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Abstract

In the United States, Black communities face a complex mental health burden, with growing attention on addressing these
disparities through the lens of holistic wellbeing. Given the dearth of research on faith-based interventions focused on men-
tal health through the lens of holistic wellbeing, this study evaluates the impact of a spirituality-based, peer-led one-group
pre-test post-test pilot intervention in a sample of Black individuals in the Bronx, New York City. The eight-session creat-
ing healthy culture curriculum, focused on improving mental health and spiritual wellbeing, was collaboratively developed
through community partnerships. Post-intervention results indicated significantly reduced odds of moderate to severe depres-
sion (AOR:0.20), and increased sense of community, social support, role of religion in health, flourishing, and reduced trouble
sleeping. In-depth interviews with participants further highlighted the interconnected role between psychosocial and mental
health indicators. Findings support importance of holistically developing, implementing, and evaluating spirituality-based

mental health interventions in Black communities.
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Background

In the United States (US), Black communities experience
a diverse range of physical and mental health disparities
(Baciu et al., 2017), including a disproportionality high
prevalence of chronic conditions (such as heart disease,
diabetes and hypertension) and lower life expectancy than
White populations (a disparity which has grown further
during the COVID-19 pandemic) (Andrasfay & Goldman,
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2021; Quifones et al., 2019). Moreover, Black individuals
are more likely to be victims of violent crimes proportional
to their population (San Diego Association of Governments
(SANDAG), 2020), and report a higher workplace injury
rate compared to all other racial and ethnic sub-groups
(Seabury et al., 2017). These physical health disparities
intersect with more complex disparities in mental health;
while the 2015 estimated lifetime prevalence of depres-
sion among Non-Hispanic Black (5.39%) Americans was
lower than Non-Hispanic Whites (8.00%) (Weinberger et al.,
2018), estimates of lifetime prevalence of post-traumatic
stress disorder (PTSD) indicate a significantly higher pro-
portion among Black (8.7%) than White Americans (7.4%)
(Roberts et al., 2011).

In a recent report on nationwide disparities in depres-
sion treatment, in adjusted analyses, Black individuals were
about half as likely was White individuals to receive depres-
sion treatment (AOR:0.52) (McGregor et al., 2020). Data
from across the US has also shown that victims of fire-arm
homicides are majority (65.3%) Black, with police-involved
deaths of Black individuals also significantly higher than
White individuals (Edwards et al., 2018; Wong et al., 2020).
Exposure to growing concerns of systemic discrimination
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and violence, such as police killings, have been specifically
linked with poor mental outcomes among Black communi-
ties (Bor et al., 2018). Ultimately, the physical and mental
health burden experienced by Black communities are often
localized to specific areas in the US that experience struc-
tural-level barriers to health. In New York City (NYC) for
example, the borough of Bronx has the highest proportion
of Black (43.6%) residents, but also the city's highest pov-
erty rate (26.2%), lowest high school educational attainment
(72.8%), and highest prevalence of disabled people (11.4%)
(United States Census Bureau, 2019). Out of all 62 coun-
ties in New York, the Bronx has also been ranked the least
healthy (a composite of multiple health indicators) and is
also among the least healthy counties in the country (New
York State Health Foundation, 2019).

To meet these complex health needs in Black communi-
ties, there has been growing advocacy to understand and
address health disparities holistically within the concept of
general wellness, defined as "the active pursuit of activi-
ties, choices and lifestyles that lead to a state of holistic
health" (Global Wellness Institute, n.d.). The idea of well-
ness integrates multiple social and structural forces in the
experience with health, the capacity to actively address or
cope with health needs, and general perceptions about one's
life (Centers for Disease Control and Prevention (CDC),
2018; Stoewen, 2015). Enhancing general wellness has
been associated with reduced anxiety, depression, stress, and
improved physical health (e.g., reduced A1C among diabet-
ics and improved cholesterol, diet, and exercise outcomes)
(Massey et al., 2019; Russell et al., 2020). The concept can
further be disaggregated into the domains of physical, intel-
lectual, emotional, social, spiritual, vocational, financial, and
environmental wellness (Stoewen, 2017). Perceived social
support (feeling that one has people to turn to in times of
need), sense of community (feeling connected within one's
communities), sense of control (feeling of having control
over one's outcomes), and overall "flourishing" (feeling
that all aspects of one's life are going well) have also been
studied as components of wellbeing (Chu et al., 2010; de
Quadros-Wander et al., 2014; Pozzi et al., 2014; Vander-
Weele, 2017). Moreover, spiritual health and wellbeing
(defined as the meaningfulness of one's life, one's personal
or communal sense of purpose, and/or one's connection to
a transcendental power or the natural environment Fisher
et al., 2000; Ghaderi et al., 2018)) are particularly salient
dimensions in the experience of health and wellbeing among
Black communities in the US (Bolger et al., 2018; Park &
Millora, 2010).

