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FAITH GROUP LEADERS AND TRAUMA: THE DIFFERENCE THAT CAN MAKE

THE DIFFERENCE?

Paul Cavanagh, Janet Foggie, Alastair Hull and Basel Switzer

Abstract: Traumatic events are very much a part of everyday life; they are neither new nor rare.
The care of faith group members suffering from psychological trauma is a significant component
of pastoral care and yet little attention has been paid to this complex area. This article details the
results of a collaborative study between mental health and faith group leaders and between NHS
Tayside and NHS Fife, which examines the role of faith and belief group leaders in working with
people who have been subjected to trauma. The first part of this article details questions of interest
to chaplains and faith group leaders, such as: the relationship between the faith group leaders and
mental health personnel, and what training was available to faith and belief group leaders? Fol-
lowing completion of the study a consultation day was held by the Department of Spiritual Care in
NHS Tayside (in November 2008) at which the collated results were presented. The faith group
leaders, chaplains and health personnel who were present were able to give their responses to the

results of the survey; those responses constitute the second part of this article.
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Introduction

The total care of individuals after traumatic events
necessitates that their physical, psychological and
spiritual needs are attended to. Our knowledge of
how to maximise the physical care of trauma vic-
tims has advanced more significantly over recent
years than their psychological care and the spiritual
care of trauma survivors has been largely neglected
by mental health personal and researchers.

There is compelling evidence that traumatic experi-
ence triggers a psychological response, and that for
a great majority of individuals this will comprise a
normal and time-limited reaction. For some indi-
viduals, a combination of factors may provoke
more serious reactions such as depression or post-
traumatic stress disorder (PTSD).

Complicating the picture still further is the fact that
clinically there is no easily discernable boundary
between a normal and abnormal response to
trauma, making any distinction difficult even for
the expert in psychological disorders and therefore
nigh on impossible for the interested and perhaps
even gifted amateur.
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In discussing trauma it is vital to clarify what consti-
tutes a traumatic event. Involvement in a disas-

ter, prolonged combat exposure or suffering horrific
burn injuries can readily be seen to be severe trau-
matic events, but the commonplace trauma such as an
assault, accident at work or a road traffic collision
may be accompanied by the perception of threat to
life or the threat of serious injury; the individual may
thus respond with fear, helplessness or horror and
later development of significant psychological disor-
ders.

Whilst we may believe some traumas to be so inher-
ently awful that psychological distress will be inevi-
table, it should be remembered that no type of
traumatic event invariably leads to the development
of a psychological disorder. Individuals can be re-
markably resilient and whilst we must be alert to dis-
tress we should not simply assume the individuals
will have problems coping.

Moreover, it is clear that psychiatric or psychological
symptoms are only part of the potential effects, with
impairment of social or occupational function or the
shattering of assumptions about the world (i.e., its
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safety or justness) important to consider (Janoff-
Bulman;1985, 1989, 1992). Positive effects after
trauma has also been reported, for example approx-
imately two thirds of the survivors of Piper Alpha
disaster described positive sequelae such as feeling
closer to their family (Hull et al, 2002). These
positive effects areincreasingly being empirically
studied (Linley & Joseph, 2004). Factors signifi-
cantly associated with growth after adversity such
as trauma include: existential openness (Calhoun et
al, 2000); intrinsic religiousness (Park et al, 1996),
and religious participation (for example, Keonig
1998).

It is known that faith group leaders are commonly

called upon to counsel individuals with mental
health problems (Larson et al, 1998), including
trauma (Weaver, Koenig and Ochberg, 1996; Lount
and Hargie, 1997). Some groups, for example black
Americans, people with strong religious affiliation,
people from lower socio-economic group, and peo-
ple with serious mental illness are more likely to
attend clergy as first resort than others (Husaini,
Moore and Cain, 1994; Weaver, Koenig and
Ochberg, 1996; Larson et al, 1998).

Indeed, significant numbers of people with mental
health problems use faith group leaders rather than
mental health professionals (Sorgard and Sorensen,
1996). Some faith group leaders may lack confi-
dence in counselling for mental health problems,
and previous work has suggested that differences in
confidence and practice within the faith and belief
groups relate principally to training, rather than
orientation or experience (Manning and Crawford,
1996; Winger and Hunsberger, 1988; Strickland,
Welshiner and Sarvela, 1998). Training increases
both skills and readiness on behalf of the faith
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group leaders to refer to mental health services (Kim-
Goh, 1993), and clergy seem more open minded
about using mental health services than vice versa
(McMinn et al, 1998; Manning and Crawford, 1996).

