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Background: Mental illness and substance use disorders significantly contribute to the global
disease burden, and limited access to mental health services exacerbates this problem. Initially,
many individuals seek help from religious leaders and traditional healers. Given that 80% of
South Africa’s (SA) population identifies as Christian, churches may influence mental health
help-seeking behaviour.

Aim: This study aimed to determine the attitudes of Christian leaders and congregants
towards the mentally ill using the Community Attitudes Towards the Mentally Il1 (CAMI)
scale.

Setting: The study was conducted in Soweto, a diverse peri-urban settlement in Johannesburg.

Methods: This was a cross-sectional survey where participants completed a demographics
questionnaire and the CAMI scale, which measures attitudes across four sub-scales:
Authoritarianism (AU), Benevolence (BE), Social Restrictiveness (SR), and Community Mental
Health Ideology (CMHI). Low AU and SR scores and high BE and CMHI scores indicated low
stigma towards mental illness.

Results: There were 51 participants, predominantly female (80.4%), aged 25-35 years (58.8%)
and possessing tertiary education (82.4%). No significant differences emerged between
leaders and congregants. Participants with a personal history of mental illness exhibited
more positive attitudes, while familiarity with affected individuals did not significantly
influence attitudes.

Conclusion: The study highlights the importance of collaboration between mental healthcare
providers and the Christian community in South Africa, emphasising the need for cross-
denominational engagement and further research to improve culturally relevant mental
healthcare.

Contribution: These findings underscore the church’s potential role in promoting mental
health support.

Keywords: mental illness; stigma; Christian community; church; attitudes; congregants.

Introduction

Mental illness causes a significant burden of disease accounting for 7.4% of disease burden
worldwide.! Mental and substance use disorders are the leading global cause of all non-fatal
burden of disease and are also classified as the fifth leading disorders globally that cause overall
disease burden. These figures have risen significantly since 1990.!

Limited access to mental health services leads to prolonged untreated symptoms, which negatively
affects the course and outcome of the disease.? Barriers to accessing mental health services include
difficulty recognising mental illness, perceived stigma, affordability, awareness of the availability
of services and a shortage of facilities and personnel.?

In South Africa (SA), these challenges are compounded by the shortage of psychiatrists and
mental health infrastructure.* South Africa also has a high prevalence of human immunodeficiency
virus (HIV), trauma, substance use, unemployment, violence and poverty, all of which increase
the risk of mental illness and disability in the community.>*”# This increased burden of disease
coupled with the under-resourced infrastructure at all levels of care means that medical pathways
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for seeking treatment for mental illness may be difficult to
access and may not cater to every person in need of the
services.

It is for this reason, among others, that a significant portion
of the population globally access services in churches,
including seeking guidance and assistance concerning
mental health issues.” People with mental health problems
are more inclined to seek help from religious leaders and
traditional healers first, who, more often than not, do not
refer patients to health facilities.’*"

Approximately 80% of SA’s population identifies as Christian
with the largest group, 40.8%, belonging to the Africa
Independent denomination (various Zion Christian Church
and Zionist churches), followed by mainstream denominations
(39.8%), other Christian groups (11.9%) and Pentecostal or
Charismatic (7.3%).'?

Members of the Christian community often have high regard
for their leaders and take the advice and counsel offered to
them.? The church plays a significant role in influencing the
help-seeking behaviour of church members, including those
with mentalillness." They can also influence how congregants
view mental illness as well as offer support to them." South
Africa’s large Christian population may suggest a substantial
representation of Christians within psychiatric settings. It
is crucial to understand the attitudes of the Christian
community towards mental illness and the mentally ill, as
these attitudes, defined as a mental view that influences
behaviour,” play a crucial role. These attitudes may affect the
experiences that people seeking help from the church have
and contribute to not only their personal view of mental
illness and the mentally ill but also determine if they access
mental health care services.

Literature has highlighted how misinformation surrounding
mental illness can be linked to stigma, which further
perpetuates under-diagnosis and under-treatment in South
African communities.’® Literature also demonstrated the
need for continuous education around mental illness, in
particular the neurochemistry and the importance of
appropriate pharmacological and psychological
management.

Several studies in Africa have been conducted describing
people’s attitudes towards mental illness focusing on the
general community.'*"”!%1° Some international studies
have explored attitudes among Christian leaders and
congregants.'#?021223 while only two South African studies
focused specifically on the Christian community.?*® While
various studies have explored attitudes towards mental
illness, there remains a gap in understanding the specific
perceptions within the South African Christian community.

