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Congregations are often the first and only point of contact for people seeking help for mental 

illness. Based on data from the 2012 National Congregations Study, approximately twenty-three 

percent of U.S. congregations provided programming specifically to support people with mental 

illness. 
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Objective: This study assessed the prevalence of and factors associated with congregation-based 

programming in support of people with mental illness. 

Methods: To estimate the proportion of congregations that provide mental health programming, 

this study reports analyses of survey responses from the 2012 National Congregations Study, a 

nationally representative survey of religious congregations in the United States (N=1,327). The 

analysis used multivariate logistic regression to identify congregational characteristics associated 

with the provision of mental health programming. 

Results: Nearly one in four U.S. congregations (23%) provided some type of programming to 

support people with mental illness. Approximately 31% of all attendees belonged to a 

congregation that provided mental health programming. Congregational characteristics 

associated with providing mental health programming included having more members and 

having members with higher incomes, employing staff for social service programs, and 

providing health-focused programs. Other significant predictors included engaging with the 

surrounding community (that is, conducting community needs assessments and hosting speakers 

from social service organizations) and being located in a predominantly African-American 

community. 

Conclusions: Greater coordination between mental health providers and congregations with 

programs that support people with mental illness could foster more integrated and holistic care, 

which in turn may lead to improved recovery outcomes. 

Nearly one in five U.S. adults is affected by mental illness in any given year (1), and roughly 

25% of these adults turn to religious congregations (for example, churches, synagogues, and 

mosques) for help with mental illness (2). Despite the substantial number of people who seek 
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mental health support from congregations, little is known about the extent to which 

congregations are responding to the mental health needs within their communities. Prior studies 

have focused primarily on the role of clergy in addressing mental health needs and on factors that 

facilitate clergy referrals to mental health professionals (3–6). The relative dearth of studies 

examining congregational involvement in mental health programming is noteworthy given the 

extensive research on congregation-based social services and physical health–related programs 

(7–9). 

The handful of studies assessing the prevalence of congregation-based mental health 

programming is mainly limited to studies involving African-American churches in specific 

regions in the United States (5,10). One recent exception is Frenk’s study (11), which analyzed 

data from the 2006 wave of the National Congregations Study (NCS) to estimate the prevalence 

of mental health programming among all types of U.S. congregations. In the 2006 NCS, 

congregations were asked to describe any social service programs, groups, meetings, classes, or 

events that they sponsored; responses were later coded to identify services targeting mental 

health–related issues. Only 8% of congregations reported sponsoring mental health 

programming, most of which were addressing substance use disorders (for example, Alcoholics 

Anonymous). Separate analyses of the same data set found that nearly two-thirds of 

congregations reported providing at least one health-related program (9); thus the proportion of 

congregations providing mental health programming was found to be a small subset of those 

providing health-related programming. Although Frenk’s study analyzed a nationally 

representative sample of U.S. congregations, its reliance on responses to an open-ended question 

most likely resulted in an underestimation of congregation-based mental health programming. 

In addition to the need for a more accurate estimate of the prevalence of congregation-based 

mental health programming, there is a need to better understand which types of congregations 

are involved in providing such services. Congregations are organizations influenced by internal 

and external factors that affect their ability to provide various services (8,12). Internal factors, 

such as congregational resources (for example, the number of members and paid staff), 

characteristics (for example, theological orientation and clergy education), and member 

composition (for example, income levels), are associated with a congregation’s likelihood of 

providing social service programs (8,9,13,14). External factors, such as a congregation’s level of 

engagement with its surrounding community (for example, conducting community needs 

assessment) and community-level characteristics (for example, poverty level), also are associated 

with a congregation’s likelihood of sponsoring social services (8,13). 

To our knowledge, Frenk’s is the only prior study that analyzed data from a nationally 

representative sample of congregations to identify factors associated with congregations’ 

provision of mental health programming (11). That study tested whether provision of mental 

health programming is related to a congregation’s internal factors but did not examine the 

influence of external factors. Yet external factors, such as interactions between a congregation 

and its surrounding community, may influence whether the congregation provides mental health 

programming. External engagement may foster increased knowledge, recognition, and capacity 

within congregations to respond to the mental health needs in their communities, which may be 

particularly critical considering that few clergy have formal training in mental health care (4,15). 

