 

AIMS OF THE RESOURCE 
The resource aims: 

• To provide encouragement for what people are already doing within the 
church and faith communities around the issue of mental health; 

• To ensure the church is more welcoming to people experiencing mental health 
problems and mental distress, and their carers; 

• To increase knowledge, awareness and understanding of mental health and 
mental ill health; 

• To influence and educate attitudes and behaviour towards people with mental 
health problems; 

• To increase awareness of the role of the church in mental health promotion; 
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• To recognise the needs and contribution of people with mental health 
problems and their carers in the worship and prayer life of the church;    

• To increase awareness about spirituality and its role in mental well being 
among health and mental health professionals;  

WHO MIGHT USE THE RESOURCE  
This resource can be used on a number of different levels and in a number of different 
ways. People involved in spiritual and pastoral care can read it for background 
information on some of the issues about spirituality, mental health and the role of the 
church.

Those involved in leading or contributing to discussion groups, events and training 
programmes can use the resource in several ways: 

• In the training of clergy, pastoral care leaders, ordinands, chaplains and others 
involved in spiritual and pastoral care. This could include training that takes 
place in theological colleges as well as other training events and courses, for 
example within the Anglican Church, courses such as the Bishop’s certificate 
or Exploring Our Faith; 

• With church members, to raise the mental health awareness of everyone as 
well as specifically with people who have or are currently experiencing 
mental distress, and carers. One or more of the suggested activities could be 
used with existing groups that take place within the church, with specially 
convened groups where membership is open to anyone within the church, and 
/or the wider community, or with the church community as a whole  

• With mental health and other health professionals to increase their awareness 
of spirituality and its role in mental health 

HOW TO USE THE RESOURCE 
This resource has a number of self-contained sections. They can be used together or 
separately, or in different sequences. You can mix and match activities and workshop 
sessions and plan a tailor-made event or programme of work to meet your specific 
needs. There are plenty of practical ideas for ways to work, who to involve, and how 
to evaluate what you are doing. How you choose to use it depends on the people you 
are using it with and what your goals are.

You can choose those sections that interest you and are most relevant to your work or 
experience. One nominated person within your church may want to take the lead on 
using the resource, or there may be a number of individuals who are already involved 
in relevant initiatives. In short, there are a number of ways of using the resource. See 
Appendix A for descriptions of how people involved in piloting the draft version 
used the resource. 
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WHAT THIS RESOURCE IS NOT 
This resource is not a course, to be worked through from start to finish. Nor is this 
resource intended to turn congregations into experts.

You do not have to have a fund of knowledge about mental health and mental distress 
to be able to use this resource. The basic information that you will need is included. 
And don’t forget - you will also be able to draw on the collective knowledge, 
experience and wisdom of everyone involved.  
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Section Two Creating a welcoming environment 
The event should provide a safe environment for all participants. People need to feel 
comfortable enough to be honest about their opinions, feelings and possible fears 
about mental health. However people who use mental health services may feel 
undermined and invalidated by such a discussion.  

The challenge is to create an atmosphere in which people are free to state their beliefs 
without fear of criticism, and can set their fears aside and enter a process of 
exploration and growth.  Thorough planning before a programme or event and 
attention to detail during sessions themselves will ensure that, as far as possible, you 
can concentrate on the dynamic of the group as it unfolds. 

INVOLVING MENTAL HEALTH SERVICE USERS 
Wherever possible in any training about mental health issues, mental health service 
users should be involved in planning and participating in the programme. Being 
involved in an event about mental health offers valuable opportunities to develop the 
skills, expertise and self-esteem of service users. 

Service users are people who have themselves used in-patient, outpatient or primary 
care services because they experience, or are thought by others to experience, mental 
distress or mental health problems. Some people reject the term service user
preferring terms like survivor. It is important that sensitivity around language does 
not become a stumbling block to doing work in this area. People should be able to 
describe themselves, and be described by others, using words that are acceptable to 
them.  

Case study: The Sevenoaks and Area Mental Health Awareness Group asked group 
participants for feedback on the factors that had had the biggest impact on their views 
They identified: - people with personal experience of mental health problems telling 
their own stories; participative exercises such as Hearing Voices, which imaginatively 
enlarge people’s appreciation of and sympathy with others’ experiences; involving 
service users and carers in the presentation team without making it obvious at the 
outset which roles and what experiences different presenters have; using a mixture of 
presenting information, generating group discussion, using small group exercises, and 
telling personal stories to keep the interest and attention going. 

The most credible experts are people who have experienced mental health problems. 
They, together with their families, friends and carers, each have a different story to 
tell and a different perspective to offer. While they are not a homogenous group, they 
do share similar experiences. Each has overcome a range of difficulties, including 
distressing symptoms, receiving a diagnosis and coping with their own feelings about 
this, as well as the reactions of others. Their willingness to share their experience of 
how they manage their own mental health can challenge misconceptions and 
misinformation. Providing people with a safe environment in which to tell their  
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stories can be a powerful experience for all concerned. Overwhelmingly people find 
this an effective way of increasing their understanding of mental health.  

There are a number of ways you can plan ahead to enable the best possible 
contribution from mental health service users. 

Before the event 
• Make sure service user involvement is real and meaningful 
• Invite service user input into planning and listen to and respect the views 

given 
• Plan to involve at least two or more service users so that they can support each 

other and do not feel isolated or marginalized
• Ask service users what support they need or want
• Have clear expectations about what you would like service users to do and 

negotiate their involvement with them 
• Resources exist to help services users structure their contributions to make the 

most use of their personal experiences 1,2 

I received a call to say there was a mental health awareness discussion group under 
way in the local parish, and would I be willing to come along next week to give a 
‘user’ perspective.  I arrived to find there was only one place left to sit, and that was 
next to my consultant psychiatrist who had treated me over the last four years. I 
hadn’t realised he was a local Church member. I was the only (declared) service user 
present and felt very much at a disadvantage and rather patronised.    
Service User involved in church training event 

• Payment should always be offered as a matter of principle, in addition to 
meeting realistic expenses, including phone calls, photocopying and stationery 
as required. 

• People on benefits may have their payment stopped if a payment breaches 
their benefit conditions. A booklet published by the Mental Health 
Foundation provides essential guidance to both service users and those who 
wish to pay them. 3

During the event 
• Create an environment of mutual understanding and respect in which it feels 

safe for people to talk about their experiences  
• Recognise the common human experience of distress, while acknowledging 

that each person’s experience is unique.  
• Be clear that one, or a few, service users cannot speak for all others.   
• Avoid seeing people just in terms of their diagnosis 
• Be aware of all the personal and social factors that influence a person’s mental 

health  
• Set realistic timescales and be considerate about the need for people to take 

breaks 
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The minister visited our user group to ask our advice about a mental health event she 
was hoping to hold in her parish. Three of us agreed to get involved, and we met with 
her over a number of weeks to plan things. Although there wasn’t a big budget to 
cover the event it was agreed we would be paid a fee and our expenses. Two members 
of the planning group were available to give us support during the day, and after the 
event we were able to meet with the group to share our views of how it had all gone. 
The evaluation showed that people had really valued our input and hearing real life 
experiences and that felt good.    
Service User group involved in mental health event

After the event
• At the end of every session, make sure everyone is alright 
• Offer an opportunity to debrief afterwards about what the event was like for 

service users and facilitators 
• Welcome input on what went well and what might be different at any future 

similar event 
• Thank the service users for their contribution 

Service user groups and organisations 
There are a number of organisations that have networks of local service user groups. 
They should be able to help you get in touch with service users who will be willing to 
be involved in the work you are planning. You could arrange to attend a meeting of 
the group to explain what you are hoping to achieve and to invite them to be involved. 

Association for Pastoral Care in Mental Health (APCMH)
A UK-wide organisation offering out-of-hour drop-ins, befriending schemes, training 
courses and awareness raising seminars and conferences. Contact: The National 
APCMH Secretary, c/o St Marylebone Church, Marylebone Road, LONDON NW1 5 
LT (01483) 538936   www.pastoral.org.uk

UKAN (UK Advocacy Network) is a national federation of independent patients 
organisations and service user groups that offers a range of advice, advocacy and 
awareness-raising activities. Contact:  14-18 West Bar Green, Sheffield S1 2DA  
(0114) 2728171 e: ukan@can-online.org.uk 

Mind Link is Mind’s national network of mental health service survivors. 
Incorporates Diverse Minds, which focuses on the needs of black and minority ethnic 
communities; and Rural Minds for people in isolated rural areas. Contact:
MindinfoLine on 0845 766 0163 or look on the website www.mind.org.uk

The Manic Depression Fellowship has self help groups across the UK for people 
living with manic depression - users of mental health services and their carers. 
Contact: ( 0207) 793 2600 e: mdf@mdf.org.uk   www.mdf.org.uk 
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Survivors Speak Out is a campaign for psychiatric patients past and present, 
focusing on human rights and fundamental freedoms against compulsion. It provides  
information, referrals to other groups, and a newsletter. Contact: Survivors Speak 
Out, 34 Osnaburgh Street, London NW1 3ND  (0207) 916 5473 
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Section Three     Planning and delivering training 1

Faith communities should be places where people feel they belong, and where 
people’s mental health needs are recognised and met. People involved in spiritual and 
pastoral care can play an important role in improving the lives and spiritual well being 
of people with mental health needs, and may well have mental health needs of their 
own.  Through discussion groups or other training events on mental health issues, 
people can be encouraged to come together to share ideas, challenge misconceptions 
and learn about mental health from one another.   

THINGS TO THINK THROUGH BEFORE THE EVENT 
You first need to think about what you are trying to achieve, whom the event will be 
for and how you will publicise it. Issues to consider include the following:- 

• Clarify and agree what you are trying to achieve and whom the event is for. 
• Decide whom it is best to involve. Are their people in your church or 

community who have first hand knowledge of mental health, either as service 
users, carers or professionals? If they are not already involved, invite them 
and/or seek their advice. Involve mental health service users. (see Section 
Two)

• Decide who is best to lead the event. If no one experienced in leading the kind 
of event you want to organise is available, seek help from your diocesan lay 
training department, a local branch of MIND or Rethink. (See Section Six)

• Discuss practical matters like the best venue, time and publicity. 
• Encourage group facilitators to think through their own prejudices and 

expectations of the event and make sure they are clear about the boundaries of 
their role. They need to be alert to the signs of mental distress, provide a safe 
and welcoming environment. They should not attempt to diagnose a problem, 
or assume a therapeutic or counselling role. 

• Plan how to support each other during the event and how to take care of those 
who participate - mental health issues can be distressing. 

• Talk to mental health service users about the anxieties they might have coming 
to an event and find out from them what would help.

• Work out who people can get in touch with during or after the event for 
support and debriefing.  

• Consider how best to follow up the event with participants. 

Case study: In the Diocese of Guildford pastoral listeners volunteer to be available 
after an event. People can talk to them in confidence about any concerns they 
might have, how any issues raised might have personally affected them and their 
need for information on specific topics. The volunteers are all people who have 
completed the Christian Listeners training course, provided by the Christian 
Healing Centre in the Diocese, or chaplains and clergy with counselling 
experience. Guidelines are provided beforehand so that role boundaries are clear, 
how to refer people on to specialist services if necessary and what action to take if 
there is an emergency.  
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Know your participants 
When preparing for an event, think about the following:-

• How many participants will there be? 
• Who might they be?  
• Do they know each other? 
• What is their relationship with one another, e.g. do some have authority over 

others? 
• Are they used to a workshop format? 
• Have they come together just for this event, or are they in an on-going group? 
• Have they discussed mental health issues before? 
• How much time is available? 

Your answer to these questions will affect the structure of the workshop, what 
introductions are necessary, how you divide the group up and how much time you 
allow for each exercise. They will also affect how open you can expect participants to 
be with one another. Remember that a local church group that has an on-going life is 
very different from a one-off event where initially nobody knows anyone else. 

Consider safety issues 
It is important to ensure that you consider the safety of all participants in terms of: 

• Physical safety: Consider overall health and safety issues relating to the venue 
being used and the event taking place. Tell all participants about fire 
regulations and procedures in the case of fire, including exit and assembly 
points.

• Mental and emotional safety:  Plan ahead for any possible eventuality so that 
you are able to deal with people’s anxieties, and help participants cope with 
emotional distress by offering support and understanding. It is important to be 
able to look after anyone who feels vulnerable or emotional during the process 
of telling their story and help them feel secure. Mental health service users 
may have worries about issues such as confidentiality and respect for 
difference. Ensure that ground rules are established at the beginning of the 
event.  

 A common concern among people planning work on mental health is the 
 issue of someone becoming distressed and displaying aggressive or 
 disruptive behaviour. Remember that this is very unlikely, and that it is 
 most important to avoid reinforcing stereotypes about people with mental 
 health problems being associated with dangerousness and violence.  

 You need to be sensitive to possible antecedents of aggression or distress   
      that might include increased restlessness, loud talking or irritation. A 

 person might also say that they are feeling angry or upset. Ways of dealing 
 with potentially difficult situations include:- 

  - Avoiding what might seem like threatening or aggressive behaviour   
  - Behaving calmly and keeping composed 
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  - Keeping at a distance that enables the person to feel comfortable,  
  standing slightly sideways 
  - Talking to the person as an individual 
  - Acknowledging the person’s distress 
  - Remembering that your own disquiet can instil anxiety in others 

 Together with another group facilitator you should consider taking the person 
 out of the situation as soon as they are ready to leave. 

Publicising the event 
Publicity depends on whom you are trying to attract. For existing groups it may be 
sufficient to place an item in newsletters or bulletins. For larger or one-off events, for 
example to mark World Mental Health Day in October, you might consider 
distributing information to local self help groups, hospitals, surgeries and health 
centres and churches of all denominations. You might also consider publicity through 
the parish magazine, libraries, local media and mental health voluntary agencies. 

Organising the venue 
You will want the environment within which you run the event to be as comfortable 
and well equipped as possible. Things to bear in mind include:- 

• The number of rooms you might want to use 
• The seating arrangement, for example an informal set up is often preferable 
• Whether you will want a flipchart, felt tip pens, blu tac 
• Will you need an overhead projector and screen, or a VCR, CD-ROM, DVD 

player, laptop and projector 
• Coffee or tea at the beginning, during and/or end of the event and water 

throughout

Delivering the event
At the beginning 
• Allow time for introductions 

Before the main activities begin, there should always be some kind of 
introductory exercise, even if participants know each other quite well. 2 The
aims of the workshop should be explained, together with an outline of what is 
planned. 

• Include everyone 
The language you use as a facilitator can influence how participants contribute 
to the group. Use words that include and respect everyone and convey the 
sense that you have not made assumptions about participants. For example, if 
someone who has experienced a severe mental health problem gets the 
impression that you assume no one has a history of mental ill health; they are 
unlikely to be open and honest about themselves.  

• Set ground rules
Outline the ground rules for individual and group behaviour. You could ask 
participants to think about the conditions under which they feel they will get 
the most out of the experience, and generate the ground rules from this  
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discussion.  If time is short, outline some ground rules, and write them up on 
a flip chart as a reminder to participants. You can invite agreement, questions 
for clarification and additions.  

Be sure that the following are included in ground rules: 

Confidentiality: people should be assured that the information they share will 
not be misused. Whilst it is usually acceptable to discuss in broad terms what 
has happened in a workshop, it is important that information or comments are 
not attributable to an individual.  

Setting boundaries: Each participant is responsible for deciding how much 
 they tell others about themselves. Whatever boundaries each participant sets 
 are to be respected by the rest of the group.  

Speaking for ourselves and avoiding generalisations: Participants should 
 avoid using generalisations about people or speaking for others. Encourage,  

‘I think, feel, believe, experience’ statements rather than ‘people with 
 depression do, think etc,’ statements. 

Respecting differences: Participants are there to hear and understand different 
experiences and perspectives, rather than try to convince others that their view 
is the only correct one. 

Timekeeping: Punctuality is extremely important and groups should begin 
and finish at the times stated on your programme. If for any reason time has 
slipped it is acceptable to negotiate an extension with group participants. 
However participants’ other commitments must be respected. 

Ways of working in groups 
Discussion sessions can be run in many different ways but certain key principles 
apply whatever your approach. The most important way to ensure a fruitful 
experience is to use a variety of methods.  You might want to combine a presentation 
of information to generate group discussion, exercises with people in small groups, 
sharing personal stories or describing case studies to keep interest and attention going. 

Methods and models of working 
Keep discussions moving
Questions are part of your strategy as facilitator and a valuable way of 
achieving the aims of the workshop. Be clear about the purpose of each 
question. Try to frame questions in such a way that everyone can be involved.  

Good questions enable participants to explore feelings, values and beliefs, and 
to be challenged and encouraged –not daunted or embarrassed.  

o Avoid questions that have a ‘yes’ or ‘no’ answer 
o Avoid sweeping generalisations such as ‘what do you think about 

people with mental ill health’ 
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o Choose open-ended questions such as ‘what do you know about?’, 
‘how did you feel about discussing…?’, ‘what steps should we take 
next?’

Thought-sharing 
This is a creative way of generating lots of ideas in a short time, and allows 
maximum group participation. It can be used to produce common definitions 
and terminology, or to gain an insight into the diversity of opinions and 
experience of those in the group. It is good as an icebreaker, or in groups 
where individuals find it hard to contribute. Write ideas up on a piece of 
flipchart paper, clarifying points as necessary. 

Small groups 
These are effective for exploring, identifying or clarifying ideas and feelings. 
They allow every member who wishes to speak to be heard in a less 
threatening situation. A good way to organise this is to get people sitting at 
small tables of say six –eight people to encourage discussion and the sharing 
of personal experiences. A facilitator on each table can help people keep to 
task.  

You can also get people to work with their neighbours in twos or threes to 
discuss ideas without having to move seats. Give people a clear direction for 
focus, task and length of discussion and let them know if any feedback will be 
required. This can be good for discussing difficult topics initially. 

Reporting back 
Although formal reporting back from each group can be tedious, it is good for 
participants to compare notes with what has been discussed in each group. A 
useful approach is to ask each group to select a maximum of between four and 
six main points, written up on flip chart paper, for everyone to see. 

Deal with conflict 
Most people do not like conflict and are uncomfortable grappling with it. Christians 
may find it especially difficult if they perceive disagreement as being in conflict with 
their beliefs. There may therefore be a tendency to try to resolve disagreement 
quickly. This can mean either that things agreed on are so vague as to be almost 
meaningless, or that disagreements are hidden by refusal to talk about them. Help 
people to disagree with people’s views rather than the person who holds them.  

One of the richest and most challenging parts of an educational process is that of 
explaining in detail what we mean and believe, and listening to someone else do the 
same. Discussions may often be dynamic, emotional and hard to handle. That is why 
it is important to take steps to make people feel safe and accepted.  

Conflict can be destructive if it involves only a small proportion of participants and 
excludes others. The overall aim of any discussion should be to keep everyone 
involved, open, searching and questioning. 
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Bringing the event to a close 
Each workshop or discussion group needs a clear, comfortable conclusion. Some of 
the issues you will need to plan for are:- 

• Time for wrapping up, summing up what has been achieved  
• Reviewing what ground has been covered  
• Reflecting back on what conclusions if any have been reached 
• The offering of a meditation or prayer is sometimes appropriate 
• Providing participants with a short evaluation form that asks for participants 

views e.g.:- 
• Has today helped meet your needs? 
• How far did the session achieve its aim? 
• What worked well, was most helpful? 
• How will it assist your ministry 
• What did not help, was least helpful? 
• What other related themes would you like covered in future events?

You may want to get feedback after individual sessions. If however you are running a 
series on mental health issues you might want to evaluate the whole unit at its 
conclusion. The most important consideration however is to use evaluation to inform 
future planning. 

After the event 
Debriefing after an event is useful, especially while impressions are fresh. All of the 
facilitators should plan to stay on after the event finishes for a maximum of half an 
hour to talk through any issues. If service users have been involved they should also 
be offered the opportunity to feed back on the event at this time and be offered 
support if needed. The lead facilitator should make a note of any important points, as 
these will inform the planning of future similar events.  

References 
1. These guidelines have been adapted from those in Webster A (1994) Discussing 

Sexuality – Workshop resources for Christian Groups. Institute for the Study of 
Christianity and Sexuality.  

2. The Creativity Toolbox: A Practical Guide for Facilitating Creative Problem 
Solving Sessions. Team Talk Consulting Ltd. (sales@teamtalk.co.uk)



Mental Health & Spirituality: Building Workforce Competence and Capability Together48

Appendix 4

15

Section Four   Activities and workshop sessions 

OVERVIEW
The following activities and sessions have been included to provide a starting point 
for work about spiritual and pastoral care and mental health. They are intended as 
brief outlines of ways to address different themes and topics, with a variety of 
audiences and with a range of goals in mind.  

Activities  focus on general awareness raising on mental health issues.  
Activities examine strategies to support people with mental health problems.  
One Activity describes a longer-term project to support mental health service users. 
Two Activities have as their focus one-off events on the theme of mental health and 
spirituality. 

You can mix and match different sessions, adapting and adding to them depending on 
your specific needs and what you are intending to achieve. Of course there are many 
ways of doing things. Through using this resource you will find what is most 
appropriate for your situation. 

The information sheets in Section Five can be used as background knowledge for you 
as you plan the session(s). You might want to photocopy relevant sheets and shared 
them with participants. Section Six has suggestions for videos, CD-ROMs, DVDs, 
booklets and leaflets you might want to use to create a focus for discussion.   

Suggestions are made for who might have input to the training. You will see in all 
cases we suggest mental health service users are invited to contribute their 
perspectives and experiences. Where relevant, you may also want input from:- 

• a mental health specialist, GP or other health care worker; 
• one or more church leaders or parish workers with particular experience or 

knowledge about relevant issues; 
• a mental health chaplain who works with mental health service users; 
• invited members of other faith communities; 
• other people with specialist knowledge or experience of issues such as mental 

health advocacy. 

Discussion points have been provided to identify issues you could explore. These can 
be used in a number of ways. With a smallish number of people, some questions can 
be discussed in the whole group and ideas gathered. Or if the group is large, you can 
break into smaller groups and get each one to discuss and feed back key areas to the 
whole group.  

Remember, there are no right and wrong answers.  But stigmatising attitudes need 
challenging and you will need to ensure that everyone’s contribution is heard. It may 
be appropriate to try to sum up the key issues discussed and highlight any action 
points to be taken forward, or further training needs identified.  
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Raising mental health awareness 
Who for: Church members and the wider community; church leaders; church 
  workers
Aims:  

• To increase awareness about mental health and mental ill health 
• To increase understanding of mental health promotion 
• To identify ways in which the church can provide a welcoming and supportive 

environment for people in distress 

Length: Half day or evening session, or a series of sessions

Resources:   
Information Sheet  – Mental health and well-being 
Information Sheet  – Risk and protective factors for mental health 
Information Sheet  – Different mental health problems 
Section Six for other resources 

Input:   Mental health service users   

Possible discussion points: 
• What is mental health? In pairs, decide on three things that indicate positive 

mental health; and three things that indicate poor mental health 
• When positive mental health is missing, what does that do in terms of our 

relationships, our ability to work, our behaviour, our faith? 
• Think about risk and protective factors for mental health. What contribution 

can faith communities make to promoting positive mental health? 
• How can faith communities help create a local community that supports good 

mental health? 
• Signs of mental ill health may be subtle and difficult to detect unless you 

know the person well already. Think about how you might recognise the signs 
of mental ill health in someone, and how you would respond. 

Case study: In Lambeth discussions between faith communities and mental health 
service providers began through informal contacts and through more formal groups 
such as Chapter meetings for a particular diocese. These talks have resulted in a 
growing demand for mental health awareness training to cover issues such as what is 
mental health and illness, what is community care, stress and vulnerability, causes of 
mental distress, recognising mental distress and mental health services within 
Lambeth. The training has been facilitated by clinical staff and members of the 
hospital chaplaincy department, and has been well attended by faith leaders and 
members of their communities. The involvement of mental health service users as 
trainers is now accepted and their input greatly valued. This approach to training won 
the Health and Social Care Award 2002 for improving the lives of people with 
mental health problems. In total, well over 250 faith communities have been contacted 
in Lambeth and links made to try to promote partnership working with a number of 
these groups. 
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Challenging mental health stigma  

Who for: Church and other faith communities; church leaders; church workers; 
mental health service users 

Aims:  
• To provide a forum for people to exchange views and ask questions 
• To create a safe environment for people with experience of mental health 

problems to share personal testimonies 
• To increase social contact between the church community, parish workers 

and mental health service users to challenge intolerance and prejudice 

Length: Half day or evening session, or a series of sessions 

Resources:  
Information Sheet  – Mental health and well-being 
Information Sheet  – Risk and protective factors for mental health
Information Sheet  – Mental health, stigma and discrimination 
Information Sheet  – Mental health problems – myth and reality 
Section Six for other resources 

Input:   Mental health service users 

Possible discussion points: 
• Thought-share names and labels commonly used to describe people with 

mental health problems. Which are acceptable and which are stigmatising? 
• How can we ensure we use ‘inclusive’ language that recognises that we all 

have mental health needs 
• Why do we find mental ill health frightening? In pairs, identify things that you 

find frightening about mental ill health. What might reduce this fear? 
• What would help reduce the distress experienced by mental health service 

users due to stigma? 
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Increasing understanding of the role of the Church in 
mental health promotion  

Who for:  Church workers, church community, wider community, people who 
work in health and social care  

Aims:  
• To increase awareness of the role of the church in mental health promotion 
• To allow people to reflect on their own experiences of mental health issues 

and how this relates to their Christian faith 
• To pray for healing 

Length:   Half day or evening session, or a series of sessions 

Resources:  
Information Sheet  – Religion, spirituality and mental well-being 
Information Sheet  – The church and mental health promotion 
Information Sheet  – The policy context for faith and mental health 
Section Six for other resources 

Input : Mental health service users, carers, mental health    
  professionals, church workers, mental health chaplains

Possible discussion points: 
• How can the church be more proactive in the way it offers friendship and 

provides an accepting community for people with mental health problems? 
• What resources within our church can we offer to people experiencing mental 

health problems, and equally what can they offer? 
• How can the knowledge and experience of service users be valued and 

opportunities developed for it to be shared more widely? 
• How can you reduce the potential damage that religion might bring about in 

people who are vulnerable? 
• How can the ministry of the church complement the healing associated with 

talking therapies, professional care or medication as well as the support of 
friends, family and other users of mental health services?   
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Increasing understanding about religion, spirituality and 
mental well-being for health and social care services  

Who for:  Health and social care practitioners including mental health specialists, 
mental health chaplains 

Aims:  
• To raise awareness about the importance of faith and spirituality in relation to 

mental well being 
• To identify ways in which health services can support the spiritual needs of 

their service users 
• To build links between churches and local health care practitioners 

Length:   Half day or whole day or series of sessions 

Input : Mental health service users, carers, mental health    
  professionals, parish workers

Resources:  
Information Sheet  - Religion, spirituality and mental well-being 
Information Sheet  - The Church and mental health promotion 

Possible discussion points: 
• We all have spiritual needs. What are they, how do we meet our own? How do 

they relate to mental health? How do we make sure they are not neglected? 
• How can the individuality and uniqueness of each person’s spirituality be 

recognised, respected and responded to 
• How can people working in mental health services be enabled to talk to 

service users about spiritual and religious needs, both when they first get 
assessed and throughout their care and treatment 

• How can mental health services be helped to offer access to religious and 
spiritual resources, including people trained and knowledgeable about spiritual 
issues and opportunities for groups to discuss these issues 

• How can effective links be built between different faith communities and 
mental health services locally and nationally 
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Pastoral care of people with severe and enduring mental 
health problems 

Who for:  Faith community leaders and pastoral workers 

Aims:  
• To provide a forum for people involved in pastoral care to share issues related 

to work with people who are mentally unwell 
• To explore the relationship between spirituality and mental health and identify 

specific ways in which the church can support people in distress   
• To look at ways of providing support to vulnerable people 

Length:  Whole day or series of sessions 

Input : Mental health service users, church leaders and pastoral workers 
       
Resources: 
Information Sheet  – Mental health and well-being 
Information Sheet  – Risk and protective factors for mental health 
Information Sheet  –Different mental health problems 
Beyond Belief [video] (see Section Six)

Possible discussion points: 
• Share experiences and difficulties faced in pastoral work, and think about the 

areas where more guidance and support is needed  
• What constitutes mental disturbance? When are experiences valid 

manifestations of spirituality? How can we help people struggling with these 
issues? 

