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This study surveyed attitudes to-
ward mental health services and
barriers to providing these serv-
ices within the agencies of
QueensCare Health and Faith
Partnership, a network of faith-
based organizations, and parish
nurses who provided health care
in a low-income, ethnically di-
verse area of Los Angeles. Repre-
sentatives from 42 organizations
responded. Although 69 percent
felt that referrals to nonreligious
counselors were appropriate, 50
percent were reluctant to collab-
orate with government agencies.
Barriers to providing mental
health services included limited
professional training, reluctance
to partner with government pro-
grams, and financial and staffing
limitations. (Psychiatric Services
56:206–208, 2005)

Faith-based providers are the only
source of care for some persons

with mental disorders (1,2). Initiatives
exist to provide faith-based care, in-

cluding mental health services, and re-
cent federal legislation encourages im-
plementing such initiatives (3). How-
ever, little is known about the capacity
and willingness of faith-based organi-
zations to provide mental health serv-
ices or the compatibility of these serv-
ices with the organizations’ religious
values. We explored attitudes toward
mental health services and barriers to
implementing such services within a
faith-based health network to assess
whether it is desirable and feasible to
implement these services. 

Implementing mental health servic-
es within religious organizations could
benefit some high-risk populations,
such as recent immigrants, because
they have limited access to medical
services but high rates of participation
in religious organizations. Further-
more, religious organizations possess
tangible resources, such as meeting
space and staff members, as well as in-
tangible resources, such as values of
hope, healing, and community (4,5).
Some faith-based communities also
have health screening and education
programs that could be extended to in-
clude mental health services (5,6). 

Potential obstacles to providing
mental health services within religious
organizations also exist. The constitu-
tionality of faith-based community ini-
tiatives has been questioned because
of laws regarding church-state separa-
tion (7). Disputes over the appropriate
roles of clergy members and health
professionals and over moral and
health-related interpretations of be-
havior raise ethical questions (5,7). 

Methods
We administered a survey to the 56
member organizations of QueensCare
Health and Faith Partnership. Queens-
Care is a nonprofit public charity that
provides health care for low-income
uninsured residents of Los Angeles
County and is an umbrella organiza-
tion that partners with churches, faith-
based nonprofit organizations, and re-
ligious schools. Each partner commu-
nity works closely with a parish nurse
employed by QueensCare to assess the
health care needs of community mem-
bers and develop creative ways to
meet these needs, such as hyperten-
sion screenings, and parenting classes. 

In 2000 QueensCare invited leaders
of its partner organizations—including
pastors, counseling ministers, and di-
rectors of nonprofit organizations and
religious schools—and parish nurses
to participate in the survey. A cover
letter explaining the survey was in-
cluded, along with a self-addressed
stamped envelope. No payment was
offered to respondents. The survey
asked about the respondent’s educa-
tional background, particularly coun-
seling training. The survey also asked
about the demographic characteristics
of the organization and the persons
that it serves, whether staff who pro-
vide counseling are trained, referral
practices, and personal understanding
of mental health issues. The institu-
tional review board of the University
of California, Los Angeles, granted ap-
proval and confidentiality was guaran-
teed. We received 42 completed sur-
veys (75 percent response rate) be-
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tween March 2000 and March 2001. 

Results
A majority of respondents were pas-
tors and priests (22 respondents, or 52
percent), 13 respondents (31 percent)
were nurses, and seven (17 percent)
were counseling ministers, school
leaders, or directors of nonprofit or-
ganizations. The most frequently re-
ported denomination of the organiza-
tions was Roman Catholic (13 of 42 re-
spondents, or 30 percent), followed by
Congregationalist (five of 42 respon-
dents, or 12 percent). In answering de-
mographic questions, nurses referred
to the congregation in which they were
active members. 

Of the 42 religious organizations
surveyed, ten respondents (24 per-

cent) reported that fewer than 100
persons typically attended services at
the church or its associated organiza-
tion, whereas nine respondents (21
percent) reported attendance of more
than 1,000. Twenty-three (55 percent)
reported that more than 30 percent of
the community served was Hispanic,
20 (48 percent) reported that more
than 30 percent of the community was
white, and eight (19 percent) reported
that more than 30 percent was Asian
American and Pacific Islander. One
respondent (2 percent) stated that
more than 30 percent of the commu-
nity served was black, and an addition-
al 12 (29 percent) stated that blacks
made up between 10 and 30 percent
of the community. 

A majority of respondents believed

that there is a demand for mental
health services within their communi-
ties (30 respondents, or 71 percent)
and that providing such services is an
appropriate ministry (33 respondents,
or 79 percent). However, a wide
range of views was found regarding
spirituality and mental illness. For ex-
ample, 15 respondents (36 percent)
said that it was definitely or mostly
true that faith healing was an appro-
priate way to treat mental illness,
whereas 14 (33 percent) felt that this
statement was mostly or definitely
false. Thirteen respondents (31 per-
cent) felt that their community had
less stigmatizing views of persons
with mental illness than society over-
all, whereas 16 (38 percent) indicated
that more stigma existed in their faith
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Survey of 42 representatives of religious organizations to determine whether they provided various mental health services and
whether they were interested in providing these services 

Interested in provid-
ing this service, Not interested No response

Already provid- but lacking the cap- in providing or invalid 
ing service ability or resources this service responsea