Although interventions aimed at addressing the mental
health needs of Black communities have included collabo-
rative care and therapeutic communications with provid-
ers, screenings in nursing homes and clinics, psychoedu-
cation, and creating informal networks of social support,

faith-based health interventions have grown in significance
(Bhui et al., 2013; Grier-Reed, 2013; Hays, 2015; Lee-Tauler
et al., 2018). The significance of faith-based organizations
(FBOs) in Black populations, such as churches, are a reflec-
tion of the link between spirituality and health (particularly
mental health) in the community, and also serve as trusted
community centers and important distributors of social and
health resources (Blank et al., 2002; Hays, 2015; Nguyen,
2020). Faith-based health programs have aimed to address
both physical and mental health needs; these collabora-
tions can include working with churches in recruitment and
delivery of a program (including incorporating spiritual
elements) (Yeary et al., 2012). Among Black communities
specifically, churches have played a vital role in address-
ing emerging health challenges (such as HIV/AIDS) and
increasing healthcare utilization (Eke et al., 2010). A sys-
tematic review showed that faith-based health interventions
in Black communities have been effective in improving
reducing substance use, smoking, and depression (Hanker-
son & Weissman, 2012), however interventions were largely
aimed at specific lifestyle or substance use knowledge, atti-
tude, or behavioral outcomes without a specific focus of
improving mental health (e.g. depression, PTSD symptoms).
The review also highlighted that past faith-based interven-
tions have been culturally tailored to emphasize elements
of Black culture and spirituality (e.g., using gospel music
and devotional booklets as part of interventional activities).
Advocacy of FBO-collaborations has also focused on the
importance of religious coping practices to address mental
health needs in Black communities (Hays, 2015).
Moreover, peer-led interventions have specifically been
shown to be powerful in improving social connectedness
and engagement, as well as improving health outcomes and
health-related knowledge, attitudes, beliefs, and behaviors
(including among Black communities) (Ramchand et al.,
2017; Tang et al., 2015; Williams et al., 2010). Peer sup-
port has been identified as a core feature of mental health
recovery, and such interventions (which involve having
individuals of closely connected to participants or from a
similar background be involved in the implementation of
the program) have been particularly efficacious in improving
mental health outcomes by facilitating better communica-
tion of mental health experiences and creating structures of
trust and understanding (Druss et al., 2010; Patalay et al.,
2017; Repper & Carter, 2011). Faith-based peer-led men-
tal interventions have also been shown to be effective in
reducing anxiety and depression (Rogers & Stanford, 2015),
however such interventions have yet to be examined to meet
the mental health needs of marginalized Black commu-
nities (such as Black residents the in Bronx, NYC), par-
ticularly interventions incorporating principles of broader
wellbeing. Likewise, while digital peer-led interventions
(e.g., using peer-led or peer-developed videos and emails)
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have been explored to address mental health needs (For-
tuna et al., 2020), such technologies remain underexplored
among older populations and Black communities (both of
which have been particularly vulnerable during the COVID-
19 pandemic and could benefit from such socially-distant
intervention methods) (Gold et al., 2020). Therefore, this
study describes the impact of a remote, peer-led interven-
tion focused on improving mental health through a holis-
tic, spirituality-based approach among Black participants
attending congregations in the Bronx (NYC). Specifically,
the intervention sought to deepen participants’ relationships
with God or a higher power (“Higher Power” hereafter) and
each other, and practiced the spiritual disciplines of faith,
trust, forgiveness, empathy, caring and kindness.

Methods
Study Population

Creating Healthy Culture (CHC) was a one-group pre-test
post-test pilot intervention conducted between November
2020 and February 2021. The project utilized principles of
community-based participatory research (CBPR) to guide
the development, implementation, and evaluation of the
study (Israel et al., 2017). New York University Gross-
man School of Medicine worked in partnership with the
Groundswell Group (GG) and the Network for Human
Understanding (NHU), community-based organizations
that seek to build a stronger sense of community and a
deeper level of spiritual awareness and sensitivity. Rev.
Addie Banks, who leads GG, had previously pastored at a
congregation in the Bronx for over twenty years and has
since worked as an advocate and spiritual leader for the reli-
gious and spiritual communicates of Bronx, NY. Leverag-
ing its existing network of partners, GG and NHU recruited
nine congregations located in Bronx, NY and from diverse
denominations including Methodist, Mennonite, Episcopal,
and non-denominational. These congregations are primar-
ily attended by diverse sub-groups of Black communities,
including those from the Caribbean as well as Central
and South America. Each leader at the congregation then
identified one to two peer educators who would deliver the
intervention, totaling 17 peer educators across all sites.
Peer educators were purposively selected by the congrega-
tion leaders based on their level of involvement in church
activities, previously demonstrated leadership, and interest
in becoming a peer educator. Each educator received four
sessions of training lasting approximately two hours each,
facilitated by GG and NHU. Based on a list of eligible indi-
viduals generated by the congregation leader, peer educators
recruited individuals within each congregation to participate
in the intervention; contacted individuals could decline to

@ Springer

participate without fear of consequences, which was stated
again during the verbal consent process. Participants were
eligible if they: (1) were over 18 years of age, and (2) had
attended a service at their congregation at least three times
in the past year. Eligible participants were identified by both
the congregation leaders and peer educators via a conveni-
ence sampling approach based on their level of involve-
ment in church activities and perceived interest in potential
participation. The Institutional Review Board of the New
York University Grossman School of Medicine approved
the study and the trial was registered at ClinicalTrials.gov
(NCT04353427).