Moreover, the racial-ethnic and socioeconomic composition of the communities surrounding 

congregations may influence the demand for congregation-based mental health programming, 
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given barriers to accessing professional treatment or preferences for faith-based mental health 

care (16). 

In this study, we analyzed data from the most recent wave of the NCS (2012) to estimate the 

percentage of congregations providing programs to support people with mental illness and to 

identify internal and external factors associated with congregations’ sponsorship of mental health 

programming. Through its use of the 2012 NCS—the only wave to date that explicitly asked 

congregations whether they provided mental health–related programming—and its analysis of 

both internal and external factors, this study was an unprecedented national-scale examination of 

congregations’ role in providing mental health support. 

Methods 

Participants and Procedures 

The NCS is a nationally representative survey of U.S. religious congregations that was initiated 

in 1998 and administered in two subsequent waves in 2006 and 2012 (17). Each of the three 

waves of the NCS used a sample derived from its respective 1998, 2006, or 2012 General Social 

Survey (GSS), a nationally representative survey of U.S. adults. GSS respondents who reported 

attending religious services at least once a year were asked to provide the names of their 

congregations. The congregations named by the respondents were then used to establish a 

representative sample of U.S. congregations (18). We analyzed data from the 2012 NCS, the first 

wave to ask congregations specifically about offering mental health programming. Key 

informants at each congregation (for example, clergy and staff) were interviewed in person or by 

phone on a wide range of topics, including congregational member characteristics, programming, 

and resources. A total of 1,331 congregations participated in the 2012 NCS (73% response rate). 

All study procedures were approved by the RAND Human Subjects Protection Committee, 

which determined that this study was exempt from further review given the use of publicly 

available, deidentified secondary data at the organizational level. 

Measures 

Our study’s dependent variable—whether a congregation provided mental health 

programming—was measured by using the following survey item: “Within the past 12 months, 

have there been any groups or meetings or classes or events specifically focused on the following 

purposes or activities?” Congregational informants were asked to provide responses for 26 

distinct groups or activities, which spanned a wide range of areas (for example, “To discuss 

politics?” or “To discuss parenting issues?”). Mental health programming was assessed with the 

dichotomous item: “Support for people with mental illness?” 

The independent variables included measures of congregations’ internal and external factors 

expected to be associated with providing mental health programming, based on prior research 

examining factors associated with congregational provision of health and social services (8,9,12–

14). Internal factors included variables related to member composition, congregational 

characteristics, congregational resources, and involvement with health and human services. 

Member composition was characterized along three dimensions: age (percentage of members 

under age 60), education (percentage of members with a four-year college degree or higher), and 

income (percentage of members with an annual household income greater than $140,000). 

Congregational characteristics included clergy’s age (age of head clergy), the congregation’s 

theological orientation (theologically conservative, 1; moderate or liberal, 0), congregational 
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practices (speaking in tongues practiced: yes, 1; no, 0), and the congregation’s religious tradition 

(black Protestant, 1; Roman Catholic, mainline Protestant, conservative Protestant, or non-

Christian, 0). The descriptive statistics provided the percentage of congregations affiliated with 

each religious tradition. Congregational resources were measured by the congregation’s size 

(number of regular adult participants) and staffing (had an employee who spends more than 25% 

of work time on social service programs: yes, 1; no, 0) and whether the congregation owned its 

building (yes, 1; no, 0). Involvement with health and human services was measured with two 

dichotomous items indicating whether the congregation provided health-focused education 

programs and whether the congregation sponsored social service programs. 

External factors comprised variables related to the congregation’s external engagement and 

community characteristics. External engagement was measured with two dichotomous items 

indicating whether the congregation assessed the needs of its community and whether the 

congregation had a social service representative as a visiting speaker. Community characteristics 

were measured with four dichotomous items related to the racial-ethnic composition of the 

congregation’s surrounding neighborhood (census tract is at least 80% African American), the 

socioeconomic composition of the congregation’s surrounding neighborhood (census tract in 

which at least 30% live below the official poverty level), the congregation’s community context 

(census tract is predominantly urban), and geographic region (located in the South). The 

independent variables were all dichotomous, except for the member composition variables 

(clergy age and congregation size), which were continuous. 