There are a few factors other than religious affiliation that
affect the attitudes of the general public towards people
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with mental illness. These include level of education,
whether they reside in a rural or urban area, age, exposure
to people living with a mental illness, as well as perceived
causes of mental illness.? The general community has been
shown to believe that mental illnesses have a spiritual
connotation. The best treatment for these individuals is
therefore thought to be received from religious and
traditional healers.?

Studies have been conducted to explore clergy attitudes
towards mental illness. In Benin City in Nigeria, 70% of
participants believed it was easy to differentiate mentally
ill individuals from the general population because of
distinctive characteristics, while nearly half attributed mental
illness to personal failing, specifically a lack of discipline.! In
Lebanon, clergy from various Christian denominations were
surveyed about their knowledge, attitudes and beliefs
regarding mental health. Despite 81.6% of respondents
having attended psychology courses, there remained a
prevalent stigma and discrimination towards individuals
with mental illness.?

The attitudes of Christian leaders and the Christian
community contribute to beliefs about mental illness, as well
as to the support rendered by the church to the mentally ill.
Negative attitudes of Christian leaders towards mental
illness affect their members as shown in an online study
conducted in the United States (US)."* Additionally, a study
found that Christian leaders who attributed mental illness to
spiritual causes were more likely to dismiss medical
diagnoses.?

A study on congregants in Ghana demonstrated that
accurate information that dispels stigma can improve help-
seeking behaviour in the church context. The findings
showed that in addition to spiritual causes, the participants
were able to identify that other factors can cause mental
illness like substance use, life stressors and trauma. This
belief in a multi-factorial cause translated into help-seeking
behaviour where both medical and spiritual treatments
were advised.?

If religious leaders can identify mental illness, then they can
refer appropriately and timeously, aiding in the adequate
management of the psychiatricillness. This was demonstrated
in a study conducted in Texas, US on Baptist pastors. The
results showed that the pastors recognised a biological cause
of mental illness and were referring the congregants who
needed help to mental health services.?

From the literature, it is evident that both the general
community and clergy may have mixed attitudes towards
mental illness and the mentally ill. Negative attitudes,
however, may impede the help-seeking behaviours of
those with mental illness, influence the encounters they
have with the church and may delay psychiatric
intervention.
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Aim
This study aimed to determine the attitudes of Christian

leaders and congregants in Soweto, Johannesburg towards
the mentally ill.

Objectives
This study had the following objectives:

* To describe the demographic profile of church leaders
and congregants who participated in the study.

* To determine the attitudes of these church leaders and
congregants toward the mentally ill, using the
Community Attitudes Towards the Mentally Il1 (CAMI)
scale.?

Methodology
Study design

This was a cross-sectional study design.

Method

Participants, that is Christian leaders and members of
identified churches in Soweto, were given two questionnaires
to fill out, one for demographic information and another for
the CAMI scale.

Study setting

The study was conducted in Soweto, a town in the city of
Johannesburg. Soweto is a peri-urban settlement in the south-
west of Johannesburg with a diverse population group and
people across all economic sectors. It was chosen as the area
of study because of its accessibility and diverse Christian
population.

Study population and sampling

The study population included all adults who identify as
Christian and are members or leaders belonging to the
African Independent, Mainstream, Pentecostal or
Charismatic and other Christian denominations. Church
leaders were approached in person and informed of the
study, and assistance was requested to avail the
questionnaires to the congregants. Although questionnaires
were made available both in paper-based and online
formats, all participants who agreed, completed online
questionnaires. Efforts to improve response rates included
follow-ups through church leaders and reassurances
regarding confidentiality and anonymity.

Inclusion criteria:

® Adult female and male church members who are part of
the leadership or are congregants of one of the above
Christian churches.

e A fair level of English proficiency and literacy.

Exclusion criteria:

Page 3 of 8 . Original Research

http://www.sajpsychiatry.org . Open Access

¢ Church members below the age of 18 years.

e Visitors or non-members of the selected churches.

e Members with inadequate English proficiency and
literacy.