• How can we recognise and remember that there is more to the person than 
their illness – think about everything the person has to offer 

• What specific support can the church offer? 

Case study:  Westminster Christian Mental Health Forum offers a training day for 
clergy and pastoral workers seeking a confidential forum in which they can share 
pastoral issues arising from their work with people who are mentally ill. The day is 
limited to 24 participants to allow adequate time for discussion. The programme 
includes small group work to share problems, followed by a panel discussion of the 
issues arising. The afternoon focuses on spirituality and mental health, including 
seeking spiritual perception in mental confusion; the place of prayer and worship; and 
support and supervision. During the lunch period a Eucharist with prayer for healing 
is planned. 
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Developing support systems for people experiencing  
mental distress
             
Who for:  Pastoral workers, church community, wider community 

Aims:  
• To think about the needs of different people with mental health problems and 

how to respond sensitively to their particular situations 
• To develop an action plan for setting up support within the church community 

Length:   Half day or evening session, or a series of sessions 

Resources:  Information Sheet  – The church and mental health promotion 

Input: Mental health service users, carers, mental health     
 professionals, pastoral workers
Possible discussion points: 
• In small groups discuss one of the case studies below.  
• Think about how your church community or the wider Christian community could 

provide support and help, both in the short term and longer term 
• What different support systems do you have in place?  
• What support could you put in place for people like these who are experiencing 

mental distress? 

Bill is in his fifties and works full-time in the financial sector. He commutes several 
hours each day to his workplace and in addition travels widely within the UK and 
abroad. A restructuring at work has meant that he works longer hours and often at 
weekends. He has begun to drink excessive amounts of alcohol and this has affected 
him and his family. His wife has spoken with one of the church leaders about the 
impact on her and the children of her husband’s erratic behaviour. She has become 
increasingly anxious and sometimes frightened.

Mrs Jones recently lost her husband and is caring for her elderly mother who lives 
with her and is suffering from the early stages of dementia. She used to play an active 
part in the community and attend church regularly but now rarely leaves her home 
except to do her shopping. Mrs Jones is becoming increasingly isolated and 
depressed. 

Tim is in his early twenties and has been diagnosed with bi polar disorder. He 
experiences severe mood swings and his behaviour can be unpredictable. He has few 
friends and has been unable to hold down a job, having dropped out of college when 
his symptoms first started. The church has become an important focus for Tim and he 
is passionate in the way he worships and expresses his beliefs. But his behaviour 
during services can be unsettling for others. 
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Developing support for carers

Who for:  Faith community leaders, pastoral workers, carers, the whole Church 
community 

Aims:  
• To raise awareness of the needs of carers within the church community who 

are affected by mental ill health 
• To explore ways in which the church can offer support to people caring for 

someone with mental ill health 

Length:  2-hour session or series of sessions 

Input : Carers, mental health service users 

Resources: 
See Section Six for resources –including carers’ resources from Rethink 
Information Sheet  – Risk and protective factors for mental health 
Information Sheet  – Mental health, stigma and discrimination

Possible discussion points 
• Think about some of the difficulties that carers may face.  
• How can the Church ensure issues around confidentiality and boundaries are 

established? 
• What kind of support could be developed for carers? 

Case study:  A Mental Health Matters study day was organised for pastoral 
assistants. The afternoon included a workshop on the theme of carers, offering a 
personal viewpoint from someone who cares for her daughter with severe mental ill 
health. There were presentations with different scenarios and situations where pastoral 
care could support someone in a caring role. Advice about who to contact for more 
information was also on offer.   
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Setting up a mental health befriending scheme or drop-in   

Who for:  Volunteers, pastoral workers 

Aims:  
• To increase understanding and awareness about mental health issues 
• To provide an opportunity for volunteers to develop listening and 

interpersonal skills and ways to cope with emotional distress 
• To set up an on-going support system for volunteers 

Length:  4 – 6 sessions over a number of weeks  

Input : Mental health service users, carers, mental health    
  professionals, pastoral workers.

Resources: 
Information Sheet  – Mental health and well-being 
Information Sheet  – Risk and protective factors for mental health 
Information Sheet  – Religion, spirituality and mental well being 
Information Sheet  – The church and mental health promotion 
See Section Six for resources 

Possible discussion points: 
• Getting the right ethos – how to avoid an ‘us’ and ‘them’ approach, create a 

welcoming atmosphere and involve participants as much as possible in the 
running of the scheme 

• Consider ground rules that will be needed and how to negotiate them with the 
group participants.1

• Think about how you can provide support to the volunteers - volunteers need 
to know who to turn to when they need support between group meetings. 

• Discuss how to befriend, make connections, see potential in others and honour 
the humanity of all those with whom we share our life and come into contact 

• Learn to listen – to our own inner voice(s), to the spirit of God, to what others 
are really saying. 

Case study:  The South London and Maudesley NHS Trust ran a four-week training 
course in listening skills and spiritual and pastoral care for mental and emotional 
health. The brief was to support the development of befriending, drop-in and 
volunteer services in two Pentecostal Faith Communities. The course covered the 
following areas: Week 1: Introduction: Hopes and Fears. Begin with a listening 
exercise and continue with experiential work around issues of mental ill health, 
emotional distress and mental health.  Week 2: The nature of mental and emotional 
distress: causes, diagnosis and treatment, approached from an experiential angle, with 
guest speaker. Week 3: Religion, spirituality and mental/ emotional health. Week 4:
Listening and interpersonal skills
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Case study: A Mental Health Support Group is run twice a month by Marylebone 
Parish Church and provides a chance to meet with people who have experienced 
prolonged mental health issues. Two people, one of whom has experienced severe 
mental ill health in the past, facilitate the group. Up to 25 people attend on any given 
day, with a smaller core group. When the group started, many different themes and 
issues were brought up, from housing to psychiatry, and the issue of spirituality was 
skirted round for quite some time before it gradually became more central to the 
discussions. 

References 
1. See the APCMH leaflet which sets out some core values, including 

guidelines on alcohol or non-prescription drugs, smoking, lending money, 
mutual respect and empowerment, confidentiality and boundaries  

           ( www.pastoral.org.uk).
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‘People in Mind’ Event 

Who for:  Church members and the wider community, including the mental  
  health community across a Diocese or wider church community 

Aims:  
• To provide a day of worship, reflection and discussion to raise awareness 

about mental health 
• To offer people with mental health problems, and their carers and families an 

opportunity to speak for themselves and share experiences 
• To increase understanding and awareness about mental health issues 

Length:  Whole day event 

Input:  Mental health service users, carers, mental health    
  professionals, faith community leaders

Resources: 
Information Sheet  – Mental health, stigma and discrimination 
Information Sheet  – The church and mental health promotion 
Information Sheet  – Worship on the theme of mental health 

Case study: A People in Mind event involving a day of worship, reflection and 
discussion ran in the Diocese of Ely.  The Anglican parish church agreed to co 
ordinate the day, in consultation with groups representing users, carers, the local MP 
and a mental health professional.  Speakers were invited to run workshops on personal 
experience, as well as medical, political and theological responses to mental health.  A 
separate programme was planned for children on the theme of ‘celebrating 
differences’. 169 people attended the day, which began with a short act of worship 
and ended with a plenary session on the way forward.  Much of the success of the day 
stemmed from universality.  Those who had previously felt isolated in their 
experience were given an opportunity to feel included.  
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Case study: Hope through the Darkness was a special service held for World 
Mental Health Week in October 2003 in the Diocese of Guildford. It came from a 
discussion at the Mental Health forum and was a way of supporting the mental health 
community across the diocese. The service included contributions from a number of 
individuals and groups with experience of mental health needs. It was widely 
publicised to bring together people with personal, pastoral or professional experience 
in mental health and 140 people attended.   The venue was a church in Guildford, 
chosen for its good access for people with disabilities and via public transport. It also 
‘had the right feel’ and was seen as not intimidating to non-church goers. A group of 
school students devised and performed a dance piece as an interpretation of the story 
of the Good Samaritan and there was a reading of poetry written by a young girl who 
had experienced severe depression. Following the prayers of intercession, people had 
an opportunity to light candles as another kind of expression of concern, for 
themselves and others. The intercessions included a prayer for people who have taken 
their own lives in despair. Pastoral listeners were available after the service. (See 
Section Three: After the event)
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Worship on the theme of mental health

Who for:  The local community, church members, other faith communities 

Aims:  
• To hold a service on the theme of mental health  
• To come together and share an insight into what it is to have mental ill health 
• To celebrate our differences, pray for healing, and value everyone equally  

Length:  1 -2 hours 

Input:  Carers, mental health service users, local schools, and other  
local groups 

Resources: 
Information Sheet  –Worship on the theme of mental health 

Possible discussion points 
• How can we as Christians provide the love, support and understanding that 

people with mental health problems turn to us for? 
• To think about the spiritual and biblical basis for the care of people with 

mental health problems 
• Worship for people with mental ill health – we may not sing in tune but we 

want to worship God. How can the church respond? 

Case study: A Neighbours Community and Churches Together Mental Health 
Workshop was held, with 60 people attending from 24 congregations in 
Northampton. There were two invited speakers – a Chaplain within Northamptonshire 
Mental Health Trust and a local GP responsible for mental health education at 
Northampton Primary Care Trust. The event was held at the United Reformed Church 
and the minister welcomed people and led the prayer. The video ‘With a little help 
from my friends’ from the Diocese of Ely (see Section Six) was used as an 
introduction.  The speakers provided two different perspectives: a medical 
background to the issues, and the spiritual and biblical basis for the care of people in 
mental distress. Plenty of time was left to share each other’s stories over refreshments. 
People were encouraged to return to their own church communities to take forward 
the concerns raised and the strategies identified for dealing with them.  
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Section Five   Information sheets 

OVERVIEW
Information sheets have been supplied on a range of topics on mental health and its 
promotion, links between spirituality and mental health and associated issues and 
themes. These sheets provide succinct facts and are not intended as a complete guide 
to the particular topic.  

Each of the information sheets can be used to complement any of the activity or 
workshop sessions. You will see that in Section Four each activity sheet offers 
suggestions on Information Sheets that might be used in conjunction with a given 
activity. 

You can use the Information sheets in a number of different ways. For example the 
people organising and facilitating an event might want to read specific sheets before 
the event and discuss the contents as part of the planning process. If you know who 
will be attending an event, you might want to send people copies of the Information 
sheets beforehand as background information. Or you can photocopy the relevant 
sheets and give them out to participants at the end of an event. 

The Activity sheets in Section Four include discussion points that provide issues you 
could delve into with participants. The Information sheets in this Section will give 
you a range of facts that can help you to think of areas to explore. Some of the 
Information sheets may trigger other areas that would benefit from discussion. 

Remember, there are no right and wrong answers. You can use a variety of 
approaches depending on your specific needs and what you are intending to achieve. 
There are many ways of doing things. Through using this resource you will find what 
is most appropriate for your situation. 

Remember however, this resource is not intended to turn congregations into experts.
You do not have to have a fund of knowledge about mental health and mental distress 
to be able to use this resource. If someone asks a question that you do not know the 
answer to, it is alright to ask if anyone else in the group knows the answer, or to say 
you will try to find out and let them know.  
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Mental health and well-being 

What is mental health? 
Mental health concerns everyone, and is more than the absence of mental health 
problems. It underpins our health and well being and influences how we think and 
feel about ourselves and other people, how we interpret events, and our capacity to 
learn, communicate and form and sustain relationships. Mental health affects our 
ability to cope with and manage change, transition and life events such as the birth of 
a child, redundancy, retirement or bereavement.  

Mental health problems are common. At any one time, one in six adults experiences 
mental health problems of varying severity with an estimated 1 in 4 people in the UK 
experiencing some kind of mental health problem in the course of a year. 1, 2

Everyone has mental health needs, whether or not they have a mental health 
diagnosis. We can think of mental health as a continuum with people positioned at 
various points along that line at different points in their life.  

Mental health needs are met in a variety of settings where daily life takes place- at 
home, at work, in schools, local communities, faith communities, prisons and 
hospitals. Positive mental health depends on whether people feel respected, included 
and safe, or on the margins, afraid and excluded.  

There are many different definitions of mental well being and these are influenced by 
individual experiences and expectations, as well as by cultural and religious beliefs.   
An individual with good mental health is someone who functions well and is able to 
cope with and enjoy work, family and social relationships. One useful definition is: 

 Mental health is the emotional and spiritual resilience, which enables us to 
 enjoy life and to survive pain, disappointment and sadness. It is a positive 
 sense of well being and an underlying belief in our own worth, and the dignity 
 and worth of others. 

Like physical health, all of us need to take our mental well being seriously and take 
steps to protect it, whether or not we currently have a mental health problem. A 
variety of factors are known to influence our mental well being. These include genetic 
inheritance, childhood experiences, life events, individual ability to cope and levels of 
social support. Broader socio-economic and cultural factors also influence mental 
health e.g. adequate housing, employment, financial security, access to appropriate 
health care. Gender, ethnicity, social class and age are also crucial to mental health.  
In addition racism, homophobia and other forms of discrimination also affect mental 
health and can be an underlying cause of mental health problems.   
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Mental health is not simply a characteristic of individuals. Whole neighbourhoods, 
organisations such as schools or workplaces, or specific groups of people, for example 
asylum seekers, may have low levels of mental health. There are links between poor  
mental health and poverty, deprivation, exclusion, isolation or low status. Poverty and 
social exclusion are both a cause as well as a result of mental health problems. 

Mental health promotion 
Because we all have mental health needs, we can all benefit from mental health 
promotion, which works to strengthen our capacity for positive mental health, 
whether or not we currently have a mental health problem.  Mental health promotion 
can also help reduce factors which are known to damage mental well being, for 
example through social support, anti-poverty strategies or by tackling racism.  

A growing body of research suggests that individuals can undertake certain activities 
to promote their mental well being and help reduce symptoms of stress, anxiety and 
depression.  These include physical activity, keeping in touch with friends, getting 
involved in activities, learning new skills, taking time out to relax and being able to 
ask for help. Companionship, meaningful occupation and opportunities to participate 
and contribute are also known to protect mental health.   

Mental health promotion is essentially concerned with: 
• how individuals, families, organisations and communities think and feel  
• the factors which influence how we think and feel, individually and collectively   
• the impact that this has on overall health and well being.   
         
Mental health promotion can take place with individuals, communities or at policy or 
structural level and is relevant to the whole population as well as vulnerable groups 
and people at risk of or currently experiencing mental health problems. 

Many people turn to a religious faith in times of emotional crisis and there is some 
evidence that religious involvement protects mental well being and may help people 
with mental health problems.  Faith communities can provide a spiritual resource and 
a place of belonging which help to counter the impact of prejudice, inequalities, 
loneliness or isolation. For example, the worshipping, witnessing and caring life of 
the church contributes something to good mental health since it brings people in touch 
with Jesus the great healer. In many ways then, faith communities are ideally placed 
to promote the mental health of all their members.  
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Risk and protective factors for mental health 

Good mental health can be encouraged by reducing risk factors that are known to 
damage mental health or by intervening at points of greater risk, for example 
following bereavement, retirement or redundancy. There are also protective factors 
for mental health, which influence how individuals respond to stressful, or traumatic 
life events.  

There are individual and family risk factors for poor mental health, as well as life 
events and community and cultural factors that increase risk: 1

Individual factors –poor social skills, low self-esteem, poor physical health; 
Family/social factors –marital discord, lack of warmth and affection, or substance 
misuse; 
Life events and situations  - divorce or family break up, bereavement, physical 
illness, job insecurity, long term caring responsibilities, moving into residential care;  
Community and cultural factors –deprivation including unemployment, 
homelessness and poor housing, neighbourhood violence and crime, racism, lack of 
support services. 

Key protective factors for good mental health include: 1

Individual factors –problem-solving skills, good coping skills, optimism, moral 
beliefs, values, social competence, feeling respected, valued and supported, having a 
sense of hopefulness about the future; 
Family/social factors –good parenting, secure stable family, strong family norms and 
morality, supportive relationship with another adult; 
Life events and situations –good physical health, positive school experiences, 
financial security;  
Community and cultural factors –strong community networks, participation in 
church or other community group, strong cultural identity and pride, access to support 
services, sense of belonging. 

Individuals with positive mental health show a number of characteristics: 2

• feeling of some control over their life 
• an ability to learn, grow and develop 
• feeling loved, trusted, understood, valued 
• having an interest in life 
• autonomy (independence) 
• self-acceptance and self-esteem 
• optimism and hopefulness 
• resilience
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A local community may have a number of features that promote the mental health and 
well being of the people who live or work there. Consequently, mental health 
promotion can be about enhancing some or all of these features: 3

• Equitable access to resources and services 
• Support for parents and carers 
• Activities that bring members of the community together 
• Effective sharing of local information 
• Tolerance and trust 
• Friendly physical environment 
• Dealing effectively with crime and anti-social behaviour
• Robust local democracy and opportunities to participate   
      
The extraordinary protective effects of religion and spirituality are just beginning to 
be recognised: 4

• In general, about 25% of women and 12% of men suffer major depressive disorder 
during their lifetime. But people with a spiritual or religious affiliation are up to 
40% less likely to get depressed than people who do not have such affiliation. 

• When they do get depressed, they recover faster.  
• Where psychotherapy is offered, those receiving religiously orientated therapy 

sensitive to their religious beliefs score best on post-treatment measures. 
• Depression affects up to 35% of patients who are medically seriously ill. However 

an increased commitment to religion was strongly linked to an increase in the 
lessening of depression.  

• Religious/ spiritual commitment correlates with lower levels of substance abuse. 
The risk of alcohol dependency is 60% greater when there is no religious 
affiliation 
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Religion, spirituality and mental well -being 

Religious and spiritual beliefs play an important role in the lives of people with 
experience of mental and emotional distress, and religious involvement is increasingly 
associated with positive mental health outcomes. 1, 2, 3

Studies emphasise the value of support from faith communities for people with mental 
health problems. One study in the US has shown that spiritual belief had a positive 
impact on mental health by fostering feelings of comfort, being cared for and not 
being alone and that faith can protect against depression. An Australian study found a 
correlation between regular church attendance and measures of personal 
psychological well being. 4

The Strategies for Living service user-led project in Somerset found that for some 
people involvement in faith communities provided stability and a sense of community 
and family which helped reduce isolation.5 Aspects of religious practice such as 
prayer brought comfort to some, and for one or two sitting in a sacred place helped 
them feel more calm and peaceful.  What people found most helpful was the offer of 
practical help such as lifts, phone calls and visits and feeling that they were cared for, 
as well as appreciating when other members of the community prayed for them after 
seeking permission.  

Some people talked movingly about the presence of God and what this meant to them. 
For one, the voice of God had prevented him from taking his own life. For others, 
their experience of distress and the spirit, belief in the sanctity of life or faith brought 
them through and gave them a sense of meaning and purpose in life. 

Mental health services and religion and spirituality 
Within mental health services, the role of spiritual or religious beliefs for individuals 
experiencing mental health problems is sometimes overlooked. There may be taboos 
around discussion of religious beliefs within mental health services, or religious 
beliefs may be ignored or interpreted as symptoms of illness. Some people who use 
mental health services feel that their spiritual needs are not understood and valued.  

People may be trying to understand the meaning of their distress in religious and 
spiritual terms and may look to mental health service staff to help them with this. In 
some cases, professionals may be very helpful, listening without judgement and being 
willing to ask pertinent questions about people’s experiences and beliefs. The 
chaplaincy service offers a valuable source of support. 

Defining spirituality 
‘A quality that goes beyond religious affiliation, that strives for inspiration, 
reverence, awe, meaning and purpose, even in those who do not believe in God.’ 
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Spirituality can play an important role in the survival strategies of people with mental 
health problems by providing: 

• wider feelings of sharing and community that go beyond religious practice 
• a source of personal inner strength, fostering both perseverance and 

forgiveness
• inner contemplation and outer activities that help individuals develop greater 

self knowledge and understanding of others, and also lead to strong 
communities  

While recognising the valuable support commonly extended by faith communities to 
people with mental health problems, it is important to acknowledge that some people 
have been damaged by their experiences with religious groups.  In the Strategies for 
Living Project, some people felt rejected, for example because their own beliefs did 
not sit comfortably with those seen as acceptable in the church. Some research has 
identified potentially harmful aspects of some spiritual or religious beliefs or attitudes.  

Rejection and fear of people with mental health problems has been commonplace in 
many different religions and cultures. Attitudes are often ambivalent and 
contradictory. Mental health problems may be seen as possession by evil spirits or 
demons, or by good but powerful spirits. There may be no easy distinction between 
some forms of religious inspiration and symptoms of psychosis. Visions, speaking in 
tongues and hearing voices can be interpreted as powerful expressions of faith and 
spirituality.  

Explanations for mental health problems proposed by some faiths, such as blaming 
individuals or looking for sins in their lives to account for their problems, have caused 
great suffering. Concerns have also been expressed about religious groups who may 
discourage people with mental health problems from seeking professional help. Faith 
communities are not immune from the wider fear and misunderstanding about mental 
health problems that are characteristic of social attitudes in general. As a consequence 
some service users may have experienced stigma and discrimination within their faith 
communities. 
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Mental health, stigma & discrimination 

Mental health problems are common and can affect anyone.  Currently one in seven 
adults experiences a mental health problem, with an estimated 1 in 4 people in the UK 
experiencing some kind of mental health problem in the course of a year. 1

In spite of this, mental health issues are often deeply taboo and surrounded by fear 
and misunderstanding.  The stigma attached to mental health problems adds greatly to 
the distress and isolation felt by people who have experienced problems. People with 
mental health problems consistently identify stigma, discrimination and exclusion as 
major barriers to health and quality of life.2   When people with mental health 
problems and their carers are asked what would make a difference to their quality of 
life, they frequently say reducing stigma. 3

Stereotyping is the belief that most or all members of a particular group share certain 
negative characteristics. For example there is a widespread misconception that all 
people with a diagnosis of schizophrenia are violent. Stereotyping frequently leads to 
prejudice – unfairly formed opinions and feelings against a group of people. Prejudice 
towards people with mental health problems shows itself through public fear, 
misunderstanding, intolerance and ignorance about mental health issues.  

Community care has increased the public visibility of people with mental health 
problems and brought associated stigma, fear and confusion more into the open. The 
stigma surrounding a diagnosis of depression, schizophrenia, manic depression, eating 
disorders or self-harm is widespread. Inaccurate and sensationalised media coverage 
reinforces stigma.  

Media stereotypes of people with mental health problems often emphasise violence 
and crime, giving an unbalanced view, which has fuelled public concern. It is 
therefore not surprising that myths and stereotypes about people with mental health 
problems should also be common among faith communities. Much remains to be done 
to increase understanding and awareness and break down barriers.  

Public attitudes towards people with mental health problems are often inconsistent 
and contradictory.4 The relationship between attitudes - such as prejudice - and 
behaviour - such as discrimination - is complex and one does not automatically lead to 
the other. For example, people can be prejudiced but act fairly, and people can 
discriminate unintentionally. It depends how socially acceptable discrimination is, 
whether there are any penalties involved and how likely these are to be enforced. 
Reducing stigma and discrimination will, by its very nature, promote the mental 
health of some people within the community, especially people who have used mental 
health services.  
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Raising awareness and changing attitudes do not necessarily lead to reduced stigma 
and discrimination. Programmes to reduce stigma and discrimination must aim to  
change the behaviour of a particular community or group of people. Effective 
approaches include increasing social contact, providing support and skills to 
individuals required to adapt, developing an environment of intolerance to prejudice 
and ensuring change is sustainable and supported by policy and legislation.  

To challenge stigma we need to provide a forum for people to express their fears, 
where people can speak up, ask questions, challenge and communicate their worries.5
The single most powerful way to break down barriers between people and challenging 
preconceptions is for us to get to know each other – as friends, neighbours and 
colleagues. It is particularly effective if we do things together as equals such as 
learning together or working together on common goals. Key conditions are: 6

• equal status between people 
• common goals 
• face to face contact on a close personal level 

Personal testimonies are a powerful tool for delivering relevant messages. Featuring 
real stories prompts emotional responses that are known to facilitate learning and 
change. A study looking at the value of service user involvement in anti-
discrimination programmes compared different types of programme on participant 
knowledge, attitudes and behaviours. When service users were involved in having 
input to the programme there was the greatest impact on the audience. 7

Case study: The project facilitator from Beyond the Cuckoo’s Nest in Rotherham 
found in their experience: “… the most effective element has simply been offering a 
personal account of mental ill health… At the end, when one of us says, “One of the 
reasons I’m here is to talk about my experience of manic depression…” it comes as a 
real surprise to people. It challenges common perceptions of people with mental ill 
health and helps normalise mental ill health. This in itself counteracts stigma, 
especially coupled with giving people the opportunity to ask questions about what it’s 
like to have an illness. We try to create a space where people feel it’s OK to ask 
questions without feeling stupid or worrying that they’ll be judged” 

People who know someone with a mental health problem are more likely to report 
more positive and less stigmatising views in public attitude surveys. 8 Contact is 
effective even where it is only short term, for example in a school project with service 
users working with young people for one week. Simply giving people information 
about mental health will not change their attitudes, let alone their behaviour. People 
are more likely to change if there is peer or community support for change, and you 
can provide this within the church community. 
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Positive education and active learning: 
• Telling people they are wrong rarely results in change 
• Understand the people you are trying to influence, their fears and concerns, 

and tailor what you want them to understand to the things they are ready to 
hear 

• Make it interactive – work through their problems, help them develop 
practical solutions and skills, help them work out how to do things right 

• Keep working with them to support them to put what they have learned into 
action. 