Missing values for the independent variables were multiply imputed by using the imputation 

by chained equations package in Stata 14.1 (19), which uses the distribution of the observed data 

to estimate a set of plausible values for the missing data (20). Ten complete imputed data sets 

were created and pooled by using Rubin combination rules (21). Item nonresponse diagnostics 

(that is, stabilization plots) indicated that the mean and variance estimates for the variables with 

missing values had stabilized and thus did not contain significant nonresponse bias (12). Four 

cases were missing values for the dependent variable. These cases were not included in analyses 

(Add Reference 44 here: Winship C, Radbill L: Sampling weights and regression-analysis. 

Sociological Methods and Research 23:230–257, 1994). 

Analyses 

To identify factors associated with congregations’ provision of mental health programming, we 

first conducted bivariate analyses on each of the variables measuring internal and external 

factors. To account for the multiple bivariate comparisons and protect against type I error, we 

applied a Bonferroni correction. We then performed a multivariate logistic regression 

incorporating all of the variables. All analyses were weighted to the congregational attendee 

levels, which is considered the appropriate method for studies aimed at assessing the social 

impact of congregational services (9,22). Additional analyses (not displayed) indicated that the 

cases with imputed values did not significantly affect the results of the multivariate analysis. 

Results 

Descriptive statistics at both the congregation and attendee level are presented in Table 1. Based 

on data from the 2012 NCS data, nearly a quarter (23%) of U.S. congregations provided mental 

health programming. Thus approximately 31% of all attendees belonged to a congregation that 

provided mental health programming.  
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Table 2 presents results of the bivariate and multivariate analyses. The multivariate analysis, 

which incorporated all the independent variables, indicated that congregations whose members 

were predominantly younger (odds ratio [OR]=1.01, p<.01) and relatively wealthy (OR=1.02, 

p<.001) were more likely to sponsor mental health programming. Among the congregational 

characteristics, sponsoring mental health programming was positively associated with the 

clergy’s age (OR=1.01, p<.05) and the practice of speaking in tongues (OR=1.43, p<.05). With 

respect to congregational resources, congregations with more attendees (OR=1.11, p<.05) and 

with staff dedicated to providing social services (OR=1.86, p<.001) were more likely to sponsor 

mental health programming. Providing health-focused education programs was also positively 

associated with providing mental health programming (OR=2.03, p<.001). 

Regarding the external engagement indicators, congregations that assessed the needs of their 

communities (OR=1.98, p<.001) and those that had hosted a social service representative as a 

visiting speaker (OR=1.41, p<.05) were more likely to sponsor mental health programming. In 

addition, congregations in neighborhoods with predominantly African-American residents 

(OR=2.20, p<.05) were more likely to have mental health programming. The most notable 

correlations indicated that employing staff for social services, providing health-focused 

education programs, assessing the needs of the congregation’s community, and being located in a 

predominantly African-American community each increased the odds of a congregation 

providing mental health programming by approximately a factor of two. 

Discussion 

This study examined the prevalence of congregation-based mental health programming and 

factors associated with providing such services by analyzing data from the 2012 NCS. The 2012 

NCS was the first survey conducted with a representative sample of U.S. congregations that 

specifically asked congregations whether they provided mental health programming. 

Approximately one-third of all congregational attendees were in a congregation that provided 

programming support for people with mental illness. At the congregation level, nearly a quarter 

of congregations reported providing such support, which is approximately three times greater 

than the estimate derived by a prior study that used the 2006 NCS (11).  

Although the higher rate found in this study may partly reflect the general trend of 

congregations to become more involved in providing social services (14), it is also likely that this 

study was better able to detect the provision of congregation-based mental health programming 

because congregations were specifically asked about providing such services. Furthermore, the 

large majority of mental health–related services identified in the 2006 NCS study were related to 

substance use disorders (11). The 2012 NCS, which asked separate questions about programs for 

mental illness and substance use disorders, allowed for a more precise estimate of congregational 

programming focused specifically on supporting people with mental illness. We note that in the 

2012 NCS data, the proportion of U.S. congregations providing programming for substance use 

problems (38%) was greater than that providing mental health programming. 