All eligible individuals who were nominated by the
congregation leaders (n=94) agreed to participate in the
intervention when contacted by the peer educators and
were verbally consented by a research assistant at the part-
ner academic institution. Out of these 94 participants, three
participants never attended any sessions, five participants
were excluded from analysis due to low attendance (defined
as having attended less than 6 of 8 sessions), and an addi-
tional two participants were lost to follow-up (unable to be
reached for endpoint survey). A total of 84 participants were
included in the final analysis; 78 participants attended all
eight sessions and the remaining six participants attended
seven of eight sessions. Participants were compensated $90
after completion of the baseline survey and an additional
$160 upon completing the follow-up survey for those who
attended at least 6 of the 8 sessions (a total of $250 for full
program participation).

Intervention

GG and NHU developed an eight-session curriculum
focused on mental health problem identification, improving
overall spiritual well-being, and addressing feelings related
to anxiety, stress, and trauma through spirituality-based
strategies. The curriculum was developed using a combina-
tion of spiritual disciplines that are rooted in the teachings
of St. Ignatius of Loyala, and have been used for hundreds
of years in a process called "Spiritual Direction and Spiritual
Formation," to deepen people's relationship with and expe-
rience of the power and the presence of the Higher Power
(Osorio, 2005). This includes Contemplative Prayer and
Lectio Divina, a process of reading Scripture so that it has
a deep emotional impact on the reader. The curriculum also
incorporated a cognitive-behavioral approach to changing
participant's thought patterns to reduce negative thinking
and develop the habit of positive thinking that supports a
mental and emotional state of faith, peace and wellbeing
(Tan, 2013).

The session topics included: (1) Your journey to healing,
health and wellness; (2) The healing power of a life shared
with a Higher Power; (3) The healing power of prayer; (4)
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The body as temple; (5) Transformed and healed by the
renewing of your mind; (6) The healing power of relation-
ships; (7) Healing the wounds of the heart; (8) The healing
power of forgiveness (See Table 1 for a description of the
sessions). The group sessions, which were largely interactive
and involved discussions with both educators and other par-
ticipants, were delivered remotely via a videoconferencing
platform approximately once a week for a total duration of
eight to ten weeks. Sessions, on average, were about 2 hours
in length, were comprised of 9 participants across participat-
ing congregations (range 3—16). Each session started with
the peer educators sharing the session’s key principles and
leading a dialogue with participants, which allowed the par-
ticipants to share their reflections on the topic.

Data Collection

Surveys with participants were collected at baseline and at
follow-up, immediately after completion of the intervention.
Surveys were administered via phone by a trained research
coordinator and data were entered directly into REDCap—
an online research database. Surveys measured sociode-
mographic characteristics, mental health outcomes (i.e.,

depression and post-traumatic stress disorder), and psycho-
social variables (e.g., social support, sense of community,
spirituality). The selection of the primary and secondary
outcomes in the survey were informed by consultation with
both community and academic partners and aimed to capture
different dimensions of holistic wellbeing (particularly spir-
itual and mental wellbeing). Given the link between diverse
mental health outcomes and wellbeing (Massey et al., 2019;
Russell et al., 2020), community partners emphasized
assessing multiple facets of both mental health and wellbe-
ing, which informed the decision to measure both depression
and PTSD in the study.

At completion of the intervention, a convenience sample
of 27 participants was selected for in-depth interviews (three
from each site). Interviews sought to elicit barriers and facil-
itators to study participation, acceptability, and satisfaction.
Interviews were conducted over the phone, audio-recorded,
and transcribed verbatim. Interviews lasted approximately
30 min. Although the research coordinator and interviewers
did not identify as Black, past research has substantiated that
race non-concordance between participants and interview-
ers do not introduce significant bias during data collection
(Batch et al., 2013; Fryer et al., 2016). The interviewer was

Table 1 Adaptation and tailored components of creating healthy culture (CHC) curriculum

Session title

Tailored component(s)

Your journey to healing, health, and wellness

Caring for one’s physical, emotional, and spiritual health and wellness by using a Bibli-
cal foundation

The healing power of a life shared with a higher power Identifying the concept of how a Higher Power is the center and foundation of one’s life
Exploring one’s relationship with a Higher Power and how it directly effects one’s qual-

ity of life
The healing power of prayer

Discussing the healing power of praying to feel the presence of a Higher Power

Exploring the concept of how prayer can reduce anxiety and stress

The body as temple

Exploring the concept of how one’s body is sacred

Taking care of one’s body is an act of worship and a way of expressing gratitude to a

Higher Power

Discussing how to love and care for one’s body through proper nutrition, exercise, and

meditation

Transformed and healed by the renewing of your mind Changing the beliefs that are holding one back
Improving one’s quality of life through the practice of “Taking your thoughts captive to
a Higher Power, “and being “Transformed by the renewing your mind.”