Sample size

A voluntary purposive sampling method was used to select
participants. A total of 51 participants completed the
questionnaires. A minimum sample size of 166 was
determined to be necessary for achieving statistical
significance. The sample size was calculated using the
formula (Equation 1):

n = Z2pqle2 [Eqn1]

where e is the desired level of precision (i.e. the margin of
error), p is the (estimated) proportion of the population which
has the attribute in question and ¢is 1 —p. If Z=1.96, and p is
set to 0.33 and the ¢ value set at 5%, a sample size of 166 is
generated.

Measuring tool

The CAMI scale was developed to measure the general
public’s attitudes towards mental illness by Canadian
researchers.” It is a self-administered questionnaire and has
four sub-scales each with 10 items. It rates the 40 items on a
Likert scale (1 — strongly agree to 5 — strongly disagree).
Participants are requested to answer questions regarding
their beliefs about mental illness and people living with
mental illness. The responses to individual items are added
together to form a subscale score ranging from 10 to 50 on
each subscale. The subscales are Authoritarianism (AU)
which refers to one’s view of individuals with a mental
illness as inferior and requiring supervision. It measures the
participant’s way of looking at the disease and knowledge of
how it develops and how people living with mental illness
should be taken care of. Benevolence (BE) refers to a
humanistic and sympathetic view of people living with a
mental illness. Social Restrictiveness (SR) corresponds to the
belief that people with a mental illness are a danger to society,
and Community Mental Health Ideology (CMHI) refers to
the acceptance of mental healthcare services and the
integration of mental healthcare users into the community.
Higher scores reflect greater agreement with the concept of
each sub-scale. Participants who are considered tolerant
would be expected to have higher scores on the sub-scales of
BE and CMHI while scoring lower on the AU and SR sub-
scales.®® The CAMI scale was found to be reliable and valid
by various studies, including studies conducted in Africa.”*
The developers gave permission on their website for the
scale to be used for research, educational and academic

purposes.”?

Data collection

A standardised CAMI questionnaire and a demographics
questionnaire were used to look at the participants’ age,
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gender, employment status, level of education, personal
experience with mental illness, denomination and position in
the church.

A link was made available to church leaders and congregants
to complete.

Data analysis

The data for this study were collected using Microsoft Excel ™.
Statistical analyses were conducted in R software (version
4.00; www.R-project.org). Shapiro-Wilk’s tests indicated that
all CAMI category scores were normally distributed, so data
were analysed using parametric tests. Linear regressions were
used to compare the association between the four CAMI
categories (AU, BE, CMHI and SR). Welch’s t-tests were used
to analyse the effects of congregant versus leader, and personal
history of mental illness on each CAMI category. All tests were
two-tailed, and model significance was set at 0.05. Categorical
data are reported descriptively as counts and parentages and
continuous data as mean and standard deviation. Data are
presented as charts, tables or in text.

Ethical considerations

Approval for the study was sought from the University of the
Witwatersrand Human Resources Ethics Committee
(Medical), and ethics consent was received on 10 August
2023, with Clearance Certificate Number M230542
M230810-B-0002 before data collection commenced.

Permission to conduct research was also obtained from the
church leadership in the selected churches. Written consent
was obtained from all participants before completion of the
questionnaire. All participants remained anonymous so that
confidentiality was always maintained. The names of
individual churches were not stated.

Results

A total of 51 churchgoers participated in this study. They
were predominantly female (n = 41, 80.4%), aged between 25
years and 35 years (n = 30, 58.8%), possessed a tertiary-level
education (n = 42, 82.4%) and were primarily affiliated with
the Pentecostal or Charismatic denomination (n = 27, 52.9%)
(Table 1). Congregants (n = 29) outnumbered leaders (n = 22)
slightly. While a greater proportion reported no personal
history of mental illness (n = 36, 70.6%), a larger number
acknowledged knowing someone with mental illness (n = 39,
76.5%) (Table 1).

The mean and standard deviation scores for the CAMI
categories were as follows: AU = 24.73 (5.18), BE = 41.61
(4.65), SR =21.43 (5.47) and CMHI =40.14 (4.44). The low AU,
high BE, low SR and high CMHI mean scores indicate that the
participants viewed mental health to be of low stigma.

The associations between the CAMI categories were all
significant and showed four negative and two positive
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TABLE 1: Socio-demographic and other characteristics of congregants and
leaders in this study.