The 2012 NCS enabled a more accurate test of factors associated with congregations’ 

sponsorship of programs targeting mental illness because it did not comingle mental health 

services with services for substance use disorders. We found that several internal factors were 

associated with providing mental health programming. Congregations with younger and more 

affluent members had slightly higher odds of providing mental health programming. Given that 

younger adults and people with a higher socioeconomic status tend to hold less stigmatizing 
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views of mental illness (23–25), it is possible that congregations with younger and wealthier 

members may foster a more supportive environment for people with mental illness. In addition, 

the odds of providing mental health programming increased slightly in congregations with older 

clergy and in congregations with the practice of speaking in tongues. Older clergy may have 

greater exposure to and experience with caring for people with mental illness. Speaking in 

tongues is a spiritual practice similar to other practices, such as prayer with the laying on of 

hands and memorizing scripture, that many Pentecostal Christians view as being effective 

methods for treating depression (26). Because congregations that practice speaking in tongues 

tend to correlate mental health with spiritual health, they may be more inclined to provide 

support for mental health issues (27). 

Congregational resources, including the congregation’s size, having staff for social services, 

and providing health education and social service programs, were positively associated with 

congregation-based mental health programming. These findings are consistent with previous 

studies demonstrating a connection between congregational resources and the provision of 

health-related programs (8,22), but they counter findings from the 2006 NCS, which did not 

identify any significant relationships between a congregation’s resources and provision of mental 

health programming (11). This contradictory finding could be partly due to the fact that most 

mental health–related services identified in the 2006 NCS study targeted substance use disorders; 

many of the corresponding services involved activities such hosting Alcoholics Anonymous 

meetings, which do not require substantial congregational resources. Future studies that examine 

differences among congregations sponsoring mental health–related versus substance abuse–

related services could provide a better understanding of how congregations view and address 

these needs and reveal potential avenues for collaboration with professional care providers. 

We also found that external factors were associated with congregations’ sponsorship of 

mental health programming. Congregations that engaged with their external environment by 

assessing the needs of their surrounding communities and hosting speakers from social service 

agencies were more likely to sponsor mental health programming. This finding is consistent with 

prior research on congregations’ provision of health programs (8,13). A congregation that 

interacts with its surrounding community may become more aware of mental health needs and 

recognize its capacity to provide support for people with mental illness (8). In addition, 

congregations in predominantly African-American neighborhoods were more likely to sponsor 

mental health programming. Given that African Americans are less likely to access mental health 

treatment (28), it is possible that congregations in predominantly African-American 

neighborhoods are responding to this unmet mental health need by providing support services. 

Although many African Americans turn to congregations for help with personal needs (29,30), 

little research has been conducted on congregation-based mental health programming within 

African-American communities (31). A few studies, however, have suggested that building 

collaborations between African-American congregations and the mental health sector is a 

promising strategy to increase access to needed services (32–34). 

Our findings should be considered in light of certain study limitations. Associations for 

certain congregational factors (that is, clergy age and congregational members’ age and income), 

although statistically significant, should be interpreted with caution given the small ORs, which 

suggest minimal effects in actual practice. In addition, although the 2012 NCS included a 

specific question about providing support for people with mental illness, it did not collect data on 

the mental health conditions addressed. Congregations may regard a wide range of programs as 
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being mental health related—from issues that are more typical of clinical disorders, such as 

depression, to less clinically defined conditions, such as marital counseling. Similarly, little is 

known about the type of mental health programming that congregations offer, which could vary 

from more spiritual forms of support (for example, prayer) to more education-based support or 

counseling. In addition, the congregational factors associated with providing mental health 

programming may differ depending on the type of programming offered. Furthermore, because 

the 2012 NCS did not collect data on why congregations decided to offer particular services, we 

could not determine whether congregations offered mental health programming as a 

collaborative continuum with professional mental health care providers or as an option to rely 

exclusively on religious care (35). 