The healing power of relationships

Loving one another as an act of worship

Creating deeper levels of cooperation, peace, respect, sympathy, and trust with the
people one loves

Improving and sanctifying one’s relationships using the presence of a Higher Power
among oneself and each other

Healing the wounds of the heart

Learning to help oneself and others in times of crises

Bringing a Higher Power into the process of healing
Understanding what the Bible and mental health professionals teach about coping with
and healing from trauma

The healing power of forgiveness
well-being

Exploring the impact forgiveness on one’s emotional, physical, and spiritual health and

Discussing how one can experience renewed relationships and find peace by practicing

forgiveness

Learning to let go of the past to heal one’s mind, body, and spirit
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a research assistant at the partner academic institution and
was not a member of these same congregations nor knew any
of the participants personally outside of the study context.

Measures
Primary Outcomes

Symptoms of depression were assessed using the 9-item
Patient Health Questionnaire (PHQ-9), validated in diverse
US populations (Huang et al., 2006), providing a depression
score of between 0 and 27 (a score of 10 or higher indicating
moderate to severe depression) (Kroenke et al., 2001). PTSD
was assessed using the 20-item PTSD checklist for DSM-5
(subdivided into Criteria B, C, D, and E questions), with
a provisional PTSD diagnosis being defined as endorsing
(rating "moderately"” or higher) 1 symptom in Criteria B and
C, and 2 in Criteria D and E (U. S. Department of Veterans
Affairs, 2021).

Secondary Outcomes

Sense of community was measured using a 12-item version
of the Sense of Community Index 2 (SCI-2) comprised of
the 6-item membership and 6-item shared emotional connec-
tion sub-scales (Chavis et al., 2008). An additional 4-item
health-related sense of community sub-scale was also
assessed (Dubowitz et al., 2020). Sense of control was meas-
ured through the 4-item personal mastery sub-scale (SC-4)
of the 12-item Sense of Control scale (Lachman & Weaver,
1998). Social support was measured through the 8-item
modified Medical Outcomes Study Social Support Survey
(mMOS-SS) (Moser et al., 2012). Flourishing was measured
through the 10-item Flourishing Index and 12-item Secure
Flourishing Index (VanderWeele, 2017).

The role of spirituality and religion in one's life was
assessed by 3 one-item Likert-scale questions asking par-
ticipants to rate the importance of the following items from
not at all (0) to very important (4): religion and/or spiritu-
ality in your life, religion and/or spiritualty in the choices
you make about health, and religion and/or spiritualty in
the way I interact with my loved ones and peers. Spiritual-
ity was assessed through the 6-item Daily Spiritual Experi-
ence Scale (DSES) (Underwood, 2011). Religious coping
was assessed through a 1-item metric derived from the
National Latino and Asian American Study (NLAAS) (Ai
et al., 2013). Sleep was measured through two items derived
from the National Health and Nutrition Examination Sur-
vey (NHANES) which asked participants how many hours
of sleep they usually get at night and how often they had
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trouble following asleep in the past month (from never to
always) (Whinnery et al., 2014).

Analysis

For the present study, analysis was focused on the 79
participants who identified as Black of the total 84 par-
ticipants with complete baseline and follow-up data. For
quantitative data, descriptive analyses were first conducted
to summarize participant demographic information as well
as mental health, psychosocial, and sleep related outcome
variables at baseline and follow-up. Paired t-tests (continu-
ous variables) and McNemar tests (categorical variables)
were conducted to assess differences between baseline
and follow-up data. For qualitative data, participant inter-
views were deductively analyzed using a rapid qualitative
analysis, which has been shown to be a valid method of
efficiently identifying specific and actionable themes from
qualitative data in implementation science research (Gale
et al., 2019). This process involved developing a prelimi-
nary qualitative codebook that informed the definitions
of the quantitative mental health, psychosocial, and sleep
related outcome indicators, and using this codebook to
identify how each indicator was reflected in participant's
daily lives following the intervention from interview data.

Results
Participant Characteristics

Socio-demographic characteristics of the 79 participants
analyzed in the study are described in Table 2. The age of
participants ranged from 23 to 88, and most were US-born,
college educated, and rented or owned their own living
accommodation. Most participants (78.5%) had attended
their congregation for 7 years or more. Participants also
reported a high frequency of attending religious activities.