Variable Congregant (N = 29) Leader (N =22)
n % n %
Gender
Female 25 86.2 16 72.7
Male 4 13.8 6 27.3
Age (years)
18-25 6 20.7 5 22.7
25-35 18 62.1 12 54.5
35-40 3 10.3 1 4.5
40-50 2 6.9 4 18.2
Level of education
High school 8 27.6 1 4.5
Tertiary 21 72.4 21 95.5
Denomination
African Independent 3 10.3 0 0.0
Mainstream 6 20.7 2 9.1
Pentecostal or Charismatic 11 37.9 16 72.7
Other 8 27.6 3 13.6
Not specified 1 3.4 0 0.0
Unsure 0 0.0 1 4.5
Personal history of mental illness
Yes 12 41.4 3 13.6
No 17 58.6 19 86.4
Knew someone with a mental illness
Yes 24 82.8 15 68.2
No 5 17.2 7 31.8

relationships (Figure 1). The relationship between AU and
BE was significantly negative (R = 0.55, p < 0.001), between
AU and SR was significantly positive (R = 0.41, p = 0.002) and
between AU and CMHI was significantly negative (R = 0.64,
p < 0.001). The relationship between BE and SR was
significantly negative (R = 0.35, p = 0.013), between BE and
CMHI was significantly positive (R = 0.66, p < 0.001) and
between SR and CMHI was significantly negative (R = 0.54,
p < 0.001). These relationships broadly support the mean
values reported earlier in the text but also indicate that
individual churchgoers had consistent responses for each
category.

Analysis of the CAMI scores revealed no significant
differences between congregants (C) and leaders (L) across
all four categories, where the mean s.d. scores for congregants
and leaders for each category were almost equal (AU C: 24.66
L: 24.82, BE C: 41.72 L: 41.45, SR C: 21.69, L: 21.09, CMHI C:
40.34 L: 39.86) (Table 2). This indicates comparable attitudes
towards mental illness regardless of leadership status within
the church community.

Significant differences were observed concerning personal
history of mental illness and BE and CMHI scores (Table 3).
Participants with a personal history of mental illness
exhibited higher mean scores in both BE and CMHI compared
to those without such a history, indicating more positive
attitudes towards mental illness among individuals with
lived experiences.

In contrast, no significant differences emerged between
participants who knew someone with mental illness and



http://www.sajpsychiatry.org
http://www.R-project.org

Page 5 of 8 . Original Research

w -4
) @
) 0o
£ £
= =
o o
o Q
w "
= =
<< <<
[s] o
o

s &
o o0
W £
£ 5
£

8 2
= =
= <
< o
[s]

15 20 25 30 35
CAMI scoring AU

I I
= =
o o
o0 o0
£ £
S P
o o
Q Q
w w
= =
< <
o o

35 40 45 50
CAMI scoring BE

15 20 25 30 35
CAMI scoring SR

Note: The regression lines are all statistically significant.

CAMI, community attitudes towards the mentally ill; AU, authoritarianism; BE, benevolence; SR, social restrictiveness; CMHI, community mental health ideology; s.d., standard deviation.

FIGURE 1: The pairwise relationship between the four Community Attitudes Towards the Mentally Ill categories: (a) Negative relationship between BE and AU; (b) Positive
relationship between SR and AU; (c) Negative relationship between CMHI and AU; (d) Negative relationship between SR and BE; (e) Positive relationship between CMHI

and BE; (f) Negative relationship between CMHI and SR.

those who did not across all CAMI categories (Table 4). This
suggests that familiarity with individuals affected by mental
illness did not notably influence attitudes towards mental
health within the sampled population.

Discussion
This study investigated Christian leaders” and congregants’
attitudes towards mental illness using the CAMI

questionnaire. The study sample consisted of 51 participants,
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including 29 congregants and 22 leaders. The majority of
the participants were female (80.4%), with 19.6% being
male, were aged between 25 years and 35 years old (58.8%)
and had a tertiary-level education (82.4%). These
characteristics align with previous studies on the Christian
population which often included participants who were
predominantly female, aged between 18 years and 35 years
and possessed tertiary-level education.”* The gender
disparity can be explained by the fact that women have
been found to attend church more frequently than men."?
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TABLE 2: Mean (s.d.) scores for congregants and leaders for each Community
Attitudes Towards the Mentally Ill category.