Variable N % N % N % N % 

Provide mental health care information in the com-
unity, such as in newsletters or on bulletin boards 9 21 26 62 2 5 5 12 

Provide education on mental health and illness, 
such as lectures and discussions 8 19 28 67 2 5 4 10 

Screen for common mental health disorders 3 7 29 69 5 12 5 12 
Provide individual counseling 16 38 21 50 0 0 5 12 
Provide marriage and family counseling 18 43 18 43 0 0 6 14 
Support more counseling training for ministers 2 5 29 69 2 5 9 21 
Hire additional staff for counseling and pastoral care 1 2 33 79 2 5 6 14 
Train laypersons as peer counselors 3 7 32 76 1 2 6 14 
Provide case management for persons with 

mental illness 0 0 29 69 8 19 5 12 
Provide basic support for persons with mental 

illness, such as transportation and meals 2 5 31 74 3 7 6 14 
Offer support groups, Bible studies, or 

fellowships for people with mental illness, 
their caregivers, and their family and friends 3 7 32 76 2 5 5 12 

Form a network with other faith communities 
around mental health services or education 2 5 31 74 1 2 8 19 

Form a network of mental health services with 
secular public or private programs 1 2 33 79 1 2 7 17 

Support community mental health service 
projects, such as working at a shelter for 
homeless persons with mental illness 4 10 30 71 1 2 7 17 

Support changing public policy about mental health
services, including writing letters to Congress and 
organizing rallies for better health care 2 5 27 64 6 14 7 17 

Provide special worship services, such as vesper 
and healing services, for people with mental illness 8 19 26 62 3 7 5 12 

Organize prayer support for patients with 
mental illness 7 17 27 64 3 7 5 12 

a Responses were invalid if respondents marked more than one column in each row.
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communities, and 12 respondents (29
percent) answered “do not know.”
Table 1 lists various mental health
services offered by the organizations
surveyed. Informal counseling was
the most frequently provided service
(24 respondents, or 57 percent); yet
only eight respondents (19 percent)
reported that counselors had at least a
moderate amount of training. 

More than half the respondents (26
participants, or 62 percent) reported
that they somewhat frequently or fre-
quently referred members to support
groups, nonreligious counselors, reli-
gious counselors, primary care clini-
cians, psychiatrists, and county mental
health departments. All respondents
had referred persons to at least two of
these sources. A majority (29 partici-
pants, or 69 percent) thought that it
was appropriate to refer persons to
nonreligious counselors, but only 21
(50 percent) were willing to partner
with government agencies. 

Common barriers to implementing
mental health programs were lack of
money (32 respondents, or 76 per-
cent), a limited number of staff mem-
bers and volunteers (29 respondents,
or 69 percent), and lack of training and
education (24 respondents, or 57 per-
cent). Other barriers were lack of de-
mand from community members
(eight respondents, or 19 percent) and
lack of support from community mem-
bers (11 respondents, or 26 percent). 

Discussion 
Most representatives of faith commu-
nities who responded to this survey
were interested in providing mental
health services and thought that it was
appropriate to do so. However, consid-
erable variability was seen in attitudes
toward mental illness. Some respon-
dents were oriented toward a medical
model of mental illness and interven-
tion. In contrast, others viewed mental
illness as more of a spiritual or moral
problem. Furthermore, some respon-
dents emphasized the importance of
strategies, such as exorcism or faith
healing that are not considered to be
allopathic medical treatments. 

Overall a majority envisioned that
various mental health programs would
be desirable in their communities.

Moreover, many had at least informal
experience with providing pastoral
counseling. We do not know what
methods were used in these counsel-
ing sessions or the clinical characteris-
tics of the clients. Exploring these is-
sues further will be important in as-
sessing the potential role of pastoral
counseling as a mental health service. 

Respondents indicated that their
faith communities referred persons to
a variety of mental health services. Re-
spondents suggested that they would
partner with most agencies, although
half were reluctant to partner with
government services. This finding
seems to be an important area for fur-
ther research. Partnering with other
stakeholders may be one way to ad-
dress barriers to implementing pro-
grams. For example, collaboration
may facilitate access to evidence-based
programs for low-income and minority
populations (8,9). 

This is a descriptive pilot study and,
as such, has several limitations. We re-
lied on self-report measures. The par-
ticipants were from one faith-based
network in one community, and the re-
sults should not be generalized. Al-
though there is a large body of litera-
ture on faith-based interventions for
general areas of health (10), the litera-
ture does not focus on mental illness. 

Although the survey represents a
preliminary step, conducting this sur-
vey and providing feedback to Queens-
Care helped stimulate a proposal for a
mental health services Medicaid con-
tract in Los Angeles County. 

Conclusions
We investigated the obstacles and op-
portunities in providing mental health
services within the QueensCare
Health and Faith Partnership, which
serves a population with substantial
barriers to obtaining services. Several
different views on mental illness and
its relationship to religious practices
came to light. In particular, counseling
emerged as a frequently performed,
yet largely informal, service. Referrals
to outside services were common,
even to nonreligious agencies. Howev-
er, a reluctance to partner with gov-
ernment agencies emerged as one bar-
rier, along with lack of money, training,

and personnel. Nonetheless, most re-
spondents expressed a strong interest
in providing mental health services
and showed a willingness to form part-
nerships. This conclusion merits fur-
ther research, as faith-based mental
health care may provide one avenue
for bringing needed mental health
services to low-income, ethnically di-
verse communities. ♦
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