Quantitative Outcomes

The baseline prevalence of moderate to severe depression
and PTSD were high in the sample (Table 3). The odds of
depression were significantly lower following the interven-
tion, and the change in PTSD approached significance.
Sense of community significantly increased following
the intervention; we saw an increase in membership and
shared emotional connection, but no significant changes
in health-related sense of community were observed. Par-
ticipant flourishing, secure flourishing, and social support
also increased after the intervention, along with daily
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Table 2 Characteristics of study participants analyzed (n=79)

n (or mean) % (or SD)

Age (years) 61.5 14.1
US born

Yes 48 60.8%

No 31 39.2%
Education

High school or below 16 20.3%

Some college 21 26.6%

College or above 42 53.2%
Marital status

Married/cohabiting 37 46.8%

Never married 20 25.3%

Divorced/separated 10 12.7%

Widowed 12 15.2%
Financial help from friends/family/partner

Yes 2 2.5%

No 77 94.9%
Housing

Rent/own a room, apartment, or house 75 94.9%

Temporarily staying with friend/family 4 51%
Arrest history

Yes 6 7.6%

No 73 92.4%
Time at congregation (years)

Less than 7 years 17 21.5%

7 years or more 62 78.5%
Frequency of religious attendance

More than once a week 48 60.8%

Once a week 24 30.4%

Once a month or longer 7 8.9%

spiritual experience and perceived importance of religion
in one's health choices and interactions. While hours of
sleep each day did not significantly change post-interven-
tion, the odds of reporting trouble falling or staying asleep
were significantly lower.

Qualitative Outcomes

Analysis of participant interviews corroborated quantitative
findings by identifying how participants experienced psy-
cho-social and mental health outcomes in their daily lives,
and how these experiences were shaped by the intervention
(Table 4). Themes related to changes in sleep behaviors were
not identified in the transcripts.

The post-intervention status of the examined mental
health-related challenges was observed to be strongly con-
nected with other psycho-social and religious constructs
examined. Mental health-related challenges were salient in
the lives of participants and included feelings of loneliness,

sadness, and anxiety, which were observed to decrease after
the intervention. Participants specifically connected the con-
structs of sense of community and social support as catalysts
in the reduction of these mental health challenges (particu-
larly loneliness) through the strengthening of interactions
and interpersonal bonds with other participants throughout
the course of the intervention. Similarly, while those display-
ing mental health challenges related to trauma still described
the lingering emotional and health impacts of past traumatic
events on their current lives, many highlighted the growing
significance of religious coping strategies. For example, the
role of a Higher Power as a pillar of strength and reliance
when coping with the emotional impacts of past trauma was
reported:

“He is there. He said I am there with you. He's not
going to leave me...wherever I am, I fall on him and
he is there to help me...I go through the trauma but in
him I rest, you know, so I'm good.”

Many participants also reported a stronger sense of control
over one’s life post-intervention. Increased sense of control
over one’s physical, spiritual, and mental health was a com-
mon theme. Meditating and breathing exercises were noted
to have a positive impact on participants’ mental and spir-
itual health, in part through greater emotional balance and
increased self-awareness. Additionally, participants reported
better communication with others in their life after the inter-
vention, including more patience and decreased feelings of
judgement when participants interacted with the people in
their community. Specifically, participants reported having
an increased sense of control over their interpersonal rela-
tions in that many learned to be forgiving with oneself and
others. Releasing such feelings of resentment seemed to not
only cast away any feelings of personal guilt but also build
tolerance and empathy towards others:

“...this course teaches you that forgiveness comes
from the heart and if it comes from the heart...you're
not going to dwell on it...A lot of people are going
through stuff that they don't even mention...sometimes
your neighbor could be going through stuff and maybe
that's why they are angry.”

Social support and participant’s sense of community also
grew in significance in participants’ lives. Many partici-
pants reported feeling closer to their community and church
members post-intervention. Findings also suggest that par-
ticipants displayed an increased sense of trust that church
members can work to improve overall community health.
Even though the intervention was conducted entirely dur-
ing the COVID-19 pandemic, the use of technology in the
program opened more avenues for the participants to reach
out to their community members. In many cases, the pro-
gram helped participants combat isolation induced by the
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Table 3 Changes in psycho-social, mental health, and sleep outcomes among participants with complete baseline and follow-up data (n=79)

Baseline Follow-up Change in mean/percent®
Mean (or %) SD (orn) Mean (or %) SD (orn) Change/Odds 95% CI p-value

Mental health

Depression (PHQ9) (% moderate/severe depres- 16.5 6.3 0.20%* (0.02-0.94)* 0.0433

sion)

PTSD (PCL-5) (% PTSD) 12.7 3.8 0.22%* (0.02-1.07)* 0.0704
Sense of community

Total (SCI-2) 2.70 0.64 2.92 0.66 +0.22 (0.08-0.36) 0.0021

Membership (SCI-2) 2.56 0.66 2.81 0.70 +0.25 (0.10-0.40) 0.0013

Shared emotional connection (SCI-2) 2.84 0.75 3.03 0.71 +0.19 (0.03-0.35) 0.0233

Health-related 2.76 0.74 2.86 0.70 +0.10 (= 0.05t00.25) 0.1834
Sense of control

SC-4 3.70 0.36 3.72 0.32 +0.02 (= 0.06t0 0.09) 0.6540
Social support

MOS-19 68.46 24.23 74.10 23.63 +5.64 (2.62-8.66) 0.0004
Role of religion

Importance in life 2.94 0.29 2.96 0.25 +0.03 (= 0.01t00.06) 0.1586

Importance in health choices 2.63 0.70 2.82 0.47 +0.19 (0.05-0.33) 0.0103

Importance in interactions 2.78 0.55 2.95 0.22 +0.32 (0.16-0.48) 0.0001

Religious coping 3.62 0.72 3.67 0.73 +0.05 (—0.13t0 0.23) 0.5749

Daily spiritual experiences (DSES-16) 4.09 0.82 4.25 0.77 +0.16 (0.00-0.31) 0.0481
Flourishing