Case Study: The Like Minds, Like Mine project to counter stigma and discrimination 
associated with mental ill health in New Zealand targets the general public, mental 
health workers, and other agencies with frequent contact with people with experience 
of mental ill health, media, other opinion leaders e.g. politicians and church leaders. It 
involves public relations, advertising, development of national policy and curriculum 
guidelines. 

The National Institute for Mental Health in England (NIMHE) launched a five year 
anti-stigma and anti-discrimination programme in June 2004.9
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The church & mental health promotion 

Faith communities can contribute to improved mental well being by offering an 
important source of friendship, belonging and support that both helps prevent mental 
distress and assists people with mental health problems to cope with and recover from 
mental distress. They can also provide spiritual guidance, counselling and emotional 
support, and support for carers and families of mental health service users. Religion or 
spirituality can act as a part of the holistic healing process that gives calmness and 
peace that is so vital to recovery. 1 A great deal of work is undertaken by church 
leaders and lay people who help and support people with mental health problems, who 
either may come to them in distress or come to talk about their problems. The 
worshipping, witnessing and caring life of the church contributes something to good 
mental health by bringing people in touch with Jesus the great healer. 

The Church has a really important role in raising awareness and increasing people’s 
understanding and knowledge about mental health problems. It can do this through 
the way it behaves and includes people and by acting as a sanctuary. Many people 
with mental health problems find that the church is the one place they can go where 
they are treated the same as everyone else and be accepted for who they are.  

Within any faith community there will be people who are experiencing mental 
distress, people who currently have a mental health problem or who have experienced 
one in the past, and many others who are affected by mental health problems as 
family members, friends or carers. Church communities together with the wider 
community in which they sit have a responsibility towards and concern for people 
affected by mental health problems.    

Helpful aspects of spiritual life include: 2

• religious belief 
• faith as a source of comfort or support, including the sense that God is always 

there, no matter how you feel or what happens in your life 
• prayer as a source of reassurance or guidance 
• reading the scriptures to provide guidance for life 
• belonging to a religious community, and the support gained from other people 

who do, including religious leaders, through the sharing of beliefs and a sense 
of community.  

Building social capital: Faith communities possess valuable resources and can help 
build social capital through the use of their networks, buildings, voluntary activities 
and leadership skills. A recent study 3 found that religious communities provide an 
impressive range of valuable services and represent a local resource that is underused 
and little appreciated. It concluded that faith communities are especially important in 
generating or supporting social capital in deprived areas where other social infra -
structures may be absent. Faith groups are particularly skilled at identifying the needs 
of their communities as well as finding practical and innovative ways of fulfilling  
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them. The wider community also shares the benefits derived from the activities of 
faith groups.   

Offering friendship: Where there is mutual trust and respect between spiritual and 
religious leaders and their congregation, this can provide a strong basis on which to 
support people’s mental health needs and offer informal neighbourly care, openness 
and friendship to people who may be vulnerable.  

Valuing people with mental health problems: The church can offer a lot to people 
with mental health problems, providing a safe and welcoming community and helping 
improve their quality of life. In turn, people with mental health problems have a great 
deal to offer others through, for example, sharing their experiences, and participating 
in community work, religious groups and religious services.   

Promoting the mental health of the whole community: As well as creating an 
environment in which people with mental health problems can feel involved, included 
and valued, the church is an important setting for promoting mental well being more 
broadly. Activities and groups that take place in church premises, for example youth 
groups, older people’s groups, homeless drop-in centres, mother and toddler groups, 
user and self-help groups and other community activities contribute to mental well 
being, and help reduce social exclusion.  

Raising awareness about mental health and challenging stigma: Talking openly 
about the mental health needs of the whole community fosters understanding of the 
issues and dispels notions of ‘them and us’. Accepting and welcoming people with 
mental health problems into the church community can act as a powerful message to 
those who view them with fear or mistrust. Developing or organising training or 
discussion groups to raise awareness and dispel myths, including contributions from 
mental health professionals, mental health service users and voluntary agencies can 
also help challenge stigma and discrimination. 

Supporting people at key points in their lives: People are likely to turn to their faith 
community at times of great change or crisis in their lives, or to mark deeply 
significant events like birth or marriage. Support at these times can strengthen the 
mental well being of individuals, families and whole communities. This is particularly 
the case following bereavement. Bereavement is a time of great mental distress and 
may also challenge a person’s spiritual beliefs or give them greater intensity. The 
quality of help and support a person receives following the death of someone they are 
close to is a very important factor in reducing the risk of depression. To know you are 
supported by a faith community and are being prayed for has very positive effects. 
Spiritual leaders have an important role to play in increasing awareness of the need 
for time to grieve, for both adults and children, and in assisting access to practical 
help and support during bereavement.  

Linking people with mental health services: Some people with mental health 
problems, in particular those from black and minority ethnic communities, face 
barriers to accessing mental health services. For some people, faith communities may 
be a first point of contact and can act as a link and referral system to statutory mental  
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health services and other sources of support in the community. Faith communities can 
play an important role in forging partnerships with mental health service providers 
and supporting people to seek professional help. 

Offering information, emotional and practical support: The church also provides an 
informal setting for users and carers to meet with others, and can offer practical and 
emotional support for both. It can support people with mental health problems by 
making pastoral visits to them and their families and carers. One example of the help 
that can be offered is providing a service to sit with people experiencing mental health  
problems to relieve their families. For some people, particularly those who are 
isolated or unemployed, the church may be the only place where they can meet  
socially and one of the few sources of information and support. 

Support for someone experiencing mental distress 
Everyone has off days, and from time to time we all get angry, need to talk about our 
worries or feel down. A pattern that continues for some time may indicate an 
underlying mental health problem. Sometimes a person will have an insight into their 
situation and be willing to seek help. More often it will be important for those around 
them to be aware and sensitive to what they are experiencing, and to offer some 
support. Some of the obvious signs include a significant mood change, frequently 
feeling tired or experiencing aches and pains, a change in how drugs or alcohol are 
used, indecision, poor morale or lack of confidence, and lack of co-operation.   

Be prepared to offer support when needed:
• Consider different support systems that could be put in place in the parish, 

including peer support, practical help, information about local support agencies; 
• Be alert to signs of mental distress, but do not attempt to diagnose the problem or 

treat it; 
• Know where and how to signpost people towards professional help, self help 

groups and other sources of support; 
• Once someone has experienced mental health difficulties, try to agree with them 

what action they would like to be taken when and if problems occur again, for 
example, contacting a family member or close friend, encouraging them to take 
their medication early on, accompanying them to see their GP.  

When someone becomes distressed:
• Ask the person how you can help and what they would find useful, for example 

someone to talk to, time to be on their own; 
• Ask if there is anyone they would like contacted, for example, a family member; 
• Make space for the person to be distressed in private, to express emotions, let off 

steam or calm down; 
• Discuss with them the possibility of them seeking professional help. Encourage 

them to get help from their general practitioner or other health professional; 
• Rarely, someone may be in crisis. Where possible, contact the person of their 

choice. If this is not possible, you could ring the duty social worker at your local 
social services for advice or intervention.
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Offering social support: The church is an important source of opportunities for 
people to meet and socialise, for example by providing drop-in facilities, social 
occasions such as lunch clubs, recreation groups and outings.  

Providing counselling and therapy:
Churches may offer counselling, and in the best cases this will provide a perspective 
that is open to a spiritual and Christian dimension without pushing any particular 
belief. The quality of counselling provided by churches is variable and it is important 
for counsellors to be professionally trained and accredited. The Association for 
Spiritual and Pastoral Counselling is developing a network of counsellors affiliated to 
their organisation (Tel: 0870 443 5220). For general secular counsellors, the British 
Association for Counselling and Psychotherapy (BACP) provides a directory of  
accredited counsellors and psychotherapists on their website (www.bacp.co.uk) and 
you can search by region.  

Case study: St Marylebone Healing and Counselling Centre, situated in the crypt of St 
Marylebone Parish Church, offers a number of approaches to healing including 
professional counselling and psychotherapy, spiritual direction and prayer. They have 
access to the services of 15 trained and accredited counsellors and psychotherapists, 
all of whom share a Christian belief in the need for human wholeness based on 
authenticity and relatedness. They are open to exploring issues of faith and spirituality 
with people who are offered one session per week for up to two years.  
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Mental health problems – myth & reality 

What is mental health?  
A broad view of mental health and its promotion can provide a helpful framework for 
understanding how to build a mentally healthy society.  

Mental health and well being is influenced by a combination of social, cultural, 
economic and political factors impacting on people’s life experiences. For example, 
people place a high priority within their community on friendliness, community spirit, 
security, feeling safe from crime and being in close proximity to friends and family. 
All of these factors contribute to individual and community mental and emotional 
well being. 1

In other words, such problems are not influenced by our biological inheritance alone.  

We all have mental health needs and a mental health problem is any thing that 
disrupts how we think and feel – temporarily or on a more long-term basis. Our 
mental health can fall anywhere along a continuum, and will move along that 
continuum depending on what else is happening in our lives.

What are mental health problems? 
There are many misconceptions about mental health problems, often fuelled by 
sensationalist media coverage. Research carried out by the Royal College of 
Psychiatrists in 1998 revealed that 30% of employers interviewed would not, under 
any circumstances, consider employing people who had experienced mental health 
problems. This attitude reflects lack of knowledge and understanding about mental 
health problems in society.   

There is also often confusion between mental health problems and learning disability. 
The two are quite different. For more explanation see Information Sheet on
Different mental health problems. 

What are some of the common myths surrounding mental health problems? 

Myth: 
Mental health problems are permanent and untreatable. 

Reality: 
Studies over a significant period show that the majority of people with a mental health 
problem lead stable and productive lives. A mental health problem may be permanent 
but it is not untreatable. As with other chronic conditions, mental health problems are 
amenable to a combination of medication, support from services as well as friends and 
family and adapting ones life to changed circumstances. 



Mental Health & Spirituality: Building Workforce Competence and Capability Together76

Appendix 4

43

Myth: 
People with mental health problems are violent. 

Reality: 
Mental health problems are not a predictor of violence. With rare exceptions, the vast 
majority of people who have been diagnosed as having a mental health problem are 
not violent or aggressive. Only one per cent of violent crimes committed against the 
person are by people assessed as having a mental disorder.1 People with schizophrenia 
are 100 times more likely to harm themselves than to harm others, with a suicide rate 
of 6 –10 per cent 2 and they are more likely to be victimised as a result of their mental 
health. People are more at risk from young men under the influence of alcohol than 
from people with mental health problems. 

Myth: 
Someone with a mental health problem is going to take lots of time off sick and be 
unreliable at work. 

Reality: 
One research study found that a person with depression had significantly reduced 
chances of employment compared to someone with diabetes because of employers’ 
concerns about poor work performance.3 People may need time off with mental 
distress, but this is not always the case. In fact, people with a diagnosis of a severe 
mental ill health may have excellent sickness records, and employment can contribute 
to their recovery and staying well. People with mental ill health are often far more 
conscientious and motivated to ‘do well’ than others.4

Myth: 
People with a mental health problem are not going to be able to cope with pressures 
and fulfil their responsibilities. 

Reality: 
Do not assume a person with mental health problems will not be able to cope. For 
many people, having a mental health problem will not affect their ability to manage 
day-to-day responsibilities; for others, it may only have a temporary effect. Some 
people need help to find ways to manage the pressures in their life and to identify 
sources of support they can draw on.  
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Myth: 
There’s nothing anyone can do to avoid mental health problems, it’s just the luck of 
the draw. 

Reality: 
There are many risk factors for poor mental health and most of these have little to do 
with inheritance. Just as with physical health, mental health can be bolstered and 
improved through a range of preventative measures. The Church and faith 
communities can provide important support for people’s mental health. 
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Different mental health problems 

Mental health problems include a wide range of different conditions, many of which 
are common and widespread. While rarely requiring hospital care, they do have a 
significant impact on the overall health and well being of individuals, their families 
and friends and the local community.  

When working with mental health service users, it is important to remember that there 
are different views and perspectives on mental health problems and diagnostic labels 
like schizophrenia and manic depression.  Some people do not believe it is helpful to 
use one label to describe a wide range of different experiences.   

Not everyone believes that seeking a cure for mental health problems, notably 
schizophrenia, is necessarily the right approach.  Experiencing and coping with 
depression, hearing voices, visions or changes in thoughts and feelings can be 
frightening and distressing, but can also enrich people’s lives. It can be more helpful 
to focus on strategies for solving problems, rather than trying to achieve consensus on 
definitions and labels.  

Signs of mental health problems may be subtle and difficult to detect unless you know 
a person well already. When people start to function less well they may just begin to 
withdraw from participation in services and meetings. They may ‘put on a good face’ 
at church or out and about, making it hard to recognise when they need help. Getting 
to know people within the church community through, for example, small informal 
groups or shared activities can be an important way for helping us to recognise 
changes and mental health problems as they develop. 

Mental ill health and learning disability 
There is sometimes confusion between learning disability and mental ill health, but in 
fact the two are quite different. A learning disability is a lifelong condition that starts 
very early on. Someone who has a learning disability will have certain limitations on 
their ability to think and impaired intellectual ability. This limit might be hardly 
noticeable or very severe, and anywhere in between. In the past many other terms 
have been used such as mental handicap and retardation, but people find these labels 
offensive and prefer to be described as having learning disabilities or special needs.  

Mental ill health is very common. About one in four people in the UK experiences 
some kind of mental health problem in any year, but there are many different views 
about what it is, what the causes are and how people can be helped to recover. A 
mental health problem can develop at any point in your life and can lead people to 
experience problems in the way they think, feel and behave. These difficulties can 
range from minor distress to severe disorder. For some, this can significantly affect 
their relationships, their work and their quality of life. Most people with a mental 
health problem lead stable and productive lives and many will recover altogether.  
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Stress 
What is stress?
Stress is the ‘wear and tear’ our bodies experience as we adjust to changes in our life. 
It is a natural reaction to excessive pressure or other types of demand placed on us.1
Stress can add anticipation and excitement to life. When stress is too great or goes on 
for too long, it can result in distrust, rejection and anger which in turn can lead to 
mental and physical health problems such as depression, anxiety and heart disease. 
Stress can result from common life events such as the death of a loved one, the birth 
of a child, job promotion, divorce or a new relationship. Anyone can experience stress 
as a result of problems or excessive demands in their life and some people are more 
vulnerable to the stresses in their life.  

Prevalence 
Work related stress is estimated to be the biggest occupational health problem in the 
UK, after musculoskeletal disorders such as back problems.  

Signs and symptoms 
Stress can affect the way individuals think, feel and behave. For example it can lead 
to increased anxiety and irritability, impaired sleep and concentration, verbal or 
physical aggression, reduced attention span and poor memory. It can also produce 
physical changes such as raised heart rate, gastrointestinal and skin conditions, 
headache and lowered resistance to infection. Individuals may consume more alcohol, 
smoke more and use excessive caffeine. Prolonged stress can make a person 
vulnerable to mental health problems. 

Treatment options 
Early recognition of signs of stress is crucial in dealing with the problem and 
preventing it becoming more serious. Most people make a full recovery, often 
carrying on normal daily activities, including work. They should be encouraged to 
seek help from their GP who may refer them to a mental health worker or counsellor. 
Efforts should be made to remove or reduce further sources of stress in their life, and 
to support the individual through any short-term crisis. 

Counselling can be an invaluable help in assisting recovery and rehabilitation. There 
are a wide variety of skills training options including assertiveness training, time 
management skills and relaxation techniques. Physical activity can also help reduce 
stress levels.   

Anxiety  
What is anxiety? 
We all feel anxious and uneasy at times, and anxiety is a normal experience arising in 
response to stress or uncertainty. It only becomes a clinical problem when it is too 
severe for the person to handle and stops them from coping with everyday life. This is  
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when symptoms are more intense or long lasting and interfere with a person’s 
concentration.  

There are a number of different types of anxiety. Some people suffer from anxiety all  
the time – this is called generalised anxiety.  People with phobias may experience 
extreme fear of a particular object or place affecting their way of life. Obsessive-
compulsive disorder causes certain words or ideas to keep coming to mind 
automatically, leading people to repeat things over and over to get rid of these 
thoughts. For people with panic attacks, symptoms of anxiety may come out of the 
blue. Post-Traumatic Stress Disorder may occur after an unusually frightening or  
horrifying  experience, for example seeing someone killed, losing your home or 
family.  

Prevalence 
Anxiety disorders are quite common, affecting five per cent of the population at any 
one time, with more women affected than men. 

Signs and symptoms 
Anxiety affects the way we feel, think and behave and the way our bodies work. The 
external signs of anxiety include physical changes such as sweating, a racing heart, 
palpitations or rapid breathing, caused by an increase in adrenaline, the substance 
released by the body to help it get ready to deal with danger or escape from 
something. Severe anxiety happens when the body over-reacts and responds to 
something that is not really dangerous. This can happen when a person is under stress 
or when they start thinking about past difficulties and experiences. 

Treatment options 
The aim of any treatment is to try to help someone reduce the symptoms of anxiety to 
an acceptable level, so that they no longer interfere with day-to-day living.  Self-help 
can be very useful and people can help themselves by learning to relax, taking 
exercise, and learning more about their symptoms. Recovery can be greatly helped by 
the support received from family and friends, colleagues and others.  

People may need to seek professional help from their GP, who may refer them to a 
mental health worker or counsellor. Talking therapies may include cognitive-
behavioural therapy, psychotherapy or counselling.  Anxiety Management Groups or 
classes may be available at the local surgery or health centre. Occasionally, 
medication is prescribed for short-term relief and support. An anti-depressant may be 
prescribed in combination with non-drug treatments. A tranquilliser may be used, 
with caution, because of the risk of long-term dependence.  

Depression 
What is depression? 
Depression is used to describe a range of moods, from the low spirits we all 
experience occasionally, to a severe problem that interferes with everyday life.  
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Everyone may feel fed up, miserable or sad at times, particularly after a deeply   
distressing occasion such as the death of someone close. Usually this kind of sadness  
passes with time, but occasionally it may carry on or seem to get out of proportion. 
Sometimes, depression just comes out of the blue without any obvious reason. 
Depression is only a significant problem if it lasts more than two weeks. If it persists, 
it can dominate every aspect of the day.  

Prevalence 
Depression is one of the most common mental health problems and affects 20 per cent 
of women and 10 per cent of men at some point during their lives.2 One in twenty of 
all adults are estimated to be experiencing depression at any one time. 

Signs and symptoms 
People with depression usually have a number of symptoms, often including low 
mood, loss of interest and enjoyment in life, feelings of worthlessness and guilt,  
tearfulness, poor concentration, reduced energy, reduced or increased appetite and 
weight, sleep problems and anxiety. From the outside, a person may seem lazy, 
difficult or disinterested, but this is not the case. They need help and support. 
Recognising and treating depression as an illness can shorten its duration and reduce 
the risk of relationship breakdown, sickness, accidents, alcohol and drug misuse, job 
loss and suicide. 

Treatment options 
Depression is serious but can be treated. Over 80% of people with the most severe 
depressions can be helped quickly, 50% will recover with only minor relapses and 
25% will recover completely. Recognising that someone is experiencing depression 
and supporting them to seek help and treatment will speed their recovery as well as 
reducing needless distress.

People need to seek professional help from their GP, who may refer them to a mental 
health worker or counsellor. Effective treatments include talking therapies such as 
cognitive-behavioural therapy, psychotherapy or counselling, either alone or together 
with anti-depressant medication.    

Bi-polar Affective Disorder 
What is Bi-polar Affective Disorder? 
Bi-polar affective disorder is a condition affecting a person’s moods. We all 
experience mood changes, but in someone with bi-polar disorder these changes can be 
more extreme and sometimes unpredictable. Most often there is a high, or manic, 
period alternating with a low, or depressed, period. There is usually a period of stable 
mood in between. Each person’s symptoms are unique so it is difficult to generalise 
about how an illness will affect someone. There are a wide range of characteristics 
associated with the illness that may not be present in every individual.  

Prevalence 
About one in one hundred of the general population are likely to develop bi-polar 
affective disorder.3 Of people who suffer from serious depression, about one in ten  
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will also have periods when they are elated and overactive. Men and women are 
equally affected by bi-polar disorder, and it tends to run in families.  

Signs and symptoms 
Some typical symptoms might include periods of deep depression, lack of energy, life 
no longer seeming worthwhile, and periods of elation and hypomania that are 
associated with excessive activity. People may display disturbing behaviour, for 
example rapid, loud or incessant conversation, nonsensical arguments, delusions, 
over-confidence and lack of common-sense and self-awareness. There may also be 
disturbed sleep and eating patterns and overspending. 

Treatment options 
Bi-polar disorder can be managed successfully with support, medication and other 
forms of treatment. Many people with bi-polar disorder can go for years without any 
signs of elation or depression, and many make a full recovery. Early diagnosis and 
treatment can limit the intensity and duration of an attack.  

Schizophrenia 
What is schizophrenia?
Schizophrenia is a term used by mental health professionals to describe a condition 
where thoughts, beliefs, feelings and experiences are severely disrupted. Some people 
do not believe it is helpful to use one label to describe a wide range of different 
experiences.  Schizophrenia does not necessarily affect an individual for life. A 
quarter of people diagnosed will recover completely, two-thirds will have multiple 
episodes and 10 –15% will experience more enduring problems. Some people may 
continue to have symptoms for the rest of their lives, but they may become less severe 
over time. Many people with schizophrenia lead worthwhile and fulfilling lives that 
include having relationships, children, work and study. 

Prevalence 
About one in a hundred people in the UK will experience an episode of schizophrenia. 
It affects both men and women equally but men often experience the condition at an 
earlier age.  

Signs and symptoms 
Symptoms usually start in the late teens or early twenties, and the diagnosis is usually 
given to people between the ages of 16 -35 years, but it can be much later. 
There is a range of symptoms, which can start gradually or rapidly, may follow a 
period of stress or be triggered by a major life event, or may just occur without 
warning.  Symptoms include hallucinations (unusual or unexplained sensations that 
are heard or seen), a change in patterns of thinking, delusions (strongly held beliefs 
which are out of keeping with your background and your usual way of thinking), loss 
of interest in things and lack of motivation. 

Violence is rarely associated with schizophrenia and if anything people tend to be 
more timid and over-sensitive rather than aggressive or violent. 
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Treatment options 
There is no immediate cure for schizophrenia, but a variety of approaches include 
medication, talking treatments, complimentary therapies, crisis support and various 
forms of self-help and a combination can be most helpful.  

Dementia 
What is dementia?
Dementia is the name of a group of diseases that affect the normal working of the 
brain. The changes in the brain slowly lead to memory loss and confusion, and affect 
people’s personality and behaviour. They begin to lose the ability to carry out normal, 
everyday activities for themselves. Alzheimer’s Disease is the most common cause of 
dementia, followed by vascular dementia, which is triggered by a series of small 
strokes that destroy brain cells.  

Prevalence 
Alzheimer’s Disease is the most common cause of dementia and affects up to ten per 
cent of the population aged over 65, occurring much more rarely in people as young 
as 35. For all types of dementia, there are more than 700,000 people in the UK 
affected, and 18,500 of them are under 65. Over the age of 80 about one in five people 
will develop dementia. 

Signs and symptoms 
There are many variations, but usually three distinct stages. In the early stages, people 
often appear confused and forget about things that have just happened. They may not 
remember where they are or what they did five minutes ago, but their longer term 
memory is not much affected.  Concentration and decision making become difficult, 
and mood changes frequent. The second stage brings more obvious confusion, 
forgetfulness and mood changes. The person may become anxious and aggressive. 
They may wander restlessly and be up and about at night. They may also become 
suspicious of loved ones. Personal safety can be an issue, especially for those who 
smoke or cook. In the final stages as dependency increases, it may become very 
difficult for the person to manage at home or with relatives. A care home or nursing 
home may be the only option. 

Treatment options 
Unfortunately, there is no cure for dementia as yet, but there are drugs available to 
provide some relief and many other strategies for coping. Although physical treatment 
is limited, a lot can be done for the emotional health of those with dementia. 

The needs of the carer are also huge. It is extremely upsetting and exhausting when 
someone you are close to develops dementia, and carers need to make sure they get 
the help they need.  
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Personality Disorder 
What is personality disorder?
Personality refers to the pattern of thoughts, feeling and behaviour that makes each of 
us individual. We tend to behave in fairly predictable ways, yet our personality also  
develops and changes as circumstances change. Someone who has personality 
disorder is likely to become quite inflexible, their range of attitudes and behaviours is 
limited and likely to be different from what is expected, and can cause distress to 
themselves and others. 

Signs and symptoms 
Personality disorder usually becomes noticeable in adolescence and early adulthood, 
but may start in childhood. There may be difficulties in making friendships, 
maintaining a stable relationship and working co-operatively with others. The person 
may feel alienated and alone, and the risk of suicide is three times higher than 
average. 

Treatment options 
Personality disorder is difficult to treat because it involves deep rooted thoughts, 
feelings and ways of relating. But many people are able to change their thinking and 
behaviour and eventually lead more fulfilling lives. Friends, family and health 
workers need to emphasise the positive aspects of someone’s personality and 
encourage the individual to make the most of their strengths and abilities. 
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The policy context for faith & mental health 

Since the late 1990s a range of policy initiatives have been introduced at national and 
local level that have broad implications for mental health and mental health 
promotion. Policies have been informed by an acknowledgement that mental distress 
is shaped by a wealth of life experiences such as poverty, unemployment, poor 
educational attainment, bad housing, trauma, racism and abuse. They have at their 
core the aim of tackling inequalities and ensuring that all the needs of the individual 
are addressed with respect and understanding of diversity. 