We decided to survey faith leaders in Tayside to as-
certain the frequency with which they came across
members of their congregation suffering from
trauma, to determine how equipped they felt to re-
spond, and to open a dialogue which would, it was
hoped, lead to improved responses.

Method

The project gained full ethical approval from the re-
search ethics committee. A questionnaire was de-
signed and sent by post and email to faith group
leaders identified through the NHS Tayside’s De-
partment of Spiritual Care directory of faith and be-
lief group leaders, faith group offices, the internet
and the phone book. Two rounds of questionnaires
were sent and the results were collated using MS
Excel and then presented to a selected focus group
for discussion.

Results

180 surveys were sent by post and by email and 64
responded in a manner amenable to analysis. Those
excluded include blank forms, no experience of
trauma and undelivered forms. The faith and belief
groups canvassed were those represented in NHS
Tayside, which correlates with a relative degree of
accuracy to the national spread of faith and belief
groups as found in the 2001 census. Census material
is reproduced here with kind consent of the General
Register Office of Scotland.
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Table 1:
Percentage of people stating religion by council area.
[General Register Office of Scotland, from the 2001 Census of Population]
All Tayside | Angus Dundee Perth & Kin- | Scotland
City ross
Church of 45.34 53.91 34.95 49.68 42.40
Scotland
Roman Catholic | 11.87 5.90 20.24 7.64 15.88
Other Christian 7.47 6.86 6.67 8.83 6.81
Buddhist 0.12 0.08 0.17 0.11 0.13
Hindu 0.13 0.04 0.26 0.05 0.11
Jewish 0.03 0.03 0.04 0.03 0.13
Muslim 0.87 0.18 1.98 0.23 0.84
Sikh 0.06 0.02 0.14 0.02 0.13
Another 0.54 0.39 0.66 0.53 0.53
Religion
None 28.49 27.98 29.11 28.22 27.55
Not answered 5.08 4.61 5.78 4.68 5.49
Figure 1:
Faith Group aa [m1
Hindu [ 1
Buddhist| 3
Pentecostal[d 1
Se_venth Day 1
Catholic| 4
Epis_g:opalian/ —’_1 6
Church of Scotlan 40
Christian | 7
0] 5 10 15 20 25 30 35 40 45

Respondents

Responses were received from the above faith and
belief groups (with NOS being ‘no other state-
ment’, where the respondent did not give any iden-
tification of denomination or group other than
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‘Christian’). The responsers identified their own faith
or belief and the research team have placed these into
nine categories, six of which would be classed
broadly as Christian. Three respondents described
themselves as Buddhist, one Hindu and one as be-



Scottish Journal of Healthcare Chaplaincy VVol.12. No. 2. 2009

longing to the belief group of Alcoholics Anony-
mous. There was an age range from 30 to 79 years,
and 78.1% were male. Figures 2 and 3 demonstrate

Figure 2:

a closer breakdown of their age ranges and a break-
down of the years of service reported by the respon-
dents.
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Figure 3:
Years As A Faith Group Leader
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Contact with traumatised individuals Training

90% of the faith group leaders reported that they
had been approached by a member of their faith
group regarding trauma, with 70.3% having been
approached on a “drop in basis”.
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The survey asked what training was available, prior
to qualification, for faith and belief group leaders.
The possible types of training were divided into men-
tal health training and counselling-type training.
Sixty two per cent of respondents had had some de-
gree of training; 38% had none. Table 2 demon-
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strates which type of training the respondent stated
that they had undertaken. The right hand columns
describe those with neither mental health or coun-

selling training and those who described themselves
as having taken both types of training.