Flourishing (HFI) 82.19 11.99 84.73 8.92 +2.54 (0.51-4.58) 0.0150

Secure flourishing (HFI) 97.22 15.21 101.30 10.96 +4.09 (1.75-6.43) 0.0008
Sleep

Hours of sleep 6.33 1.77 6.41 1.18 +0.08 (= 0.35t00.50) 0.7224

Trouble falling/staying asleep (% often/always)  20.3 10.1 0.11%* (0.00-0.80)* 0.0269

Bold values indicate statistical significance (p < 0.05)

#Paired t-tests for continuous outcomes, McNemar tests for dichotomous outcomes

*Odds ratios, calculated using paired McNemar tests

lockdown, which helped to strengthen participant inter-
personal relationships. Additionally, due to their enhanced
sense of community, the participants were willing and com-
fortable to share personal stories with each other as a means
of further connecting with community members.

“...we have a core of seniors at our Church who show
up every Wednesday to help distribute vegetables, fruit
and vegetables to the community...I have unlimited
options as far as the technology is concerned in terms
of reaching out and getting in touch with people...we
should consider ourselves physically distanced, but not
socially so I don't feel that I've suffered in any way in
terms of the human discourse element and the human
contact element."”

Principles related to the construct of flourishing also
emerged in participants’ post-intervention experiences.
Many participants reported feeling “at peace” with oneself
after the program had ended; one participant, for example,
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mentioned being at peace after having mended their relation-
ship with a family member, which was an action prompted
by their participation in the intervention. Flourishing was
also evidenced through the multidimensional impact expe-
rienced by participants post-intervention, notably through
improved overall mental, spiritual, and physical health.
These improvements were linked with greater life satisfac-
tion and overall happiness for the participants in that many
participants felt growth in their character and reported hav-
ing improved social relationships.

"...overall, I am at peace. Much happier moments than
before.”

Religion and spirituality were observed as a significant
driver of one participant's behaviors and a catalyst of many
of the experiences reported. This saliency was in part
reflected through the link between religious coping and
mental health challenges related to trauma in that partici-
pants reported their relationship with a Higher Power to be
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Table 4 Psycho-social and mental health experiences of participants identified post-intervention from in-depth interviews

Construct Key themes

Description

Mental health-related constructs Decreased feelings of sadness, loneliness, anxiety

Participants felt less anxious and stressed post-inter-
vention. Participants battled feelings of loneliness by
being more connected with their community

Having complete faith in a Higher Power to deal with Increased understanding of how to deal with trauma

trauma

Sense of control

Increased sense of control over one’s spiritual and

mental health

Increased sense of control over one’s personal rela-

tionships

Sense of community

Creating community by strengthening connections

Increased sense of control over one’s physical health

Creating community by sharing stories

based on one’s unyielding trust on a Higher Power

Feeling more motivated to exercise and eat healthy to
gain control of one’s physical health

Engaging in more meditation and breathing exercises
to gain control of one’s spiritual and mental health

Learning to be more forgiving with oneself and others,
being more patient, improving how they interact with
their loved ones and peers

Participants felt close to their group members in such a
way that made them comfortable and willing to share
detailed personal information with respective groups

Many participants felt more connected with their local
church members post-intervention

Creating community by improving community health Increased sense of feeling that church members can

Social support

Flourishing Feeling “at peace”

Impact across multiple dimensions: mental, spiritual

and physical health

Religious coping
Power

Role of religion

Daily spiritual experience
ences on health

Using crisis to catalyze networks of support

Bible study and feeling of being closer to a Higher

Increased sense of treating body as a “temple”

work together to improve community health

Participants identified feeling closer to other church
members, which inevitably helped fight off loneliness
and/or boredom as they were in the lockdown

Participants reported being more “at peace” after the
program

Some participants mentioned how their mental, spir-
itual and physical health improved during and after
the program

Increased reliance on faith and a Higher Power to deal
with stress, losing loved ones and other personal
problems

Greater religious connection to eating healthier foods
and exercising to better one’s own physical health
post-intervention

Meditative activities and influence of spiritual experi- Increase in meditation and in feelings of being closer

to a Higher Power as a means to improve spiritual
and mental health

consoling and a catalyst for alleviating trauma-induced pain.
Religious and spiritual influences also were associated with
improved mental and spiritual health outcomes for the par-
ticipants. More specifically, participants noted that medita-
tion and breathing exercises were a gateway to de-stressing
and feeling closer to a Higher Power. Relationships with a
Higher Power were also linked with routine health behav-
iors; in particular, their understanding of scripture seemed
to affect their sense of control in that some participants men-
tioned treating their body as a “temple;” specifically, incor-
porating a religion-based driver in the conscious effort to
maintain overall physical health, motivating healthier habits.