A First Class Service 1 explained how NHS standards would be set, delivered and 
monitored. Key ingredients of this change programme were the National Service 
Frameworks (NSF). The National Service Framework for Mental Health, one of 
the first NSFs, was announced in 1999.2 Its scope was aimed at setting national 
standards that would eliminate variations in quality of and access to services. Service 
models for promoting mental health and treating mental ill health were also defined. 

Standard One of the NSF focuses on mental health promotion and aims to ensure 
that health and social services promote mental health and reduce the discrimination 
and social exclusion associated with mental health problems. These services are 
required to promote mental health for all, working with individuals and communities; 
and to combat discrimination against individuals and groups with mental health 
problems, and promote their social inclusion. Guidance to support implementation of 
Standard One was published in 2001 by the Department of Health. 3

A range of complementary initiatives within the Christian community and also within 
specialist mental health services have developed in parallel as the implementation of 
the NSF has progressed. At a national level there has also been recognition of the 
importance to integrate spirituality into a holistic approach to care, treatment and 
support for people with enduring mental health problems. 

General Synod Debate on Emerging Issues in Mental Health 
In February 2003 General Synod conducted a debate on the revised Mental Health 
Act 1983 and on generic promotion of mental health and the role of the Church. 
During the debate, Synod was reminded of St Mark’s Gospel and the story of Legion 
who had been banished from his local community and lived among the tombs. The 
description of his behaviour would today perhaps be equated with paranoid 
schizophrenia. Jesus’ ministry to Legion was to engage with him, heal him by 
addressing his inner life and return him to his local community. Jesus’ actions 
provided a blueprint for church communities seeking to support those with mental 
health problems in their communities.  
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The General Synod debate also supported the development of Promoting mental 
health: A resource for spiritual and pastoral care as one way of helping faith  
communities to build the capacity to support those experiencing mental distress – 
which is all of us at some time during our lives. 

National Institute for Mental Health in England (NIMHE)
The National Institute for Mental Health in England (NIMHE) and the Mental Health 
Foundation have a two year partnership, launched in November 2003, to bring 
together and develop current thinking and practice in the area of spirituality and 
mental health.4 The aim of the project is to collate current thinking on the importance 
of spirituality in mental health on an individual and group basis, to evaluate the role of 
faith communities in the field of mental health and to develop and promote good 
practice in services that take the whole person into account. 
(pgilbert@gilbert88.fsbusiness.co.uk) OR (vnicholls@mhf.org.uk)

Mental Health Foundation 
The Foundation has taken a lead in the area of spirituality and mental health amongst 
people who use services. Their groundbreaking programme Strategies for Living led 
on to more in-depth project work in Somerset, specifically on spirituality and mental 
health. A report on spirituality and learning disability is also available. 
(www.mhf.org.uk)

Hospital Chaplaincy 
Hospital chaplains play an invaluable role in the pastoral care of patients and there are 
chaplains who specialise in mental health issues. Caring for the spirit is a CD that 
contains the strategy for the chaplaincy and spiritual healthcare workforce as well as a 
short film about what chaplains do and how the strategy can help. Available from the 
South Yorkshire Workforce Development Confederation. (www.wdc.nhs.uk)

Royal College of Psychiatrists 
The College has an active Special Interest Group on Spirituality that meets regularly 
and discusses relevant topics and issues. (www.rcpsych.ac.uk/college/sig/spirit)

Spirituality Forum 
A national network provides an opportunity for people from mental health, from faith 
communities and for people who use mental health services to meet, debate relevant 
issues and exchange news and views. (www.mentalhealth-jami.org.uk)

Partnership working 
The church is already actively involved in many local partnerships and can play an 
important part, for example, in working to support local community groups within 
church communities to play a central role in turning their neighbourhoods around. 
Local strategic partnerships (LSP), New Deal for Communities (NDC) and 
Neighbourhood Renewal (NR) programmes all offer an opportunity to take forward 
programmes of work on mental health and spirituality.5
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Disability Discrimination Act 
The Disability Discrimination Act 1995 (DDA) aims to end discrimination which 
many disabled people face, and gives people rights in a number of areas including 
employment and access to goods, services and facilities. The DDA defines a disabled 
person as someone with a ‘physical or mental impairment which has a substantial and 
long-term adverse effect on his ability to carry out normal day-to-day activities.’ 

It is illegal to treat a person less favourably because they are disabled and service 
providers are required to make reasonable adjustments to the way they deliver 
services so disabled people can use them. From October 2004, service providers may 
have to consider making permanent physical adjustments to premises. 
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Developing partnerships

There are a number of potential benefits of increasing partnership working between 
statutory and voluntary and community services and faith communities to provide 
support for people with mental health problems.  

Increase awareness within services 
The spiritual dimension has great importance in many people’s lives. People working 
within primary care, specialist mental health services or other organisations providing 
support and care to people with mental health problems need to be aware of the  
importance of religious and spiritual beliefs for many people as part of their support 
and recovery.

Faith communities have an important role in promoting this increased awareness and 
understanding, to ensure that services are sensitive to people’s needs and do not 
interpret religious expression as a symptom of illness. Developing partnerships and 
mutual respect between faith communities and health professionals can help increase 
awareness, with mental health service user and survivor groups also having an 
important contribution to make.  

Advocacy services can help to ensure that service users, in particular those from black 
and minority ethnic communities, have their views known and their cultural and 
religious beliefs respected. This may be important if people’s religious beliefs, 
lifestyle choices and expressions of their cultural identity are not to be interpreted as 
part of their psychiatric diagnosis. Focusing on meaning, identity and spirituality 
helps us to recognise our common humanity and the essential solidarity between 
mental health service users, carers and staff.  

Increase understanding about mental health issues for those working in faith 
communities  
People involved in providing spiritual and pastoral care may benefit from information 
and training from mental health specialists to help them understand issues around 
mental health and illness, identify ways they can help and recognise their limitations 
and boundaries. This can enable faith communities to better include and support 
people coping with the effects of mental distress and mental ill health in their 
community and support people in a way which promotes positive mental health and 
assists recovery.  

When planning and delivering training on mental health promotion within your local 
church community it can be helpful to involve the expertise of a local mental health 
professional, for example a community psychiatric nurse or psychologist, or someone 
working in a local mental health voluntary agency such as Mind or Rethink.   
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Locating appropriate services   
There are a number of routes to follow to make contact with health and social care 
and mental health service providers and mental health promotion specialists who may 
want to work in partnership with you, or be willing to provide support and 
information. The following section provides a summary of different organisations 
involved in providing health and social care at a local level. 

NHS Services 
Primary Care Trusts (PCTs) 
These organisations deliver a range of health services in your local area. They work 
with local authorities and other agencies that provide health and social care locally to 
make sure the community’s needs are being met. 

PCTs include GPs, dentists, opticians, pharmacists, walk-in centres and NHS Direct. 
GPs look after the health of people in their local community and deal with a whole 
range of health problems. They work with a team including nurses, health visitors and 
midwives, physiotherapists, occupational therapists and others. Every PCT should 
have someone with responsibility for taking forward Standard One of the National 
Service Framework for Mental Health that focuses on mental health promotion. 

Access to mental health support within primary care: 

Tier One Mild depression &   Support, reassurance and advice, 
  Anxiety, adjustment   problem solving, information 

             Disorders, grief reactions            about community services e.g.                        
       Relate, Cruse, Citizen’s Advice 
       Bureau, self-help groups 

Tier Two Mild to moderate depression,  Counsellor, psychotherapist,  
  anxiety disorders, chronic  psychologist, primary care mental 
  social difficulties, relationship health worker 
  problems, divorce, separation, 
  bereavement 

Tier Three Moderate to severe depression, Specialist clinical psychology  
  severe anxiety disorders, other services and/or clinical 
  mental ill health    nurse therapist 

Mental Health Trusts 
Mental health trusts deliver specialist mental health care. They provide inpatient 
facilities, day hospital/ outpatient facilities, community based support and mental 
health promotion. They employ an array of specialist staff including psychiatrists, 
psychologists, mental health nurses, occupational therapists and art therapists.  
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Mental health chaplains 
Chaplains make a valuable contribution in the NHS, providing spiritual support for 
patients in difficult circumstances, bereaved relatives and staff. Chaplains working 
within mental health in-service units have an important role to play around spirituality 
and mental health. You could contact the local hospital chaplaincy department as a 
starting point for links with the NHS.  

To find out about NHS services in your area and how to contact them, look at 
www.nhs.uk or ring NHS Direct 0845 4647 

Local authority services 
Social services departments employ mental health social workers - Approved Social 
Workers - who work in community teams. They provide essential support for people 
who use mental health services e.g. benefits advice, housing information, organising 
meaningful occupation and enabling social support and networks. 

National and local voluntary organisations 
There are a number of voluntary organisations providing services for people with 
mental health problems who may be able to help you with your training by providing 
information, speakers, resources or contact with mental health service user groups. 

A comprehensive listing of national voluntary organisations and ones with a branch 
near you can be found in Section Six.
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Worship on the theme of mental health 

Worship on the theme of mental health can be organised at any time of the year. 
Many faith communities plan events to coincide with World Mental Health Day,
which takes place on October 10th each year.  

When planning a service, try to: 
• Involve those with personal experience of using mental health services and/or 

carers in the planning of the worship and encourage them to share ideas for theme 
and content. 

• Encourage service user participation in the service e.g. playing, singing, reading, 
prayers, drama, particularly of their own composition.  

• Invite a user or carer to preach the sermon 
• Try to have someone speak at the service about his or her own experience. This 

could take the form of an interview. 

Each Christian community will have its own texts, music and traditions to draw upon 
but the following selections provide a starting point. 

PRAYERS

O God,  
who has so faithfully cared for me in the past, 
and so often seen me through to safety: 
Grant me that in moments of depression, 
desolation, failure and despair, 
I may look back in gratitude, 
and refreshed by the remembrance of past grace 
turn again to the future in renewed trust 
and unfailing hope 
resting upon Jesus Christ, 
my beloved Saviour. 
(George Appleton One Man’s Prayers London: SPCK) 

Lord of the excluded 
Open my eyes to those I would prefer not to see 
Open my life to those I would prefer not to know 
Open my heart to those I would prefer not to love 
And so open my eyes to see 
Where I exclude you 

(Iona Community) 
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Leader: When all hope is gone, Lord, 
Response: You are born. 
Leader: When the darkness is complete, 
Response: You come. 
Leader: When all things are beyond despair, 
Response: We find you. 
Leader: You roll back the stone 
Response: and are there to greet us. 
(Graham Jeffery in Hear Our Prayer: An Anthology for Collective Worship Bury St 
Edmunds: Kevin Mayhew, 1996) 

Have pity, good God 
On those who cannot live with themselves 
Because their past looms too large 
Or their relationship is a mistake 
Or their work is a compromise 
Or because 
No one has said ‘You are good to be with’; 
No one has said ‘Come and visit me’; 
No one has said ‘I love you’ 
And in all of us 
Eradicate the long miles 
Between what we are and what we should be 
Until, like Jesus 
Our performance lives up 
To our potential 
(Panel on Worship of the Church of Scotland Pray Now Edinburgh: St Andrew’s 
Press, 1999) 

Lord, look upon us with the eyes of your mercy. 
May your healing hand rest upon us; 
may your life-giving power 
flow into every cell of our bodies 
and into the depths of our souls, 
cleansing, purifying, 
restoring us to wholeness and strength 
for service in your Kingdom. 
(Author unknown in Hear Our Prayer: An Anthology for Collective Worship Bury St 
Edmunds: Kevin Mayhew, 1996) 

Lord Jesus Christ, who for love of our souls entered the deep darkness of the cross: 
we pray that your love may surround all who are in the darkness of great mental 
distress and who find it difficult to pray for themselves. May they know that darkness 
and light are both alike to you and that you have promised never to fail them or 
forsake them. We ask it for your name’s sake.(Cumings  L. in Frank Colquoun (ed)  
Contemporary Parish Prayers London: Hodder & Stoughton, 1975 no.443, p.161) 
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Lord, hear our voices when we cry to you!  Our hearts say: 
we have longed, earnestly have we longed, 
to gaze upon your face. 
Do not turn your face away from us. 
Look tenderly upon your servants and, in your love,  
teach us to be free. 
(Carmelite Monastery, Quidenham in Hear Our Prayer: An Anthology for Collective 
Worship Bury St Edmunds: Kevin Mayhew, 1996) 

Leader The grace of God has dawned upon the world with forgiveness for all. 
So let us come to Him in sorrow for our sins, seeking wholeness and 
salvation.  

Leader Lord for the weakness of our faith 
All Jesus forgive 

Leader Lord for the joylessness of our living 
All Spirit forgive. 

Leader Holy Trinity, have mercy upon us 
All Forgive our sins. 

Leader Almighty God who is both power and love, forgive you and free you 
from your sins, heal and strengthen you his Spirit, and raise you to new 
life, in Christ our Lord. 

All Amen 
(The Iona Community from The Iona Abbey Worship Book published by Wild Goose 
Publications, Iona Community, Unit 16, Six Harmony Row, Glasgow G51 3BA) 

Jesus says, ‘Come to me all you who are troubled and I will give you rest’. 
(Quiet music in the background and people coming to light a candle) 

So come, you who are burdened by regrets and anxieties, 
you who are broken in body and spirit’ 
you who are torn by relationships and by doubt, 
you who feel deeply within yourselves the divisions and injustices of our world. 
Come, for Jesus invites us to bring him our brokenness. 
(Invitation to silent prayer) 
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Litany of the Cross from the Iona Book of Worship: 
Leader  The Cross . . . 
All  We shall take it. 
Leader  The bread . . . 
All   We shall break it. 
Leader  The pain . . . 
All  We shall share it. 
Leader  The joy . . . 
All  We shall share it. 
Leader  The Gospel . . . 
All  We shall live it. 
Leader  The love . . . 
All  We shall give it. 
Leader  The light . . . 
All  We shall cherish it. 
Leader  The darkness . . . 
All   God shall perish it. 

Amen 
(The Iona Community from The Iona Abbey Worship Book published by Wild Goose 
Publications, Iona Community, Unit 16, Six Harmony Row, Glasgow G51 3BA) 

READINGS THAT OFFER COMFORT AND REASSURANCE 
Many New Testament passages offer comfort and reassurance to those who are 
feeling anxious or disturbed. For example, in John ‘Peace I leave with you; my peace 
I give you.  I do not give to you as the world gives.  Do not let your hearts be troubled 
and do not be afraid’ (John 14:27) and ‘Trust in God; also trust in me.  In my 
Father’s house are many mansions; if it were not so, I would have told you’ (John 
14:1-2).   

References from the Psalms and other scriptures encourage a holistic vision.  The 
passage in Deutoronomy 6:4 ‘Hear O Israel: The Lord our God is one’ shows the 
reflection of humankind in relation to the Creator.  The next verse goes on to say 
‘Love the Lord your God with all your heart and with all your soul and strength’.  In 
some translations the mind is featured here. 

POETRY
God stir the soil, 
Run the ploughshare deep, 
Cut the furrows round and round, 
Overturn the hard, dry ground, 
Spare no strength nor toil, 
Even though I weep. 
In the loose, fresh mangled earth 
Sow new seed. 
Free of withered vine and weed 
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Bring fair flowers to birth. Anon

Can I see another’s woe, 
And not be in sorrow too? 
Can I see another’s grief, 
And not seek for kind relief? 

Think not thou canst sigh a sigh 
And thy maker is not by; 
Think not thou canst weep a tear 
And thy maker is not near. 

O! he gives to us his joy 
That our grief he may destroy; 
Till our grief is fled and gone 
He doth sit by us and moan. 

 ‘On Another’s Sorrow’: William Blake 

Batchelor, M (ed) (1995) Lion Christian Poetry Collection Oxford: Lion Publishing 

A Glass of Water 
Here is a glass of water from my well. 
It tastes of rock and root and earth and rain; 
It is the best I have, my only spell 
And it is cold, and better than champagne. 
Perhaps someone will pass this house one day 
To drink, and be restored, and go his way, 
Someone in dark confusion as I was 
When I drank down cold water in a glass, 
Drank a transparent health to keep me sane, 
After the bitter mood had gone again. 

Sarton M, Benson G, Chernaik J, Herbert C (eds) (1995) Poems on the Underground: 
Cassell, London 

Other poets whose work grows out of their experience of mental health problems are: 
John Clare 
William Cowper 
Gerard Manley Hopkins 
Christopher Smart 
Sylvia Plath 
Anne Sexton 

Batchelor, M (ed) (1995) Lion Christian Poetry Collection Oxford: Lion Publishing, 
also includes a section on health and illness.
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NON-SCRIPTURAL READINGS 

From Cotter J (1997) Brainsquall: Soundings from a deep depression. Sheffield: 
Cairns Publications/ Berkhamsted: Arthur James Ltd 

Thank you for being honest about how difficult, no, how frightening it was to visit 
me. There is nothing that the visitor to the patient can do. Even the pastoral actions of 
prayer, of giving communion, even of touch, may have no visible effect. They do not 
appear to be doing any good, and they give no encouragement to the pastor. You 
found yourself wanting to get away quickly, away from a place, which seemed so 
empty, from a person who seemed but a shell. A friendship that had been two-way 
had no substance any more because there was no response. You mentioned to me that 
you had been seeing a young man who said, “My soul has gone: I am only a shell.” 
Simply to be with such a person, to be fully there, aware and alive, entering that 
empty nothing even for a few minutes, is terrifying, however rational we may be in 
talking about it. I am reminded of someone else’s comment, “You had left us; and I 
did not know if you were coming back.” Nevertheless, you came back, returning again 
and again despite your fear. But no wonder in such circumstances that the patient 
becomes suicidal, whether actively so with wrist slashing, or passively so, as I did, 
simply giving up. If there is nothing here of me but a shell, there is no point in 
keeping a shell in existence, barely alive and not in any way that has meaning. Yet you 
did not give up. You did return, trusting that in time I would also return. And 
eventually we discovered that it was so, your remarking that my openness about my 
treatment, my helplessness, my feeling of guilt, had helped, as had my courage in 
fighting (too strong a word, crawling perhaps) my way back, despite the setbacks and 
falls . . . 

From Grainger R (1993) Strangers in the Pews: The pastoral care of psychiatric 
patients with the Christian congregation. London: Epworth Press pp.30-31: 
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SHORT READINGS FROM THE SAINTS 

From Julian of Norwich  
It is more blissful that man be taken from pain, than that pain be taken from man; for 
if pain be taken from us it may come again: therefore it is a sovereign comfort and 
blissful beholding in a loving soul that we shall be taken from pain. For in this behest 
I saw a marvellous compassion that our Lord hath in us for our woe, and a courteous 
promising of clear deliverance. For He willeth that we be comforted in the 
overpassing; and that He shewed in these words: ‘And thou shalt come up above, and 
thou shalt have me to thy meed, and thou shalt be fulfilled of joy and bliss.’ 
It is God’s will that we set the point of our thought in this blissful beholding as often 
as we may, - and as long time keep us therein with His grace; for this is a blessed 
contemplation to the soul that is led of God, and full greatly to His worship, for the 
time that it lasteth. And when we fall again to our heaviness, and spiritual blindness, 
and feeling of pains spiritual and bodily, by our frailty, it is God’s will that that we 
know that He hath not forgotten us. And so signifieth He in these words: ‘And thou 
shalt never more have pain; no manner of sickness, no manner of misliking, no 
wanting of will, but ever joy and bliss without end. What should it then aggrieve thee 
to suffer awhile, seeing it is my will and my worship?’ 
It is God’s will that we take His behests and His comfortings as largely and as 
mightily as we may take them, and also He willeth that we take our abiding and our 
troubles as lightly as we may take them, and set them at nought. For the more lightly 
we take them, and the less price we set on them, for love, the less pain we shall have 
in the feeling of them, and the more thanks and meed we shall have for them. 
(Revelations of Divine Love The Fifteenth Revelation, Chapter 64) 

Other saints whose writings are relevant are St John of the Cross (on ‘the dark night 
of the soul’); St Aelred of Rievaulx (on friendship); and St Teresa of Avila. 

HYMNS
The following list gives a wide choice of suitable hymns. All of them appear in 
Hymns Old and New (1996) Bury St Edmunds: Kevin Mayhew, and the first number 
following each hymn refers to that book. They are all obtainable in other standard and 
easily obtainable collections:  

A&M Hymns Ancient and Modern New Standard Edition (Canterbury Press, 1983) 

BPW Baptist Praise and Worship (Oxford University Press, 1991) 

H&P Hymns and Psalms (Methodist Publishing House, 1983) 

HTC Hymns for Today’s Church (Hodder & Stoughton, 1982) 

LP Let’s Praise 1 & 2 (Harper Collins, 1988, 1994) 
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MP Mission Praise Combined Edition (Harper Collins, 1982, 1986, 1990) 

NEH New English Hymnal (Canterbury Press, 1989) 

SF Songs of Fellowship (Kingsway’s Thankyou Music, 1991) 

WP World Praise (Harper Collins, 1993 1995) 

NRH New Redemption Hymnal 

All my hope on God is founded  (15) [A&M 336; BPW 327; H&P 63; 
HTC 451; MP 16; NEH 333] 

Amazing grace (27) [BPW 550; H&P 215; HTC 28; LP 
6; WP 175] 

And can it be (30) [BPW 328; H&P 216; HTC 588; LP 
8; MP 33] 

As now the sun’s declining rays  (37) [NEH 42] 

As pants the hart for cooling streams  (38) [NEH 337; A&M 226; H&P 416] 

At even, ‘ere the sun was set   (NRH 453) 

Be still and know that I am God  (52) [BPW 280; LP 245; MP 48; SF 41] 

Brother, sister, let me serve you  (73) [BPW 473] 

Dear Lord and Father of mankind  (106) [A&M 115; NEH 353] 

God moves in a mysterious way (173) [A&M 112; BPW 122; H&P 65; 
MP 193; NEH 365] 

Great is thy faithfulness (186) [BPW 553; H&P 66; HTC 260; LP 
54; MP 200; SF 147; WP 188] 

Help us to help each other, Lord  (208) [A&M 374; HTC 540] 
How sweet the name of Jesus sounds (220) [A&M 122; BPW 339; H&P 257;  

HTC 211; MP 251; NEH 374; SF 194] 

I’m accepted     (239) [LP 86; MP 321; SF 229] 

Immortal love, for ever full (243) [A&M 133; BPW 198; H&P 392; 
HTC 105; MP 328; NEH 378] 
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Jesu, grant me this, I pray   (260) [A&M 136; NEH 382] 

Just as I am, without one plea (287) [A&M 246; BPW 346; H&P 697; 
HTC 440; LP 101; MP 396; NEH 294; 
SF 316] 

Lord, we come to ask your healing  (319)  

Love divine, all loves excelling (321) [A&M 131; BPW 559; H&P 267; 
HTC 217; LP 354; MP 449; NEH 408; 
SF 377] 

O for a thousand tongues to sing  (362) [WP 204] 

O Lord, hear my prayer   (379) [BPW 600; LP 149; SF 423] 

One more step along the world I go  (405) [BPW 356; H&P 746] 

Rock of ages (437) [A&M 135; BPW 545; H&P 273; 
HTC 593; MP 582; NEH 445; SF 488] 

Sun of my soul, thou Saviour dear (462) [A&M 11; H&P 646; MP 618; 
NEH 251] 

The great Physician now is near (NRH 502)  

There is a Redeemer    (500) [LP 207; MP 673; SF 544; WP 
      212] 

There’s a wideness in God’s mercy (501) [BPW 573; H&P 230; MP 683; 
NEH 461] 

Within our darkest night   (562) [LP 439] 

FURTHER SUGGESTIONS FOR THOUGHT-PROVOKING READINGS
Peter Brice On the Edge: Wrestling with God in Depression Norwich: Millstream 
Press, 1995 

Sheila Cassidy Sharing the Darkness London: Darton, Longman & Todd 

Jim Cotter Healing – more or less Sheffield: Cairns Publications, 1990 

Jim Cotter Dazzling Darkness Sheffield: Cairns Publications & New Alresford: 
Arthur James / John Hunt Publishers, 1999 
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John Foskett Meaning in Madness

Roger Grainger  A Place Like This Worthing: Churchman, 1984 (not in print) 

Roger Grainger  A Place Like That Wakefield: Eastmoor, 1997 

Gerard Hughes God, Where are You? 

Fr Gerald Mahoney The Other Side of the Mountain 

Stephen Pattison Alive and Kicking 

Jean Vanier The Broken Body London: Darton, Longman & Todd  

BIBLICAL READINGS & PSALMS 
Job 6:1-14 
Isaiah 38:10 – end; 52:13 – 53:5 
Lamentations 3:1-33 
Mark 4:35-41; 5:1-20; 15:34 
Luke 7:11-23; 11:1-13; 15:11-end 
John 10:7-21; 11:1-44; 14:1-21 
Romans 12:15; 15:17 
1 Corinthians 12:22 
Revelation 21:1-4 and 21:22 – 22:5 
Psalms 17:1-2 & 15; 22; 23; 25; 39; 40; 69; 90; 102; 116 
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Section Six        Contacts and resources 

FAITH ORGANISATIONS 
Acorn Christian Healing Trust 
Whitehall Chase 
High Street 
Borden GU35 0AP 
Tel: 01420 478 121 (Mon-Fri 9am-5pm) 
An affiliation of six Christian healing centres where support is available, and callers 
can be directed towards approximately twenty other healing centres nation-wide. The 
Trust’s approach is to respect each person and their beliefs, to provide non-directive 
engagement and care and to make a commitment to listen first.  

Association of Christian Counsellors 
173AWokingham Road 
Reading,  Berkshire RG6 1LT 
Tel: 0118 966 2207 (Mon-Fri 9am-5pm) 
Email: office@acc-uk.org
The ACC is an Interdenominational affiliation representing over one hundred 
Christian training and counselling organisations. The ACC can refer individuals on to 
local counsellors. The ACC acknowledges the different emphases within various 
Christian counselling traditions but expects members to share certain basic religious 
assumptions. In method the members are expected to express without prejudice the 
compassion, authority, sensitivity and appropriateness of Christian caring for others. 

Carers Christian Fellowship 
Aims to offer a link and support for Christians who are caring in some way for a 
relative, friend or neighbour. Has a number of local groups, and a newsletter. 
Email:sjones.ccf@ntlworld.com 

Centre for Health and Pastoral Care 
Holy Rood House 
10 Sowerby Road 
Thirsk YO7 1HX 
Tel: (01845) 522580/ Fax: (01845) 527300 
Holyroodhouse@centrethirsk.fsnet.co.uk

Short term therapeutic Residential and Day Centre, working with those who have 
experienced forms of loss, particularly in the areas of mental and physical health. The 
centre has an holistic approach and works with a team of counsellors, 
psychotherapists, art and drama therapists and body therapists. 