Table 2:

Number of Respondents with Training relevant to dealing with trauma, by faith group.
Faith Group Mental Health | No Mental | Counselling No counselling | Neither * | Both**

Training (%) | Health Training (%) training (%) (%) (%)

Training
(%)

Christian NOS 2 5 4 3 3 2

(29) (71) (57) (43) (43) (29)
Church of Scot- | 18 22 23 17 13 14
land (45) (55) (57) (42) (32) (35)
Episcopalian 2 4 3 3 2 1

(33) (66) (50) (50) (33) @an
Catholic 0 4 2 2 2 0

©) (100) (50) (50) (50) ©)
Seventh Day | 1 0 1 0 0 1
Adventist (100) (0) (100) 0) 0) (100)
Pentecostal 0 1 1 0 0 0
Buddhist 0 3 0 3 2 0

©) (100) (0) (100) (67) ©)
Hindu 0 1 0 1 1 0

©) 1) ) (100) (100) ©)
Alcoholics 1 0 1 0 0 1
Anonymous (100) 0) (100) ()] ()] (100)
TOTALS 24 (37) 40 (62) 35 (55) 29 (45) 23 (36) 19( 30)

* neither MH nor Counselling ** both MH and Counselling

Spiritual or
Counselling

Religious Care and

It is clear from some of the open text responses that
spiritual or religious care and counselling ware
considered to be different. A sample of open text
comments are noted below. One respondent with
counselling skills said that when talking to mental
health professionals,

“l have had to insist that individuals be ‘checked
out’. Only when | have stated that | am an accred-
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ited counsellor, as opposed to a minister has what |
have said been taken seriously.”

Another wrote,
“l am concerned with aspects of confidentiality. I
would not say | counsel as such.”

A third respondent felt that this distinction was also
made in the minds of those seeking help for their
trauma-experiences from a faith or belief group
leader:

“People contacting their parish minister are not look-
ing for ‘counselling’. The approach is more informal
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and more equal. They are expecting a minister to
listen, above all, but there is often an opportunity to
give the person reassurance, comfort or a new way

Figure 4:

of looking at things, which can include the option of
seeking professional help, from a psychiatrist, for
example.”

Felt Able to Help
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to a large
exent

completely DK

The number of respondents endorsing each of the categories are shown in Figure 4, with only 5 (4%) believing

they were not at all able to help. (DK=Don’t Know)

Discussion

Whilst faith and belief group leaders may often
come to their vocations later in life it was clear
from our respondents that the majority had served
for sufficient time for the results of our question-
naire to be representative of the broad scope of
work which they might be expected to meet in a
career as a faith or belief group leader.

It is clear that dealing with trauma, and with the
responses of individuals to traumatic events, is an
expected part of the working life of a faith group
leader. The type and duration of training varied
considerably with some faith and belief group lead-
ers clearly coming to their current role from social
work or a similar career where mental health and
counselling training was more widely provided.
There was no correlation between number of years
as a faith or belief group leader and the amount of
training that had been undergone, with no clear
pattern emerging supporting the idea that there is
an improvement in the type or volume of training
available over the past 45 years.
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It is important to clarify what the faith and belief
group leaders themselves considered to be training in
mental health. A lack of clarity as to what constitutes
this training is demonstrated by only three of the re-
spondents listing practical theology lectures as giving
mental health training, although a majority of the
Church of Scotland Ministers, who comprised 40 out
of 64 respondents, would have taken training of this
type. Further research would be required to determine
how uniform the presentation of mental health mate-
rial in practical theology courses has been over the
past 45 years, in the four divinity faculties or schools
in Scotland. Moreover, it is not clear whether re-
spondents considered there to be a distinction be-
tween training and education. Faith group leaders
have university education but this does not equate to
mental health training.

A comparison can be found with the findings pub-
lished by Mowat and Swinton in their report, “What
do Chaplains Do?’ The authors interviewed 44 full-
time chaplains of whom seven had a counselling
qualification, and 14 of whom held a Bachelor of
Divinity degree, which would involve some practical
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theology components. Whilst Mowat and Swinton
found 14% to have counselling training our survey
had a considerably higher percentage of counsel-
ling training (55%).

Equally, one respondent who was British Associa-
tion for Counselling and Psychotherapy (BACP)
registered commented that:

“[Counselling is] specialised work, many ministers
would not have the skills; I have had to pick up the
pieces of people's previous contact. [I] have to pay
for supervision.”

Moreover the support systems, such as supervision,
that are available for counsellors are not available
for this faith and belief group leader; this is a clear
risk for those undertaking this often difficult work.
A comparative analysis of the availability of super-
vision and other forms of support for faith and be-
lief group leaders was outside the scope of this
study but represents an opportunity for further re-
search. Even so faith and belief group leaders seem
to consider that they use skills from ‘counselling
training’” to inform their pastoral or spiritual reli-
gious care; not to provide counselling per se.