Overall, more detailed information about congregation-based mental health programming is 

needed to better understand the role and functioning of congregations within the broader system 

of care for people with mental illness. For example, even though a sizable proportion of 

congregations offer programming to support people with mental illness, it is unclear whether this 

programming was complementing, supplanting, or filling in gaps with respect to professional 

mental health treatment. Currently, more than 60% of U.S. adults with a mental illness do not 

obtain the professional treatment they need (36). Furthermore, over half of U.S. adults who seek 

help from congregations for a mental disorder do so at the exclusion of other health care 

providers (2). For instance, although racial-ethnic minority groups and young adults are among 

the least likely to obtain professional mental health treatment (37,38), they are among the most 

likely to seek mental health care from religious congregations (2,30). Further research is needed 

to examine whether interventions designed to foster greater collaboration between congregations 

and the mental health service sector can improve access to treatment among groups with the 

greatest levels of unmet mental health needs (10,39–41). 

Conclusions 

Given that congregations are often the first and only point of contact for people seeking help for 

mental illness (2), they can play an important role in providing support and in facilitating 

connections to professional treatment. A growing number of mental health professionals view 

congregations as potential collaborators in helping to address unmet mental health needs 

(40,42,43). Greater coordination between mental health providers and congregations with 

programs that support people with mental illness could foster more integrated and holistic care, 

which in turn may lead to improved recovery outcomes. 

References 

<other>1. Behavioral Health Trends in the United States: Results From the 2014 National 

Survey on Drug Use and Health. (HHS pub no SMA 15-4927, NSDUH series H-50). Rockville, 

MD, Substance Abuse and Mental Health Services Administration, Center for Behavioral Health 

Statistics and Quality, 2015</other> 

<jrn>2. Wang PS, Berglund PA, Kessler RC: Patterns and correlates of contacting clergy for 

mental disorders in the United States. Health Services Research 38:647–673, 2003 

PubMed</jrn> 

<jrn>3. Ali OM, Milstein G, Marzuk PM: The imam’s role in meeting the counseling needs of 

Muslim communities in the United States. Psychiatric Services 56:202–205, 2005 PubMed</jrn> 

https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12785566&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12785566&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15703349&dopt=Abstract


Publisher: APA; Journal: PS:Psychiatric Services; 

Copyright: 2017, ; Volume: 0; Issue: 0; Manuscript: 201600457; Month: ; Year: 2017 

DOI: 10.1176/appi.ps.201600457; TOC Head: ; Section Head: Articles 

Article Type: Articles; Collection Codes: , , , , ,  

Page 8 of 12 

<jrn>4. Farrell JL, Goebert DA: Collaboration between psychiatrists and clergy in recognizing 

and treating serious mental illness. Psychiatric Services 59:437–440, 2008 PubMed</jrn> 

<jrn>5. Williams DR, Griffith EE, Young JL, et al: Structure and provision of services in Black 

churches in New Haven, Connecticut. Cultural Diversity and Ethnic Minority Psychology 5:118–

133, 1999 PubMed</jrn> 

<jrn>6. Young JL, Griffith EE, Williams DR: The integral role of pastoral counseling by 

African-American clergy in community mental health. Psychiatric Services 54:688–692, 2003 

PubMed</jrn> 

<jrn>7. Chaves M, Anderson SL: Changing American congregations: findings from the third 

wave of the National Congregations Study. Journal for the Scientific Study of Religion 53:676–

686, 2014</jrn> 

<jrn>8. Trinitapoli J, Ellison CG, Boardman JD: US religious congregations and the sponsorship 

of health-related programs. Social Science and Medicine 68:2231–2239, 2009 PubMed</jrn> 

<jrn>9. Williams MV, Haas A, Griffin BA, et al: Predictors of the existence of congregational 

HIV programs: similarities and differences compared with other health programs. American 

Journal of Health Promotion 29:e225–e235, 2015 PubMed</jrn> 

<jrn>10. Blank MB, Mahmood M, Fox JC, et al: Alternative mental health services: the role of 

the black church in the South. American Journal of Public Health 92:1668–1672, 2002 

PubMed</jrn> 

<jrn>11. Frenk SM: Beyond clergy: congregations’ sponsorship of social services for people 

with mental disorders. Administration and Policy in Mental Health and Mental Health Services 

Research 41:146–157, 2014 PubMed</jrn> 

<jrn>12. Fulton B: Network ties and organizational action: explaining variation in social service 

provision patterns. Management and Organizational Studies 3(3):1–20, 2016</jrn> 

<jrn>13. Frenk SM, Trinitapoli J: US congregations’ provision of programs or activities for 

people living with HIV/AIDS. AIDS and Behavior 17:1829–1838, 2013 PubMed</jrn> 

<jrn>14. Fulton BR: Trends in addressing social needs: a longitudinal study of congregation-

based service provision and political participation. Religions 7:51–57, 2016</jrn> 

<jrn>15. Weaver AJ, Flannelly KJ, Flannelly LT, et al: Collaboration between clergy and mental 

health professionals: a review of professional health care journals from 1980 through 1999. 