Centre for the Study of Theology and Health 
Thorpe House 
12 Sowerby Road 
Thirsk YO7 1HX 
Tel: (01845) 522004 
Thorpe.house@zoom.co.uk
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The centre exists to explore the interconnectedness between theology, health, 
psychology and the arts. It arranges research days and courses in the areas of theology 
and health and has a particular interest in the areas of mental health and seeks to 
promote research and understanding. 

Christian Survivors of Sexual Abuse 
BM-CSSA
London WC1N 3XX 
First contact should be made in writing as the group does not provide a named contact 
or telephone number to preserve confidentiality. 

Churches Campaign Against Depression 
47 Astil Street 
Stapen Hill 
Burton-on-Trent DE15 9DL 
Tel: 01283 741115 
Email: cad99@hotmail.com

Churches Together in Britain and Ireland 
Inter-Church House 
35-41 Lower Marsh 
London SE1 7RL 
Tel: 020 7620 4444 
CTBI co-ordinates the work of its 32 member churches and liaises with ecumenical 
bodies regionally, nationally and internationally. Its work includes church life, church 
and society, mission, international affairs and racial justice. 

Inner Cities Religious Council 
The ICRC Secretariat 
Floor 4/K10 
Department of the Environment, Transport and the Regions 
Eland House 
Bressenden Place 
London SW1E 5DU 
Tel: 020 7890 3704 
ICRC provides the Government and faith communities with a forum for working 
together to tackle issues facing inner cities and deprived urban areas. 

The Association for Pastoral Care in Mental Health 
c/o St. Marylebone Church 
Marylebone Road 
London NW1 5LT 
Tel: 01483 538936 
www.pastoral.org.uk
APCMH is a national ecumenical charity of Christian foundation primarily concerned 
with the spiritual needs of people with mental health problems. It works closely with 
churches, religious groups and others in providing training, support and other services 
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and to encourage local initiatives in faith communities in order to support and 
empower mental health service users.  

The Bishop John Robinson Fellowship 
Chaplaincy Department 
The Maudsley Hospital 
Denmark Hill 
London SE5 8AZ 
Tel: 020 7919 2815 
The Fellowship aims to ensure that maximum religious support is available to people 
with mental health needs and their families and carers. It provides training to mental 
health professionals in greater acceptance and sensitivity towards the spiritual needs 
of people with mental health problems, and works to advance the understanding of the 
spiritual in the larger experience of mental disturbance. It produces an informative 
newsletter including current activities and publications around spirituality and mental 
health. 

Touchstones 
22 Sandringham Road 
Bromley 
Kent BR1 5AS 
Tel: 020 8402 7938 
Provides a response by Christians to the needs of individuals with mental ill health 
within the churches and community. 

SOCIAL RESPONSIBILITY OFFICE REGIONAL GROUPS 
• Tandem 

 Oxford Community Care Advisory Group 
 Rivermead Centre 
 Abingdon Road 
 Oxford OX1 4XD 
 Tel: 01865 724343 

• Guildford Diocesan Mental Health Project 
 Diocesan House 
 Quarry Street 
 Guildford GU1 3XG 
 Tel: 01483 571826 

• Kent Information Federation 
 Cygnet House 
 132 Windmill Street 
 Gravesend DA12 1BX 
 Tel: 0808 808 5050 
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MENTAL HEALTH ORGANISATIONS 
Depression Alliance 
35 Westminster Bridge Road 
London SE1 7JB 
T: 020 7633 0557 
F: 020 7633 0559  
E: information@depressionalliance.org
Web: www.depressionalliance.org
Provides information, support and understanding for those affected by depression and 
their carers.  Also provides a network of local support groups as well as campaigning 
to raise greater awareness of the condition. 

Manic Depression Fellowship 
Castle Works, 21 St. George’s Road 
London SE1 6ES  T: 020 7793 2600  F: 020 7793 2639 
E: mdf@mdf.org.uk  Web: www.mdf.org.uk
A national user-led  organisation that aims to enable people affected by manic 
depression (bi-polar) to take control of their lives through the services offered. 

mentality 
134-138 Borough High Street 
London SE1 1LB 
T: 020 7716 6777 
F: 020 7716 6774 
E: enquiries@mentality.org.uk
Web: www.mentality.org.uk
The first and only national charity dedicated solely to the promotion of mental health, 
mentality works with the public and private sector, user and survivor groups and 
voluntary agencies to promote the mental health of individuals, families, organisations 
and communities. 

Mental After Care Association (MACA) 
1st floor 
Lincoln House 
296–302 High Holborn 
London WC1V 7JH 
T: 020 7061 3400 
F: 020 7061 3401  
E: info@maca.org.uk
Web: www.maca.org.uk
Provides community services including advocacy, assertive outreach schemes, 
community support, employment schemes, forensic services, information, respite for 
cares, social clubs and supported accommodation. MACA also works for positive 
change in mental health legislation and practice. 
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Mental Health Foundation 
Sea Containers House 
20 Upper Ground 
London SE1 9QB 
T: 020 7803 1100 
E: mhf@mhf.org.uk
Web: www.mhf.org.uk
A UK organisation, incorporating the Foundation for People with Learning 
Disabilities, with main offices in London and Glasgow.  Provides research and 
practical projects to help people survive, recover from and prevent mental health 
problems.  

Mental Health Matters 
9-10 Enterprise House, Kingsway, Team Valley Trading Estate 
Gateshead  Tyne & Wear NE11 0SR  T: 0191 497 1600  F: 0191 487 7945 
E: rharris@mentalhealthmatters.co.uk
Web: www.mentalhealthmatters.com
A national  registered charity providing support and services to people suffering from 
enduring mental ill health and their families and friends.  Services include a help line, 
supported accommodation, day services and employment opportunities, advice and 
information. 

Mental Health Media 
356 Holloway Road 
London N7 6PA 
T: 020 7700 8171 
F: 020 7686 0959 
E: info@mhmedia.com
Web: www.mhmedia.com
Produces and sells videos and multimedia resources, which educate and inform about 
mental health and mental distress. They also provide media skills training and support 
to users and professionals. The Open Up Website (www.openuptoolkit.net) provides a 
toolkit providing support to help you lead the way in taking action on discrimination 
in your local community 

Mind 
15-19 Broadway 
London E15 4BQ 
T: 020 8519 2122 
F: 020 8522 1725 
Information help line: Open Mondays to Fridays 9:15am to 5:15pm telephone: 0845 
766 0163  
E: contact@mind.org.uk
W: www.mind.org.uk
A mental health charity based in England and Wales. Mind works to create a better 
life for everyone with experience of mental distress. 
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National Institute for Mental Health in England (NIMHE) 
Blenheim House, West One, Duncombe Street, Leeds LS1 4PL. 
T: 0113 254 3811 E: Ask@nimhe.org.uk  Web: www.nimhe.org.uk
Aims to improve the quality of life for people of all ages who experience mental 
distress. Working beyond the NHS, they help all those involved in mental health to 
implement positive change, providing a gateway to learning and development, 
offering new opportunities to share experiences and one place to find information.  

Rethink 
Registered Office  
28 Castle Street  
Kingston-Upon-Thames  
Surrey KT1 1SS  
T: 020 8547 3937  
F: 020 8547 3862 
E: info@rethink.org
Web: www.rethink.org
National Advice Line Tel: 020 8974 6814 (open 10am to 3pm, Monday to Friday) 
General enquiries Tel: 0845 456 0455 
Dedicated to improving the lives of everyone affected by severe mental ill health, 
whether they have a condition themselves, care for others who do, or are professionals 
or volunteers working in the mental health field.  

Sainsbury Centre for Mental Health 
134- 138  Borough High Street 
London SE1 1LB 
T: 020 7827 8300 
F: 020 7403 9482 
E: contact@scmh.org.uk
Web: www.scmh.org.uk
Work to improve the quality of life for people with severe mental health problems. It 
aims to influence national policy and encourage good practice in mental health 
services.  

Samaritans 
The Upper Mill 
Kingston Road 
Ewell
Surrey KT17 2AF  
T: 020 8394 8300  
F: 020 8394 8301 
E: admin@samaritans.org
Web: www.samaritans.org
Offer confidential emotional support 24 hours a day to those in crisis and in danger of 
taking their own lives. 
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Sane 
1st Floor, Cityside House, 40 Adler Street, London E1 1EE 
T: 020 7375 1002 F: 020 7375 2162 
Saneline: 0845 767 8000 open from 12 noon until 2am every day of the year (calls 
charged at local rate) 
E: london@sane.org.uk  Web: www.sane.org.uk
Seeks to change attitudes about mental ill health, campaigning for improved rights 
and care and conducting research through the SANE research centre. 

USEFUL RESOURCES
• Joseph Rowntree Foundation (2003) Engaging faith communities in urban 

regeneration. This study explores the present and potential contribution of 
faith communities and their members to regeneration and their relationship to 
official neighbourhood renewal programmes. 
Available on http://www.jrf.org.uk/knowledge/findings/housing/413.asp

• Forward in Faith: An experiment in building bridges between ethnic 
communities and mental health services in East London. Nigel Copsey, 
Sainsbury Centre for Mental Health  (2001) 

• The Courage to bare our souls: a collection of pieces written out of mental 
distress.  Mental Health Foundation (1999) 

• In Good Faith: A resource guide for mental and spiritual well being.  
Mental Health Foundation  (2000) 

• A Time to Heal: A resource for the Church’s continuing ministry of healing.
Church House Publishing (2000)

VIDEOS/CD-ROMS 
Electric Apple 
Provides a positive approach to managing mental health and distress, a useful 
compendium of information and a source of inspirational stories and first person 
accounts of different approaches to mental distress. People share strategies that have 
helped them manage their mental health problems, from art to nutrition, form faith to 
talking therapies and exercise.   Mental Health Media / Moving Page Company 2002 
CD Rom    Price £49.95/ £39.95* 

Friends and Family 
Good support and understanding is one of the most important factors promoting 
recovery, avoiding hospital admissions and maintaining good health for people with 
mental health problems. The video offers practical advice and information about 
mental distress. People with mental health problems and those who support them talk 
about what they have found difficult as well as how they have made the relationship 
work.   Mental Health Media 2001 in collaboration with Depression Alliance, Manic 
Depression Fellowship and Rethink.   35 min VHS Video+ booklet. Price £74.95/ 
£49.95* 
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Myths about Madness                                                                                                                                  
What are the myths about madness, what are the realities? The video examines the 
attitudes of the public, professionals, employers, journalists and family members. 
Mental Health Media 1998   20 min VHS Video + Training notes 
Price £74.95/ £49.95* 

*For organisations with 10 or fewer full time employees. 

For these other videos and resources, contact:  
Mental Health Media 356 Holloway Road, London N7 6PA 
Tel: 020 7700 8171 
E: info@mhmedia.com
www.mhmedia.com

Hard to believe  
This video explores models of good practice in terms of how mental health services 
can work better to meet people’s spiritual needs and also how faith communities can 
develop a better understanding of mental health problems and thus support people in 
their community who may be experiencing such difficulties.  
Available from Mind in Croydon, 26 Pampisford Road, Purley, Surrey CR8 2NE Tel: 
0208 668 2210 E admin@mindincroydon.org.uk (www.mindincroydon.org.uk)
Price £35 

With a little help from my friends 
This video explores mental health issues through the experiences of users, carers and 
friends.  The Bishop’s House, Ely, Cambridgeshire CB7 4DW 
Price £12.99 (Cheques made payable to The Ely Video Fund). 

Understanding Depression 
Clinical depression is a common condition that can affect anyone. This video gives 
some pointers to how you can help yourself, tells you more about the condition, and 
some sources of help that will help you get back to the real you. 
Depression Alliance 35 Westminster Bridge Road London SE1 7JB 
Tel: 0207 633 0557   E: info@depressionalliance.org
Price £5 

Spiritual Minds: Exploring the link between the spirit and mental health 
The video embraces the importance of an individual’s spiritual persuasion as a core 
feature in the healing process from the effects of mental ill health. The views of those 
suffering the effects of mental ill health, their parents/carers and professionals are 
critically debated at a community event hosted in North London 
45 mins VHS    Antenna 9 Bruce Grove, Tottenham, London N17 6RA 
Tel:  020 8365 9537    Email:info@antennaoutreach.co.uk
www.antennaoutreach.co.uk
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Caring for the spirit 
The CD contains the strategy for the chaplaincy and spiritual healthcare workforce as 
well as a short film about what chaplains do and how the strategy can help. Available 
from the South Yorkshire Workforce Development Confederation. (www.wdc.nhs.uk)

RELEVANT GENERAL RELEASE FILMS  
One Flew Over the Cuckoo’s Nest  
The Madness of George III (Nicholas Hytner 1994)  
Shine (Scott Hicks 1997) 
As Good as it gets (James L. Brooks 1997) 
Iris (Richard Eyre 2001) 
The piano (Jane Campion 1993) 
A beautiful mind (Ron Howard 2001) 
Ordinary people (Robert Redford 1980) 
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Appendix A  Different ways to use the resource  

The following examples illustrate different ways the resource can be used, based on a 
variety of activities undertaken during piloting between May and July 2004. There are 
descriptions of how the resource was used:- 

• in one off events;  
• in a series of sessions;  
• with different audiences;  
• with existing groups;  
• with specially convened groups;  
• combined with a range of other resources, including those that had been 

developed locally.    

A one-off mental health awareness event was held for members of the church 
community and wider community. It was advertised in the local paper and through a 
number of church networks. Activity on Raising mental health awareness, and 
Activity on Challenging the stigma of mental health problems were used. 
Information Sheet on Mental health and well being, Information Sheet on Mental 
health, stigma and discrimination and Information Sheet on Mental health 
problems- myth and reality were used as background information and a number of 
booklets from Mind were distributed to participants.  ‘What people seemed to value 
was the opportunity to learn from shared personal experiences. The activities and 
information sheets provided a structure within which this sharing could take place’ 

A specially convened group met to explore the role of the church in looking after the 
needs of people with mental health problems. The meeting was advertised through 
church newsletters and attracted 14 participants, including some from churches 
outside the parish.  Activity on Increasing understanding of the role of the church in 
mental health promotion was used together with Information Sheet on Religion, 
spirituality and mental health. The meeting also drew on a locally produced video 
interview with a Community Mental Health Social Worker, giving her views on the 
role of churches in promoting mental well-being. The group now wants to continue to 
meet on an occasional basis. ‘At the end of the meeting the group indicated they would 
like to meet again. Two further meetings will act as support/discussion groups for 
those who experience mental health problems themselves and for other church 
members.’ 

A Sunday morning church youth group used the resource as part of their normal 
session, prompting vigorous discussion.  Activity on  Challenging the stigma of 
mental health problems was used as a trigger to discussion. 
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A half-day was organised by a part time mental health chaplain for members from 
different congregations, including service users and carers. Activity on Increasing 
understanding of the role of the church in mental health promotion, Activity on
Developing support systems for people experiencing mental distress and Activity  on 
Developing support for carers were used, and parts of Activity  on were selected to 
start and end the day with worship.  Booklets for carers from Rethink were made 
available.  ‘What people most seemed to value was a mutual meeting place in which 
all were valued.’ 

The resource was used with a pastoral care team as part of their on-going training and 
development. Activity on  Pastoral care of people with severe and enduring mental 
ill health was used, together with Information Sheet on Risk and protective factors 
for mental health and Information Sheet on Different mental health problems. ‘The 
group can listen to each other with a view to putting together a wider vision within 
the church for providing help to people experiencing mental distress.’  

The resource was used with staff and users at a day service user group. They were 
already involved in running an inter-faith group on spirituality. Activity on Increasing 
understanding about religion, spirituality and mental well being for health care 
providers was used together with Information  Sheet on Religion, spirituality and 
mental well being. ‘Mental health staff often struggle with spiritual care and the 
material is going to be invaluable for training them and helping them to see that they 
are spiritual caregivers too.’ 
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MH 19-20 Pan London Projects – Application for Funding 

Project Title: Mental Health & Spirituality: Building Workforce 
Competence and Capability Together 

Organisation: 
Central and North West London NHS Foundation 
Trust (CNWL) in Partnership with Multi-Faith 
Leaders in London 

Bid Lead - Name: Robyn Doran, Chief Operating Office, Central 
North West London NHS Foundation Trust 

Bid Lead - Contact Number & Email 
Address: 

020 3214 5758 

Robyn.doran@nhs.net  

Date of Submission: 26 August 2019 

Proposed Project Start Date: 

Project has already commenced following 
initiation by the Bishop of London and the 
Methodist Church Chair of The National 
Conference at the request of HEE (Lisa Bayliss-
Pratt). 

Estimated Length of Project:  

(Months) 
1 year  

Area of Work Project Relates To 

 Overall growth in the size of the mental health workforce  

 New service and workforce models – workforce co-
production with multi-faith leaders 

 New kinds of roles in the mental health workforce 
(focusing on statutory/voluntary sector workforce role 
development with service users) 

 Improved retention-supporting people to stay in their jobs  

Total Funding Request (£k): £50k 

Received previous funding from 
HEE? 

No 
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1. Proposal Summary – (max: 50 words) 

This project proposal will expand the pilot phase supported by HEE to work in partnership 
with local multi-faith groups to co-design workforce capability/capacity based on lessons 
learned from mental-health related inter-faith community development work currently 
being transacted in Brent and RBKC that can be built on/scaled up for wider London 
dissemination. 

2. Scope (max: 200 words)  
(Target audience, topic, geographical area, organisations taking part etc.) 

Who is workforce this project will target? 

Multi-Faith leaders, lay members and partners in London Borough of Brent (Brent) and 
Royal Borough of Kensington and Chelsea (RBKC) to enable new workforce capabilities 
and competencies to be delivered to members of the public who present with symptoms of 
stress, trauma and mental illness. 

What is the clinical area the project will cover? 

Emergent and longer-term mental health needs for both younger people and adults, 
trauma, anxiety and stress, related specifically to life threatening/changing events. 
Building community engagement/capacity/resilience and releasing community capital will 
be cornerstones of the project. 

What is geographic area this project will cover? 

Brent and RBKC 

Which organisations will participate in the project?   

CNWL, Health Education England (HEE) and various multi-faith leaders and partners in 
Brent and RBKC (these have all been identified and have agreed to participate). 

3. Project overview and resources (max: 500 words)  
(Please provide an overview of the project and the resources required to deliver the 
programme) 

Project Overview: 

The care and support that faith communities deliver in terms of responding to mental 
health and wellbeing need is widely acknowledged and much can be learned by NHS 
personnel when they are enabled to experience the wide ranging interventions being 
offered as part of a co-designed and delivered workforce solution that is based on an 
enabling partnership between faith communities and mental health professionals. 

Alongside this, while health professionals are taught to holistically respond by including 
the consideration of a person’s spiritual needs when planning care solutions to deliver 
health outcomes, they often feel ill equipped to respond. 

Likewise, faith leaders/communities frequently feel the same about how to approach and 
respond effectively to a person’s mental health and wellbeing need and also may feel 
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uninformed about whom to contact within the local statutory health services when the 
need arises and when escalation is required.  

This project therefore seeks to identity the benefits that can be accrued when mental 
health services and faith communities work together in partnership to develop shared 
workforce solutions and to consider how education and training can enable both parties to 
enhance their capability, competence and confidence to respond and/or deliver care and 
support people with stress and mental health challenges when required to do so. 

The aim of the project is to: 

• Develop collaborative partnerships to provide a platform for mental health 
professionals and faith leaders/communities to engage in shared learning and to learn 
from each other to enhance workforce capability. 

• Create a user led workforce solution co-developed and co-designed with members of 
the local community as well as informed trusted and competent advocates (to support 
service users and to release NHS staff time to respond to more acute and pervasive 
needs presented by service users). 

• Make better use of faith communities who already play an effective, proven and 
trusted conduit to releasing valuable clinical time in the mental health workforce, our 
faith workers provide and gateway to our clinical workforce as co-workers assisting in 
the application of triage, signposting and escalation when vulnerability and autonomy 
is challenged.  

• Improve recovery, avoid admission to MH services, step down, sustaining effective 
discharge,  

• Empower the faith communities to deliver more effective and ‘regulated’ services in 
partnership with healthcare, 

• Provide evidence-based and quality assured services within the context of a 
governance framework 

• Co-design models of supervision, coaching, and governance for partnership working. 

Resources: 

In order to meet these aims we will need dedicated resource to coordinate and manage 
the project.  A project manager and engagement consultant will work together with a 
Steering Group of faith leaders and healthcare professionals to ensure the success of this 
project. CNWL and the faith leaders will contribute match funding through the release of 
staff time to support the project. 

4. How will the proposal contribute to the delivery of your STP/regional-level Mental 
Health Workforce Plan? (max: 150 words) 

This project will share skills and work collaboratively with local faith leaders will: 

• reduce the health and wellbeing gap by ensuring more people have access to 
effective and appropriate mental health support via faith leaders in their communities 
rather than only through healthcare providers thereby removing perceived barriers to 
seek early intervention. 

• reduce the care and quality gap by upskilling more people in the community as well 
as healthcare professionals to enable them to provide high quality and person 
centered care through the application of advocacy, positive citizenship and 
community development/engagement. 

Appendix 5.1
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• reduce the funding and efficiency gap by having a skilled and resilient community that 
can provide mental health support in a range of settings other than through healthcare 
providers.   

• assist in the development of user and family self-support, resilience and 
empowerment. 

5. Financial Breakdown:  
(Please use the table below to provide a detailed cost breakdown of the intended uses of the 
total funding, include details of other sources of funding if applicable).  
 

The below amounts will cover the project for the duration of months. 

Please note:  HEE is unable to provide funding from its strategic investment fund for 
service delivery, statutory or mandatory training or major capital items.  Funding for 
release costs will only be considered in exceptional circumstances.   

6. Affordability and Achievability (100 words) Please explain how the project 
represents value for money 

Match by time and contribution to the project provided by our various professional staff 
and faith communities by sharing the intellectual property from our learning from Grenfell, 
time provided by oversight clinicians from CNWL.  Clinician time will also be released as 
faith community competence and capability is built and delivered. 

7. Project benefits and performance measures 
Please provide a summary of the key benefits associated with the project, distinguishing 
between qualitative and quantitative; tangible or non-tangible benefits; direct and indirect, 
as appropriate. Please also indicate the key performance metrics against which project 
success will be measured. 

Benefit Description Measure / KPI When Realised 
Stepping Forward 2020:  
Overall growth in the size of 
the mental health workforce 

Recruitment, retention and skills 
development of NHS staff, 
particularly from local population. 

End of the year 

New kinds of roles in 
mental health workforce 

Skilled faith leaders/communities 
who are equipped with the 
capability, competence and 
confidence to deliver mental health 
support  

End of the year 

Upskilling for existing staff 
Healthcare staff who understand 
how to respond to a personal’s 
spiritual needs when planning care 

End of  the year 

Item Description Cost £k 

Project Manager  £19,535 

Engagement Consultant  £22.874 

Corporate Overheads 17% £7,209 

Total Cost £49,618 

12 

Appendix 5.1



Mental Health & Spirituality: Building Workforce Competence and Capability Together116

 

 
 

solutions to deliver resilient and 
effective health outcomes 

New service and workforce 
models 

Community and citizenship at the 
heart of service model, co-produced 
services and workforce solutions 

End of the year 

Governance and project management arrangements (max: 200 words) 

(Please briefly outline the project governance framework and project management 
arrangements – including high level roles and responsibilities and escalation routes) 

CNWL internal governance processes will be in place to oversee the delivery of this 
project.    In addition, a Project Steering Group has already been established to include 
representatives from local faith groups, HEE and CNWL.  This will ensure the co-
production and shared governance between local multi-faith communities and their 
professional mental health supporters.  Such a model of shared governance will based on 
a facilitative, rather than directive approach and in its simplest form, will be based on the 
principles of partnership, equity, accountability, empowerment and local ownership.  The 
aim will be to enable a service delivery model to evolve that is aimed at empowering all 
parties to co-produce solutions and to develop workforce competence and capability.  
Meetings will take place on a monthly basis to review progress. 

CNWL will employ the project manager to oversee and coordinate the project alongside a 
community consultant who will liaise with the steering group to drive the project forward.   

8. Risks: (200 words) What risks, issues and challenges have you identified and what 
mitigations are in place? 

Risk:  Engagement  

Issues/Challenge: The key to the success of this project is engaging with all faiths.  If 
we are unable to effectively engage with some faith groups this will not be a truly multi-
faith collaboration.   

Mitigation:  From the onset this project has been informed by the cultural consultation 
work done for the Grenfell Health and Wellbeing Service as well as other similar work 
already done in Brent and RBKC, and our local knowledge. The early formation of the 
Steering Group will also assist in mitigating this risk and has proven already to break 
down barriers between faith communities.  Our Muslim and Hindu faith groups, for 
example are now very active members of the Steering Group and Project. 

9. Key stakeholders who are the key stakeholders and how will they be engaged.  
Include patient/public and / or their representatives as necessary 

Stakeholder group Engagement 

Steering Group 

The Steering Group will meet regularly to co-produce 
the model (key faith group leaders from key 
denominations), Iman, Bishop of London’s Chaplain, 
The Chair of the Methodist congregation in London, 
various other faith leaders/clergy, service user 
representative.  

HEE HEE will be part of the Steering Group 
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CNWL CNWL will be part of the Steering Group and provide the 
project support for this work. 

10. Evaluation (200 words) 
Please outline how the project will be evaluated.  Including the data that will be gathered 
and assessed.   

(Refer to www.kcl.ac.uk/evaluation for a toolkit to support the development of your 
evaluation strategy) 

The scope and outcomes for this project have already been rigorously tested with faith 
leaders in NW London and will form the focus for our evaluation methodology.  We will 
use the Kirkpatrick Model to measure community engagement, service user satisfaction 
(members of the faith community and professional MH employees), determination of the 
skills learned and coaching outcomes. Focus groups will be used to measure/gauge 
outcomes.  A Steering group will received regular KPI reports linked to outcomes. 
SMART objectives will be used also.  A final evaluation report will be provided for HEE. 