Congregant or leader Mean s.d. Statistics

t df P
CAMI scoring AU - - -0.12 47.87 0.908
Congregant 24.66 6.05 - - -
Leader 24.82 3.89 - - -
CAMI scoring BE - - 0.20 43.63 0.842
Congregant 41.72 4.55 - - -
Leader 41.45 4.88 - - -
CAMI scoring SR - - 0.40 48.64 0.689
Congregant 21.69 6.27 - - -
Leader 21.09 4.33 - - -
CAMI scoring CMHI - - 0.39 48.77 0.697
Congregant 40.34 4.85 - - -
Leader 39.86 3.92 - - -

Note: Statistics = Welch's ¢-tests.

CAMI, community attitudes towards the mentally ill; AU, authoritarianism; BE, benevolence;
SR, social restrictiveness; CMHI, community mental health ideology; s.d., standard deviation.

TABLE 3: Mean (s.d.) scores of having (Yes) or not (No) a personal history of
mental iliness for each Community Attitudes Towards the Mentally Ill category.

Personal history of Mean s.d. Statistics

mental illness P af »
CAMI scoring AU - - 1.82 19.39 0.084
Yes 22.40 6.45 = = =
No 25.69 4.29 - - -
CAMI Scoring BE - - -2.17% 27.79% 0.039}
Yes 43.67 4.30 - - -
No 40.75 4.57 - - -
CAMI Scoring SR - - 1.98 24.26 0.059
Yes 19.07 5.65 = = =
No 22.42 5.16 - - -
CAMI scoring CMHI - - -2.78% 27.661  0.010%
Yes 42.60 4.01 - - -
No 39.11 4.24 - - -

Note: Statistics = Welch’s #-tests.

CAMI, community attitudes towards the mentally ill; AU, authoritarianism; BE, benevolence;
SR, social restrictiveness; CMHI, community mental health ideology; s.d., standard deviation.

T, Significant outcomes.

TABLE 4: Mean (s.d.) scores of knowing (Yes) or not (No) someone with mental
illness for each Community Attitudes Towards the Mentally Il category.

Knowing someone Mean s.d. Statistics

with a mental illness p a »
CAMI scoring AU = = 1.59 30.63 0.123
Yes 26.33 6.45 - - -
No 24.23 4.29 - - -
CAMI scoring BE - - -0.92 29.17 0.367
Yes 40.75 4.30 - - -
No 41.87 4.57 - - -
CAMI scoring SR = = 0.77 18.41 0.449
Yes 22.50 5.65 - - -
No 21.10 5.16 - - -
CAMI scoring CMHI - - -0.06 30.40 0.952
Yes 40.08 4.01 - - -
No 40.15 4.24 - - -

Note: Statistics = Welch’s #-tests.

CAMI, community attitudes towards the mentally ill; AU, authoritarianism; BE, benevolence;
SR, social restrictiveness; CMHI, community mental health ideology; s.d., standard deviation.

Previous studies have shown that individuals with a higher
level of education tend to participate more in surveys, have
more knowledge about mental health issues and are more
likely to recognise the importance of addressing them.?*
The majority of the participants were young adults and this
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could have been because younger adults are becoming more
aware of mental health and are likely to engage in mental
health discussions and research.®

The participants in the current study mostly belonged to the
Pentecostal or Charismatic denomination (52.9%), whereas
they represent only 7.3% of the South African Christian
population. Only 5.9% belonged to the African Independent
denomination, the largest South African group (40.8%).
The distribution of all the denominations in this study varied
greatly from the national religious demographicdistribution.'?
Several factors influenced this distribution. Participation bias
may have led individuals from certain denominations to be
more likely to participate. Additionally, the administrative
structures of the denominations varied, impacting
participation rates and responsiveness. The implications of
this level of participation suggest that the study’s findings
may be limited in their ability to reflect the broader attitudes
of the South African Christian population.