Counseling and Values 47:162–171, 2003</jrn> 

<jrn>16. Taylor RJ, Ellison CG, Chatters LM, et al: Mental health services in faith communities: 

the role of clergy in black churches. Social Work 45:73–87, 2000 PubMed</jrn> 

<other>17. Chaves M, Anderson S, Eagle A: National Congregations Study: Cumulative Datafile and 

Codebook. Durham, NC, Duke University, Department of Sociology, 2014</other> 

<jrn>18. Chaves M, Eagle AJ: Congregations and social services: an update from the third wave 

of the National Congregations Study. Religions 7:55, 2016</jrn> 

<jrn>19. Royston P: Multiple imputation of missing values: further update of ICE, with an 

emphasis on categorical variables. Stata Journal 9:466–477, 2009</jrn> 

<jrn>20. White IR, Royston P, Wood AM: Multiple imputation using chained equations: issues 

and guidance for practice. Statistics in Medicine 30:377–399, 2011 PubMed</jrn> 

<bok>21. Rubin D: Multiple Imputation for Nonresponse in Surveys. Hoboken, NJ, Wiley, 1987</bok> 

<jrn>22. Fulton BR: Black churches and HIV/AIDS: factors influencing congregations’ 

responsiveness to social issues. Journal for the Scientific Study of Religion 50:617–630, 2011 

PubMed</jrn> 

https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18378845&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15605682&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12719499&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12719499&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19394739&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25162322&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12356619&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12356619&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23179015&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22311148&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10634088&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21225900&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22148134&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22148134&dopt=Abstract


Publisher: APA; Journal: PS:Psychiatric Services; 

Copyright: 2017, ; Volume: 0; Issue: 0; Manuscript: 201600457; Month: ; Year: 2017 

DOI: 10.1176/appi.ps.201600457; TOC Head: ; Section Head: Articles 

Article Type: Articles; Collection Codes: , , , , ,  

Page 9 of 12 

<jrn>23. Angermeyer MC, Dietrich S: Public beliefs about and attitudes towards people with 

mental illness: a review of population studies. Acta Psychiatrica Scandinavica 113:163–179, 

2006 PubMed</jrn> 

<bok>24. Collins RL, Roth E, Cerully JL, et al: Beliefs Related to Mental Illness Stigma Among 

California Young Adults. Santa Monica, CA, RAND Corp, 2014</bok> 

<jrn>25. von dem Knesebeck O, Mnich E, Daubmann A, et al: Socioeconomic status and beliefs 

about depression, schizophrenia and eating disorders. Social Psychiatry and Psychiatric 

Epidemiology 48:775–782, 2013 PubMed</jrn> 

<jrn>26. Trice PD, Bjorck JP: Pentecostal perspectives on causes and cures of depression. 

Professional Psychology, Research and Practice 37:283–294, 2006</jrn> 

<jrn>27. Griffith EE, Young JL, Smith DL: An analysis of the therapeutic elements in a black 

church service. Psychiatric Services 35:464–469, 1984 PubMed</jrn> 

<jrn>28. McGuire TG, Miranda J: New evidence regarding racial and ethnic disparities in mental 

health: policy implications. Health Affairs 27:393–403, 2008 PubMed</jrn> 

<jrn>29. Assari S: Race and ethnicity, religion involvement, church-based social support and 

subjective health in United States: a case of moderated mediation. International Journal of 

Preventive Medicine 4:208–217, 2013 PubMed</jrn> 

<jrn>30. Dalencour M, Wong EC, Tang L, et al: The role of faith-based organizations in the 

depression care of African Americans and Hispanics in Los Angeles. Psychiatric Services 

68:368–374, 2017 PubMed</jrn> 

<jrn>31. Hankerson SH, Weissman MM: Church-based health programs for mental disorders 

among African Americans: a review. Psychiatric Services 63:243–249, 2012 PubMed</jrn> 