11. Sustainability (150 words) 
Please briefly outline how the programme will become sustainable / business as usual 
following the end of HEE funding 

Following the end of funding, good relationships between healthcare and faith 
communities will be established and maintained through regular interaction and 
collaboration.  The need for a project manager and engagement consultant will no 
longer be necessary.  We believe this project will be a community asset embedded in 
our way of working going forward.  The legacy will include skills, learning from teaching 
and improved relationships with the communities we serve.  We aim to disseminate 
learning/findings from this project across London and wider HEE Regions to inform 
adoption within local communities and Primary Care Network Areas. 
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MH 19-20 Pan London Projects – Updated Proposal 

Project Title: Mental Health & Spirituality: Building Workforce 
Competence and Capability Together 

Organisation: 
Central and North West London NHS Foundation 
Trust (CNWL) in Partnership with Multi-Faith 
Leaders in London 

Bid Lead - Name: Robyn Doran, Chief Operating Office, Central 
North West London NHS Foundation Trust 

Bid Lead - Contact Number & Email 
Address: 

020 3214 5758 

Robyn.doran@nhs.net  

Date of Submission: 28th February 2020 

Proposed Project Start Date: 

Project has already commenced following 
initiation by the Bishop of London and the 
Methodist Church Chair of The National 
Conference at the request of HEE (Lisa Bayliss-
Pratt). 

Estimated Length of Project:  

(Months) 
15 months (to March 2021)  

Area of Work Project Relates To 

 Overall growth in the size of the mental health workforce  

 New service and workforce models – workforce co-
production with multi-faith leaders 

 New kinds of roles in the mental health workforce 
(focusing on statutory/voluntary sector workforce role 
development with service users) 

 Improved retention-supporting people to stay in their jobs  

Total Funding Request (£k): 
Initial £50k + additional £80k  

Total:  £130k 

Received previous funding from 
HEE? 

No 
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1. Proposal Summary – (max: 50 words) 

This project proposal will expand the pilot phase supported by HEE to work in partnership 
with local multi-faith groups to co-design workforce capability/capacity based on lessons 
learned from mental-health related inter-faith community development work currently 
being transacted in Brent and RBKC that can be built on/scaled up for wider London 
dissemination. 

2. Scope (max: 200 words)  
(Target audience, topic, geographical area, organisations taking part etc.) 

Who is workforce this project will target? 

Multi-Faith leaders, lay members and partners in London Borough of Brent (Brent) and 
Royal Borough of Kensington and Chelsea (RBKC) to enable new workforce capabilities 
and competencies to be delivered to members of the public who present with symptoms of 
stress, trauma and mental illness. 

What is the clinical area the project will cover? 

Emergent and longer-term mental health needs for both younger people and adults, 
trauma, anxiety and stress, related specifically to life threatening/changing events. 
Building community engagement/capacity/resilience and releasing community capital will 
be cornerstones of the project. 

What is geographic area this project will cover? 

Brent and RBKC 

Which organisations will participate in the project?   

CNWL, Health Education England (HEE) and various multi-faith leaders and partners in 
Brent and RBKC (these have all been identified and have agreed to participate). 

3. Project overview and resources (max: 500 words)  
(Please provide an overview of the project and the resources required to deliver the 
programme) 

Project Overview: 

The care and support that faith communities deliver in terms of responding to mental 
health and wellbeing need is widely acknowledged and much can be learned by NHS 
personnel when they are enabled to experience the wide ranging interventions being 
offered as part of a co-designed and delivered workforce solution that is based on an 
enabling partnership between faith communities and mental health professionals. 

Alongside this, while health professionals are taught to holistically respond by including 
the consideration of a person’s spiritual needs when planning care solutions to deliver 
health outcomes, they often feel ill equipped to respond. 

Likewise, faith leaders/communities frequently feel the same about how to approach and 
respond effectively to a person’s mental health and wellbeing need and also may feel 
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uninformed about whom to contact within the local statutory health services when the 
need arises and when escalation is required.  

This project therefore seeks to identity the benefits that can be accrued when mental 
health services and faith communities work together in partnership to develop shared 
workforce solutions and to consider how education and training can enable both parties to 
enhance their capability, competence and confidence to respond and/or deliver care and 
support people with stress and mental health challenges when required to do so. 

The aim of the project is to: 

• Develop collaborative partnerships to provide a platform for mental health 
professionals and faith leaders/communities to engage in shared learning and to learn 
from each other to enhance workforce capability. 

• Create a user led workforce solution co-developed and co-designed with members of 
the local community as well as informed trusted and competent advocates (to support 
service users and to release NHS staff time to respond to more acute and pervasive 
needs presented by service users). 

• Make better use of faith communities who already play an effective, proven and 
trusted conduit to releasing valuable clinical time in the mental health workforce, our 
faith workers provide and gateway to our clinical workforce as co-workers assisting in 
the application of triage, signposting and escalation when vulnerability and autonomy 
is challenged.  

• Improve recovery, avoid admission to MH services, step down, sustaining effective 
discharge,  

• Empower the faith communities to deliver more effective and ‘regulated’ services in 
partnership with healthcare, 

• Provide evidence-based and quality assured services within the context of a 
governance framework 

• Co-design models of supervision, coaching, and governance for partnership working. 

Resources: 

In order to meet these aims we will need dedicated resource to coordinate and manage 
the project.  A project manager and engagement officers will work together with a 
Steering Group of faith leaders and healthcare professionals to ensure the success of this 
project. CNWL and the faith leaders will contribute match funding through the release of 
staff time to support the project. 
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4. How will the proposal contribute to the delivery of your STP/regional-level Mental 
Health Workforce Plan? (max: 150 words) 

This project will share skills and work collaboratively with local faith leaders will: 

• reduce the health and wellbeing gap by ensuring more people have access to 
effective and appropriate mental health support via faith leaders in their communities 
rather than only through healthcare providers thereby removing perceived barriers to 
seek early intervention. 

• reduce the care and quality gap by upskilling more people in the community as well 
as healthcare professionals to enable them to provide high quality and person 
centered care through the application of advocacy, positive citizenship and 
community development/engagement. 

• reduce the funding and efficiency gap by having a skilled and resilient community that 
can provide mental health support in a range of settings other than through healthcare 
providers.   

• assist in the development of user and family self-support, resilience and 
empowerment. 

5. Financial Breakdown:  
(Please use the table below to provide a detailed cost breakdown of the intended uses of the 
total funding, include details of other sources of funding if applicable).  
 

The below amounts will cover the project for the duration of months. 

In addition to the staffing costs identified in the table above we plan to use the remaining 
funds (approximately £55,637) for training, workshops and possible networking events 
based on the needs of Faith groups. This cannot be costed at this stage as we need to 
establish need before we can approach providers etc. We will inform the Steering Group of 
any planned expenditure as it is identified. 

Please note:  HEE is unable to provide funding from its strategic investment fund for 
service delivery, statutory or mandatory training or major capital items.  Funding for 
release costs will only be considered in exceptional circumstances.   

6. Affordability and Achievability (100 words) Please explain how the project 
represents value for money 

Match by time and contribution to the project provided by our various professional staff 
and faith communities by sharing the intellectual property from our learning from Grenfell, 
time provided by oversight clinicians from CNWL.  Clinician time will also be released as 
faith community competence and capability is built and delivered. 

 

Item Description Cost £k 

1 x Project Manager  £24,419 

4 x Engagement Officers  £39,139 

Corporate Overheads 17% £10,805 

Total Cost £74,363 

15 
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7. Project benefits and performance measures 
Please provide a summary of the key benefits associated with the project, distinguishing 
between qualitative and quantitative; tangible or non-tangible benefits; direct and indirect, 
as appropriate. Please also indicate the key performance metrics against which project 
success will be measured. 

Benefit Description Measure / KPI When Realised 

Stepping Forward 2020:  
Overall growth in the size of 
the mental health workforce 

Recruitment, retention and skills 
development of NHS staff, 
particularly from local population. 

End of the project 

New kinds of roles in 
mental health workforce 

Skilled faith leaders/communities 
who are equipped with the 
capability, competence and 
confidence to deliver mental health 
support  

End of the project 

Upskilling for existing staff 

Healthcare staff who understand 
how to respond to a personal’s 
spiritual needs when planning care 
solutions to deliver resilient and 
effective health outcomes 

End of  the project 

New service and workforce 
models 

Community and citizenship at the 
heart of service model, co-produced 
services and workforce solutions 

End of the project 

Governance and project management arrangements (max: 200 words) 

(Please briefly outline the project governance framework and project management 
arrangements – including high level roles and responsibilities and escalation routes) 

CNWL internal governance processes will be in place to oversee the delivery of this 
project.    In addition, a Project Steering Group has already been established to include 
representatives from local faith groups, HEE and CNWL.  This will ensure the co-
production and shared governance between local multi-faith communities and their 
professional mental health supporters.  Such a model of shared governance will based on 
a facilitative, rather than directive approach and in its simplest form, will be based on the 
principles of partnership, equity, accountability, empowerment and local ownership.  The 
aim will be to enable a service delivery model to evolve that is aimed at empowering all 
parties to co-produce solutions and to develop workforce competence and capability.  
Meetings will take place on a monthly basis to review progress. 

CNWL will employ the project manager to oversee and coordinate the project alongside 
engagement officers who will liaise with the steering group to drive the project forward.   
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8. Risks: (200 words) What risks, issues and challenges have you identified and what 
mitigations are in place? 

Risk:  Engagement  

Issues/Challenge: The key to the success of this project is engaging with all faiths.  If 
we are unable to effectively engage with some faith groups this will not be a truly multi-
faith collaboration.   

Mitigation:  From the onset this project has been informed by the cultural consultation 
work done for the Grenfell Health and Wellbeing Service as well as other similar work 
already done in Brent and RBKC, and our local knowledge. The early formation of the 
Steering Group will also assist in mitigating this risk and has proven already to break 
down barriers between faith communities.  Our Muslim and Hindu faith groups, for 
example are now very active members of the Steering Group and Project. 

9. Key stakeholders who are the key stakeholders and how will they be engaged.  
Include patient/public and / or their representatives as necessary 

Stakeholder group Engagement 

Steering Group 

The Steering Group will meet regularly to co-produce 
the model (key faith group leaders from key 
denominations), Iman, Bishop of London’s Chaplain, 
The Chair of the Methodist congregation in London, 
various other faith leaders/clergy, service user 
representative.  

HEE HEE will be part of the Steering Group 

CNWL CNWL will be part of the Steering Group and provide the 
project support for this work. 

10. Evaluation (200 words) 
Please outline how the project will be evaluated.  Including the data that will be gathered 
and assessed.   

(Refer to www.kcl.ac.uk/evaluation for a toolkit to support the development of your 
evaluation strategy) 

The scope and outcomes for this project have already been rigorously tested with faith 
leaders in NW London and will form the focus for our evaluation methodology.  We will 
use the Kirkpatrick Model to measure community engagement, service user satisfaction 
(members of the faith community and professional MH employees), determination of the 
skills learned and coaching outcomes. Focus groups will be used to measure/gauge 
outcomes.  A Steering group will received regular KPI reports linked to outcomes. 
SMART objectives will be used also.  A final evaluation report will be provided for HEE. 
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11. Sustainability (150 words) 
Please briefly outline how the programme will become sustainable / business as usual 
following the end of HEE funding 

Following the end of funding, good relationships between healthcare and faith 
communities will be established and maintained through regular interaction and 
collaboration.  The need for a project manager and engagement officers will no longer 
be necessary.  We believe this project will be a community asset embedded in our way 
of working going forward.  The legacy will include skills, learning from teaching and 
improved relationships with the communities we serve.  We aim to disseminate 
learning/findings from this project across London and wider HEE Regions to inform 
adoption within local communities and Primary Care Network Areas. 
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Appendix 6

HEE Multi-Faith Project – Steering Group Members

Name Representing 
Danny Maher Brent Multi-Faith Forum
Dr Mario Philips Brent Multi-Faith Forum
Tahseen Maher Brent Multi-Faith Forum
Ann Stirzaker Brent Multi-Faith Forum
Abdurahman Sayed Al Manaar – Muslim Cultural Centre
Nacera Solarbi Al Manaar – Muslim Cultural Centre
Father Gerard Skinner St Francis of Assisi
Father Samuel McNally-Cross St Thomas’ Parish Church
Dr Graham Tomlin Bishop of Kensington
The Reverend Dr Jason Roach Adviser to the Bishop of London
Jackie Blanchflower Latymer Community Church
Mary White Latymer Community Church
Rajendra Shah BAPS Shri Swaminarayan Mandir / Neasden Temple
Reverend Dr Alan Everett St Clement and St James 
Reverend Gareth Wardell St Clement and St James
Reverend Paul Cowley Holy Trinity Brompton Church
Reverend Steve Divall St. Helen’s Church
Reverend Will van Der Hart St. Dionis 
Reverend Dr Paul Hill London Mission North West 
Laurence Julius Holland Park Synagogue
Ruth Finkel Holland Park Synagogue
Naomi Green Holland Park Synagogue
Rabbi Dr Moshe Freedman New West End Synagogue
Reverend Mark Davenport Hammersmith, Chelsea and Fulham  

Methodist Church
Reverend Dr Mike Long Nottinghill Methodist Church 
Reverend Elaine Joseph Wembley Circuit of the Methodist Church
Reverend Dr Leão Neto Brent Methodist Church
Reverend Michaela Youngson Methodist Conference
Reverend Nigel Cowgill Methodist Church
Reverend Dr Jongikaya Zihile Methodist Church
Radhika Howarth West London CCG
Sohail Ahmed Wembley Central Masjid
Mandip Singh Sohal Central Gurdwara (Kalsa Jatha)
Harvinder Kaur Dulka Central Gurdwara (Kalsa Jatha)
David Munns Evangelical - Clinical Nurse Specialist Mental Health. HIV/

Volunteer Chaplain Assistant at Chelsea
Professor David Sines CBE Health Education England, Chair of the Steering Group 
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HEE Multi-Faith Project – Steering Group Members

Name Representing 
Leo Murtagh Health Education England
Michelle Hagan Health Education England
Lizzie Smith Health Education England
Advia Ahmed CNWL – Engagement Officer (K&C)
Nushrat Kassam CNWL – Engagement Officer (K&C) 
Jenny Lanyero CNWL – Engagement Officer (Brent)
Sepideh Mhojatoleslami CNWL – Engagement Officer (Brent)
Sahra Ismail CNWL – Engagement Officer (Brent)
Fatima Umar CNWL – Engagement Officer (Brent)
Kevin Snow CNWL – Engagement Officer (Brent)
Robyn Doran CNWL 
David Bailey CNWL
Fatima Elguenuni CNWL
Jo-Anne Hawthorne CNWL 
Emma Kennedy CNWL
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1

11/11/2019
31/03/2022 Complete 26 93%
28/06/2022 In Progress 1 4%

Delayed 1 4%

Not Started 0 0%

Ref# Activity Activity Lead Activity Start Date Activity Finish Date Update Activity Status 

1

1.1 Project Team, Roles and Responsibilities, Recruitment etc. Steering Group 11/11/2019 03/02/2020 Complete

1.2 Agree Scope: North Kensington and Specific Area in Brent Steering Group 11/11/2019 11/11/2019 Complete

2

2.1 Define inclusion criteria for  faith communities in each of the two areas Steering Group 09/12/2019 09/12/2019

North Kensington:  Mosque, Methodist Church, Latimer Church, St 
Clements & St James
Brent:  Mosque, Methodist Church and the Temple.
Extending to additional faiths where identified

Complete

2.2
Recruit additional staff to expand the number of links with Faith groups in the geographical locations 
already agreed:  Brent and K&C

Project Team 02/01/2019 28/02/2020 New Item following additional funding Complete

2.3 Update proposal to account for additional funding and extension of project to March 2021.  Project Team 02/01/2019 28/02/2020 New Item following additional funding Complete

2.4
Map existing relationships and work done with local faith communties to maximise impact of this 
project and not duplicate efforts and create a gaps analysis

Project Team 16/01/2019 16/06/2020
A gaps analysis has been developed and distributed to the Faith 
Leaders who have contributed so far.  This will be a working 
document.

Complete

2.5
Establish contacts with the CNWL Recovery College to identify peer support faith communities, the 
next generation of health workers, and existing clinical practitioners.

Project Team 29/04/2019 31/12/2021
We are working with CNWL Recovery College to agree a 
programme and delivery of co-produced training with Faith 
Groups.  

Complete

2.6 Establish contacts with faith groups and agree priorities and what change will look like Project Team 03/02/2020 30/04/2020
The EO's have made significant progress establishing contacts 
with Faith Groups. Due to COVID-19 this is still ongoing.

Complete

2.7
Collate existing narrative around Mental Health from each faith community including 'defining the 
concept of faith literacy'; agree  key priorities for action and engagement

Project Team 03/02/2020 30/09/2020 This was collated into the gaps analysis Complete

2.8
Meaningful Relationships -  build and develop meaningful relationships between Faith groups and 
Health colleagues.  

Project Team 03/02/2020 31/03/2022

Agreed to amend the terminology 'mentouring/coaching'.  The 
aim is to build meaningful relationships between Faith groups and 
health teams.  The new Community Connector roles will bridge 
the gaps.  We have developed some great relationships which we 
hope to maintain following the project end.

Complete

2.9
Student Nurse Placements - Develop student nurse placement project with faith groups and a 
designated University (Where will they be placed and mentored/supported, how will this work, 
supervision etc.)

Project Team 10/02/2020 04/10/2021
CNWL Placement Team have been working with UWL and Kings 
University’s to identify student nurses to take part in this pilot.  

Complete

2.10 Planning for Faith Conferences for the next financial year Project Team 03/02/2020 31/03/2020 Provided an update for the Bishop of London's event Complete

2.11 Cultural Consultation inter-Faith approach to bereavement Project Team 29/01/2020 29/01/2020 Complete

2.12
Maximise utalisation of existing WL CCG training to Faith Leaders in K&C and establish contacts with 
Brent CCG to mirror offer 

Project Team 24/02/2020 31/03/2022

New Item following additional funding
WLCCG:  Health Coaching and Mind, Body, Breath and Mental 
Health First Aid.
Due to COVID-19 all training has been put on hold until further 
notice

Delayed

3

3.1 Roll out student nurse placements and peer support Project Team 01/04/2021 31/03/22

Brent had two student Nurses but this was not as successful as 
anticipated due to misunderstanding from the Faith Leads and 
split placement for the Students.  The student for the K&C 
Engagement Officers was cancelled due to Covid-19 and lack of 
students from the university.

Complete

3.2

Co-production workshops with faith communities to:
• Review existing narrative and adapt accordingly
• Review existing Toolkit and adapt accordingly
• Develop Signposting
• Share experiences and ask questions

Project Team 01/11/2020 31/03/22

Work has commenced on a toolkit with the Brent Multi-Faith 
Forum and will continue post completion of the project with 
outcomes being shared with other services in CNWL to ensure we 
can replicate this where possible.
North Kensington has a toolkit that is used as part of the GHWS 
which we are developing and we hope to share more widely.

In Progress

3.4
Training and workshops with relevant providers based on the needs of Faith groups identified in 
phase 2.

Project Team 04/01/2021 31/03/22

This will link to the Training requirements from the gaps analysis 
and currently planned to be delivered predominately via CNWL 
Recovery College
Our Brent Engagement Officers have run a series of successful 
workshops with the faith groups in Brent to further understand the 
training needs.  We attempted to replicate this in Kensington & 
Chelsea but were not successful as we didn’t get commitment to 
dates or training requirements from Faith Leads.

Complete

4

4.1 Continue to embed and work on all identified work streams Project Team 02/03/2020 31/03/22 Complete

4.2 Continue to review progress against outcomes Project Team 02/03/2020 31/03/22 Complete

4.3
Identify improvements to be implemented following fornightly project review meetings aligned to 
each agreed workstream

Project Team 02/03/2020 31/03/22 Complete

4.4 Explore ways to expand to other faith groups both in and out of geography Project Team 02/03/2020 31/03/22 Complete

5

5.1 Define Steering Group (Membership, Roles and Responsibilities and Dates) Steering Group 15/11/2019 03/02/20
Steering Group was set up but a number of individuals moved on 
and buy in for the project diminished over time.

Complete

5.2
Agree Project Group Meetings - agree Membership, Scope and Roles/Responsibilties; Construct a 
Standardised Agenda to track Progress for each Project workstream

Project Team 15/11/2019 03/02/20
Meetings were poorly attended by Steering Group members.  
Paperwork was sent following each meeting to ensure all 
members were kept up to date.

Complete

6

6.1 Agree reporting mechanism and frequency in partnership with HEE Project Team 15/11/2019 03/02/20 Currently being reviewed Complete

6.2 Recruitment, retention and skills development Project Team 02/03/2020 31/03/22 Key Objective to monitor effectiveness Complete

6.3 Identifying competencies and new kinds of roles in mental health Project Team 02/03/2020 31/03/22 Key Objective to monitor effectiveness Complete

6.4
Upskilling of existing staff and Faith Community Workers with a focus on working both individually 
and collaboratively 

Project Team 02/03/2020 31/03/22 Key Objective to monitor effectiveness Complete

6.5 Present propsals to inform new service and workforce transformation  models/competence sets Project Team 02/03/2020 31/03/22 Key Objective to monitor effectiveness Complete

Governance 

Phase 3: Implementatation

Phase 4:  Continuation and expansion

Mental Health & Spirituality:  Building Workforce Competence and Capability Together

Phase 2:  Scoping, Planning and Engagement

Project Name:             Mental Health & Spirituality                                                    Project Start Date:
SRO:                              Robyn Doran                                                                     Project Completion:                   
Operational Lead:      David Bailey                                                                                           Updated:             
Project Manager:       Jo-Anne Hawthorne

Project Status 

Performance & Information

Phase 1:  Set up and mobilisation
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HEE_Multi-Faith_Gaps Analysis

Geography Theme Subject Gap Identified Comment from Faith Leaders Owner Proposed Action

Brent STRATEGIC
Strategic policy and 
funding decisions in mental 
health care

Faith organisations are not systematically consulted on 
NHS policy and funding decisions

“NHS decision makers should come out of their ivory towers more.” CCG CNWL to raise with appropriate CCG Commissioning.  

K&C STRATEGIC Community Involvement
Currently Faith leaders and Health care professionals are 
co-producing without involving communities or 
individuals who access both spaces. 

• Asking patients/service users and communities what their needs are from faith based 
organisations and health services e.g. anonymous survey. Welcome packs & posters  for 
health care services in wards which would include support and access to faith and 
spirituality. Having a steering group with members of the community.                                                 
• To create a good template of spiritual well-being. How can I help you? How can your faith 
help you?  A need for National Global Awareness around the importance of Spirituality.

Multi-Faith Project 
• Phase 2:  Engaging service users / congregation members 
• Phase 3:  Co-production workshops

Brent CARE PATHWAYS Care planning
Faith leaders are unaware of individual care planning  
for mental health service users

Service users are not currently asked if their faith leaders should be involved in their care 
planning.  Formalising faith leader involvement in care plans may have legal/liability 
considerations for the NHS.

Multi-Faith Project 
• Link with relevant services.                                  
• Health services integrating importance of faith into recovery 
care plans.

K&C CARE PATHWAYS Faith and Recovery
Health Care services not being aware and/or including 
faith/spirituality as an integral part of an individuals 
recovery.

• To have on-going co-production of workshops and booklets between faith leaders and 
NHS. IAPT services and hospital wards understanding importance of religion and 
spirituality (faith) as being a part of well being and recovery.       
• Training for NHS staff to understand the importance of Spirituality to a person of faith.   
• Current NHS idea is we need to fix you, this is disempowering, taking away control. People 
don’t trust authorities because they may not be consulted as to what will help them.   Trust 
has gone. We need to rebuild this in different ways.

Multi-Faith Project 
• Link with relevant services
• Phase 3: Co-Production Workshops

Brent INPATIENT CARE Hospital Chaplaincies
Lack of formal links between Chaplaincies and faith 
leaders in hospital catchment areas

“We used to have a good contact at X hospital. But the person left.” Multi-Faith Project Link with relevant services

K&C INPATIENT CARE Interface
Training for staff in General Hospitals to understand 
importance of faith/spirituality. 

• Create an interface between Physical and Spiritual journey within context, knowing 
support is around.  There is a need for a new angle, a clearer message to pay attention to 
faith. Have access to Spiritual leads  in wards, hospital, MH settings too A need for Chaplains 
to be available at all times during a person’s life, not just at end of life in hospitals (i.e. 
inpatient settings).          
• A need for collaborative work settings to discuss the impact of Mental Health.  Platforms 
like online meetings to discuss this in the care Plan of a patient, with Nurses, Doctor, 
Psychiatrist, Priest. Currently Spirituality/Faith is separate from the Psychiatric medical 
model, its either one or the other but it needs to be collaborative/partnership.   Need for 
case conferences between clergy, Psychiatrists, doctors- being recognised as important part 
of patients healing journey. (Faith support being part of a professionals meeting).

HEE, CCG. 

• Phase 2: Contacting hospitals / general wards for agreement 
on phase 3
• Phase 3:  Training and Workshops                

K&C LANGUAGE Stigma

Lack of positive language around Mental Health and 
awareness, (e.g. Learning disability, transgender 
identity) creating stigma. Lack of consistent education 
for faith leaders.           

• "Faith based communities and stigma around transgender identity and how people find it 
easier to talk about mental health than sexuality".                                                       
• Importance of consistent education,understanding,and willingness to listen to dynamic 
range of issues/deep listening skills are essential for faith leaders.                                                          
• Language is important. People may benefit from how we can all improve mental health 
and well-being. What better looks like. Not the current standard model. No labels.                                               
• A lot of work is around reducing stigma of Mental Health issues, and focusing on the 
wellness end.

Multi-Faith Project 

• Phase 2:  Collate existing narrative around mental health 
from each faith community
• Phase 3:  Co-production workshops

Brent LANGUAGE Use of language
There is currently no agreed terminology for mental 
suffering and health that can be shared across secular 
mental health services and the faith communities

• “We can define faith as making meaning – both spiritual and emotional”
• There is a body of academic literature on bridging the divides between religion and 
secularism

Multi-Faith Project 

• Phase 2:  Collate existing narrative around mental health 
from each faith community
• Phase 3:  Co-production workshops

K&C EARLY INTERVENTION
Early intervention and 
prevention

 Lack of onsite NHS presence in places of worship. How 
physical health  can affect the mental health of families, 
faith leaders and carers. 

• Training faith leaders to disseminate amongst congregation/local communities.                              
• There is no follow up once suicidal patients have been discharged from A&E / inpatient- 
after failed suicidal attempt, there is an opportunity to link in with faith 
communities/trained Faith leaders in MH, to support the patient, this may reduce rate of re-
admission, and this will be seen as prevention or early intervention.