“...that week they talked about...the body is a temple,
and I decided, you know what? I can just walk instead
of taking the bus and I think that helps me physically.

Now, whether it affects me mentally, I don't know,
but I guess if you're doing well physically, it probably
helps you to feel better mentally.”

In terms of feasibility of the intervention itself, most par-
ticipants reported not facing significant technological chal-
lenges. Those that reported using Zoom was challenging
added that it was an initial hurdle that they had to overcome
but once they were familiar with Zoom, they felt comfort-
able with how the sessions were delivered. Regardless of
whether the sessions were conducted during a pandemic,
most participants mentioned that they would prefer to par-
ticipate in sessions virtually over Zoom instead of sessions
conducted in-person.
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Discussion

Overall, the implemented pilot spirituality-based, peer-led
intervention was observed to have a significant impact in
improving mental health and related psycho-social outcomes
among a sample of Black residents living in NYC. At base-
line, the prevalence of both depression (16.5%) and PTSD
(12.7%) were notably higher than past national estimates
among Black communities in the general population (5.39%,
8.7%) (Roberts et al., 2011; Weinberger et al., 2018). Find-
ings highlighted the important connection between mental
health challenges and psycho-social indicators such as social
support and sense of community, while also revealing how
religious influences shaped participants' understandings of
holistic health and wellbeing as well as coping with past
trauma. Indeed, although significant changes in mental
health and wellbeing related outcomes were observed, given
the structure of the study as a pilot intervention without a
control group, strong conclusions cannot be made from post-
intervention outcome data. Nonetheless, these preliminary
findings suggest spirituality-based, peer-led approaches
focused on holistic and religiously integrated understandings
of health may have the potential to address mental health
disparities among Black communities in the US, and further
scaled up research is warranted.

Although the intervention's emphasis of holistic wellbe-
ing through a spirituality-based, peer-led model of health
promotion was novel in comparison to past research, find-
ings support other spirituality-based interventions which
have similarly observed improvements in depression (Han-
kerson & Weissman, 2012; Rogers & Stanford, 2015). Like-
wise, the advocated role of religious-coping in addressing
health needs in Black communities and the importance of
FBO-collaborations in health research were similarly sup-
ported by intervention outcomes (Hays, 2015). Importantly,
improvements in overall wellbeing (assessed quantitatively
through constructs such as flourishing in the current study
and supported qualitatively through concepts related to gen-
eral, integrated wellness) indicate the importance of evaluat-
ing these broader constructs in intervention design to capture
potentially salient improvements in quality of life as part
of similar spirituality-based, peer-led programs. Likewise,
given that these impacts were observed despite the inter-
vention occurring via virtual platforms, findings point to
the applicability of virtual modalities of spirituality-based,
peer-led intervention to improve health outcomes in Black
communities and among older adults (particularly when
in-person modes of engagement may face barriers, such
as during the COVID-19 pandemic). Interestingly, despite
the potential of virtual-platforms of intervention to limit
the degree and quality of social engagement (Lowenthal
et al., 2020), participants nonetheless noted that sense of
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community and social support were enhanced during the
intervention, suggesting that such barriers can be overcome
in virtual settings through similar interventional approaches.

The link between social support, sense of community,
and mental health challenges observed in qualitative find-
ings also corroborate past research showing the connection
between these outcomes (Townley & Kloos, 2011; Uchino,
2006). Specifically, literature demonstrates that social sup-
port plays a significant role in mitigating certain symptoms
of depression (such as feelings of loneliness and sadness),
coping with mental health related stress and past trauma
induced challenges, as well as in the prevention of further
negative health consequences as a result of mental health
concerns (such as suicidality and physical health deteriora-
tion) (Hale et al., 2005; Kleiman & Liu, 2013; Laffaye et al.,
2008). Similarly, the link between enhanced sense of belong-
ing and connection to others through an improved sense of
community and mental health has been understood through
exposure of health promoting behaviors and greater sense
of commitment to one’s health through feelings of mutual
respect and self-esteem (Berkman & Glass, 2000; House
et al., 1988; Palis et al., 2020). Indeed, findings suggest that
further community-based research targeting mental health
(including spirituality-based and peer-led models) may ben-
efit from targeting these constructs in intervention devel-
opment as potential moderators or mediators in achieving
improvements in mental health.