<jrn>32. Hankerson SH, Watson KT, Lukachko A, et al: Ministers’ perceptions of church-based 

programs to provide depression care for African Americans. Journal of Urban Health 90:685–

698, 2013 PubMed</jrn> 

<jrn>33. Williams L, Gorman R, Hankerson S: Implementing a mental health ministry 

committee in faith-based organizations: the promoting emotional wellness and spirituality 

program. Social Work in Health Care 53:414–434, 2014 PubMed</jrn> 

<jrn>34. Wong EC, Chung B, Stover G, et al: Addressing unmet mental health and substance 

abuse needs: a partnered planning effort between grassroots community agencies, faith-based 

organizations, service providers, and academic institutions. Ethnicity and Disease 21:S1-107–

113, 2011</jrn> 

<jrn>35. Milstein G, Manierre A, Yali AM: Psychological care for persons of diverse religions: a 

collaborative continuum. Professional Psychology, Research and Practice 41:371–381, 

2010</jrn> 

<jrn>36. Walker ER, Cummings JR, Hockenberry JM, et al: Insurance status, use of mental 

health services, and unmet need for mental health care in the United States. Psychiatric Services 

66:578–584, 2015 PubMed</jrn> 

<jrn>37. McGuire TG, Miranda J: Racial and ethnic disparities in mental health care: evidence 

and policy implications. Health Affairs 27:393–403, 2008 PubMed</jrn> 

<jrn>38. Wang PS, Berglund P, Olfson M, et al: Failure and delay in initial treatment contact 

after first onset of mental disorders in the National Comorbidity Survey Replication. Archives of 

General Psychiatry 62:603–613, 2005 PubMed</jrn> 

<jrn>39. John DA, Williams DR: Mental health service use from a religious or spiritual advisor 

among Asian Americans. Asian Journal of Psychiatry 6:599–605, 2013 PubMed</jrn> 

https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16466402&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23052428&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=6724540&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18332495&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23543791&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27842468&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22388529&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23471573&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24717187&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25726980&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18332495&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15939838&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24309881&dopt=Abstract


Publisher: APA; Journal: PS:Psychiatric Services; 

Copyright: 2017, ; Volume: 0; Issue: 0; Manuscript: 201600457; Month: ; Year: 2017 

DOI: 10.1176/appi.ps.201600457; TOC Head: ; Section Head: Articles 

Article Type: Articles; Collection Codes: , , , , ,  

Page 10 of 12 

<jrn>40. Milstein G, Manierre A, Susman VL, et al: Implementation of a program to improve the 

continuity of mental health care through Clergy Outreach and Professional Engagement (COPE). 

Professional Psychology, Research and Practice 39:218–228, 2008</jrn> 

<jrn>41. Yamada AM, Lee KK, Kim MA: Community mental health allies: referral behavior 

among Asian American immigrant Christian clergy. Community Mental Health Journal 48:107–

113, 2012 PubMed</jrn> 

<jrn>42. Dossett E, Fuentes S, Klap R, et al: Obstacles and opportunities in providing mental 

health services through a faith-based network in Los Angeles. Psychiatric Services 56:206–208, 

2005 PubMed</jrn> 

<jrn>43. McMinn MR, Aikins DC, Lish RA: Basic and advanced competence in collaborating 

with clergy. Professional Psychology, Research and Practice 34:197–202, 2003</jrn> 

<jrn>44. Winship C, Radbill L: Sampling weights and regression-analysis. Sociological Methods 

and Research 23:230–257, 1994</jrn> 

TABLE 1. Characteristics of 1,327 U.S. congregations responding to the 2012 National 

Congregations Study 

 Congregation  Attendee 

 levela levelb 

Characteristic N % N % 

Provides mental health 

programming 

305 23 376,800 31 

Member composition     

 <60 years old (mean±SD 

%) 

63.3±24.9  65.1±21.4  

 College degree (mean±SD 

%) 

31.7±27.4  41.4±26.5  

 Household income 

>$140,000 (mean±SD %) 

7.0±12.9  14.3±18.2  

Congregational characteristic     

 Age of head clergy person 

(mean±SD) 