CCG & Multi-Faith 
Project.

• Trainee Nurse Placement’s element of this project (Phase 2 
and 3)                                          
• Collect Faith leader thoughts/feedback/ideas around future 
NHS/Faith links (local).

Brent EARLY INTERVENTION

Clinical support with 
mental health service 
referrals for faith leader’s 
community

Faith leaders do not currently have a direct line for 
confidential discussion with psychologists and 
psychotherapists

A Christian Minister accepted a referral to an NHS psychologist for a case discussion for a 
parishioner

Multi-Faith Project 

• Coaching/Mentoring/supervision element of this project 
aims to link faith leaders to healthcare professionals (Phase 2 
and 3)             
• Donating time scheme between NHS & faith leaders.

K&C
TRAINING FOR NHS 

PROFESSIONALS
Cultural Context:  Mis-
diagnosis

Cultural context, values & views are not taken into 
consideration by health care professionals, leading to 
misdiagnosis. 

• Older generations with more conservative ideas   may act as a barrier. Understanding their 
importance in the community instead of undermining their value would be more beneficial 
and enable preventative measures.     
• Making sure that Spirituality and religion is an important part of a person's recovery. Lack 
of funds, limited resources create bugger gaps which needs to be addressed.                               
• Cultural value based systems, co work with faith based communities, deliver holistic care. 
There is a need for a new angle, a clearer message to pay attention to cultural context as 
well as faith. We need to put beliefs into context without pre-judging and labelling as MH. 
(Example of lady walking around in a white Cape, this was due to her belief, not necessarily 
need for MH assessment.                                                                  
• A misunderstanding that mental health means a problem.

Multi-Faith Project 
This will be addressed as part of the overarching Multi-Faith 
Project aim.

Brent
TRAINING FOR NHS 

PROFESSIONALS

Training of mental health 
nurses (Initiative proposed 
by the HEE Multi-Faith 
mental health project 
managers)

Mental health nurses do not currently have in-depth 
training in religious faiths and communities

• “Placing a nurse in our homeless night shelter could be very useful. They could wear plain 
clothes and just mingle informally.”
• “Referrals between faiths for homeless people presenting to the night shelter could be 
improved.” 

Multi-Faith Project 
Trainee Nurse Placements element of this project (phase 2 and 
3)

Brent
TRAINING FOR NHS 

PROFESSIONALS

Training of mainstream 
psychologists, counsellors 
and therapists

Mainstream therapists have not typically had in-depth 
training in religious faiths

• “Therapists do not need to be a follower of the faith to be effective. They just need to 
understand the basics and be open-minded"
• “Being outside of the faith community may be an advantage. Some people will prefer it in 
terms of trust in confidentiality.”
• “Sometimes my parishioners confide in me deeply personal issues and then no longer 
want to speak to me within the wider community.”

Multi-Faith Project 

• Two-way training element of this project - Recovery College? 
And Student nurse placements? (Phase 2)                                          
• Workshop / Presentation on importance of faith/culture for 
IAPT services.

Brent CO-PRODUCTION Hearing Voices Groups
Hearing Voices  Groups do not currently appear to be 
targeted at religious communities. These do not appear 
to be faith based .

HV Groups can accommodate religious interpretations of hallucinatory experiences Multi-Faith Project Link with relevant services

K&C CO-PRODUCTION Collaboration work
There is no current holistic model that includes psycho-
social, spiritual, medical as part of a persons faith.

Develop and build relationships, Have better pathways and understanding. Currently seen 
as either Psychiatry approach or prayer , we need both. To have better collaboration 
between church and emergency/ NHS services, better partnerships. Help develop a lasting 
community that a person in distress can then belong to, and engage. 

HEE, CCG and Multi-
Faith Project. 

This will be addressed as part of the overarching Multi-Faith 
Project aim.

Brent CO-PRODUCTION Cross-agency working
Not enough links between  faith groups and designated 
Police mental health and police faith officers

“We had strong links with the Police until they restructured.” Multi-Faith Project Link with relevant services

Brent OLDER ADULTS Geriatric/dementia care
Faith leaders currently provide geriatric and dementia 
support for indviduals & carers  without direct NHS 
support. 

This  appears to be a significant responsibility for many faith leaders
“I have hundreds of elderly members of the community terrified of Covid-19"

Multi-Faith Project Link with relevant services

Brent OLDER ADULTS Depression in the elderly
Faith leaders currently provide support for 
depression/bereavement  without direct NHS support

This  appears to be a significant responsibility for many faith leaders Multi-Faith Project Link with relevant services

Brent OLDER ADULTS End of life care
 Not enough end of life support for individuals such as 
last rites.

Last rites are practised across faiths and there are   humanistic rites for the dying .  It 
includes last rites for people of no faith.  The aim is to relieve emotional suffering at the end 
of life.                                                          
“I’ve done work elsewhere and have moved to London. I would like to do more work in this 
area in London.”

Multi-Faith Project Link with relevant services

Brent
SIGNPOSTING AND 

REFFERALS

People accessing faith 
support following mental 
health service use

This pathway does not currently appear to be captured 
by the NHS.   A procedure for re-referral for alternative 
NHS or associated mental health services following 
disengagement is not currently established with the 
faith community.

“Yes, we do have members of the community who seek support from us after feeling NHS 
mental services have not helped them.”

Multi-Faith Project 
• Link with relevant services                                  
• Case presentations and lessons learnt - Phase 3.

Brent
SIGNPOSTING AND 

REFFERALS
Sign posting to mental 
health services

Faith leaders are not confident in sign posting 
individuals with mental illness to services. Not aware of 
the different types of services available and whether 
individuals would be eligible to attend.

“We are often unsure where to send people who are suffering with a mental illness, it would 
be useful to have better knowledge regarding sign posting”

Multi-Faith Project 
• Collaboration work though this Project               
• A Multi-Faith, NHS, CCG, Council forum.

Brent
SIGNPOSTING AND 

REFFERALS
Difficulties referring to 
Brent IAPT

Faith leaders have had difficulties referring people to 
Brent IAPT. Those referred have not been seen, have had 
long waiting times and have not been seen by the 
service.

“We have referred a few people to Brent IAPT but the people referred have struggled getting 
support, often it feels like our referrals have fallen on deaf ears or we are just corresponding 
with a computer”.
“It would be easier to refer to a key person from the service and liaise with them instead of 
going back and forth with different people”

Multi-Faith Project Link with relevant services

K&C
SIGNPOSTING AND 

REFFERALS
Signposting

Resources often being borough specific and this creates 
a problem for congregation / community who may not 
live in the borough. 

Health services do not communicate changes, and or provide leaflets and information to 
places of worship. Better signposting needed as congregation is widely spread across 
different boroughs.

Multi-Faith Project 

• Link with relevant services
• Phase 2:  Collate Existing narrative around Mental Health
• Phase 3:  Co-Production Workshops                      
• Donating time scheme between NHS & faith leaders.

K&C
SIGNPOSTING AND 

REFFERALS
Resources

Resources often being borough specific and this creates 
a problem for congregation / community who may not 
live in the borough. 

Accessing Faith and Spirituality resources should not be based on the borough that you are 
registered with. 

Multi-Faith Project 
• Link with relevant services
• Phase 2:  Collate Existing narrative around Mental Health
• Phase 3:  Co-Production Workshops                     

K&C
TRANING FAITH 

LEADERS
Boundaries

Lack of boundaries due to multiple layers of 
relationships leading to burn out. 

• Boundaries are less defined in faith based communities, due to layers of relationships and 
faith leaders also being part of the same community.  
• Some faith leaders take on a lot and suffer the emotional toll it takes on them later on.   
Some faith leaders do realise the power of transference.

Multi-Faith Project 
• Meaningful relationship development of this project aims to 
link faith leaders to healthcare professionals (Phase 2 and 3)             
• Donating time scheme.

K&C & Brent 
TRAINING/WELL 
BEING OF FAITH 

LEADERS

Faith Leaders own mental 
wellbeing

Faith leaders carry a lot of what health services would 
normally cover (due to individuals falling through 
gaps/never presenting to services) and most do not have 
relevant support, affecting their well-being and creating 
possible vicarious trauma.  Faith leaders  feeling ill-
equipped. i.e. therapists need therapy. Because faith 
leaders don't hold the official therapist title. 
Faith leaders can become fatigued from taking care of 
the emotional and mental well-being of so many people. 
They arrange peer to peer supervision for each other but 
often this is not enough.

• Faith leaders who die by suicide - not spoken about which creates distrust amongst their 
congregation (layers of trauma). 
• Faith leaders feeling isolated and holding too much, some support is on offer but never 
enough leaving them feeling fatigue.  “We hear very heavy things from people each day, I 
have had to talk people out of suicides, all of this has a severe impact on my own mental 
wellbeing and the well-being of my staff.  We do peer to peer supervision but we wish we 
were able to bring up these things with a professional to debrief”.

HEE and Multi-Faith 
Project. 

• Meaningful relationship development of this project aims to 
link faith leaders to healthcare professionals                                      
• Donating time scheme between NHS & faith leaders.
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Appendix 8

HEE_Multi-Faith_Gaps Analysis

K&C
COMMUNITY 

SUPPORT
Generational barriers

Faith leaders of different generations may hold different 
views which can create barriers and affect 
congregations.

• Our faith leader is anti-inter-faith and anti-mental health. Mental health and wellbeing 
awareness is newly established. 
• Involving the older generation, training them and making sure they are a key part of the 
community can be beneficial for them and the community. (gave example of work done).

Multi-Faith Project 
• Link with relevant services
• Phase 2:  Collate Existing narrative around Mental Health
• Phase 3:  Co-Production Workshops

K&C
TRAINING FAITH 

LEADERS
Balancing faith and mental 
health

A person of faith may not access support from health 
care services as they may feel their religion/spiritual 
connection should be enough. 

Misconceptions at present. e.g. grief/trauma you should be able to cope, even if you are 
depressed. Understanding and education that one can be a person of faith and suffer from 
MH, and get support from Mental Health practioners and professionals, without reflection 
on character. If you are a person of faith, you should be able to withstand, e.g. .grief, 
trauma you should be able to cope. more likely to be the case .Sayings that really does not 
help ….“What doesn't t kill you makes you stronger”- this wears you down, putting on a 
false brave face Phrases such "try to tough it out" are not helpful.

Multi-Faith Project 
• Link with relevant services
• Phase 2:  Collate Existing narrative around Mental Health
• Phase 3:  Co-Production Workshops

K&C
TRAINING FAITH 

LEADERS
Mental Health Training

Faith leaders may be offering mental health support 
without relevant / up to date training leading to further 
issues / complications. 

• Spiritual / faith support is nearly always under-reported 
• Co-working between NHS and Faith leaders for faith leaders to then disseminate to their 
communities because individuals may not always approach faith leaders first, but may go 
to a friend or family member first. 
• I would benefit from Mental Health Courses. Better understanding of what Bi polar is. 
• Also Addictions/Substance Abuse Alcohol abuse/Anger Management.
• We could then have courses in places of worship, this will take away barriers/reduce 
stigma. Also a need for basic counselling skills training. 
• Clergy are trained with basic skills to deal with MH patients and recognise issues, and to 
refer, this is the normal course of the training.
• Consistent & up to date training around mental health for faith leaders and volunteers so 
then it can be disseminated into the community.

Multi-Faith Project 
• Two-way training element of this project - Recovery College? 
• Student nurse placements? (phase 2)

K&C
TRAINING FAITH 

LEADERS
Supervision (Clinical)

Faith leaders find themselves offering Mental Health 
intervention without receiving clinical supervision to 
ensure they are following current policies and 
guidelines. 

• An opportunity for community workers to have support and be able to discuss their cases 
and benefit from clinical supervision. 
• Need for Clinical Supervision, someone to go to for advice. There is an on call rota made 
from different faiths for chaplaincy work. Chaplains need Support and help in dealing with 
failure. 
• Some faith leaders would not want clinical supervision, they may feel threatened. Also a 
female faith leader may not wish to go to a male supervisor, as he may not understand if 
there are female issues to go through (patriarchy).  Some faith leaders may have had bad 
experiences from supervision before. 
• We receive supervision for our counsellors and would like this to continue / be 
maintained. 

CCG & Multi-Faith 
Project.

• Meaningful Relationship Development element of this 
project aims to link faith leaders to healthcare professionals 
(Phase 2 and 3)          
• Donating time scheme.

K&C
TRAINING FAITH 

LEADERS
Taboo subjects/ language

Taboo subjects and lack of appropriate support stops 
faith leaders from being able to openly talk about 
different subjects. 

• Suicide is a taboo subject and we need training & information around language and 
delivery which at present is very minimal.                             
• To understand that suicidal patients are individuals in emotional pain. Fear around what 
places of worship / congregation will think if a person with dementia is placed in a care 
home (taboo).  Sense of honouring elderly people, whether it provides best care, how we 
can care for elderly, stay at home or other homes. E.g. wanting to visit an elderly person?  
Gets comments such as what is the point of visiting so and so, they won't remember…. not 
realising the stimulation, feel better, don’t know what it is? One of the connections is 
spiritual passages. Have open conversations, better knowledge, and education recognition 
of what better looks like, holistic care, not just being fed and kept warm.

Multi-Faith Project 
Meaningful relationship development element of this project 
aims to link faith leaders to healthcare professionals (Phase 2 
and 3)

K&C
TRAINING FAITH 

LEADERS
Awareness

Many faith leaders and their congregations do not have 
the relevant knowledge around Mental health, nor do 
they have enough time for comprehensive training, 
creating misinformation. 

• Faith leaders and healthcare professionals providing consistent workshops / awareness 
raising events for communities to better support themselves and each other.                                
• Being able to talk to congregations and community to start a conversation around 
positive Mental Health.

Multi-Faith Project 
Meaningful relationship development element of this project 
aims to link faith leaders to healthcare professionals (Phase 2 
and 3)

Brent
TRAINING FAITH 

LEADERS
Training of faith leaders

Training of faith leaders does not appear to include in-
depth mental health training

• “I would like to be trained so I can work as a psychotherapist with my community.”
• “We often have to counsel individuals with mental illness and this is very tiring for our 
staff and difficult for their well-being. It would be good to have one person in our team who 
is trained in offering mental health advice/support or faith based counselling. Someone 
who can refer to the correct service and can manage individuals wellbeing whilst they are 
waiting to be seen by a professional

Multi-Faith Project 
Two-way training element of this project - Recovery College? 
And Student nurse placements?

K&C COMMUNICATION
Maintaining long term 
communication

Faith leaders feel there is not enough ongoing   
communication between health care professionals and 
themselves. 

• To train and support faith communities to become independent, to give them agency and 
maintain relationships. Have clear referral pathways and follow ups. To have up to date 
signposting.                                                                       
• We have found organisations like MIND better, than NHS and have developed personal 
relationships. Building trust develops better long standing relationships. Articulates 
interfaith dialoge.There needs to be an open channel of communication with Mental 
Health/GP/Clergy.  More work at local community level.

HEE, CCG and Multi-
Faith Project. 

                 
• This will be addressed as part of the overarching Multi-Faith 
Project aim.                        
• How to maintain future forums / platform ideas?

  

Geography Theme Subject Gap Identified Comment from Faith Leaders Owner Proposed Action

Brent STRATEGIC
Strategic policy and 
funding decisions in mental 
health care

Faith organisations are not systematically consulted on 
NHS policy and funding decisions

“NHS decision makers should come out of their ivory towers more.” CCG CNWL to raise with appropriate CCG Commissioning.  

K&C STRATEGIC Community Involvement
Currently Faith leaders and Health care professionals are 
co-producing without involving communities or 
individuals who access both spaces. 

• Asking patients/service users and communities what their needs are from faith based 
organisations and health services e.g. anonymous survey. Welcome packs & posters  for 
health care services in wards which would include support and access to faith and 
spirituality. Having a steering group with members of the community.                                                 
• To create a good template of spiritual well-being. How can I help you? How can your faith 
help you?  A need for National Global Awareness around the importance of Spirituality.

Multi-Faith Project 
• Phase 2:  Engaging service users / congregation members 
• Phase 3:  Co-production workshops

Brent CARE PATHWAYS Care planning
Faith leaders are unaware of individual care planning  
for mental health service users

Service users are not currently asked if their faith leaders should be involved in their care 
planning.  Formalising faith leader involvement in care plans may have legal/liability 
considerations for the NHS.

Multi-Faith Project 
• Link with relevant services.                                  
• Health services integrating importance of faith into recovery 
care plans.

K&C CARE PATHWAYS Faith and Recovery
Health Care services not being aware and/or including 
faith/spirituality as an integral part of an individuals 
recovery.

• To have on-going co-production of workshops and booklets between faith leaders and 
NHS. IAPT services and hospital wards understanding importance of religion and 
spirituality (faith) as being a part of well being and recovery.       
• Training for NHS staff to understand the importance of Spirituality to a person of faith.   
• Current NHS idea is we need to fix you, this is disempowering, taking away control. People 
don’t trust authorities because they may not be consulted as to what will help them.   Trust 
has gone. We need to rebuild this in different ways.

Multi-Faith Project 
• Link with relevant services
• Phase 3: Co-Production Workshops

Brent INPATIENT CARE Hospital Chaplaincies
Lack of formal links between Chaplaincies and faith 
leaders in hospital catchment areas

“We used to have a good contact at X hospital. But the person left.” Multi-Faith Project Link with relevant services

K&C INPATIENT CARE Interface
Training for staff in General Hospitals to understand 
importance of faith/spirituality. 

• Create an interface between Physical and Spiritual journey within context, knowing 
support is around.  There is a need for a new angle, a clearer message to pay attention to 
faith. Have access to Spiritual leads  in wards, hospital, MH settings too A need for Chaplains 
to be available at all times during a person’s life, not just at end of life in hospitals (i.e. 
inpatient settings).          
• A need for collaborative work settings to discuss the impact of Mental Health.  Platforms 
like online meetings to discuss this in the care Plan of a patient, with Nurses, Doctor, 
Psychiatrist, Priest. Currently Spirituality/Faith is separate from the Psychiatric medical 
model, its either one or the other but it needs to be collaborative/partnership.   Need for 
case conferences between clergy, Psychiatrists, doctors- being recognised as important part 
of patients healing journey. (Faith support being part of a professionals meeting).

HEE, CCG. 

• Phase 2: Contacting hospitals / general wards for agreement 
on phase 3
• Phase 3:  Training and Workshops                

K&C LANGUAGE Stigma

Lack of positive language around Mental Health and 
awareness, (e.g. Learning disability, transgender 
identity) creating stigma. Lack of consistent education 
for faith leaders.           

• "Faith based communities and stigma around transgender identity and how people find it 
easier to talk about mental health than sexuality".                                                       
• Importance of consistent education,understanding,and willingness to listen to dynamic 
range of issues/deep listening skills are essential for faith leaders.                                                          
• Language is important. People may benefit from how we can all improve mental health 
and well-being. What better looks like. Not the current standard model. No labels.                                               
• A lot of work is around reducing stigma of Mental Health issues, and focusing on the 
wellness end.

Multi-Faith Project 

• Phase 2:  Collate existing narrative around mental health 
from each faith community
• Phase 3:  Co-production workshops

Brent LANGUAGE Use of language
There is currently no agreed terminology for mental 
suffering and health that can be shared across secular 
mental health services and the faith communities

• “We can define faith as making meaning – both spiritual and emotional”
• There is a body of academic literature on bridging the divides between religion and 
secularism

Multi-Faith Project 

• Phase 2:  Collate existing narrative around mental health 
from each faith community
• Phase 3:  Co-production workshops

K&C EARLY INTERVENTION
Early intervention and 
prevention

 Lack of onsite NHS presence in places of worship. How 
physical health  can affect the mental health of families, 
faith leaders and carers. 

• Training faith leaders to disseminate amongst congregation/local communities.                              
• There is no follow up once suicidal patients have been discharged from A&E / inpatient- 
after failed suicidal attempt, there is an opportunity to link in with faith 
communities/trained Faith leaders in MH, to support the patient, this may reduce rate of re-
admission, and this will be seen as prevention or early intervention.

CCG & Multi-Faith 
Project.

• Trainee Nurse Placement’s element of this project (Phase 2 
and 3)                                          
• Collect Faith leader thoughts/feedback/ideas around future 
NHS/Faith links (local).

Brent EARLY INTERVENTION

Clinical support with 
mental health service 
referrals for faith leader’s 
community

Faith leaders do not currently have a direct line for 
confidential discussion with psychologists and 
psychotherapists

A Christian Minister accepted a referral to an NHS psychologist for a case discussion for a 
parishioner

Multi-Faith Project 

• Coaching/Mentoring/supervision element of this project 
aims to link faith leaders to healthcare professionals (Phase 2 
and 3)             
• Donating time scheme between NHS & faith leaders.

K&C
TRAINING FOR NHS 

PROFESSIONALS
Cultural Context:  Mis-
diagnosis

Cultural context, values & views are not taken into 
consideration by health care professionals, leading to 
misdiagnosis. 

• Older generations with more conservative ideas   may act as a barrier. Understanding their 
importance in the community instead of undermining their value would be more beneficial 
and enable preventative measures.     
• Making sure that Spirituality and religion is an important part of a person's recovery. Lack 
of funds, limited resources create bugger gaps which needs to be addressed.                               
• Cultural value based systems, co work with faith based communities, deliver holistic care. 
There is a need for a new angle, a clearer message to pay attention to cultural context as 
well as faith. We need to put beliefs into context without pre-judging and labelling as MH. 
(Example of lady walking around in a white Cape, this was due to her belief, not necessarily 
need for MH assessment.                                                                  
• A misunderstanding that mental health means a problem.

Multi-Faith Project 
This will be addressed as part of the overarching Multi-Faith 
Project aim.

Brent
TRAINING FOR NHS 

PROFESSIONALS

Training of mental health 
nurses (Initiative proposed 
by the HEE Multi-Faith 
mental health project 
managers)

Mental health nurses do not currently have in-depth 
training in religious faiths and communities

• “Placing a nurse in our homeless night shelter could be very useful. They could wear plain 
clothes and just mingle informally.”
• “Referrals between faiths for homeless people presenting to the night shelter could be 
improved.” 

Multi-Faith Project 
Trainee Nurse Placements element of this project (phase 2 and 
3)

Brent
TRAINING FOR NHS 

PROFESSIONALS

Training of mainstream 
psychologists, counsellors 
and therapists

Mainstream therapists have not typically had in-depth 
training in religious faiths

• “Therapists do not need to be a follower of the faith to be effective. They just need to 
understand the basics and be open-minded"
• “Being outside of the faith community may be an advantage. Some people will prefer it in 
terms of trust in confidentiality.”
• “Sometimes my parishioners confide in me deeply personal issues and then no longer 
want to speak to me within the wider community.”

Multi-Faith Project 

• Two-way training element of this project - Recovery College? 
And Student nurse placements? (Phase 2)                                          
• Workshop / Presentation on importance of faith/culture for 
IAPT services.

Brent CO-PRODUCTION Hearing Voices Groups
Hearing Voices  Groups do not currently appear to be 
targeted at religious communities. These do not appear 
to be faith based .

HV Groups can accommodate religious interpretations of hallucinatory experiences Multi-Faith Project Link with relevant services

K&C CO-PRODUCTION Collaboration work
There is no current holistic model that includes psycho-
social, spiritual, medical as part of a persons faith.

Develop and build relationships, Have better pathways and understanding. Currently seen 
as either Psychiatry approach or prayer , we need both. To have better collaboration 
between church and emergency/ NHS services, better partnerships. Help develop a lasting 
community that a person in distress can then belong to, and engage. 

HEE, CCG and Multi-
Faith Project. 

This will be addressed as part of the overarching Multi-Faith 
Project aim.

Brent CO-PRODUCTION Cross-agency working
Not enough links between  faith groups and designated 
Police mental health and police faith officers

“We had strong links with the Police until they restructured.” Multi-Faith Project Link with relevant services

Brent OLDER ADULTS Geriatric/dementia care
Faith leaders currently provide geriatric and dementia 
support for indviduals & carers  without direct NHS 
support. 

This  appears to be a significant responsibility for many faith leaders
“I have hundreds of elderly members of the community terrified of Covid-19"

Multi-Faith Project Link with relevant services

Brent OLDER ADULTS Depression in the elderly
Faith leaders currently provide support for 
depression/bereavement  without direct NHS support

This  appears to be a significant responsibility for many faith leaders Multi-Faith Project Link with relevant services

Brent OLDER ADULTS End of life care
 Not enough end of life support for individuals such as 
last rites.

Last rites are practised across faiths and there are   humanistic rites for the dying .  It 
includes last rites for people of no faith.  The aim is to relieve emotional suffering at the end 
of life.                                                          
“I’ve done work elsewhere and have moved to London. I would like to do more work in this 
area in London.”

Multi-Faith Project Link with relevant services

Brent
SIGNPOSTING AND 

REFFERALS

People accessing faith 
support following mental 
health service use

This pathway does not currently appear to be captured 
by the NHS.   A procedure for re-referral for alternative 
NHS or associated mental health services following 
disengagement is not currently established with the 
faith community.

“Yes, we do have members of the community who seek support from us after feeling NHS 
mental services have not helped them.”

Multi-Faith Project 
• Link with relevant services                                  
• Case presentations and lessons learnt - Phase 3.

Brent
SIGNPOSTING AND 

REFFERALS
Sign posting to mental 
health services

Faith leaders are not confident in sign posting 
individuals with mental illness to services. Not aware of 
the different types of services available and whether 
individuals would be eligible to attend.

“We are often unsure where to send people who are suffering with a mental illness, it would 
be useful to have better knowledge regarding sign posting”

Multi-Faith Project 
• Collaboration work though this Project               
• A Multi-Faith, NHS, CCG, Council forum.

Brent
SIGNPOSTING AND 

REFFERALS
Difficulties referring to 
Brent IAPT

Faith leaders have had difficulties referring people to 
Brent IAPT. Those referred have not been seen, have had 
long waiting times and have not been seen by the 
service.

“We have referred a few people to Brent IAPT but the people referred have struggled getting 
support, often it feels like our referrals have fallen on deaf ears or we are just corresponding 
with a computer”.
“It would be easier to refer to a key person from the service and liaise with them instead of 
going back and forth with different people”

Multi-Faith Project Link with relevant services

K&C
SIGNPOSTING AND 

REFFERALS
Signposting

Resources often being borough specific and this creates 
a problem for congregation / community who may not 
live in the borough. 

Health services do not communicate changes, and or provide leaflets and information to 
places of worship. Better signposting needed as congregation is widely spread across 
different boroughs.