The interpretation of CAMI scores showed low AU and SR
scores, alongside high BE and CMHI scores, indicative of
positive attitudes towards mental illness. This pattern
suggests a prevailing inclination towards empathy, support
and a community-based approach to mental health issues
within the sampled population. These findings are consistent
with research showing that women, who made up a large
portion of the sample, generally exhibit greater empathy.**
Additionally, about three-quarters of participants had prior
experience with someone who had a mental illness which is
shown to reduce stigmatising attitudes towards individuals
with mental illness.” These findings align with broader trends
observed in studies examining attitudes towards mental
illness among religious communities albeit with notable
variations across different cultural and religious contexts.?*

Previous research examining the attitudes of Christians
towards mental illness has predominantly focused on
Christian leaders, who were mostly male and over the age of
40. The findings from these studies have been mixed, with
some indicating positive attitudes and others revealing
negative perceptions.*?*? In the current study, most
leaders were between the ages of 25 and 35 and exhibited a
more positive attitude towards mental illness, with high
scores in BE and CMHI and lower scores in AU and SR. This
finding is similar to a 2023 South African study of Pentecostal
congregants, which found that the predominantly female
participants with higher education level had less stigmatising
attitudes towards mental illness.* The age and education
level of the majority of participants may have positively
influenced their attitudes as they could have been exposed to
more mental health advocacy and education.

Of particular interest is the comparison between Christian
leaders and congregants. No statistically significant
differences were observed in the mean scores across the four
CAMI categories between these two groups. This finding
challenges conventional assumptions regarding the potential
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influence of leadership roles within religious communities
on attitudes towards mental illness.* As congregants look to
church leaders for support and assistance when going
through difficult times, including emotional and mental
distress, one would then expect church leaders to have less
stigmatising attitudes towards mental illness, in comparison
with congregants.

Individuals with a personal history of mental illness
exhibited significantly higher scores in BE and CMHI and
lower scores in AU and SR, indicative of reduced stigma
compared to those without such a history. This finding,
which is in keeping with other studies,®** highlights the
potential for empathy and understanding to emerge from
lived experiences. Those who have experienced mental
illness themselves are often less likely to hold stigmatising
beliefs about others with mental health conditions.

Acquaintance with individuals affected by mental illness did
not appear to influence attitudes towards mental illness
among participants, as they had scores similar to individuals
who did not know someone with a mental illness. Some
research, including this study, indicate that simply knowing
someone with a mental illness does not always translate into
more positive attitudes.*®* Conversely, other studies have
suggested that familiarity with individuals affected by
mental illness may yield a beneficial impact, enhancing
understanding and fostering empathetic attitudes towards
mental health challenges.***!

The results indicate generally positive views towards
mental health, with low levels of AU and SR and higher
levels of BE and CMHI. However, the varying levels of
engagement across denominations, potentially influenced
by administrative processes, may suggest that factors
like stigma or denominational differences could play a role
in shaping responses. This raises important questions
about how organisational and cultural factors within
different denominations may impact attitudes towards
mental health.

Limitations

Notable limitations of the study are the small sample size
and denomination distribution. The imbalance in the
denomination distribution made it challenging to ensure
that the findings were representative of the diverse religious
landscape of the country. Additionally, navigating the
bureaucratic processes within different denominations
proved complex as each had its unique administrative
requirements and sensitivities. These challenges required
careful consideration to respect the distinct organisational
structures. Consequently, the researcher had to rely on
community members to distribute the questionnaires,
which may have introduced selection bias and limited the
diversity of the sample. This approach could have affected
the representativeness of the results, impacting their
generalisability. This was a cross-sectional design and did
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not allow for causal reasoning. The use of a convenience
sample further constrained the generalisability of findings
as the people who responded may be more likely to
have knowledge of, or a more positive attitude towards,
mental illness. Other limitations were that a self-report
questionnaire was administered which may bias results
through reduced self-awareness and the need for social
desirability.

Conclusion

The Christian community plays a significant role in
supporting mental health, as the sense of belonging and
social support within these communities is associated with
better mental health outcomes.”*** Encouraging acceptance
and understanding may help reduce the stigma surrounding
mental illness, creating a safe environment for individuals
to seek help.* Research suggests that fostering mutual
understanding between mental healthcare providers and
clergy can enhance the quality of care and outcomes.* The
findings in this study offer some insights into Christian
leaders” and congregants’ attitudes towards mental illness
in SA, underscoring the need for further research to
understand these complex dynamics within the religious
community. The study also highlights the challenges
of engaging the Christian community, particularly the
disproportionate participation across denominations. Future
research should prioritise building trust with a broader
range of denominations and developing trust with church
leadership to improve participation rates. Interdisciplinary
training programmes that equip mental healthcare workers
with cultural competence and sensitivity to religious beliefs
can strengthen relations with the Christian community
through workshops and joint community initiatives, leading
to more holistic and culturally responsive mental health
services.
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