55.0±11.5  54.3±10.8  

 Religious tradition     

  Roman Catholic 73 5 332,640 28 

  Mainline Protestant 269 20 206,040 17 

  Conservative Protestant 21 46 448,800 37 

  Black Protestant 284 21 155,880 13 

  Non-Christian 89 7 56,520 5 

 Theological orientation     

  Conservative 836 63 706,800 59 

  Moderate 332 25 348,000 29 

  Liberal 160 12 145,920 12 

 Speaking in tongues is 

practiced 

391 29 295,560 25 

Congregational resources     

 N of adult participants 

(mean±SD) 

118.2±32

5.2 

 1,012.9±1,

840.1 

 

 Employs staff for social 

services programs 

186 14 254,760 21 

 Owns its building 1,123 85 1,110,360 92 
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 Involvement with health 

and human services 

    

 Provides health-focused 

education programs 

373 28 510,600 43 

 Sponsors social service 

programs 

1,103 83 1,099,320 92 

External engagement     

 Assesses the needs of its 

community 

753 57 811,440 68 

 Had a social service 

representative as a visiting 

speaker 

416 31 574,200 48 

Community characteristic     

 Census tract      

  80% African American 36 3 43,200 4 

  30% living below the 

poverty level 

226 17 173,160 14 

  Predominantly urban 664 50 873,960 73 

  Predominantly suburban 240 18 147,480 13 

  Predominantly rural 422 32 178,320 15 

 Region     

  Northeast 160 12 151,200 13 

  Midwest 304 23 312,360 26 

  West 188 14 230,880 19 

  South 675 51 505,560 42 
aCongregation-level weights applied 
bAttendee-level weights applied. Attendee-level estimates are based on the 1.2 million congregational attendees 

represented among the 1,327 congregations in the sample. 

TABLE 2. Analyses of congregational internal and external factors as predictors of providing 

mental health programming among respondents to the 2012 National Congregations Study 

 Bivariate Multivariate 

Factor ORa 95% CI OR 95% CI 

Member composition     

 % of members <60 years old 1.01*** 1.01–1.02 1.01 ** 1.01–1.02 

 % of members with a college degree 1.01 1.00–1.01 1.00 .99–1.01 

 % of members with a household income 

>$140,000 

1.02*** 1.01–1.03 1.02*** 1.01–1.03 

Congregational characteristic     

 Age of head clergy person 1.01 1.00–1.02 1.01* 1.00–1.03 

 Black Protestant 1.66 1.21–2.29 .95 .60–1.52 

 Theologically conservative .77 .60–.97 1.04 .78–1.37 

 Speaking in tongues is practiced 1.88*** 1.45–2.44 1.43* 1.03–1.99 

Congregational resources     

 N of adult participants (logged) 1.32*** 1.22–1.43 1.11* 1.00–1.23 

 Employs staff for social service programs 2.84*** 2.15–3.75 1.86*** 1.36–2.54 

 Congregation owns its building 1.22 .77–1.94 .80 .47–1.35 

Involvement with health and human services    
 

 Provides health-focused education programs 3.02*** 2.37–3.85 2.03*** 1.53–2.67 

 Sponsors social service programs 3.53*** 1.95–6.37 1.77 .93–3.36 
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External engagement     

 Assesses the needs of its community 2.92*** 2.20–3.87 1.98*** 1.46–2.70 

 Hosted a social service representative as a 

visiting speaker 

2.20*** 1.73–2.79 1.41* 1.07–1.86 

Community characteristic     

 Census tract 80% African American 3.11*** 1.82–5.33 2.20* 1.12–4.33 

 Census tract 30% living below the poverty 

level 

1.33 .97–1.82 1.28 .88–1.87 

 Census tract predominantly urban 1.81*** 1.37–2.39 .80 .56–1.13 

 Located in the South .79 .63–1.01 .79 .60–1.04 
aOnly bivariate associations with p values <.0028 were denoted as significant, reflecting a Bonferroni correction for 

multiple comparisons. The diagnostic tests recommended by Winship and Radbill (44) indicated no misspecification 

related to the probability-proportional-to-size feature of the sample; thus results from analyzing unweighted data are 

presented. 

*p<.05, **p<.01, ***p<.001 (two-tailed tests) 
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