Multi-Faith Project 

• Link with relevant services
• Phase 2:  Collate Existing narrative around Mental Health
• Phase 3:  Co-Production Workshops                      
• Donating time scheme between NHS & faith leaders.

K&C
SIGNPOSTING AND 

REFFERALS
Resources

Resources often being borough specific and this creates 
a problem for congregation / community who may not 
live in the borough. 

Accessing Faith and Spirituality resources should not be based on the borough that you are 
registered with. 

Multi-Faith Project 
• Link with relevant services
• Phase 2:  Collate Existing narrative around Mental Health
• Phase 3:  Co-Production Workshops                     

K&C
TRANING FAITH 

LEADERS
Boundaries

Lack of boundaries due to multiple layers of 
relationships leading to burn out. 

• Boundaries are less defined in faith based communities, due to layers of relationships and 
faith leaders also being part of the same community.  
• Some faith leaders take on a lot and suffer the emotional toll it takes on them later on.   
Some faith leaders do realise the power of transference.

Multi-Faith Project 
• Meaningful relationship development of this project aims to 
link faith leaders to healthcare professionals (Phase 2 and 3)             
• Donating time scheme.

K&C & Brent 
TRAINING/WELL 
BEING OF FAITH 

LEADERS

Faith Leaders own mental 
wellbeing

Faith leaders carry a lot of what health services would 
normally cover (due to individuals falling through 
gaps/never presenting to services) and most do not have 
relevant support, affecting their well-being and creating 
possible vicarious trauma.  Faith leaders  feeling ill-
equipped. i.e. therapists need therapy. Because faith 
leaders don't hold the official therapist title. 
Faith leaders can become fatigued from taking care of 
the emotional and mental well-being of so many people. 
They arrange peer to peer supervision for each other but 
often this is not enough.

• Faith leaders who die by suicide - not spoken about which creates distrust amongst their 
congregation (layers of trauma). 
• Faith leaders feeling isolated and holding too much, some support is on offer but never 
enough leaving them feeling fatigue.  “We hear very heavy things from people each day, I 
have had to talk people out of suicides, all of this has a severe impact on my own mental 
wellbeing and the well-being of my staff.  We do peer to peer supervision but we wish we 
were able to bring up these things with a professional to debrief”.

HEE and Multi-Faith 
Project. 

• Meaningful relationship development of this project aims to 
link faith leaders to healthcare professionals                                      
• Donating time scheme between NHS & faith leaders.

Geography Theme Subject Gap Identified Comment from Faith Leaders Owner Proposed Action

Brent STRATEGIC
Strategic policy and 
funding decisions in mental 
health care

Faith organisations are not systematically consulted on 
NHS policy and funding decisions

“NHS decision makers should come out of their ivory towers more.” CCG CNWL to raise with appropriate CCG Commissioning.  

K&C STRATEGIC Community Involvement
Currently Faith leaders and Health care professionals are 
co-producing without involving communities or 
individuals who access both spaces. 

• Asking patients/service users and communities what their needs are from faith based 
organisations and health services e.g. anonymous survey. Welcome packs & posters  for 
health care services in wards which would include support and access to faith and 
spirituality. Having a steering group with members of the community.                                                 
• To create a good template of spiritual well-being. How can I help you? How can your faith 
help you?  A need for National Global Awareness around the importance of Spirituality.

Multi-Faith Project 
• Phase 2:  Engaging service users / congregation members 
• Phase 3:  Co-production workshops

Brent CARE PATHWAYS Care planning
Faith leaders are unaware of individual care planning  
for mental health service users

Service users are not currently asked if their faith leaders should be involved in their care 
planning.  Formalising faith leader involvement in care plans may have legal/liability 
considerations for the NHS.

Multi-Faith Project 
• Link with relevant services.                                  
• Health services integrating importance of faith into recovery 
care plans.

K&C CARE PATHWAYS Faith and Recovery
Health Care services not being aware and/or including 
faith/spirituality as an integral part of an individuals 
recovery.

• To have on-going co-production of workshops and booklets between faith leaders and 
NHS. IAPT services and hospital wards understanding importance of religion and 
spirituality (faith) as being a part of well being and recovery.       
• Training for NHS staff to understand the importance of Spirituality to a person of faith.   
• Current NHS idea is we need to fix you, this is disempowering, taking away control. People 
don’t trust authorities because they may not be consulted as to what will help them.   Trust 
has gone. We need to rebuild this in different ways.

Multi-Faith Project 
• Link with relevant services
• Phase 3: Co-Production Workshops

Brent INPATIENT CARE Hospital Chaplaincies
Lack of formal links between Chaplaincies and faith 
leaders in hospital catchment areas

“We used to have a good contact at X hospital. But the person left.” Multi-Faith Project Link with relevant services

K&C INPATIENT CARE Interface
Training for staff in General Hospitals to understand 
importance of faith/spirituality. 

• Create an interface between Physical and Spiritual journey within context, knowing 
support is around.  There is a need for a new angle, a clearer message to pay attention to 
faith. Have access to Spiritual leads  in wards, hospital, MH settings too A need for Chaplains 
to be available at all times during a person’s life, not just at end of life in hospitals (i.e. 
inpatient settings).          
• A need for collaborative work settings to discuss the impact of Mental Health.  Platforms 
like online meetings to discuss this in the care Plan of a patient, with Nurses, Doctor, 
Psychiatrist, Priest. Currently Spirituality/Faith is separate from the Psychiatric medical 
model, its either one or the other but it needs to be collaborative/partnership.   Need for 
case conferences between clergy, Psychiatrists, doctors- being recognised as important part 
of patients healing journey. (Faith support being part of a professionals meeting).

HEE, CCG. 

• Phase 2: Contacting hospitals / general wards for agreement 
on phase 3
• Phase 3:  Training and Workshops                

K&C LANGUAGE Stigma

Lack of positive language around Mental Health and 
awareness, (e.g. Learning disability, transgender 
identity) creating stigma. Lack of consistent education 
for faith leaders.           

• "Faith based communities and stigma around transgender identity and how people find it 
easier to talk about mental health than sexuality".                                                       
• Importance of consistent education,understanding,and willingness to listen to dynamic 
range of issues/deep listening skills are essential for faith leaders.                                                          
• Language is important. People may benefit from how we can all improve mental health 
and well-being. What better looks like. Not the current standard model. No labels.                                               
• A lot of work is around reducing stigma of Mental Health issues, and focusing on the 
wellness end.

Multi-Faith Project 

• Phase 2:  Collate existing narrative around mental health 
from each faith community
• Phase 3:  Co-production workshops

Brent LANGUAGE Use of language
There is currently no agreed terminology for mental 
suffering and health that can be shared across secular 
mental health services and the faith communities

• “We can define faith as making meaning – both spiritual and emotional”
• There is a body of academic literature on bridging the divides between religion and 
secularism

Multi-Faith Project 

• Phase 2:  Collate existing narrative around mental health 
from each faith community
• Phase 3:  Co-production workshops

K&C EARLY INTERVENTION
Early intervention and 
prevention

 Lack of onsite NHS presence in places of worship. How 
physical health  can affect the mental health of families, 
faith leaders and carers. 

• Training faith leaders to disseminate amongst congregation/local communities.                              
• There is no follow up once suicidal patients have been discharged from A&E / inpatient- 
after failed suicidal attempt, there is an opportunity to link in with faith 
communities/trained Faith leaders in MH, to support the patient, this may reduce rate of re-
admission, and this will be seen as prevention or early intervention.

CCG & Multi-Faith 
Project.

• Trainee Nurse Placement’s element of this project (Phase 2 
and 3)                                          
• Collect Faith leader thoughts/feedback/ideas around future 
NHS/Faith links (local).

Brent EARLY INTERVENTION

Clinical support with 
mental health service 
referrals for faith leader’s 
community

Faith leaders do not currently have a direct line for 
confidential discussion with psychologists and 
psychotherapists

A Christian Minister accepted a referral to an NHS psychologist for a case discussion for a 
parishioner

Multi-Faith Project 

• Coaching/Mentoring/supervision element of this project 
aims to link faith leaders to healthcare professionals (Phase 2 
and 3)             
• Donating time scheme between NHS & faith leaders.

K&C
TRAINING FOR NHS 

PROFESSIONALS
Cultural Context:  Mis-
diagnosis

Cultural context, values & views are not taken into 
consideration by health care professionals, leading to 
misdiagnosis. 

• Older generations with more conservative ideas   may act as a barrier. Understanding their 
importance in the community instead of undermining their value would be more beneficial 
and enable preventative measures.     
• Making sure that Spirituality and religion is an important part of a person's recovery. Lack 
of funds, limited resources create bugger gaps which needs to be addressed.                               
• Cultural value based systems, co work with faith based communities, deliver holistic care. 
There is a need for a new angle, a clearer message to pay attention to cultural context as 
well as faith. We need to put beliefs into context without pre-judging and labelling as MH. 
(Example of lady walking around in a white Cape, this was due to her belief, not necessarily 
need for MH assessment.                                                                  
• A misunderstanding that mental health means a problem.

Multi-Faith Project 
This will be addressed as part of the overarching Multi-Faith 
Project aim.

Brent
TRAINING FOR NHS 

PROFESSIONALS

Training of mental health 
nurses (Initiative proposed 
by the HEE Multi-Faith 
mental health project 
managers)

Mental health nurses do not currently have in-depth 
training in religious faiths and communities

• “Placing a nurse in our homeless night shelter could be very useful. They could wear plain 
clothes and just mingle informally.”
• “Referrals between faiths for homeless people presenting to the night shelter could be 
improved.” 

Multi-Faith Project 
Trainee Nurse Placements element of this project (phase 2 and 
3)

Brent
TRAINING FOR NHS 

PROFESSIONALS

Training of mainstream 
psychologists, counsellors 
and therapists

Mainstream therapists have not typically had in-depth 
training in religious faiths

• “Therapists do not need to be a follower of the faith to be effective. They just need to 
understand the basics and be open-minded"
• “Being outside of the faith community may be an advantage. Some people will prefer it in 
terms of trust in confidentiality.”
• “Sometimes my parishioners confide in me deeply personal issues and then no longer 
want to speak to me within the wider community.”

Multi-Faith Project 

• Two-way training element of this project - Recovery College? 
And Student nurse placements? (Phase 2)                                          
• Workshop / Presentation on importance of faith/culture for 
IAPT services.

Brent CO-PRODUCTION Hearing Voices Groups
Hearing Voices  Groups do not currently appear to be 
targeted at religious communities. These do not appear 
to be faith based .

HV Groups can accommodate religious interpretations of hallucinatory experiences Multi-Faith Project Link with relevant services

K&C CO-PRODUCTION Collaboration work
There is no current holistic model that includes psycho-
social, spiritual, medical as part of a persons faith.

Develop and build relationships, Have better pathways and understanding. Currently seen 
as either Psychiatry approach or prayer , we need both. To have better collaboration 
between church and emergency/ NHS services, better partnerships. Help develop a lasting 
community that a person in distress can then belong to, and engage. 

HEE, CCG and Multi-
Faith Project. 

This will be addressed as part of the overarching Multi-Faith 
Project aim.

Brent CO-PRODUCTION Cross-agency working
Not enough links between  faith groups and designated 
Police mental health and police faith officers

“We had strong links with the Police until they restructured.” Multi-Faith Project Link with relevant services

Brent OLDER ADULTS Geriatric/dementia care
Faith leaders currently provide geriatric and dementia 
support for indviduals & carers  without direct NHS 
support. 

This  appears to be a significant responsibility for many faith leaders
“I have hundreds of elderly members of the community terrified of Covid-19"

Multi-Faith Project Link with relevant services

Brent OLDER ADULTS Depression in the elderly
Faith leaders currently provide support for 
depression/bereavement  without direct NHS support

This  appears to be a significant responsibility for many faith leaders Multi-Faith Project Link with relevant services

Brent OLDER ADULTS End of life care
 Not enough end of life support for individuals such as 
last rites.

Last rites are practised across faiths and there are   humanistic rites for the dying .  It 
includes last rites for people of no faith.  The aim is to relieve emotional suffering at the end 
of life.                                                          
“I’ve done work elsewhere and have moved to London. I would like to do more work in this 
area in London.”

Multi-Faith Project Link with relevant services

Brent
SIGNPOSTING AND 

REFFERALS

People accessing faith 
support following mental 
health service use

This pathway does not currently appear to be captured 
by the NHS.   A procedure for re-referral for alternative 
NHS or associated mental health services following 
disengagement is not currently established with the 
faith community.

“Yes, we do have members of the community who seek support from us after feeling NHS 
mental services have not helped them.”

Multi-Faith Project 
• Link with relevant services                                  
• Case presentations and lessons learnt - Phase 3.

Brent
SIGNPOSTING AND 

REFFERALS
Sign posting to mental 
health services

Faith leaders are not confident in sign posting 
individuals with mental illness to services. Not aware of 
the different types of services available and whether 
individuals would be eligible to attend.

“We are often unsure where to send people who are suffering with a mental illness, it would 
be useful to have better knowledge regarding sign posting”

Multi-Faith Project 
• Collaboration work though this Project               
• A Multi-Faith, NHS, CCG, Council forum.

Brent
SIGNPOSTING AND 

REFFERALS
Difficulties referring to 
Brent IAPT

Faith leaders have had difficulties referring people to 
Brent IAPT. Those referred have not been seen, have had 
long waiting times and have not been seen by the 
service.

“We have referred a few people to Brent IAPT but the people referred have struggled getting 
support, often it feels like our referrals have fallen on deaf ears or we are just corresponding 
with a computer”.
“It would be easier to refer to a key person from the service and liaise with them instead of 
going back and forth with different people”

Multi-Faith Project Link with relevant services

K&C
SIGNPOSTING AND 

REFFERALS
Signposting

Resources often being borough specific and this creates 
a problem for congregation / community who may not 
live in the borough. 

Health services do not communicate changes, and or provide leaflets and information to 
places of worship. Better signposting needed as congregation is widely spread across 
different boroughs.

Multi-Faith Project 

• Link with relevant services
• Phase 2:  Collate Existing narrative around Mental Health
• Phase 3:  Co-Production Workshops                      
• Donating time scheme between NHS & faith leaders.

K&C
SIGNPOSTING AND 

REFFERALS
Resources

Resources often being borough specific and this creates 
a problem for congregation / community who may not 
live in the borough. 

Accessing Faith and Spirituality resources should not be based on the borough that you are 
registered with. 

Multi-Faith Project 
• Link with relevant services
• Phase 2:  Collate Existing narrative around Mental Health
• Phase 3:  Co-Production Workshops                     

K&C
TRANING FAITH 

LEADERS
Boundaries

Lack of boundaries due to multiple layers of 
relationships leading to burn out. 

• Boundaries are less defined in faith based communities, due to layers of relationships and 
faith leaders also being part of the same community.  
• Some faith leaders take on a lot and suffer the emotional toll it takes on them later on.   
Some faith leaders do realise the power of transference.

Multi-Faith Project 
• Meaningful relationship development of this project aims to 
link faith leaders to healthcare professionals (Phase 2 and 3)             
• Donating time scheme.

K&C & Brent 
TRAINING/WELL 
BEING OF FAITH 

LEADERS

Faith Leaders own mental 
wellbeing

Faith leaders carry a lot of what health services would 
normally cover (due to individuals falling through 
gaps/never presenting to services) and most do not have 
relevant support, affecting their well-being and creating 
possible vicarious trauma.  Faith leaders  feeling ill-
equipped. i.e. therapists need therapy. Because faith 
leaders don't hold the official therapist title. 
Faith leaders can become fatigued from taking care of 
the emotional and mental well-being of so many people. 
They arrange peer to peer supervision for each other but 
often this is not enough.

• Faith leaders who die by suicide - not spoken about which creates distrust amongst their 
congregation (layers of trauma). 
• Faith leaders feeling isolated and holding too much, some support is on offer but never 
enough leaving them feeling fatigue.  “We hear very heavy things from people each day, I 
have had to talk people out of suicides, all of this has a severe impact on my own mental 
wellbeing and the well-being of my staff.  We do peer to peer supervision but we wish we 
were able to bring up these things with a professional to debrief”.

HEE and Multi-Faith 
Project. 

• Meaningful relationship development of this project aims to 
link faith leaders to healthcare professionals                                      
• Donating time scheme between NHS & faith leaders.
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Faith in Mental Health 
Workshop Evaluation

‘Faith in Mental Health’ workshops, organised by Brent Multi-Faith Forum, delivered by NHS 
Brent Talking Therapies and funded by Near Neighbours Church Urban Fund. 

Between March to April 2021, BMFF organised a series of three workshops for faith leaders 
and volunteers with pastoral duties within their faith communities. Each workshop (of up to 
ten participants), was split into two sessions of two hours each and delivered over two days. 

The workshops provided a rare opportunity for local health services to engage with faith 
community leaders and volunteers, in an effort to offer support and practical guidance 
around how mental health challenges are addressed within the community. 

During the online workshops, participants were able to share issues relating to their practice 
in a confidential, safe and supportive environment and were provided with professional 
guidance and tips from the NHS Therapist (facilitator).  

The feedback from participants of the ‘Faith in Mental Health’ workshops were extremely 
promising; 100% of participants said that the workshops met their expectations and as a 
result, they feel better equipped to support their faith communities experiencing mental 
health challenges.  

As a result of the workshops, 

79% agreed that they now have an increased awareness of mental health conditions. 
84% agreed that they now know how to access professional medical help or can signpost 
congregants for further help. 
74% now have a better understanding of best practice as faith practitioners. 
79% now have a better understanding of the current issues facing faith communities in 
Brent. 
89% enjoyed networking and learning from other faith practitioners in the workshops. 

The diverse Brent faith groups report positively in coming together to share and learn from 
each other on a topic that affects all sections of the community. One outcome is to 
develop working collaboratively with other faith groups in future workshops and support 
groups. 

The results from the evaluation survey (enclosed) highlight the further work required to 
enhance the pastoral work of faith communities in their response to mental health. Namely, 
some recommendations from the project, are: 

• To develop a comprehensive Mental Health toolkit/ training package for faith groups, 
including accreditation, health and safety/ confidentiality/ protocols/ boundaries policies  

• To provide a mechanism of support for the faith leads and volunteers (ie support groups, 
wellbeing workshops) 

• To provide regular awareness and professionally guided workshops of this kind, open to all 
faith community groups 

• To develop work around faith-based understanding and discourse of mental health  
• Regular communication/written material to share with faith communities regarding 

mental wellbeing and illness 
• Addressing barriers to accessing statutory health services, ie issues of mistrust from 

marginalised communities

Brent Multi-Faith Forum

Tahseen Mehar, Project Manager 
Brent Multi-Faith Forum
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Comments: 

•Learnt different state of mind and emotions 
•How to implement gain knowledge in practice 
•Would love to have learnt more about how to use faith concepts for 

mental wellbeing 
• I learnt valuable information about mental health 
•Most of my concerns were addressed 

13%

17%

4% 4% 9%

52%
Christian Mulsim Jain
Sikh Hindu Brahma Kumaris

Breakdown of participant faith groups

Q1 Did the workshop meet your expectations

Yes 

No

0 25 50 75 100

Following the‘Faith in Mental Health’ workshops, participants 
completed an online evaluation. Here is a summary of the questions 
and responses received. 
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Q2 As a result of attending the workshops, please tick if you agree 
with the following statements

I have an increased awareness of mental health 
conditions

I know how to access professional medical help or 
can signpost congregants for further help

I have a better understanding of best practice as a 
faith practitioner 

I have a better understanding of the current issues 
facing the faith communities in Brent 

I enjoyed networking and learning from other faith 
practitioners in the workshop

79%

84%

74%

79%

89%

Comments: 

•It has shown me the need to be further trained 
• I have a better awareness of anxiety in OCD 
• I was well informed that as faith groups, we can rely on each other for 

support 
• It was pitched at a good level 
•The workshop had a good content of information 
• It was well organised 

Q3 How could we improve the workshop? 

Responses: 

•Explain more about how other faiths look at mental health problems 
•Need more participation from various faith groups 
•More discussions about learnings from other faith groups on how they are 

applying faith concepts to day to day challenges 
•Can we have a certification component that can be extended to faith 

leads 
•Focussed case studies, look at signs and symptoms, guidance and coping 

skills and self care  
•Address more family mental health issues and the grieving process 
•[Hold] more often 
•Give handouts 
•Maybe have an extra day focussing on case studies  
•Do three case studies before allowing discussion 
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Responses: 

• More about the support for children and young people  
• Co working with other faith groups 
• Any subject that increases our knowledge of mental health and enables us 

to support our faith community in mental health wellbeing 
• How to train volunteers in mental health field to provide appropriate help 

to their clients 
• more practical case studies. Insomnia 
• Stigma in ethnic minorities in relation to mental health awareness 
• An advanced session. How to support people with mental health in 

hospital. Knowing the signs 
• Depression, Mindfulness, Anxiety, Stress, Laughter, Yoga 
• Further into paranoia, OCD, sharing more experiences, teenagers, young 

people 
• Depression, mindfulness, paranoia, coping skills; anxiety, stress, laughter, 

yoga, youth issues 
• Fear and grief 

Q4 Would you like to attend further mental health workshops to support 
faith practitioners? 

Q5 What further support do you require to feel more equipped in your 
role as a faith practitioner/ volunteer?

Responses: 

• Accredited training, short courses 
• A support group to talk about our pastoral roles and share tips. I like the 

group I was in. I don’t mind that little group having a zoom once a month 
• Support groups. Accredited training and supervision 
• More open forums and dialogues 
• More training and workshops of this sort 
• How to care for everyone including leaders. Taught active listening 
• More workshops that can help us to be certified as faith leads 
• An information pack that the mental health service can share with all faith 

groups 
• More applicable tools, newsletters, digestible material for faith 

communities. Happy to help creating these 
• Short videos with people from different backgrounds that could be shared 

with the congregations. Cards with contact numbers/ helplines that we 
can put on our notice boards 

• Special training for volunteers/practitioners 
• We want to develop counselling services/volunteering services for mental 

health sufferers in our community. We need guidance in doing this 
• how to support practitioner/volunteers when they themselves feel low 
• Safeguarding, Health and Safety 
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Q5 What further support do you require for your own wellbeing as a 
faith practitioner/volunteer?
Responses: 

• I am pretty good at looking after my own wellbeing 
• Support group 
• Form a group of volunteers/practitioners to share their experiences and 

support each other 
• Support for my wellbeing. Listening helpline 
• How to communicate patient information gathered to benefit the patient 
• More workshops and training sessions like this. Database of faith 

practitioners  
• More training for my church community. Is it possible that you can come in 

and conduct this training for my community? 
• Awareness, Literature and practical ways to address the issues 
• Non judgemental listening ear 
• A support group or group to meet with and have general conversation 

regarding what we do as faith practitioners  
• Accredited training would be great. I’d love to have more professional 

skills. Understand a bit more of skills in CBT 
• General meet-ups to share experience and triumphs  
• Some counselling as many issues are overwhelming 
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CNWL Education Team 
Argo House 

180 Kilburn Park Road 
LONDON 
NW6 5FA 

 
01/03/22 

 
Multi-Faith Project: CNWL final report. 

 
 

In May 2021 the project lead and CNWL staff met to discuss a Health Education England pilot 
scheme. This pilot was called the multi-faith project and intended to look at improving 
awareness of Mental Health within faith communities & improve faith communities 
understanding of Mental illness. 
 
The pilot was focused 2 London boroughs Kensington & Chelsea (K&C) & Brent. Within K&C, 
the Grenfell project was seen as the idea team to support the project. In Brent a Community 
Mental Health team (CMHT) was highlighted as the best team for the project. The pilot would 
be an additional experience for student nurses on placement in community mental health 
teams. 
 
The project was due to run from September 2021 & finish by March 2022. The project intended 
to support student nurses to shadow NHS staff whilst spend time with multi-faith communities. 
Students at University of West London (UWL) and Kings College London (KCL) were offered 
this opportunity. The idea was that UWL would provide 5 students for Brent and KCL would 
provide 5 for K&C. This being spread across the 6-month period, Sept 21-March 2022. 
 
The pilot was dependent on multiple teams and personnel such as: Project manager, CNWL 
clinical staff from Grenfell & Brent CMHT, CNWL Education team, UWL & KCL placement 
teams, UWL & KCL link lecturers, students and the faith communities.  
 
The following successes and barriers were experienced during the pilot.  
 
K&C 
 
What went well: 

• Grenfell contact was well prepared including knowing what learning opportunities they could 
provide, who was going to support the students, the logistics of hosting.  

• Good overall communication between project and CNWL Education Dept.  
• KCL academic staff could see the value and were keen to have the placement for their 

students.  
• Students who showed interest seemed very keen and was an area they were passionate 

about – one of the students who was identified too late had planned to do an academic 
project on faith and mental health.  
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What didn’t work:  
• Communication to students by KCL was too slow or CNWL Education team didn’t give them 

enough notice. 
• Requirement of expression of interest to screen students proved a drag on timing and 

resulted in only two expressions of interest.  
• Spoke model appears to have not fitted in with university and student expectations so likely 

contributed to low interest levels and slow uptake. 
• No students from KCL actually attended the multi-faith project. 

 
Brent 
 
What went well: 
 

• Sept 2021: Quick response from UWL placement team and academic staff. Showed 
interest and contacted students quickly after request. 

• October 2021- 2 students from UWL agreed to join the multi-faith project and enjoyed the 
experience. 

• Brent CMHT willing to accommodate pilot. 
• Brent CMHT communicated clearly with CNWL education team throughout the project 

 
What didn’t work: 

• Slow response from students and little interest initially. 
• Some students expressed interest but then withdrew due to distance from original 

placement area. 
• Some students did not want to attend the pilot as they saw it as “losing out” on CMHT 

placement. 
• Some students did not want to work outside office hours on what they saw as a 09:00-17:00 

hrs placement e.g. weekend work/evening work. 
• Faith communities were not always accessible. 
• Brent CMHT moved location in the middle of the pilot. 

 
Overview: 
The pilot presented a unique opportunity to try and expose student nurses to mental health and 
multi-faith groups. The greatest challenges were coordinating all the different groups of staff 
involved and giving time for people to digest and conceptualise what was needed. The project 
would benefit from running again as a full-length student placement. Staff involved were just 
starting to understand how the pilot worked when it ended. For Multi-faith working to be embedded 
in everyday clinical practice conversations need to be held with NHS trust leads and directors. In 
addition, universities and NMC should be consulted about including the subject matter in the 
student curriculum.  
 
CNWL Education team. 



Mental Health & Spirituality: Building Workforce Competence and Capability Together 137