The identification of training needs amongst faith
and belief group leaders does not diminish the con-
siderable skills that they were able to bring to the
assistance of people who had traumatic experi-
ences. The potential for the immediacy of their
input as a contrast to the often delayed input from
mental health services further amplifies the poten-
tial influence their input upon the adaptation of
individuals to adverse and traumatic life events.
Bateson wrote of the difference that makes the dif-
ference and contextualising input for individuals
which is appropriate to their belief system as op-
posed to input which jars with their beliefs is more
likely to be the appropriately unusual difference
that’s makes a difference (Bateson, 1972).

Mental Health staff benefit from supervision and
support structures that might be useful for faith
group leaders and liaison between the two groups
would benefit both groups, and benefit the dis-
tressed individual even more. The results of this
study and the consultation process are that it is nec-
essary to provide further mental health training thus
increasing confidence in skills present and aug-
menting skills. ~ As one respondent commented,
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“there should be more training and close links be-
tween professional groups”.

Consultation

On 25th November 2008 a conference was held by
the Department of Spiritual Care, NHS Tayside, at
which the authors presented the above research find-
ings. There were 21 conference participants most of
whom were hospital chaplains. Also represented was
a BACP registered counsellor, a senior NHS man-
ager, and chaplaincy volunteers. The participants
were divided into four groups and asked to respond
to the findings. Two of the questions related to the
training available:

I there anything | have learned today I can add to my
toolbox for dealing with trauma?

What would be a helpful way to get more tools for
dealing with trauma?

Taking these two questions together, the participants
made the following observations:

The ordinary things we do have value naturally;
There is use in having a plan; the objective is recov-
ery;

Importance of the family to those experiencing vari-
ous responses to trauma;

Ritual linked to ability to express distress, funerals,
and the role of the undertaker is important;

There are no cowards or heroes, no professionals or
patients. We share a common humanity;

There is trauma in bad news being broken;

Pastoral response not overtly religious, whether chap-
lain or faith or belief group leader;

It is easy to underestimate the faith or belief group
leader’s role in presence, holding or touching a trau-
matised person.

And they identified the following requirements of
faith group leaders:

Training only takes us so far; we just have to do it.
Expectations frame experience. If we don’t know
what is coming next [when called in] then we just
have to turn up.

Minimising the drama rather than maximising the
drama

Practising the art of dialogue between the profession-
als, whether that be working with other clergy, CPNs,
or GPs etc.

The need for joint training between hospital staff and
ministry teams
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The need to challenge health professionals and to
communicate with health professionals

Taking time to be a reflective practitioner acknowl-
edging the need for and good use of Spiritual Di-
rection or pastoral supervision

The need for wider co-operation between faith
group leaders and psychiatry was recently high-
lighted in an editorial in the British Journal of Psy-
chiatry (Leavey and King, 2007). It is a clear
outcome of this research that there is a desire on the
part of some faith and belief group leaders to par-
ticipate in multidisciplinary working. Respondents
to the survey also highlighted the specialist role of
hospital chaplains in this regard, as is demonstrated
by the following comment:

“As a chaplain | was regularly used by mental
health care staff. They knew me as an individual
and not as a “‘perceived role’. As a minister of relig-
ion, GPs learned to trust my way of working and
began to respect me BUT because of my therapeu-
tic training as opposed to my ministerial back-
ground. Working with trauma victims is draining,
time-consuming but necessary, a privilege to be
able to assist, sometimes costly to myself (i.e. my
emotional health). Rewarding.

It could be inferred that the mutual values of chap-
laincy and faith and belief group leaders enable
these groups to link together and perhaps it would
be useful for chaplains in developing their practice
to be aware of their potential role as a bridge be-
tween mental health professionals and faith and
belief group leaders.

Finally, the participants stated that the conference
had taught them about;

Coping strategies;

Life experience which gives tools for dealing with
trauma;

Understanding better what is trauma;

The positive aspects of dealing with trauma.

Traumatic experiences do not always affect indi-
viduals in negative ways as noted above. In fact
positive changes after traumatic experience has
been noted in philosophical, religious and fictional
texts since the earliest writings (Tedeschi & Cal-
houn, 1995). Positive change has been referred to
in trauma literature as “adversarial growth” (Linley
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& Joseph, 2004). The participants at the conference
related their own experience of working with people
who had experienced trauma that good can come,
either fairly quickly in a feeling of joy to be alive, or
in the longer term, through growing and developing
afresh after a trauma experience.
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