The importance of religion in mental health related
challenges has also been widely supported in past research
(O. Harrison et al., 2001; Shaw et al., 2005). Specifically,
religious coping has been understood through the lens of
both positive religious coping (e.g., seeking spiritual sup-
port and connection, religious purification and forgive-
ness) and negative religious coping (e.g., punitive religious
reappraisals) (Pargament et al., 1998). In analyzing these
complex religious influences that have been identified in
past research, positive religious coping has largely centered
around feelings of spiritual connectedness, beliefs that one's
life has meaning, and strengthening one's relationship with
a Higher Power as a means of addressing stress (Pargament
et al., 1998); such conceptualizations closely mirror qualita-
tive findings of how participants expressed their religiosity
within the context of dealing with mental health challenges.
However, while the role of religion in coping with trauma
was reflected in qualitative findings, no significant changes
in indicators of religious coping and the importance of reli-
gion in one's life were reflected in the quantitative findings
post-intervention; this may reflect that, for participants (who
on average had been attending religious congregations for
multiple years), religion had already been playing a signifi-
cant role in their lives.

Nonetheless, significant increases in the role of reli-
gion and spirituality in healthy choices and interactions
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were observed post intervention, which was also reflected
qualitatively through participant components on feelings
of improved diet and exercise, and how religion may have
underpinned these improvements through understanding
one's body as "a temple." The concept of the body as a "tem-
ple" has be highlighted in past research examining spiritual-
ity among Black communities and has similarly underscored
the concept as a driver of positive health behaviors through
an emphasis of valuing and improving one's body out of
divine respect, informed by a holistic understanding of one's
health (both physical and mental) (King et al., 2005). The
saliency of this concept in the qualitative data directly aligns
with interventional emphasis on holistic health and using
religion as a driver to enhance one's spiritual, physical, and
mental health. Indeed, such results suggest that similar inter-
vention designs can particularly benefit from integrating the
promotion of religion or spirituality into various facets of
one's daily life (including broader health), and that spiritu-
ality-based interventions may benefit from conceptualizing
health in a holistic manner to promote overall wellbeing
along with specific health outcomes.

Finally, while changes related to sleep were not identified
in the interview data and no changes in the amount of sleep
were identified in the quantitative data, the proportion of
participants reporting trouble falling or staying asleep sig-
nificantly decreased. While improvements in sleep have been
associated with positive mental health outcomes (Freeman
et al., 2017), the lack of significant quantitative and qualita-
tive findings suggest that improvements in sleep may play
a lesser role in addressing mental health disparities among
Black churchgoers, particularly in comparison to other fac-
tors such as social support and sense of community. How-
ever, since past research in faith-based settings has observed
an important link with sleep outcomes and mental health
(Oh et al., 2019), further research examining a wider array
of sleep indictors (such as sleep quality or disturbances) is
warranted.

There are some key limitations to this study that must
be acknowledged. First, as a small-scale one-group pre-test
post-test pilot study recruited using convenience sampling,
we were unable to assess the efficacy of the intervention
with a control group. Moreover, the convenience sampling
approach targeted high attendance; future interventional
research may benefit from recruiting participants with a
wider range of congregational attendance, or by collabo-
rating with mental health professionals to conduct a more
needs-based recruitment of individuals suffering with
depression. Importantly, it is possible that other social or
environmental factors in participants' lives external to the
intervention played a role in the observed changes in out-
come variables. However, these preliminary results set the
foundation for more scaled-up interventional research to
examine the applicability of the interventional approach

through more rigorous, controlled trials. Similarly, the
recruited participants had a relatively high socio-economic
standing in comparison to other residents in the Bronx
(reflected through high educational attainment and lack
of financial difficulties), however a positive interventional
impact was still observed; future interventions may consider
targeting more socio-economically disadvantaged sub-pop-
ulations. Importantly, while mental health outcomes were
only measured quantitatively through self-reported symp-
toms of depression and PTSD (as opposed to clinical diag-
noses of these conditions), future studies may explore more
diverse outcomes (such as anxiety or loneliness indicators)
or involve the analysis of medical records. Similarly, while
changes in physical health related behaviors (such as diet
and exercise) were observed in qualitative findings, self-
reported or objective measures of such health behaviors were
not quantitatively examined, which is an area deserving of
further exploration. The lack of statistically significant find-
ings for some outcomes (such as PTSD) may also reflect
sample size limitations, which also limited the ability to con-
duct quantitative interaction analyses with the mental health
outcomes and psycho-social indicators; further scaled-up
research can support corroboration of study findings and
examination of outcome interactions (which were observed
qualitatively in the current study). Finally, the disruptive
social, economic, and health impact of the COVID-19 pan-
demic likely played a strong role in participant's experience
of the intervention and the outcome variables assessed; fur-
ther research may benefit from assessing COVID-19 impact
related outcomes to adjust for in analyses.

Indeed, despite study limitations, findings highlight
the feasibility and acceptability of such formats of remote
spirituality-based, peer-led interventions among Black
communities. By engaging with FBOs, working with par-
ticipant peers as lay educators, and emphasizing a holistic
approach through health and wellbeing, such programs have
the potential to be scaled-up to improve various facets of
health and wellbeing in diverse Black communities. Policy
makers and community leaders seeking to address health
disparities may also benefit from employing such collabora-
tive, community-engaged interventional health promotion
initiatives, although further research is needed to explore
the adaptability of such collaborative approaches in more
scaled-up settings.
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